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Adapting Psychiatric Practice to COVID times
COVID 19 has posed unique challenges to various medical specialties across the world and psychiatry is no exception. 
The mass fear resulting from the unpredictable and highly contagious nature of the pandemic along with huge 
inflow of information from various print and electronic sources have resulted in significant psychiatric morbidity in 
the population. Drastic changes in lifestyle contributed by social isolation, restriction on movements and adverse 
economic consequences have further added to this burden. There are also preliminary reports of increasing 
psychiatric morbidities in COVID 19 survivors. All these have lead to unique opportunities as well as challenges 
to psychiatrists as professionals. The opportunity comes in the form of awareness among all medical specialties 
regarding the essential role of mental health in influencing the life of millions of individuals which has become too 
apparent in COVID times. The challenge comes in the form of a huge caseload of mental health morbidity and the difficulty in dealing 
with it considering the sparse resources of mental health professionals. Barriers to treatment for existing patients arising out of lockdown 
and subsequent lack of communication pose another unique challenge for us. Mental health professionals worldwide have responded 
to this challenge to some extent by adopting teleconsultation as a means of providing necessary treatment. The new Teleconsultation 
Guidelines released by the Ministry of Health has played an important role and encouraged psychiatrists to extend the help to many 
patients who would otherwise not be able to reach their treating doctors. However, a significant portion of our rural population is yet to 
adapt to teleconsultation. Apart from lack of access or familiarity to the technology, many of them are simply “not satisfied” in just talking 
to their doctor over phone or video call. They are often left with the feeling of “not being adequately examined”. As the movement of 
patients has started and the clinics have started opening after various phases of “Unlock”, face to face consultation has resumed though 
very slowly. In person consultation has changed its character also. Use of face masks, face shields, gloves, often a protective barrier 
separating the doctor from the patient- all these factors increase the difficulty in establishing rapport and act as detrimental factors in 
developing close communication. Inability to assess facial expressions of patients often poses trouble in arriving at a diagnosis. The use 
of mask may lead to muffling of voice which is another important factor in assessing a psychiatry patient. Moreover, the discomfort of 
talking with protective gears coupled with the fear of contamination has actually reduced the overall duration of interview. Thus, a clinician 
must ensure a proper diagnosis and treatment after overcoming all these hindrances. This is easier said than done. The clinicians must 
derive innovative ways to overcome these barriers. Apart from a detailed history, one could rely on video clippings depicting patient’s 
behavior. This is easily done these days due to wide availability of smart phones. Sometimes, very brief sessions with proper protective 
barrier, in which the patient may be asked to remove his face mask , may be required in certain difficult situations. The clinician must also 
ensure that the waiting time for patients and attendants in the clinic is reduced to ensure their safety. Overall, psychiatric practice has to 
adapt to the changing times so that the specialty emerges victorious from the new challenges imposed on it by this exceptional situation.
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Psychogenic Grunting: A Case Report
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Ab s t r Ac t
Grunting may be a symptom that may be seen as a part of somatoform, conversion, and tic disorders. The symptom is distressing to both the 
patient and relatives around the patient. We present herewith the case of a 14-year-old adolescent girl who was referred to our outpatient 
department with psychogenic grunting and responded well to medications.
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In t r o d u c t I o n
Persistent grunting, if psychological in nature, is a distressing 
problem that affects the patients and their relatives alike. The 
condition may be seen independently or as a part of psychogenic 
cough and tic-like disorders.1 These disorders usually begin in 
late to middle childhood, and coughing, sneezing, and grunting 
may be part of the spectrum seen.2 It is important that differential 
diagnoses like somatoform disorders, conversion disorders, and 
neurological disorders be ruled out before labeling the condition 
as psychogenic.3 It is also vital that using various methods a definite 
stressor be elicited before labeling the condition as psychogenic.4 
A consultation-liaison approach where various subspecialties are 
consulted before a psychogenic conclusion is reached is prudent 
in such cases.5

We present herewith the case of a 4-year-old adolescent that 
presented with persistent psychogenic grunting and responded to 
medication with a complete resolution of her symptoms.     

cA s e re p o r t
A 14-year-old adolescent girl was referred to the outpatient 
psychiatry department from the ENT (ear, nose, and throat) 
department with chief complaints of persistent grunting sounds for 
the past 2 to 3 months and academic deterioration over the same 
period. The patient had developed cough 3 months ago and was 
taken to the ENT outpatient department, and none of the usual 
medications provided relief from the cough. She was then referred 
for a psychiatric evaluation. She used to make these grunting and 
croaking sounds throughout the day except when she was talking, 
singing songs, eating food, or sleeping. The patient reported that 
the intensity of her sounds increased more so in the evening and 
her sleep and appetite had also decreased for the past 1 week. 
The girl’s academic performance started deteriorating after the 
death of her maternal great-uncle 3 months back to whom she was 
very attached. She also started showing withdrawn behavior and 
easy irritability for a few days. The patient had no family history 
suggestive of psychiatric illness and her birth history was normal 
while she had delayed milestones by a few months in most of the 
milestones during the first 2 to 3 years of life. The patient was the 
child of a single parent and stayed with her mother as her parents 
had separated when she was 2 years old.

During the interview, she would talk but would grunt 
most of the time during the conversation. No abnormality on 

physical examination was noted, and the central nervous system 
examination was normal. Her mental status examination revealed 
no abnormality except for the grunting sounds. The patient was 
given a differential diagnosis of conversion disorder, psychogenic 
grunting, and tic disorder.

She was started on haloperidol at a dosage of 1.5 mg twice 
a day, chlorpromazine at 25  mg twice a day, baclofen at 10  mg 
thrice a day, and clonazepam at 0.5 mg twice a day in view of tics 
and probable anxiety. All routine blood investigations along with 
serum C-reactive protein (CRP) levels, serum ceruloplasmin, and 
erythrocyte sedimentation rate (ESR) were normal. She showed a 
complete resolution of symptoms in 3 days and was discharged. 
The symptoms relapsed in 15 days when she was slapped by her 
uncle for failure in a school test. She was then admitted, and all her 
medication was withdrawn. She complained of feeling depressed 
after her uncle hit her and was then started on escitalopram 10 mg 
at night and clonazepam 0.25 mg thrice a day. She showed complete 
improvement in her symptoms in 5 days and was discharged. Her 
uncle and she were called in for counseling sessions focusing on 
the interpersonal domain. The patient has been fine for a month on 
those medications and has been following up with us. The patient 
was also subjected to two interviews using sodium pentothal, but 
no stressor could be elicited. 

dI s c u s s I o n
In the present case, there was no elicitable stressor, yet most 
specialists that saw the patient mentioned that there was no 
physical abnormality and the grunting was psychogenic in nature. 
The patient showed a complete response to psychotropic drugs 
and antidepressants, which indicated a psychological nature of 
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the problem. Her laboratory investigations were also within normal 
limits. Psychogenic cough and grunting as well as belching have 
been reported in anecdotal case reports in the literature.6,7 There 
is a need for psychiatrists to be aware of these conditions as they 
may often be misdiagnosed as vocal or phonic tics or Tourette’s 
syndrome and treated with the wrong medications.8 A judicious 
consultation-liaison approach and treatment with medications 
often make the condition very amenable to treatment.
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Ab s t r Ac t
Rabbit syndrome is an antipsychotic-induced movement disorder associated with long-term exposure of typical antipsychotics and rarely 
atypical psychotics. We report the case of a 56-year-old female patient who was suffering from a bipolar mood disorder and was well maintained 
on olanzapine 10 mg per day. She developed rabbit syndrome 1 year after the initiation of the drug.
Keywords: Antipsychotics, Olanzapine, Rabbit syndrome.
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In t r o d u c t I o n
Rabbit syndrome is an antipsychotic-induced movement 
disorder characterized by the rhythmic movement of the lips 
resembling the chewing movement of rabbits.1 The movements 
are typically in the vertical plane 4 to 6 Hz in frequency without 
involving the tongue.2 This movement disorder typically occurs 
after prolonged exposure to antipsychotics, mostly the typical 
antipsychotics, with a prevalence rate of 2.3 to 4.4% and in rare 
cases atypical antipsychotics.3 There have been anecdotal case 
reports with risperidone4, paliperidone5, and citalopram6 having 
been implicated in the past. This condition is often misdiagnosed 
as tardive dyskinesia, which, however, involves the tongue and is 
worsened with anticholinergic exposure.7 The management of 
rabbit syndrome includes the reduction of the offending drug 
and the addition of an anticholinergic agent. The etiology lies 
in the basal ganglia, particularly substantia nigra pars reticulata, 
although the exact mechanism is yet to be understood.8 We present 
herewith the case of a 56-year-old female patient with a bipolar 
mood disorder that developed rabbit syndrome after being stable 
for 1 year on olanzapine. 

cA s e re p o r t
A 56-year-old Marathi-speaking married Hindu female, who was 
educated till 9th standard, homemaker by profession, presented to 
our outpatient department with of involuntary perioral movements, 
tremulousness of hands, and slurring of speech for the past 10 days. 
The patient was being followed up in our outpatient department 
for a year when she had presented with complaints of decreased 
need for sleep, overtalkativeness, overfamiliarity, hyper-religiosity, 
easy distractibility, big talk, and easy irritability for about 15 days 
before presentation. That episode was the first such episode ever 
and was not preceded by any depressive episodes. The patient 
was provisionally diagnosed as having an acute manic episode and 
admitted to the hospital. Young’s Mania Rating Scale (YMRS) was 
applied, which revealed a score of 38, and she was started on sodium 
valproate 600 mg/day, olanzapine 10 mg at night, and clonazepam 
1 mg/day in divided doses. All routine investigations were done 
and were within normal limits. Magnetic resonance imaging (MRI) 
study of the brain did not reveal any abnormalities, and the patient 
was continued on the same medications with a gradual titration of 
the doses of sodium valproate to 800 mg/day and olanzapine to 

15 mg/day in divided doses each. The patient was discharged after 
18 days, with a 100% recovery and a YMRS score of 10 on discharge. 
The patient would follow up regularly every 15 to 30 days and was 
maintained on olanzapine 10 mg and sodium valproate 400 mg. 
Around 10 days before the current visit, the patient started noticing 
that she would have involuntary rhythmic movements around her 
lips. The movement would persist throughout the day increasing 
during work, which involved sustained attention/concentration 
and would disappear during sleep. She would further have slurred 
speech and tremulousness of hands, which were never present 
previously. Due to these symptoms, she would be distressed and 
have difficulty doing her daily chores, following which she visited us.

On clinical examination, she had bilateral postural tremors, 
rigidity at the wrist joint (cogwheel type), slurred speech, and fine 
rhythmic oscillatory movement of the lips without any tongue 
movement. The perioral movement would exacerbate when she 
was asked to do some mental calculation.

Her mental status examination did not reveal any 
psychopathology except distress for the movements. A provisional 
diagnosis of olanzapine-induced extrapyramidal symptoms with 
rabbit syndrome was made, and all routine investigations and 
serum valproate were advised. Olanzapine was stopped, and the 
patient was asked to follow up 5 days later. In the next follow-up, 
all routine investigations were within normal limits and serum 
valproate was 69 µg/ml and the patient had shown a decrease in 
her symptoms. The patient perceived around 50% improvements, 
and on examination there was no rigidity, postural tremors had 
come down, and there was an 80% decrease in perioral tremors. 
She was started on promethazine 25 mg BD in view of the residual 
symptoms, and the patient was asked to follow up 15 days later. In the 
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subsequent follow-up, she had no postural tremors and mild perioral 
tremulousness persisted. Subsequently, tetrabenazine 25 mg BD was 
added, and she was maintained on the same dosage. Within a month, 
the perioral tremors disappeared. Promethazine and tetrabenazine 
were gradually withdrawn, and the patient was maintained on 
sodium valproate 400 mg without a relapse of symptoms.

dI s c u s s I o n
This case report describes a case of rabbit syndrome, and though 
commonly associated with typical antipsychotics, it may also be 
caused due to atypical antipsychotics, olanzapine being the drug 
that has been implicated in this case. It is important for clinicians to 
realize that, though rare, this phenomenon may occur with atypical 
antipsychotics that have low extrapyramidal reaction potential.9 
One needs to be vigilant about the same. It is also interesting that 
the condition occurred with just 10  mg of olanzapine and after 
the patient was maintained on the same for 1 year. There was no 
formal scale used in the assessment of the condition. The efficacy 
of tetrabenazine in effectively eliminating the residual symptoms 
persisting even after anticholinergic therapy is another highlight of 
this case. There have been reports of tetrabenazine being useful in 
antipsychotic-induced extrapyramidal reactions.10 Busy clinicians 
should be aware of this potential side effect of olanzapine and not 
delay the treatment once the symptoms are detected.
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ORIGINAL ARTICLE

Depression in Clinical Practice: A Retrospective Case  
Record Analysis
Anil K Agarwal1

Ab s t r Ac t
Aims and objects: The aim of this study is to study the natural course of depression  in a private clinic setting. 
Material and methods: The records of all patients suffering from depression excluding bipolar and schizoaffective disorders diagnosed according 
to DSM IV were scrutinized from November 1, 2017, to October 31, 2018.
Observations: A total of 702 patients were diagnosed as suffering from depression. Nearly 13% had a change in diagnosis of bipolar disorder 
or obsessive-compulsive disorder (OCD) and other conditions. Nearly 80 patients’ records were not adequate, and therefore, only 528 patients 
were taken for detailed study. All these patients were analyzed for various clinical details. Many patients suffering from depression require a 
change of diagnosis mainly to bipolar disorder and OCD. Depression is generally a chronic recurring illness, but the pattern of recurrences is 
variable. More men seek treatment, while depression is more common in females. Similarly, more young people seek treatment while depression 
is more common in the elderly.  The number of chronic patients increased with age. Most patients came to the clinic only when they were 
feeling worse and discontinue treatment as soon as they get better. Resistant depression requires reevaluation of diagnosis and reassessment 
of psychosocial factors. 
Keywords: Depression, Natural history, Psychiatric clinic.
Indian Journal of Private Psychiatry (2020): 10.5005/jp-journals-10067-0049

In t r o d u c t I o n
Depression is a chronic recurrent disorder with profound effects on 
the patient’s personal life, work performance, and health.1 National 
Mental Health Survey2 reports a prevalence of 2.7% for depressive 
disorders in India. This figure could be a lower estimate as most 
surveys miss depression in the general population as people do not 
consider depression as an illness. The Global Burden of Disease and 
Risk Factors study3 reports that the prevalence of depression in men 
is 1.9% and in women is 3.2%. It is also estimated that depression will 
be the largest cause of disability from 2020. The overall prevalence 
rates vary from 1.7 to 77 per thousand.4 Follow-up studies reveal 
that roughly a third had no relapse.5,6 Diagnosis changes to bipolar 
disorder in77%.7 Reviews of Indian research on different aspects 
are available.8,9 The treatment gap is huge both in India and in the 
West. Response to medical treatment is at best equivocal.10 Residual 
symptoms are a rule in 80 to 90% of patients.11,12 The etiology of 
depression is evolving, and it is considered as the culmination of 
interaction between small-effect genes, environment, and biological 
systems. Epigenetics indicate that bereavement in childhood 
or other stresses may induce changes that are permanent and 
inheritable. There are not many studies of depression in its natural 
setting. The present study is an attempt to report the real-life 
situation as observed in a private psychiatric clinic in Northern India.

