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Co n s u ltat i o n–l i a i s o n Ps yC h i at ry: an ur g e n t ye t un m e t ne e d i n ou r Co u n t ry
Psychiatry has come a long way from asylum-based treatments to general hospital psychiatry units (GHPU). Although 
setting up of GHPUs has led to widespread collaboration between psychiatrists and other medical and surgical 
specialists, role of psychiatrists is still limited to providing consultation in cases admitted in medical and surgical 
wards which develop psychiatric complications or have a diagnosed psychiatric illness. There is no separate unit 
or department specifically dedicated to “Consultation–liaison Psychiatry” in terms of teaching or research. The 
scenario in private hospitals is even worse. In many cases, psychiatric complications and comorbidities are ignored 
or “suppressed” by the treating physicians (often at the request of family members of patients) in apprehension that 
the insurance company will “reject” their claim. Thankfully, the Mental Healthcare Act, 2017, mandates that the insurance companies 
should have provisions for covering the cost of treatment of the mentally ill. The Insurance Regulatory Authority of India has also made 
certain initiatives in this regard. Hopefully, this step would bolster the utilization of psychiatric services in private hospitals and nursing 
homes as well. Overall, an effort is seriously needed to boost “Consultation–liaison Psychiatry” in India across government and private 
healthcare facilities for betterment of patients in general and growth and de-stigmatization of psychiatry.  
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An Analysis of Suicides in Telangana, India
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Ab s t r Ac t
Background: Suicide is a major public health hazard, and there were no reports from the new state of Telangana.
Aim: To analyze the suicides of Telangana from its formation year.
Meterials and methods: Information relating to suicides was obtained from sources and under the RTI Act from the office of Director General 
of Police, Telangana state. The data obtained relates to a total number of suicides, age-wise, sex-wise, mode, reason, education, profession, 
socioeconomic status, community, and caste for Telangana and Hyderabad city separately for the years 2014 to 2016. The data were analyzed 
comparing various parameters between Hyderabad and Core Telangana using basic statistics.
Results: The rates were above in Telangana and below in Hyderabad in comparison to the national average. There was a decline in the third-
year. There was a preponderance of men, married, educated, and quick, sure and violent methods used. Open category (OC) castes and other 
than OC castes were over-represented in Hyderabad and Telangana, respectively.
Conclusion: There is an urgent need to analyze suicides at micro-level-Mandal and district.
Keywords: Caste, Core Telangana, Hyderabad, Suicide rate.
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An  An A lys i s o f  te l A n g A n A  su i c i d e s 
Telangana is the 28th and the youngest state of the Indian 
Republic.  It was formed after bifurcation of erstwhile Telugu-
speaking Andhra Pradesh in 2014. The state has a sex ratio of 988 
(higher than the national average of 943 in 2011).1 The government 
conducted an Intensive Household Survey (Samagra Kutumba 
Survey) on 19.08.2014 throughout the state. The total population 
was 363.03 lakh. With 66.46% of literacy rate, the state has a lower 
rate than the national average of 72.99. Earlier, there was a spate of 
suicides among wavers and later farmers in the state. As the new 
state suicide data did not find a place in Indian psychiatric literature, 
an effort was made to analyze suicides from the area for the years 
2014 to 2016 calendar years.

Me t e r i A l s A n d  Me t h o d s 
Information about suicides from sources and under RTI Act, in the 
office of Director General of Police, Telangana state was obtained 
for the years from 2014 to 2016. The available data were obtained 
in Excel format as it appears in National Crime Records Bureau 
(NCRB) statistics. The data obtained relates to total Telangana and 
Hyderabad separately, about total number of suicides, age-wise, 
sex-wise, mode, reason, education, profession, socioeconomic 
status. The number of suicides from Hyderabad was deducted 
from total to obtain Core Telangana suicides. Population data was 
collected from appropriate sources.2 The classification of obtained 
data was slightly modified to make a meaningful analysis. For 
example, in educational status, primary, middle, matriculate, and 
secondary levels were clubbed to come under school education; 
diploma and professionals were under professionals. Like-wise 
under profession, daily wage earners, self-employed earners, 
Professional/salaried earners, and pensioners were clubbed as 
earners. For method, poisoning and consuming pills were clubbed 
as soft methods, while jumping, coming under running vehicles, 
touching electric wire, drowning, fire/self-immolation, firearms, 
and hanging were considered under hard methods. Causes were 

considered as failure in examination, illness (illness, drug abuse/
alcoholic addition), family problems (family problems, marriage 
related issues, impotency/infertility, marriage related issues, sex, 
physical abuse, illegitimate pregnancy suspected/ illicit relation, 
property dispute), economic (bankruptcy or indebtedness, 
unemployment, poverty), emotional (ideological causes/ hero 
worshipping, love affairs, death of a dear person, fall in social 
reputation, professional/career problem), cause not known and 
other causes, social status as unmarried, married, married but 
permanently/temporarily single-(widowed/widower, divorcee, 
separated), others, status not known. Years of life lost was computed 
by deducting an average of the age group from life expectancy (for 
example 30 and above-below 45 years group: (life expectancy of 
the year—(30 + 44/2)).

Suicides for the three years were clubbed to get a comp-
rehensive view where needed. The data were compared between 
Hyderabad and Core Telangana. The data were analyzed using 
basic statistics.

re s u lts 
In all, there were a total of 28,787 suicides in the three years one 
suicide every 55 minutes. The corresponding figures were 2,135 
one suicide every 12.3 hours in Hyderabad and 3,392 one suicide 
every 7.7 hours by farmers. Farmers’ contribution of 11.8% of total 
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suicides was higher in comparison to Hyderabad’s 7.4%. In all, the 
total suicides committed were 9,623 (male—6,669; female—2,954) 
in 2014; 10,140 (male—7,309; female—2,831) in 2015; and 9,024 
(male—6,327; female—2,697) in 2016. The crude rates of suicide 
were 25.9, 26.9, and 23.4 for 2014, 2015, and 2016, respectively. The 
rates were above the national average. With Core Telangana without 
melting pot culture Hyderabad, the rates were still higher—36.65, 
35.97, and 31.77 showing a declining trend. For Hyderabad, the 
corresponding rates were below the national average—9.04, 8.18, 
and 6.5 also showing a declining trend.

Table 1 gives sex-wise break-up of suicides of Hyderabad, Core 
Telangana and farmers during 2014 to 2016.

Table 2 gives sex-wise distribution of three years suicides of 
farmers, Hyderabad, Core Telangana, and Telangana.

Years of presumed life lost (YPLL) for 2014, 2015, and 2016 due 
to suicides in Telangana were 2,30,501, 2,41,229, and 2,09,803, 
respectively.

Persons above 60 years constituted 9.5, 6.1, and 10.7% of 
farmers, Hyderabad, and Telangana respectively.

Table 3 gives sex-wise distribution of the highest and lowest% 
of various parameters for suicides of Hyderabad, Core Telangana 
and Telangana.

Disproportionately more Muslims committed suicide in 
Hyderabad in the three-year period in comparison with Core 
Telangana (19.7% × 6.9%). The total suicide contribution by OBC, 
SC, and ST was four times that of the general category in Core 
Telangana. In comparison in Hyderabad, the general category 
contributed to more than half (51.4%).

More than 90% of the farmers were married and were in the 
age group 30 to 45 with no education and committed suicide for 
economic reasons.

di s c u s s i o n 
The problems with studies on suicides and consequent 
interpretations are many. It starts with data gathering. Suicide being 
a sensitive issue, it is grossly under-reported. Adding to this is the 
computation of the population for a particular year, which depends 
on the method, source used. One has to necessarily depend on 
NCRB statistics (which are a sum of state crime records bureau (SCRB)  

the source of present data) for comparison purposes. The 
discrepancy in rates from NCRB was due to the population taken 
for computation. As the data in this way from the concerned state, 
in case of any deviation from the NCRB statistics, the state data 
should be taken as correct.

The increasing number of psychiatrists might have contributed 
to the reduction in suicides in 2016. As the number increased more 
in Hyderabad, the reduction is more there. As the psychiatrists are 
spreading on to other places in the state, the decline was seen in 
the third-year. This may not be the whole reason. Nevertheless, 
the drastic reduction in suicides should be viewed with caution 
and probed.

The predominance of male suicides reflects the stressors 
of men, due to conventional patriarchal society and excessive 
consumption of alcohol as the second-highest revenue generator 
in Telangana is the excise department. The excise angle should 
be taken seriously, notwithstanding very low drug abuse/alcohol 
addiction as the cause was given. The reason for far fewer farmer 
women committing suicides than Hyderabad women maybe a 
reflection on their adaptability that is inherent to natives that 
comes with constant stresses depending on nature and developing 
methods to combat them.

The maximum number of suicides in 30 years to 45 years age 
group is reflective of the stress-prone period when financial and 
family responsibilities are at a peak in a traditional and conventional 
family.

The greater proportion of OC (general) suicides in Hyderabad 
may be due to the feeling of alienation and consequent frustration 
due to a gross mismatch between expectations and reality of 
employment, education, opportunities, etc. The disproportionately 
higher Muslim suicides in Hyderabad may also be due to similar 
reasons and higher population of that community.

Even with all-round condemnation of caste and remedial 
supportive measures taken, the non-OC groups in nonmetro areas 
seem to be under stress, as evidenced by more suicides among 
them in Telangana and Core Telangana. Since Hyderabad happens 
to be a cosmopolitan and multicultural, the caste system may 
not be much. Here the greater OC suicides may be a reflection of 
stress and frustration due to restricted openings in education and 
employment for them.

School or college education does not seem to be a protector. 
Higher education seems to protect as the least number of suicides 
were in the professionally educated. Paradoxical is the fact of the 
reduction of suicides with a progressive decline of admissions in 
professional colleges and consequent closure of many engineering 
and computer and business education colleges and reduction 
in suicides. Another point of interest is that no education status 
is second-highest among the suicides. An in-depth analysis of 
quality of education and suicide is needed to draw any meaningful 
conclusion about the relationship between education and suicide. 
This point should be taken note of by policymakers.

Table 1: Sex-wise break-up of suicides of Hyderabad, Core Telangana and farmers during 2014–2016

Sex

2014 2015 2016

Hyderabad
Core 
Telangana Farmers Hyderabad

Core 
Telangana Farmers Hyderabad

Core 
Telangana Farmers

Male 510 6,159 1,115 538 6,771 1,241 460 5,867 572
Female 231 2,723   232 190 2,641   159 206 2,491  73
Total 741 8,882 1,347 728 9,412 1,400 666 8,358 645

Table 2: Sex-wise distribution of three years suicides of farmers, 
Hyderabad, Core Telangana and Telangana

Total

2014–2016

Farmers (a) 
(%)

Hyderabad 
(b) (%)

Core 
Telangana

Telangana 
Total (c) (%)

Male 2,928 (14.4) 1,508 (7.4) 18,797 (92.6) 20,305 (70.5)
Female 464 (0.1) 627 (7.4) 7,855 (92.6) 8,482 (29.5)
Total 3,392 (11.8) 2,135 (7.4) 26,652 (92.6) 28,787
% 11.78 7.42 92.58 100
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Earners formed the bulk indicating the mismatch between 
earnings and needs more so in Hyderabad. Students have the 
least percent in Hyderabad and unemployed in Core and total 
Telangana. This indicates that notwithstanding stress put on 
students by parents, educational management, the students 
somehow were able to face it. The real picture appears to be 
unemployment.

The method chosen by majority violent with almost immediate 
death assumed is indicative of the determination of the deceased. 
The possibility of intervention and avoiding death seems to be 
not much.

The commonest cause- family-related and maximum number of 
deceased being married is indicative of strain of the family system 
is undergoing. This gets aggravated by majority earning less than 
one lakh. In contrast to some studies,3 marriages do not seem to be 
protective as far as suicide is concerned as also observed by others.4 
This is a reflection of the institution of marriage in contemporary 
society.

The almost drastic reduction of suicides in the third-year maybe 
real or administratively directed to project a rosy picture. This can 
be answered by a field survey only.

India is a pluralistic society. Even among the same language-
speaking people, there will be differences, depending upon the 
type of background, customs, type of administration, composition, 
profession, etc. The two Telugu-speaking states are classical 
examples of this. Suicide rate in Telangana is more than twice 
of Andhra Pradesh in 2015. There were many studies in Indian 
psychiatric literature about suicides highlighting various aspects. 
Many states, including Telangana, have suicide rates that are higher 
than the national average. The reasons for this are difficult to fathom 
and can only be speculative. A look at 2014 and 2015 NCRB5 suicide 
data indicate that Telangana is one of the top contributors. This 
can only be due to cultural reasons. It is heartening to note the 

decline in 2016. It could be due to improved facilities like health 
sector expansion. There is a lack of systematic assessment of the 
reliability of suicide statistics and the under-reporting of suicide.6 
The present report is in agreement with it.

A microanalysis at the district level (there are 31 districts) may 
throw much light on suicides. There are vast differences among 
these districts from highly developed to poorly developed.7 
So an analysis at that level correlating with various parameters 
will be rewarding.

