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Editorial
THE BIO-PSYCHO-SOCIAL MODEL: THE “FUTURE” OF PSYCHIATRY? AFTER 36 YEARS?
Debasish Basu

“The dominant model of disease today is biomedical, and it leaves no room
within its framework for the social, psychological, and behavioral dimensions
of illness. A biopsychosocial model is proposed that provides a blueprint for
research, a framework for teaching, and a design for action in the real world
of health care.” (Engel, 1977)

This is the summary paragraph of an article titled “The
Need for a New Medical Model: A Challenge for
Biomedicine”, published in Science Magazine on 8th
April 1977. It was written by a person who was not a
psychiatrist by profession but an internist. And this
article has been cited 6669 times since its publication,
as on 6th October 2013. Yes, 6669 times as per Google
Scholar (four days ago the figure was 6662; thus the
citations are increasing even today!).
…....This year, the 21st World Congress of Social
Psychiatry held in Lisbon on 29th June to 3rd July 2013
had its Congress theme as “The Bio-psycho-social
Model: The Future of Psychiatry”. While searching for
the relevant current literature on the topic, I stumbled
upon a reference, written by Giovanni Fava, Editor-inchief, Psychotherapy and Psychosomatics, titled “The
Biopsychosocial Model Thirty Years Later” (Fava and
Sonino, 2008). Academically challenged as we are, with
severe and sad limitations on full-text access, I emailed
Professor Fava, requesting a PDF of the article. Pat came
the reply (along with the article plus a number of
others):
“Dear Debasish,
I am glad of this interest. While a medical student in
Italy, I spent a summer with him (George Engel) and he
taught me how to approach a patient. This year is the
100th anniversary of his birth and no one in the USA
(not even the American Psychosomatic Society) is
paying any tribute to him. I hate this lack of respect. As
I wrote in another editorial (attached), according to
Chomsky the worst censorship is the suppression of
history. Attached please find other papers where Engel
is alive and fighting!
Best
Giovanni”

This mail opened a new vista for me. I searched for the
biography of Engel, his life, works, and the tremendous
influence he exerted in shaping both modern psychiatry
and internal medicine. I also looked at his critics and
what they had to say. Finally, I am writing this piece as a
small token of our tribute to the man and his paradigmshifting ideas, in the year of his birth centenary.
George Libman Engel (December 10, 1913 – November
26, 1999), contrary to popular belief, was not a
psychiatrist. He was an internist, with additional
training in psychoanalysis and psychosomatic medicine.
Having earned his medical degree from Johns Hopkins
University School of Medicine in 1938, he was indeed
initially skeptical of psychoanalysis and psychosomatic
medicine, and remained committed to purely physical
explanations of disease processes. However, even at
this early stage of his purely “medical” career, he was
intrigued by the role of personal experience that
influenced biology. As he wrote in his probably last
major published article: “Biologist Herbert Spencer
Jennings's early insistence that "inner experiences" are
proper data for biology was my first encounter with the
idea that the use of subjective data need not violate the
conventional requirement for scientific respectability.
Quite by chance, in 1932, as a college student, I had
stumbled onto Jennings's Behavior of the Lower
Organisms. As a biologist, Jennings deemed his inner
experiencings as a living organism no less integral for
understanding living systems than his outward
observations as customarily relied on for information
about the physical (nonliving) universe” (Engel, 1997).
However, he was still a strict “internal medicine man”
for the next decade or so. In fact, he was staunchly
opposed to psychoanalytic and psychosomatic ideas in
vogue at that time, and was devoted to the
biomechanistic model of medicine. As a medical college
student, he indeed wrote an article titled: “Thought as a
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Product of Brain Metabolism”!
Finally, his stint as a Research Fellow in Medicine at
Harvard Medical School in the 1940s gradually changed
all that, when he came into close contact his supervisor
Dr Soma Weiss and his psychiatrist peer Dr John
Romano. Working with them, and later with Dr. Franz
Reichsman on the famous “Monica project”, convinced
him of the essential value of an integrated model of new
medicine that should capture and combine
psychological and social factors along with biological
factors for proper understanding and management of
patients.
The Monica project was especially noteworthy and
needs a brief mention here (Engel et al, 1956; Engel and
Reichsman, 1956). Monica was an infant with
congenital esophageal atresia who was fed by
gastrostomy tube. Franz Reichsman was the “friendly
doctor” who the infant liked, and George Engel was the
“stranger” whom she disliked. She would break into
excitement, happy smile, and along with this, the gastric
juice would flow from her gastrostomy tube when
Reichsman approached; in contrast, she would develop
sudden, dramatic silence, bodily withdrawal, and dry
gastric mucosa with little or no hydrochloric acid
secretion when Engel appeared. It was a classic
psychosomatic case study, followed from 1953 when
Monica was 1 year old until Dr. Engel's death 46 years
later (Dowling, 2005).
Following his “conversion”, initially (in the 1950s and
60s) Engel was strongly oriented with psychoanalytic
thinking of the era, and, for example, would try to
“explain” clinical features of ulcerative colitis like
bleeding and headache by invoking psychoanalytic
principles. Later, however, he started broadening his
ideas during the 1970s. He appraised the broader role of
psychological, social and cultural factors in defining
health and sickness and in mounting a proper health
care response. As he wrote in his classic article: “To
provide a basis for understanding the determinants of
disease and arriving at rational treatments and
patterns of health care, a medical model must also
take into account the patient, the social context in
which he lives, and the complementary system devised
by society to deal with the disruptive effects of illness,
that is, the physician role and the health care system.
This requires a biopsychosocial model. Its scope is
determined by the historic function of the physician
to establish whether the person soliciting help is
"sick" or "well"; and if sick, why sick and in which
ways sick; and then to develop a rational program to

treat the illness and restore and maintain health.”
(Engel, 1977)
The 1977 Science paper was explosive. It threw an open
challenge to biomedicine's existing model as overtly
mechanistic (trying to explain illness purely in terms of
deranged laboratory or other biomedical functions or
markers), reductionistic (trying to explain complex
phenomena by focusing on progressively narrower
domains), and dualistic (trying to split the human
system into mind and body, relegating the former to
psychiatrists and the latter to the rest of medicine). By
citing detailed examples of two diseases, one physical
(diabetes) and the other mental (schizophrenia), he
showed that bio-psycho-social factors are important in
both for proper understanding and care of these
patients.
The impact of Engel's 1977 Science article was
enormous. It placed the biopsychosocial model ﬁrmly
on the undergraduate teaching agenda of the world's
medical schools and on the educational programme of
residency training in psychiatry in many places. The
cutting edge was not psychoanalysis, nor personal
development, but 'the system' and how it can make
people sick as well as better. By the 1980s,
'biopsychosocial' became the new buzzword.
However, the tides seemed to be turning in the 1990s,
for several historical and secular reasons. The biological
basis of medical and especially psychiatric disorders
received progressively greater attention (and funding!).
The powerful pharmaceutical industry and lobby never
much liked 'biopsychosocial'. Although opposing both
biological dogmatism and psychoanalytic orthodoxy,
the biopsychosocial model gave rise to a 'catch-all'
eclecticism which made it difficult to falsify (Ghaemi,
2009, 2011). Eventually, the critics said, the
biopsychosocial model (BPS model), despite its
tremendous conceptual and populist appeal, was little
more than a facile 'lip service', a politically correct but
practically empty phrase (Gabbard and Kay, 2001;
Pilgrim, 2002; Tavakoli, 2009). In fact, Nassir Ghaemi,
one of the most vocal critiques of the BPS model, lists
ten criticisms that he expounds in his recent article and
latest book (Ghaemi, 2011, 2012). These criticisms
against the BPS model are: 1. The BPS model is based on
a falsely narrow concept of biology. 2. It is conceptually
inconsistent about the mind/body relationship. 3. It is
not more beneficial than William Osler's medical
humanist model. 4. If true, it is trivial. 5. It has unclear
boundaries. 6. It can confuse treatment versus etiology.
7. It is a poor model to address costs and managed care.
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8. It presumes psychiatric superiority to other mental
health disciplines. 9. It is a poor teaching tool when
simplistically applied. 10. It offers only limited
resistance to rebirth of biological dogmatism. Other
authors have voiced other criticisms, such as:
inadvertently further dichotomizing biology and
psychology, further increasing the stigma of psychiatric
disorders, trivializing the word psychosocial, amongst
others (Tavakoli, 2009). In fact, 15 years ago, a critical
review of the BPS model concluded that “In its present
form, the biopsychosocial model is so seriously flawed
that its continued use in psychiatry is not justified”
(McLaren, 1998). Others, however, have debated this
nihilistic position, asserting that the BPS model is still
relevant today, albeit in an expanded, abstract or
applied manner (Freedman, 1995; Borrell-Carrio et al,
2004; Suls and Rothman, 2004; Adler, 2009; Alvarez et
al, 2012; Friedman and Downey, 2012; McKay et al,
2012; Smith et al, 2013).
This editorial is not the right place to discuss all these
critiques, and their possible responses, in sufficient
details. The central question for this piece is: is the BPS
model dead, just alive, alive and kicking, or is it the
“future of psychiatry” as envisaged by the 21st World
Congress of Social Psychiatry? Let us start with a simple
statistic. In contrary to what I had apprehended and
what McLaren (1998) had predicted, the word
'biopsychosocial' returned 3245 hits in PubMed, with a
steadily rising trend of use of the word, from only a few
in the 1970s to literally thousands in the last decade and
approaching a thousand citations in only the first four
years of the present decade. The phrase
“biopsychosocial model” returned a lesser number
(1231), but, importantly, again showed a clear-cut rising
trend in citations through the decades. Decade-wise
PubMed citations of these are tabulated, clearly
establishing the rising trend (Table 1). Interestingly,
even the proportion of times the phrase
“biopsychosocial model” was cited (out of all citations
of the word biopsychosocial) remained at a reasonably
stable 37-41% throughout the decades, indicating that
the use of the phrase has not really declined over the
years. Even granted that the simple use of the term
'biopsychosocial' and 'biopsychosocial model' does not
necessarily constitute adoption of the model, explicit
reference to these terms does reflect the recognition of
the perspective. These and similar searches indicate
that, at the very least, 'biopsychosocial' is not a dead
word as some of its critiques would like to have us
believe! The application of the word, indeed, has spread

to several scenarios such as chronic pain, cancer,
medical education, etc. in recent years.
To my mind, the word “model” has been problematic
and unnecessarily confusing. It is perhaps more useful
and meaningful to view biopsychosocial as a mode of
thinking, a perspective, an approach, rather than in
terms of a concrete, static and mechanistic 'model'. The
use of the word 'model' conjures up images of
something concrete and tangible, though typically of a
smaller size and complexity than the reality it purports
to approximate, like the model of an airplane, or an
animal model of depression. It may also mean
something nice, ideal, desirable, perfect, or something
to be emulated (fashion models, model schools, model
conduct). Biopsychosocial is not really a “model” in any
of these senses. Biopsychosocial is more of a
perspective, an approach, a way of looking at things,
and, ultimately, a way of thinking. It is a way of
incorporating the three components of reality: external
('biological'), internal ('psychological') and contextual
('social'). This mode of thinking can have endless
applications, from doctor-patients relationships to
healthcare management. For example, Engel
emphasized this tri-dimensional view of relating to a
patient: “…observation (outer viewing), introspection
(inner viewing), and dialogue (interviewing) are the
basic methodologic triad for clinical study and for
rendering patient data scientific” (Engel, 1997).
Even if we do not use the exact word 'biopsychosocial',
research since the 1980s and especially in the last two
decades has diversified on multiple themes that
emphasize the interconnection and importance of
biological, psychological and social (environmental in
broad sense) factors in health and illness: prominent
examples are the 'hybrid' disciplines such as
psychoimmunology, psychoendocrinology, psychooncology, psychoneuroendocrinoimmunology, geneenvironment interaction, and even epigenetics.
Clinically, most university-level psychiatric teaching
emphasizes the need for empathic understanding of the
patient along with gathering objective data.
Introspection is no longer seen as 'unscientific'. In fact,
one of the major contributions of biopsychosocial
thinking is that the psychosocial context in which
health, illness and health care (including doctor-patient
relationship) develops must not be ignored. Functional
neuroimaging of human experiences, molecular biology
of socially mediated stressor exposures,
psychobiological aspects of learning fear and its
extinction, and many, many other areas of scientific
©2013 Indian Association for Social Psychiatry 3

Indian Journal of Social Psychiatry, 2013, 29 (1-2), 1-5
inquiries, all provide further impetus to the
biopsychosocial mode of thinking and perspective for
which the seed was sown more than three decades ago.
In this sense, coming back to the original question (note
the question marks at the end of the title of this
editorial), my humble submission is: why even ponder
about the question whether the BPS model is the
“future” of psychiatry, 36 years after its formulation?
My issue here is with the word “future”. The BPS way of
thinking, or the BPS 'factor' rather than the static and
controversial concept of 'model' (Fava et al., 2012) is not
the “future” of psychiatry. It is psychiatry as we
understand today, with the man, molecule and milieu
intertwined at different interacting levels, in which all
the three components are important to varying degrees
depending upon the individual case, but important
nonetheless. George Engel and his legacy live and will
continue to live, even if his detractors claim otherwise.
Table 1. PubMed citations of the word
'biopsychosocial' and 'biopsychosocial model'.
Decade

Number of

Number of

citations of citations of

% of
'model'

Medicine, 2, 576-584.
Dowling AS. (2005) Images in psychiatry: George Engel,
M.D. (1913–1999). American Journal of Psychiatry, 162,
2039.
Engel GL, Reichsman F, Segal HL. (1956) A study of an
infant with a gastric fistula, I: Behavior and the rate of
total hydrochloric acid secretion. Psychosomatic
Medicine, 18, 374–398.
Engel GL, Reichsman F. (1956) Spontaneous and
experimentally induced depressions in an infant with a
gastric fistula. Journal of American Psychoanalytic
Association, 4, 428–452.
Engel GL. (1977) The Need for a New Medical Model: A
Challenge for Biomedicine. Science, 196, 129-136.
Engel GL. (1997) From Biomedical to Biopsychosocial:
Being Scientific in the Human Domain. Psychosomatics,
38, 521-528.
Fava G, Ruini C, Tomba E, Wise TN. (2012) The
Biopsychosocial Factor. Psychotherapy and
Psychosomatics, 81, 1-4.
Fava G, Sonino N. (2008) The Biopsychosocial Model
Thirty Years Later. Psychotherapy and Psychosomatics,
77, 1-2.

the word

the phrase

citations

'biopsy-

'biopsy-

of total

chosocial'

chosocial

Freedman AM. (1995) The Biopsychosocial Paradigm
and the Future of Psychiatry. Comprehensive Psychiatry,
36, 397-406.
Friedman RC, Downey JI. (2012) Editorial: The
Biopsychosocial Model. Psychodynamic Psychiatry, 40,
371-376.

model'
1970s

18

7

39

1980s

268

110

41

1990s

645

241

37

2000s

1405

535

38

2010s
(2010-2013)

909

338

37

Total

3245

1231

38
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Presidential Address 2012
CHALLENGES FOR SOCIAL PSYCHIATRY IN THE CONTEMPORARY INDIAN SOCIETY
R. K. Chadda

Mr. Chairperson, Past Presidents of the Indian
Association for Social Psychiatry (IASP), Guests from the
World Association for Social Psychiatry, Members of the
IASP, Ladies and Gentlemen:
It is a great privilege for me to be bestowed with the
responsibility of the President of the Indian Association
for Social Psychiatry. I would like to express my gratitude
to the membership of the IASP for the same. IASP
conference has returned to Chandigarh, the City
Beautiful after a gap of 26 years. Infact, I had the first
taste of learning the conference organizational skills in
the earlier IASP conference of 1986 held under
leadership of my revered teacher, Professor Vijoy
Varma.
Social psychiatry in the contemporary scene faces a
number of challenges. Social psychiatry has a crucial
role in the current psychiatry scene, with mental
disorders having been identified as a cause of increasing
burden of disease and disease related disability.
Internationally, migrations, increasing social disparities,
poverty, unemployment, racism and discrimination
have been identified as important social factors
influencing the mental health. India and the
neighbouring countries in the Indian sub continent have
also been inflicted by many of these factors and also
certain other important social issues related to mental
health like increasing suicide rates especially in the
adolescents and young adults, incidents of farmers'
suicides, domestic violence, aging population with poor
social support, breaking joint family system, disaster
proneness of vast geographical areas and urbanisation.
India has very meagre mental health resources unlike
the Western world to deal with these issues. This
address will focus on some of these issues, the
associated challenges to social psychiatry and suggest
possible solutions. Since the subject is so vast, it is
possible that I might not be able to touch all the issues.
Beginnings: Involvement of families in care of the
mentally ill
It is important to trace the history of social psychiatry in
India to understand the challenges the discipline faces
in the country. In India, patients with mental illness
have traditionally been taken care of by the families and

the community itself, since the formal mental health
care institutions were far from adequate. In 1950s,
apparently first formal experiment of family's
participation in the care of mentally ill was conducted
by Dr Vidya Sagar in Amritsar outside the walls of the
state mental hospital. In the overcrowded hospital, it
was not possible to accommodate all the patients in
hospital. Dr Sagar made arrangements for the family
members to stay with their patients in tents in the
ground outside the mental hospital, and also provided
treatment and group sessions for the patients and the
families. The approach helped the family members
learning caring skills for their patients and also reduced
the hostility in the minds of the patients about their
family members as they had not been abandoned like
happened previously. The improved patients went back
to the community with a message that mental illness
could be treated, reducing the associated stigma (Sagar,
1972; Kapur, 2003). This was followed by setting up of
family units at other places like Vellore and Bangalore.
Further, there was starting of the community psychiatry
services in 1960s at a few places which was further
expanded under individual efforts of some psychiatrists
and later under the National Mental Health Programme
of India (Murthy, 2011).
The Indian Association for Social Psychiatry was born in
1984 and has undertaken initiatives at spreading the
message of social psychiatry amongst the mental health
professionals across the country.
Challenges in the current scenario:
India faces a number of challenges in social psychiatry,
the two biggest challenges being a gross deficiency of
the mental health manpower, its unequal distribution
across the vast country, accompanied by a large
untreated population with very low awareness about
the mental illnesses. A large sector of the population
even in areas with reasonably good availability of the
mental health services does not access the services
because of lack of awareness or stigma.
Available mental health resources:
India with its population of nearly 1.2 billion has nearly
120 million people suffering from mental and
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neurological problems with about 24 million suffering
from severe mental illnesses, who require professional
help at any point of time. Country's budget allocation to
health has recently been increased to 2.1% of the GDP,
with mental health forming a meager fraction of the
total health budget. The mental health resources are
very low, compared to the high income countries,
comprising just 0.25 psychiatric beds per 10,000
population, 0.2 psychiatrists, 0.03 clinical psychologists,
0.05 psychiatric nurses and 0.03 social workers per
100,000 of the population (World Health Organization,
2005). Rehabilitation services for improved patients
with mental illnesses are nearly nonexistent at most of
the places in the country.
India has a gross deficit of the mental health care
resources. As per recent estimates, average national
deficit of psychiatrists is estimated as 77%. More than
one third of the population of India has more than 90%
deficit of psychiatrists. Though a few states or cities like
Chandigarh, Delhi, Goa and Puducherry have an
adequate number of psychiatrists, 70-80% of patients
attending their services come from the neighbouring
states and cities. Figures for psychologists, psychiatric
social workers and psychiatric nurses working in mental
health care are even lesser (Thirunavakarasu &
Thirunavakarasu, 2010)). There is a large 'unmet need'
in the community. In general, psychological distress is
not considered as something requiring medical care or
intervention. The modern medical care is considered as
having only a limited expertise in the area. The mental
health services have also only a limited availability in the
public health services (Murthy, 2011).
In 2008, the World Health Organization (WHO) has also
launched the mental health Gap Action Programme
(mhGAP) to address the lack of care, especially in lowand middle-income countries, for people suffering from
mental, neurological, and substance use disorders
(World Health Organization, 2010).
Thus there is a gross disparity between resources and
needs. The number of postgraduate training seats has
recently been increased to about 350 psychiatrists
every year (Medical Council of India at
www.mciindia.com accessed on 18 November 2012).
Till recently, a significant percentage of them were
moving abroad for greener pastures. This number has
come down in the last few years. Recently, the Indian
Government has taken a number of initiatives under the
National Mental Health Programme by strengthening
the existing training facilities as well as developing
centres of excellence in mental health to augment the

mental health manpower in the country. Budget
allocation for the mental health has also been
augmented (Murthy, 2011).
Increasing suicide rates:
More than one lakh lives are lost every year due to
suicide in India. Suicide rate has increased in India by
43% from 1975 to 2005. There was not much difference
in the suicide rates between 1975 and 1985, but it
increased by 35% from 1985 to 1995 and another 5%
from 1995 to 2005. The male-female ratio has, however,
remained stable at around 1.4:1 (Vijaykumar, 2008).
During 2010-2011 also, suicide rate increased from
10.6/100,000 in 2010 to to 11.2 per 100,000 in 2011
(National Crime Records Bureau, 2012
http://ncrb.nic.in/CD-ADSI2011/table-2.1.pdf). Certain
states in India especially the Southern states of Kerala,
Tamil Nadu and Karnataka have reported suicide rates
varying from 20-25 per 100,000. Rates are also high
ranging from 20-30 per 100,000 in states of Goa,
Chhattisgarh, Sikkim and Tripura (National Crime
Records Bureau, 2012 http://ncrb.nic.in/CDADSI2011/table-2.2.pdf). The union territory of
Pudducherry reported highest rate of 44.8/100,000. It is
also a known fact that suicide is often under reported in
this part of the world and the real figures could be
higher.
Suicide in certain specific populations like students,
adolescents, farmers, migrant labour and persons
working in paramilitary forces has been a matter of
serious concern in recent years. In a recent study from
Chandigarh, 58% of the suicides in the city were
reported from the migrant population (Chavan et al,
2008). The population consisted of mostly young males
from other parts of the country. In 61% of the cases,
psychosocial stressors could be identified, and 34%
were apparently suffering from a psychiatric illness.
However, only 16% had sought treatment prior to their
attempt.
Reports of farmers' suicides have come from many
regions of India, like Maharashtra, Kerala, Karnataka,
Chhattisgarh, Andhra Pradesh, Madhya Pradesh and
Goa. Suicide rate in farmers has been reported to be
about 60% higher than the suicide rate in general
population. Reasons could be traced to economic
circumstances, as the cotton farmers were paying more
prices for inputs like seeds, pesticides, fertilizers,
electricity, water, and labor while the price of cotton
had gone down along with decreased productivity.
Chronic indebtedness and inability to pay for the debts
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accumulated over years, economic decline and
subsequent family disputes, depression, alcoholism,
and a probable hope for a compensation following
death were identified as possible reasons for the action
(Behere & Bhise, 2012).

formations because of reclassification and urban
boundary expansions (Indian Institute for Human
Settlements.
w w w. i i h s . co . i n / w p conten/themes/education/ resources/ Migration/pdf
accessed on 16 Nov 2012).

There have been many reports of suicides in
adolescents and students in the recent years in India. In
a study on 550 students from 3 schools and two colleges
from Delhi, 16% students reported having thought of
attempting suicide, while 5% had actually attempted
suicide. Females were found to twice more likely to
report suicidal tendencies than males (Sharma et al,
2008). Causes of suicides in students have been related
to examination stress, and inability to get scores as per
expectations. A number of helplines have been initiated
in the country to deal with the problem (Vijaykumar,
2007). Many schools are also started counseling
services. Few days ago, Government of India has
directed all the central government run technology
institutes in the country to start counseling services for
suicide prevention in students, and keep a budget of 50
lakh rupees per year for the purpose (The Times of
India, 6 and 10 November 2012).

In a recent news item published in the Times of India, in
the capital city of Delhi, 32.2% of the households in
Delhi have just a room to call home, and 29.6% of the
households live in two-room units. The decadal growth
in 2001-2011 for the entire city was 20.96%. Ten percent
of the houses are currently lying unoccupied in the city
of Delhi, while one third of the population is homeless
(The Times of India, 21 November, 2012). Such is the
situation of most of the mega cities in India.