The present study analyses records of patients suffering from 
depression for one year. This is a retrospective analysis of patient’s 
seen in a private practice clinic in North India. The author had been 
practicing at the same place for the last fifty years. The author has 
recently started keeping records in the electronic format, while 
earlier the records were kept in handwritten files. These records are 
neither complete nor claim of any standardization. The records were 
kept for effective clinical work. The data from this clinic have already 
been published13 earlier for determining the patterns of patients 

coming to the clinic and depression constituted 40% of the clinic 
attendance. Another paper described the development14 of the 
clinic in the past twenty years. These publications were aimed at 
looking at psychiatric patients in totality. The current presentation 
is to look at the clinical presentation and treatment response in a 
natural setting in a busy private psychiatric clinic.

AI m s A n d ob j e c ts
The aim of this study is to study the natural course of depression 
in a private clinic setting.

mAt e r I A l A n d me t h o d s
The records of all patients suffering from depression excluding 
bipolar and schizoaffective disorders diagnosed according to  
DSM IV were scrutinized from November 1, 2017, to October 31, 2018. 
The diagnosis was generally best fit. The cases are being recorded 
in a locally made software that can analyze patients based on 
diagnosis on the first visit. The changes made in symptomology and 
treatment at later dates are recorded but do not replace the original 
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diagnosis. This provides us an opportunity to reassess diagnosis 
during follow-up. No scales were used. The patients were rated 
for improvement, which was based on patients’ reports and the 
clinician’s observation, and three categories were used: no change/
worse, better, and well maintained (meant nearly normal). The case 
records of all these patients were checked for a revisit after one year. 
This is a busy clinic with 25 to 30 patients per day, and therefore, 
the patients needed to be examined quickly as is observed in most 
psychiatric outpatient clinics in India.

ob s e r vAt I o n s
The analysis revealed that 702 patients were suffering from 
depression and major depressive disorders (MDD) during this 
period. The diagnosis was changed to bipolar affective disorder 
(BAD) in 81 (11.5%) patients to OCD in 10 (1%), and Schizophrenia 
and others in 3 (0.4%). There was inadequate information in 80 
records, and they were excluded. Finally, 528 patients were taken 
for final analysis. Further reevaluation one year later revealed that 
2 more patients developed bipolar disorder and another 9 patients 
did not have proper data on outcome, and therefore, the outcome 
table has only 517 patients.

Age and sex distribution: Males constituted 60% of the sample 
while depression is said to be two times more in females. The sample 
has been divided into three age groups and the maximum number 
of cases is in the age group 25 to 50 years (Table 1).

Ag e A n d de p r e s s I o n
Depression occurs at every age. The onset of illness within six 
months of presentation in different age groups is 13%. This 
indicates that fresh cases of depression occur all through life. No 
clear difference was observed between males and females. The 
number of patients in 6 months to 2 year and 2 to 5 years remains 
around 20% each. Chronic depression tends to increase with age. 
Depression of 5 years or more increased to 50% in the 50+ age 
group from 10% in below 25 years (Table 2). 

cl I n I c A l pr e s e n tAt I o n
The common pattern observed is that of repeated relapses 
lasting for a few months with attacks occurring every few years. 
The longest interval was of 35 years between two attacks. Many 

patients ignore milder attacks of depression and often lapses of 
recall may obliterate such history. There was a group of patients 
where illness became chronic after a few relapses. Many patients 
continue taking antidepressants for long periods without 
consultation as they feel better. Quite a few patients had seasonal 
relapses with relapse occurring at the time of change of season, 
that is, August to October and March to April. This observation 
appears specific to India and may be more in northern India where 
weather fluctuations are more pronounced. A few had worsening 
of symptoms during dark cloudy days of monsoon. Some had 
winter or summer depression. Most of the seasonal depression 
tends to convert to BAD. This being a chart review, many patients 
who had not come back or may have suffered a single attack are 
likely to be missed.

Symptomatology observed in this sample was of classic 
depression seen worldwide. Depressed mood, negative thinking, 
sleep disturbances, frequent crying, and guilt were observed. 
Psychomotor retardation was more frequent than agitation. The 
melancholic features were present in quite a few. The elderly tend 
to show mood-congruent delusions specifically of properties 
being taken away or stolen or fear of persecution from relatives 
and friends.

Family history: Nearly 20% of patients had a family history of 
depression in the first-degree relative. There were 108 patients 
out of 528 where a clear history of depression in first-degree 
relatives was observed. It must be emphasized that the majority 
of our patients are very reluctant in providing a family history of 
mental illness.

Treatment: These patients were generally treated with anti-
depressant medications, and tranquilizers were used when 
needed. Escitalopram was the first drug of choice, and the starting 
dose was 10 to 20 mg per day. Most patients react adversely to 
escitalopram in the early treatment, and therefore, it is combined 
with antianxiety drugs initially, which are later withdrawn. Patients 
having prolonged and severe depressions were prescribed 
escitalopram and bupropion in combination. The effort was to 
treat depression as fast as possible with the least number of side 
effects. Patients not responding to the above were shifted to 
venlafaxine. When tricyclics were used, the drug of choice was 
nortriptyline, and in very few cases amitriptyline or imipramine 
was used. Most patients who came early in illness responded to 
first-line treatment, i.e., escitalopram. This author believes that most 
patients with depression respond to a single selective serotonin 
reuptake inhibitor (SSRI), while others respond to combinations of 
antidepressants. All patients who do not adequately respond were 
carefully evaluated for OCD, and many were diagnosed with OCD. 
Other psychiatric illnesses, such as, schizophrenia, physical illnesses, 
and severe adverse circumstances were also carefully evaluated. 
Nonresponding patients were also screened for schizoaffective 
disorders. Once all of the above were excluded, very few patients 
were left in the category of resistant depression. Very few patients 
may need electroconvulsive therapy (ECT), but it can be a lifesaver 
in these patients. This author was not giving ECT in his clinic, and 
those require such treatment were referred to others but only 
six patients needed this treatment. But when needed, the ECT 
treatment was life-changing.

Anxiety is often a very disturbing symptom of some patients, 
and tranquilizers were used at an inadequate dose till such times 
the anxiety was controlled. But the antianxiety drugs were tapered 

Table 1: Age and sex distribution

Age Male no. (%) Female no. (%)
15–24  33 (11)  24 (11)
25–50 170 (54) 122 (57)
51+ 111 (35)  68 (32)
Total 314 (60) 214 (40)

Table 2: Duration of illness and age

Duration
15–24
No. (%)

25–50
No. (%)

50+
No. (%)

Total
No. (%)

0–6m 16 (28)  39 (13)  15 (8)  70 (13)
7m–2yr 20 (34)  71 (24)  25 (14) 116 (22)
2–5yr 16 (28)  71 (24)  49 (28) 136 (26)
5+  6 (10) 111 (38)  89 (50) 206 (39)
Total 58 (11) 292 (55) 178 (34) 528
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dI s c u s s I o n
This study is a retrospective analysis of case records. The records 
were not standardized, nor were they complete in many aspects. 
Despite these deficiencies, this study provides certain specific 
observations about depression in our cultural setup. This 
study revealed that more males seek treatment in our country. 
Epidemiological data clearly reveals that depression is twice as 
common in females as in men. Ours is a male-dominated society, 
and males are breadwinners, so they get priority in treatment. The 
sample was divided into three categories according to age: below 25 
years, 26 to 50 years, and above 50 years. The proportion of males 
and females are almost similar in different age groups. More persons 
in the earning age group seek treatment, which reemphasizes the 
point that economics is an important factor in seeking treatment. 
Few elderlies seek treatment while depression is said to be more 
frequent in the elderly. These observations suggest that there 
could be a large mass of untreated depression. There is an urgent 
need to sensitize people regarding the treatability of depression 
as it affects the quality of life. The treatment gap in depression is 
estimated to be around 85.2% in India. The number of patients 
with long-duration continues to increase with age. Nearly 50% 
of patients in the 50 years plus group had long-term depression. 
This could be due to multiple factors. It could be due to residual 
symptoms, or the repeated depression may lead to chronicity and 
hence the need for early and effective treatment.

The majority of patients come for consultation only until they 
are depressed and discontinue as soon as they are better. This leads 

off as soon as the patient’s depression and anxiety are reasonably 
controlled. Sleep is another problem that needs to be dealt with 
adequately. Most patients request a sleeping pill and feel that if they 
get good sleep, their depression will get better. Sleeping pills were 
given as required for as short a duration as possible. Very often there 
is a delayed sleep cycle where the patient sleeps late and wakes up 
late. The changed sleep cycle required cognitive behavior therapy 
for changing sleep timing. A changed sleep cycle is a common 
observation and many patients are unnecessarily given hypnotics 
when cognitive behavior therapy is the treatment of choice. 

Outcome: This being a retrospective analysis of the case records, 
there were no specific criteria used for the outcome. The patient’s 
last responses as recorded have been used as outcome measures. 
Therefore, only three categories were used: better, same/worse, well 
maintained. Well maintained were the patients who were euthymic 
for three months or more. This being a clinic-based study, one needs 
to remember that generally, patients visit the clinic when they are 
not feeling well. Nearly 42% were better, 11% well maintained, and 
47% were the same or worse. Most of the patients in the same or 
worse group do improve with time. Quite a few patients continued 
taking antidepressants continuously for long periods after they got 
better. They come for consultation only when they felt the drugs 
were not working or drug availability had become an issue due to 
changes in drug availability laws (Tables 3 and 4). 

Nearly 40% of males came for a revisit after one year (124 out of 
309). On the other hand, 56% of females came for a revisit (117 out 
of 208). Females who revisited were more. The pattern of outcome 
was 34% better, 17% well maintained, and 49% the same or worse.

The reasons for dropout are recorded in Table 5. Most of these 
factors were combined in many patients. These were obtained 
from patients who came to the clinic after a long gap. Therefore, 
the numbers are small. Patients stop taking medicines as soon as 
they start feeling better, which often results in relapse. Sometimes 
associated illnesses were the cause of drug stoppage. There is a 
belief in the general population that treatment of two illnesses 
could be harmful, and many patients stop taking medicines if they 
have another illness. Two patients switched to mania. Many patients 
had multiple factors that contribute to dropout.

Table 3: Age and outcome

Age 0–25 0–25 26–50 26–50 50+ 50+ Total
Outcome Male No. (%) Female No. (%) Male No. (%) Female No. (%) Male No. (%) Female No. (%)
Better 10 (36) 10 (42)  68 (40)  53 (44)  47 (42) 27 (44) 215 (42) 
Maintained  3 (11)  2 (8)  17 (10)  13 (11)  12 (11) 10 (16)  57 (11)
Same or worse 15 (53) 12 (50)  85 (50)  56 (45)  52 (45) 25 (40) 245 (47)
Total 28 (5) 24 (5) 170 (33) 122 (24) 111 (21) 62 (12) 517

Male: 309
Female: 208 

Table 4: Revisits after 1 year

Age 25-less 25-less 26–50 26–50 50+ 50+ Total
Outcome Male No. (%) Female No. (%) Male No. (%) Female No. (%) Male No. (%) Female No. (%) No.(%)
Better  7 (70)  2 (20) 29 (39) 31 (38)  9 (22)  5 (20)  83 (34)
Maintained  0  2 (20) 10 (14)  8 (10) 11 (28)  9 (36)  40 (17)
Worse  3 (30)  6 (60) 35 (47) 43 (52) 20 (50) 11 (44) 118 (49)
Total 10 (4) 10 (4) 74 (20) 82 (34) 40 (17) 25 (10) 241

Table 5: Reasons for dropout

Stopped taking medicines 43
Persistent psychosocial problems 18
Physical diseases 13
Persistent agoraphobia and fear of closed space  4
Alcohol or drug abuse 10
Switched to mania – bipolar  2
Sexual difficulties  3
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evaluation of treatment response should start with distinguishing 
different conditions that could be included in this diagnosis. One 
must exclude bipolar depression, depression associated with OCD, 
depression due to prolonged persistent stresses, such as, losses, 
and chronic or life-threatening physical diseases. This author 
has observed that SSRIs and other antidepressants are highly 
effective if one excludes patients as described earlier and looks for 
symptoms suggestive of endogenous depression. The presence of 
psychomotor retardation is a good indicator of treatment response. 
There could be poor response in some cases where additional 
medicines may improve results.