The profile of Telangana suicide is male, school educated, 
earner, Hindu, other than OC castes, married with family problems 
who resorts to sure, quick, violent methods to achieve the end.

In conclusion, there is an urgent need to analyze at micro-level-
Mandal and district.
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Table 3: Sex-wise distribution of the highest and lowest percentage of various parameters for suicides of Hyderabad, Core Telangana and Telangana

Parameter 

Highest percentage Lowest percentage

Hyderabad Core Telangana Telangana Hyderabad Core Telangana Telangana
Sex Male 71 Male 70 Male 70 Female 29 Female 29 Female 30
Age 30 and above-

below 45 years 36.3
30 and above-
below 45 years 3.8

30 and above-
below 45 years 34.0

below 14 years 1.0 below 14 years 0.3 below 14 years 0.3

Education School 39.3 School 48.6 School 47.9 Professional 3.1 Professional 1.2 Professional 1.1
Profession Earners 55.3 Earners 39.9 Earners 41.0 Students 7.7 Unemployed 

persons 2.9
Unemployed 
persons 3.4

Means  
adopted

Violent 64.4 Violent 55.2 Violent 55.8 Non-violent 12.1 By other means 
8.1

By other means 
9.2

Causes Family, marriage, 
sex, etc. 40.4

Family, marriage, 
sex, etc. 23.1

Family, marriage, 
sex, etc. 30.2

Failure in 
examination 1.8 

Failure in 
examination 1.1

Failure in 
examination 1.2

Economic  
status

Less than Rs. 1  
Lakh 76.3

Less than Rs. 1 
Lakh 67.0

Less than Rs. 1  
Lakh 67.7

Rs. 10 Lakh and 
above 0.4

Rs. 5 Lakh and 
above and less 
than Rs. 10 Lakh 
4.4

Rs. 5 Lakh and 
above less than 
Rs. 10 Lakh 4.2

Social status Married 60.6 Married 67.1 Married 67.5 Divorcee 1.0 Separated 1.4 Separated 1.4
Community Hindu 75.2, Muslim 

19.7
Hindu 81.1 Hindu 80.7 SIKH 0.1 SIKH 0.2 SIKH 0.2

Caste General 51.4 OBC 49.4 OBC 48.1 ST 2.7 ST 12.3 ST 11.9



CASE REPORT

Faith Healer and Cultural Belief to Development of 
Psychopathology: A Case Report
Iftikar Hussain1, Soumik Sengupta2, Sucheta Saha3

Ab s t r Ac t 
The presentation of mental illness and understanding of the patient’s experience with regard to psychopathology is quite unique and cannot be 
generalized due to the diverse etiological factors. In understanding and managing psychopathology, cultural knowledge plays a vital role. It has 
been seen that most of the interventions, in a similar fashion, need an understanding of historical roots in the specific cultural background and 
they also shape the psychotherapy models. The current case shows us the development of psychopathology with regard to cultural belief as well 
as discerning the symptom profile associated with it. Mr X, a 41-year-old gentleman from a rural area of Assam, presented with complaints about 
a “living thing” inhabiting his abdomen for the last 2 years and has been growing ever since. He claims that an enraged faith healer with incredible 
powers had done so to him. He was diagnosed with persistent delusional disorder at LGBRIMH and was managed with both pharmacological and 
nonpharmacological interventions. In nonpharmacological interventions, coping strategies and insight-oriented psychotherapy in context to his 
cultural beliefs were given. Significant improvement was seen after 2 months and at 3 months his socio-occupational functioning improved as well.
Keywords: Cultural beliefs, Faith healer, Psychopathology.
Indian Journal of Private Psychiatry (2019): 10.5005/jp-journals-10067-0026

In t r o d u c t I o n 
Understanding the dynamic interplay of cultural forces can be 
an eye-opener to how people manifest symptoms, cope with 
psychological challenges, and how it aids in accurate diagnosis. 
Witchcraft and black magic, Godmen, faith healing, and animal 
sacrifice, etc., have been part and parcel of Indian superstitious 
beliefs and have dominated the content of delusions and 
hallucinations. Although in the last few decades, researchers have 
tried to examine cultural influences in psychopathology, it still 
remains as a marginal field of inquiry.

cA s e  de s c r I p t I o n 
Mr X, a 41-year-old married Hindu farmer hailing from a rural area 
of Assam belonging to a lower socio-economic background who 
completed schooling up to grade four, presented with complaints 
about a living “thing” which has been residing in his abdomen for 
the last 2 years.

As corroborated by the family members, the patient recalls 
that 2 years back a stranger had visited his village who claimed 
to have powers to predict future and avert dangers, if any. It is a 
popular belief in their local culture that faith healers can foresee 
future dangers and provide miraculous solutions. He went to the 
mysterious healer who then showed him four white cards and asked 
him to touch them. The cards turned red on his touch (verbatim 
of the patient). On seeing this, the stranger said that he is going 
to suffer from some kind of calamity in near future, but Mr X need 
not worry as he could prevent it by conducting a set of rituals. But 
due to financial constraints our patient was not able to do so and 
the stranger left without performing the rituals. After a few weeks, 
he started saying that the stranger had turned wrathful and he 
had put something inside his abdomen by unknown means. He 
firmly believes that it is a “living thing” which is growing toward 
his head and this will be the cause of his untimely demise. After 
“it” has consumed him, it will move onto inhabit his wife and she 

too will meet with similar fate. Since then he has visited multiple 
faith healers to take out that “thing” but, as per him, none of them 
could. He started having low mood, poor sleep, and appetite for 
the last 6 months or so. Now patient seems self-absorbed most of 
the times and does not have any zeal for work or life. Exhausting 
all possible solutions, his family then decided to seek medical help 
and hence the visit to LGBRIMH OPD.

Physical examination as well as relevant blood and radiological 
examinations did not reveal any abnormalities. Mental status 
examination revealed anxious effect, somatic delusion in the form 
of “living thing” inside his abdomen, which he strongly believes 
and not prevalent in their culture and cannot be reasoned out. 
Diagnosis was according to ICD-10 kept as persistent delusional 
disorder (F22.0). Assessments—brown assessment of beliefs scale 
(BABS)—total score was 21.

Management—patient was started on risperidone 4 mg per 
day with nonpharmacological management in the form of insight-
oriented psychotherapy as well as coping strategies. On subsequent 
follow-up for 1 month, the dosage of risperidone increased to 6 mg 
per day after assessing the symptoms. He is on regular follow-up and 
on regular assessment. His biological functions and functionality 
improved after around 5 weeks of treatment and his distress for the 
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delusion is also improved after 2 months of treatment. At 3 months, 
he showed significant improvement in social and occupational 
functioning and his BABS score was reduced to 6.

dI s c u s s I o n 
Currently a little is known about the interaction between culture 
and the formation of delusions.1 Culture that includes processes that 
operate at the individual and social levels can play an important 
role in adaptation and maladaptation.2 Sociocultural factors such 
as religious belief systems3,7,8 and more collective or individualistic 
conceptualizations of self10 as well as environmental factors,10 
socio-economic status,4,5 geography,6,9 and urban and rural living 
contexts3,4 have been shown to influence the content of delusions. 
In our case, we found the development of delusion closely related 
to the cultural belief specifically on faith healer.

co n c lu s I o n 
Certain mental-health issues cross cultural boundaries while others 
seem to confine within specific groups of people. Whatever be the 
distribution, the stability and universality within categories are 
astounding. So if such factors help in tracing down the development 
of psychopathology, it helps in individualizing the treatment and 
also ascertains a better response to the same. Continued research 
into the content of delusions within the specific geographical areas 
will be helpful in the field of psychiatric practise.

Ethics Approval and Consent to Participate
Personal details are kept confidential. Approval from the ethical 
committee as well as from the patient was taken.
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A Case of Tuberous Sclerosis Triad with Psychiatric 
Manifestation
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Ab s t r Ac t 
Tuberous sclerosis (TS) is a rare disorder of genetic origin, caused by mutations in the genes TSC1 and TSC2. It is characterized by benign tumors 
with multisystem involvement resulting in dermatological, nephrological, neurological and psychiatric manifestations. We are presenting a case 
of a 21 years old male with tuberous sclerosis presenting with dermatological manifestations, seizures, intellectual disability and psychiatric 
manifestations including delusions and hallucinations, developing extrapyramidal symptoms after antipsychotic administration. Neuroimaging 
showed characteristic subependymal calcified nodules. With appropriate anticonvulsant and antipsychotic medications he showed clinical 
improvement.
Keywords: Extrapyramidal symptoms, Intellectual disability, Psychosis, Seizure, Subependymal nodules, Tuberous sclerosis, Vogt’s triad.
Indian Journal of Private Psychiatry (2019): 10.5005/jp-journals-10067-0027

In t r o d u c t I o n 
Tuberous sclerosis (TS) complex is a genetically determined 
multisystem disorder that may affect any human organ system. 
It was initially described by Rayer in 1835 and then by von 
Recklinghausen in 1862.1 Bourneville coined the term tuberous 
sclerosis to describe the brain pathology. Two genes causing TSC 
have been identified: TSC1 (9q34) and TSC2 (16p13.3). Their protein 
products hamartin (TSC1) and tuberin (TSC2) form a complex 
that regulates the PI3-kinase/AKT pathway to control cell size 
and proliferation. Loss of these cellular functions is central to the 
pathogenesis of hamartomas associated with TSC.2 Its incidence 
is 1 in 6,000–10,000 live births.1

International Tuberous Sclerosis Complex Consensus 
Conference (2012) recommended genetic and clinical criteria for 
diagnosis of tuberous sclerosis. The genetic criterion consists of a 
pathogenic mutation in the TSC1 or TSC2 genes. The clinical criteria 
consist of 11 major and 6 minor (Table 1) criteria. Clinically, definite 
diagnosis: 2 major features or 1 major with ≥2 minor features, 
possible diagnosis: 1 major feature or ≥2 minor features.1

The classical Vogt’s triad consists of: epilepsy, low intelligence 
and adenoma sebaceum (epiloia) (Reddy et al.).4

Tuberous sclerosis complex is associated with significant 
psychiatric comorbidities like anxiety, depression, aggression, 
ADHD, disruptive behavior and are frequently reported.5 However, 
comorbidities like cases of psychosis, schizophrenia, bipolar 
disorder, auditory hallucinations, alcoholism are less frequently 
reported.6

Here, we are presenting a casereport of tuberous sclerosis 
complex with comorbid psychosis presenting with antipsychotics 
induced extrapyramidal symptoms (EPS).

cA s e  de s c r I p t I o n 
A 21-year-old male from rural background presented to Psychiatry 
Department of Silchar Medical College and Hospital on 15-04-2019 
during emergency hours with a history of insidious onset of 
abnormal behaviors for 5 months, which were exacerbated in 
the preceding couple of weeks, without any major life-event or 
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Table 1: Clinical criteria of tuberous sclerosis

Major features Minor features
• Hypomelanotic macules  

(≥3, at least 5 mm  
diameter)

• “Confetti” skin lesions

• Angiofibromas (≥3) or  
fibrous cephalic plaque

• Dental enamel pits (>3)

• Ungual fibromas (≥2) • Intraoral fibromas (≥2)
• Shagreen patch • Retinal achromic patch
• Multiple retinal  

hamartomas
• Multiple renal cysts

• Cortical dysplasias* • Nonrenal hamartomas
• Subependymal nodules
• Subependymal giant cell 

astrocytoma
• Cardiac rhabdomyoma
• Lymphangioleiomyomatosis  

(LAM)†

• Angiomyolipomas (≥2)†

*Includes tubers and cerebral white matter radial migration lines
†A combination of the two major clinical features (LAM and angiomy-
olipomas) without other features does not meet criteria for a definite  
diagnosis
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stress preceding these symptoms. Abnormal behaviors reported 
included fearfulness, muttering, smiling to self, anger outbursts 
without any apparent reason, hearing voices not heard by others 
and self-injurious behavior in the form of beating himself. All these 
symptoms occurred in the backdrop of a history of episodic jerky 
movements of limbs with tonic contractions and associated loss 
of consciousness.

On detailed enquiry, informants gave history, supported 
by documents, that he had been admitted in SMCH Medicine 
Department in Silchar Medical College Hospital on 09-01-2012 for 
appearance of nodules in face, hypopigmented lesion in whole 
body with episodes of involuntary jerky movements of the limbs, 
lasting a few seconds along with urinary incontinence at times and 
brief staring spells. He was then diagnosed as a case of tuberous 
sclerosis and was put on tab phenytoin 300 mg per day in divided 
dose and oral multivitamin and was discharged on 16-01-2012 with 
same medications. He was completely seizure free for subsequent 
5 years with daily oral phenytoin of 300 mg.

However, starting from 2017, he started having occasional 
breakthrough seizures while on the previous medication. His latest 
seizure attack had been on 01-04-2019, i.e., two weeks prior to this 
presentation.