Failed love affairs are another important cause of
suicides in the young and adolescent population.
Marital conflict, bankruptcy and related economic
issues, dowry disputes and drug abuse have also been
identified as important causes behind suicides (Rao,
2004). In most of the cases, an underlying mental illness
especially depression is responsible. In some, an
undiagnosed mental illness is often the culprit, which
would be identified on psychological autopsy.
Urbanization, Migration and mental health:
India was traditionally an agrarian society. However,
over the last 6 decades, there has been an expansion of
the urban area by peripheral growth of the cities,
development of new urban dwellings, and a gradual
migration from rural to urban areas. Even in the last 10
years there has been an increase in urban population
from 27.81% in 2001 to 31.16% in 2011 and decline in
rural population from 72.17% in 2001 to 68.84% in
2011 (Source, Census India, 2011
http://censusindia.gov.in/). However, it is important to
know here is that the commonly held perception that
rural to urban migration is the primary cause for urban
growth is wrong. In the last 30 years, migration has
contributed about a fifth of the population increase,
about 60% is the result of the natural urban population
growth and the rest is equally split between new urban

Rapid and often unplanned urban growth is often
associated with poverty, environmental degradation,
and population demands, which may be difficult to
meet unless well planned strategies are in place. Some
of the adverse effects of massive urbanization include
substandard housing, overcrowding, air pollution,
insufficient or contaminated drinking water, inadequate
sanitation, vector borne diseases, industrial waste,
increased motor vehicular traffic and stress associated
with poverty and unemployment (Trivedi et al, 2008).
Such inhumane conditions expose the affected
population to great health risks, both physical as well as
mental. In this conference, we are having an exclusive
symposium on urbanization and mental health, and a
theme symposium on migration and mental health.
The multiculturalism of the cities further contributes to
increased tolerance, better quality of life and
sociocultural stimulation, but also leads to heightened
social tensions, inter-ethnic strivings and cultural
conflicts. Inner cities have been known to be associated
with higher prevalence of psychoses, depression,
antisocial behaviour, substance abuse, alcoholism,
crime, delinquency, vandalism, family disintegration
and alienation.
Migration and urbanization have brought a number of
issues concerning mental health. Most migrants come
from rural areas or small cities, often with own set of
cultural beliefs, values and expectations, in conflict with
the urban life. Often, they have difficulty in adjusting to
the fast life of the cities and feel socially isolated, while
enduring stresses of the new change (Trivedi et al,
2008).
Social isolation has also been an after effect of
urbanisation. Often, people from different areas with
varying customs, languages and belief systems start
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living in a new urban colony in a big city. Often there is
no social contact. Sometimes, there is a difficulty in
assimilating into the new system. Urban life is often
associated with long working hours and long
commuting time to the work place with not much time
left for socializing. There have been instances of a
person or a family with mental illness living with
untreated mental illness with complete loss of contact
with neighborhood or the society and ending into an
incarcerated existence. The patients and the family was
doing well till the primary caregiver was alive and taking
care of the family. But once this primary caregiver is no
more, the family goes into a kind of terminal state. Such
cases have frequently been reported in the media
Certain specific demographic groups like the elderly,
children and the adolescents and the women face
specific problems.
Urbanization alters the dynamics of the society as well
as the family. As a result of rural to urban and inter
country migration, a huge population of the elderly is
left behind to fend for themselves in the native place.
Urbanization is also associated with the breaking of the
joint family system, which used to provide a great buffer
to the day to day stresses. There is also associated
problem of non-availability of caregivers for the elderly,
when they fall ill, to which they are quite prone to.
Elderly living alone in the cities are also at risk of being
robbed and mugged. Instances of murders of the elderly
in big cities in robbery cases are not uncommon.
Children and women are especially vulnerable to
interpersonal violence in urban areas, especially in the
developing countries, where cities are populated by a
large percentage of children and adolescents. Child
labour takes its own toll on the mental health of the
children. Women also face a major burden. In India,
many times, the menfolk migrate to the cities in search
of jobs, whereas the lady is left back at native place to
take care of home. Often the children are brought up by
the lady at home, while the father visits home once in 6
months to a year. Sometimes the wife is left back to take
care of the parents in law. The male earning member
lives in an overcrowded sometimes inhumanely
conditions in a city, sharing a room with 2-4 persons
from the same village or area. All these have adverse
mental health consequences for different members of
the family. The effects have not been systematically
investigated, but are reflected in the patient population
coming from these backgrounds. This is the price
migration and urbanization is paying.

Stigma to mental illness:
Stigma to mental disorders has existed since centuries.
Earlier, no effective treatments were available for
psychiatric disorders and the mentally ill persons were
stigmatized because of their unusual behaviour, which
would be unpredictable on occasions. Though a number
of effective treatments are now available for almost all
psychiatric illnesses, a number of myths still prevail in
the community. The negative beliefs about the mental
illnesses are often deeply rooted. People, who believe
that it is possible to treat the mentally ill, tend to
stigmatise them less. Communication difficulties
associated with mental disorders and social nonproductivity reinforce the tendency to discriminate
against mental illnesses and further increase the
stigma. Stigma is often responsible for delay in seeking
psychiatric help because the patients and families often
try to hide the illness. This increases the severity,
disability and behavioural complications associated
with psychiatric disorders, which further increase the
stigma (Thornicroft et al, 2009). Recently, we came
across two of patients suffering from schizophrenia,
who had lived in the residential campus of the All India
Institute of Medical Sciences, New Delhi for a number of
years without any treatment, and their main earning
members were employed in the institute hospital. They
had never approached psychiatric services at the
institute out of ignorance despite living in its campus.
Father of one of my young patients, who was regularly
bringing his son to me for treatment, was suffering from
severe depression. But he himself never disclosed his
problem to me, and committed suicide. I came to know
about his problem only after his death. His wife later
told me that she had often asked him to seek help from
me, but he never sought help.
Mentally ill persons are also discriminated in the
society. Finding a house on rent for a family with a
mentally ill person often is major ordeal for the family.
Often they may be forced to change the house
frequently. It is not only the cases of psychotic
disorders, illnesses like obsessive compulsive disorder
may become highly stigmatizing. In India, it is not
uncommon for families to give a fictitious name while
registering in the hospital, so that the case records may
not be traced in future by the prospective spouse or
his/her family or a prospective employer. The improved
mentally ill person faces great difficulty in finding a
suitable job in South East Asia, as part time jobs are
often not available and, more so, no employer wants to
employ a person with a mental illness.
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However, over the last few decades with the availability
of effective treatment for various mental disorders as
well as increasing mental health care facilities, mental
health awareness is increasing in the community. In
addition, a number of mental health awareness
programmes being undertaken under the National
Mental Health Programme and various professional
organizations, World Mental Health Week activities,
and educational programmes on audiovisual and print
media have helped in reducing misconceptions about
the mental illnesses. However, still lot needs to be
achieved.

strategies of the caregivers of the patients with severe
mental illnesses has shown that the caregivers often use
problem solving and social support seeking strategies,
which are healthier than the avoidance strategies
(Chadda et al, 2007) Another important issue is the
aging caregivers of the mentally ill persons, who are
often worried about who would take care of their ward
after they are no more. There is practically no long term
supportive or residential care available in the country
for chronic mentally ill in public funded institutions. The
limited ones which are available in the private sector are
too expensive.

Burden of mental disorders

Breaking joint family system

Mental disorders are responsible for nearly 14% of the
global burden of disease. Depression is a leading cause
of the burden (Murray et al, 2012). The burden includes
the direct costs like costs of treatment, days lost out of
unemployment and productivity, and indirect costs like
those contributed by the caregiver burden (Chadda et
al, 2007).
Mental disorders impact not only the
individual, but also the families and the community.
One in four families has at least one member currently
suffering from a mental or behavioural disorder (World
Health Report, 2001). A person with mental illness
suffers not only the distressing symptoms of the illness,
but is also not able to participate in work or leisure
activities. The burden on family ranges from economic
difficulties to emotional reactions to the illness, the
stress of coping with disturbed behaviour, the
disruption of household routine and the restriction of
social activities (Ganguly et al, 2010). It is important to
point out here that it is not only the severe mental
illnesses like schizophrenia, bipolar disorder or severe
depression, which are responsible for burden, illnesses
like obsessive compulsive disorder and somatization
disorder can also lead to nearly similar levels of burden
(Krishnan, 2011).

Most of the patients with mental illness live with their
families in India and families are the primary caregiver
for them. Even when a patient is hospitalized, a family
member is expected to stay with the patient during
hospitalization at a large number of places. The
traditional joint family system in India has often acted as
a buffer against various kinds of stresses. However, due
to rapid urbanization and industrialization, the joint
family system is breaking. The nuclear families are
more vulnerable to stresses and are less equipped to
handle mentally ill members (Sethi & Manchanda,
1978; Bhatia et al, 2012).

Mental health care has traditionally been focused on
the patent, and the families and caregivers have often
been ignored. Though India started with involvement
of families in mental health care almost 60 years ago,
family burden has not been taken care of that way.
Though a number of experiments in the field have been
undertaken, they have remained more of centre based.
Work on psychoeducation and group work with families
focused on dealing with caregiver burden has been
carried out at Bangalore, Chandigarh and Delhi, but
family focused interventions need to be introduced as a
standard treatment practice (Kulhara et al ,2009 :
Chadda et al, 2007; Pai & Kapur, 1982). Work on coping

The family suffers a lot while taking care of their
patients. In our focused group discussions with the
families of the mentally ill persons, the families felt that
they were often stigmatised. Some of the statements
given by family members were, “The patients are
looked upon as inferior and people treat them
differently”. “There is decrease in esteem and social
status of the family, because people don't want to talk to
us or our patient”. “Other people try to avoid mental
patients” The caregivers generally felt that the society
as a whole lacked in sympathy and understanding for
patients with mental illness. They are often
unappreciated, blamed and misunderstood by the
general public and sometimes by mental health
professionals as well (Ganguly et al, 2010).
Increasing geriatric population
Life expectancy at birth in India has increased from 41
years in 1951 to 55 in 1981 to about 67 in 2011 (Census
India, 2011). Women in India are expected to live longer
by about 3 years. Currently India is home to about 65
million people of age 65 and above, constituting 5.5% of
the total population. The percentage of the geriatric
population may be low by the Western standards, but
this is a huge population to look after. Though the
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families are the main caregiver for the elderly
population, this traditional system of care is gradually
breaking up with the nuclear families replacing the joint
families at a large number of places. Still, in the
multigenerational households, the old people live with
their families. But as the women have started working in
full time employment outside home, the traditional
support system is crumbling. Manytimes, it is the other
way around, where the aged person is expected to care
of the children at home, rather than being looked after,
while the couple is working outside home. But it is a
known fact that in the developing countries, the
universality and reliability of the family care systems has
often been over estimated (Prince et al, 2008). Facilities
for assisted living are not widely available in India.
Where available, these are too expensive.
The geriatric population is at a much higher risk to
develop both physical as well as mental illnesses,
compared to the younger age groups. Mental disorders
in the elderly are often accompanied by physical
illnesses like hypertension, diabetes, ischemic heart
disease, osteoarthritis, and hearing and visual
impairment. Both depression and cognitive
deterioration terminating into dementia are common in
the geriatric population. One month prevalence of
depression to the extent of 12.7% has recently been
reported from India (Rajkumar et al, 2009). Risk factors
identified in the study included female gender, poverty,
social isolation, chronic disease like diabetes and family
discord.
Intensive informal care to a frail elderly person can be
quite stressful for the carer, especially if the elderly
person also has cognitive impairment (Shaji, 2012).
There have been some community experiments at
providing care to the elderly people suffering from
mental illnesses in India like 10/66 Dementia Research
group, which worked with anganwadi workers and
community leaders (Shaji et al, 2002). The group also
developed a caregiver training module. The
Government of india has also taken certain initiatives to
help the elderly population starting with a National
Policy for Older Persons in 1999. The policy has taken
initiatives in form of strengthening of the primary care
system to enable it to meet the needs of the elderly
persons, training of medical and paramedical persons in
health care of the elderly and promoting healthy aging.
NGOs working for elderly are provided special
assistance under Integrated Program for Older Persons.
For persons above 60 years, a pension scheme by the
name “Indira Gandhi National Old Age Pension

Scheme” has been launched. To protect the elderly
from exploitation by the families “Maintenance and
Welfare of Parents and Senior Citizens Act, 2007 was
brought in. A number of NGOs like HelpAge India and All
India Senior Citizens Confederation are working in the
field. However, the country has far from adequate care
programmes for the elderly. Geriatric psychiatric units
are lacking at most of the places in the country.
Frequent occurrence of disasters
Disasters can occur anywhere. India has been prone to
both natural as well as manmade disasters. Devastating
floods, droughts and tornados are common and occur
almost every year in different parts of the country
(Bihar, UP, coastal areas, Assam, recently Rajasthan).
Landslides are common in the hill states of Jammu and
Kashmir, Himachal Pradesh and north Uttarakhand.
Bomb blasts, acts of terrorism, and fire disasters are also
not uncommon. In the last 30 years, there have been
many major disasters including Bhopal gas tragedy in
1984, earthquakes at Uttar Kashi in 1991, Latur in 1993,
Gujarat in 2001, Kashmir in 2005 and Sikkim in 2011,
Cyclone in Odisha, 1999, Tsunami in 2004 and Air crash
in Mangalore in 2010. The disasters are associated with
a major loss to human life and property, and have
serious mental health consequences, and hence impose
a major challenge to the mental health professionals.
The mental health professionals in India have also
provided their services to the disaster affected
populations as and when required. This included
services provided following the Bhopal gas tragedy in
1984 (Sethi et al, 1987), earthquake of Uttar Kashi in
1991 (Sharan et al, 1996), earthquake in Latur in 1993,
earthquake in Gujarat in 2001, Tsunami in 2004 (Kumar
et al, 2007) and Kashmir in 2005 (Chadda & Malhotra,
1996; Chadda et al, 2007). Many more such endeavours
have been undertaken, which are beyond the scope of
this paper. The National Disaster Management
Authority (NDMA) of India has also prepared manuals
for services in the disaster affected population (National
Disaster Management Authority, 2009)
Meeting the challenges:
Various issues discussed above require a multipronged
approach. This needs the psychiatrist to take a proactive
and leadership role, and involve all mental health
professionals and various sections of the community in
the process of creating awareness about the mental
illnesses. Political will is also very important here and
the decision makers would need to be brought into
confidence.
©2013 Indian Association for Social Psychiatry 11

Indian Journal of Social Psychiatry, 2013, 29 (1-2), 6-14
Strengthening resources in mental health by enhancing
training opportunities, expansion of undergraduate
training in psychiatry, strengthening the ongoing
training programmes in mental health for primary care
physicians and paramedical professionals are some of
the steps focused on health professionals. The National
Mental Health Programme of India has also been
working in this area for the last 30 years. Though in the
initial period, there were not enough inputs, a number
of initiatives have been undertaken in the last one
decade.
Mental health promotion also needs to be taken on
priority, which has been not been given due weightage
till recently. Media can play an important role in this
area. A message that mental illnesses are common and
can be easily treated should be spread. Its acceptance
by the community would definitely reduce stigma
associated with mental illnesses. This will help
acceptance of the patient by the families and the
community.
India has a tradition of giving importance to mental
health, evidence of which can be found in Hindu
philosophy. Yoga, meditation and spiritual ways of
understanding adverse life situations have always been
popular in the Indian culture since time immemorial.
But there is also a need to disseminate new knowledge
on these practices and strengthen those that are helpful
in order to benefit persons in need.
A number of non-governmental organisations (NGOs)
have been doing creditable work in the area, but they
are more often centred on limited geographical
locations in the country (Thara & Patel, 2010). The
psychiatrists need to develop such movements all over
the country by involving communities.
Community camp approach is another method used for
the mental health delivery in places where there are not
enough services available (Ranganathan, 1994; Chavan
and Arun, 1999; Raj et al, 2005). Such an approach has
been used in India over a number of years. However,
such an approach when used, should also include
continuity of care. Conducting once a week or once a
month clinic at distant places could be a good option.
Such a practice has also been used under District Mental
Health Programme at a few places.
The focus of the mental health planners has more often
been on creating the health and treatment facilities.
The rehabilitation sector has been often neglected.
There are very few day care centres, half-way homes,
long-stay homes, centres for suicide prevention, and

centers for care of the elderly. We also need to focus on
this deficient area.
Alternative and traditional healing practice remains an
important resource being used by a vast majority of
persons with mental illnesses in India. In a study
conducted in 1960s in South India, nearly 75% of the
patients with severe mental illnesses were taking
treatment from the traditional folk healers. In another
study on patients attending a tertiary care
neuropsychiatric hospital 30% of the patients had
chosen a religious faith healer as the first contact of help
(Chadda et al, 2001). In another recent study form a
general hospital setting in the city of Delhi, 51% of the
patients
reported of consulting a traditional
practitioner at some time during illness (Mishra et al,
2011). Thus, the alternative and traditional healers
remain an important potential resource in the mental
health sector, which needs to be appropriately tapped.
There are also a new group of emerging alternative
resources in the community in India. These include
folk-healing, spiritual and religious counselling, and
ancient techniques like yoga and meditation. This
resource should not be ignored by the social
psychiatrists.
Conclusion
Social psychiatry faces a number of challenges in the
contemporary India, the most important being a vast
population of the mentally ill with limited mental health
resources. There have been a number of initiatives by
the state to deal with the problem. Psychiatrists need to
take a proactive role by involving community, promote
awareness about mental illnesses, and tap all resources
to help the mentally ill.
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Balint Award 2012
THERAPIST ISSUES WHEN WORKING WITH A SURVIVOR OF CHILD SEXUAL ABUSE
K. S. Shubrata

Sexual abuse of children is not a recent phenomenon.
Across different cultures and countries its recurrence
has been established. When a survivor of a child sexual
abuse with multiple psychiatric problems comes to you,
a pharmacological approach has a limited role. Working
in a therapeutic setting with survivors of child sexual
abuse is quite intense, frustrating but at the same time
rewarding. The horror and aftermath of abusive
experiences during childhood are difficult to verbalize.
Listening to the narratives of survivors can be harrowing
and touching. It is easy to become demoralized and
deflated when undertaking this sort of work. This paper
would describe a true therapist patient relationship,
which the author experienced as a first year post
graduate student in psychiatry, the demands which she
was exposed to, while managing this patient , the
description of how actually the author responded, the
role of supervision and finally a discussion on the
implications to patient care and medical education.
Ms. S, 24 year old single lady from a higher middle socio
economic background came to the psychiatric
outpatient department. I talked to her in detail about
her problems and discussed the case with my
consultant. Ms. S had completed her degree in
engineering and was working as a software engineer.
She was staying with her parents, brother and sister in
law. She complained of pervasive low mood, decreased
interest, not feeling happy with any activities since 3-4
years. The reason for current consultation was
continuing dissociative episodes. These episodes were
always preceded by a stressor, lasted for 5-6 hours; with
her behaving like a child. The last episode had happened
in the office, after which she was brought here. She was
accompanied by her parents, who were very much
anxious and appeared to be over involved. When I was
taking personal history about childhood in a formal
manner, Ms. S had told me that she wanted to talk to me
alone. When she was interviewed alone, she said with
tearful eyes that she was sexually abused as a child by
her brother. However, she also immediately said that
she did not think these episodes had any relation to her
current complaints but also agreed to the fact that her
low mood might be a consequence of those recurring
thoughts about whatever had happened in childhood. I

was not comfortable probing the issue then. However,
my consultant talked to her and felt that she would need
a therapist who would see her on a regular basis and
assigned the client to me.
She came back to me next week. Her dissociative
episodes were continuing. Initially I could do an
assessment of the nature of the dissociative episodes.
When discussing about her childhood, she said she
needed time to talk about the sexual abuse. We started
working on those dissociative episodes. I could give her
an explanation of the mind body relationship, the
distraction and then problem solving techniques.
Actually with this the dissociative episodes completely
stopped. But her recurrent intrusive thoughts of child
sexual abuse continued with them causing her a poor
quality of life. She would over work in the office to forget
those memories. She would wake up in the night
suddenly; get scared and could not sleep whole night. I
impressed her on the need to talk about experiences
related to child sexual abuse and to thereby, resolve
them. However she simply did not turn up for sessions
for next one month.
After a month, she herself fixed up a session and came
to see me. This time she said that she was ready to do
the talking about her sexual abuse. She said it was the
first time that she was revealing the details to someone.
Even her parents did not know about it. She had
undergone sexual abuse by her brother, who was 6
years older to her; for a period of 4 years, many times in
a week. She again did not reveal the extent of abuse.
Fearing she might drop off from therapy, I did not insist
on the same initially. But as the therapy sessions
progressed, she became irregular. She would talk
angrily about her brother and about her parents.
Though she had tried to tell her mother on one or two
occasions, mother had not responded. She said she was
more angry with the mother than the brother. I also
gave her an option of writing her thoughts in a diary, if
she found difficult to speak out, which she did not do.
She simply would say in one session that she had
forgiven everybody and the next session she would
again say, was angry and wanted to take revenge. Taking
this point, I explained to her, how important it was to
ventilate the experiences, though it might be distressing
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to her. She challenged me by telling what can be done
now for what has happened in the past. At this point, I
realized I was not confident in convincing her further
about my views.
By this time, it was almost 4 months since the time I
started therapy. She would come with some crisis and
the session would be on solving the same. Whenever a
target was set for the next session, related to her sexual
abuse, she would miss her appointment or she would be
late or she would have something else to discuss. I
started realizing that we were moving nowhere. She
had revealed her sexual abuse experience to her
parents, who were shocked. This started making things
worse. They initially said it had never happened and
then started blaming her for not telling them and now
making it a big issue. Her father went on to say that
molestation was very common in children and there
was no need for her to be so much angry with her
brother. Transiently I identified myself with her and
thought about how the mother could have let this
happen. I was nonplussed at how my client was putting
up with the parents, but realized that it was my own
view point.
My personal life was also demanding with me getting
engaged and with the marriage date being fixed with a
few months of courtship only. I would be very upset at
the end of the session which was getting very much
evident in my relationship too. I strongly wished she
should improve but at the same time was doubtful
about it. I felt helpless. I secretly thought she would
drop off from the therapy.
In the Institute I studied, 4 students were supervised by
a professor. We used to meet weekly once in a group
and discuss each session. I was finding it difficult to talk
about what happened in the session with this client in
the group. I even requested my supervisor to see me
alone to discuss about my client. There were times
when I had tears in my eyes when discussing about this
client with my supervisor. My supervisor realized that I
was troubled. She also asked me what I thought about
the sexual abuse. She also said that it was important for
me to do a personal reflection on these issues. I
returned and tried to make sense of what was
happening with me.
I was brought up in a very orthodox family. Though my
father was a doctor, we rarely discussed about sex
openly even when I was in my college. My sexual
education had happened in a very crude way. I
remember that I was in my 5th grade, when one of my

friends had told me about sexual intercourse. I was
taken aback. Not knowing what to believe, I had come
and asked my mother, who appeared embarrassed to
speak about these matters. That experience had made
me think that talking about this issue is a taboo. I rarely
discussed these issues with my friends. I had almost
stopped talking to the girl who had told me about
sexuality. Over the time, I had realized that talking about
sex might not be all that bad. But deeper down in my
mind, it still remained a forbidden topic. When talking
about sexuality was so difficult for me, talking about
child sexual abuse was simply impossible. I was
convinced that it's the toughest problem one can have
and I strongly believed that healing would never
happen.
As a child, I was taught not to ask questions about
others' obvious strange behaviors or obvious physical
anomalies. The basis for this was that it might not be
polite; it might get us into a situation which we might
not be able to handle or it might be embarrassing for us
as well as others. Now as a therapist, I was supposed to
help the client face the painful reality, though the client
might not want to. It was more complicated because the
client had undergone sexual abuse by a close family
member, which according to me made things even
worse and hard to help.
During this time, I was also engaged. My marriage was
also fixed. I realized my commitments had increased.
The only holiday I had was Sunday afternoon. During
this time, I was expected to finish my therapy sessions, (I
was seeing three clients) and then meet my fiancé too.
At the end of the session with Ms. S, I would be upset,
which would be evident when I met my fiancé later in
the evening.
As I did a personal reflection, I realized why we were
stuck in the therapy session. Ms. S was not forthcoming
about revealing the extent of abuse. She had not
revealed it for 7 years and hence did not find a reason to
do so. She felt talking about these produced distress,
which can be easily avoided by not talking at all. As a
therapist, I was sitting there with a lot of inhibitions
about sexuality and sex, which made the matters worse.
This was even evident because I found it difficult to
speak in group supervisory sessions. I could also not be
directive in making her talk about sexual abuse because
deep down in my mind there was a core belief that this
cannot be healed. I was also stressed because of my
demanding personal life. Things started to make sense
now. I went back to my supervisor and requested for few
sessions with her for myself. I was able to talk to her
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about all these issues. I started discussing about sex and
sexuality with my friends with which my inhibitions
started slowly coming down. I started becoming aware
of my own attitudes with regard to sexuality and sex and
was able to hold these attitudes and judgments
separate from the clients I work with. I also started
working on drawing a line between professional and
personal life. I resumed attending classical dance
classes which was a kind of relaxation.
Within one month Ms. S called up and fixed up a session.
Dissociative episodes, though only twice or thrice, had
recurred. She was distressed. She wanted to resolve
these issues because she couldn't work to her
satisfaction in her workplace and she thought that I was
the person whom she wanted to talk to and she had
returned.
She slowly started talking about the entire extent of
sexual abuse she had undergone. She could tell how
guilty she felt. She also felt she was damaged and dirty.
We were able to discuss most of her internalizations
based on these experiences. With this information, I
was able to formulate her problems based on the
internalization model. The therapy progressed in
following stages. (Sgroi, 1989)
1)

Acknowledging the reality of the abuse

2)

Overcoming the secondary responses to the
abuse

3)

Forgiving oneself (ending self blame and
punishment)

4)

Adopting positive coping behaviors

5)

Relinquishing survivor identity.

The sessions progressed with working on these
behaviors and internalizations. Along with this, as the
sessions continued, the distress while talking about
these came down and her report of how she is feeling
became more positive. I could recognize a clear shift in
the abuse related internalizations. Now that her parents
are looking for a bride groom for her, I know she might
have problems in intimacy and sexual life, but now I feel
confident that she will be able handle it or at least we
can resolve those issues by having sessions.
The above experience opens up a number of themes
which need to be discussed .These are important not
only from a point of view of therapist's own approach
but also are relevant to the medical education in
general.