Psychological help is an important factor in the treatment of 
depression. Some authors emphasize that the most crucial aspect 
of prescription is not what we prescribe but how we prescribe.21 
There are interesting reports that one group of clinicians gets better 
results than other groups of clinicians because their therapeutic 
alliance is enabling.22 This author believes that the process 
of prescribing must be carefully planned specifically for each 
individual so that it takes care of his doubts and apprehensions.

Every patient of depression needs to be provided psychological 
help on the following lines. This is an illness that develops due to 
certain biological changes in the brain and is the result of multiple 
interactions the patient had with physical and social stresses. Any 
current stress could be a precipitating factor but is not the exclusive 
cause. Such individuals start evaluating all things negatively. 
There is a feeling of hopelessness and helplessness. Most patients 
of depression do improve despite the persisting cause. Patients 
need to be provided a feeling of hope and should know that it is 
a temporary phase and will change soon. Many patients do not 
want to take medicines as they feel that they should fight it out. 
They need to be told that they have already made efforts and have 
not succeeded. The medications will help them fight better. Many 
patients have such adverse circumstances that may perpetuate 
depression for long. They also need to be assured that they have 
already overcome some such events earlier. The twin facts need to 
be emphasized: it is temporary and there is always hope.

Many patients have suicidal thoughts, and these thoughts 
should not be ignored. Suicidal thoughts develop as the patient 
feels that they would not get better, that they are a burden 
on others, and there is a severe feeling of hopelessness and 
helplessness. They need to be told that the illness is eminently 
treatable. The feelings of hopelessness should be changed to 
feelings of hopefulness. One is often tempted to keep them in 
strict surveillance to avoid any further suicidal attempts. Patients 
often want to face challenges of the situation, but the family and 
the therapist are often afraid to take risk. There can be no hard and 
fast rule, but the patient’s intention must be clearly understood; 
is he trying to force you in allowing him to escape so that he may 
commit suicide or he genuinely wants to make efforts to bolster 
his self-esteem. I often like to take risk and allow the patients to 
make efforts to mend their lives and it often succeeds. Patients 
with depression will have multiple psychosocial problems, such as, 
economic difficulties, job problems, and interpersonal conflicts. All 
of them need to be resolved by counseling.

Many of us are prescribing combinations of antidepressants 
with tranquilizers. This is a bad practice on two counts. When 
one needs to increase either antidepressant or tranquilizer, one 
unnecessarily increases the other. Secondly, continuous use will 
lead to habituation. Patients suffer double withdrawal symptoms 
of a tranquilizer and an SSRI. One can use them separately and 
taper tranquilizers first. 

to repeated relapses. Many continue taking an antidepressant on 
their own as any reduction in dosage leads to discomfort. The 
discomfort may be due to serotonin withdrawal syndrome and not 
due to depression. There could also be withdrawal symptoms of 
minor tranquilizers if one were taking an additional benzodiazepine. 
The withdrawal symptoms happen more often when the patients 
are taking a combination of antidepressant and minor tranquilizers. 
This combination should be banned. The clinicians need to educate 
the patients and the families repeatedly about the need for long-
term treatment. There is some evidence that continuous intake of 
antidepressants may lead to lowering of response.17

The clinical presentation revealed classical depressive 
symptomatology. This study did not reveal excessive somatization 
as recorded by many authors in the past.15–18 Is symptomatology 
changing? Many patients tend to get a relapse at the time of change 
of season, i.e., September/October and February/March. This could 
be more prevalent in North India where seasonal variation is larger. 
Some patients showed worsening of symptoms in the cloudy rainy 
season and not in winters.

The initial diagnosis of depression is often changed on follow-up. 
The diagnosis was changed to bipolar disorder in 10%, to OCD in 1%, 
and in very few to schizophrenia. Diagnostic change in depression to 
bipolar disorder is a function of the duration of follow-up and many 
more are likely to be revised to the diagnosis of bipolar disorder. 
Diagnostic changes in depression are in the range of 38 to 75%.5–7 
Studies around the world stress the relationship between depression 
and OCD, but it has not been emphasized that some patients of 
OCD are wrongly diagnosed with depression and treated. Several 
patients with OCD do not reveal obsessive symptoms at the time 
of presentation and are sometimes diagnosed with depression.

The role of genetic factors in depression is estimated to be 
around 30 to 40% and the remaining variability is attributable to 
the environment.19 Genetic factors were observed in 20% in this 
study. The author believes that many more would have a positive 
family history if history is taken more carefully. Family history is an 
important element in treatment because it provides a definitive 
treatment plan. The possible reasons for not disclosing family 
history could be the fear that positive family history may mean 
a poor prognosis. A family history of illness also leads to a blame 
game. Many patients blamed their relatives as responsible for 
giving them this illness; on the other hand, some parents blamed 
themselves for giving this illness to their dear ones. To obtain good 
family history, following points need to be communicated to the 
relative. Positive family history does not mean that the illness is not 
treatable. The family history will provide us a possible course of the 
illness that will help us to treat the illness better. No one needs to 
be blamed for inducing the illness because genes and not one’s 
bad deeds lead to mental illness. Positive family history helps the 
patients to differentiate between depression due to stress and 
depression without any substantial stress. Patients become more 
cooperative in drug treatment.

Treatment of depression had been very controversial. Some 
authors believe that drugs are no better than placebo. Inadequate 
response to treatment is emphasized by many. This is largely because 
the diagnosis of major depressive disorder includes many divergent 
disorders as the diagnosis is based on symptomatology and not 
on etiology. A recent article in Nature20 specifically emphasizes 
the inadequacy of the present diagnostic systems. This author 
believes that these poor response rates are since the diagnosis 
of major depressive disorder includes many diverse conditions 
due to which treatment response cannot be uniform. Proper 
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Side effects: Many antidepressants induce disturbing side-effects. 
The commonest of them is weight gain. Avoid weight gain by 
using weight-neutral medications, but if they do not help, then 
use medications with weight control measures. Sexual difficulties 
are often increased by antidepressants and often patients refuse 
to take medicines due to these side effects. Use medicines with 
fewer sexual side effects, such as bupropion, mirtazapine, and 
vortioxetine. Other side-effects, such as constipation, drowsiness, 
and postural hypotension can be easily controlled. Long-term use 
can lead to the serotonergic syndrome.

co n c lu s I o n s
Depression constitutes a major part of clinical practice. Depression 
can be an overt feature of many different diseases, such as OCD, 
schizophrenia, organic brain diseases, bipolar disorder, and 
schizoaffective disorders, and one should carefully rule them out. 
More males in the earning age group seek treatment. Most patients 
with depression discontinue treatment as soon as they get better, 
which results in relapse. Seasonal variation occurs in the months 
of September/October and February/March. Few patients show 
depression in dark cloudy months of the rainy season. Depression 
occurs at all ages. Treatment of depression is mainly dependent 
on antidepressants with psychosocial support and most patients 
respond well. Patients have multiple psychological problems and 
those need to be addressed psychologically. There is no rationale 
for using a fixed-dosage combination of antidepressants and 
benzodiazepines. 

cl I n I c A l Im p o r tA n c e o f t h e st u dy
Depression constitutes a major part of clinical work in psychiatric 
practice. The diagnosis of depression includes many divergent 
disorders due to which treatment response appears equivocal. But 
if one teases out depressions with family history and endogenous 
quality, then the response is excellent. Most patients of depression 
tend to discontinue treatment as soon as they start feeling better, 
which leads to relapse. We must repeatedly emphasize to the 
patients and family members the need for prolonged treatment. 
Psychological issues need to be effectively managed for proper 
treatment. Treated patients of depression are our goodwill 
ambassadors and we must take good care.

Limitations: This is a retrospective analysis of one clinician’s 
records; therefore, it is likely to be biased in many ways. All clinicians 
tend to attract a set of clients. Clients who dropped out are missed. 
A single clinician has his own peculiar biases.
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Cognitive Processes in Adolescents with Borderline 
Personality Traits and Its Relation to Temperament  
and Comorbid Psychopathology
Megha Rathi1, Chhavi Tewary2, Prathama G Chaudhuri3

AbstrAct
Aims: This study aims to assess the differences and relationship between temperament, character, cognitive errors, coping strategies, and 
psychopathology in adolescents with and without borderline personality traits.
Materials and method: 100 adolescents from urban upper-middle-class families were included in this cross-sectional, randomized comparative 
study. The clinical population was selected from a multi-specialty mental health clinic, whereas the control group was taken from the community 
through matching techniques. Millon Adolescent Clinical Inventory (MACI), Temperament and Character Inventory (TCI), Cognitive Error 
Questionnaire, and Coping Strategies Inventory were administered. Mann–Whitney U test was done along with Spearman’s rank difference 
correlation.
Result: The clinical group had high novelty seeking, harm avoidance, and low persistence. In terms of expressed concerns and psychopathology, 
the clinical group has high identity diffusion, family discord, childhood abuse, anxious affect, impulsivity, and depression. Furthermore, it has a 
higher use of cognitive errors along with maladaptive coping strategies. There is a negative correlation between cognitive errors and maladaptive 
coping along with persistence and suicidal tendency.
Conclusion: Clinical groups have temperament difficulties, more psychopathology, and higher usage of cognitive error and maladaptive coping 
strategies.
Clinical significance: The current study aims to assess the psychological factors contributing to the development of borderline personality 
organization, which would facilitate early and effective psychological intervention. Recognition of risk factors would lead to diagnosis at the 
early stage of symptoms, improving prognosis.
Keywords: Character, Cognitive errors, Comorbid psychopathology, Coping strategies, Emerging borderline personality, Expressed concerns, 
Temperament.
Indian Journal of Private Psychiatry (2020): 10.5005/jp-journals-10067-0050

IntroductIon
Borderline personality disorder (BPD) is a serious form of 
psychopathology characterized by an interaction of social, 
cognitive, emotional, and behavioral dysregulation. The disorder 
is characterized by mood swings, impulsivity, interpersonal 
relationship difficulty, fear of abandonment, and self-harming 
behavior, and its onset is usually before the age of 18 years. 
Borderline personality has its root in childhood and adolescence. 
The causal factors for BPD have been linked to developmental 
pathways that begin in childhood.1 Childhood abuse and 
neglect along with maladaptive parenting during childhood are 
considered to be important etiological factors in the development 
of borderline personality traits.2 This emotional and physical abuse 
may contribute to a disturbance in emotional regulation,3 and 
transmission of social knowledge,4 which results in a deficit in the 
psychological process of emotional regulation and social cognition.5 

Furthermore, childhood maltreatment leads to increased stress and 
lower self-efficacy in adolescents with borderline personality traits.6 

Thus, the study attempts to evaluate the presence of cognitive 
errors and coping strategies in adolescents with borderline 
personality traits. While the importance of cognitive errors in 
assessing the world in general, and relationships in particular, is 
well documented,7 lesser insight is available on how they interfere 
with the development of personality psychopathology by possibly 
leading to inaccurate judgments and illogical interpretations of 

external behavior. Furthermore, an individual’s way of responding 
to cognitive errors may also be influenced by coping strategies in 
response to stress. Coping strategies are internally motivated ways 
of responding to internal and external stressors and encompass 
affective, cognitive, and behavioral components.8 Research has 
shown that maladaptive coping strategies can result in a feeling of 
distress.9 Coping strategies refer to specific efforts, both behavioral 
and psychological that people employ to master, tolerate, reduce, 
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or minimize stressful events.10 Consequently, young people with a 
BPD may experience emotional lability and impulsivity along with 
minimization or dismissal of their difficulties in the interpersonal 
sphere, who attribute their problems to the typical stresses and 
strains of the adolescent transition. This may preclude access to 
appropriate help for their difficulties.

The study also purports to examine the temperament and 
character traits in adolescents with borderline personality traits. 
Temperament refers to the automatic emotional responses 
to experience, whereas, character refers to self-concepts and 
individual differences in goals, values, intentions, and the meaning 
and salience of experiences in life. Given the developmental 
continuities between childhood temperament and personality, 
temperament is an important etiological and psychological 
factor to be considered for the formation of personality disorder 
symptoms in adolescence.11 Childhood temperament reflects 
early individual differences in reactivity and self-regulation,12 
which are core features of borderline personality traits. Thus, 
childhood temperament and emerging personality traits may be 
a manifestation of the same basic underlying dimension.13 Thus, 
temperamental and characterological traits were considered for 
evaluation in the current study.

Research studies suggest that there is a steady increase in the 
incidence of BPD in 14- to 17-year-old girls between 2000 and 2012.14 
As per the National Mental Health Survey of India (2015–2016), the 
prevalence of psychiatric disorders among adolescents (13–17 
years) is around 7.3%.15 Personality disorder traits emerge in 
approximately 20% of the adolescent population.16 Furthermore, 
studies show the prevalence of borderline personality traits in 11% 
of outpatient adolescents,17 between 19 and 53% in hospitalized 
adolescents,18 62% in hospitalized suicidal adolescents,19 and 78% 
in adolescents attending the emergency department for self-harm 
behavior.20 Emerging personality disorder is seemingly increasing 
in the population, which is a challenging issue for all mental health 
professionals due to its high lifetime rates of self-harming behaviors. 
Thus, if not identified and treated early, the prognosis lowers. Early 
adolescence is a period during which borderline personality traits 
manifest in terms of a complex clinical picture. With early diagnosis 
and treatment, symptoms may be controlled and normalized. From 
the above facts, it can be delineated that there are manifold risk 
factors associated with the development of BPD, some of which 
are explored in the present study.

The present study aims to explore the effect of cognitive errors 
and coping strategies in adolescents with emerging borderline 
personality traits along with its relationship with clinical syndromes 
and temperamental characteristics.

Methods
It is a cross-sectional study with two randomized group design.