Mental state examination revealed inadequate eye contact, 
poor personal hygiene, blunted affect with delusion of persecution 
and auditory hallucinations. He was provisionally diagnosed 
as a case of other mental disorders due to brain damage and 
dysfunction and to physical disease (F06 according to ICD-10). 
Tab phenytoin was stopped, and he was initiated with tab sodium 
valproate 800 mg per day in divided doses, tab risperidone (3 mg) 
and trihexyphenidyl hydrochloride (2 mg) once daily and tab 
lorazepam 2 mg at bedtime.

After a few days patient was bought again to SMCH psychiatry 
OPD with complaints of agitation, restless feeling, increased anger, 
tremulousness of hands, decreased oral intake, increase salivation, 
slowness of daily activities, along with fearfulness and hearing 
of voices. These symptoms appeared after taking medication 
prescribed on 15-04-2019 for 5–7 days. So, he was admitted in male 
psychiatry ward for detailed evaluation.

Further evaluation following admission revealed that he 
was born of a nonconsanguineous marriage, was delivered 
vaginally at home following an uneventful labor with no postnatal 
complications. He showed delay in developmental milestones—
walking without support at 2 years of age, speaking monosyllables 
at 3 years of age. He used to remain aloof and self-absorbed in 
his childhood. He was admitted in primary school at 6 years of 
age, but due to problem in coping up with peer groups as well 
as poor academic performance, he was dropped out from school. 
At 9 years of age, he started developing small nodules over his nose 
and gradually multiple nodules appeared all over his facial region 
along with multiple hypopigmented lesions on his body (3 in back, 
2 in upper thighs). Along with this he had first episode of seizure 
in 11 years of age lasting 2–3 minutes. Clusters of attacks occurred 
at 2–3 weeks intervals. He developed brief staring spells, occurring 
2–3 times per month. He walked independently, could follow simple 
commands, could feed himself, could perform daily routine activities 
of self-care without assistance. He spoke minimally but with history 
of hypergraphia. For a major part of the day he scribbled and drew 
scenic pictures and human figures when provided with pencils 
and paper. He did not have any formal training in painting. There 
was no family history of any neurological or psychiatric disorder. 

But his father had a few nodules on his face and nasal bridge in a 
scattered fashion.

Physical examination findings were like this: blood pressure = 
110/70 mm Hg, pulse rate = 82/minute. There was pallor, but no 
icterus, cyanosis, nail abnormalities, or palpable neck or axillary 
lymph nodes. He had bilateral fine hand tremors, bradykinesia, 
angiofibromatous nodules over whole of oro-facial region including 
nose and forehead. Hypopigmented lesions (total 5 in number) 
were evident over his lower back and thighs. He also had multiple 
crinkled skin lesions (Shagreen patches) over his back.

Mental state examination revealed average built, poor 
hygiene, decreased psychomotor activity, with the patient being 
uncooperative, and rapport could not be established. Speech was 
slurred, was of low tone, and was irrelevant at times. Mood was 
fearful with moderately apprehensive, appropriate, reactive, labile 
affect with a wide range. Thought revealed delusion of persecution, 
which was encapsulated and well-systematized. Auditory 
hallucination was present. His intelligence was low (IQ = 60) with 
impaired abstract thinking, judgement and reasoning and insight 
being grade I (Figs 1 to 3).

Routine laboratory investigation findings were within normal 
range except low Hb (7.8 g/dL).

Among radiological findings, CT-scan brain showed multiple 
subependymal calcified nodules bilaterally in the region of body of 
lateral ventricles (Fig. 4). Chest X-ray, ECG and USG whole abdomen 
showed no abnormality. Ophthalmological findings were normal.

Provisionally the patient was diagnosed according to ICD-10 
criteria as other mental disorders due to brain damage and 
dysfunction and to physical disease (TSC) with mild mental 
retardation (F06 with F70) with acute drug induced EPS.

He was started with IV infusion fluids, injectable multivitamin, 
trihexiphenidyl hydrochloride 4 mg orally per day in divided doses 
and sodium valproate 800 mg orally per day in divided doses. 
Patient’s restless agitated behavior decreased and gradually his 
hand tremors and bradykinesia along with slurring of speech 
decreased. He was then discharged with tab olanzapine 10 mg, tab 
sodium valproate 800 mg in divided doses and tab trihexyphenidyl 
hydrochloride 2 mg. On first follow-up visit after 10 days, his 
psychotics symptoms were found to be improved but not 
significantly. He was seizure free. However, he again developed EPS. 
He was then advised tab risperidone 2 mg and tab trihexyphenidyl 
2 mg per day along with sodium valproate in the earlier dose. 

Fig. 1: Facial angiofibromas (adenoma sebaceum)
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Later, after around 6 weeks he developed a breakthrough seizure 
episode when he was again brought to our OPD. By that time his 
psychotic symptoms showed improvement. His valproate dose was 
increased to 1,000 mg per day in divided doses. In subsequent visits, 
the risperidone dose was gradually reduced. Now he is maintaining 
well with risperidone 0.5 mg per day, valproate 1,000 mg per day, 
seizure free. Now he is more concerned with body dysmorphism, 
mainly facial. Patient and attendant were counselled regarding this.

dI s c u s s I o n 
Early diagnosis of TS is important through clinical, radiological 
evaluation. Regular monitoring of the individual is very important, 
as it affects all the system of the body. In this case, development 
of symptoms is in sequences as follows—skin lesion at 9 years of 
age, first seizure episodes at 11 years of age followed by cognitive 
decline, changes in temperament, behavior and finally psychotic 
symptoms. Psychotic symptoms are not uncommon in children 
with tuberous sclerosis; a study on 90 children reported more 
than 50% having psychotic behavior.7 About 62% of patients with 
TS have some form of epilepsy.8 In a range of 38% (Webb)9—64% 
(Gillberg)5 presented with intellectual disability and cognitive 
impairment. A study by Ebrahimi-Fakhari et al.,10 the majority of 

patients presented with CNS involvement—cortical dysplasia 
in 51.5%, subependymal nodules in 47.7% and seizure disorder 
overall in 69.8%.11 Dermatological manifestations like angiofibroma, 
shagreen patches are recognized manifestation in adults10 as in 
this case report.

TS affects both patient and family physically and psychologically. 
It is considered a rare disorder. There is no specific treatment for the 
disease but a 20th month follow-up study of 113 patients reported 
that antipsychotic medication can improve the mental symptoms 
and stabilize the mood of individuals with TS (Chung et al.).3 Current 
guidelines on the management of epilepsy in TS emphasizes greatly 
on early recognition and prompt treatment of epilepsy.12 Multiple 
drug therapies are ongoing and research projects are being carried 
out in the world for further workup of the genes involved and 
treatment strategies.

co n c lu s I o n 
Psychological intervention and pharmacotherapy combined 
brought seizure and psychotic process under control in this case. 
Patient was on regular follow-up. Patient reported feeling of 
anxiousness, body dysmorphism. Reassurance was given. As the 
patient was hypergraphic, he was encouraged to culture his skills 
in a better way. As he is having mild intellectual disability, cognitive 
enhancement training is advised. Parents were made to understand 
about the disease and be aware of the emotional needs of the child. 
Further, they were advised to continue the medication and warning 
signs of seizure and abnormal behavior was explained. Necessity 
of regular follow-up visit was also explained.
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Ab s t r Ac t 
Literature highlights that globally, female sexual dysfunction (FSD) is highly prevalent and has relevant interface with psychiatric disorders 
and women’s mental health. It is described to have complex biopsychosocial etiopathogenesis. Psychiatric disorders such as mood disorders, 
schizophrenia, substance use disorders, anxiety disorders, eating disorders, and personality disorders in women are described to have high 
comorbidity with FSD. Certain medical conditions have also been linked to FSD. Neurobiological and genetic studies have highlighted novel 
mechanisms for FSD. The clinical assessment of FSD needs detailed evaluation and special diagnostic and interview techniques. Management 
of FSD poses unique challenges with currently limited evidence base for psychopharmacological and psychotherapy management.
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Indian Journal of Private Psychiatry (2019): 10.5005/jp-journals-10067-0028

In t r o d u c t I o n 
Globally, female sexual dysfunction (FSD) has emerged as an 
important problem that needs to be addressed for enhanced 
clinical care.1 Decreased desire for sexuality has been reported as 
the most common complaint among women experiencing sexual 
dysfunction.2 Studies have found that up to 43% of women can be 
affected with FSD.3 Some studies highlight that the prevalence can 
vary from 20% to 50% with various factors such as data collection 
instruments, cutoffs use, cultural factors, diverse definitions, etc., 
affecting the overall reported prevalence in literature.4

de f I n I t I o n 
Female sexual dysfunction can be defined as a disorder of sexual 
desire, arousal, or orgasm, and/or sexual pain, which can lead to 
personal distress as well as impact the quality of life and personal 
relationships.5

cl A s s I f I c At I o n 
There is no separate category of FSD in the ICD 10, and it describes 
sexual dysfunction in the broader F52 category with heading 
of sexual dysfunction not caused by organic condition. There is 
description of lack or loss of desire, sexual aversion and lack of 
sexual enjoyment, failure of genital response, orgasmic dysfunction, 
nonorganic vaginismus and nonorganic dyspareunia, and 
excessive sexual desire.6 DSM-5 mentions female sexual interest/
arousal disorder, female orgasmic disorder, and genitopelvic pain/
penetration disorder as subtypes of FSD.7

ne u r o b I o lo g y A n d  ge n e t I c s 
Female sexual dysfunction is considered to be very complex 
etiopathologically and no single cause can be pinpoint attributed 
to the causation with absolute certainty.8 Neurobiological studies 
describe that hypoactive sexual desire disorder can have an 
association with fronto-limbic-parietal dysfunction with problems 
in neurocircuitry of sexual desire especially at the brain neuronal 
network and the self-referential brain network.9 Neurogenetics 
studies in FSD highlight that THNSL2 and SLC6A19, which have been 
linked to weight and adiposity, might represent novel candidates 

for sexual problems in women and an interesting association of a 
shared genetic common component between anxiety sensitivity 
and FSD.10 The putative role of the exon 3 repeat region, and the 
C-521T and C-616G promoter region SNPs and a consistent role for 
dopamine specifically DRD4 receptor gene expression and protein 
concentrations at the neuroreceptor-based genetics has been 
described in literature.11

fsd I n  yo u t h A n d  el d e r ly 
There have been studies highlighting the role of hormones, 
menopause, ageing, metabolic factors, and psychosocial stressors 
modulating FSD in elderly.12 Contrary to the popular belief, FSD is 
even affecting young women especially with confounding factors of 
severity of psychopathology, use of certain psychiatric medications, 
lower medication adherence, and negative perceived experiences 
related to sexuality13 Women above 40 years of age have described 
more problems with sexuality especially in clinic-based studies.14 
Sexual functioning-related changes with the ageing process in 
women were more described to be in the desire and arousal domain 
in certain literature.15

Wo m e n’s  me n tA l  he A lt h ,  Ps yc h o s o c I A l 
fAc to r s, A n d  fsd
There has been a role of cultural factors, stigma, psychosocial 
factors, gender inequality, beliefs, and taboos, which can lead 
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to underexpression of sexual problems in women as well as 
underrecognition and undertreatment.16 Stressors in relationship, 
marriage, sexual victimization, emotional abuse, violence, 
childhood sexual abuse, and trauma in the past and ongoing trauma 
have been found to have correlations with FSD.17–19

Ps yc h I At r I c  dI s o r d e r s A n d  fsd
Depression and FSD
Certain studies have found very high prevalence of FSD with 
depression as high as 90% regardless of the type and severity of 
depression. Depression associated with medical comorbidities 
further enhances problems with sexual functioning in women.20

Substance Use and FSD
Studies have reported high prevalence of 34.2% in patients who 
take substances, and severe nicotine dependence has been 
described to increase the chances of having sexual dysfunction 
by 2.72-fold in women.21 Literature recognizes that women with 
mood, anxiety, and substance dependence have elevated scores 
on problems with sexual satisfaction even after controlling for 
confounders. Bipolar disorders and comorbid alcohol and drug 
dependence reduce sexual satisfaction in women.22–25

Schizophrenia and FSD
Studies have highlighted the association of schizophrenia in 
women and sexual dysfunction in as high as 70% of patients. It was 
further found that impaired desire was the most common problem 
reported by all women.26

Bipolar Disorders and FSD
Sexual problems have also been studied in women with bipolar 
disorders and they have been associated with mood, cognitions, 
and perceptions.27

Personality and FSD
The role of personality, negative coping, introversion, not being 
open to new experiences, and emotional instability has been 
described in women with FSD.28

Obsessive Compulsive Disorder and FSD
Female patients with obsessive compulsive disorder (OCD) also 
reported sexual avoidance (60.6%) and anorgasmia (24.2%), 
and literature also describes sexual dysfunction unrelated to 
pharmacotherapy in patients with OCD.29

Anxiety Disorder and FSD
Sexual dysfunction was found to occur in 64% of women with panic 
disorders.29 Sexual dysfunction has also been described in women 
with anxiety disorders related to the cognitive and neurobiological 
threat of performance anxiety.30

Eating Disorders and FSD
Eating disorders have also been linked to problems with sexual 
functioning in women.31