Early experiences
It has been said that sexual abuse elicits strong response
in therapists. Working with sexually abused children or
adult survivors of childhood sexual abuse is very
frustrating, draining and at the same time rewarding.
The therapist brings her own experiences and
internalizations to the session with her. The therapist's
experiences with abuse, neglect, sexuality, negative
emotions and interactional patterns play an important
role in the progress of therapy. Each of us have issues
related to sexuality, which might be the result of
childhood and adult experiences. Early learning about
sexuality comes from our familial taboos, from our
sexual play experiences and other people's responses to
these, from the sexual experiences we had as we grew
up and also abuse experiences, if any (Wieland S, 1997).
Few of them might be consciously realized by the
therapist. However much of these appear to be
unconscious and may spring out when least expected.
My childhood experience had made me think that
issues related to sexuality and sex were something to be
kept as a secret. The way I had my sexual education and
the response of my mother to it were the reasons
behind this. Hence for me, even as a therapist, sexual
abuse by brother was something which could not be
imagined. If I could imagine it, it was the worst possible
thing that could happen to a child. This perspective of
mine was one of the factors which was delaying the
progress of therapy as well as causing distress to me.
Lack of ease to discuss about sexual issues
The therapist needs to be at ease with sexual matters, to
be able to discuss sexuality and sexual activities, either
abusive or non-abusive, easily with the client. Lack of
ease should not stop therapist from working in this area.
In this case, I was definitely not comfortable discussing
explicitly about the extent of her sexual abuse. This was
because of my cultural background and family taboos.
The initial sessions went on as per client's decision. She
would just talk about everything except sexual abuse.
Since I was not comfortable, I could not be directive in
making her talk about these issues. There was a delay in
understanding this. The therapist should think back
through her own experiences. One should educate
him/herself about sexuality and should find
opportunities to talk with friends/ colleagues about sex
and sexuality.
Ongoing personal issues
Therapist also needs to be aware of their ongoing
personal issues. Increasing attention has been given to
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the stress and fatigue experienced by therapists who
work with individuals who have been traumatized and
to the need for therapists to take care of themselves.
(Yassen, 1995) In this instance, my personal life was
demanding with me getting engaged. It was difficult to
find time for my relationship. I had also failed to draw a
line between personal and professional relationship.
Counter transference issues
“By listening carefully to these clients, by struggling to
understand their private worlds, the therapist is
propelled along different journeys through his own
phenomenal world, encountering myriad intensities
and varieties of his own private experience as he goes.”
(Keisler, 1982, p 274)
Counter transference or therapist response includes the
reaction of the therapist as he/she works with the issues
of sexual abuse and her reaction as she works with each
particular child/ adult survivor who comes to therapy.
Knowledge, experience and pressure play an important
role in determining the therapist response within a
session. Timely interpretation of positive/ negative
counter transference would help in maintaining a
therapeutic alliance (Green, R.-J, 2004). In this case, I
had a variety of negative emotions like anxiety,
ambivalence, frustration and feeling helpless. I felt
guilty and responsible. I thought about the sessions
where I was passive, where unconsciously I had cut
down time and terminated early.
Though I had all these negative emotions during the
session, Ms. S had come back to me. Possibly the
reasons were the validation of her experience by
labeling them as sexual abuse provided by the therapist,
the exceedingly good rapport, empathy, my sincerity,
trust, availability and willingness to listen. Probably
patient felt safe and there was relief of symptoms for
which she had sought help.
Role of supervision
Generally, the supervisor's role is viewed as intimidating
or stress inducing process. In this experience, my
supervisor made me develop a self reflective stance.
When your supervisor questions what you are doing,
you learn to question yourself. This self questioning
teaches us to adopt the necessary habits of backing up
our actions with logical thinking. Hence an early
therapist must have supervision. If the person is out of
learning mode, there must be an opportunity for peer
supervision.

Conclusion
The therapy session is affected not only by the client's
experience and internalization but also by the
therapist's experience and internalizations. A therapist
working with sexually abused children or survivors of
child sexual abuse needs to process her own early
experiences of sexuality, sexual abuse and
internalizations from these experiences. One needs to
be aware of and attend to her present sense of self and
world and her present attitudes and biases. The
therapist also needs to attend to pressures in her
present life. Counter transference issues needs to be
recognized earlier in the course of the therapy. A
supervisor is always helpful in development of a self
reflective stance. Hence supervision is a must for an
early therapist.
“The healing of ourselves as healers has to take place
first. Bringing ourselves to wholeness, we become more
sensitive to other people. In the change of
consciousness that happens within us, we bring about
change of consciousness in those around us and in the
planet itself”.
Marion Woodman
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DISCRIMINATION FACED BY PEOPLE LIVING WITH HIV/AIDS (PLHA) IN INDIA
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Abstract
Introduction: Majority of the psychological morbidity of HIV/ AIDS is believed to be linked to stigma
and discrimination resulting in late diagnosis and improper medical care. Stigma and discrimination
are also important as they affect self-disclosure, which in turn affects high risk behaviour. This study
aims to understand the stigma & discrimination faced by HIV positive subjects and explores their
disclosure pattern. Methodology: A cross-sectional study with composite quantitative - qualitative
design model was used. Fifty male subjects fulfilling the inclusion and exclusion criteria coming for
regular treatment at the HIV clinic at AIIMS, New Delhi, India were considered for sample.
Results: All subjects thought their diagnosis to be stigmatizing. The most common perceived
consequences were neglect by family (58%), discrimination by employers (64%), estrangement by
peers (40%), breakage of marriage (38%) and loss of sexual relations (30%). Community & Religious
leaders / Doctors / Hospitals were not seen as perpetrators of stigma but as a place for support.
Disclosure rates varied with most disclosure to spouse.
Conclusion: Stigma & discrimination are present in India. Actual stigma faced by patients is lesser
than the stigma perceived. Disclosure is a dimensional phenomenon, with patients disclosing to
some but not all persons.
INTRODUCTION
'Stigma' is a Greek term denoting a mark that, in ancient
times, was burned or cut into the flesh of an unsavoury
character — a traitor, criminal, or slave (Harvey, 2001).
People with HIV/AIDS may not have any visible signs of
the disease, yet they are more likely to be stigmatized
because others may view them 'as contributors to their
own problems and unworthy of the care directed to
more legitimate victims of illness' (Jillings, 1991). Herek
et al (2002) used the term 'AIDS-related stigma' to mean
'prejudice, discounting, discrediting, and discrimination
that are directed at people perceived as having HIV or
AIDS, and at individuals, groups, and communities with
which they are associated' (Herek et al, 2002).
'Discrimination' in the context of HIV/AIDS refers to the
legal notion of arbitrary discrimination, which is 'any
measure entailing an arbitrary distinction among
persons depending on their confirmed or suspected HIV
serostatus or state of health' (UNAIDS, 2000).
Several authors divide stigma into “felt or perceived
stigma” and “enacted stigma”. (Scrambler 1998; Brown
et al, 2003). Felt stigma refers to real or imagined fear of
societal attitudes and potential discrimination arising
from a particular undesirable attribute, disease (such as
HIV), or association with a particular group. Enacted
stigma, on the other hand, refers to the real experience

of discrimination. Individuals who hold negative
attitudes or who enact stigmatizing or discriminatory
behavior have been referred to by some as the
perpetrators of stigma and discrimination, whereas
PLHA and those affected or associated with HIV are the
targets (Herek et al, 2002). Link and Phelan (2001) also
articulated three mechanisms of stigma. One is of direct
discrimination at a person-to person level, where
people devalue, reject, exclude or blame the other
person. A second is structural discrimination in which
social contexts, such as a sign identifying an HIV/AIDS
clinic, separate HIV clinics, separate hospital beds etc
enforce stigma without person-to-person actions. The
third mechanism is self-stigmatisation, a sociopsychological process that operates through the
stigmatised person. Stigmatised persons apply labels to
themselves, believe in these labels, and lives
accordingly.
It is argued that this general climate of fear and
intolerance towards those with HIV, results in lower
community willingness to participate in HIV prevention
efforts (UNAIDS, 2004; Piot and Coll Seck, 2001; Parker
and Aggleton, 2003; Letamo, 2003). Being
discriminated against is so aversive to the person
suffering from HIV/AIDS, that one does not want to
engage (or be seen to engage) in behaviours that might
as a consequence identify one as a person at risk of
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being HIV-positive. Thus, HIV positive persons will delay
or avoid blood tests, and treatment for the fear of being
discriminated by the society at large. Lack of detection
and treatment increases the risk of transmission to
others. Additionally, persons harbouring HIV might not
want to change their behavioural pattern for the fear of
arousing suspicion in pear groups. The proportion of
people continuing risky behaviour after diagnosis vary
from country to country with low values from US of
around 16% in heterosexuals (Weinhardt et al, 2004)
to high values of around 50% in African studies (Eisele
et al, 2008). The difference in social perception,
knowledge and attitude towards HIV is believed to be
responsible for this huge difference in behaviour.
Sigma lowers self-disclosure, an important factor in
reducing HIV transmission risk. Self-disclosure of an
HIV-positive serostatus informs intimate partners of
their risk and may facilitate negotiation of safer
behaviors. When a positive serostatus is not disclosed,
sexual partners may underestimate their own risk of HIV
and subsequently engage in less self-protective
behavior (Ciccarone et al, 2003; Derlega,
2003).However self-disclosure is not an all or none
phenomenon as people living with HIV and AIDS are
continuously challenged to make decisions about
whether or not to disclose their serostatus to sexual
partners.
Defining attributes of Self-disclosure include
dimensionality and process aspects of disclosure.
Dimensionality refers to the fact that the same person
may disclose their serostatus to some but not all
partners. For example one study (Parsons, 2005) found
that as many as 38% of men reported disclosing to
some, but not all, of their casual sexual partners. HIV
seropositives can be divided into three groups of
consistent disclosers, inconsistent disclosers and nondisclosers. While high risk behavior was greatest among
inconsistent disclosers, it was less in non-disclosers, and
least in consistent disclosers. Consistent disclosers
reported greater self-efficacy for disclosing. Men who
never disclose appear to have been able to adopt
strategies by which they do not engage in sexual risk
with casual partners whereas inconsistent disclosers,
who reported the most sexual risk practices, seem to
lack strategies to deal with disclosure and risky sex
(Parsons, 2005).
Process aspects of Self-disclosure are frequently cited in
the HIV literature, with the measurements of when in
the course of their illness people disclose being a

phenomenon of interest (Cusick, 1999; Serovich, 2001;
Sullivan, 2005). Self-disclosure is not a simple act,
because it involves careful consideration of who will tell
what to whom. Various interpersonal, personal, social,
cultural and situational parameters affect the disclosure
event of HIV positives.
Thus it is relevant to study disclosure pattern and stigma
faced by HIV positive subjects in India, because
available literature suggest nondisclosure and stigma to
be significantly related to high risk behaviour in such
subjects. Therefore, the specific objectives of this study
were; to study the sigma faced by HIV positive people in
India; to assess their pattern of disclosure to others and
to explore the reasons of nondisclosure in the Indian
setting. As of now we are unaware of any study
reporting such data from Indian population.
METHODOLOGY :
The current study was an exploratory, cross-sectional
study involving fifty male subjects fulfilling the inclusion
and exclusion criteria (Table 1), employing a
quantitative-qualitative method. The universe of the
sample was all HIV positive patients coming for
counselling to the HIV clinic of the Medicine OPD,
AIIMS; from which a sample of convenience was chosen
for the study. To understand the stigma faced and the
disclosure pattern after diagnosis, it was felt necessary
that the patients should be aware of their diagnosis for a
significant length of time. Based on literature review,
and practicality of data collection, it was arrived at, that
patients should be aware of their HIV positivity for at
least three months to be included into the study. Also, as
literature showed that in patients who are receiving
Anti-Retroviral Therapy (ART), disclosure is almost
universal, due to the need for medication, only those
patients not currently on ART were chosen. Similarly,
syndromal AIDS (CD4 count <200) results in physical
manifestations, making disclosure more probable.
Therefore all patients with CD4 count <200 were
excluded from the study. (Table 1)
After taking an informed consent, all subjects
underwent a semi-structured interview to determine
disclosure pattern and the perceived and actual stigma
faced after disclosure. Additionally a qualitative
method was applied and focused thematic interview on
the reasons of disclosure was conducted with each
patient lasting around half hour. The verbatim, recorded
in an audio player, was transcribed in Hindi, and was
subsequently translated to English. A thematic analysis
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Table 1: Inclusion and exclusion criteria for subjects in the study.
Inclusion Criteria
HIV positive men (Diagnosed as per NACO guidelines)

Age 18-49 years
Subjects aware of their diagnosis for at least 3 months
Never received anti-retroviral therapy
A written informed consent

Exclusion Criteria
History of major psychiatric illness, organic brain
syndromes or physical illness due to which patient is
unable to cooperate for interview.
Probable route of transmission being blood transfusion
or surgical procedure.
CD4 count <200 or meeting NACO AIDS definition
Too sick to attend work, go out for social life.

Table 2: Background characteristics of subjects
Background Characteristics
Age (Years)
Years of education in literate subjects (Years)
Years staying in same city (Years)
CD4 cell count at time of interview (Cells/MicroL)
Time Since Diagnosis of HIV (Months)
Religion (Hindu/Muslim/Others)
Substance use in last 30 days, excluding Nicotine
(Use/no use)

Values
30.2 ± 5.8 (22 - 46)
11.4 ± 4.0 (4 – 19)
17.9 ± 11.2 (1 - 42 )
359.9 ± 129.6 (200 - 684 )
5.6 ± 2.3 (3 - 11 )
97/3/0
38/62

Units
Mean± SD (range)
Mean ±SD (range)
Mean ±SD (range)
Mean ±SD (range)
Mean ±SD(range)
Percentage
Percentage

n
50
46
50
50
50
50
50

The marital and sexual history of the subjects are presented in Table 3 and Table 4.
Table 3: Details of marital history of the subjects
Marital Details (n=50)
Never married
Currently married
Currently staying with
spouse
Married but currently
staying alone

Number of Subjects (% )
16 (32%)
34 (68%)
32 (64%)
2

(4%)

Table 4: Details of the sexual history of the subjects
Subjects reporting
(n=50)

Since in 12
months prior to
diagnosis
No. of subjects
(%)
33 (66%)

Sex with Regular
partners
Sex with Commercial 33 (66%)
partners
Sex with Casual
10 (20%)
partners
Sex with Male
6 (12%)1 (2%)
partners

Since
diagnosis
No. ofsubjects
(%)
31(62%)
14 (28%)
6 (12%)

Table 5: Persons who will feel ashamed on
knowing HIV status of the subjects
Population
Feel ashamed No. of
Subjects (%) of interest (n)
Spouse 25
(78.1)
Married and (n=32)
staying
with spouse
Brother 39
(78)
All subjects
(n=50)
Relatives 34 (68)
All subjects
(n=50)
Friends 24
(48)
All subjects
(n=50)
Sister 23
(46)
All subjects
(n=50)
Children 12
(35.3)
Currently
(n=34)
married
Neighbour 12 (24)
All subjects
(n=50)
Landlord 9
(18)
All subjects
(n=50)
Work place 4 (8)
All subjects
(n=50)
Religious
(0)
All subjects
(n=50)
leaders 0
Community (0)
All subjects
(n=50)
leaders 0
Other sexual (0)
Had sex since diagnosis
partner 0
with partners other than
regular partner (n=21)
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of the content was made to find out the common
reasons of disclosure and non-disclosure.
The data for descriptive statistics was analysed using
the software package of STATA for Windows. Thematic
analysis of the qualitative data was done. The study
received ethical clearance from the institute ethical
committee.
RESULTS :
The study covered a total sample of 50 HIV positive male
subjects aged 18-46 years. Selective socio-demographic
profile of the respondents related to stigma and
disclosure has been presented in Table 2. Time of stay in
the same city was considered as social stigma is felt only
when patients have established social connections.
Stigma in HIV positive population :
Perception of “self-stigma” was high in the study
population and all subjects (100%) reported that they
perceived their diagnosis of HIV to be stigmatizing.
Shame was the commonest form of perceived stigma
and all subjects felt ashamed/embarrassed/humiliated
when disclosing their diagnosis to family members.
Additionally, subjects were asked “who else will feel
ashamed of them if they came to know about the
positive status” as a means of identifying victims and
perpetrators of discrimination. The results as presented
in Table 5 below show that immediate family members
also perceive stigma associated with patient's illness.
Commonest family member to face stigma was the
spouse. In all cases spouses were victims of stigma with
decreased social standing and facing 'snide comments'
from others related to suspected infidelity in the
husband and possibility of her HIV positive status. In
only few cases spouses were the perpetrators of stigma,
when they terminated marriage or separated (legally or
socially) from patient, prevented patient to have any
contact with his children, or when the in-laws
humiliated the patient. Children were always victims
stigma at school as parents of other children would
teach their child to not share food, books and play even
when the children themselves were HIV negative.
Relatives and neighbors were mostly perpetrators of
stigma. Religious and community leaders were not seen
as perpetrators of stigma.
All subjects were further asked to state what they
perceived might happen to them in various life
domains. The results are tabulated in Table 6 .
Subjects were then asked to report stigma that they
really faced in their life. The results are given in Table 7.

A comparison of data (Table 8) showed that perceived
co n s e q u e n c e s we re fa r g re ate r t h a n t r u e
consequences. However with a recent HIV positive
population with minimal disclosure it not possible to
draw conclusion on the pattern of stigma faced by the
study population.
Table 6: Perceived consequences of disclosure of
HIV status
No. of
Population
Perceived
consequences
Subjects (%) of interest (n)
32 (64)
All subjects
Discrimination
by employers
(n=50)
Neglect by family
29 (58)
All subjects
(n=50)
Estranged by peers 20 (40)
All subjects
(n=50)
Break in marriage
13 (38.2)
Currently
married (n=34)
Break in sexual
15(30)
All subjects
relationship
(n=50)
Disowned by family 13(26)
All subjects
(n=50)
Discrimination by
6 (12)
All subjects
doctors
(n=50)
Abuse by sexual
2 (5.9)
Currently
partner
married (n=34)
Table 7: Experienced consequences of disclosure of
HIV status
Perceived
consequences
Neglect by family

No. of
Subjects (%)
9(18)

Estranged by peers

6(12)

Break in sexual
relationship
Discrimination by
employers
Break in marriage

5(10)
3(6)
2(5.9)

Disowned by family 2(4)
Discrimination by
doctors
Abuse by sexual
partner

1(2)
0(0)

Population
of interest (n)
All subjects
(n=50)
All subjects
(n=50)
All subjects
(n=50)
All subjects
(n=50)
Currently
married (n=34)
All subjects
(n=50)
All subjects
(n=50)
Currently
married (n=34)

©2013 Indian Association for Social Psychiatry 32

Indian Journal of Social Psychiatry, 2013, 29 (1-2), 29-37
Table 8: Perceived Vs Experienced consequences of disclosure
Consequences (n=50)
Break in marriage
Abuse by sexual partner
Neglect by family
Disowned by family
Break in sexual relationship
Discrimination by employers
Estranged by peers
Discrimination by doctors
Discrimination at AIIMS

Perceived Exper
ienc
ed
13
2
2
0
29
9
13
2
15
5
32
3
20
6
6
1
0
0

Perceived
Experienced

0

Disclosure pattern in HIV positive population:
The pattern of disclosure of the HIV status to various
family members and other persons is presented in Table
9.
Table 9: Disclosure of HIV status to others
Disclosed to No. of
subjects (%)
Brother
25 (50)
Spouse
20 (62.5)
Friends
Relatives
Sister
In-laws

1 (2)
1 (2)
1 (2.9)
0 (0)

Population
of interest (n)
All subjects (n=50)
Married and staying with
spouse (n=32)
All subjects (n=50)
All subjects (n=50)
All subjects (n=50)
Married and staying with
spouse (n=32)
All subjects (n=50)
Had sex since diagnosis
with partners other than
regular partner (n=21)
All subjects (n=50)
All subjects (n=50)
Currently married (n=34)
All subjects (n=50)

0 (0)

All subjects (n=50)

19 (38)
10 (20)
8 (16)
4 (12.5)

Work place 2 (4)
Other sexual 2 (9.52)
partner
Landlord
Neighbor
Children
Community
leaders
Religious
leaders

The qualitative interview tried to understand the
reasons for disclosure and non-disclusure to various
persons, by patients of HIV.
A majority (62.5%) of the married sample who were
currently staying with their spouse reported of having
disclosed their sero-status. Suggestion by the doctor to
get the HIV testing of the spouse emerged to be the
commonest reason for disclosing to spouse (26%).

10

20

30

40

Other themes included; fear of spouse coming to know
once the illness progressed (10%), belief that disclosing
was a moral responsibility (“jo karna hai wo toh karna hi
hai”) (10%), accepting the illness to be ones fate (“What
has happened was because of my ill fate. I have told her
that it is her ill fate too and we have accepted it.”) (18%),
belief that illness was treatable (“Doctor said it was a
treatable illness like any other and I have told her the
same”) (8%), illness progression and need for medical
help (4%), starting condom use (2%), trust by spouse on
subject's character (2%), and accidental reporting by
the doctor to another relative (1%).
Fear of spouse deducing extra-marital relation (“Samajh
jayegi”) or fear that spouse would suspect them, or ask
too many questions (“shak karegi. Sawaal poochegi”)
was the commonest reason for non-disclosure. Fear of
marital disputes or breaking of marriage after
disclosure (“let the few days of peace be as such”),
discomfort with disclosing homo-sexuality to spouse,
fear of losing respect (as reported by a 42 year old man,
“at this age how can I tell my wife that I had other
relationships. I will lose all the respect in the family”),
belief that spouse would panic and not able to handle
the situation; fear of refusal by spouse to maintain
sexual contact with the subject, were other common
reasons that prevent patients from non-disclosing.
Only two people reported disclosing their positive
status to their non- primary sexual partners. None
reported disclosure to FSWs and the reasons were:
belief that FSWs knew the risk of their work and were
paid for it; blaming the FSW to be carrier of the infection
(“they are all infected. I have got it from them, so what's
the fuss?”). Some patients felt that they used condoms
consistently and so there was no need to tell as no harm
was being done. Others refrained as they were
apprehensive of being charged extra money. Still other
©2013 Indian Association for Social Psychiatry 33

Indian Journal of Social Psychiatry, 2013, 29 (1-2), 29-37
patients had improper knowledge of HIV transmission
risk and felt they were not transmitting HIV as they were
indulging only in oral sex with FSW.
The primary reason for not disclosing HIV status to
casual partner was fear of “termination of relationship”,
followed by fear of disgrace if casual partner also tested
positive which may subsequently lead to others
knowing about their relationship. Some subjects were,
in fact, willing to terminate the relationship but not
ready to disclose their status.
Only one respondent disclosed his HIV status to his
children. The unanimous reason for not telling the
children was the belief that the children won't
understand or that they didn't need to know about it.
Some of the respondents also feared that the children
would ask them too many personal questions, which
they may not be able to answer or they (children) may
blurt it out to other people. A few respondents also felt
that the children would feel sad after hearing the news.
About half of the respondents disclosed their HIV status
to their brothers and in most of the cases; brother was
the first person to whom they disclosed their HIV status.
Amongst those who did not disclose their status to their
brothers or immediate family members, the common
reasons that were: belief that family would be ashamed
of them; shame (“I better die in a car crash with this
secret rather than my family coming to know about it”);
fear of restrictions being imposed by parents (e.g. being
called back from place of study or work); fear of sister
being victimized; fear of being thrown out of the house
especially in case of joint family (“They have children. It
is normal for them to be afraid”.)
Subjects also did not disclose or plan to do so in near
future to landlord, neighbors because of fear of
stigmatization (One subject from rural background
reported “they might not let my wife take part in
community functions and gatherings; they might even
not let her take water from the same well”). Workplace
disclosure was minimal due to fear of loss of job. One
truck driver reported, “Everybody knows HIV makes one
weak. If I tell of it my boss will not give me job for the
fear that I won't be able to drive long”.
All patients reported that they disclosed their serostatus to treating physician as most trusted the
confidentiality of information, and felt it necessary for
treatment. Some however feared that the doctor might
tell their family without their consent, but felt secure
when the physician specifically raised the issue and
assured them.

DISCUSSION:
As an ever–increasing number of people infected with
HIV are living longer, healthier lives, concerns about
continued transmission are growing along with an
awareness of the need to target HIV prevention efforts
to persons living with the disease (CDC, 2003). Even
after a diagnosis of HIV, men and women across all HIV
exposure categories continue to be sexually active, with
an estimated 20–41% having unprotected sex (Crepaz
and Marks, 2003). Available literature has shown that
across all cultures, stigma was a significant barrier to
disclosure and in turn this non-disclosure led to high risk
behavior. Further, knowledge, attitude and behaviors
are known to be highly dependent on socio-cultural
factors and though some Indian studies have looked in
to these issues in at-risk groups like truckers, CSWs,
prison inmates; data on the risk behavior of HIV positive
people themselves was found to be lacking.
Though many studies worldwide gave importance to
both males and females, this study focused exclusively
in males as in Indian context, spread of the epidemic is
considered mostly due to risk behaviour of husbands,
with women being a helpless recipient of infection.
Second, discussions with the HIV counsellors during the
formulation of the study, and past records in the clinic
showed disproportionately lower number of female
patients as compared to males thereby creating logistic
difficulties in recruiting comparable number of male
and female subjects.
Our study shows high level of disclosure to regular
sexual partners (spouses in all cases). This may be due to
stronger familial values in eastern cultures and less fear
in males about rejection by their own spouses. It might
also be due to less importance of spouses in the family
and lack of economic independence thereby preventing
them from voicing their concerns and forcing them to
accept their spouses in any condition. High disclosure to
brothers, even in married men, also point to the strong
familial bonding and support structure of Indian
culture.
Disclosure rates vary across the world and in
international studies, Weinhardt et al (2004) found 61.5
% of his sample disclosed HIV Status to all vaginal and
anal sex partners. Crepaz and Marks (2003) reported
that 53% disclosed their seropositive status to their atrisk partner. Disclosure was less with regular partners
(22%) compared to non-regular partners (Kalichman,
2002). Regarding disclosure to children, only 11% of
infected parents had disclosed their HIV status to their
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child (Thorne, 2000). In contrast, in a study by Corona
(2006), HIV-infected parents reported that 44% of their
children (5-17 years old) were aware of their parent's
HIV status. Reasons children did not know their parent's
HIV status included that the parent was worried about
the emotional consequences of disclosure (67%), was
worried the child would tell other people (36%), and did
not know how to tell their child (28%). Thus, though the
patterns of disclosure vary, the concerns of the patients
remain quite similar across the globe.

been recall bias in the reconstruction of past events by
the participants. Also as the study was clinic based, in
majority of cases the study subject was alone and there
was no way of corroborating the information given. For
the qualitative interview, errors and interviewer bias
may have occurred during transcoding of the verbatim
from native language (Hindi) to English, although an
effort was made to prevent this by having an electronic
record and corroborating the translation with a senior
research officer.