Participants
One hundred adolescents from Kolkata belonging to the age group 
of 13 to 17 years were selected through a purposive sampling 
strategy to participate in the study. The study comprised of two 
groups, adolescents with emerging borderline personality traits 
and those without emerging borderline personality traits, with 50 
in each group. In both groups, we had 12 males and 38 females. 
Participants of the matched control group (N-50) were taken from 
the community keeping in mind the socio-demographic profile of 
the clinical group. The presence of psychopathology was ruled out 

using MACI. Participants having elevation in any scale of MACI were 
excluded from the study. For clinical groups, individuals having a 
base rate (BR) score above 75 on the borderline tendency scale 
were selected from a multispecialty mental health institution in 
Kolkata. Participants with any chronic physical illness and those 
having a history of mental illness were excluded. Participants with 
a known history of any substance use were excluded from the 
study. All the participants were included in the study after obtaining 
consent from them. The groups were matched on the basis of age, 
education, religion, socioeconomic status, and area of residence. All 
the participants belonged to middle or upper socioeconomic status 
according to Kuppuswamy socioeconomic status scale and were 
fluent in English, having a minimum of grade VIII level of education. 
The study was conducted from April 2019 to December 2019.

Assessments
An information schedule was prepared to elicit socio-demographic 
profiles along with current chief complaints of the client and a 
brief history of their psychiatric illness was prepared for the study.  
Informed consent was obtained using the standard informed 
consent form laid down by the Indian Council of Medical Research 
(ICMR, 2017), the apex body governing biomedical research in India.

• MACI21 is a self-report inventory designed to assess personality 
styles and levels of psychopathology amongst adolescents in 
clinical settings. MACI consists of 160 true/false items generating 
31 clinical scales, including 12 scales reflecting the basic 
personality pattern consistent with Millon’s theory of personality 
(personality patterns), 8 scales reflecting the primary concerns of 
adolescents (expressed concerns), and 7 scales reflecting clinical 
syndromes. MACI has a high internal consistency reliability of 
0.73 and the validity coefficient was 0.82.

• TCI developed by Cloninger,22 is a quantitative rating of 
seven dimensions of personality. It evaluates four major 
temperament dimensions (harm avoidance, novelty seeking, 
reward dependence, and persistence) and three major 
character dimensions (self-directedness, cooperativeness, and 
self-transcendence). Each of these higher-order temperament 
and character dimensions is composed of certain components 
or subscales. The self-report version of the TCI has 240 items 
with a forced binary answer of true or false. The administration 
of the scale takes about 30 to 45 minutes. The TCI comprises 
four temperament scales and three character scales. The 
temperament scales are called novelty seeking (NS), harm 
avoidance (HA), reward dependence (RD), and persistence (PE). 
The character scales are self-directedness (SD), cooperativeness 
(CO), and self-transcendence (ST).

• Cognitive error questionnaire23 is a 24-item self-report cognitive 
error questionnaire to measure the types of cognitive distortions 
that Aaron Beck theorized to lead to depression. This tool assesses 
four types of distortions: catastrophizing, overgeneralizing, 
personalizing, and selective abstraction. Lefebvre reported that 
the general scale had internal consistency in the range of 0.89 
to 0.92.

• Coping strategies inventory24 is a 72-item questionnaire 
designed to assess coping thoughts and behaviors in response 
to a specific stressor. There is a total of 14 subscales on the 
CSI including 8 primary scales (problem solving, cognitive 
restructuring, social support, expressed emotions, problem 
avoidance, wishful thinking and social withdrawal), four 
secondary subscales (problem focused engagement, emotion 
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Table 1 shows identity diffusion to be significantly higher 
in the clinical group. Identity disturbance is manifested by 
uncertainty about several issues relating to identity, such as 
self-image, gender identity, long-term goals or career choice, 
friendship patterns, values, and loyalties, such as “Who am I?”, “I 
feel like I am my sister when I am good.” According to Kernberg, 
identity diffusion is a core element in borderline personality 
organization. Individuals with borderline personality traits tend to 
struggle with a profound lack of sense of self and are unsure about 
their identity. Peer insecurity and family discord are high in the 
clinical group.26 According to Bowlby, adolescents with borderline 
personality traits tend to have impairment in attachment styles 
leading to the formation of disorganized or insecure attachment 
styles. A secure attachment should engender a positive, coherent, 
and consistent self-image and a sense of being worthy of love, 
combined with a positive expectation that significant others will 
be generally accepting and responsive.27 This portrait of secure 
attachment contrasts dramatically with the malevolent or split 
representations of self and others, as well as with the needy, 
manipulative, and angry relationships that characterize persons 
with BPD.28

Childhood abuse, which is significantly high for the clinical 
group, refers to any behavior by parents, caregivers, or other adults 
that is outside the norms of conduct and entails a substantial risk 
of causing emotional harm, which may be reflected through the 
disorder of personality.29 A study by Widom et al., who studied 500 
children with a history of physical and sexual abuse and neglect, 
found that significantly more abused and neglected children met 
the criteria for BPD in adulthood as compared to subjects with 
no history of abuse or neglect.30 Childhood abuse is said to be an 
important factor in the early years of life, leading to trauma and 
affective instability.31

focused engagement, problem focused disengagement and 
emotion focused disengagement), and two tertiary subscales 
(engagement and disengagement). Cronbach’s alpha reported a 
coefficient of reliability for measures of the coping process. The 
alpha coefficients for the CSI range from 0.71 to 0.94. Validity for 
CSI has been assessed using factor structure, criterion validity, 
and construct validity. All these indicate the high validity of 
the scale. In the current study, only eight primary scales were 
assessed. Items were scored from 0 to 4.

• Kuppuswamy’s socioeconomic status scale was devised by 
Kuppuswamy in 1976. It is a composite score of education and 
occupation of the head of the family, which yields a score of 3 
to 29. The scale classifies the study population into high, middle, 
and low socioeconomic status.25

Procedure
All consecutive patients who reported with a complaint of 
borderline personality traits to our clinic and fulfilled the inclusion 
and exclusion criteria were included in our study, until 50 female 
patients were recruited. The prospective clinical patients for the 
study were contacted with the help of the outpatient department 
of a multispecialty mental health clinic in Kolkata in Eastern India. 
The nonclinical control group participants were contacted from 
within the community. All participants were screened through 
clinical interview and assessment tools after taking informed 
consent. Along with the information schedule, all the scales were 
administered to the participants individually. The data collected 
were then scored and tabulated for further statistical treatment 
and determining the objectives.

Statistical Analysis
The data were statistically analyzed. Mann–Whitney U test was done 
to see if there is any significant difference in variables between the 
clinical and control group. Spearman rank difference correlation 
was computed to assess the relationship of temperament and 
character to clinical syndromes. All the findings were interpreted 
at a 95% confidence interval.

results
In terms of sociodemographic variables, the mean age of the 
adolescents in the clinical group is 15.8 ± 1.12 years and for the 
control group mean age is 16.2 ± 1.8 years. Furthermore, the mean 
education for the clinical group is 13.0 +0.86 years, whereas for the 
control group, it is 13.2 + 1.03 years.

Spearman correlation was done for the clinical group to 
determine the relationship between cognitive errors and coping 
strategies. Results suggested that catastrophizing is significantly 
negatively correlated with cognitive restructuring (rs(98) = −0.653, 
p = 0.041) and expressed emotions (rs(98) = −0.752, p = 0.018).

Furthermore, correlation was computed to ascertain the 
relationship between clinical syndromes, temperament and 
character for the clinical group. Results indicate significantly 
negative correlation between persistence and suicidal tendency 
(rs(98) = −0.705, p = 0.023).

dIscussIon
We have conducted a cross-sectional study to determine the 
differences in expressed concerns, coping strategies, cognitive 
errors, clinical syndromes, temperaments, and characters in 
adolescents with and without borderline personality traits.

Table 1: Comparison between clinical and control groups in terms  
of expressed concern scales

Variables Group
Mean 
rank

Sum of 
ranks

Mann–
Whitney 
U test Significance

Identity diffusion Clinical 14.45 144.50 10.500 0.003
Control  6.55  65.50

Self-devaluation Clinical 14.15 141.50 33.500 0.221
Control  6.85  68.50

Body disapproval Clinical 11.95 119.50 35.50 0.268
Control  9.05  90.50

Sexual discomfort Clinical 12.65 126.50 28.500 0.098
Control  8.35  83.50

Peer insecurity Clinical 15.50 155.00 25.000 0.000
Control  5.50  55.0

Social insensitivity Clinical 13.65 136.50 28.500 0.097
Control  7.35  73.50

Family discord Clinical 15.50 155.00 25.000 0.000
Control  5.50  55.00

Childhood abuse Clinical 14.25 142.50 12.500 0.004
Control  6.75  67.50

The Mann–Whitney U test showed that adolescents with borderline 
personality traits has significantly higher identity diffusion (U  =  10.50, 
p  =  0.003), family discord (U  =  25.50, p  =  0.000), and childhood abuse 
(U = 12.50, p = 0.004)
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In Table 5, social support, problem solving and cognitive 
restructuring and expressed emotions scores were higher in the 
control group, whereas problem avoidance and wishful thinking 
scores were higher in the clinical group. Problem solving and 
cognitive structuring requires active coping and planning.  
However, emotional dysregulation is an important feature of 
emerging BPD, which leads to a deficit in healthy and adaptive 
coping. Borderline personality traits include fear of abandonment 
and the process of devaluation as core features. This leads to lower 
levels of coping strategies such as social support and expressed 
emotions in BPD adolescents.

In terms of correlation, catastrophizing is significantly negatively 
correlated with cognitive restructuring and expressed emotions. 
Cognitive distortions and cognitive coping tend to be interlinked. 

Table 2 suggests that adolescents with borderline personality 
traits have high impulsivity and eating dysfunction. Impulsivity 
in emerging BPD is a core element manifested through erratic 
behavior in response to real or perceived frustrations and setbacks. 
This may make adolescents with BPD traits more susceptible to 
eating dysfunction and impulse control problems.32

According to Cloninger’s model of personality, patients with 
emerging BPD traits have high scores on the temperament measures 
of novelty seeking and harm avoidance; consequently they may 
have an approach-avoidance conflict that makes them more prone 
to euphoria, anger, depression, and anxiety.33 These results are 
concordant with the results of the present study in Table 3, which 
show high levels of Novelty Seeking and Harm Avoidance for the 
clinical group.

Persistence refers to the amount of time devoted to activity 
and exertion of effort to continue the work. The results show low 
persistence in the clinical group. Adolescents with borderline 
personality traits tend to have affective instability and impulsivity 
as their core features, which may lead to low persistence.34

In Table 4 adolescents with emerging borderline personality 
traits tend to have a significant elevation in all cognitive errors. 
Research suggest that adolescents with borderline personality 
traits habitually attend to negative stimuli and endorse consistent 
negative beliefs about self and others, making negatively biased 
interpretations and evaluation of neutral stimuli.35 These findings 
support the results of the present study, where the clinical group 
has a significant elevation in all cognitive errors. Furthermore, the 
cognitive style of emerging borderline personality may be viewed as 
a direct result of the split architecture of their object representations. 
When relationships are threatened, their level of ego functions 
begins to slip. This leads to distorted thinking based on wishes and 
fantasies, leading to higher cognitive errors.36 Personalization, which 
is the highest among adolescents with BPD traits, may be attributed 
to hypersensitivity to others and their relationships.

Table 2: Comparison between clinical and control groups in terms of 
clinical syndrome scales

Variables Group
Mean 
rank

Sum of 
ranks

Mann–
Whitney 
U test Significance

Eating  
dysfunctions 

Clinical 13.60 136.00 19.000 0.019
Control  7.40  74.00

Substance abuse 
proneness 

Clinical 12.65 126.50 28.500 0.102
Control  8.35  83.50

Delinquent  
predisposition

Clinical 13.05 130.50 24.500 0.051
Control  7.95  79.50

Impulsive  
propensity 

Clinical 15.45 154.50  0.500 0.000
Control  5.55  55.50

Anxious feelings Clinical 11.80 118.00 37.000 0.321
Control  9.20  92.00

Depressive affect Clinical 15.50 155.00  2.000 0.001
Control  5.50  55.00

Suicidal tendency Clinical 15.20 152.00  3.000 0.001
Control  5.80  58.00

The Mann–Whitney U test showed that adolescents with borderline per-
sonality traits has significantly higher eating dysfunctions (U  =  19.00, 
p = 0.019), impulsive propensity (U = 0.500, p = 0.000), depressive affect 
(U = 2.00, p = 0.001), and suicidal tendency (U = 3.00, p = 0.001)

Table 3: Comparison between clinical and control groups in terms of 
temperament and character

Variables Group
Mean 
rank

Sum of 
ranks

Mann–
Whitney 
U test Significance

Novelty seeking Clinical 15.40 154.00  1.000 0.001
Control  5.60  56.00

Harm avoidance Clinical 15.50 155.00  1.000 0.001
Control  5.50  55.00

Reward  
dependence

Clinical 12.40 124.00 31.000 0.150
Control  8.60  86.00

Persistence Clinical  7.55  75.50 20.500 0.023
Control 13.45 134.50

Self-directedness Clinical  8.95  89.50 34.500 0.239
Control 12.05 120.50

Cooperativeness Clinical  9.00  90.00 35.000 0.251
Control 12.00 120.00

Self-transcendence Clinical 12.10 121.00 34.000 0.223
Control  8.90  89.00

The Mann–Whitney U test showed that adolescents with borderline 
personality traits has significantly higher novelty seeking (U  =  1.000, 
p = 0.001), harm avoidance (U = 1.000, p = 0.001), and lower persistence 
(U = 20.50, p = 0.023)

Table 4: Comparison between clinical and control groups in terms of 
cognitive errors

Variables Group
Mean 
rank

Sum of 
ranks

Mann–
Whitney 
U test Significance

Catastrophizing Clinical 13.50 135.00 1.000 0.001
Control  5.50  55.00

Overgeneralization Clinical 12.50 125.00 2.000 0.001
Control  5.50  55.00

Personalization Clinical 15.20 152.00 3.000 0.002
Control  5.80  58.00

Selective  
abstraction 

Clinical 13.45 134.50 1.000 0.001
Control  5.55  55.50

A Mann–Whitney U test showed that adolescents with borderline person-
ality traits has significantly higher catastrophizing (U = 1.000, p = 0.001), 
overgeneralization (U  =  2.000, p  =  0.001), personalization (U  =  3.000, 
p = 0.002), and selective abstraction (U = 1.000, p = 0.001)
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its manifestation as an adult personality disorder. Cognitive 
behavior therapy (CBT) is primarily used for the early intervention 
of borderline personality traits. CBT aims to elicit cognitive 
errors, leading to the development of core symptom formation. 
Furthermore, therapy aims to strengthen the coping skills of 
adolescents while reinforcing positive personality traits. Thus, the 
study would facilitate recovery through accurate psychopathology 
formulation. The study also suggests the importance of family 
counseling and teaching positive parenting approaches for 
preventing BPD. Furthermore, therapy should aim to foster 
early confidence-building skills to combat issues of identity and 
insecurity. The study would also assist in developing effective 
behavioral and psychological therapeutic management plans for 
adolescents considering the factors contributing to its symptom 
along with comorbid associated pathology.