Drug-related Sexual Dysfunction
Certain drugs can affect sexual function through multiple 
pathways. Drugs that affect the central serotonin, dopamine, and/
or prolactin signaling pathways have been putated to play an 
important role.32 Literature highlights that a significant percentage 

of women taking medications report varied levels of problems 
in sexual functioning.33 Postsynaptic dopamine antagonism, 
prolactin elevation, and α1-receptor blockade may have a role in 
antipsychotic-induced sexual dysfunction.34 Psychotropic drugs 
use can cause associated sexual dysfunction and these can affect 
compliance and adherence.35 However, certain literature highlights 
that female gender along with depression can increase the 
association of FSD regardless of the type of drug use with putative 
role of cognitions at the neurobiological level.36–38

mu lt I P l e  fsd
Literature has consistently highlighted that problems in desire or 
arousal are most common; however, emerging literature highlights 
that many women in significant numbers experience multiple 
sexual dysfunctions.17

me d I c A l co n d I t I o n s A n d  fsd
Certain medical conditions have been linked to FSD including 
atherosclerosis, peripheral arterial disease and hypertension, 
posthysterectomy, heart disease, hypertension, diabetes, obesity, 
smoking, stroke, polycystic ovary syndrome, and metabolic 
syndrome.39

cl I n I c A l As s e s s m e n t I n  fsd
Detailed history taking in psychiatry and clinical interview forms 
a very vital part in diagnosis and clinical management of patients 
experiencing sexual problems. It is suggested that the clinical 
history should assess more about clinical aspects of FSD such 
as (a) generalized or situational; (b) lifelong or acquired; (c) the 
level of distress and impact of FSD on personal life; and (d) the 
leading etiologies.24 It is recommended that clinicians explore 
attachment styles of patients, childhood experiences, abuses, 
onset of sexual activity, personality, cognitive schemas, infertility 
concerns, and sexual expectations. Assessment of psychiatric 
comorbidity should be carried as part of the detailed evaluation.2 
The role of relationships, marital life, familial, work-related stressors, 
negative coping, medical comorbidity, existing medications, 
and substance use history must also be explored. Laboratory 
assessments for appropriate medical comorbidity known to be 
associated in FSD based on age and individual medical history 
can include complete blood count, metabolic workup, screening 
for diabetes, dyslipidemia, thyroid dysfunction, and nutritional 
deficiencies, which may be done based on reviewing available 
literature and the clinical profile of the patient. Certain literature 
highlights need for endocrinological and gynecological liaison 
workup in certain cases and need for hormonal and metabolic 
profile assessment as indicated on an individual case-to-case 
basis. The International Consultation on Sexual Medicine Group 
has proposed an updated algorithm for diagnostic evaluation of 
FSD with specific recommendations for sexual history taking and 
diagnostic evaluation. It also recommends the use of standardized 
scales, checklists, and validated questionnaires in routine clinical 
care.40 It was also found that low sexual desire was more specifically 
associated with levels of free testosterone and androstenedione, 
but FSD in general was not associated with androgen levels.41

Ph A r m Acot h e r A Py 
The hormone therapy, including estrogens, testosterone, tibolone, 
and dehydroepiandrosterone, has been tried in certain studies 
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of postmenopausal women, which have discussed the potential 
use of on-demand combined hormonal (testosterone) and 
nonhormonal (buspirone or sildenafil) treatments to address possible 
neurophysiological profiles of women.42 Flibanserin, a centrally acting 
medication targeting the serotonin, dopamine, and norepinephrine 
systems, has received FDA approval for low sexual desire in women.2 
There is lack of randomized clinical trials assessing the effects of 
switching to currently available antidepressant agents with lower 
rates of adverse sexual effects, the role of psychological or mechanical 
interventions, or of techniques such as drug holidays. The addition of 
bupropion at higher doses has been shown to be useful for women 
experiencing selective serotonin reuptake inhibitors (SSRI)-related 
sexual dysfunction.43 Sildenafil has been studied in treatment of 
antipsychotic-induced sexual dysfunction in men with schizophrenia 
but has not been studied in women with FSD as per higher levels of 
evidence. Further well-designed randomized control trials addressing 
these critical psychopharmacological aspects are needed.35 
Treatment of adverse sexual effects can be pharmacological (dose 
reduction, drug discontinuation or switching, augmentation, or 
using medications with lower adverse effect profiles).33 There is not 
adequate evidence to support the use of oxytocin or progesterone 
for FSD. There is some literature that suggests that treating 
hyperprolactinemia might be helpful in reducing FSD.39

Ps yc h ot h e r A Py 
Literature highlights that certain psychotherapies such as behavior 
therapy, Master and Johnson therapy, Jacobson progressive muscle 
relaxation, cognitive behavior therapy (CBT), psychoeducational 
therapies, exercise, and stimulation-based techniques have been 
tried and found to be useful in varied levels of evidence.33

Im P l I c At I o n s 
Biopsychosocial frameworks of treatment with holistic focus 
on medical, psychiatric, and psychosocial factors need to be 
considered for enhanced clinical care of patients with FSD.44 
Literature recommends that medical professionals must be well-
trained and sensitive to women suffering from FSD and be aware 
of diverse intersections with psychiatric disorders in women.45

co n c lu s I o n 
Female sexual dysfunction is an arena that intersects with psychiatry 
and women mental health and it still remains high in occurrence 
yet underrecognized and undertreated. Training and creating 
additional awareness in the domain of FSD and its intersection with 
psychiatric disorders is recommended.46
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In t r o d u c t I o n 
The internet and social media have transformed the way people 
live, learn, communicate, and make choices; even deciding on 
their healthcare professionals. These websites and applications 
are used by people across age, gender, region, socioeconomic, and 
educational spectrums. Content is easily and speedily created and 
shared covering all topics from ideas, careers, news, information, 
and professional and personal networking. It allows expression of 
identities of individuals and communities.

So c I a l  Me d I a  uS ag e I n  In d I a n  Po P u l at I o n 
India has approximately 450 million internet users (around 35% of 
the population), out of which around 260 million use some form of 
social media. Facebook is the leading social media platform in India 
with 241 million users followed by Instagram with 71 million users, 
LinkedIn with 42 million users, and twitter with 23.2 million users.1

Facebook is expected to reach 319 million users by 2021, while 
Instagram is gaining popularity in the younger age group.

So c I a l  Me d I a a n d  He a lt H c a r e 
A growing number of people have been turning to the internet 
for their health-related queries. However, much of the information 
available online is unreliable2 and non-research based. Social media 
streamlines these data and helps people sift through this vast 
amount of information. An article or patient information about 
mental health or disorders from a source shared by an acquaintance 
or more reliably a family member or friend who suffered similar 
symptoms in the past is perceived as more credible.

So c I a l  Me d I a  uS e S by  PS yc H I at r I S tS 
Utility
Social media is a great tool to enhance a doctors’ online presence. 
Networking with colleagues from psychiatry and other branches 
across the globe in formal and informal ways has become 
easier than ever before. Collaborating with other mental health 
professionals on academic programs, learning from each other, 
sharing events, and creating opportunities for spreading mental 
health awareness campaigns.

Increasing migration of the younger demographic (rural to 
urban or urban to urban) for academic, professional, or personal 
reasons means that the friendly neighborhood family physician is 
no longer the referral source to a specialist resulting in a surge in 
the utilization of the internet to find healthcare providers.

Potential patients may use the search engine of the social media 
platform to learn more about their disease or healthcare provider 

which may lead them to discover new healthcare providers; a 
positive, prominent social media presence helps generate more 
referrals.

In the age of online shopping, where purchase is made on the 
basis of reviews/references, consumers follow a similar selection 
process for their doctor, conducting an online search of his/her 
doctor before approaching for treatment.

On a social media platform, a psychiatrist may begin by 
following other mental healthcare providers or by writing on mental 
health topics themselves. This in turn also provides an extensive 
amount of information to patients.

Effective Use
Different social media platforms have their own strengths for 
disseminating information.

While twitter works best for sharing news and tweeting 
during live events, Facebook is better suited for longer, more 
in depth discussions and provides more ways to connect with 
followers.

Social media users scan posts rather than read them. 
Hence, information in posts must be presented in such a way 
that it stands out and grabs the viewer’s attention. In order to 
make an effective post, the American Psychiatric Association 
suggests that posts on any platform should possess the following 
characteristics:

• Brief: So users can quickly scan for keywords (e.g., depression) 
and main ideas.

• Relevant: So users can quickly see how topics relate to them or 
current events.

• Visually appealing: So it will stand out from the text and catch 
the readers eye.

To maximize the spread, posts must be curated to fit the format 
used by the respective platform.

Some examples of posts to be used in the more prominent 
social media are described below:
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• Facebook, with 2.4 billion, monthly, active users worldwide,3 is 
the most popular, free social networking sites in India. It allows 
registered users to create their profiles to stay in touch with 
family, friends, colleagues, and communities. Users can upload 
photos and videos, send messages, post their ideas and articles, 
create groups, events, and polls.

• Twitter allows users to read and post microblogs through their 
profiles. These posts limited to 280 characters are called tweets. 
Members can broadcast tweets, follow other profiles, and like 
and comment other tweets. To increase visibility of tweets, 
users can use trending “hashtags” and also tag other profiles 
related to the posts.

• Google+ (Google plus) is a networking project developed by 
Google and is designed to replicate off-line interactions more 
closely than other social media services. Its slogan is “Real-life 
sharing rethought for the web.”

• LinkedIn, launched in 2003, is created to suit businesses to 
establish network between employers and employees, and 
vendors and collaborators. Registered members can connect 
with trusted professionals from all sectors including health.

• Instagram may be considered a simplified version of Facebook. 
Content uploaded on Instagram consists exclusively of pictures 
and recently short videos. Like other social media platforms, one 
can interact with other users on the app by following other users, 
liking or commenting on their posts, sending direct messages, 
tagging people, and even saving photos. Users can post a story 
that will can be viewed by followers for 24 hours.

• Pinterest is a very popular site and app for curating images to be 
shared with others. The main focus on Pinterest is on visuals and 
the images are categorized with a brief description to create a 
“board” for easier search. Clicking on an image can take you to 
the related source for more detailed information.

• YouTube has, as of 2018, 245 active users in India as video content 
consumption grew due to increase is better and cheaper access 
to internet. Online videos especially in vernacular languages are 
growing in popularity. Content can be educational, instructional, 
creative, and promotional, etc. Users can start their own channels 
and upload videos of their preference. The number of likes, 
shares, and subscriptions to a video/channel further increases 
cross sharing to other sites.

Protecting Privacy
A very crucial component of using social media is safeguarding 
one’s privacy. Not all content uploaded to a social media profile 
might be intended to be seen by everyone on the internet. Some 
have sensitive information that can be viewed only by close friends 
and colleagues such as pictures of family members while some are 
even more sensitive such as mobile numbers and home addresses.

In order to safeguard your data, most social media platforms 
provide customizable privacy settings. This enables users to restrict 
the viewership of their content to only those they deem to be an 
appropriate audience.
Most every social media have three privacy settings

• Public—all content shared under this setting gives public access 
to it for viewing, commenting, and sharing.

• Friends/followers—posts under this setting allow those on 
the friends and followers list to have access to the private 
information listed on the profile.

• Locked—it means that all privacy settings have shut the page 
and the user “manages permission” on a case-by-case basis.

Some sites keep the privacy options flexible. Each post can 
have a different privacy setting allowing public, friends, or limited 
access. It is important to understand the different combinations 
of settings and applying them before posting content to avoid 
unintentional oversharing.

Ethical Considerations
The internet and social media expansion has extended ethical 
deliberations to the virtual world. The global, mutual information 
exchange that has achieved a hitherto unprecedented level of 
dynamism and pervasiveness.4

It would be prudent for a psychiatrist to separate personal from 
professional profiles. The use of business accounts encourages 
more trust by the viewer regarding the authenticity of the source 
and the material.

Since a psychiatrist must take all precautions to safeguard a 
patient’s confidentiality in identity and communication, social 
networking that might involve patients does not have utility in 
clinical settings. Many patients invite their doctors to connect on 
a social media platform. If the clinician accepts the invitation, it is 
by definition not confidential.5 Psychiatrists being able to access 
the digital footprint of their patients also raises the question of 
intrusion by the therapist, on areas of their lives that they may 
consider off limits or might not choose to disclose. Though posting 
said information on widely viewed and unrestricted sites and 
apps might be considered public behavior, people often share or 
exchange information online with a particular audience and time 
period in mind6 making this a breach of privacy.

Posting of content by healthcare professionals on social media 
too can pose problems. A study of blogs by healthcare providers 
found that 42% described patients and 18% described them 
negatively. Seventeen percent of posts describing patients were 
judged to contain sufficient related data in them that patients could 
identify themselves or their doctors and some blogs even included 
recognizable pictures of patients.7

Unreflective and excessive self-disclosure by psychiatrists, 
especially when they are engaged in psychotherapy, is another 
concern inherent in their use of social media. The model of the 
therapist as a “blank slate” dates back to Freud and Strachey, who 
depicted the ideal analyst as “opaque to his patients and, like a 
mirror, (showing) them nothing but what is shown to him.”8

When clinicians accept the request of a patient to become 
their online “friend,” the boundaries between the personal and 
professional become blurred which can contribute to a breakdown 
of boundaries in the doctor–patient relationship.9

At times, psychiatrists may outsource their social media 
management to commercial digital marketing teams in which case 
the psychiatrist may not double check all the content posted on 
various platforms the consequences of which could be disastrous 
to the individual psychiatrist and or to his/her institute.