Stigma and discrimination against people living with
HIV/AIDS remains deep-rooted. Stigma and denial
undermine efforts being made to increase the reach of
interventions. In this study majority of subjects felt that
their spouses (78%) and family members particularly
brothers (78%) would feel ashamed if they came to
know about the HIV infection. Amongst similar other
Indian studies, Thomas (2005) found that 33% of
women and 20% of the men experienced actual stigma.
However perceived stigma among women and men was
high at 97% and 96% respectively and internalized
stigma, 63% and 62% respectively. Others suggested
that a common perceived consequence was being
disgrace to one's family (Bharat, 1995). Affected
families are ostracized, and those infected blamed for
their behavior (Temoshok and Chandra, 2000). In this
study also, majority of subjects felt that their spouses
(78%) and family members particularly brothers (78%)
would feel ashamed if they came to know about the HIV
infection. Nonetheless, it is often family members that
individuals with HIV turn to for support, especially when
the healthcare system cannot meet all their needs
(Chandra et al, 2003). Bharat et al (1995) reported the
most direct consequence of HIV infection is the inability
to engage in income generating work, a fear also voiced
by our sample. Duggal et al (1998) further noted that
the resultant depletion of financial resources causes a
significant burden on the family, resulting in family
blame and neglect of the subject.

Such limitations have been reported in other literature
as well. Probability samples are rare. More often studies
have relied on convenience samples of volunteers
recruited from a single clinic or service settings
(Heckman et al, 1998; McGowan et al, 2004) where HIVpositive persons were expected to be found (Semple et
al, 2003). Most studies have been cross–sectional or
have covered short time spans (Beckett et al, 2003;
Weinhardt et al, 2004). The qualitative studies generally
had a smaller sample size and used focus group
discussions, one to one interview or interview of key
informants as method of sample collection (Reidpath et
al, 2005; Sringernyuang L, 2005). The study by Elamon
(2005) describing stigma in Kerala consisted of twenty
direct witnesses (12 females and eight males) while
Chandra (2003) described disclosure pattern in 68
persons (35 men and 33 women) infected with HIV. In a
meta-analysis by Marks and Crepaz (2005) of all US
studies that compared the sexual risk behavior of HIV
positive persons who were aware of their diagnosis with
those who were not showed that, most studies used an
interviewer administered questionnaire and all eight
studies reported findings in percentage forms of
prevalence, which is similar to our study.

The current study suffered from some limitations. A
sample of convenience was chosen and therefore
randomization was not achieved. Also, subjects from
hospital OPD, coming for regular follow-up might be
having more acceptance of their illness, might have
faced fewer stigma and therefore may not be
representative of HIV population in general. Western
studies have used computer-assisted personal
interviewing (CAPI) or audio computer-assisted selfinterviewing (ACASI) of dealing with sensitive issues
which were not available in this study. There may have

Inspite of such limitations the study also has some
strength. Whereas almost all studies have focused on a
single risk exposure group or subpopulation—men who
have sex with men (MSM) (Semple et al, 2003), injection
drug users (IDUs) (Des Jarlais et al, 2000; Mizuno et al,
2003), or adolescents (Sturdevant et al, 2001), the
current study focuses on HIV positives themselves, a
very important group for onward transmission of HIV.
The quantitative – qualitative composite design allow us
to augment quantitative data and help us understand
the subject better. Though qualitative data does not
allow for robust statistical comparison, it provided
invaluable insight into the concerns of the patient,
which equip the clinician to better deal with the various
psychological aspects of HIV counselling.
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EXPLANATORY MODELS IN PATIENTS WITH OBSESSIVE COMPULSIVE DISORDER: AN EXPLORATORY STUDY
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Abstract
Background: People of diverse cultural backgrounds make different attributions of illness,
symptoms and treatment which in turn affect the help seeking behaviour. Aim of this study was to
explore the explanatory models of patients with obsessive compulsive disorder attending a tertiary
care hospital located in North India. Methodology: Eighty-nine consecutive patients aged ≥ 15
years of age with diagnosis of Obsessive compulsive disorder (according to the International
Classification of Diseases-10th Revision) were evaluated for their explanatory models using the
causal models section of Explanatory Model Interview Catalogue. Results: The most common
explanations given were categorized into Karma-deed-heredity category (70.7%), followed by
psychological explanations (62.2%), weakness (20.2%) and social causes (17.9%). Among the
specific causes, commonly reported explanations were: fate/chance (42.7%), will of god (37.1%),
bad deeds (27%), sorcery (24.7%), evil eye weakness of nerves (37.8%), general weakness (34.7%),
bad deeds (26.2%), evil eye (24.4%) and family problems (21.9%). The explanatory models held by
the patients were not associated with sociodemographic and clinical variables to a large extent.
Conclusion: Patients with Obsessive compulsive disorder have multiple explanatory models for
their symptoms and understanding the same can have important treatment implications.
Key words: Culture, explanatory model, Obsessive compulsive disorder
INTRODUCTION
People of diverse cultural backgrounds often make
different attributions of illness, health, disease,
symptoms and treatment (Vaughn et al, 2009). The way
people understand mental illness depends on cultural
background, education level, health beliefs, attitudes
and knowledge and trust in healthcare systems
(Ekanayake et al, 2012). Beliefs held by the patients and
their care givers regarding the aetiology of the
psychiatric illness are one of the reasons for choosing a
particular treatment facility (Chadda et al, 2001) and
subsequent treatment adherence (Razali et al, 1996).
Many a times these beliefs of the patients and the
family members are quite diverse from the clinicians.
Many authors have highlighted the differences
between the beliefs of patients and the clinicians.
The term “explanatory model” was used by Kleinman
(1980) to understand as to how an illness is
conceptualized by patients, lay people, and clinicians.
These include beliefs and behaviours concerning
aetiology, course, timing of symptoms, meaning of
illness, roles and expectations. The different
explanatory models held by the patients and the
clinicians have been conceptualized as emic and etic
perspective of illness respectively (Littlewood, 1990).
Etic is understood as the physician's scientific

explanations, whereas emic models elicit patients'
conceptualizations about their illness. The explanatory
models held by patients influence help seeking
behavior (Karasz, 2005), treatment compliance and
patient's satisfaction. Empirical evidence suggests that
patients are most satisfied where their psychiatrist
shares their model of understanding distress and
treatment (Callan & Littlewood, 1998). Currently there
is an emphasis on consumer views and satisfaction.
Obsessive compulsive disorder (OCD) is a severe mental
illness which is associated with high rate of functional
impairment, disability, caregiver burden and other
adverse psychosocial functioning including the impact
on caregivers (Rasmussen and Eisen, 1992; Vikas et al,
2011; Grover & Dutt, 2011; Chakrabarti et al, 1993;
IDEAS). Epidemiological studies show that OCD as the
fourth most common mental disorder (Kiejna et al,
2002) and the lifetime prevalence rate for OCD has been
reported to be 2–3% (Karno et al, 1988).
Data suggest that despite having characteristic
symptoms many patients with OCD do not seek
treatment and continue to suffer in the community
(Fireman et al, 2001). This could be due to ignorance
about it being a mental illness, stigma or different
understanding about the disorder in the sufferers and
lay people. Infact, sometimes the ritualistic behaviours
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associated with OCD are not considered pathological
(Rees, 1973). In Indian setting, ''Suchibai Syndrome'' is
obsessive syndrome recognized in Bengali widows
(characterized by repeated washing and purity rituals)
which is very similar to OCD and is considered to be
mainly shaped by the religious traditions (Chakraborty
& Banerjee, 1975).
Traditionally, explanations for mental disorders in India
have been influenced by systems of traditional
medicine and supernatural beliefs. Psychiatric disorders
in India are often attributed to influence of supernatural
phenomena (Kulhara et al, 2000; Khandelwal et al,
2004). Although many studies have evaluated the
etiological/explanatory models for disorders like
schizophrenia and depression (Sarvanan et al, 2007;
Kulhara et al, 2000; Grover et al, 2012), there has been
no focus on OCD. To the best of our knowledge none of
the study from India has evaluated the explanatory
models held by patients for their symptoms of OCD. In
view of this, this study evaluated the explanatory
models held by patients with OCD attending the
outpatient clinic of a tertiary care centre.
METHODOLOGY
STUDY SETTING AND SAMPLE SELECTION
Patients were recruited from the outpatient clinic of
Department of Psychiatry of a tertiary care hospital in
north-India (Post Graduate Institute of Medical
Education and Research, Chandigarh). All consecutive
new patients attending the psychiatry outpatients
during the period of July 2011 to December 2011,
diagnosed to have Obsessive compulsive disorder were
eligible for the study. Diagnosis of OCD was made as per
International Classification of Diseases-10th Revision
(ICD-10).
All the patients were recruited after obtaining proper
written informed consent. This study evaluated the
pathways to care, explanatory models, phenomenology
and attitude towards medications. In this paper we
present the data only with respect to the explanatory
models held by the patients with OCD.
To be included in the study, the patients were required
to be aged more than 15 years. Those diagnosed with
mental retardation and organic brain syndromes were
excluded.
INSTRUMENTS :

was designed to elicit patients' attributions of their
presenting complaints, their previous help seeking
behaviour (including visiting a temple, a traditional
healer, or a doctor), their causal models (e.g. previous
deeds/karma, evil spirits, punishment by god, black
magic, or disease) and perceived consequences (change
in the body or mind) (Weiss, 1997). In EMIC the causal
models section consist of a list of 50 possible causes that
are divided into 10 categories. Additionally there are 2
other categories described as “others” and “can't say”.
For the present study the list of causal models described
as part of EMIC was used to elicit causal models and
data were collected only in quantitative form. Initially
an open-ended query as described in EMIC - "People
explain their problems in many different ways,
sometimes ways that are different from what their
doctors or other family may think. What do you think is
the cause of your problem (OC symptoms)?" was stated
to the patients to understand their perceived causes for
current symptomatology and the responses were noted
and appropriately coded according to EMIC categories.
To get as many reasons as possible for the symptoms the
patients were encouraged to give multiple
explanations. After spontaneous reporting the patients
were asked questions to specifically elicit responses for
various etiological categories described as part of EMIC.
A standard list of questions was made to conduct the
initial part of these interviews and to standardise the
interview for all patients. Probing was done initially by
open ended questions and depending on the
responses, further questioning was conducted and
closed ended questions were used in the end of the
interview. At the end of the interview, patients were
asked to give the most important explanatory model/
aetiology for their symptoms.
SPSS-14 (Statistical Package for the Social Sciences,
2005, Chicago, IL, USA) was used to analyse the Data.
Mean and standard deviation with range was calculated
for continuous variables including sociodemographic
and clinical variables. Descriptive analysis was
computed in terms of frequency and percentages for
discontinuous sociodemographic variables, clinical
variables and EMIC. Comparisons were done by using
chi-square test, t-test and Mann-Whitney U test.
Pearson product moment correlations and Spearman's
rank correlation was used to assess the association
between different variables.

Belief about the aetiologies was assessed using the
explanatory model list described as part of the
Explanatory Model Interview Catalogue (EMIC). EMIC
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RESULTS
The study sample comprised of 89 patients.

Childhood onset OCD
Onset after any stressor
Drug naïve at the time of recruitment

19 (21.34)
18 (20.22)
21 (23.6)

SOCIO-DEMOGRAPHIC AND CLINICAL PROFILES :
As shown in table-1, the sample consisted of 58 (65.2%)
male and 31 (34.8%) females. The mean age of the
study sample was 29.24 (SD-9.54) years and the mean
duration education was 13.36 (SD-3.5) years. About half
of the patients were unmarried, and belonged to
nuclear families. About 60% of patients were Hindus
and two-third of the study participants were residing in
urban locality.
Out of 89 patients, 85 (95.5%) patients were diagnosed
to have OCD mixed thoughts & acts and 4 (4.5%)
patients were diagnosed to have OCD predominantly
obsessions. The mean duration of illness was slightly
more than 6 years [mean-73.39 (SD-91.82)].
Of 89 patients, 21 (23.6%) patients had already received
one adequate anti-obsessional trial (adequate dose of
an SSRI/SRI for atleast 12 weeks duration), 9 (10.1%)
patients received already two anti-obsessional
medication trials and 7 (7.9%) patients received three
anti obsessional medication trials, prior to the index
consultation. Slightly less than half of the patients had
comorbid psychiatric illness (47.2%; N=42). Most
common psychiatric comorbidity was that of depressive
disorders (N=25), followed by other anxiety disorders
(N=11).
Table-1: Sociodemographic and clinical profile of the
patients [N=89]
Variable
Sociodemographic Variables
Age (in years)
Years of education
Gender - Male
Marital status- Currently Single
Religion -Hindus
Family set up- Nuclear
Area of residence -Urban
Clinical Variables
OCD mixed thoughts & acts
OCD predominantly obsessions
Duration of illness (in months)
Presence of co-morbid psychiatric
illness@
Presence of physical co-morbidity
Nicotine dependence (currently
using/ abstinent)
Alcohol dependence (currently
abstinent)

Mean (SD)/
N (%)
29.24 (9.54)
13.36 (3.5)
58 (65.2)
45 (50.56)
53 (59.6)
50 (56.2)
60 (67.4)
85 (95.5%)
4 (4.5%)
73.39 (91.82)
42(47.19)
29 (32.58)
9 (10.11)
1 (1.1)

@ One patient had co-morbid psychotic disorder,
3 patients had bipolar affective disorders, 21 patients
had depressive episodes, 4 patients had recurrent
depressive disorders, 11 patients had anxiety disorders
and two patients had other diagnosis.
EXPLANATORY MODELS :
While asking the patients about their perceived causes
of their illness, 65 (73%) patients spontaneously
reported at least one explanation for their illness,
whereas 24 (27%) of patients did not report any
explanation spontaneously. The most common
perceived causes of illness was categorised in to
psychological causes (31.45) followed by those
belonging to the karma-deed-heredity category
(22.4%). Of the 65 patients who spontaneously
reported at least one explanation, 27 (30.3%) reported
explanation/s belonging to only one of the categories,
22 (24.7%) reported explanations belonging to 2
categories, 8 (9%) reported responses belonging to 3
categories and another 8 reported explanations
belonging to 4 or more categories. Overall the mean
numbers of explanations reported by the study sample
were 1.53 (SD-1.57).
However, on probing, 12 more patients gave the
explanation for their OC symptoms. Accordingly, 85.4%
of all patients gave at least one explanation for their OC
symptoms when probed for. The most common
explanations reported on probing were categorized into
ka r m a - d e e d - h e re d i t y ( 7 0 . 7 % ) fo l l o w e d b y
psychological (42.6%), weakness-nerves (20.2%)
related and health-illness-injury-medical causes
(12.3%) in descending order of frequency. Of the 77
patients who spontaneously reported at least one
explanation, 42 (47.2%) reported explanation/s that
could be categorized into 1 to 3 categories, 21 (23.6%)
reported explanations belonging to 4-6 categories and
another 14 (15.73%) reported responses belonging to 7
or more categories. Overall the mean numbers of
explanations reported on probing by the study sample
were 3.33 (SD-2.74).
While eliciting the most important perceived cause of
their illness, only 54 (60.67%) patients could specify a
single most important cause for their symptoms.
Among the most important explanations karma-deedheredity and psychological causes were reported most
frequently.
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The details of the various explanatory models given by
the patients are shown in the table-2.
Table -2: Perceived causes/Explanatory models of
Causes

Spontaneously Reported on Most
reported
probing
important
Number (%)
Number (%) cause
reported
on probing

No
explanations
reported
Reported at
least one
cause
Ingestion
Health-illnessinjury-medical
Weaknessnerves
Social causes
Psychological
Victimizationabuse
Sexualreproductive
functions
Karma-deedheredity
Traditional
Environmentsanitation
Others
Cannot say

24 (27)

12(13.5)

65(73)

77 (86.5)

54 (60.67)

7 (7.8)
8 (8.9)

6 (6.7)
11 (12.3)

2 (2.2)
0

10 (11.2)

18 (20.2)

4 (4.5)

11 (12.3)
28 (31.4)
6 (6.7)

10 (11.2)
38 (42.6)
2 (2.2)

1 (1.1)
19 (21.34)
2 (2.2)

2 (2.2)

2 (2.2)

1 (1.1)

20 (22.4)

63 (70.7)

19 (21.34)

1 (1.1)

7 (7.8)

-

14 (15.73)
24 (27)

3(3.3)
12(13.5)

6(6.7)

OCDDetails of the various explanatory models given by
the patients on probing are shown in table-3. Among
the various specific causes reported by at least about
one-fourth of the sample, all belonged to the category
of Karma-deed-Heredity and were: fate/chance
(42.7%), will of god (37%), bad deeds (27%) and sorcery
(24.7%).
Table-3: Perceived causes reported on probing
Causes

Reported on probing in
total sample (N=89)
Number (%)
Ingestion
6 (6.7)
Food/water
4 (4.5)
Alcohol
1(1.1)
Smoking
2(2.2)
Abused drug-Prescribed medicines 1(1.1)

Health-illness-injury-medical
Injury-accident
Prior illness
Prior treatment
Pregnancy-childbirth
Anatomical-physical problem
Weakness
General weakness
Nerves
Social causes
Family problem
Marital problem
Failure to marry
Work problems
Other interpersonal Problems
Psychological
Bereavement
Financial stress1
Other stress
Personality difficulty
Mind-thoughts-worry
Loneliness
Victimization-abuse
Physical/sexual abuse-adult
Child abuse-sexual/physical/
psychological
Sexual-reproductive Functions
Semen-vaginal fluid
Masturbation
Sexual experience
Sexual identity
Karma-deed-Heredity
Fate, chance
Bad deeds
Heredity
Will of God
Evil eye
Sorcery
Possession
Neglect vows or rituals
Astrology
Other supernatural
Traditional
Heat-cold in body
vat-pitt-kaph
Environment-sanitation
Environmental pollution
Climate (hot-cold)
Sanitation
Personal hygiene
Germs- infection -Contamination
Others
Cannot say

11(12.3)
4 (4.5)
3 (3.4)
4(4.5)
2(2.2)
1
8 (20.2)
7(7.8)
13(14.6)
16(17.9)
9(10.1)
1(1.1)
2(2.2)
5(5.6)
2(2.2)
38(42.7)
5(5.6)
2(13.5)
10(11.2)
2(2.2)
9(10.1)
19(21.3)
2(2.2)
1(1.1)
1(1.1)
2(2.2)
1(1.1)
1(1.1)
0
1(1.1)
63(70.8)
38 (42.7)
24(27)
15(16.8)
33(37.1)
18(20.2)
22(24.7)
4(4.4)
1(1.1)
5(5.6)
3 (3.3)
0
7(7.8)
1(1.1)
6(6.7)
1(1.1)
1(1.1)
3 (3.3)
13(14.6)
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SOCIO-DEMOGRAPHIC AND CLINICAL VARIABLE
ASSOCIATED WITH EXPLANATORY MODELS REPORTED
ON PROBING
There was no significant difference between the two
genders with respect to the different explanation
categories and specific explanatory models. Similarly
there was no difference in the various explanation
categories and specific explanatory models with regard
to level of education (those with less than 10 years and
those with 10 or more years of formal education) and
marital status [i.e. currently married (married and
remarried) and currently single (unmarried, widowed,
divorced)] except that patients who were single
significantly more frequently reported psychological
causes [25 (55.6%) vs 13 (29.5%); Chi square value –
6.15; p =0.013)], loneliness [14 (31.1%) vs 5 (11.4%); Chi
square value – 5.16; p =0.023] and sorcery [15 (33.3%)
vs 7 (15.9%); Chi square value – 5.16; p =0.023] as
explanations for their illness.
In correlation analysis there were no significant
correlations between the total number of explanation
categories and patient's age, duration of education and
duration of illness.
In terms of individual explanations, those with a comorbid psychiatric disorders significantly more
frequently reported loneliness [13 (31%) vs 6 (12.8%);
Chi square – 4.36; p =0.037)] and evil eye [13 (31%) vs 5
(10.6%); Chi square – 5.67; p =0.017)] as an explanation
for their illness. In terms of explanation categories,
those with a comorbid psychiatric disorder significantly
more frequently reported weakness (general-nerves)
[14 (33.33%) vs 4 (8.5%); Chi square with Yate's
correction value – 7.00; p =0.008)] and Karma-deedheredity [34 (81%) vs 29 (61.7%); Chi square value–3.97;
p =0.046)] category explanations for their illness.
When we compared to those who were drug naïve with
those who had received some treatment in the past, in
terms of individual explanations, those who were drug
naïve significantly more frequently reported prior
treatment [3 (14.3%) vs 1 (1.5%); Fisher exact value 0.039] and significantly less frequently reported bad
deeds [2 (9.5%) vs 22 (32.35%); Fisher exact value 0.049] as explanations for their illness. There was no
significant difference between those who were drug
naïve and those who had received some treatment in
the past, with regards to different explanation
categories.