In terms of limitation, a rating scale was used in the study 
which automatically included the self-reporting biases along with 
the possibility of some faking. Furthermore, the unequal number 
of males and females in each group may lead to certain gender 
biasness. However, according to the Diagnostic and Statistical 
Manual of Mental Disorders, fourth edition, Text Revision (DSM IV 
TR),38 there is a 3:1 female-to-male gender ratio. This may have led 
to a greater proportion of female samples in the study.

conclusIon
In the current study, a significant difference has been observed 
between the clinical and control group in terms of expressed 
concerns, clinical syndromes, cognitive errors, and coping strategies. 
Adolescents with borderline traits tend to have high cognitive 
errors and maladaptive coping strategies along with comorbid 
temperamental and characterological traits. This study would 
be useful in gaining better insight into the psychopathologies 
contributing to the development of borderline personality 
organization in adolescents, thereby leading to earlier and effective 
therapeutic intervention, improving the treatment prognosis.
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AbstrAct
Background: Emergency psychiatry is a developing subspecialty, and emergency rooms (ERs) are the major entry point for people with mental 
illness. Emergency room psychiatrists work under circumstances of uncertainty and time limitations. The knowledge of various ER psychiatric 
presentations helps us to make tailor-made intervention.
Aim: The aim of the study was to examine the various clinical presentations of psychiatric patients brought to the ER.
Methodology: It is a register-based study, and patients who attended the ER of Yenepoya Medical College Hospital (YMCH) constituted the 
study sample.
Results: A total of 134 patients attended the ER of YMCH during the study period. The highest number of patients who were bought to the 
emergency was of bipolar affective disorder (BPAD) followed by patients with depression, and the least presentation was for obsessive–compulsive 
disorder (OCD) and dissociative disorders.
Conclusions: The nature of the emergency with which patients sought emergency services in India is varied.
Keywords: Emergency psychiatry, Emergency room presentation, Register-based study.
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IntroductIon
Emergency rooms (ERs) are a major point of entry to acute psychiatric 
services for persons with severe mental illness, particularly for 
those who are violent. Emergency psychiatry has developed as a 
medical subspecialty in the last few decades. The goal of psychiatric 
emergency services is to provide treatment at the least restrictive level 
of care for patients with an acute psychiatric problem.1 Usually, adults 
present with multiple problems in the ER. Substance-use disorders, 
suicide attempts, and self-destructive behavior are the usual problems 
with which adolescents present to ER. They account for 20% of the 
psychiatric ER population. Geriatric patients account for 2 to 5% of 
psychiatric ER presentations.2 Certain groups of patients like rape 
victims and victims of domestic violence require emergency medical 
and forensic services in addition to psychiatric services. Emergency 
rooms are a major point of entry to acute psychiatric services for 
persons with severe mental illness, particularly for those who are 
violent. An emergency psychiatrist is called to treat patients who are 
prone to violence and sometimes to predict the likelihood of future 
violence.3 On the other hand, psychiatric patients have been found 
to exhibit particular risk factors for homelessness and experience 
less adequate support from family and friends.4 Homeless patients 
present with more negative symptoms and higher rates of psychosis 
than their domiciled counterparts.5 Emergency rooms psychiatrists 
work under circumstances of considerable uncertainty like limitations 
of time, unclear history, and decisions that have to be made with 
limited information. Usually, register-based studies in psychiatry are 
conducted on inpatients. With deinstitutionalization, psychiatric 
patients are increasingly being treated in outpatient rooms and ER.6

This study attempts to examine the various clinical presentations 
of psychiatric patients brought to the ER. We hope this study helps 
us to develop a tailor-made intervention, which can be delivered 
at the ER. To the best of our knowledge, no study in India has been 
done on presentation.

Methodology
Patients who attended the ER of YMCH from July 2018 to December 
2018 for the psychiatric problem constituted the study population. 
Details of all psychiatry patients who presented to ER during the 
study period and patients who were referred from the other 
departments were also included in the study. The study was 
conducted after obtaining ethical clearance from the Department 
of Ethics, Yenepoya Medical College bearing protocol no-YEC-
1/2019/185. Clinical and socio-demographic details of the patients 
obtained using a register maintained by the medical record 
department of YMCH. The data were categorized according to the 
International Classification of Diseases version 10. The data were 
tabulated in a Microsoft Excel spreadsheet under appropriate 
columns. Pivot charts were created in Microsoft Excel, and the data 
were grouped accordingly. 

results
A total of 134 patients attended the ER of YMCH during the 6 months 
period. Among them, 116 were males (rural  =  70, urban  =  46) 
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and 66 were females (rural =  7, urban =  59). The most frequent 
diagnosis for which ER psychiatric treatment was sought was BPAD 
(n = 41), among whom 16 were male with a rural background with 
a mean age of 31.53 ± 8.36, 13 were male patients with an urban 
background with a mean age of 31.53 ± 8.36, and 3 were female 
from an urban background with a mean age of 25.33 ±  2.30 as 
shown in Table 1. The patients with depression (n  =  36) have 
second-highest presentation; most of the patients presented with 
worsening of somatoform/insomnia. Nineteen male patients with 
depression with a mean age of 42.73 ±  12.56 were from a rural 
background and 13 males with a mean age of 41.61 ± 11.04 were 
from an urban background. Thirty-two patients came for alcohol 
dependence syndrome (ADS) and associated complications with 
either withdrawal seizures or delirium. None of the patients sought 
ER for deaddiction. Schizophrenia patients (n = 20) are presented 
to ER with various manifestations, and most of the patients with 
schizophrenia were bought to YMCH by social workers due to 
exaggerations of symptoms mostly due to poor adherence to 
treatment. Patients with panic disorder (n = 12) usually presented 
to the ER at midnight. In the 6 months of study, only one patient 
for dissociative disorder and one patient for OCD presented to ER 
as shown in Table 2, and the same is depicted in Figure 1.

dIscussIon
In our study, we found that 30% of the patients who sought 
treatment in the ER were having a diagnosis of BPAD. This result is 

comparable to a study conducted in AIIMS Delhi by Kumar et al.7 
Patients with BPAD during manic episodes are extremely violent 
and are easily recognized by family members and they come to 
medical attention immediately. Irritability and violence by patients 
are frequently referred to tertiary care centers like YMCH as the 
medical officers, nursing staff, resident doctors, and ancillary 
workers in primary health care centers are not sufficiently trained on 
how to handle violence by patients with mental health conditions. 
In our study, most of the patients had a diagnosis of severe 
depression with/without psychotic symptoms, and the patient 
presented with either worsening of somatic symptoms or insomnia. 
In the study done by Jain et al. a significant number of patients 
who presented to the ER with depression had attempted suicide.8 
The disparity between our result and the study conducted by Jain 
et al. could be due to the fact that the primary catchment area for 
YMCH is the Kasargod district, Kerala, which is a Muslim majority 
district. Since suicide is forbidden in Islam, even though patients 
have suicidal thoughts they had not attempted suicide. Alcohol 
dependence syndrome was the next commonest presentation 
in our study as 17% of the samples were diagnosed to have ADS, 
which is comparable to the previous study conducted by Richoux 
et al. in Cochin.9 Most of our patients with schizophrenia had an 
exacerbation of psychotic symptoms due to poor adherence and 
were bought by social workers. Our schizophrenia patients are less 
frequently presented with concurrent substance use and violence 
than the Western countries where there is easy access to guns. In 
the study done by Dani and Thienhaus in Washington DC, they 

Table 1: The mean and standard deviations (SD) of age, gender, and regional distribution of patients presented to the ER

Diagnosis

Rural Urban

Male Female Male Female

ADS 42.12 ± 9.20 NA 32.25 ± 9.25 39.5 ± 9.19

BPAD 31.53 ± 8.36 NA 31.53 ± 8.36 25.33 ± 2.30

Depression 42.73 ± 12.56 NA 41.61 ± 11.04 45.33 ± 12.50

Dissociative motor disorder – – NA –

OCD – – NA –

Panic disorder – NA 29 ± 11.28 28.5 ± 5.06

Schizophrenia 35.75 ± 9.71 NA 36 ± 9.48 NA

Note: NA, mean and SD not available due to a single sample; –, no data available

Table 2: The age, gender, and regional distribution of patients presented to the ER are shown here

Diagnosis

Rural

Rural total

Urban

Urban total Grand totalMale Female Male Female

ADS 16 1 17  4  2  6  23

BPAD 23 2 25 13  3 16  41

Depression 19 1 20 13  3 16  36

Dissociative motor disorder  1  1   1

OCD  1  1   1

Panic disorder 1  1  7  4 11  12

Schizophrenia 12 1 13  6  1  7  20

Grand total 70 7 77 46 13 59 134



Psychiatric Presentation to Emergency Room

Indian Journal of Private Psychiatry, Volume 14 Issue 1 (January–June 2020)8

showed that patients in the USA who have been diagnosed with 
schizophrenia presented with severe complaints and are more 
functionally impaired.10 The reason for less functional impairment 
in Indian schizophrenic patients might be that there is good family 
support, which leads to early treatment, and this leads to reduced 
duration of untreated psychosis. Panic disorder patients presented 
to the internal medicine department with symptoms similar 
to a respiratory or cardiac disorder later refer to the psychiatry 
department for evaluation. Pollard and Lewis reported that any 
misdiagnosis could have devastating long-term clinical and financial 
consequences.11

In our study, no structured diagnostic interview nor severity 
rating scale was used for diagnosis or to understand the severity 
of the illness. The urgency of presentations could have been 
underestimated or overestimated by the investigator. Since many 
different clinicians had made diagnoses, inter-rater reliability in the 
current study could be one of the limitations. The small sample size 
may also be another limitation of the study, and the results of this 
study cannot be generalized to the entire population.

conclusIon
The nature of the emergency with which patients sought emergency 
service in India has variations and more such studies with a large 
sample size can help to formulate better treatment plans.
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Ab s t r Ac t
Background: There is sparse literature on the profile of consultation–liaison psychiatry (CLP) across tertiary institutions in developing countries 
like India.
Aims: To assess specific patterns of referrals to psychiatry, psychiatric diagnosis, and interventions among inpatients admitted at a tertiary care 
hospital and to explore demographic and correlation factors.
Materials and methods: An observational type of cross-sectional study was conducted assessing consecutive inpatients fulfilling the inclusion 
and exclusion criteria referred to the Psychiatry Department for Consultation Liaison Psychiatry. Institutional Ethics Committee (IEC) clearance 
was obtained. A structured predesigned data collection form was used to assess relevant variables, and analysis was done comprising frequency 
analysis, mean, percentage, chi-square test, analysis of variance (ANOVA), and multiple logistic regressions.
Results: We analyzed a convenient sample profile of 100 referrals. The mean age of the sample was 40.95 years (SD = 18.05) with 70% males. 
Eighty-one percent were from rural areas with 19% from urban areas. The mean days of referral were 2.27 days (SD = 3.155). The medicine 
department contributed to maximum referrals (60%). Common reasons for referral were substance use (23%) and self-harm (20%). The most 
common psychiatric diagnosis was alcohol dependence (24%). The dual diagnosis was observed in 10% of patients. Correlational regression 
analysis found that alcohol dependence was significantly seen in males, while depression and adjustment disorders were seen in females. Fifty-
eight percent received oral psychiatric medications, while 42% received only psychotherapy. Seventy-six percent of patients/caregivers were 
not adequately communicated by the referring team about specific reasons for reference to psychiatry.
Conclusions: Our study has relevant implications for research and clinical care across CLP.
Keywords: Consultation–liaison psychiatry, Inpatients, Patterns, Referral, Tertiary care hospital.
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In t r o d u c t I o n
Consultation–liaison psychiatry (CLP) is the study, practice, and 
teaching of the relation between medical and psychiatric disorders.1 
It is a subspecialty of psychiatry that provides care for inpatients 
under non-psychiatric care.2 Background literature has assessed 
factors, such as referral rates to psychiatry, reasons for referral, 
specialties, sociodemographic factors, utilization of psychiatric 
services, communication regarding referral, and intervention 
patterns.3–6 Consultation–liaison psychiatry is described to be one 
of the young and upcoming subspecialties of psychiatry in India.7 
It is important to prioritize and understand the perceived need 
for improvement in the existing CLP services across the country 
and enhance training and research work. A national collaborative 
survey on consultation–liaison services conducted across multiple 
institutions in India found that delirium emerged as the topmost 
common psychiatric diagnosis among 79 (87.8%) institutes. It was 
further followed by substance use disorders (70%), self-harm (60%), 
and depression (38.9%) as the most common psychiatric diagnosis 
seen across CLP study settings.8