Healthcare providers need not shun social media if they learn 
to use them judiciously.10 This should become easier for doctors as 
time goes on, since use is common among medical students and 
psychiatry residents, with a predicted six-fold increase in social 
media use by next generation physicians.11

co n c lu S I o n 
Considering the burgeoning presence and its expanding utility in 
our everyday lives, the contemporary psychiatrists must improve 
their social media literacy. They must acquire skills to use this 
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medium for mental health awareness, attention, and advocacy, 
while being alert to possible legal and ethical challenges. 
Irrespective of a desire to have a social media presence, our digital 
footprint is well-established; it is now time to own our virtual space 
and identity.
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Ab s t r Ac t 
International classification of diseases (ICD)-11 is expected to be operative on the first day of January 2022. The key principle in this revision is 
simplification of the coding structure, electronic tooling, along with incorporation of advancements that occurred over past 30 years, since the 
publication of ICD-10. For a classification of mental disorders, development of the ICD-11 has been the most global, multilingual, multidisciplinary, 
and participative revision process by far. Adoption of a life-span approach, incorporation of a dimensional approach, provision of consistent 
and systematically characterized information as per recent evidence, and culture-related guidance along with effort for destigmatization are 
the salient features of this revision. In this review, we highlighted the process of developing the clinical description and diagnostic guidelines 
(CDDG), discussed the new disorders that were added with rationale, and last described the salient features of disorder grouping, pointing the 
key changes from ICD-10.
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In t r o d u c t I o n 
International classification of diseases is the foundation for the 
identification of health trends and statistics globally and the 
international standard for reporting diseases and health conditions. 
There had been a substantial advancement in medical science over 
the past 30 years since the endorsement of ICD-10 in May 1990 by 
the 43rd World Health Assembly—often found to be outdated both 
clinically and from a classification perspective. Minor updating of the 
ICD chapters probably would not be sufficient enough. Additionally, 
increasing need to operate in an electronic environment in this modern 
era also expedited the development of 11th version. On June 18, 2018, 
the World Health Organization (WHO) released a pre-final version of 
the 11th revision of ICD for mortality and morbidity statistics to its 
194 member states, for review and preparation for implementation 
including translating ICD into their national languages.1 International 
classification of diseases-11 was subjected to be submitted to the 
144th Executive Board Meeting on January 2019 and the 72nd World 
Health Assembly in May 2019; following endorsement, member states 
will start reporting using ICD-11 on January 1, 2022.

International classification of diseases defines the universe 
of diseases, disorders, injuries, and other health conditions in a 
comprehensive, hierarchical fashion that allows for secured storage, 
retrieval, and analysis of health information for evidence-based 
decision-making, sharing and comparing health information between 
hospitals, regions, settings, and countries. Contrary to the prevailing 
view that clinicians only use the classification to obtain diagnostic 
codes for administrative and billing purposes, a recent survey2 
suggests that clinicians somewhat regularly use the CDDG and 
often review them systematically when making an initial diagnosis. 
Publication of the CDDG version of ICD-11 is expected following 
approval of the overall system by the World Health Assembly.3

be h I n d t h e  Le n s :  MA k I n g o f  Icd-11 
cddg
The WHO Department of Mental Health and Substance Abuse had 
been responsible for coordinating the development of major four 

ICD-11 chapters: mental, behavioral, and neurodevelopmental 
disorders; disease of nervous system; sleep–wake disorders; 
and conditions related to sexual health (jointly with the WHO 
Department of Reproductive Health and Research).

A series of working groups, generally organized by disorder 
grouping, were appointed by the WHO Department of Mental 
Health and Substance Abuse to make the recommendations 
regarding the structure and content of the ICD-11 CDDG. All groups 
included representatives from all WHO global regions—Africa, the 
Americas, Eastern Mediterranean, Western Pacific, Europe, and 
Southeast Asia—that included almost 80% of the world’s population 
from lower- and middle-income countries.4 Importance of global 
applicability was also strongly emphasized to working groups. 
Working groups were asked to submit their recommendations as 
“content forms,” including consistent and systematic information 
for each disorder that provided the basis for the guidelines and 
supposed to reduce the lack of consistency often found to be 
the shortcoming of the ICD-10 CDDG.

There was significant overlapping in time frame and workgroups 
while the development of the ICD-11 CDDG and the diagnostic and 
statistical manual-5 (DSM-5) by American Psychiatric Association. 
ICD-11 working groups were asked to consider the clinical utility 
and global applicability of material being developed for the DSM-5 
aiming to minimize random or arbitrary differences between the 
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ICD-11 and the DSM-5, although justified conceptual differences 
were permitted.

The ICD-11 field study program used novel methodologies 
for studying the clinical utility of the draft diagnostic guidelines, 
including their consistency and accuracy of the application by 
clinicians. Most of the studies have been conducted in a time frame 
to allow their results to provide a basis for revision of the guidelines 
to address any observed weaknesses.5

The global participation has been ensured by establishing the 
global clinical practice network (GCPN) to allow directly mental 
health and primary care professionals from all over the world to 
participate through internet-based field studies. More than half 
of GCPN members are physicians, predominantly psychiatrists, 
and 30% are psychologists, and it has expanded to include nearly 
15,000 clinicians from 155 countries with the gigantic proportions 
coming from Asia, Europe, and the Americas.6 The GCPN studies 
have been conducted in Japanese, Chinese, Russian, Spanish, and 
French, in addition to English, and have included an examination 
of results by language and region to identify potential difficulties in 
global or cultural applicability. Clinic-based studies have also been 
conducted through a network of international field study centers 
located in 14 countries across all WHO global regions conducted 
in the local language to evaluate the clinical utility and usability of 
the proposed ICD-11 diagnostic guidelines in natural conditions.7

MA j o r  In n ovAt I o n s I n t h e  Icd-11 cddg
The important innovation incorporated in ICD-11 is the “life-span 
approach,” i.e., disorders distributed to the groupings with which they 
share symptoms rather than onset according to the age, resulting in 
deletion of the group—disorders usually occurring in childhood and 
adolescence. For example, separation anxiety disorder was shifted 
to the anxiety and fear-related disorders grouping.

“Essential features” have been described in ICD-11 that 
represent the characteristics that a clinician could reasonably 
expect to find in all cases. Though the lists of essential features in 
the guidelines superficially resemble diagnostic criteria, arbitrary 
cutoffs and symptom counts and duration were generally avoided. 
Such approach ensured the flexible exercise of clinical judgment 
and increased clinical utility.

Culture-related information was systematically incorporated 
based on a literature review on cultural inf luences on 
psychopathology and its expression for diagnostic grouping as 
well as a detailed review of culture-related material in the ICD-10 
CDDG and the DSM-5.

Another major innovation was incorporating dimensional 
approaches within an existing categorical system.8,9 Dimensional 
classification focuses on relevant aspects of the clinical presentation, 
which is more consistent with recovery-based psychiatric 
rehabilitation approaches. The dimensional potential is robustly 
realized in the classification of personality disorders.10

ov e r v I e w o f  st r u c t u r e o f t h e  Icd-11 
ch A p t e r o n  Me n tA L ,  be h Av I o r A L,  A n d 
ne u r o d e v e Lo pM e n tA L  dI s o r d e r s 
The flexible alphanumeric coding structure allowed for a much 
larger number of groupings than the decimal coding system in 
ICD-10, which allowed having a maximum of 10 major groupings 
of disorders. Diagnostic groupings in ICD-11 were created based 

more closely on scientific evidence and the needs of clinical practice 
(e.g., anxiety disorders were included as part of the heterogeneous 
group of neurotic, stress-related, and somatoform disorders). 
Two formative field studies were conducted11,12 to examine the 
conceptualizations held by mental health professionals around 
the world regarding the relationships among mental disorders. 
An effort was made to keep away the disparities between the 
organizational structures of DSM-5 and ICD-11.

The Kraepelinian organization of disorders followed in ICD-10 
was shifted to a more scientific one. The organization principle 
followed a developmental perspective (neurodevelopmental 
disorders appear first and neurocognitive disorders last in the 
classification henceforth) and disorders were grouped together 
based on putative shared etiological and pathophysiological factors 
and shared phenomenology as well.

The impractical organic–nonorganic dichotomy for sleep- 
and sex-related disorders was discarded in ICD-11. While a 
separate chapter has been created for sleep–wake disorders that 
encompasses all relevant sleep-related diagnoses, another new 
integrated chapter for conditions related to sexual health has been 
added to house a unified classification of sexual dysfunctions and 
sexual pain disorders.13

Transgender identity has been destigmatized by moving from 
the mental disorders chapter to the new sexual health chapter 
and was renamed as “gender incongruence” explicitly stating that 
gender variant behavior and preferences alone are not sufficient 
for making a diagnosis.13

nov e L  Ad d I t I o n s I n  Icd-11
Quite a few numbers of new disorders have been added to the 
ICD-11 chapter on mental, behavioral, and neurodevelopmental 
disorders.

Catatonia
The change in conceptualization of catatonia had been claimed 
from many years to give it an individual status, and this is for 
the first time catatonia was given the status of an independent 
syndrome. An entirely new diagnostic grouping for catatonia (at 
the same hierarchical level as anxiety and fear-related disorders, 
mood disorders, etc.) has been added in the ICD-11. Three out of 
twelve core features are needed for the diagnosis of this syndrome. 
Three conditions are included in the new diagnostic grouping: (a) 
catatonia associated with another mental disorder, (b) catatonia 
induced by psychoactive substances, including medications, and (c) 
secondary catatonia, i.e., caused by a medical condition along with 
the addition of “catatonia not otherwise specified (NOS)” group.14

Bipolar Type II Disorder
DSM-IV has already introduced bipolar type II disorder, requiring 
an absence of manic episodes along with at least one hypomanic 
episode plus at least one major depressive episode to diagnose. 
ICD-11 also included this with the supporting evidence of differences 
in antidepressant monotherapy response,15 neurocognitive 
measures,15,16 genetic effects,17 and neuroimaging findings18,19 
between bipolar I and II disorders.

Body Dysmorphic Disorder
Recognizing its distinctive symptomatology and similarities to 
obsessive-compulsive disorder, body dysmorphic disorder has been 
included in the obsessive-compulsive and related disorder (OCRD) 
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grouping in the ICD-11.20 Such inclusion excluded the confusing 
terms like hypochondriasis or dysmorphophobia and made it easy 
to differentiate from delusional disorders.

Olfactory Reference Disorder
In clinical settings, such conditions were not uncommon. This 
disorder is characterized by a persistent preoccupation of 
emitting a perceived foul or offensive body odor or breath that 
is either unnoticeable or only slightly noticeable to others. This 
is accompanied by repeated checking or reassurance-seeking 
behavior and marked avoidance of social situations.21,22 Olfactory 
reference disorder is included in the ICD-11 OCRD grouping.

Hoarding Disorder
Individuals affected by hoarding disorder are often underrecognized 
and undertreated, which argues from a public health perspective 
for its inclusion in the ICD-11.23 Sufficient shreds of evidence 
support hoarding disorder as a separate and unique disorder.24 
Clinical characteristics were kept in line of DSM-5, i.e., accumulation 
of possessions, due to their excessive acquisition or difficulty in 
discarding them, regardless of their actual value.25

Excoriation Disorder
In view of similarities in phenomenology, patterns of familial 
aggregation, and putative etiological mechanisms, another 
new diagnostic subgroup naming body-focused repetitive 
behavior disorders, has been added to the OCRD grouping, 
including trichotillomania (was under habit and impulse 
disorders in ICD-10) and a new condition, excoriation disorder 
(also known as skin-picking disorder). Excoriation disorder (and 
trichotillomania) is distinct from other OCRDs, as the behavior 
found to be rarely preceded by cognitive phenomena such as 
intrusive thoughts, obsessions, or preoccupations, but sensory 
experiences.26

Complex Post-traumatic Stress Disorder
The addition of complex post-traumatic stress disorder (PTSD) to 
the ICD-11 is justified based on the evidence of poorer prognosis 
and benefit from different treatment modalities as compared to 
individuals with PTSD42. Complex PTSD describes an additional 
feature of persistent, pervasive, and enduring disturbances, in 
affect regulation, self-concept, and relational functioning, and so 
replaces the overlapping ICD-10 category of enduring personality 
change after catastrophic experience.27

Prolonged Grief Disorder
In response to the increasing evidence of a distinct and debilitating 
condition, persisting for an atypically long period following the 
loss (more than 6 months), that was not adequately described by 
ICD-10, prolonged grief disorder was added in ICD-11.43 Its inclusion 
and differentiation from the culturally normative bereavement and 
depressive episode is essential because of the different treatment 
selection implications and prognoses.28

Binge Eating Disorder
Frequent, recurrent episodes of binge eating (e.g., once a week or 
more over several months); subjective loss of control; experience of 
distress, guilt, or disgust; and not regularly followed by inappropriate 
compensatory behaviors (notable difference from bulimia nervosa) 
describe this disorder. Weight gain is not an essential feature though 
might be present. Inclusion of binge eating disorder overlaps 
ICD-10 diagnoses of other specified or unspecified eating disorder. 