DISCUSSION
Cultural beliefs and practices affect illness behaviour
and help seeking, expectation of patients and perceived
quality of care (Weiss, 1997).Although few studies have
evaluated the explanatory models held by
caregivers/relatives of patients with mental illness and
patients with schizophrenia (Kulhara et al, 2000;
Srinivasan & Thara, 2001; Kate et al, 2012), depression
(Pereira et al., 2007; Kermode et al., 2009; Kermode et
al., 2010; Savarimuthu et al., 2010; Grover et al, 2012)
and common mental disorders (Ravi Shankar et al.,
2006) from India and there are studies from other parts
of the world evaluating the explanatory models in
patients with schizophrenia (Adebowale & Ogunlesi,
1999; Holzinger et al, 2003; Philips et al, 2000; Kurihara
et al, 2006; Angermeye & Matschinger, 1996; Adewuya
& Makanjuola, 2008; Furnham & Chan, 2004) and
depression (Dejman et al., 2008; Hammarström et al.,
2009; Niemi et al., 2010; Ying et al., 1992; Waite et al.,
2009; Okello & Neema, 2007). However, there is lack of
data with respect to the explanatory models held by
patients with OCD.
To best of our knowledge this is the first study from India
which has specifically evaluated the explanatory
models held by patients with OCD attending a tertiary
care hospital by using the basic framework of EMIC.
Evaluation of explanatory models involved 3 steps, i.e.,
patients asked to report the models held by them
spontaneously, then probing was done as to whether
patient holds any of the explanatory models as listed in
EMIC and in the end patient's were asked to report the
most important cause from all the causes listed by
them.
When asked to spontaneously verbalize the possible
explanations for their symptoms of OCD, approximately
three-fourth of the participants reported at least one
explanation for their illness, of which psychological
factors were the most commonly reported followed by
karma-deed-heredity. However, on probing most
frequently reported explanation were categorized to
karma-deed-heredity category, followed by
psychological, weakness-nerves related and healthillness-injury-medical causes in descending order of
frequency. When the patients were asked to specify the
most important cause, most frequently reported
explanatory models were that of karma-deed-heredity
and psychological causes. The “karma-deed-heredity”
category included causes like fate/chance, bad deeds,
heredity, will of god, evil eye, sorcery, possession,
neglect vows or rituals, astrology and other
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supernatural causes. Further when we look at these
subcategories of explanations fate/chance was most
commonly reported, followed by will of god, bad deeds,
sorcery, evil eye and heredity. Possession, neglect vows
or rituals, astrology and other supernatural were
reported by only few patients.
The higher attribution of symptoms to fate/chance in
the present study reflects the influence of ancient
Indian beliefs in Karma theory on Indian Personality,
according to which, “One's actions and deeds are
automatic and mechanical, determined by fundamental
law of nature. It is not something that is imposed by God
as punishment or reward, nor something that the gods
can interfere with (Varma, 2009)”. Further, higher
attribution of symptoms to “will of god” reflects that
patients do accept the symptoms as will of god, on
which no one has any control. Taken together, these
findings suggests that many patients possibly accept
the severe disabling illness as 'their fate' and/or 'will of
god', which may have significant implications with
regards to seeking treatment and continuing treatment.
Many patients also attributed their symptoms to causes
like sorcery, evil eye and possession which are covered
under the heading of “Karma-deed-heredity”
explanatory models. Higher prevalence of these
explanations along with psycho-social models possibly
explains the help-seeking behaviour of our patients,
many of whom although continue to take treatment
from medical practitioners/psychiatrists, still keep on
performing religious rituals and seek help from the faith
healers (Kulhara et al., 2000).
Another etiological category implicated by more than
half of the patients in the present study was that of
psychological causes, which more or less reflect the
impact of stressful life events and personality structure.
These explanations are in line with existing literature
which suggests that stressful life event and certain
personality traits increase the vulnerability of a person
to develop OCD (Rosso et al, 2012; Alonso et al, 2008).
As there are no previous studies from India and other
parts of World with regards to explanatory models held
by patients with OCD, we would like to compare the
findings with the explanatory models held by patients
with other mental disorders. A recent study from our
centre, which evaluated the explanatory models of
patients with first episode depression, also reported
“Karma-deed-heredity” explanations to be the most
common explanations for their symptoms (Grover et al,
2012). Similarly studies which have evaluated the

explanatory models held by patients with schizophrenia
also suggest that patients commonly attribute their
symptoms to sorcery/witchcraft, planetary/celestial
influences, bad deeds, spirit intrusion, evil spirits,
ghosts and divine wrath (Kate et al, 2012). These
similarities with only minor difference in explanatory
models by patients with different mental disorders
suggest that irrespective of the symptoms, overall
patients in general are guided by the cultural factors
which shape the Indian personality and beliefs about
various mental disorders.
In the present study, mean number of explanatory
models held by patients were 3.33 (SD-2.74). This
finding emphasizes the fact that causality of mental
disorders in Indian set up is understood as non-linear
and multifactorial (Varma, 2009).
In the present study, the sociodemographic variables,
duration of illness and drug naïve status did not have
significant impact on reporting of various explanatory
models. This suggest that the explanatory models held
by patients with OCD are not influenced by the
demographic factors and possibly either do not change
with continuation of symptoms or are possibly not
addressed by the treating clinicians.
While interpreting the results of the present study it
must be remembered that the study was limited to a
population attending the outpatient clinic of a tertiary
care hospital; hence the findings cannot be generalized
to general population per se. Further the study sample
was relatively smaller. The present study was also
limited by its cross sectional nature and we did not
evaluate the influence/relationship of perceived causes
with treatment compliance. Future studies should
evaluate patients with OCD in larger community
sample.
CONCLUSION
To conclude, findings of the present study suggest that
patients with OCD have multiple explanatory models for
their symptoms. Among the various explanatory
models, karma-deed hereditary explanations are
reported more frequently closely followed by
psychosocial causes. These explanatory models do not
seem to be influenced much by various sociodemographic variables.
IMPLICATIONS
The findings of our study also have some important
clinical implications. It suggests that patients with OCD
have a variety of explanatory models, which differ to
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large extent with the models understood by the
clinicians. These emic models need to be explored and
well understood from the patient and family
perspectives. The biomedical model of illness should
then be discussed as an alternative view without
dismissing or directly challenging local beliefs.

organization. American Journal of Psychiatry, 158,
1904-10.
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PROFILE OF PATIENTS AND REFERRAL PATTERN IN A GENERAL HOSPITAL PSYCHIATRY UNIT V/S
A PSYCHIATRIC DISEASE HOSPITAL: WHICH IS THE PREFERRED TREATMENT SETTING?
Abhishek Chowhan, B. S. Chavan, Mushtaq A Margoob
Abstract
Background: In India Mental health services are dispensed by way of psychiatric hospitals as well as
general hospital psychiatric unit. However there is no study comparing the service delivery in these
two settings in Indian or in World literature. The present study compares the socio demographic
characteristics, diagnosis and the referral pattern in patients attending these two services.
Method: This was a prospective study conducted at Srinagar city of the state of Jammu and Kashmir
in India at two centers i.e., Psychiatric Diseases Hospital and psychiatric outpatient unit in the
general hospital of the Government Medical College. All the consecutive new cases seeking
treatment from the two facilities over one month period were included. The assessment
parameters included socio-demographical and clinical which was based on detailed history and
physical and mental status examination. The final diagnosis was made according to International
Classification of Diseases, 10th edition. Results: A total of 2340 new patients were evaluated; 1411
(60.30%) from psychiatric hospital and 929 (39.70%) from psychiatric outpatient unit of
government medical college. Some patients had more than one diagnosis and hence around 1488
diagnosis were observed in the psychiatric hospital group and 982 in government medical college
group with co-morbidities seen in 69 and 42 patients respectively. Major depressive disorder
(20.9%), Bipolar affective disorder (25.81%) and psychotic disorders (25.05%) were the main
diagnosis observed in the Psychiatric hospital setting whereas Major Depressive Disorder (27.9%),
Anxiety Disorders (13.34%) and Parasuicide (9.06%) were the commonest diagnosis in government
medical college setting. 50.92% of patients who attended medical college OPD were referred,
almost all of them by health professionals from other departments as compared to only 13.76% of
patients in psychiatric hospital. Conclusions: Both the treatment settings have an important role
for the service delivery in mental health. Whereas general hospital psychiatric units have an
important role in destigmatisation and demystification of psychiatry along with the strengthening
of consultation liaison psychiatry, psychiatric hospitals are preferred destination for psychotic and
chronic psychiatrically ill patients.
Key words: patients, comparative, diagnosis, referral pattern, general hospital psychiatry unit,
psychiatric disease hospital.
INTRODUCTION
The mental health services should inarguably be
planned to meet the requirements of service users.
However, most of the services in our country have been
initiated by the planners and clinicians without
incorporating the viewpoint of consumers or their
families (Goering et al, 1990; Elliott et al, 1990;
Tanzman, 1993; Massey, 1994; Minsky, 1995;
Rosenheck, 1997). Thus, it is increasingly argued that
for better utilization, mental health services need to be
transformed from isolation to mainstreaming and
integration into general medical care. In the beginning,
medical professionals reacted unfavorably to the
admission of psychiatric patients in general hospitals.
However with recognition of organicity and

superimposed psychological reaction to medical illness
in medical and surgical departments, psychiatry was
appreciated and eventually integrated (Wig, 1978).
An important goal of mental health service reforms has
to focus on fostering community integration of
psychiatric services. The trend in the developed nations
for the past five decades has been on deinstitutionalization i.e., shifting the treatment of the
mentally ill from the confinements of lunatic asylums to
general hospitals and clinics and to community care.
This change is based both on respect for the human
rights of individuals with mental disorders, and on the
use of updated interventions and techniques (WHO.
The world health report 2001). Many developing
countries have also started initiatives to establish
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mental health care within the framework of primary
health care. Though only a few have so far managed to
give the service at all levels of the health care system
from the community health service to the highest
referral hospitals (WHO, Technical Report Series, 1984).
In India the provision of formal psychiatric services
through mental hospitals was started by British
government in early decades of 19th century and is still
continuing (Sharma et al, 1999). A significant
refinement in provision of mental health services in our
country came into being in late sixties and seventies in
the form of General Hospital Psychiatric Units (GHPU).
These units are attached to the medical colleges
throughout the country and offer total bed strength of
about 3000 at present (Sharma et al, 1999). The rapid
growth of general hospital psychiatric units all over the
world has provided impetus to consultation-liaison
work carried out by the psychiatrists. The National
Mental Health Programme (NMHP) was developed with
the objective of ensuring availability and accessibility of
basic mental health care for all sections of the
population. Based on the philosophy of
decentralization and demystification, the NMHP sought
to integrate mental health care with primary care. Later,
District Mental Health programme (DMHP) was
initiated by the government of India for strengthening
the mental health services at district level with
integration into general health services.
However, in our knowledge there is no study comparing
the service utilization in these two settings in Indian or
in World literature. We sought to examine the pattern of
psychiatric diagnosis in patients attending outpatient
department of a State Run Psychiatric Hospital and a
psychiatric unit in a general hospital setting of a medical
college and to see whether the settings influence the
pattern of treatment seeking at such services. The socio
demographic characteristics, diagnosis and the referral
pattern in patients attending these two services were
also studied.
METHODS
This was a prospective study conducted at Srinagar city
of the state of Jammu and Kashmir in India at two
centers i.e., Psychiatric Diseases Hospital and
psychiatric outpatient unit in the general hospital of the
Government Medical College. Both the hospitals are in
Srinagar city and are located about 5 kilometers apart.
Psychiatric diseases hospital is located in old city and
was once a part of old prison. Both the facilities are well
connected by public transport and patients have free
choice to seek treatment from either place. Psychiatric

disease hospital is a mental health care specialty postgraduate teaching hospital affiliated with Government
Medical College, Srinagar. It has both inpatient and
outpatient services and caters to whole of Kashmir
region along with some adjoining areas of Jammu and
Ladakh region, a population of about 7.5 million (census
2011). The hospital has 30 teaching beds and 70 asylum
beds officially. However, more asylum patients can be
accommodated according to need. The hospital has two
psychiatric units, each unit with 2-3 consultant
psychiatrists, 1 clinical psychologist, 1-2 senior resident
psychiatrist, 3-4 post graduate psychiatry residents and
2 non postgraduate junior residents. Staff from each
unit manages the psychiatric OPD at government
medical college hospital on alternate days. Government
Medical College is a 400 bedded multispeciality
postgraduate teaching hospital. It has bone and joint
hospital (150 beds), gynecology and obstetrics hospital
(75 beds) and psychiatric hospital (100 beds) associated
with it which adds to its bed strength. The patient
requiring psychiatric services are seen on OPD basis by a
psychiatrist and a clinical psychologist. After making an
appropriate diagnosis they are given pharmacotherapy
and/or psychotherapy, depending upon individual need
of patients. Though there is inpatient facility for
psychiatric patients at medical college hospital,
however, because of shortage of manpower, those
requiring admission are referred to psychiatric diseases
hospital.
All the consecutive new cases seeking treatment from
the two facilities over one month period were included.
Since the aim of paper was comparative so the number
of patients was considered to be inconsequential hence
a period of one month was thought to be as sufficient.
The assessment parameters included sociodemographical and clinical which was based on detailed
history and physical and mental status examination. The
final diagnosis was made by the consultant psychiatrist
according to International Classification of Diseases,
10th edition (ICD-10) (WHO, 1992). Patients having
medical co-morbidity were excluded in order to have
pure psychiatric diagnosis sample. A semistructured
performa was made for noting the socio-demographic
characteristics. Kuppuswamy's Socioeconomic Status
Scale, 2007 was used for determining socio-economic
status (Kumar N et al, 2007). Standard descriptive
statistics were used to analyze the characteristics of
participants. The differences between the groups were
assessed with Chi-Square test. Yates correction and
Fisher's Exact test was used wherever applicable.
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RESULTS
A total of 2340 new patients were evaluated; 1411
(60.30%) from psychiatric hospital and 929 (39.70%)
from psychiatric outpatient unit of government medical
college. Some patients had more than one diagnosis
and hence around 1488 diagnosis were observed in the
psychiatric hospital group and 982 in government
medical college group with co-morbidities seen in 69
and 42 patients respectively. Figure 1 shows the sociodemographic data of the patients seen at two settings.
As can be seen significantly more young patients (≤
39years) attended psychiatric OPD at Medical College
(80.52% within group; p<0.0001). More married
persons (63.2% v/s 37.5%; p<0.0001) preferred to seek
treatment from medical college hospital which attained
statistical significance. Significantly more people from
lower socio-economic class attended psychiatric
hospital OPD (67.97% v/s 48.76%; p<0.0001). Patients
having education lesser than primary standard seek
treatment from psychiatric hospital which was
significantly different (61.31% v/s 24.22%; p<0.0001).
Figure 2 shows source of referral in two settings by
psychiatrists and non-psychiatrists. A total of 157
patients were referred to psychiatric hospital in the one
month study period (24.92% of total referrals, 13.6% of
total patients). A majority of these patients were
referred from psychiatrist (N=131, 83.44%). In the
medical college OPD 473 patients were referred
(75.08% of total referrals, 50.92% of total patients),
almost all being referred from non-psychiatrists
(N=467, 98.73%). As can be observed about 3 times
more referrals were received in medical college settings
than in psychiatric hospital settings. Also nonpsychiatrists chose to refer patients to medical college
OPD about 18 times as often as psychiatric hospital.
Table 1 shows the diagnostic profile of the patients.
Among the patients seen at psychiatric hospital, the
major diagnoses were BPAD (25.81%), psychotic
disorders (25.05%), MDD (20.9%) and seizure disorders
(16.13%) and among the patients at medical college,
major disorders were MDD (27.9%), anxiety disorders
(13.34%), parasuicide (9.06%), headaches (7.64%) and
conversion disorders (7.03%).
DISCUSSION
The main aim of our study was to find out the pattern of
patients seen in psychiatric hospital and general
hospital psychiatry settings. We were expecting that
because of stigma, patients with milder and non
psychotic mental disorders will seek treatment from

general hospital setting. In our study it was observed
that 50.27% of patients in general hospital psychiatric
OPD were referred by non-mental health professionals
as compared to only 2.28% in psychiatric hospitals. This
was expected due to the presence of other medical
departments in GMC. In fact, almost all the patients of
dissociative disorders, parasuicide, somatoform
disorders and hypochondriasis were referred from
OPD's of other departments. Such high referral rates for
neurotic disorders in a GHPU have also been
demonstrated by earlier studies (Dhavale, 1990). The
referral percentage of 50.27% in GHPU is almost double
than that cited by earlier Indian studies done about
three decades ago (Dhavale, 1990; Eastwood et al,
1970). This reflects that psychiatry has gained
prominence among other medical specialties over the
time and the fact that increased role of psychosocial
factors in medical illness is being recognized. Thus,
establishment of GHPU's in general hospital is a
welcome step for it facilitates de-segregation of
psychiatry. Absence of such facilities will increase
burden on medical facilities along with cost of care
without any benefit to these patients. It has been seen
in earlier study that somatic complaints were major
presenting symptoms of patients with mental disorders
seeking treatment from psychiatric facilities and
majority of them had gone to general physicians before
being referred to psychiatric facilities (Chandrashekar et
al, 2006). Surprisingly, more persons of mental
retardation and seizure disorders preferred to seek help
from psychiatric hospital. The caregivers might be
finding it difficult to distinguish between mental
retardation and mental illness. Both of these patient
populations especially those with mental retardation
came primarily to seek treatment for associated
behavioral disturbances, aggression, psychosis and
personality changes. Since we could not carry out the
intelligence quotient (IQ) assessment, it is not possible
to find out whether severe cases of mental retardation
with severe disability were taken to psychiatric hospital
for custodial care. Some patients with epilepsy also
came to seek treatment for their seizures which is a
difficult to understand.
The current study shows that despite deinstitutionalization, psychiatric hospitals still have their
relevance in providing mental health services to a select
population. In the present study, despite a choice, many
patients / their relatives preferred to seek treatment
from psychiatric hospitals. Most of the patients who
sought treatment from psychiatric hospitals had a
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FIGURE 1

*P<0.0001; MS= Marital Status; SES= Socio-Economic Status; EDU= Education

FIGURE 2
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Table 1. Diagnosis of patients seen at two settings
Diagnosis

Setting

MDD
BPAD
PSYCHOTIC
DISORDERS§
ANXIETY
DISORDERS+
DISSOCIATION
DISORDERS
PARASUICIDE
SUBSTANCE ABUSE
OCD
SOMATISATION
ADJUSTMENT
DISORDER
DYSTHYMIA
HYPOCHONDRIASIS
SEIZURE DISORDER
HEADACHES
MENTAL
RETARDATION
SEXUAL DISORDERS
ADHD
CONDUCT
DISORDERS
DEMENTIA
OTHERS
TOTAL

PSYCHIATRIC
MEDICAL
P-value
HOSPITAL (%)
COLLEGE (%)
(Diagnosis)
Total
Referred Total
Referred
Diagnosis
Diagnosis
311
27
274
144
<.0001
(20.9%)
(8.68%)
(27.9%)
(52.55%)
384
44
39
3
<.0001
(25.81%)
(11.46%) (3.97%)
(7.69%)
343
32
54
2
<.0001
(25.05%)
(9.33%)
(5.5%)
(3.7%)
7
0
131
50
<.0001
(0.47%)
(13.34%)
(38.17%)
41
20
69
65
<.0001
(2.76%)
(48.78%)
(7.03%)
(94.2%)
0
0
89
87
<.0001
(9.06%)
(97.75%)
37
19
28
8
.5777
(2.49%)
(51.35%) (2.85%)
(28.57%)
54
4
41
9
.4884
(3.63%)
(7.41%)
(4.17%)
(21.95%)
2
0
55
54
<.0001
(0.13%)
(5.6%)
(98.18%)
3
0
42
18
<.0001
(0.2%)
(4.28%)
(42.85%)
2
0
13
4
.0005
(0.13%)
(1.32%)
(30.77%)
6
0
26
19
<.0001
(0.4%)
(2.64%)
(73.08%)
240
4
13
0
<.0001
(16.13%)
(1.67%)
(1.32%)
4
0
75
6
<.0001
(0.27%)
(7.64%)
(8%)
36
16
1
1
<.0001
(2.42%)
(44.44%)
(0.1%)
(100%)
1
0
12
10
.0003
(0.07%)
(1.22%)
(83.33%)
4
1
7
5
.1923
(0.27%)
(25%)
(0.71%)
(71.43%)
1
0
3
1
.3566
(0.07%)
(0.31%)
(33.33%)
6
0
8
2
.1821
(0.4%)
(0.82%)
(25%)
6
0
2
0
(0.4%)
(0.2%)
1488
157
982
473

P-value
(Referrals)

<.0001
.6011
.2061
.0484
0.8625
1
.0648
0.8625
.0019
.2636
1
.0019
.0441
1
.4595
.2308
.2424
1
.4725
1

MDD- Major Depressive Disorder; BPAD- Bipolar Affective Disorder; OCD- Obsessive Compulsive Disorder; ADHD- Attention
Deficit Hyperkinetic Disorder: §Psychotic disorders include Schizophrenia, Schizotypal Disorder, Schizoaffective Disorder, Acute
and transient Psychotic Disturbances, Delusional Disorder and Postpartum Psychosis.
+ Anxiety Disorders include Panic Disorder, Agoraphobia, Phobias, Generalised Anxiety Disorders, Acute Stress Disorder and Post
Traumatic Stress Disorder.
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diagnosis of bipolar disorder and psychotic disorders. It
is possible that the caregivers still might have more faith
in the psychiatry hospitals whenever the patient is
suffering from major mental disorders. Many patients
attending psychiatry hospital might have associated
aggression and violence and caregivers might have
thought that such patients can preferably be better
managed at specialist hospital settings away from the
hustle-bustle of general hospitals. In a general hospital,
there might be many patients from the community
attending medical facilities and the relatives would like
to hide the illness due to stigma and might prefer to seek
treatment from mental hospital where all the patients
are alike. An earlier study has reported that among
schizophrenia patients, state mental hospital patients
has significantly lower stigma scores compared to their
counterparts in the general hospital (Chee et al, 2005).
It is seen from the present study that, younger
population (<39 years) preferred to seek treatment
from the GHPU (748 v/s 181; p<0.0001) which in
agreement with many other studies (Anstee, 1972).
There was no significant difference among sexes in the
two settings however there were more females in both
the settings. Similar findings have been observed in
earlier studies also (El-Haddad et al, 1999; Ko et al,
2007). Significantly more married persons (63.2% v/s
37.5%; p<0.0001) preferred to seek treatment from
medical college hospital. It might be the result of mental
disorders as majority of patients seeking treatment
from psychiatric hospitals were suffering from major
mental disorders and many of them could not have
been married. This trend has also been pointed out by
some previous studies (Fisher et al, 1994). This can be
attributed to the fact that more psychosis patients
attend psychiatric hospital and their marital prospects
are not very good (Schacht et al, 2002). Significantly
more people from lower socio-economic class attended
psychiatric hospital OPD (67.97% v/s 48.76%;
p<0.0001). This could be ascribed to a number of
factors. Firstly, the drift hypothesis could have operated
in psychosis as these patients were major attendees in
the psychiatric hospital (Buck et al, 1988). Secondly,
studies of persons with mental illness indicate that a
higher socioeconomic status may be associated with
more perceived stigma (Angermeyer et al, 1987) and
these patients may not want to seek consultation in a
psychiatric hospital which is generally perceived to be
stigmatized (Verhaege et al, 2007). Patients having
education lesser than primary standard seek treatment
from psychiatric hospital which was significantly

different (61.31% v/s 24.22%; p<0.0001). Studies have
reported that patients from a higher education level
perceive more stigma which can explain this finding
(Angermeyer et al, 1987).
In conclusion, establishment of more and more
psychiatric units at general hospitals could help us to
further extend psychiatry services. In addition to
dealing with serious mental disorders, general hospital
psychiatric services had to respond to the mental health
problems presenting in the general health care. Often
the general hospital staff looked upon the psychiatry
services as a useful outlet for their difficult patients
(Mendi, 2003). Thus, it will also be a step forward to
develop proper Consultation Liaison Psychiatric
services which do not get its share at a psychiatric
hospital. However psychiatric hospitals still have
important role in the management of chronic and
agitated patients suffering from major mental
disorders. Closing mental hospitals without community
alternatives is as dangerous as creating community
alternatives without closing mental hospitals. A
premature closure of mental hospitals without
allocating the resources thus saved to community care
could lead to homelessness and wandering of the
chronic patients and can further stigmatize the
psychiatrically ill. Thus, the need of the hour is to follow
a guided approach to de-institutionalization with
services planned in a holistic fashion so as to create an
optimal mix (Murthy, 2010).
Future Directions: This study is preliminary tread into
the hitherto un-investigated area of
deinstitutionalization and will pave way for future
research in the field, especially in India. Thus, to
facilitate the process of deinstitutionalization, further
studies are warranted to judge the respective places of
GHPU's and PDH in the present scenario of mental
health services delivery especially focusing on
experiences, values, and personal goals of individual
patient and caregivers.
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Research Article
ROLE OF FAITH HEALERS IN TREATMENT RELATED ASPECTS OF PSYCHIATRIC ILLNESS
Veena S. Gholap, Shilpa Parhar, Bindoo Jadhav, Sunitha Shankar, H.S. Dhavale

Abstract
Background: In our country with its diversity of languages and religions one thing common to its
people is their faith in traditional healing practices. Non medical causes are attributed to a variety of
illnesses and seeking professional medical help is often delayed. This is more so with psychiatric
illnesses as they are stigmatized. Aims: To find the percentage of psychiatric patients seeking help
from faith healers and various associated variables. Methods: Three hundred patients were
interviewed using a proforma especially designed for this study. The data collected was tabulated
and analysed. Results: More than half (52.7%) of the patients had visited faith healers before
coming to a psychiatrist. Patients with psychotic disorders like schizophrenia were more likely to
visit faith healers than other patients. Lag period before seeking psychiatric treatment was 6
months to a year. Performing rituals and giving taviz were most common methods used and almost
60% perceived improvement but it lasted for less than a week. 30% of patients wanted to continue
faith healing along with psychiatric treatment. Conclusions: Seeking help from faith healers is often
the first step towards seeking professional help. However it results in considerable delay in
management of patients often with serious consequences for the patients. One way of reducing this
delay is to spread awareness.
Key words: Faith healers, Psychiatric illness.
INTRODUCTION
In a land of so many religions and languages where
illiteracy and poverty is still a major problem, the
tendency to seek refuge in occult healing practices, and
submit to pseudo-religious and magical traditional
healers would be expected. The data also suggests that
indigenous healing centers are frequently visited by the
deprived caste groups. The dargahs attracted the more
poor and the marginalized sections of society,
compared to the more privileged classes and castes
(Davar & Lohokare 2009). With the strong hold of
religion on the minds of people of India, the notion that
prayer, divine intervention or the ministrations of an
individual healer can cure illness has been popular.
Miraculous recoveries have been attributed to a myriad
of techniques commonly lumped together as "faith
healing".
According to World Health Organization, traditional
healing refers to traditional Chinese medicine, Indian
Ayurveda and Arabic Unani medicine, as well as to
various forms of indigenous medicine around the world.
Traditional medicine accounts for approximately 40 per
cent of health care in China, and 80 per cent in Africa,
with methods including herbal medicines, the use of
animal parts and/or minerals, manual therapies and
spiritual therapies to maintain well-being, to diagnose

and treat illness (World Health Organisation, 2002). A
review of literature on “Traditional healing ” by
Williams shows it to have a more holistic approach to
health compared to medical model. Spiritual and
emotional issues are considered in addition to mental
and physical health and emphasis is more on an
individual, families, communities and the environment.
It also reveals that healing is required by those who have
hurt others, as well as those who have been injured
(Williams et al. 2011).
Faith healers have their origin in the local society and
culture and form an intrinsic part of our society. These
healers live with the people and draw their sustenance
from them. This helps them to develop a relationship of
trust and dependence which goes beyond doctor
patient relationship.
According to its proponents there is little that faith
healing cannot do. They claim it can cure any illness
from blindness, cancer to AIDS and mental illness. Trust,
easy availability and accessibility, recommendations by
significant others and belief in supernatural causes of
illness were the important reasons for choosing a
particular facility (Chadda et al. 2001). When a person
has a strong belief that a healer can create a cure, a
"placebo effect" can occur which makes the people feel
better. Relying on this type of treatment alone, and
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avoiding conventional medical care, may have serious
health consequences. With this concern in mind, we
decided to conduct this study.
AIMS
•

To find out the percentage of psychiatric
patients seeking help from faith healers.

•

To study the distribution of psychiatric
disorders among them and the lag period
before seeking psychiatric treatment.