A study done by Patra et al. found that the emergency 
department contributed to the majority of referrals across CLP in 
their study settings.9 Grover et al. found that delirium emerged 
as the most common diagnosis among referrals made to the CLP 
team.10 Another CLP-based study conducted by Hashim et al. 
found that the significant pattern of referrals across their study 
settings was associated with a relatively younger age, positive 
past and family history of suicidal behavior, mode of attempt, 
and a longer duration of hospitalization.11 It is recommended 

that studies conducted on referral patterns and modes of clinical 
presentation across CLP are relevant and useful for planning 
and organizing these services across the general and specialist 
centers.12

AI m s A n d ob j e c t I v e s
The aim of the study was to assess patterns of referral for CLP 
among inpatients admitted at a tertiary care hospital. The objectives 
of the study were to assess distinct patterns of referral in terms 
of demographic factors, psychiatric and medical comorbidity, 
psychiatric intervention, and communication regarding referral 
and explore significant correlations among the same.
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su b j e c t A n d me t h o d s
The study was an observational type of cross-sectional survey 
conducted at a tertiary care hospital. Consecutive inpatients 
referred for CLP opinion and fulfilling the inclusion and exclusion 
criteria were assessed and comprised the sample for the study. The 
inclusion criterion was that the patients should be above 18 years 
of age. Patients with severe medical or psychiatric morbidities 
rendering them uncooperative to give consent were excluded 
from the study. A predesigned data collection form was used 
to assess the following variables comprising of  demographic 
factors of age, sex, and residence, common reasons for referral to 
psychiatry unit, referring units, period of referral to psychiatry since 
the time of admission in the referring unit and communication 
regarding psychiatric referral to patients/caregivers, medical 
comorbidity, comorbid substance use, family history of psychiatric 
disorders, psychiatric comorbidity, and psychiatric interventions. 
Institutional Ethics Committee (IEC) clearance was obtained. 
Informed consent was obtained for the study. A convenient sample 
size of 100 was analyzed with appropriate  statistics comprising 
descriptive tests, chi-square tests, and regression analysis.

re s u lts
The mean age of our sample was 40.95 years (SD = 18.05) with a 
minimum age of 18 years and a maximum of 95 years. Seventy 
percent were males and 30% females. Eighty-one percent were 
hailing from rural areas and the rest from urban areas (Table 1). 
The mean days of referral to psychiatry were 2.27 days (SD = 3.155) 
with the earliest referral being done on day one and the latest 
being 14 days after the time of admission. The maximum numbers 
of referrals were done on day one of admission (36%). There was 
a downtrend observed after that with a 1% referral rate from day 
11 to day 14 after admission as shown in Figure 1. The medicine 
department contributed to maximum referrals (60%) (Fig. 2). Other 

referring departments were surgery (25%), orthopedics (8%), ENT 
(2%), obstetrics (2%), casualty (2%), and ophthalmology (1%).

The common reasons for referral were substance use (23%) and 
self-harm (20%). The other reasons for reference were patient being 
a known case of psychiatric illness (15%), counseling (14%), irrelevant 
talking (10%), patient appearing sad/tensed (8%), unexplained 
medical symptoms (6%), and patient being uncooperative/rowdy 
(4%). Cases of poisoning (17%) were the most commonly referred 
cases to psychiatry from the medicine department, infections were 
the most common referrals from surgical patients, and fractures 
were the most common orthopedics diagnosis in the referred 
sample. Organophosphates poisoning was the most common 
form of poisoning amounting to 8% of cases. The most common 
psychiatric diagnosis was alcohol dependence (24%) (Fig. 3). The 
International Classification of Diseases (ICD-10) diagnostic profile 
as per broad categories was substance dependence (27%), organic 
mental conditions (18%), schizophrenia and other psychosis (7%), 
mood disorders (17%), anxiety and stress-related disorders (10%), 
mental retardation (3%), and Z category of deliberate self-harm 
(18%). The dual psychiatric diagnosis was found in 10%. A positive 
family history of psychiatric illness was found in 11% of cases.

Table 1: Sociodemographic characteristics (n = 100)

Demographic and clinical factors Percentage (n = 100)
Gender
Male 70%
Female 30%
Residence
Rural area 81%
Urban area 19%
Reasons for referral
Substance use 23%
Self-harm 20%
Known case of psychiatric illness 15%
Counseling 14%
Irrelevant talking 10%
Patient appearing sad/tensed 8%
Unexplained medical symptoms 6%
Patient being uncooperative/rowdy 4%
Family history of psychiatric diagnosis
Present 11%
Absent 89%
Dual psychiatric diagnosis
Present 10%
Absent 90%

Fig. 1: Days of referral to CLP since the time of admission

Fig. 2: Profile of referring departments for CLP
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(p < 0.003), and injectable antipsychotics (p < 0.003) in our study 
setting.

The significant factors were further explored in detail, and it 
was found that males were predominantly referred from medicine, 
surgery, and orthopedics departments. Alcohol dependence was 
the most predominant ICD-10 diagnosis that emerged significantly 
across medicine and surgery departments, delirium was significant 
referral from the orthopedics department, and acute psychosis 
was from the ophthalmology department. Alcohol dependence 
was significantly found in males, while depression and adjustment 
disorders were significantly found in females. The use of vitamins 
and oral psychotropics was significant in patients with alcohol 
dependence.

The one-way ANOVA model was applied for exploring the 
relation between the number of days into psychiatric referral 
and referring unit; however, there was no statistically significant 
association as F  =  1.583 and significance was 0.161. ANOVA also 
did not reveal any statistically significant association between 
the referring unit and the number of medical drugs as F = 1.823 
and significance was 0.103 (Table 2). One-way ANOVA for age and 

Seventy-four percent of the patients and the caregivers were 
not fully communicated and explained the reason for referral 
by their referring doctor despite written reference to psychiatry. 
Regarding the psychiatric interventions received by the referred 
patients, 58% received oral psychiatric medications while 42% 
received only psychotherapy. Thirty percent of patients received 
vitamins, and 29% received injectable antipsychotic medications. 
Antipsychotics and benzodiazepines together were most 
commonly prescribed (14%) with antipsychotics alone amounting 
to 12% and antidepressants alone amounting to 12%.

The following variables emerged to be significant on chi-
square and regression analysis. The referring unit emerged to 
eb significant with the psychiatric diagnosis (p  <  0.001) and 
ICD-10 diagnosis (p < 0.001). Gender was found to be significantly 
associated with psychiatric diagnosis ( p  <  0.003), ICD-10 
diagnosis (p < 0.006), and referring unit (p < 0.048). The variable 
psychiatric diagnosis had a significant association with oral 
psychopharmacological medications (p  <  0.001). It was further 
found that the variable ICD-10 diagnosis was significantly associated 
with oral psychopharmacological medications (p < 0.001), vitamins 

Fig. 3: Profile of psychiatric diagnosis (ICD-10) for the sample (n = 100)

Table 2: One-way ANOVA for age and regression with ICD-10 categories

Sum of squares DF Mean square F Sig.
Between groups 6838.694 6 1139.782 4.036 0.001
Within groups 26265.496 93 282.425
Total 33104.190 99
Age regressed with ICD-10 categories N Mean SD Std. error 95% confidence interval for mean
Organic mental disorders 18 47.78 23.827 5.616 35.93 59.63
Substance use disorders 27 47.26 13.902 2.676 41.76 52.76
Schizophrenia and other psychoses 7 41.43 14.524 5.490 28.00 54.86
Mood disorders 17 42.94 18.972 4.601 33.19 52.70
Anxiety and other stress-related disorders 10 31.20 15.447 4.885 20.15 42.25
Mental retardation 3 25.33 12.702 7.333 −6.22 56.89
Deliberate self-harm 18 27.61 11.099 2.616 22.09 33.13
Total 100 40.41 18.286 1.829 36.78 44.04

DF is degree of freedom.
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Reasons for Referral to Psychiatry: The top reason for referral to 
psychiatry for liaison consultation by Devasagayam and Clark was 
suicide evaluation, but this emerged as the second most common 
reason in our study as the most common reason for referral in 
our study was substance use.25 Sharp et al. found that depression  
(26.7%) was the most common reason for referral.21 Anderson and 
Quante found that for more than 50% of the cases, their psychiatric 
illness was either directly or indirectly the reason for which they 
presented to the hospital.26 Wong and Yiu found that the top 
reasons for  CLP were unstable emotions, followed by suicidal/
deliberate self-harm and aggression.18 Wand et al. found that the 
most common reason for  referral  was an assessment of risk.24 
Fißler and Quante found that the predominant reasons for referral 
to CLP services were assumed depressive symptoms, suicidal 
ideations, and “difficult” behavior.27 Keertish et al. found that the 
most common reasons for referrals were medically unexplained 
somatic complaints (23.1%), anxiety (21%), and abnormal behavior 
(13.1%).15 Clarke and Smith found depression, suicide risk, and 
suspected psychological component to illness as the main reasons 
for referral to psychiatry.28

Patterns of Psychiatric Disorders: In our study, the most common 
psychiatric diagnosis was alcohol dependence (24%). Aghanva et al. 
found depressive episode/recurrent depressive disorder (29.9%) 
as the most common psychiatric diagnosis in their study, whereas 
Clark and Smith found mood disorders (55%) as the commonest 
diagnosis.13,28 Zuo et al. found organic brain syndromes, while 
Rothenhausler et al. found adjustment disorders as the most 
common psychiatric disorder across their both surveys A and B.20,29 
Sharp et al. found that diagnoses of both mood (affective) disorders 
(32.9%) and neurotic, stress-related, and somatoform disorders 
(54.7%) were common in their study.21 Keertish et al. found that 
neurotic, stress-related, and somatoform disorders were the most 
common ones (41.7%).15 Risal and Sharma found that depression 
was the most common diagnosis among patients referred from 
the medical ward (34.7%) and anxiety was most commonly found 
among patients referred from emergency settings (24.5%).14 Dual 
psychiatric diagnosis was found in 10% of our study patients. This 
is similar to the findings of Arbabi et al. who found that 10.9% of 
patients had received multiple psychiatric diagnoses.17

Patterns of Pharmacotherapy and Psychotherapy: Our rates 
of pharmacotherapy (58%) for CLP patients were higher as 
compared to a study by Rothenhausler et al. (45–49%) but lower 
than rates found by Barrimi et al. who found that pharmacological 
treatment was done in 60% of cases.20,23 Wand also found that 
the most common clinical management approach in CLP was 
pharmacotherapy.24

Sharp et al. found that pharmacological therapy was done 
in 25.4% of patients and cognitive behavior therapy (56.1%) was 
the most commonly used intervention.21 We found that 42% of 
inpatients received only psychotherapy in our study. Gangat et al. 
found that psychotherapy as an intervention was offered to only 
18% of the hospital patients referred for CLP.30

In our study, we noted that antipsychotics and benzodiazepines 
together were prescribed to 14% of patients and this was the 
most common pattern across pharmacotherapy. Schellhorn 
et al. found that geriatric patients were more likely to receive 
atypical antipsychotic medications. He also found that younger 
patients had received benzodiazepines but we did not find any 
significant association between age and pharmacotherapy.31 

psychiatric diagnosis emerged significantly. Younger age was 
significantly found to be associated with deliberate self-harm 
and anxiety-related disorders. Middle and older age groups 
were associated with organic mental conditions, depression, 
schizophrenia, and substance use disorders.

The following variables did not emerge significantly in our study. 
The variable psychiatric diagnosis did not emerge significantly 
when explored with the residence (p < 0.308), vitamins prescribed 
(p  <  0.15), injectable antipsychotics prescribed (p  <  0.129), and 
communication about reference (p < 0.336). The variable ICD-10 
disorder did not have any significant association with the residence 
(p < 0.551) and communication about reference (p < 0.206). The 
variable referring unit did not have significant associations with 
substance use (p  <  0.635), residence (p  <  0.295), dual diagnosis 
(p < 0.928), communication about reference (p < 0.836), reason for 
referral (p < 0.068), vitamins prescribed (p < 0.454), and medical 
diagnosis (p < 0.997).

dI s c u s s I o n
Demographic Factors: In our study, the mean age was 40.95 years 
with males being predominant. This was similar to the study done 
by Aghanva et al. in which the mean age was 31.1 (SD 13.1) years 
and the works of Risal and Sharma who found that the mean age 
of the subjects evaluated was 37.26 (±1.86) years.13,14 Keertish et al. 
found that the age distribution of the study population showed 
that a majority of the patients (59.6%) belonged to the age group 
of 16–45 years and a preponderance of males in both inpatients 
(58 vs 42%).15 However, Aghanva et al. and Risal and Sharma found 
females contributing to 56 and 56.4%, respectively.13,14 Ramdurg 
et al. found that 78% of the sample was from urban areas in their 
study, whereas in our study, the majority of the patients were hailing 
from rural areas.16

Days of Referral to Psychiatry: The mean days of referral 
to psychiatry as described by Arbabi et al. were 12.56 days 
(range = 1–90, SD = 13).17 In comparison, the mean day of referral to 
psychiatry in our study was relatively earlier (mean 2.27 days). Wong 
and Yiu found that 82% of patients referred for consultation were 
attended to within the same working day of receiving the referral 
and 99% were attended to by the end of the next working day.18

Referring Departments: Our study findings were similar to the 
findings of Ansari et al. and Rothenhausler et al. who also found 
that the medicine department contributed to maximum referrals 
to psychiatry (74.4 and 31%, respectively).19,20 Sharp et al. found 
that the majority (60.2%) of referrals in their study for consultation–
liaison service came from physicians.21 Keertish et al. also found that 
the medicine department contributed to maximum referrals (59%).15 
Risal and Sharma also found that maximum (70.4%) referral was from 
the medical ward.14 However, Elisei et al. found that the majority 
of their referrals in their study settings were from the emergency 
room (51.4%). They also found that medical wards contributed to 
39% of referrals and surgical wards contributed to 9.4% of referrals.22 
Barrimi et al. found that the dermatology (16%) and nephrology 
(11%) departments contributed to maximum referrals in their 
study.23 Wand found that the highest rate of referrals to psychiatry 
was from the emergency department, followed by obstetrics and 
gynecology departments.24
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several cultural and organizational problems in different countries 
have emerged regarding the implementation of CLP services and 
the application of CLP guidelines37 Kishi suggests that the time 
has come to reorient the focus on the improvement of the CLP 
service system through care coordination strategies.38 Specifically 
integrated serviced delivery models integrating care between 
primary care and general hospitals can be tremendously useful in 
reaching optimum utilization of consultation–liaison services.39 
Lyne et al. recommend that the introduction of guidelines on CLP 
and their implementation can help in improving the quality of care 
services.40 Wood and Wand recommend that the future research 
in CLP can focus on exploring cost-effectiveness, length of stay, 
standardizing patient and staff feedback, and short-term patient 
outcomes with improved methodologies.41

co n c lu s I o n s
We conclude that diverse patterns for CLP exist in our study 
and our study findings are relevant to our setting. The strength 
of our study was that it was based at a tertiary institution with 
adequate departments contributing to referrals as well as catering 
to a wide geographical area comprising of both rural and urban 
populations with diverse socioeconomic backgrounds. The study 
was conducted after the IEC approval with informed consent and 
appropriate statistics comprising of multiple logistic regressions 
and ANOVA. The limitations of our study were that we included 
adults and did not include children and adolescents. We analyzed 
the referring departments as per major specialties and did not 
include super specialty services in our study. This was another 
limitation of our study that it was a single-point study and there 
was no follow-up of patients conducted in our study.