Extensive research that has emerged during the last 20 years 
supports its validity and clinical utility.29

Avoidant/restrictive Food Intake Disorder
Avoidant/restrictive food intake disorder (ARFID) is characterized 
by intake of an inadequate quantity or variety of food to meet 
adequate energy or nutritional requirements in the absence of 
concerns about body weight or shape (difference from anorexia 
nervosa), resulting in weight loss or failure to gain in childhood or 
pregnancy. Its inclusion can be considered to be an expansion of 
the ICD-10 category “feeding disorder of infancy and childhood” 
and is likely to improve clinical utility across the life span (i.e., ARFID 
applies to children, adolescents, and adults) as well as maintaining 
consistency with DSM-5.29,30

Body Integrity Dysphoria
A rare disorder characterized by the persistent desire to have a 
specific physical disability (e.g., blindness, amputation, paraplegia, 
deafness) beginning in childhood or early adolescence. Often 
manifested in fantasizing about having the desired physical 
disability or engaging in “pretending” behavior. For a few individuals, 
this desire or preoccupation goes far beyond fantasy, and they 
pursue actualization of the desire through surgery (i.e., by procuring 
an elective amputation) or by self-damaging a limb to a degree 
where amputation remains the only therapeutic option (e.g., 
freezing a limb in dry ice).31

Gaming Disorder
Gaming disorder has been included in a newly added diagnostic 
group called “disorders due to addictive behaviors” (which also 
contains gambling disorder) in view of phenomenological and 
pathophysiological resemblance that became a global concern. 
It is differentiated from nonpathological gaming behavior by 
the production of clinically significant distress or impairment in 
functioning.32

Compulsive Sexual Behavior Disorder
This is characterized by a persistent pattern of failure to control 
intense, repetitive sexual impulses or urges for a minimum duration 
of 6 months or more; repetitive sexual activities become a central 
focus of the individual’s life despite adverse consequences such as 
repeated relationship disruption even when he or she no longer 
gets any satisfaction from it.

Although this category phenomenologically resembles 
behavioral addictions, it is included in the ICD-11 impulse control 
disorder section in recognition of the lack of definitive information. 
Such inclusion will help to address unmet needs of treatment-
seeking patients and possibly reducing shame and guilt associated 
with help seeking among distressed individuals.33

Intermittent Explosive Disorder
Although intermittent explosive disorder was introduced in the 
DSM-III-R, ICD-10 kept it only as an inclusion term under “other habit 
and impulse disorders.” It is reincluded in the ICD-11 impulse control 
disorders section in recognition of the substantial evidence of its 
validity and utility in clinical settings. This disorder is characterized 
by repeated brief episodes of verbal or physical aggression or 
destruction that represent a failure to control aggressive impulses, 
out of proportion to the provocation or precipitating psychosocial 
stressors, diagnosed only if not better explained by another 
disorders like oppositional defiant disorder, conduct disorder, and 
bipolar disorder.34
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Premenstrual Dysphoric Disorder
In the ICD-11, premenstrual dysphoric disorder (PMDD) is differ-
entiated from a more commonly occurring entity, premenstrual 
tension syndrome, by the severity. The inclusion of PMDD in the 
research appendices of the DSM-III-R and DSM-IV stimulated a 
great deal of research that established its validity and reliability. 
Premenstrual dysphoric disorder is cross-listed in the subgrouping of 
depressive disorders due to the prominence of affective symptoms, 
although its primary location is in the ICD-11 chapter on diseases 
of the genitourinary system.35 

su M M A ry o f  Icd-11 dI s o r d e r  gr o u p I n g 
A n d  Mo d I f I c At I o n s 
The addition of new disorders has been elaborated. Here is the 
summary of changes in the main disorder groupings of the ICD-11 
chapter on mental, behavioral, and neurodevelopmental disorders. 
ICD-11 working groups reviewed the shreds of evidence to achieve 
clinical utility and global applicability. Field trials were carried out 
accordingly.

Neurodevelopmental Disorders
Neurodevelopmental disorders come first in ICD-11 according to 
the life-span approach followed in entirety. Disorders of acquisition 
and execution of specific intellectual, language, motor, and social 
functions have been included here. The notable changes are 
renaming of mental retardation and disorders of psychological 
development of ICD-10 to disorders of intellectual development, an 
applauding effort to decrease the stigma associated. This provides a 
comprehensive set of behavioral indicators,36 tables for intellectual 
and adaptive functioning domains (conceptual, social, practical), 
organized according to age groups (early childhood, childhood/
adolescence, and adulthood) and four levels of severity (mild, 
moderate, severe, profound).

In autism spectrum disorder (ASD), both childhood autism and 
Asperger’s syndrome were incorporated. Qualifiers to embrace the 
extent of impairment were added.

Attention deficit hyperactivity disorder (ADHD) has been 
added in this group and replaced the term “hyperkinetic disorder.” 
This was an effort to indicate the common co-occurrence of other 
neurodevelopmental disorders, developmental onset, as well as to 
lessen the stigma by differentiating it from dissocial or disruptive 
disorders. Qualifiers like inattentive and hyperactive-impulsive 
were retained as ICD-10.

Chronic tic disorders (Tourette syndrome) were actually 
classified in the chapter on diseases of the nervous system but are 
cross-listed here in this group.

Schizophrenia and Other Primary Psychotic Disorders
The term “primary” has been incorporated here to exclude the 
cases of affective or induced psychosis,37 pointing that psychosis 
being the core feature. Other changes were in accordance with the 
DSM-5, like deemphasization of Schneiderian first-rank symptoms 
and elimination of subtypes of schizophrenia due to their lack of 
predictive validity or utility in treatment selection. Dimensions 
have been described, including detailed description (positive 
symptoms/negative symptoms/depressive mood symptoms, manic 
mood symptoms, psychomotor symptoms/cognitive symptoms). 
The “polymorphic” picture of the acute and transient psychotic 

disorder has been particularly emphasized for the diagnosis. 
Otherwise, no major conceptualization changes were done in 
schizoaffective disorder or schizotypal disorder.

Mood Disorders
While diagnosing a mood episode, a longitudinal pattern was given 
importance in ICD-11. Though symptom count was deemphasized, 
depressive disorder is one of the few places where it was used. 
Depressive symptoms are organized into three clusters—affective, 
cognitive, and neurovegetative. Hopelessness has been given 
special significance among cognitive symptoms in view of strong 
evidence of its predictive value.38 Persistent mood disorders 
in ICD-10, consisting of dysthymia and cyclothymia, has been 
eliminated39 and included in depressive disorders and bipolar 
disorders accordingly. Presence of typical contrapolar mixed 
symptoms confirms the bipolar type I diagnosis. Several qualifiers 
were added like mood episodes in partial or in full remission; 
severity of an episode (mild, moderate, or severe); and qualifiers for 
melancholic features, prominent anxiety symptoms, presence of 
panic attacks, seasonal pattern, and rapid cycling. Mixed depressive 
and anxiety disorder was shifted to depressive disorders in the 
ICD-11 due to prominence of mood symptoms.

Anxiety and Fear-related Disorders
Disorders primarily presenting with anxiety or fear were regrouped 
here.40 Separation anxiety disorder and selective mutism were 
shifted here according to the life-span approach. The ICD-10 
hierarchical exclusion rules have been eliminated, as this interfere 
with specific clinical attention. So generalized anxiety disorder 
(GAD) can co-occur with depressive disorders as long as symptoms 
are present independent of mood episodes. In agoraphobia, 
conceptual broadening is done to discard the narrower concept of 
fear of open spaces and related situations, such as crowds; rather, 
ICD-11 gives more stress on specific negative outcomes that would 
be incapacitating or embarrassing in the situations. Concept of panic 
disorder is kept same as ICD-10, while a “with panic attacks” qualifier 
can be applied to the other anxiety disorder diagnosis. And above 
all, separation anxiety disorder can be diagnosed in adults, where 
it is most commonly focused on a romantic partner or a child.40

OCRDs
Despite the phenomenological overlap, the OCRD group was 
introduced for differentiating from other anxiety disorders on 
the basis of presence of core feature of unwanted thoughts and 
related repetitive behaviors along with evidence of the shared 
validators among included disorders from imaging, genetic, and 
neurochemical studies.20 The group includes body dysmorphic 
disorder, olfactory reference disorder, hypochondriasis (illness 
anxiety disorder), and hoarding disorder. The subgroup of body-
focused repetitive behavior disorders, including trichotillomania 
(hair-pulling disorder) and excoriation (skin-picking) disorder, was 
introduced as both share the core feature of repetitive behavior 
without the cognitive aspect of other OCRDs. Tourette syndrome is 
cross-listed in this group because of its frequent co-occurrence with 
obsessive compulsive disorder (OCD). International classification 
of diseases-10 subtypes of OCD are eliminated because of the 
frequent presence of covert compulsions along with the addition 
of the qualifier “with poor to absent insight.” Depressive disorders 
are not prohibited anymore to be diagnosed with OCD in view of 
high co-occurrence.
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Disorders Specifically Associated with Stress
Reactions to severe stress and adjustment disorders in ICD-10 have 
been replaced by “disorders specifically associated with stress” in 
ICD-11. Reactive and disinhibited attachment disorders of childhood 
are reclassified to this group owing to the life-span approach. 
Addition and concepts of complex PTSD and prolonged grief 
disorder were explained earlier in this paper. Adjustment disorder 
is defined on the basis of the core feature of preoccupation (rather 
than only response) with a life stressor or its consequences, which 
indicates a conceptual change in ICD-11 and classified in “factors 
influencing health status or contact with health services.”27

Dissociative Disorders
The term “conversion” in ICD-10 is eliminated from the group 
title 68. International classification of diseases-11 dissociative 
neurological symptom disorder is presented as a single disorder 
with 12 subtypes, which is conceptually consistent with ICD-10 
dissociative disorders of movement and sensation. Dissociative 
fugue is not counted as a separate disorder but kept as a qualifier 
for dissociative amnesia. The ICD-10 possession trance disorder is 
separated into trance disorder (typically involves the repetition 
of a small repertoire of simpler behaviors) and possession trance 
disorder (a greater range of more complex behaviors exhibited). 
Dissociative identity disorder in ICD-11 corresponds to the concept 
of ICD-10 multiple personality disorder. Introduction of partial 
dissociative identity disorder covers several cases classified as 
unspecified in ICD-10. Depersonalization and derealization disorder 
is moved to the dissociative disorders group in the ICD-11 from other 
neurotic disorders group in the ICD-10.

Feeding and Eating Disorders
Due to life-span approach, feeding and eating disorders of 
childhood have been included as these are interconnected and 
could appear in individuals across a broader range of ages.41 Other 
than the addition of ARFID and binge eating disorder, conceptual 
upgradation is there in eating disorders according to recent 
researches. In the diagnosis anorexia nervosa, requirement for the 
presence of a widespread endocrine disorder has been eliminated; 
the threshold for low body weight in ICD-11 is raised from 17.5 kg/m2 
to 18 kg/m2. Bulimia nervosa can be diagnosed regardless of the 
current weight until the body mass index is not very low and even 
if there is only “subjective” binges in the absence of “objective” 
binges.29

Elimination Disorders
The term “non-organic” is removed from the ICD-11.

Disorders of Bodily Distress and Bodily Experience
The group includes two disorders: bodily distress disorder 
(represents ICD-10 concepts of somatoform disorders and 
neurasthenia) and body integrity dysphoria (mentioned earlier). 
While describing bodily distress disorder, more importance is 
given on excessive attention and preoccupation given on somatic 
complaints rather than the mere absence of medical explanations 
for bothersome symptoms.41 Qualifiers are (mild, moderate, or 
severe) in concordance with dysfunctioning.

Disorders Due to Substance Use and Addictive 
Behaviors
The major conceptual change entertained in substance use 
disorders is the addition of “single episode of harmful substance 

use,” which provides an opportunity for early intervention and 
prevention of escalation of use or harm, whereas the diagnoses 
of “harmful pattern” of substance use and substance dependence 
suggest the need for intensive interventions. Importantly, the 
so-called behavioral addictions naming gambling disorder 
(pathological gambling in ICD-10) and gaming disorder32 were 
introduced in this grouping. Recent evidence points toward 
similar neurobiology, especially activation and neuro-adaptation 
within the reward and motivation circuits,42 and important 
phenomenological similarities like a change from “impulsive to 
compulsive” use.

Impulse Control Disorders
The group includes kleptomania and pyromania. Significant 
changes are the introduction of intermittent explosive disorder 
and compulsive sexual behavior disorder,34,43 which reclassifies 
ICD-10 excessive sexual drive.