•

To study the various methods used by faith
healers and related variables.

MATERIALS AND METHODS
A survey was conducted at a general teaching hospital
after approval by Ethics Committee. Three hundred
consecutive patients attending the psychiatric
outpatient department were interviewed using a
questionnaire devised for the purpose of this study
after they consented for the same. The data thus
collected was tabulated and analysed.
RESULTS
Of the 300 patients interviewed, 52.7% had visited faith
healer for their psychiatric illness before coming to the
psychiatrist. Most of the patients were in the age group
of 15-55 yrs (87.4%) and were married (65.2%).
Patients with psychotic disorder, mainly schizophrenia
(27.2%) followed by schizo-affective (8.9%) and other
psychotic disorder (10.2%) were more likely to visit faith
healers than other patients (Table 1).
Table 1: Distribution of Psychiatric illness among
patients seeking faith healers.

Majority of the patients had been referred to faith
healers by known people (Table 2). The various reasons
given for sending patients to faith healer were blackmagic (46.2%), possession (37.2%) and planetary effect
(6.9%). The explanations given by the faith healers for
the illness were black magic (41.8%), possession
(37.9%) and planetary effect (6.5%) which is similar to
reasons for attending faith healer.
The faith healer was usually contacted within one
month of onset of symptoms and the lag period before
seeking psychiatric treatment was 6 months to 1 year.
The commonly used procedures by faith healers were
performing rituals (61.1%) and giving taaviz (26.1%)
compared to physical violence (5.7%), locking in
isolation (5.7%) and chaining (1.2%). The number of
visits was 1-2 (37.9%), 3-5 (34.8%) and more than 5
(27.2%) and average expenditure per visit was Rs.100500. Most patients (84%) visited faith healer in local
area or within the city.
Psychiatric treatment was advised by relatives, general
practitioners, friends and neighbors as shown in
Table-3. Very few patients (8.2%) were advised by faith
healers to seek psychiatric treatment.
Table 2: Referral to faith-healers
Referred By

Percentage

Relatives

51.4

Friends

31.8

Neighbors

13.5

Self

3.3

Table 3: Referral to Psychiatry

Disorders

Number

Percentage

Schizophrenia

43

27.2

Referred by

Percentage

Schizoaffective

14

8.9

Relatives

32.9

Other Psychotic

16

10.2

General Practitioners

22.8

Bipolar

9

5.7

Friends

19

MDD

12

7.6

Neighbors

11.4

Anxiety

16

10.1

Faith Healers

8.2

Somatoform

9

5.7

Self

5.7

Dissociative

3

1.9

DISCUSSION

Childhood

13

8.2

Substance

19

12

Others

3

1.9

Almost half of the patients had visited faith healer for
their psychiatric illness before coming to the
psychiatrist which is in keeping with a recent study
where 54.7% of the patients consulted traditional
healers ( Shidhaye & Vankar 2011). Figures as high as
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74.7% have been noted in an Indian study ( Davar &
Lohokare 2008). A study in South India had found that
45% of the patients had sought faith healers help
(Campion & Bhugra 1997). Studies in U.A.E also show
this figure to be 44.3% (Salem 2005). A WHO report on
traditional medicine mentions that 40% to 80% of the
population in developing countries seeks help from
traditional healers. This shows that people's belief in
their culture and its rituals is so deep-rooted that any
psycho-social trauma to their vulnerable mind makes
them seek help from their religious people and the
traditional healers. In the African context, it has been
noted that the “availability of western medicine has not
replaced traditional medicine – communities decide
where they want to go depending upon symptoms …. ”
(Davar & Lohokare 2008).
DISTRIBUTION OF PSYCHIATRIC ILLNESS
The distribution of psychiatric illness among these
patients was as shown in Table 1.
In our study, psychotic patients mainly patients with
schizophrenia were more likely to visit faith healers than
other patients. Campion and Bhugra had also observed
higher consultation rates for patients with
schizophrenia and delusional disorder (Campion &
Bhugra 1997). Whereas previous studies had shown
that non-psychotic patients visited faith healers more
than psychotic patients. In a study psychosomatic
experiences figured very high among the list of
problems reported (Davar & Lohokare 2008). One
explanation for this would be that neurotic patient
would perceive improvement by faith healing
technique and would not seek psychiatric management.
However a psychotic patient would not improve by the
faith healing techniques and eventually require
psychiatric treatment.
REFERRAL TO FAITH HEALER
Many of the patients had been referred to faith healers
by their near and dear ones, as shown in Table-2. The
various reasons given for sending to faith healers were
black magic, possession and planetary effect, etc., as
non-medical causes are attributed to the aetiology of
mental illness in our culture. This makes it more logical
for these patients to seek help from other non-medical
facilities. Thus different factors operate in the decision
making process in choosing the preferred agency
consulted. This is in keeping with various studies done
by Ravi Shankar et al. (2001) and Padmavati et al.
(2005). The faith healers also confirm the cause for the
illness being non-medical as seen in the study, for

example black magic, possession and planetary effect,
etc. This further reaffirms their beliefs in the nonmedical causes of the mental illness. According to study
by Davar , Healing is achieved by involving the
sufferer's body in the healing process, since for a
sufferer, a physical experience is the most immediate
and concrete means of experiencing the divine power.
Various other physiological responses of the
participants like possession, trancing, fainting, tingling
sensation, buzzing in the ears, burning, etc. denote the
affirmation that the divine power is indeed being
manifested, convincing them of their healing
experience.( Davar & Lohokare 2008).
The most commonly used procedures by faith healers
seen in our study were similar to the findings by Davar
& Lohokare (2008). In their study common procedures
were ritual offerings to the pir; making wishes [mannat
mangna]; tying sacred threads, lemons, bangles or
other artifacts for wish fulfilment; drinking holy water;
eating holy ash; bathing and lighting incense;
circumambulation [pradakshina]; seva at the dargah;
wearing locked chains around one's ankles or hands in
the pir's name( Davar & Lohokare 2008). A study done
by Bhana (1986) , also observed similar findings.
Sixty percent of the patients who visited faith healer
perceived mild to moderate improvement. However,
the improvement lasted for less than a week in 70% of
these patients. Similar studies by Salem (2005) and
Campion & Bhugra ( 1997) had shown improvement in
30-45% of patients.
REFERRAL TO PSYCHIATRY
Psychiatric treatment was advised by relatives, general
practitioners, friends and neighbors as shown in
Table 3. Very few patients were advised by faith healers
to seek psychiatric treatment. The lag period before
seeking psychiatric treatment was 6 months to 1 year.
This shows that relatives and friends of the patient first
seek help from the faith-healer and then think of
medical treatment if patients don't recover or partially
recover. Thus a considerable amount of time and money
is spent visiting faith healers before seeking psychiatric
treatment. It is seen in the study that general
practitioners also play an important role in referring the
patients for psychiatric treatment. One way of reducing
this lag period is to spread awareness among the
general practitioners and also faith healers.
Of the patients who were taking psychiatric treatment,
almost 30% of them wanted to continue faith healing
along with psychiatric management. It has been
©2013 Indian Association for Social Psychiatry 55

Indian Journal of Social Psychiatry, 2013, 29 (1-2), 53-56
suggested by many mental health professionals to allow
the patient to carry out whatever rituals he chooses to
do as they only serve to strengthen the patient's ego
and reduce his anxiety, making him able to accept
psychiatric treatment and follow it out more carefully.
Some clinical researchers report religious interventions
resulting in faster improvement in religious patients, in
depression, bereavement and anxiety disorders, etc.
(Davar & Lohokare 2009).
The study has been done in hospital instead of in the
community, so figures reflect referral pattern for our
hospital and hence cannot be generalized and the data
collected is by history taking hence, may be recollection
biased.
CONCLUSIONS
More than half (52.7%) of patients visited faith healer
before consulting a psychiatrist. Patients with psychotic
disorders like schizophrenia were more likely to visit
faith healer, than other patients. Lag period before
seeking psychiatric treatment was 6 months to a year.
Performing rituals and giving taviz were most common
methods used and almost 60% perceived improvement
but it lasted for less than a week. One third of patients
wanted to continue faith healing along with psychiatric
treatment.
Faith healing is an integral part of Indian culture.
Believers don't see it as a problem, while non-believers
do not see it as a priority issue and have little sympathy
for its victims. But mental health professionals not only
need to be sensitive to patient's beliefs about faith and
healing but can also work together with faith healers for
early detection and referral of serious mental illness.
Sustained efforts and community based programme
focusing on the faith healers is required for the same.
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SUBJECTIVE WELL BEING AND DYSFUNCTION IN PEOPLE WITH EPILEPSY AND NORMAL CONTROL
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Abstract
Context: In this study, we assessed the subjective well being and dysfunction in the adults with
epilepsy as compared to normal control. Materials and methods: The study was cross-sectional
hospital based study. Purposive sampling was used, in which included 60 adults, among which 30
adults were diagnosed with epilepsy and 30 normal persons as control group. Socio-Demographic &
Clinical Data Sheet, Psychological General Well-Being Schedule and Dysfunction Analysis
Questionnaire were used for the assessment. The Statistical Package for Social Sciences (SPPS)
16.0 for windows was used for statistical analysis. Results and conclusion- Dysfunction Analysis
Questionnaire revealed severe level of dysfunction in the area of social, vocational, personal, family
and cognitive area positive correlation between socio-demographic and clinical data, positive
correlation of 'general health' in the domain of psychological well- being schedules and personal
area' in the domain of disability analysis questionnaire in patients with epilepsy.

INTRODUCTION
Epilepsy is a disorder characterized by recurrent
seizures of cerebral origin, presenting with episodes of
sensory, motor or autonomic phenomenon with or
without loss of consciousness. Epilepsy is the second
most common chronic neurological condition. It is
estimated (Sridharan, 2002) that there are 55, 00,000
persons with epilepsy in India, 20, 00,000 in USA and 3,
00,000 in UK. Three to five per cent of the populations
have a seizure sometime in their life and half to one per
cent of the population have 'active epilepsy' (Sridharan,
2002). The incidence of epilepsy ranges from 40 to 70
per 100,000 in most developed countries and from 100
to 190 per 100,000 in developing countries. In most
countries worldwide, the prevalence of active epilepsy
ranges from 4 to 10 per thousand populations. Higher
prevalence rates ranging from 14 to 57 per thousand
have been reported from some African and South
American countries (Hauser & Annegers, 1980;
Palcencia et al., 1992; Nicoletti et al., 1999; Sander,
2003). In India the incidence rate of epilepsy is roughly
49.3 per 100,000 and the number of new persons with
epilepsy in India each year would be close to half a
million (Mani, 1997).
Wellbeing is generally viewed as a description of the
state of people's life situation (McGillivray, 2007) and
“as a broad construct, encompassing four specific and
distinct components including (a) pleasant or positive
well-being (e.g., joy, elation, happiness, mental health);
(b) unpleasant affect or psychological distress (e.g.,

guilt, shame, sadness, anxiety, worry, anger, stress,
depression); (c) life satisfaction (a global evaluation of
one's life); and (d) domain or situation satisfaction (e.g.
work, family, leisure, health, finance, self) (Alam and
Rizvi, 2012)”. Dysfunction is the negative consequence
of a social practice or behavior pattern that undermines
the stability of a given social system. The patients with
epilepsy performed poorly when compared with the
controls in the domains of Language, Memory,
Attention and Calculation, and Praxis. (Sunmonu et al,
2009). Epilepsy affected people often develop marked
dysfunctions in many areas of life activities which could
limit their socio-occupational functioning up to a great
extent. Previous studies showed that there is a definite
relationship between clinical variable like current
seizure frequency and levels of anxiety and depression,
perceived impact of epilepsy, perceived stigma, and
marital and employment status. Another important
variable like age at epilepsy onset may also have some
relationship with psychosocial dysfunctions of these
people (Jacoby et al., 1996). In addition to those above
issues people with epilepsy may also face a number of
complex and interacting problems and barriers related
to employment. Factors like gender, number of
antiepilepsy medications used, seizure frequency, and
reported interference in daily functioning created by
seizures can be the best predictors of employment of
these people (Bishop, 2004). Despite significant
progress in neuropharmacology, over 30% of people
with epilepsy tend to have refractory seizures which will
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never achieve remission with antiepileptic drug
therapy. These individuals are often severely disabled
by their condition, have an unsatisfactory quality of life,
and are at increased risk of sudden unexpected death.
Recent studies have discovered that patients who have
had symptomatic or cryptogenic epilepsy, experience of
multiple seizures before antiepileptic drug treatment
initiation, and those with febrile convulsions, a family
history of epilepsy, or psychiatric comorbidities are least
likely to respond to drug therapy and would likely to
have higher degree of socio-occupational and
psychosocial dysfunctions (Brodie, 2005).
In last few decades medical and surgical care for
patients with epilepsy has made tremendous strides.
However, this progress has not always been followed by
an improved subjective quality of life (QOL) of the
individuals with epilepsy. Subjective well-being has
been an important yardstick to measure one's
impression about his life and it becomes more
important to people with some chronic problems. Due
to chronicity of illness and unsupportive attitude of the
society, epileptic patients often have lesser level of
subjective-sense of satisfaction than normal people.
Previous studies have suggested that the negative effect
of antagonistic societal attitude, e.g., social
stigmatization and less social support could limit the
functionality and social interaction of the patients and
this way patient's self-efficacy, self-esteem and selfworth are deeply affected negatively. And eventually
that could significantly affect the subjective well-being
and quality of life of these people (Collins, 1990a; Amir
et al., 1999).
There is lack of study on subjective well being, and
dysfunction of the adults with epilepsy. Because those
disorders have also chronic courses and often require
prolong treatment for alleviation of symptoms. So such
kind of effort is required to have a clear picture about
the stigma or subjective well being of these adults with
epilepsy.
Aim: The aim of present study was to study subjective
well-being and dysfunction in the adults with epilepsy
as compared to normal control.
OBJECTIVES:
- To compare the level of subjective well being of
adults with epilepsy and normal control.
- To assess the severity of dysfunction of the
adults with epilepsy and normal control.
- To examine the relationship of subjective well
being with socio demographic variables (age,
sex, -education, income, occupation etc.) and
illness-related parameters (illness-duration,

no. of episodes, frequency of seizures with the
adults epilepsy).
HYPOTHESIS :
- There will be no significant difference in
subjective well being between adults with
epilepsy and normal control.
- There will be no significant difference in
dysfunction between adults with epilepsy and
normal control.
- There will be no significant correlation among
variables like subjective well being, dysfunction
and socio demographic variables (age, sex,
education, income, occupation etc.), illnessrelated parameters (illness-duration, type and
severity of seizures, frequency of seizures with
the adult's epilepsy).
METHODOLOGY :
The Study was conducted in the Out Patient
Department of Epilepsy Clinic of the Central Institute of
Psychiatry, Ranchi. This was cross- sectional hospital
based and single contact study. SAMPLING- Purposive
sampling was used, in which included 60 adults, among
which 30 adults were diagnosed with epilepsy and 30
normal persons as control group. Inclusion and
Exclusion Criteria - Patients diagnosed with epilepsy as
per International League against epilepsy (ILAE,1989),
both sexes (male & female), age more than 18 years,
those who gave written informed consent for the
participation in study were included(for patient), and
history of any chronic physical illnesses, mental illness,
organic brain syndromes, and substance abuse/
dependence, co-morbid significant psychiatric illness,
mental retardation, history of learning disorder,
conduct disorder, ADHD, age less than 18 years were
excluded from the study. For the normal controls no
history of any chronic physical illnesses, mental illness,
organic brain syndromes, substance abuse/
dependence, and age more than 18 years, age, Sex and
education appropriately matched with the patients'
group. Those who gave written informed consent for
the participation in study were included and Having
significant physical illness, substance addiction (except
moderate use of tobacco and caffeine),having
significant psychiatric illness, not willing to participate
in the study ,age less than 18 years were excluded from
the study. ASSESSMENTS TOOLS: (i) Socio-Demographic
& Clinical Data Sheet- A socio demographic data sheet
was developed for this study which included variables
like age, sex, education, income, occupation etc. for
both groups, and illness-related parameters (illnessduration, number of. episodes, frequency of seizures).
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(ii)Psychological General Well-Being Schedule (Dupuy,
and cognitive. Each area which the scale assesses has 10
1984) (Hindi) - It is a self-reported questionnaire and it
items and each item has 5 alternative answers.
has 22 items which have six areas. Each item has 6 point
Statistical Analysis-The Statistical Package for Social
(0-5) scales. Score for each affective group = SUM
Sciences (SPPS) 16.0 for windows was used for statistical
(points assigned for each question in group) where: the
analysis. Both descriptive and inferential statistics were
number in square brackets represent the points
used for analyzing data. Chi squire test was used for
assigned for selected answer. Higher score indicate
comparing categorical variables and t-test was used for
good psychological general well being in the each
comparing continuous variables. Similarly Pearson's
domains. (iii) Dysfunction Analysis Questionnaire (DAQ)
and Spearman's Correlations were used to find out the
(Pershad et al., 1985)- This scale has 50 items grouped
relationship between variables and scales.
under 5 areas, viz., social, vocational, personal, family
RESULTS:
Table-1: Comparison of Socio-demographic variables of Experimental (Epilepsy) and Control Group (Normal)
Variables

Group
N=60

t/X2(df=58)

p

Epilepsy (n=30)

Normal (n=30)

Mean±S.D.

Mean±S.D.

Age (In years)

28.30±9.62

30.27±8.71

-.829

.410 (NS)

Monthly Income (In Rs.)

5533.33±3269.32

7900.00±3959.32

-2.524

.014*

Sex

Male

22(73.3%)

24 (80.0%)

.373 (df=1)

.761(NS)

Female

8(26.7%)

6 (20.0%)

Unemployed

1(3.3%)

-

6.526 (df=4)

.163(NS)

Student

15(50.0%)

10 (33.3%)

Service

1(3.3%)

1 (3.3%)

Self-employed

8(26.6%)

17 (56.6%)

Housewife

5(16.8%)

2 (6.6%)

Up to Class-V

5(16.8%)

-

5.798(df=3)

.122(NS)

Class-VI-XII

18(60.0%)

20 (66.6%)

Graduation

5(16.8%)

8 (26.6)

Post -Graduation

2(6.4 %%)

2 (6.6%)

Rural

21(70.0%)

27 (90.0%)

3.750(df=1)

.104(NS)

Urban

9(30.0%)

3 (10.0%)

Hindu

21(70.0%)

25 (83.3%)

1.191(df=3)

.755(NS)

Muslim

4(13.3%)

2 (6.6%)

Christian

2(6.7%)

1(3.3%)

Others

3(10.0%)

2(6.6%)

Married

12(40.0%)

20 (66.6%)

4.815(df=2)

.090(NS)

Single

17(58.6%)

10 (33.3%)

Divorced

1(3.4%)

-

Joint

28(93.3%)

23 (77.6%)

3.268(df=1)

.145(NS)

Nuclear

2(6.7%)

7 (23.3%)

Occupation

Education

Domicile
Religion

Marital Status

Family Type

* Significant at the 0.05 level. NS= Not significant
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Table-2: Comparison of Psychological general wellbeing schedules of Experimental (Epilepsy) and
Control Group (Normal)
Variable
(Domains of
Group
Psychological
N=60
General WellBeing
Epilepsy
Normal
Schedule)
(n=30)
(n=30)
Mean±S.D.
Mean±S.D.
Anxiety
15.33±5.37
14.67±3.25
Depressed
10.80±2.38
9.87±2.44
mood
Positive
9.83±3.82
10.63±2.42
well- being
Self control
9.33±2.91
9.23±2.38
General health 9.53±2.88
9.83±2.73

t value
(df=58)

p

.582 .563(NS)
1.497 .140(NS)
-.967

.337(NS)

.145
-.414

.885(NS)
.681(NS)

Table 2 shows the obtained scores of well-being. The
measuring instrument used in the present study is, i.e.

Psychological general well- being schedule. This scale
has six domains and the scores obtained by epilepsy
group and normal controls were compared by using the
Independent Sample T-test. These two groups had no
significant difference in any of the domains of the
Psychological General Well- being Schedule.
Table-3: Comparison of dysfunction Analysis
Questionnaire of Experimental (Epilepsy) and Control
Group (Normal)
Dysfunction Analysis Questionnaire (DAQ)

Table 1 shows the comparison of two groups, i.e.
experimental group (persons with epilepsy) and normal
controls in relation to socio-demographic parameters.
Except in income these two groups did not have any
significant difference on any other socio-demographic
parameters. In income epilepsy patients group has
significantly lower level of monthly family income than
the normal control group. In this table both continuous
variables and categorical variables have been shown; in
case of continuous variables T-test was used for group
comparison, whereas in categorical variables Chisquare test was used.

Variable
(Domains of
Group
tvalue p
Psychological
N=60
(df=58)
General WellBeing
Epilepsy
Normal
Schedule)
(n=30)
(n=30)
Mean±S.D. Mean±S.D.
Social Areas
Vocational
Areas
Personal
Areas
Family Areas
Cognitive
Areas

25.10±5.97 19.30±5.01 4.074 .000***
14.13±5.35 10.93±3.16 2.819 .007**
21.43±4.89

16.93±4.11 3.855 .000***

20.10±6.06
21.70±5.69

16.77±4.02 2.509 .015*
16.87±3.60 3.927 .000***

* Significant at the 0.05 level (2-tailed).
** Significant at the 0.01 level (2-tailed).
*** Significant at the 0.001 level (2-tailed).
Table 3 shows comparison of severity of dysfunction
(scores of dysfunction analysis questionnaire) between
patients with epilepsy and normal persons. There were
significant differences in all the domains of dysfunction
analysis questionnaire between two groups.

Table-4: Correlation of Different Socio-Demographic Variables (Discreet) and Various Domains of
Psychological General Well-being Scales (Spearman's Correlation-rho Value) (Epilepsy Patients' Group; N=30)
Variables

Marital

Religion Sex

Education

Occupation Domicile

Psycho-logical
General Well-Being
Scale Domain

Status

Family
Types

Anxiety

-.256

-.027

.262

.056

.283

-.034

.372*

Depressed
Mood

.143

-.078

-.035

.210

.037

.030

.039

Positive
well-Being

-.079

-.161

.210

.207

.191

.321

.318

Self-Control -.025

-.116

.223

.135

-.035

.093

.287

General
Health

.150

-.023

.179

.117

.007

.160

.388*

Vitality

.029

-.176

-.031

.305

-.053

.089

.054

©2013 Indian Association for Social Psychiatry 60

Indian Journal of Social Psychiatry, 2013, 29 (1-2), 57-62
Table 4 shows Correlation of different SocioDemographic Variables and Various Domains of
Psychological General Well-being Scales of patients
with Epilepsy by using Spearman's correlation of the
patients with Epilepsy. That indicates that there were
significant positive correlations between family type
and domains of 'anxiety' and 'general health' in the
Psychological General Well-being Scales. However with
other socio-demographic variables no significant
correlation was noted.
DISCUSSION :
The present study did not show any significant
difference in psychological general well-being between
epilepsy patient and normal control. But, studies done
by Naess et al (2007) and Collings (1990b) showed that
subjective well being was less among epilepsy patients
when compared to normal controls. This difference can
be explained on the basis of lesser sample size in the
present study and the difference in tools used in
assessing psychological well being.
The present study showed a significant difference in all
the domain of dysfunction analysis questionnaire
between epilepsy patients and controls. In the social
area, there was significant difference between epilepsy
patient and normal control. This indicated that the
patient group had severe level of poor social
relationship. This can be due to high stigma level in the
community towards people with epilepsy due to a
socially relevant and significant difference between
them and normal people, which results in status loss
and discrimination (Link & Phelan, 2006). In vocational
area, there was significant difference between epilepsy
patients and normal control. It means that the patient
group had poor vocational relationship, which can be
due to status loss and discrimination. In personal area
there was a significant different between epilepsy
patients and normal control. It seems that the patient
group had poor personal relationship. In family area
there was significant difference between epilepsy
patients and normal control. This indicated that the
patients group had poor family functioning. In cognitive
area, there was significant difference between epilepsy
patients and normal control. Study done by Sunmonu et
al (2009) showed that patients with epilepsy performed
poorly when compared to normal controls in the
domains of language, memory, attention and
calculation and praxis. The findings of this study
supports the findings of the present study that severe
level of cognitive dysfunction is present in epilepsy
patients when compared to normal controls.