Clinical Significance: We recommend that medical institutions 
should direct their attention toward assessing their patterns of 
psychiatric services for liaison psychiatry in order to improve the 
overall utilization of psychiatric liaison services. There may be 
a role to assess knowledge, perceptions, perceived stigma, and 
attitudes regarding liaison psychiatry across different units and 
departments at the institutional level to facilitate understanding 
regarding existing barriers so that interventions can be planned 
accordingly at the interdepartmental as well as at the institutional 
level to improve existing lacunae and improve psychiatric service 
utilization across CLP setting.
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ORIGINAL ARTICLE

Episodic, Event-triggered Staring Compulsion:  
An Unusual Form of OCD
Harish Kulkarni1

Ab s t r Ac t
Obsessive-compulsive disorder (OCD) has varied presentations. OCD with predominant mental compulsion is rare. A case presented here is of a 
21-year-old male patient with staring episodes. He got the urge to stare at uninteresting and insignificant visual cues while reading. Symptoms 
appeared only while reading academic books and during his examinations. Symptoms caused him significant distress and dysfunction; hence, 
he was unable to read for the examinations. His unsuccessful attempts to overcome the act of staring made him more anxious. Other differential 
diagnoses like impulse control disorder, ADHD, mania, and generalized anxiety disorder were ruled out and diagnosis of OCD was made. 
The patient was treated with SSRIs: paroxetine 25 mg and later fluoxetine up to 60 mg with propranolol and clonazepam initially. Significant 
improvement was noted on follow-ups, which maintained even after medications were withdrawn.
Keywords: Compulsive behavior, Obsessive-compulsive disorder, Reading, Young adult.
Indian Journal of Private Psychiatry (2020): 10.5005/jp-journals-10067-0053

In t r o d u c t I o n
Obsessive-compulsive disorder (OCD) is a common psychiatric 
disorder but with myriad presentations. Of all, predominant 
compulsion type of OCD is relatively uncommon accounting 
for a mere 2% of cases and OCD with predominant/pure mental 
compulsion hardly constitutes for 0.2%.1 Staring, a form of mental 
ritual, is seen with other compulsive behavior but very rarely in 
isolation. A rare form of presentation of OCD is being reported for its 
uniqueness in symptomatology, onset, and course. The diagnostic 
challenge it posed is also discussed.

cA s e re p o r t
A 21-year-old male medical student premorbid well adjusted with 
uneventful childhood and no family history of psychiatric illness 
or substance use reported to psychiatry OPD with inability to 
concentrate on studying, despite his best efforts. He got repeatedly 
distracted from studying, by minor stimuli like a dot, a speck, a 
mark, a line on his palm, spectacles, or pages anywhere in his field 
of vision while he prepared for his upcoming examination. He 
felt a strong urge to stare at them and attempted to resist it and 
resumed studying made him anxious with associated palpitations, 
restlessness, and sweating. He was compelled to shift his attention 
from studying to keep staring at these visual cues for some time or 
until he felt satisfied. He could switch back to studying for a short 
period of time only to be distracted again. Stimuli were meaningless 
to him and felt that the irrepressible urge to look at them was 
totally irrational. Occasionally, he doubted that not staring at them 
would result in missing something important despite being aware 
of its insignificance. The urge to stare was usually not preceded 
by any thoughts. Staring at those stimuli reduced his anxiety 
momentarily. He tried various ways to overcome staring episodes; 
he created other marks on the page and hands intentionally so that 
no particular mark distracted him; he kept marks close to the line 
and he was reading to avoid looking away. All the attempts failed 
to prevent the staring episodes. With repeated failed attempts to 
focus, he quit reading as it was unbearable for him to continue. He 
spent a significant amount of his valuable time in these activities 

that slowed down the pace of studying and was unable to complete 
his syllabus that made him more anxious. He took up smoking 
nicotine to reduce his anxiety but without much benefit. The 
symptom appeared only when studying irrespective of the topic or 
subject. Nonacademic reading like text messages or newspaper was 
not hampered. The patient was in a dilemma whether to study with 
great difficulty or not take the examination. This resulted in skipping 
the examination in the past. He did not report other obsessions or 
compulsions. There were no features of ADHD, mania, depression, 
or psychosis. The patient had similar symptoms twice in the past 
during previous examinations. The patient had no symptoms in 
the interval period. On earlier psychiatric consultations, he had 
received diagnoses like generalized anxiety disorder, adjustment 
disorder with anxiety features. He was treated with beta-blocker, 
benzodiazepines, and SNRIs (desvenlafaxine 100  mg) without 
much relief. On examination, there was tachycardia, sweating, 
and mild elevation in blood pressure. He was anxious, hesitant, 
and stuttered often, and had numerous pen marks on his hands; 
cognitive functions were normal, and social judgment was impaired 
and had good insight into the symptoms. The diagnosis of OCD with 
predominantly compulsive acts was made using ICD-10 criteria as 
the presence of compulsion alone was enough for the diagnosis 
as per diagnostic guidelines. Administration of YBOCS symptom 
checklist did not reveal other obsessions or compulsions. Baseline 
score on YBOCS rating scale was 17 of 20 since only compulsions 
were rated, indicating extreme severity. The patient was treated 
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with daily dosage of paroxetine 25 mg, clonazepam 0.5 mg, and 
propranolol of 20 mg tablets. At two weeks of follow-up, YBOCS 
score reduced to 11. He was asymptomatic at eight weeks of 
follow-up. He appeared for his upcoming examination that year 
and cleared it. Later on, treatment was changed to fluoxetine 
capsule and maintained on 60 mg as he felt sedated with earlier 
medications. During his subsequent examinations, he developed 
no symptoms. At the end of two years of treatment, he scored 
zero on YBOCS. Medications were tapered off and stopped. He 
was maintaining well even after one year of stopping treatment.

dI s c u s s I o n
Predominant compulsions are rare than predominant obsessions. 
Mental compulsions in the absence of obsessions are extremely 
rare. The patient had compulsion in the absence of a clear 
obsession. Urge, in this case, can be arguably considered as a 
part of compulsion. Obsessive urges are usually described in 
obsessional phobia; these urges are to carry out a dreaded act 
and the subsequently arising avoidance of the object/situation is a 
controlling compulsion. Unlike obsessional phobia, here the act of 
staring was a yielding compulsion. Furthermore, the compulsions 
are considered to have urges as intrinsic component that drives 
the act. This urge follows an obsessive thought but precedes the 
compulsive act. Thus, compulsion is a combination of an urge and 
a behavior.2 Hence, here the presence of urges was considered as 
a part of compulsion instead of an obsession.

Staring as mental ritual has been described as compulsive 
behavior in children with OCD3 and is associated with other 
obsessions and compulsions. Staring as a mental ritual is rare as 
compared to other mental rituals like counting and rehearsing 
and the presence of staring alone has not been reported 
hitherto.4Compulsive staring is described as a type of mental 
checking behavior and following an obsessive doubt. Mental 
checking is reevaluation of past events or information obtained 5 as 
they are plagued by the doubt.1 The patient did not report pervasive 
pathological doubt and reevaluation and he used to stare as long 
as it felt “just right.”

In OCD, symptoms that are not present otherwise can be 
brought in by triggers like in obsessional phobias. Triggers in OCD 
are defined as an event or an external or internal cue that sets off 
an obsession/compulsion.2 Trigger in this case was reading and 
the urge was to stare at something totally different. The urge was 
not related to trigger and was directed at silly visual cues; also, the 
trigger was highly specific, i.e., reading textbooks only. Urges in OCD 
differ from impulse-control-disorder; in former, impulses/urges are 
repetitive, controllable to an extent, can be postponed, lengthened/
abbreviated, or concealed and distressing even in absence of urges, 
thus differentiating it from latter.2

Many psychiatric illnesses have onset with stress6 but only 
few illnesses like adjustment disorder subside with the removal of 
stressor alone. Peculiar in this case was occurrence of illness, which 
was well predicted by the arrival of examinations and remitted 
after that without treatment. Such a presentation of OCD is unusual 
though episodic OCD has been reported.7

Diagnosis of this case posed a challenge owing to its atypical 
presentation. The diagnosis needed repeated interviews. Self-
awareness of the staring episodes, ability to terminate ongoing act 

differentiated it from seizure. Oculogyric crisis was ruled out as the 
staring acts were painless, brought about by specific stimuli and 
the patient modulated the act. In the present case, the presence of 
repetitive, irrational, intrusive, irresistible behavior, tension building 
up to be relieved only after the act, distress, and impairment in his 
daily routine clinched the diagnosis allaying the doubts.

co n c lu s I o n
In conclusion, here is a case of OCD with unusual presentation of 
mental compulsion of staring and no obsession or other compulsion, 
symptoms were triggered by reading, and illness had well-defined 
episodic course. The patient improved with pharmacotherapy and 
persisted in remission even off treatment. The challenge posed by 
the illness to diagnose reminds us that illness presents in many 
possible ways: from the complex interplay of symptoms to a single 
subclinical complaint. Atypical presentations are rather a rule than 
exception but for a patient, it is just suffering. For an apt diagnosis 
and treatment, the clinician’s skill and knowledge come to aid; 
hence, the need is to discuss rare and unusual presentations.

cl I n I c A l sI g n I f I c A n c e
Pure mental compulsions in the absence of obsession or other 
compulsions are rare. Staring spells as a mental compulsion is 
presented here which was event triggered, event being reading 
textbooks, and episodic in nature, appeared usually prior to 
examinations. The unusual presentations are challenge for 
practitioners to diagnose. Although the presentation was confusing, 
symptom improvement with standard treatment was classic.

de c l A r At I o n of pAt I e n t co n s e n t
The patient consent statement was taken for participation in 
the study and publication of the clinical information without 
revealing his identity, name, or initials. The patient is aware that 
although confidentiality would be maintained, anonymity cannot 
be guaranteed.
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Ab s t r Ac t
Background: Evidence suggests significant impairment across multiple cognitive functions and remains stable during the first few months of 
abstinence from alcohol and abates by one year. Methodology: The study was conducted in a tertiary care teaching hospital on 20 alcohol-
dependent patients each in the short- (STA) and long-term abstinence (LTA) group. Both the groups compared were age and sex matched. The 
Mini International Neuropsychiatric Interview (MINI) screening was used to diagnose alcohol dependence. The following neuropsychological 
tests were done to assess the case and control groups: Trail making test, verbal working memory: N-back test, Rey’s auditory verbal learning 
test. Parametric and nonparametric test were used to analyze the data based on the criterion. 
Results: There was no significant difference between STA and LTA groups in mean time taken to complete the task in Trail A and Trail B (t = 1.16, 
p = 0.25 and t = 0.72, p = 0.48). There is no significant difference between two groups in working memory functions in verbal 2-back and 1-back 
errors or hits. There is a significant difference between long-term and short-term alcohol abstinent in immediate recall (t = −2.189, p = 0.03). 
There is no significant difference between two groups in other trials of learning and memory tasks.
Conclusion: The result of this study shows that there is no significant difference between short-term and long-term abstinent in attention, 
working memory task, verbal learning, and memory task. Longer duration of abstinence is required for the improvement in neuropsychological 
deficits due to alcohol use.
Keywords: Abstinence, Alcohol dependence, Executive dysfunction, Immediate recall.
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In t r o d u c t I o n
Alcohol-use disorders mimic and exacerbate a wide range of 
medical and psychiatric conditions and thereby shorten the life 
span of affected people by more than a decade. Alcoholism’s effects 
on the brain are diverse and are influenced by a wide range of 
variables. Although alcoholics have diffuse damage in the cerebral 
cortex of both hemispheres of the brain, neuropathological studies 
performed on the brains of deceased patients as well as findings 
derived from neuroimaging point to increased susceptibility of 
frontal brain systems to alcoholism-related damage.1