Disruptive Behavior and Dissocial Disorders
The group includes oppositional defiant disorder and conduct-
dissocial disorder. The new term was put for better reflecting the 
full range of severity of behaviors. Such disorders can be diagnosed 
across the life span; however, a qualifier has been added based 
on prognosis (earlier onset indicates more severe pathology and 
a more miserable course). The new addition of disruptive mood 
dysregulation disorder in DSM-5 invited much criticism and ICD-11 
tactfully avoids that by adding of another qualifier “with chronic 
irritability and anger,” which is based on the evidence that its 
presence significantly increases the risk for subsequent depression 
and anxiety.44

International classification of diseases-11 conduct disorder 
consolidates the three separate conduct disorder diagnoses (i.e., 
confined to the family context, unsocialized, socialized) classified 
in ICD-10, as psychosocial risk factors act simultaneously rather 
than separately.45

Personality Disorders
The crucial change entertained in ICD-11 was the addendum of 
qualifiers—mild, moderate, or severe—based on the pervasiveness 
of disturbances in the functioning of self, interpersonal dysfunction; 
severity and chronicity of emotional, cognitive, and behavioral 
manifestations; and the extent of psychosocial impairment. 
Practically as per ICD-10 classification, it had been noted that 
emotionally unstable personality disorder, borderline type, and 
dissocial personality disorder had been most frequently diagnosed 
condition in publicly available databases.46 Five trait domains 
were included: negative affectivity, detachment, dissociality, 
disinhibition, and anankastia. A new category naming “personality 
difficulty” actually refers to those individuals where deviant traits 
are present not up to the severity amounting to be labeled as a 
disorder.10

Paraphilic Disorders
Paraphilic disorder is the contemporary terminology more 
frequently used in research and clinical contexts and so is assigned 
to the group name than ICD-10 grouping of disorders of sexual 
preference. More focus was put on the fact that behaviors were 
acted on non-consenting others; resultantly, private behaviors, 
such as sadomasochism, fetishism, and fetishistic transvestism, have 
been eliminated as those found to be not relevant to public health. 
However, disorders like asphyxophilia, although being a solitary 
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private behavior, is kept in this group for an obvious reason under 
“other paraphilic disorder.”46

Factitious Disorders
The new grouping of factitious disorders includes factitious 
disorder imposed on the self and factitious disorder imposed 
on another. Malingering is not classified as a mental, behavioral, 
or neurodevelopmental disorder but appears in the chapter on 
“factors influencing health status or contact with health services.”

Neurocognitive Disorders
The group includes delirium, mild neurocognitive disorder (called 
mild cognitive disorder in ICD-10), amnestic disorder, and dementia. 
The syndromal characteristics of dementia are classified in the 
chapter on mental, behavioral, and neurodevelopmental disorders, 
whereas the underlying etiologies are classified in the chapter on 
diseases of the nervous system or other sections as appropriate. 
Dementia may be classified as mild, moderate, or severe.47

co n c Lu s I o n 
For a classification of mental disorders, development of the 
ICD-11 has been the most global, multilingual, multidisciplinary, 
and participative revision process by far. The ICD-11 mortality 
and morbidity statistics would be used by all member states 
for health statistics, as well as CDDG would be used in clinical 
settings, subjected to be modified according to individual 
country’s law, policies, and health structures. The major 
innovations like the incorporation of the life-span approach, 
integration of the dimensional approach, the inclusion of culture-
related information, inclination toward the biological approach, 
along with effort for destigmatization obviously strengthen its 
structure. Being the successor of DSM-5 in a time line, it probably 
could avoid few loopholes and criticisms arose for DSM-5; 
however, in most instances, these two classificatory systems have 
been tuned in the same frequency. So if a unified classification 
system is sought to be used worldwide, they probably would 
not be irrelevant.
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Ab s t r Ac t 
Descriptive methods of record keeping and studies have traditionally been the cornerstone of research into the study of human behavior. 
Quantitative research has been more prominent in current academic journals. Nevertheless, there has been a resurgence in the interest in 
qualitative research and the field of psychiatry provides ample opportunities for it. Qualitative research is ideally suited for research into 
psychological and social domains. Mental disorders are influenced by an interplay of psychological, social and anthropological elements. A 
qualitative approach to studying metal health conditions can thus have a wide-ranging repercussion, ranging for improving treatment methods, 
improving care delivery and affecting policy changes.
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In t r o d u c t I o n 
A psychiatrist in the course of his work needs to explore all 
aspects of a psychological phenomenon in order to diagnose 
an illness or plan a strategy for its management. This includes 
exploring all aspects of the thoughts, emotions and behavior of 
patients. Descriptive methods of record keeping and studies have 
traditionally been the cornerstone of research into the study of 
human behavior but of late, quantitative research have gained 
dominance. Quantitative research methods, being objective, having 
clear understanding of the processes involved in the research were 
considered to have a higher validity and reliability. This along with 
measurable components like quantity, frequency and associations 
between various components justified by the “p” value, favored 
publication of quantitative research papers in journals.

Nevertheless, the past few years have witnessed a growing 
interest in qualitative research as a parallel method in medical 
research.1 This is also observed in the recent rise of publications 
using qualitative methods. Even though in international purview, 
qualitative research is well established, in India it is yet to find its 
true place. One may often wonder what qualitative research entails 
and its know-how. We aim to familiarize the readers with the basics 
of qualitative research through the following paragraphs.

HI s to r I c A l  bAc kg r o u n d 
Qualitative research was first used by anthropologists and 
sociologists early in 20th century as a method of enquiry when 
they explored about cultures and groups. They reported by 
observing and talking to people about their lives. The 1960s saw 
a change brought about by emergent approaches to qualitative 
studies like the grounded theory (Glaser and Strauss, 1967). With 
increasing recognition of qualitative contributions to medical 
research, a special issue of “the Psychologist” appeared in 1995 
which was dedicated to qualitative studies. Since then, the 
importance of this form of research has been rising steadily more 
so with the improvement in the approaches and methodologies 
of researches.

WH At I s  QuA l I tAt I v e  re s e A r c H ?
Qualitative research methods are usually employed early on in 
a research project when we know little about a phenomenon. 

For instance, when we want to explore the challenges faced by 
patients with mental disorders teaching at schools, we have less 
information to start with. In order to understand the condition in 
its entirety, we need to interview persons from among the patients, 
their colleagues or their family members who can give information 
on our study question. These interviews form a source of data 
(written or oral), different from the numerical data provided by 
quantitative studies. Qualitative studies involve seeking answers 
to the “what,” “when” and “how” of a phenomenon. The language 
data so collected by interviews are further subjected to qualitative 
data analysis methods. This gives a better understanding to the 
phenomena and frame concepts about it.

The goal of qualitative research has been defined as “the 
development of concepts which help us to understand social 
phenomena in natural (rather than experimental) settings, giving 
due emphasis to the meanings, experiences, and views of all the 
participants. The findings of a qualitative study can be a prelude 
to further quantitative approaches such as forming questionnaires.

HoW I s  I t  dI f f e r e n t f r o m  QuA n t I tAt I v e  
me t H o d s ?
All research, whether quantitative or qualitative, must involve 
an explicit, disciplined, systematic approach, using appropriate 
methods that answers the research question.

Yet, a frequent question is asked about the difference 
between these two methods. The first disclaimer is they both 
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are not competitors rather they ideally should complement 
each other. The basic difference lies in their approaches to a 
phenomenon under study. This includes what they aim to achieve, 
their methods of data collection, the way these data are analyzed, 
the presentation of the results and the overall outcome of the 
study.2,3

To illustrate these differences, we can consider a study on 
stress among 10th grade high school students. A qualitative study 
would try to explore the different conditions leading to stress 
among these students and how they manage them. The study will 
attempt to increase our understanding of stress in these students 
by examining various aspects like why this is caused, what is the 
impact and how do these students perceive and manage it. On 
the contrary, a quantitative study would include an assessment 
of biological parameters, psychological scales and other data to 
find ways to measure the stress. Whereas the qualitative approach 
can be holistic, the quantitative approach can be reductionist in 
its approach.

The methods of date collection also differ in the two. Qualitative 
studies collect information through interviews, observations or 
records. These are usually “language” data. The data so collected 
are in the natural or “real world” settings of the participant. Differing 
from this, the data collection in quantitative studies are done by 
using measurable parameters, scales and questionnaires and 
these are in “numerical” form. The data is collected in structured 
settings. Whereas a qualitative enquiry explores for the “why” and 
“what” of a phenomenon, the quantitative methods look for the 
“frequency” of the event by asking questions like “how often” and 
“how many.” Through its methods, qualitative research comes 
up with new ideas and hypotheses regarding a phenomenon. In 
contrast, quantitative researchers have a hypothesis to begin with 
and a clear view regarding different aspects of the research before 
data are collected.

A qualitative research question usually seeks to study a 
phenomenon in a special subgroup of a population such as ethnic 
groups or specific patient groups. This does not inherently aim 
at generalizability. In contrast, by eliminating all but measurable 
variables, quantitative approaches attempt to generalize the 
findings. Besides these, the role of the researcher also differs 
in both forms of study. He remains detached in quantitative 
research as an objective observer whereas he participates in the 
qualitative research, influencing the process. Thus, quantitative 
and qualitative methods are two different modes of inquiry where 
one can complement the another. A study incorporating both the 
methods can be more comprehensive, unbiased and allows for 
more accurate research.

re l e vA n c e o f  QuA l I tAt I v e  re s e A r c H f o r  
Ps yc H I At ry 4–7
The practice of psychiatry exposes the physician to various facets 
of mental disorders. Besides the psychological aspects, social and 
anthropological aspects also influence the course of illness. Given 
its unique characteristics and advantages of qualitative research, it 
is well suited to answer many questions that intrigue a researcher 
in psychiatry. Examples of research areas are given below:

• Developing questionnaires. Questionnaire design begins by 
conducting a primary qualitative study to understand what kind 
of variables can influence the subject.

• Establishing diagnostic criteria. Preliminary qualitative 
studies lead to wider and deeper understanding of a disorder 

under study. Subsequent qualitative methods can help to 
establish diagnostic criteria for the condition.

• Examining social and anthropological dimensions influencing an 
illness. The process of care seeking and compliance to treatment 
is affected by traditional and community beliefs about the 
illness, socioeconomic conditions and available resources. This 
can be identified and addressed by studies on care seeking 
behavior or other such studies that consider peoples’ attitude 
and beliefs.

• By understanding how patients and their carers interact with 
the healthcare system and how the care providers deliver care, 
policy changes by the government can be brought about.8

The impact of qualitative research in psychiatry can be manifold, 
from modifying the management strategies to reinforcing the 
healthcare system at the community level to providing suggestions 
for policy changes.

kn oW-H oW o f  QuA l I tAt I v e  re s e A r c H 
Research Questions
They form an important guide for the whole process of research. 
These questions can be more general and covering a wider 
area of investigation. These can be like (a) what makes a patient 
avoid psychiatrists or (b) what makes some patients with alcohol 
dependence relapse during treatment. These identify what is 
happening or is experienced and studies that show the relation 
between the events.

Qualitative Approaches
Depending upon the research question, we can choose among the 
different approaches to qualitative research.9–12

• Ethnography: This is a methodology for descriptive studies of 
cultures and peoples which influences the illness and associated 
conditions. This can include the culture of a region or even the 
culture prevailing in a hospital ward.

• Grounded theory: It is phenomenological approach where it 
attempts to understand how participants make sense of their 
experiences. From these explanations, new theories emerge. 
This is utilized in health and social care settings and the new 
theories give new approaches for intervention.

• Interpretative phenomenological analysis (IPA): IPA has two 
components. The phenomenological aspect where it attempts 
to understand how participants make sense of their experiences 
and the interpretative part involving the researcher. This is a 
popular approach used in psychology.

• Other approaches include discourse analysis, conversation 
analysis, content analysis and narrative analysis.13

Qualitative Data Collection Methods
These can be done in many ways, but the type of method adopted 
depends upon the research question. Interviews and focused group 
discussions (FGD) are carried out after due consent and ethical 
considerations. They are recorded with a digital audio recorder. The 
details of these have to be planned to avoid interruptions.

• Interviews: Interviews can be guided by a pre-planned, semi-
structured interview guide. The questions being open-ended 
providing cues and prompts when needed.

• Focus groups: A good FGD can be carried out among 5–8 
participants. The ground rules have to clarified. The researcher 
facilitates the process for smooth discussion on the topics.
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• Observation: Participant observation is a common observational 
method where researcher is involved in the social phenomenon 
being studied. He identifies by observing what people actually 
do. For example, in a qualitative study to study the therapeutic 
engagement of patients with their psychiatrists, a researcher 
may spend time in the hospital ward as an observer.

• Other methods of data collection include, documented material 
such as letters, diaries, photographs, narratives, open-ended 
questions in questionnaires.