The present study showed a significant positive
correlation between the domain of anxiety and general
health of the psychological general well being
schedules, and family type, suggesting the importance
of family environment in the psychological well being of
a person.
The present study showed significant negative
correlation between family area of DAQ domains and
marital status, which indicated that those who are
patients had more dysfunction in the personal sphere.
The study also showed significant negative correlation
between social area and domicile, which indicated the
importance of the locality in causing dysfunction in
family sphere. The study also showed significant
positive correlation between personal area and
occupation, which indicated that unemployment, was
related to personal dissatisfaction. In short, the result
indicated the importance of marriage, occupation and
the locality in influencing the dysfunction in patients
with epilepsy.
The present study showed significant negative
correlation between general health domain of
psychological general well being scale and personal area
of DAQ, which suggests that as dysfunction in personal
area increases, the perceived general health of the
person with epilepsy decreases.
LIMITATIONS :
· This study was a cross sectional design hence
patients were assessed only once.
· The sample used for the present study may not
represent the entire population from which it has been
drawn because of the small sample size and
heterogeneity in relation to various socio-demographic
and cultural variables.
· Both sexes were not equally represented in the
selected samples.
FUTURE DIRECTIONS :
· In future, a similar type of study can be conducted
on a larger sample with a prospective design.
· In future stratification can be done to ensure
appropriate representation of people of all socioeconomic class.
· Both sexes should be equally represented in the
study sample.
· To get the actual representation of the epilepsy
patient and normal control, sample should be collected
from community.
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· In future tools measuring both subjective and
objective stigma can be used to compare these two
dimensions of stigma.
CONCLUSION
The findings of the present study can be summarized
that Dysfunction Analysis Questionnaire(DAQ) revealed
severe level of dysfunction in all domains of DAQ in the
area of social, vocational, personal, family and cognitive
area in the patients with epilepsy as compared to
normal control. There was significant difference,
positive correlation between socio-demographic data
i.e. 'family type' and domains of 'anxiety' and 'general
health' in the psychological well- being schedules. there
was significant negative correlation between 'family
area' of DAQ domains and 'marital status', and a
significant positive correlation between 'personal area'
of DAQ domain and 'occupation', and finding also
suggested that significant negative correlation among
'social area', 'family area', 'cognitive area' of DAQ
domains and 'domicile'. There was significant positive
correlation of 'general health' in the domain of
psychological well- being schedules and 'personal area'
in the domain of DAQ in patients with epilepsy.
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Research Article
GENDER BASED ANALYSIS OF THE DIFFERENT PREDICTORS OF SUICIDAL IDEATION AMONG COLLEGE STUDENTS –
AN INDIAN SCENARIO
Sadhan Das Gupta, Sreeparna Dutta
Abstract
Background: Suicidal ideations are more common than complete suicide, and although most
patients with suicidal ideations do not ultimately commit suicide, it may be taken as a tendency
towards negative coping and increased risk towards self-mutilating behaviour. Previous
investigation has indicated that there may exist differential predictors in case of males and females.
This study mainly aimed to find the extent to which suicidal ideation is predicted by life stress, sex,
emotional intelligence and other personality factors in case of male and female college students
separately and to find the difference between male and female college with respect to life stress,
emotional intelligence and personality variables. Methods: Data was collected from 229
undergraduate college students (170 males & 59 females) aged between 19 and 21. Tools used
included the Life Events Scale, Adult Suicidal Ideation Questionnaire (ASIQ), the NEO 5 Factor
Inventory and the Emotional Intelligence Scale. Data was collected using the technique of purposive
sampling. Results: Emotional intelligence, neuroticism and life stress as predictors for male
students and emotional intelligence and neuroticism as predictors for female students. Significant
difference found between male and female with respect to suicidal ideation, neuroticism,
extraversion and conscientiousness. Conclusion: Separate analysis of gender provided insight that
all variables do not work in the equally with both genders.
Keywords: Suicidal Ideation, Gender difference, Life event, Personality, Emotional Intelligence.
INTRODUCTION
Suicidal ideation is a critical part of the suicidal process;
it precedes suicide attempts and completed suicides
(Harris & Barraclough, 1997). It basically refers to selfreported thoughts of carrying out suicide-related
behaviour (O' Carroll et al., 1996). Suicidal ideation
includes thoughts and cognitions about suicidal
behaviour. Cole, Protinsky & Cross (1992) noted that
suicide is the completed process of a continuum that
begins with suicidal ideation, followed by an attempted
suicide, and finally completed act of suicide. Suicidal
ideation is a preoccupation with intrusive thoughts of
ending one's own life (Cole, Protinsky & Cross, 1992;
Harter, Marold & Whitesell, 1992) while suicide is the
completed act of taking one's life (National Mental
Health Association, 2002). As we know that there is a
progression from thought to action, researchers are
exploring the notion of suicide ideation in greater
depth. Suicidal ideation among majority college
students has been reported as a result of a combination
of risk-factors and precipitating life events (Gould &
Kramer 2001).
Previous studies have mainly focussed on the predictors
of suicidal ideation in general. But recent studies have
found that the important risk factors for suicidal

behavior such as depression, self esteem, alcohol
abuse, and disruptive behaviour are generally known to
be gender skewed (Wichstrom & Rossow, 2002; Kelly et
al, 2001). Estimates of suicidal ideation, suicidal
attempt, suicidal behavior, completed suicide and the
important risk factors for suicidal ideation and behavior
show that the relationships between gender and youth
suicidal behaviours are complex (Beautrais, 2002).
Gender seems to be an important factor in suicidal
ideation and suicidal behaviour for adolescents.
Therefore, explaining the difference for risk factors by
gender may improve our understanding of suicidal
ideation and suicidal behaviour for individuals in
general. Research is needed to increase the knowledge
base of variables associated with adverse outcomes for
suicidal ideation in case of each gender. A gender based
analysis of will provide us with a comprehensive picture
about the different predictors for each gender and this
will help us to understand if there exists any difference
between the genders with respect to suicidal ideation.
Understanding and finding different correlates and
predictors of suicidal ideation will lead us understand
the dynamics behind the development of suicidal
ideation for each gender and thereby plan intervention
techniques that will be unique for each gender.
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In this study we have included emotional intelligence,
personality factors and life stress and have tried to
examine its effects on suicidal ideation. This approach
may explain who is at risk, and why certain adolescents
are at risk for suicidal ideation.
The specific research questions were:
(1) What are the significant predictors of suicidal
ideation among environmental and psychological
variables for male and female college students?
(2) To what extent do and environmental and
psychological variables explain the variance in
suicidal ideation for male and female college
students?
(3) Do the level of suicidal ideation and environmental
and psychological predictor variables for male
college students differ from those for female
college students.
METHODS
Participants
Participants in this study included 229 undergraduate
students (170 men & 59 women) enrolled in various
courses of different colleges who volunteered to
participate in the study. Of these participants, 170
(74.23%) were males and 59 (25.76%) were females
(Table 1). The mean age of the participants was 20.51
years (SD = 0.729) (Table 2). The study was basically a
cross-sectional in nature and a purposive sampling was
followed.
Tools
· Socio-Demographic Data Sheet: It is a semi
structured Performa. It contains information about
socio-demographic variables like age, sex,
education, domicile and occupation.
· Life Events Scale (Sarason, Johnson, & Siegel,
1978): The LES is a 60-item self-report measure that
allows respondents to indicate the occurrence of
any of 60 experiences in the past 6 months to one
year. Respondents were instructed to indicate
which event they had experienced and the
desirability and impact of each of these events on a
7-point scale, ranging from -3, (Extremely Negative)
to +3 (Extremely Positive). A life stress score was
obtained for each subject by summing the impact
ratings of those events experienced as negative
during the most recent 6 months (Sarason et
al.,1978). Test-retest correlations for the positive
change scores were .19 and .53 (p < .001), for the
negative change scores were .56 and .88 (p <.001),
and for the total change scores were .63 and .64 (p <
.001).

·

Adult Suicidal Ideation Questionnaire (Reynolds,
1991): The ASIQ consists of 25 items each items
measures a specific suicidal behaviour or thought.
The respondent rate each ASIQ item on a 7 point
scale, which assesses the frequency of occurrence
within the past month. The scale ranges from 0 (1
never had this thought) to 6 (almost every day). The
ASIQ total score is obtained by summing the point
makes of the item responses. The maximum ASIQ
total score indicating more number and or more
frequent suicidal thought. A score approaching this
value would suggest that the respondent endorsed
almost every item (cognition) as occurring almost
everyday. The internal consistency reliability of the
ASIQ for two normative samples and the psychiatric
samples, and for various sub samples by gender was
computed using Cronbach's coefficient alpha (r2).
The internal consistency 88 for the collage student
normative sample was high with an alpha reliability
coefficients of .961. high alpha reliability
coefficients were also found for males(rα=.965) and
females(rα=.961) and test-retest reliability
coefficient t of .95 was found.
· The NEO 5 Factor Inventory (NEO-FFI; Costa &
McCrae 1992): It is a 60-item, 5-point Likert-style
instrument that measures each of the Big Five
personaltily factors. The instrument is a short form,
consisting of the psychometrically strongest items
from the revised NEO Personality Inventory (NEO
PI-R). Costa & McCrae (1992) offer an extensive
discussion of the reliability and validityof the NEO
PI-R and FFI. Respectively internal consistency
alphas of .86,.77,.68, and .81 were obtained for the
NEO-FFI Neuroticism, extraversion, openness,
agreeableness and conscientiousness scales, while
three month test-retest correlation ranged from .75
to .83. Validity evidence for the NEO-FFI includes
independent self and observer agreement,
concurrent predictions of real world behaviour and
discriminant and convergent correlations with
similar instruments.
· Self- Report Emotional Intelligence Scale (Nicholas
Schuttle 1998): The self-report questionnaire by
Schutte et al (1998) comprises 33 self-referencing
statements and requires subjects to rate the extent
they agree or disagree with each statement on a 5point scale (1= strongly disagree; 5= strongly agree).
Procedure
Initially permission was obtained from college
authorities for conducting the study. All the colleges
were affiliated under University of Calcutta. The
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students were explained the purpose of the study. To
ensure full cooperation it was emphasized that
anonymity would be ensured and they need not write
names. Students who chose to participate were
instructed to complete the questionnaires as honestly
and thoroughly as possible without consulting anyone.
They were also reassured that none of the results would
be disclosed with the collage authorities. There after
informed consent was taken from students and it was
told that if anyone was not willing to fill up the
questionnaire they were free to say that. They were first
asked to fill the socio-demographic data sheet. There
after the Life Events Scale, NEO-5 Personality Inventory,
Emotional Intelligence and Adult Suicidal Ideation
Questionnaire scales were administered. The order of
the administration of questionnaires was kept constant.
The scoring of the tools was done as per the test
manuals. The results were tabulated. The data was
analysed using SPSS program and using parametric
product moment correlation and multiple regression.
RESULTS
Psychological variables of subjects
The mean and S.D. of the variables are as listed gender
wise for males and females respectively, suicidal
ideation (Males M = 14.23; SD = 20.56, Females M =
7.95; SD = 13.31 ), emotional intelligence (Males M =
125.10; SD = 13.89, Females M = 127.65; SD = 13.72), life
stress (Males M = 12.49; SD = 6.56, Females M = 13.08;
SD = 7.78), openness (Males M = 25.42; SD = 4.65,
Females M = 26.26; SD = 4.88), conscientiousness
(Males M = 28.81; SD = 6.01, Females M = 30.95; SD =
5.76), extraversion (Males M = 25.56; SD = 4.92,
Females M = 27.30; SD = 3.91), agreeableness (Males M
= 26.04; SD = 4.42, Females M = 25.01; SD = 4.06),
neuroticism (Males M = 24.92; SD = 5.98, Females M =
22.78; SD = 6.23) (Table 3).
Predictors of suicidal ideation for male adolescents
and female adolescents
To examine the significant predictors of suicidal ideation
among college students all the psychological variables
for male adolescents and female adolescents, multiple
regressions were conducted. Separate multiple
regression analysis was performed gender wise to
examine the extent to which the variables contributed
to the variability on suicidal ideation in case of males
and females. For this reason two regression models was
prepared for male college students and female college
students.
Table 4 and 5 indicates the result of Multiple Regression
for Suicidal Ideation. Predictors of suicidal ideation for
males were emotional intelligence (beta = -.308,

p = .001), neuroticism (beta =.147, p = .054) and life
stress (beta =.170, p = .021) (R =0.163, Adjusted R2 =
.127); together they explained 12% of the variation in
suicidal ideation. A regression equation predicting
suicidal ideation for males revealed that emotional
intelligence was the strongest predictor (beta = .308, p
=.001), followed by life stress (beta = .170, p =.001) and
neuroticism (beta = .147, p =.054) which was the
weakest predictor among three. The predictors of
suicidal ideation for females were emotional
intelligence (beta = -.357, p = .053) and neuroticism
(beta =.548, p <.001) (R =0.355, Adjusted R2 = .268);
together they explained 26% of the variation in suicidal
ideation. A regression equation predicting suicidal
ideation for females revealed that neuroticism was the
strongest predictor (beta = .548, p <.001), followed by
emotional intelligence (beta = .357, p =.053).
Difference of suicidal ideation and psychological
variables among males and females
Data distinguished between scores of different
variables among males and females. Significant
difference was observed in case of Suicidal Ideation,
Neuroticism, Extraverion and Conscientiousness. Ttests indicated a significant difference among males and
females among the following variables, Suicidal
Ideation (t = 2.208, p = .028), Neuroticism (t = 2.325, p =
.020), Extraverion (t = -2.470, p = .014) and
Conscientiousness (t = -2.386, p = .018).
DISCUSSION
The purpose of this study was to present the evidence
for gender differences in suicidal ideation.Major
findings are as follows:
a) Emotional Intelligence, Neuroticism and Life stress
have come out as the possible predictors of suicidal
ideation for Male college students.
b) Emotional Intelligence and Neuroticism have come
out as the possible predictors of suicidal ideation
for Female college students.
c) Significant difference has been found between
male college students and female college students
with respect to Suicidal Ideation, Neuroticism,
Extraversion and Conscientiousness.
Multiple regression analysis revealed Emotional
Intelligence, Neuroticism and Life stress have come out
as the possible predictors of suicidal ideation for males
and Emotional Intelligence and Neuroticism have come
out as the possible predictors of suicidal ideation for
Females. We find that emotional intelligence and
neuroticism have turned out to be the possible
predictors in case of both males and females. However
emotional intelligence and neuroticism more strongly
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predicted suicidal ideation in case of female college
students. In case of males the strongest predictor was
emotional intelligence followed by life stress and then
neuroticism. On the other hand in case of females the
strongest predictor was neuroticism followed by
emotional intelligence. Emotional intelligence (EI)
refers to the ability to identify, assess, and control the
emotions of oneself, of others, and of groups. Whereas
neuroticism encompasses traits such as enduring
tendency to experience negative emotional states, self
consciousness, have trouble controlling urges and
delaying gratification and to experience such feelings as
anxiety, anger, envy, guilt, and depressed mood. Here in
case of males and females emotional intelligence is a
negative predictor of suicidal ideation and neuroticism
is a positive predictor of suicidal ideation. Previous
studies also showed such results, it has been found that
suicidal ideation is positively correlated and positively
predicted by neuroticism (Farmer et al., 2001, Velting et
al., 1999). Research showed that suicidal ideation is
negatively correlated and predicted by emotional
intelligence (Farmer et al., 2001 & Cha & Nock, 2009).
But it is found that life stress have become a potential
predictor in case of males only indicating that males
college students with a high level of life stress have a
greater tendency to experience suicide ideation. In case
of females life stress did not emerge as possible
predictor. The mean life stress scores for males were
12.49 and that for females were 13.08 showing that
there exists only a slight difference between the scores,
so we can say there does not exists a significant
difference between the magnitude of life stress
experienced by both the genders, then perhaps it may
be due to personality or cognitive factors that are
unique for each gender that presents life stress as a
possible predictor for males and not for females.
Recently some researchers have found that life stress
did not emerge as causal factor of suicidal ideation
(Mehrotra 1998). This shows that apart from the
environmental factors there exist some personal factors
that shape the perception of the individual that initiate
thoughts of suicidal behaviour. Similarly studies have
shown that maladaptive cognitive processes frequently
play an important role in suicidal behaviour (Borst,
Noam and Bartok, 1991). It may be possible that there
exists difference between males and females in the
perception or processing of negative events and life
stress that give rise to such findings. Further researches
could elaborate on the different cognitive mechanisms
underlying the perception of life stress and suicidal
thoughts.

Male college students in this sample were found to be
having greater scores than female college students for
suicidal ideation. The mean suicidal ideation score for
males were 14.23 and that for females were 7.95.
Significant differences were found between male and
female college students for neuroticism, extraversion
and conscientiousness, indicating that there exists
difference in personality dimensions among males and
females. The mean neuroticism score for males were
24.92 and that for females were 22.78. This shows that
male college students had higher scores in neuroticism
dimension of personality than female students. The
mean extraversion score for males were 25.56 and that
for females were 27.30, indicating that here females
had higher scores on extraversion dimension than male
college students. Finally the mean conscientiousness
score for males were 28.81 and that for females were
30.95, showing here also females had higher scores on
conscientiousness dimension than male college
students. Previous studies have shown that suicidal
ideation is positively correlated and positively predicted
by neuroticism and negatively by conscientiousness
(Farmer et al., 2001, Velting et al., 1999). Studies also
suggested suicidal ideation is negatively correlated with
extraversion (Farmer et al., 2001 & Cha & Nock, 2009)
and it has been found that suicidal attempters and
ideators were more introvert than non-attempters and
non-suicidal ideators (Janowsky et al., 2002). The
possible explanation behind the finding males having
higher scores in suicidal ideation maybe due to the fact
that males have higher neuroticism and lower
extraversion and conscientiousness than females, as
these factors may possibly influence the development
of suicidal thoughts. Such findings shed light upon the
fact that it may be that different predictors predict
suicidal ideation for males and females calling for
prevention programs that should be shaped uniquely
for males and females.
More gender based studies should be conducted in
these fields to elaborate on the cognitive processes and
personality differences between both genders and that
give rise to suicidal thoughts and suicide related
activities.
CONCLUSION
The purpose of this study is to examine gender issues in
suicidal ideation in order to consider the implications
for designing a suicide prevention program based on
gender differences in suicidal ideation. All factors do not
work in the same way with male and female. So it would
be better to provide a description of the variables
gender-wise. It is found that Emotional Intelligence,
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Neuroticism and Life stress have come out as the
possible predictors of suicidal ideation for Male college
students and Emotional Intelligence and Neuroticism
have come out as the possible predictors of suicidal
ideation for Female college students. Significant
difference has been found between male college
students and female college students with respect to
Suicidal Ideation, Neuroticism, Extraversion and
Conscientiousness. It is found that male college
students have higher suicidal ideation scores than
female college students. So we can say that male college
students are at a high risk for suicidal ideation. For the
suicide prevention for male adolescents, it is necessary
to improve life satisfaction and family communication
and to decrease depression through a peer-parent-and
family-based intervention program.
There are some limitations in this study. One limitation
is that the number of predictor factors measured was
limited. Many factors for example, stressors, coping
mechanism, and adjustment in institution could be
measured in this study. The work could have also
included demographic variables that have a gender
skewed distribution. Finally it would be better recruiting
college students from broad geographic areas with
random selection so as to increase generalizability.
Based on the outcomes of this study, it is suggested that
repetitive studies are required to be conducted with the
above mentioned variables in order to provide a
detailed description of the results of this study, and a
program to decrease suicidal ideation among college
students needs to be developed, and studies to examine
the effect of the program need to be conducted as well.

Table 1: Distribution of Socio-Demographic
characteristics of study sample
Socio-Demographic
Details
Sex Male
Female

Adolescents (N=354)
Frequency
Percentage (%)
170
74.23
59
25.76

Table 2: Mean and SD of Socio Demographic Variables
Socio-Demographic Details
Age

N
229

Mean S.D.
20.51 0.729

Table 3: Mean and SD of the Variables according to
Gender
Variables

N
229

Males (170)
Mean S.D.
14.23 20.56

Females(59)
Mean S.D.
7.95
13.31

Suicidal
Ideation
Emotional
Intelligence

229

125.10 13.89

127.65 13.72

Neuroticism

229

24.92

5.98

22.7

86.23

Extraversion

229

25.56

4.92

27.30

3.91

Openness

229

25.42

4.65

26.26

4.88

Agreeableness

229

26.04

4.42

25.01

4.06

Conscientiousness

229

28.81

6.01

30.95

5.76

Life stress

229

12.49

6.56

13.08

7.78

Table 4: Results of Multiple Regression for prediction
of suicidal ideation for Males
Predictor
Variable
Emotional
Intelligence
Neuroticism
Life Stress

Standardized
Beta
-.308

t

p(two-tailed)

-3.459

0.001

.1471
.170

.863
2.331

.054
0.021

R square = .163
Adjusted R square = .127
Table 5: Results of Multiple Regression for prediction
of suicidal ideation for Females
Predictor
Variable
Emotional
Intelligence
Neuroticism

Standardized
Beta
-.357

t

p(two-tailed)

-1.833

.053

.548

4.335

.000

R square = .355
Adjusted R square = .268
Table 6: Result of t-test showing gender differences
between psychological variables
Variable
Suicidal ideation
Neuroticism
Extraversion
Conscientiousness

t
2.208
2.352
-2.470
-2.386

Sig
.028
.020
.014
.018
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Research Article
QUALITY OF LIFE OF PERSONS WITH ALCOHOL DEPENDENCE SYNDROME
Arthur Julian A Joseph, R. Dhanasekara Pandian
Abstract
Background: the present study was an attempt to understand the quality of life among persons with
alcohol dependence syndrome. The objectives of the study were to study the quality of life for the
persons with alcohol dependence syndrome. Method: a total of 60 respondents, 30 of whom were
receiving treatment at a hospital and 30 of whom were attending Alcoholics Anonymous groups
were randomly selected from the study population. A semi structured socio demographic schedule
and the World Health Organisation Quality of Life BREF (1998) scale was administered to the
sample. Results: 60% of the respondents belong to the age group of 27 to 35 years, 73.3% of
respondents are married, 58.4% of them are skilled workers, 55% were graduates, 81.7% of the
sample started drinking between the ages of 19-22 years, 52% say the reason for initiating the use of
alcohol was due to friends and 76.7% of the respondents from the Alcoholics Anonymous groups
were abstinent for over 20 months. Significant positive correlation was found (r=.419, p<0.05)
between the current abstinence period from alcohol and the physical domain on quality of life and
significant negative correlation between the duration of drinking alcohol and environment domain
in the quality of life (r=-.408, p<0.05). Overall the AA members were found to have a better quality of
life. Conclusion: The Alcoholics Anonymous group was found to have better quality of life as
compared to the clinical population lending support to the existing notion that spirituality
enhances the quality of life of persons with alcohol dependence. Thus creating a need for
professionals to be sensitized to Alcoholics Anonymous support groups and tap this resource to
help scores of people attending de-addiction clinics in maintaining abstinence.
Key words: Quality of Life (QOL), Alcohol Dependence Syndrome, Alcoholics Anonymous (AA).
INTRODUCTION
Quality of life (QOL) appeared in the field of mental
health due to influence of bio-psychosocial approach. It
has been explained using numerous conceptual
constructs which are proposed by different researchers.
The concept of QOL has been in doctrine as a bid to
humanize various means of treatment by the
propagators of the concept. It can be defined as a
person's sense of wellbeing and satisfaction over their
life circumstances, health status, and access to
resources and opportunities (Eack and Newhill, 2007).
According to Lehman et al. (1982) the primary
determinants of QOL include items like safety,
employment, financial support and family and social
relations.
World Health Organisation (WHO) defines QOL as an
individual's perception of their position in life in the
context of the culture and value systems in which they
live in relation to their goals, expectations, standards
and concerns. It is a broad ranging concept affected in a
complex way by the person's physical health,
psychological state, personal beliefs, social

relationships and their relationship to salient features
of their environment (WHO 1998). The Quality of life is
broadly defined as the subjective satisfaction expressed
and experienced by an individual in his or her physical,
mental and social situation.
Foster, Powell, Marshal, and Peters (1999), studied on
quality on life in alcohol dependent subjects and
reviewed the ongoing and published work in the area
focusing upon quality of life characteristics of alcohol
dependent subjects, the link between quality of life co
morbidity and alcoholism, quality of life alcohol
dependency and social environment, changes in quality
of life status as a result of abstinence, minimal or
controlled drinking, quality of life as a predictor of
relapse to heavy drinking and the importance of using a
quality of life measure when assessing treatment
outcomes together with some of the present difficulties
with existing measures. The review concluded that QOL
improves with abstinence, controlled or minimal
drinking.
Keeping in view the above considerations the current
study was designed to assess QOL in persons with
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alcohol dependence syndrome and to compare the
same with a general population and the AA members.
Quality of Life following abstinence is less studied area
especially when it is involving the AA group. In the
present study an attempt was made to study the Quality
of Life of persons with alcohol dependence syndrome
following 6 months of abstinence. This would help
service providers working in this area to pay more
attention and improve the QOL of the service users.
MATERIALS AND METHODS
The aim of the study was to study the quality of life
among persons with alcohol dependence. The objective
was to study the socio demographic characteristics and
the level of quality of life of the respondents. The study
followed a descriptive research design and persons
diagnosed with alcohol dependence syndrome and
maintaining abstinence for more than 6 months from
Bangalore city constituted the universe.
Patients who have been abstinent from the use of
alcohol for the last 6 months and absence of co-morbid
medical and psychiatric conditions were included based
on their willingness to participate in the study. The
sample comprised of 60 respondents, which is divided
into two groups. The first group was of outpatients who
have been diagnosed as alcohol dependence and
completed their formal treatment and undergoing
regular follow up at the Centre for Addiction Medicine
at NIMHANS, Bangalore, and the other group with a
diagnosis of alcohol dependence, who are maintaining
abstinence over a period of 6 months without any
formal treatment and attending regular Alcoholics
Anonymous (AA) meetings at Bangalore. The researcher
visited both the centres in the months of November

2010 to January 2011 for data collection. A total of 60
respondents from both the groups were selected by
random sampling from the study population and their
written consent was obtained.
The data was collected with a help of a sociodemographic data sheet to assess the background
information of the respondents and the WHOQOL-BREF
is a standardized 26-item version used to measure the
quality of life of the subject. It has four domains:
physical well being, psychological well being, social
relations and environment. The scale is a sound, crossculturally valid assessment and has: good to excellent
psychometric properties of reliability and performs well
in preliminary tests of validity. This scale was used to
measure the quality of life between the two groups. The
data was analyzed with the help of statistical package
for social sciences (SPSS, version 10).
RESULTS :
Table 1a shows the socio-demographic variables. All the
respondents were males with their mean age being
31.25 years. Most of them were married, 97% from
nuclear families with a mean of 3.5 family members,
mostly comprising of Hindus (67%) and Christians (33%)
coming from an urban background (87%) of Bangalore.
In the clinical group there were very few respondents
who had completed their graduation, had a mean
income of Rs.7, 500 and many were unskilled in relation
to the AA group where most of them were graduates,
had a monthly income of Rs.13, 550 and were skilled in
their occupation. Majority 68% of the sample had a
family income between Rs.2000 to Rs.10000.

Table 1a : Socio demographic characteristics of the respondents
Variable

Category

Age (in years)

27 – 35
36 – 55
Unmarried
Married
Skilled
Unskilled
Professionals
Business
Others
Illiterates

Marital status

Occupational status

Clinical group
N=30
16
14
5
25
11
10
8
1
0
4

%
53.3
46.7
16.7
83.3
36.7
33.3
26.7
3.3
13.3

AA group
N=30
20
10
11
19
24
0
4
1
1
0

%
66.7
33.3
36.7
63.3
80
13.3
3.3
3.3
-
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Educational qualification

Individual income

Family income
Family size

Family type

Residence
Religion

SSLC
PUC
Graduates
Others
Below Rs. 2000
Rs. 2001 - Rs. 10000
Above Rs. 10000
Rs. 2001 - Rs. 10000
Rs. 10000 and above
2 members
3 members
4 members
5 members
6 members
8 members
Nuclear
Joint
Rural
Semi-urban
Urban
Hindu
Christian

Table 1b shows the mean age at when the respondents
initiated the use of alcohol was found to be 21.15 years.
In the clinical and the AA group the mean age of
initiation was found to be 20.5 years. Reasons for
initiating alcohol use (curiosity, peer pressure and
stress) were found to be similar for both the clinical
group and the AA group. The mean duration of drinking

7
5
10
4
7
15
8
25
5
1
6
16
4
1
2
28
2
3
5
22
26
4

23.3
16.7
33.3
13.3
23.3
50
26.7
83.3
16.7
3.3
20
53.3
13.3
3.3
6.7
93.3
6.7
10
16.7
73.3
86.7
13.3

13.3
10
76.7
40
60
53.3
46.7
16.7
36.7
30
16.7
100
100
46.7
53.3

alcohol for the entire sample was found to be 13.5
years. The clinical group obtained a mean score of 14.7
years as compared to the mean of 12.2 years in the AA
group. In the clinical group, the mean score was 9
months and in the AA group the current abstinence
period was 25 months.

Table 1b : Alcohol related variables of the respondents
Category
Clinical group
N=30
%
Age of initiating alcohol
15yrs - 18yrs
2
6.7
19yrs - 22yrs
23
76.6
23yrs - 26yrs
5
16.7
Reason for drinking
Friends
17
56.7
Curiosity
4
13.3
Peer-pressure
1
3.3
Stress
8
26.7
Duration of drinking in years
1yr – 12 yrs
12
40
13yrs – 24yrs
16
53.3
25yrs – 36yrs
2
6.7
Current abstinence Period (in months) 6m-12m
29
96.7
13m-19m
1
3.3
20m-26m
0
27m-33m
0
34m-40m
0
Variable

4
3
23
0
0
12
18
16
14
5
11
9
5
0
0
30
0
0
0
30
14
16

AA group
N=30
1
26
3
14
3
5
8
17
12
1
7
0
14
1
8

%
3.3
86.7
10
46.7
10
16.7
26.7
56.7
40
3.3
23.3
46.7
3.3
26.7
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Quality of life of persons with alcohol dependence
syndrome
In order to assess the quality of life of the persons with
alcohol dependence syndrome, WHOQOL BREF was
used. The results revealed (Table 2) that the AA
members had a better quality of life (M=67.3, SD= 2.89)
when compared to the clinical group (M=40.9, SD=
4.28). Furthermore it showed that on the subscales AA
group had better physical health (M=17.6, SD=.77),
psychological domain (M=17.3, SD=0.69), social
relationships (M=17.2, SD=1.61), environment domain
(M=15.2, SD=0.99) when compared to the Clinical group
on physical health (M=10.36, SD=1.18), psychological
quality of life (M=10.9, SD=1.51), social relationships
(M=10.57, SD=1.20) and environment domain (M=9.1,
SD= 1.99).
Table 2 Quality of life between the two groups
Quality of life
Domain 1Physical health
Domain 2Psychological
Domain 3Social relationships
Domain 4Environment
Total Quality of Life

Group
Clinical group
AA group
Clinical group
AA group
Clinical group
AA group
Clinical group
AA group
Clinical group
AA group

N
30
30
30
30
30
30
30
30
30
30

Mean
10.36
17.56
10.93
17.28
10.57
17.2
9.1
15.2
40.97
67.25

SD
1.18
0.77
1.51
0.69
1.2
1.61
1.99
0.99
4.28
2.89

Level of significance: *=<0.05, **<0.01, ***=<0.001
Pearson's correlation (Table 3) was computed to find
the relationship between age of initiating the use of
alcohol, the duration of drinking alcohol in years and the
current abstinence period with the sub domains of
quality of life scale.
In the clinical group there was a significant negative
correlation between the age of initiating alcohol and
the physical domain of QOL (r=-.405*, p<0.05). In the AA
group, there was significant negative correlation
between the duration of drinking alcohol and

environment domain in the QOL (r=-.408*, p<0.05), and
between the current abstinence period from alcohol
and the physical domain on QOL (r=.419*, p<0.05).
DISCUSSION
Socio demographic characteristics
The mean age of the clinical group was 31years and in
the AA group the mean age of 31.5 years. This result in
the study are similar to the one conducted by
Hesselbrock et al, (1987) in which the age
characteristics of the sample are similar to the sample
profile on the association between age and alcohol use.
67% of the total respondents were Hindus and 33% of all
respondents were Christians. In the clinical group
majority (86.7%) were Hindus and rest were Christians
while in the AA group 46.7% were Hindus and 53.3% of
them were Christians. This is maybe due to that AA
group follows a Christian belief and faith and hence the
number of people attending the AA group from the
Christian religion was found to be more. The results in
the present study show that there is not much of
difference in the religion of the members of the AA
group and this can be corroborated with a study
conducted by Briggman and McQueen (1987) where
they examined how non Christian members of Alcoholic
Anonymous change since it does not emphasize on a
religious relationship with a Christian faith and thus
seek the services of AA.
The respondents had a mean age of 21.15 years from
when they initiated the use of alcohol. More specifically
in the clinical group majority (76.6%) started drinking at
the age of 19 years to 22 years and in the AA group
majority (86.7%) started to drink in the same category.
Thus age of initiation was found to be similar in another
study on family dynamics of alcoholics and non
alcoholics (Parvathi, 1998).
Half (52%) of all the respondents report that the main
reason for initiating alcohol use was due to friends.
Reasons for initiating alcohol use (curiosity and peer

Table 3. Relationship between Age when started drinking, the duration of drinking and
the current abstinence period and quality of life between the two groups
Clinical group
AA group
PHY
PSY
SOC
ENV
PHY
PSY
SOC
ENV
Started drinking
-.405* -0.142
0.12
-0.184
-0.25 -0.188
-0.124 -0.228
Duration of drinking
0.025 -0.139
0.008 -0.037
0.321 -0.134
-0.038 -.408*
Current abstinence
-0.61 -0.179
0.052 -0.081
.419* -0.106
0.089
0.212
* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)
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pressure) were found to be similar in the clinical group
(56.7%) and the same in the AA group (46.7%). This
lends support to the study by Lori, Ducharme, and
Martin (1995) where curiosity and peer pressure has
been found to be significant factors leading to alcohol
use in which they identified drinking with friends as a
problem drinking pattern which is also a reason for
initiating alcohol use seen in the current study.
The respondents have been drinking alcohol for around
5 years to 34 years with a mean score of 13.5 years. In
the clinical group it was seen that they have been
drinking alcohol for around 5 years to 34 years with a
mean score of 14.7 years and in the AA group have been
drinking alcohol for around 5 years to 30 years with a
mean score of 12.2 years.
The current abstinence of all the respondents ranged
from 6 months to 40 months with a mean of 17 months.
In the clinical group, the current abstinence period, they
had a mean score of 8.9 months and in the AA group the
current abstinence period was 25 months. Studies also
show a positive association between AA attendance
and abstinence (Alford, 1980). Montgomery, Miller,
Tonigan, (1995), did a study which was concerning
alcohol abuse, in which they mention that, those who
participate in Alcohol Anonymous, which is spiritually
orientated and invokes the help of a higher power, are
most likely to remain abstinent after inpatient and
outpatient treatment.
There was a significant difference among the two
groups where the AA group was able to abstain for
longer period which could be explained as consequence
of constant support received through regular
attendance at AA meetings. The higher duration of
abstinence in the AA group found in the current study is
consistent with the existing literature on AA groups
(Robinson, Cranford, Webb & Brower, 2007).
Quality of life of persons with alcohol dependence
syndrome
The AA group was found to have better quality of life as
compared to the clinical group. This lends support to the
existing notion that spirituality enhances the quality of
life of persons with alcohol dependence. Scientific
literature strongly supports the notion that spirituality
and religiousness can enhance health and quality of life.
In a review of more than 200 studies, positive
relationships were documented with physical and
functional status, reduced psychopathology, greater
emotional well-being and improved coping (Matthews

& Larson 1995). These studies show that
religious/spiritual beliefs typically play a positive role in
adjustment and in better health (Koenig, MuCullough,
& Larson, 2001). Focus group participants worldwide
reported that spirituality was an important component
of their QOL (The WHOQOL Group, 1995).
Thus the overall quality of life was found to be better in
AA group when compared to clinical group. The results
are corroborative with the existing literature which
posits that quality of life improves with abstinence,
controlled or minimal drinking (Foster, Powell, Marshal,
and Peters, 1999). Since these are the factors
emphasized in the AA group, quality of life was found to
be higher on all domains in this group as compared to
the clinical group.
There were no significant differences between the
respondents of the clinical group and AA group on
quality of life among various variables such as age,
religion, marital status, occupational status, individual
income and family income.
In the clinical group there was a significant negative
correlation between the age of initiating alcohol and
the physical domain of QOL indicating that the earlier
they start drinking alcohol the more likely that they have
a poor Quality of Life.
Rudolf & Watts, (2002) highlighted that the relationship
between length of abstinence and life satisfaction
remains unclear but overall the available evidence
suggests that alcohol and other drug users are under
high levels of stress and that quality of life is poor and
very little is known of quality of life as a function of
recovery. However in the present study there was
significant positive correlation seen between the
current abstinence period from the alcohol use and on
the physical domain of Quality of Life indicating that as
the number of days they were abstinent from the use of
alcohol their physical health also improved.
The relationship between the duration of years of
drinking alcohol and the environmental domain of
quality of life is that when the mean scores of the
duration of drinking increase there is decrease in the
environmental factor of quality of life and if lesser the
duration of years of drinking alcohol the better the
quality of life in the environment domain indicating a
significant negative correlation which can be
corroborated with the study conducted by (Falk, Wang,
Carson, & Siegal (2000).
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LIMITATIONS OF THE STUDY
A larger sample could have been studied for
generalization of the results but was not feasible due to
time constraints. The interview schedule used a closed
ended questions rather than open ended questions
which did not provide scope for elaborate answers and
also factors that contributed for the quality of life could
have been studied so as to gain a better understanding
of the factors responsible for the improvement in QOL
between the two groups.
CONCLUSION
The current study was an attempt to study the quality of
life of persons with alcohol dependence syndrome by
comparing two treatment groups. In the wake of
addiction related disorders many studies have been
originated to study their general health, problems,
beliefs, etc., for general population but however there
have been little or no studies relating to the alcoholics
anonymous groups and their quality of life in India. The
present study was an attempt to ponder on this issue.
The study revealed that the respondents belonging to
the AA groups had a better quality of life in comparison
to their counterparts which could be as a result of the
influence of support groups or the quest for spirituality.
Thus creating a need to identify and understand the
factors leading to a better quality of life so that the same
can be reciprocated to other service users and service
providers. The knowledge about the importance of
religious and spiritual related activities which could be a
protective factor for the AA members if studied can
prove as effective add on measures in the treatment of
persons with alcohol dependence syndrome with an
effective bio-psycho-social-spiritual model of
treatment for better QOL.
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Brief Communication
ASSIST LINKED ALCOHOL SCREENING AND BRIEF INTERVENTION IN WORKPLACE:
A FEASIBILITY STUDY FROM A TERTIARY HOSPITAL OF NORTH INDIA
Jaison Joseph, Karobi Das, Sunita Sharma, Debasish Basu
Abstract
Introduction: The World Health Organization (WHO) developed Alcohol, Smoking, and Substance
Involvement Screening Test (ASSIST) as a simple scale for rapid screening of substance users to
stratify them into three levels of risk severity (mild, moderate and severe). The moderate and high
risk substance users can be provided an ASSIST-linked Brief Intervention package (ASSIST-BI), again
developed by WHO, aimed at reducing the risk level of substance use. Aim and objectives: In this
study, we evaluated the feasibility of applying the ASSIST-BI in the workplace setting for harmful
drinking among class C employees of a tertiary hospital of north India. Methods: A sample of thirty
nine such workers with moderate or high risk level of substance use was identified by randomly
screening 125 employees. These 39 moderate-high risk users have been administered ASSIST-BI.
Results and Conclusion: This work found that it is feasible to use ASSIST for workplace screening to
identify moderate-high risk-level substance users and to use ASSIST-BI for their brief intervention at
workplace itself.
Key words: ASSIST, alcohol, harmful use, screening, brief intervention, workplace
INTRODUCTION
Substantial evidence exists between harmful drinking
and its negative impact at a societal level. The harmful
use of alcohol is a major determinant for
neuropsychiatric disorders, non-communicable
diseases and accounts for 2.5 million deaths each year
(WHO, 2011). More than half of all alcohol drinkers in
India fall into the criteria for hazardous drinking and
alarmingly “average age of initiation” of alcohol use had
dropped from 19 years to 13 years in the past two
decades (Prasad, 2009). While considering the
paramount nature of global disease burden resulting
from harmful drinking, World Health Organization
(WHO) developed Alcohol, Smoking, and Substance
Involvement Screening Test (ASSIST) as a simple scale
for rapid screening of substance users to stratify them
into three levels of risk severity in terms of mild,
moderate and severe (WHO, 2002, 2010; Humeniuk,
2008). There is a convincing empirical data that suggests
if the screening is linked with a brief intervention will
help in the reduction of harmful drinking pattern in the
primary care population (Wilk et al.,1997;
Poikolainen,1999; Moyer et al.,2002; Ballesteros et
al.,2004; Bertholet et al.,2005; Kaner et al., 2007,2009
; Sullivan et al.,2011).
Brief intervention is “a treatment strategy in which
structured therapy of short duration (typically 5-30
minutes) offered with the aim of assisting an individual
to cease or reduce the use of a psychoactive substance

to deal with other life issues” (WHO, 1994). ASSISTlinked brief intervention incorporates FRAMES
(Feedback, Responsibility, Advice, Menu, Empathy, Self
efficacy) and motivational interviewing techniques with
an aim to move participants through the stages of
change (Bien et al., 1993; WHO, 2010). However little
empirical data is available about screening and brief
intervention in the workplace (Richmond et al., 1999;
Wa t s o n e t a l . , 2 0 0 9 ; H e r m a n s s o n e t a l . ,
1998,2011).Since the evidence base for delivery of
screening and brief intervention in workplace settings is
limited a study was undertaken to explore its
acceptability and feasibility in a tertiary hospital of
north India.
METHODOLOGY
In this cross sectional study, semi skilled male manual
labourers of the hospital (hospital and sanitary
attendants) between the age group of 18 to 55 years
and having moderate risk & high risk on ASSIST score
were included. WHO ASSIST V3.0 questionnaire, WHO
ASSIST feedback report card are employed for screening
while WHO ASSIST brief intervention record was used
for the brief intervention. WHO ASSIST questionnaire is
the first international screening test and an 8 item
questionnaire that covers the use of all psychoactive
substances and associated problems over the last 3
months. Clients scoring between 11 and 26 are at
moderate risk of health and other problems due to
alcohol use and may be experiencing some of the
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problems at the same time. A score of '27 or higher' for
any substance suggests that the client is at high risk of
dependence or is dependent on that substance and is
probably experiencing health, social, financial, legal and
relationship problems as a result of their substance use.
Brief intervention record is a vivid description of the
length and participation of the intervention with a
session engagement semantic differential scale of score
ranging from 6-42.
The sampling techniques are described as follows. The
study used systematic sampling technique for the pilot
study and screened 37 subjects from the target
population (N=927) by selecting every twenty fifth
person. Nine subjects (24 %) were identified as
moderate or high risk alcohol users as per ASSIST scores
and brief intervention was provided for them. From this
result the study population was estimated as 125
subjects in order to get a minimum sample size of 30
moderate or high risk alcohol subjects on ASSIST scores.
This was achieved by using simple random sampling
technique with the aid of computerized random
number generators. ASSIST was administered to the
total 125 subjects and immediate brief intervention was
given for the 30 screen positive subjects with the aid of
WHO ASSIST feedback report card and documented it in
the WHO ASSIST brief intervention record. Ethical
approval was obtained from the authorities and
informed consent was taken from the subjects. Analysis
was done using the SPSS version 14.0 for windows
(Chicago, Illinois, USA).Frequencies with percentages
were calculated for categorical variables and mean and
standard deviation were calculated for continuous
variables.
RESULTS
The sample consisted of 39 subjects including 9 subjects
from the pilot study with the mean age of 33.4 year.
Most of the subjects were literate (97.4 %), married
(84.4%) and about 20.3% of the subjects were doing
part-time jobs along with their full time duty in the
hospital.
More than half of the participants (n=24, 59%) were
high risk level users of alcohol and the remaining were
(n=15, 41%) moderate risk level users on ASSIST scores.
The feasibility of the brief intervention in the workplace
was identified by using WHO brief intervention record
and is reflected as a session engagement score of 34.44
in a normal score of 24-42.The mean ASSIST score was
27 with a standard deviation of 5.76 and the mean brief

intervention time was 15.26 minutes with a standard
deviation of 3.43.
Table 1: ASSIST linked Brief Intervention Feasibility
Data
Variables
ASSIST scores
Brief intervention
time (minutes)
Brief intervention
session engagement
score

Range Mean SD
15-38 27
5.76
10-20 15.26 3.43
24-42 34.44 5.21

Acceptability of Screening and brief Intervention: The
majority of respondents (n=32; 82.05%) indicated that
they had been happy to provide personal information,
whereas seven (17.95%) showed some resistance to
share their personal details. All Subjects were given an
opportunity to expand on their responses to the closed
questions of the ASSIST scale. More than half of the
participants (n=22) had shown surprise at their current
level of alcohol use in terms of ASSIST risk scores,
feedback report card information and the perceived
health problems. Two of the participants were clearly
pre-contemplative by expressing the view that they had
not felt any problems in relation to their ASSIST scores.
Several participants (n=25; 64.10%) were very positive
about the content, clarity, conciseness of the brief
intervention - 'first cut down then check it out' and
commented that the intervention had raised their
awareness of risks associated with alcohol use.
DISCUSSION
The results of the present study suggest that the
workplace is amenable to screening and brief
intervention. However the following issues was
identified in terms of feasibility issues like the
cumbersome task of screening process, resistance and
work load problems of the participants as there is no
room for keeping the confidentiality in the settings,
drop out problems like job transfer for post work up
assessment. A major feasibility issue that would face a
full randomized controlled trial in the workplace is
especially on the screening method - a rigorous
screening process is needed to generate some statistical
power calculations. In order to make the screening
process more clearer and directional, the current study
u s e d p ro b a b i l i t y s a m p l i n g te c h n i q u e w i t h
randomization and identified 39 individuals as
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moderate and harmful drinkers, which represents 24
%of those screened.
A feasibility study of brief intervention in the workplace
(Watson, 2009) reported a poor response rates from the
employees due to the use of electronic and postal
methods for screening process. The clarity and more
systematic nature of screening process of the present
study is found to be helpful to get good response from
the employees as it evokes active participation from
face to face interaction. A recent action research
(Piegel, 2013) recommended the routine practice of
screening and brief intervention in the workplace as it
was found to be feasible and helpful in early detection
and referral to treatment services for harmful use of
alcohol. The result of the present study is consistent
with the latest update of the screening and brief
intervention in the workplace.
Our study was the first study that implemented WHO's
ASSIST linked alcohol brief intervention in the Indian
workplace settings. The facility for a private
consultation was not possible in these workplace
settings. The single centered study with small sample
size and reliance on self-reported measures limits its
generalisation.
CONCLUSION
The present study found that ASSIST linked brief
intervention is feasible in this workplace settings. There
is a scope within the workplace for the delivery of a
screening linked brief intervention by using a 'general
health and life style survey model' than a 'substance
screening model' to encourage an active participation
and to deal the resistance of the employees.
It appears from the literature that periodic health
checks are routinely conducted in the workplace of
Scandinavian countries (Aalto et al., 1999; Hermansson
et al., 2003) which is infrequent in our country. The
present study further connotes the need for the
incorporation of screening for substance abuse in the
periodic health check up of the workforce as it
promotes not only identification but also referral to
treatment services of undetected cases in the general
population.
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Community Mental Health in India
Chavan BS, Gupta N, Arun P, Sidana A, Jadhav S (Eds.).
Jaypee Brothers Medical Publishers. New Delhi
2012
1st.

Global trends in mental health services reform have
included the reduction of large standalone psychiatric
institutions, a shift from hospital to community care,
the development of community treatment teams,
community-based rehabilitation and closer links with
community agencies, and the provision of mental
health care as part of primary health services (WHO,
2001; WHO 2008). It is widely recognised that
community psychosocial rehabilitation services provide
better and earlier care for people with mental disorders,
help preserve the human rights of mental illness
sufferers, and limit the stigma of mental illness.
Arising from a legacy of colonial-based asylum model of
care and mental institutions, the mental health system
in India has indeed come a long way. The early response
to mental illness in the pre-independence eraperhaps
represented elements of a governance and custodian
systemto manage social deviance. The gradual move
from institutional care to treating mentally ill patients in
the community parallels the civil rights movement and
increase awareness of their human rights globally.
In the evolution of the mental health system in India
over the last 60 years, the establishment of a
community mental health services has undergone
significant reforms. This has largely been driven by
legislative changes to protect human rights of those
with mental illness, the adoption of a national district
mental health program by the Indian government, the
availability of effective psychotropic medications, the
expansion of the voluntary sectors including the NGOs
and the emerging shift of mental health into a public
health issue. Moreover, the emergence of a community
mental health system appears to be consistent with of
the unique needs of a country with a mixed profile.
These include the lack of mental health workforce, the
vast majority of the population living in the rural areas,
the strength of family support and cultural tradition and
the wide coverage of the primary care network. As such
a community based mental health model appears to
suit all these factors especially when trying to address
the enormous mental health treatment gap in India.

This volume of work, consisting of 62 chapters, provides
a very comprehensive account of the development of
community mental health in India. It is authored by
academics, clinicians, hospital directors, health
administrators, NGO workers, carers and even media
writers who are mostly based in India in local centres of
excellence. A significant international contribution from
Australia, UK, USA, Canada, Singapore, Pakistan,
Malaysia and Switzerland also provides valuable crosscultural perspectives. There is a broad range of topics
divided into key sections including historical
perspective, legislative perspective, social impacts of
mental illness in the community, psychiatric
emergencies in the community, different models of
community mental health, governance issues, and
cultural anthropological aspects. These topics
demonstrates the breadth of various aspects of
community mental health, ranging from the individual,
family, community, national and international levels as
well as linkages with the private sector, NGOS and other
social and regional partners.
This commendable volume of work is relevant
especially when the Ministry of Health and Family
Welfare in India is currently making significant efforts to
scale up community mental health in India. In
collaboration with international partners there are
plans to develop and examine best-practice community
mental health models suitable for the diverse contexts
across India. Whichever culturally appropriate model is
being applied the key principlesare strikingly similar,
such as (1) the best chance of recovery is in the
community; (2) different sectors including the
community have a role to play in the recovery of people
suffering from mental illness; (3) treatment and care
from the hospital needs to be integrated with resources
in the community.
This landmark textbook of community mental health in
India is a foremost reference of community psychiatry
which will be useful and essential to clinicians, mental
health professionals, policy makers as well as the
voluntary and private sectors in India. In addition,
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others working to develop community mental health in
low and middle income countries could benefit from the
rich diversity of lessons and experience in community
mental health in a country that will become the most
populous country in the world by 2025.
There is an urgent need for developing appropriate
community mental health models in India to address
the issue of stigma and poor socioeconomic
development linked to poor mental health and
inadequate access to services. Thus the book also
challenges the reader to consider the future needs of
community mental health in India at the professional,
community, social, policy, and research levels. One can
be inspired by the advances that have been achieved in
the history of community mental health development in
India illustrated in this volume. It is likely to enhance
collective efforts to find community approaches and
solutions together given the global burden of mental
illness is too large for any one country to bear alone. This
will help revitalise the role of psychiatry in community

mental health and relieve the suffering and improve the
quality of life of those suffering from mental disorders.
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