Sampling Techniques
The main goal of sampling in qualitative research is to select 
participants whose responses will help answering the research 
question. The sampling is not intended to generalize findings 
to the population. The participants are identified by purposeful 
sampling. Examples of purposeful sampling include the use of 
extreme or deviant cases, typical cases or sensitive cases. Other 
sampling methods used are maximum variation sampling (selecting 
cases from diverse sociodemographic background), convenience 
sampling (recruiting readily available participants), and snowball 
sampling (where a participant identifies several others).

Qualitative Analysis
Analysis of data in a research project involves summarizing the 
mass of data collected and presenting the results in a way that 
communicates the most important features. It should use the 
data to describe a phenomenon, to show what it means and to 
understand it. The data collected in the form of audio recordings 
transcribed and if needed translated. Transcriptions in the form of 
digital documents are further analyzed manually or with the help 
of Qualitative Data Analysis software. The data or the transcripts 
are examined to identify codes, which denote the smallest unit 
of analysis and represent the idea or concept expressed within a 
sentence. Similar codes are sorted together looking at the emerging 
patterns to themes or subthemes which are further merged into 
categories to form the basis of theories. These categories or theories 
are then checked against the narratives to test the consistency of 
the analysis. The process of analysis of the data tends to be circular 
where researchers move to and fro in repetitive “loops” checking 
the newer narratives against the emerging theories. This has been 
termed an iterative process and leads to sound and fully developed 
theories.

There are many different approaches to analysis, these can 
range from quasistatistical to immersion and crystallization. In 
the quasistatistical approach, most frequently occurring words 
in a text are identified and frequency distributions calculated to 
develop categories. A more open-ended approach to analysis is the 
grounded theory. In this, a theoretical model is developed through 
observations from the study population after comparative analysis 
of social or psychological phenomena. This technique is rooted 
to the concept of hermeneutics, whereby the interpretation and 
understanding of human behavior is done from the participants’ 
perspective. Once the theories develop, they have to undergo a 
process of validation.

Validation
After following and iterative process for analysis of the data and 
developing theories, external validation, or transferability of the 
analysis, is required. This involves a qualitative research method 
called triangulation. Triangulation is the process by which two or 

more researchers compare their findings of individual analysis. It’s 
after their deliberations and discussions, they prepare to report 
the findings.

Presenting the Results
Writing a qualitative research for scientific publication is different 
from the usual paper. To describe the phenomena under study, 
details of the study setting, the participants and the process of the 
interviews along with field notes if any is mentioned. This is called 
a thick description. The goal of the write-up is to tell a story that is 
engaging and convincing, providing sufficient detail in a structured 
way. The outcome of the process of triangulation may also be 
included. While writing the results, the researcher conveys recurrent 
patterns or themes along with exceptions that do not fit. The results 
from in-depth interviews and FGD will be combined to propose a 
theoretical framework on which the hypotheses proposed is based.

rI g o r 
With the researcher involvement being so high in all processes 
of the study, the risk of investigator bias is high. Triangulation, 
extreme case sampling and the use of topic guide for interviews are 
some methods that introduce rigor. Respondent validation, that is 
checking the themes back with the respondent for incongruency, 
and multiple coding by two or more researchers further enhance 
the rigor of the study.14,15

Im P l I c At I o n s f o r  Ps yc H I At r I c  re s e A r c H 
Qualitative research is ideally suited for research into psychological 
and social domains. Mental disorders are influenced by an interplay 
of psychological, social and anthropological elements. A qualitative 
approach of studying metal health conditions can thus have a wide-
ranging repercussion, ranging from improving treatment methods, 
improving care delivery and affecting policy changes.
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Dermatological Disorders in Patients with Alcohol 
Dependence Syndrome: An Observational Clinical Study
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Ab s t r Ac t 
Background: Alcohol dependence syndrome is associated with many health problems especially skin change. There are various psychosocial 
implications in patients who have comorbid skin disorders. Nutritional deficiency due to malabsorption in alcohol dependence syndrome 
leads to nonhealing skin lesions. This study aimed to evaluate the frequency and spectrum of dermatological disorders in patients with alcohol 
dependence syndrome.
Materials and methods: Population for the study consisted of patients diagnosed of alcohol dependence syndrome admitted in deaddiction 
ward. Thirty consecutive patients with diagnosis of alcohol dependence syndrome formed the sample of the study. Thorough clinical examination 
was done for diagnosis of dermatological disorders with the help of a dermatologist.
Results: Majority of patients attending were in the age group of 31–40 years. Most of them were Christians, educated up to primary from a 
nuclear population. Higher significance was found in patients in joint families and with an income of less than 5,000. The findings of this study 
revealed higher prevalence of tinea versicolor (13%), seborrheic dermatitis (11%), and scabies (2%) in patients with alcohol dependence syndrome.
Keywords: Alcohol dependence, Dermatological disorders, Skin lesions in alcoholism.
Indian Journal of Private Psychiatry (2019): 10.5005/jp-journals-10067-0032

In t r o d u c t I o n 
Excessive alcohol (ethanol) intake or alcohol abuse can result in 
many health problems and is implicated as a cause or aggravating 
factor for several skin conditions. Nutritional deficiency can 
develop when alcohol replaces normal food in the diet which 
results in malabsorption.1 With little calorie or protein intake, 
the skin becomes dry and loses elasticity. Skin infections occur 
more frequently in patients who drink alcohol excessively due 
to impairment of the immune system, nutritional deficiency, and 
increased trauma. Ninety-one percent have cutaneous, nail, hair, 
or oral cavity changes.2 Prevalence of oral changes in patients 
with alcohol use was most common (53.5%). Tinea versicolor 
(14%) and seborrheic dermatitis (11.5%) are the most common 
cutaneous changes noted.2 Certain skin disorders have been 
demonstrated to be affected by alcohol misuse,3 in particular 
psoriasis and discoid eczema.4 Alcohol abuse is a risk factor for 
psoriasis both in men and in women.5 The pattern of involvement 
of psoriatic lesions in alcohol dependence syndrome differs from 
psoriasis vulgaris in character and distribution and tends to be 
more difficult to treat.4 Discoid eczema appears to be scientifically 
related to alcohol excess and is associated with deranged liver 
function tests.4 Among the diseases that can be exacerbated 
with alcohol, seborrhea capitis was seen in 11.5%, diseases due 
to poor hygiene in 27.5%, and pityriasis versicolor, 14%.5 A study 
conducted by Rosset and Oki found the prevalence of skin diseases 
to be 43% in male and 33% in female alcoholics; 44% had one or 
more skin conditions.5 Alcohol has a profound influence on the 
immune function and induces changes in cutaneous vasculature. 
The prevalence and severity of some skin diseases are increased 
in patients prone to excessive alcohol intake, more than 500 mL 
per day for more than 10 years.5

Alcohol can give rise to allergic or allergy-like symptoms. Along 
with urticaria, patients may develop low blood pressure, diarrhea, 
shortness of breath, and low heart rate. Along with increasing 

the risk of liver, pancreatic, and breast cancer, alcohol increases 
the risk of skin cancer including squamous cell carcinoma, basal 
cell carcinoma, and melanoma. The probable mechanism is it 
suppresses the immune system and impairs adequate nutrition, 
reducing the body’s natural defense against skin cancer. Secondly 
its main metabolite, acetaldehyde, is a carcinogen (cancer-causing 
chemical). Acetaldehyde also produces reactive free radicals and 
damages DNA.6

Long-term alcohol abuse is often associated with dermatologic 
stigmata of liver disease. Alcohol abuse is one of the leading causes 
of cirrhosis and should be considered in patients with cutaneous 
findings of liver disease.7 There are multiple cutaneous findings 
in alcoholic liver disease. Superficial erythematous macule with 
radiating arterioles called spider angiomas are common. Alcohol-
induced vasodilation or elevated estrogen levels have been 
implicated as cause of these lesions.8 Caput medusae occurring 
in alcoholics may indicate alcoholic liver disease or portal 
hypertension.9
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Increased skin-surface involvement and diminished treatment 
responsiveness in alcohol abusers may be evidence that alcohol 
exacerbates psoriasis.10–12 Other dermatologic disorders associated 
with alcohol abuse include rosacea, nummular eczema,10 and 
seborrheic dermatitis.13

Though a number of studies have been reported from western 
world, there is paucity of recent Indian literature on prevalence of 
dermatological disorders in alcohol dependence syndrome.

MAt e r I A l s A n d  Me t h o d s 
This study was conducted in the Department of Psychiatry in Father 
Muller Medical College during the period from October 2015 to 
December 2015. It included 30 patients admitted in deaddiction 
ward with diagnosis of alcohol dependence syndrome. It is an 
observational clinical study. This study was approved by the 
Institutional Ethics Committee. A structured proforma was created 
and a written informed consent was taken from the patients. All 
patients who consented for the study and those who satisfied the 
inclusion and exclusion criteria were included in the study. Inclusion 
criteria for the study were the patients with definite diagnosis of 
alcohol dependence syndrome in the age group of 20–65 years and 
individuals who were consenting for study. Patients with primary 
dermatological disorders before the onset of alcohol dependence 
syndrome and patients on drugs known to cause skin disorders 
were excluded from the study. All patients were subjected to 
thorough clinical examination for diagnosis of dermatological 
disorders with the help of a dermatologist. The collected data were 
analyzed by frequency, percentage, Chi-square test, and Fischer’s 
exact test.

re s u lts 
Sociodemographic Data
The demographic profile of the patients admitted in deaddiction 
ward revealed majority were in the age group between 31 years and 
40 years (n = 10/30). Majority of the patients were male. Majority 
of subjects attending were Christians of the backward caste (n = 
20/30, n = 17/30). The educational status was up to primary school 
(n = 11/30). They hailed from rural population (n = 23/30). Majority 
of members in the sample were married (n = 23/30). Most of the 
subjects were unskilled laborers (n = 14/30) (Table 1).

Clinical Data
The results of the present study revealed that there was increased 
frequency of dermatological disorder (Fig. 1) in patients with 
alcohol dependence syndrome (26%). The most prevalent were 
tinea versicolor (13%), seborrheic dermatitis (11%), and scabies (2%). 
There was high statistical significance found in patients residing 
in joint families. Significance was also reported in patients with an 
income of less than 5,000 (Fig. 2).

Table 1: Sociodemographic data

Variable Subjects p value Significance
Age

21–30 8 — NS
31–40 10
41–50 5
51–60 7

Gender
Male 30 — NS
Female 0

Religion
Hindu 20 0.921 NS
Muslim 4
Christian 2
Others 0

Contd...

Contd...
Variable Subjects p value Significance
Caste

Dominant caste 12 0.123 NS
Backward class 17
Scheduled caste 1

Educational status
Illiterate 4 0.121 NS
Primary 11
Middle school 4
High school 7
Plus 2/predegree 3
Degree 1
Postgraduate 0
Professional degree 0

Marital status
Single 4 0.623 NS
Married 23
Living together 0
Separated 0
Divorced 0
Widow/Widower 0
Remarried 0

Occupation
Unskilled labor 14 0.420 NS
Skilled labor 13
Government employee 1
Private employee 1
Self-employment 1
Business 0
Professional 0
Others 0

Residence
Urban 7 0.377 NS
Rural 23

Type of family
Nuclear 10 0.001 HS
Joint 16
Extended 4
Others 0

Monthly income
<5,000 12 0.010 S
5,000–10,000 13
11,000–20,000 5
21,000–30,000 0
>30,000 0
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dI s c u s s I o n 
Cutaneous abnormality have been associated with alcohol use. 
These are either caused indirectly through impaired functioning of 
other organ systems or directly from toxic effects of alcohol on skin. 
The sociodemographic profile of the patients in our study revealed 
male preponderance. Most of the patients in current study were 
between 31 years and 40 years of age. The finding of the current 
study was consistent with the study done by Rosset and Oki.5

Demographic data on religion and caste cannot be commented 
upon and compared to studies done elsewhere as the results are 
confounded based on study conducted in that particular region. 
There was statistical significant correlation between the monthly 
income and frequency of dermatological disorders. This study 
revealed a higher frequency of dermatological disorders in patients 
residing in joint families. This can be attributed to the multiple 
factors, including alcohol-associated nutritional deficiencies. No 
similar studies pointing out a significant correlation between 
socioeconomic status/demographic data and dermatological 
disorders in patients with alcohol dependence syndrome.

The results of the present study revealed that there was 
increased frequency of dermatological disorder in patients with 
alcohol dependence syndrome (26%). The findings of this study 
revealed higher prevalence of tinea versicolor (13%), seborrheic 
dermatitis (11%), and scabies (2%) in patients with alcohol 
dependence syndrome. The finding of the above was consistent 
with those of previous studies.1,2

Our study also emphasized the need for a multimodal approach 
in treating patients with alcohol dependence syndrome. An 
effective teamwork often interdisciplinary is necessary for the 
effective management of psychiatric and psychological problems 
in these patients.

co n c lu s I o n 
Psychodermatology has evolved as a new and emerging 
subspecialty of both psychiatry and dermatology. Psychiatric factors 
are instrumental in the etiology and course of skin conditions.
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Fig. 1: Presence of dermatological disorders Fig. 2: Type of dermatological disorders
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