Neuroimaging techniques studied the blood flow and 
metabolism of the frontal lobe and found that chronic alcoholics will 
have decreased metabolism in the frontal lobes and this is correlated 
with impaired neuropsychological performance.2 Tedstone and 
Coyle investigated performance on neuropsychological tasks and 
tasks measuring different aspects of attention in a representative 
sample of sober alcoholics. In comparison with a nonalcoholic 
control group, the alcoholics were significantly impaired on all 
neuropsychological tasks and specific deficits in attention such 
as divided attention task.3 Neuropsychological performance in 
apparently cognitively, mentally, and physically healthy abstinent 
alcohol-dependent subjects compared with controls showed 
that the severity of dependence and length of abstinence was 
not associated with the performance of any task.4 A study has to 
evaluate the frequency of measurable dysfunction in hippocampus 
(HC)-related functional tests and its predictive value for risk to 
show that more than 50 % of exhibited improvement in distinct 
HC dysfunction after 2 years. The study concluded that a slow 
but remarkable regeneration of HC functions occurs upon strict 
abstention from alcohol.5

A comparison of cognitive functioning in alcoholics in various 
treatment phases including postdetoxification and years after 
abstinence showed that the residual deficits persist for years after 
detoxification in some patients. The most severe deficits have been 
observed in visuospatial abilities, perceptual-motor integration, 
abstract reasoning, and new learning. The most significant 
predictors of cognitive dysfunction in persons recovering from 
alcoholism are the time elapsed since the last drink and the person’s 
age. The pattern and duration of a patient’s alcohol abuse are 
relatively weak determinants of neuropsychological impairment 
during abstinence.6 A comparison of the cognitive function of 
alcohol dependent with that of controls at baseline and followed up 
after 18 months showed that cognitive performance of subjects was 
substantially lower than normative samples, with a third or more at 
or below the 10th percentile on performance averaged across all 
measures.7 A study conducted to examine the cognitive functioning 
of long-term abstinence showed that over the 6-month interval, 
the abstainers’ episodic memory and executive performances 
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had returned to normal, whereas the relapsers performed lower 
than before in the flexibility task and concluded that there was 
no significant difference regarding neuropsychological scores at 
baseline between abstainers and relapses.8

Findings from the meta-analysis of 62 studies done that 
assessed cognitive dysfunctions among alcoholics revealed  
moderate impairment across 11 cognitive domains during  
short-term abstinence, with moderate impairment across 10 
domains during intermediate-term abstinence. Small effect size 
estimates were found for long-term abstinence. These results 
suggest that significant impairment across multiple cognitive 
functions remains stable during the first year of abstinence from 
alcohol and abates by one year of sobriety.8

The present study assesses the neuropsychological functions 
of alcoholics in the early phase of abstinence (short-term) and 
compares it with the neuropsychologic functions of an age and 
sex-matched group who are abstinent for at least 1 year (long term).

MAt e r I A l s An d Me t h o d s
The study was conducted in a tertiary care teaching hospital on  
20 alcohol-dependent patients each in the short- and long-
term abstinence group. Both the groups compared were age 
and sex matched. Long-term abstinent (LTA) was defined 
as abstinence from alcohol for 12 months and above while 
short-term abstinent (STA) was defined as abstinence for a 
period of 1 to 2 months. Both the groups are selected from the 
tertiary prevention clinic’s alcoholic anonymous groups. They 
were included in the study after written informed consent  
based on the following criteria: patients meeting the definition  
for short- and long-term abstinence, age between 25 and 50 years,  
ability to read/write English and mother tongue (Malayalam), and a  
mini-mental status examination score above 23. Patients with a 
longitudinal or cross-sectional diagnosis of any other Axis I disorder 
or intellectual impairment, patients with a significant history of head 
trauma or cranial surgery or significant neurological disease including 
epilepsy or history of diabetes mellitus, hypertension, cardiovascular 
and coronary heart disease, and terminal illnesses were excluded. 
The subjects were postinclusion assessed using a sociodemographic 
questionnaire to obtain relevant data. The Mini International 
Neuropsychiatric Interview (MINI) screening10 was used to diagnose  
alcohol dependence and excludes other Axis I diagnosis. The  
mini-mental status examination (MMSE) was also administered.  
The following neuropsychological tests were done to assess the 
case and control groups: trail making test, verbal working memory: 
N-back test, Rey’s auditory verbal learning test.

tr A I l MA k I n g te s t (tMT )
It is used as a test of attention and visuomotor tracking. Adult 
version is 15 to 89 years. The tool was constructed in 1938 as 
“Partington’s Pathways” or the “divided attention test” and was 
later adopted by Reitan in 1955. Reliability coefficients in clinical 
population are 0.69 to 0.94 for Part A, 0.66 to 0.86 for Part B.11

Ve r b A l Wo r k I n g Me M o ry—n-bAc k tA s k
For the present study, 1-back and 2-back versions of the n-back 
test are used. The 1-back version requires verbal storage and 
rehearsal, while the 2-back version requires, in addition of above, 
manipulation of the information. Therefore, 1-back version involves 
the articulatory loop in the verbal modality and 2-back version 

involves the central executive. The number of hits and errors 
form the score in each test. The total number of omissions and 
commissions form the errors. Omissions are defined as the number 
of repetitions that are missed. Commissions are the number of 
nonrepetitions wrongly identified as repetitions.12

re y’s Au d I to ry Ve r b A l le A r n I n g te s t 
(rAVlt )
Rey’s auditory verbal learning test (AVLT) is adopted for different 
cultures. There are two lists A and B with 15 different words in each list.  
Word in list A is presented at the rate of one word per second during  
5 successive trials. After the completion of the 5 trials of list A, words 
in list B are presented once and an immediate recall is taken for the 
same. Presentation of list B serves as interference and prevents the 
subject from recalling the words from list A subsequently from 
immediate memory. This is followed by the immediate recall of 
words from list A. After a delay of 20 minutes, words in list A are 
again recalled to form the delayed recall scores. Following the 
delayed recall, recognition of the word in list A is tested. The words 
are called out one at a time and subjects indicate whether each word 
belonged to list A or not. Hits and errors are recorded.13 

Pr o c e d u r e
Institutional ethics committee clearance was taken prior to initiating 
the study. Specific appointment time was fixed for conducting the 
assessment. The assessment was done in therapy room in psychiatry 
department after getting the consent for the study. For short-term 
abstinence, patients who were continued in de-addiction treatment 
following detoxification were selected. For long-term abstinent 
group, alcoholic anonymous (AA) groups in the study area were 
contacted and detailed history was collected for understanding the 
level of abstinence. Thereafter, MINI screening for other psychiatric 
conditions and MMSE were administered.

Neuropsychological assessment was conducted in a specific 
order starting with trail making test (TMT). Rey’s auditory verbal 
learning test (AVLT) was administered following it. In the 20-minute 
delay period for delayed recall of AVLT, verbal n-back test was 
administered. The assessments were completed with delayed recall 
task of (AVLT). Over all 45 minutes to 1 hour were taken to complete 
the assessment depending upon the patient.

Parametric and nonparametric tests were used to analyze the 
data based on the criterion. All tests were done using the Statistical 
Package for the Social Services version 16 (SPSS 16).

re s u lts
Total sample sizes consist of 20 patients with short-term 
abstinence (STA) and 20 patients with long-term abstinent (LTA). 
The sociodemographic variables between the two groups are 
summarized (Table 1).

There is no significant difference in terms of age between 
(t  =  −0.87 and p  =  0.57) between long-term and short-term 
alcohol abstinence groups indicting that are homogeneous in 
nature. The duration of the alcohol use also showed no significant 
difference between the groups (t = −0.371 and p = 0.14). 65% in the 
STA group and the 55% LTA group took de-addiction treatment 
once. In the STA group, the percentage of the patients who took 
treatment twice and thrice were 10 and 25%, respectively. In the 
LTA group, it was 30 and 10, respectively, for 2 and 3 de-addiction 
treatments.
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Table 1: Sociodemographic characteristics of the study population

Short-term  
abstinence 
(STA) (n = 20)

Long-term  
abstinence  
(LTA) (n = 20)

Age 36.75 (5.48) 38.10 (4.32)

Education
    SSLC/10th
    Higher secondary
    Graduation
    Postgraduation

        5 (25)
        6 (30)
        7 (35)
        2 (10)

        3 (15)
        3 (15)
        9 (45)
        5 (25)

Occupation
    Unskilled
    Semiskilled
    Skilled

        7 (35)
        7 (35)
        6 (10)

        1 (5)
      12 (60)
        7 (35)

Income
    Below 10000 INR
    10000–25000 INR
    Above 25000 INR

        4 (20)
        5 (25)
      11 (55)

        5 (25)
        3 (15)
      12 (60)

Marital status
    Single
    Married
    Separated
    Widowed
    Divorced

        5 (25)
      11 (55)
        2 (10)
        1 (5)
        1 (5)

        1 (5)
      16 (80)
        2 (10)
        0
        1 (5)

Religion
    Hindu
    Muslim
    Christian
    Others

      15 (75)
        2 (10) 
        3 (15)
        –

      16 (80)
        3 (15)
        1 (5)
        –

Domicile
    Rural
    suburban
    Urban

        2 (10)
        4 (20)
      14 (70)

        –
        8 (95)
      12 (5)

Family type (n)
    Nuclear
    Joint

      15 (75)
        5 (25)

      19 (95)
        1 (5)

Duration of alcohol use (years) 15.75 (6.27) 16.50 (6.50)

Number of treatment
    1
    2
    3
    4

      13 (65)
        2 (10)
        5 (25)
        –

      11 (55)
        6 (30)
        2 (10)
        1 (5)

Table 2: Time trail making test (TMT) in short-term and long-term 
abstinent groups

STA (n = 20) LTA (n = 20)

Statistical analysis

t p

Attention

TMT-A

Response time 
(seconds) 54.05 (21.41) 47.10 (16.06) 1.161 0.253

TMT-B

Response time 
(seconds) 87.40 (31.38) 80.45 (29.79) 0.718 0.477

Table 3: Working memory tasks in short-term and long-term abstinence

Working memory STA (n = 20) LTA (n = 20)

Statistical analysis

t/U p

Verbal n-back

1-back hits 8.80 (0.41) 8.85 (0.49)   −0.350 0.728

1-back errors^ 0.65 (0.82) 0.25 (0.64) 193.00 0.127

2-back hits 5.70 (1.56) 5.30 (1.30)      0.881 0.384

2-back errors 5.35 (2.99) 2.00      0.807 0.425

^, nonparametric statistics

Table 4: Learning and memory task in short-term and long-term 
abstinence

STA (n = 20) LTA (n = 20)

Statistical analysis

t/U p

Verbal learning 
and memory

AVLT

Trial1   6.00 (0.81)   6.40 (1.23)   −0.818 0.418

Trial2   8.00 (2.05)   8.40 (1.27) 180 0.602

Trial3 10.40 (2.50) 10.30 (2.32)      0.131 0.896

Trial4 12.20 (2.09) 11.85 (2.16)      0.521 0.606

Trial5 12.50 (1.93) 12.45 (2.14)      0.078 0.939

Total trials 49.10 (9.41) 49.40 (7.75)   −0.110 0.913

Trial B   6.75 (1.74)   6.30 (1.56)      0.860 0.395

Immediate recall   8.45 (2.23)   9.90 (1.94)   −2.189 0.035*

Delayed recall   6.90 (2.49)   8.05 (2.26)   −1.530 0.134

Long-term percent 
retention 54.71 (16.19) 65.79 (18.72)   −2.001 0.053

Recognition 12.65 (3.06) 13.70 (1.976)   −1.287 0.206

p < 0.05

There was no significant difference between STA and LTA 
groups in mean time taken to complete the task in Trail A and 
Trail B (t = 1.16, p = 0.25 and t = 0.72, p = 0.48) (Table 2). There is no 
significant difference between the two groups in working memory 
functions in verbal 2-back and 1-back errors or hits (Table 3).

There is a significant difference between long-term and  
short-term alcohol abstinent in immediate recall (t =−2.189, p = 0.03) 
(Table 4). There is no significant difference between the two groups 
in other trials of learning and memory tasks.

dI s c u s s I o n
Alcohol dependence is characterized by a neuropsychological 
profile of mild-to-moderate impairment. Recovery from alcoholism 
is associated with a partial reversal of CNS deficits that occur in 
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and cohort study with nonalcoholic controls has to be taken into 
consideration and assesses the type of treatment as well as number 
of relapse to consider. Treatment implication of the study includes a 
consideration of neuropsychological assessment and rehabilitation 
since this will help to reduce relapse.
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alcoholism. The reversal of deficits during recovery from alcoholism 
indicates that brain structure is capable of repair and restructuring 
in response to insult in adulthood. Indirect support of this repair 
model derives from studies of selective neuropsychological 
processes, structural and functional neuroimaging studies, and 
preclinical studies on degeneration and regeneration during 
the development of alcohol dependence and recovery form 
dependence.14

In the present study, there is no significant difference between 
long-term and short-term abstinence in TMT A and TMT B scores. 
This result is similar to the findings for a previous study by Tedstone 
and Coyle.3 This study also is in concordance with another study 
that compared the cognitive function of alcohol-dependent with 
that of controls which showed that deficit in executive function and 
attention deficit were continued even after 18 months in that study.

Working memory, a concept put forth by Baddeley, refers 
to the capacity to hold and manipulate information for ongoing 
processes.13 This capacity is required to integrate the information 
with long-term memory and with other information being 
processed either serially or parallel. In the present study also, there 
is no significant difference between the means of both verbal 
n-back. This shows that the working memory deficits may need  
longer period to recover or the damage may be irreversible (Table 3). 
Learning and memory are the capacities by which a person is able 
to gain experience and retain it. Learning is the means of acquisition 
of new information about the environment, and memory is the 
process of retaining it. Rey’s auditory verbal learning test (AVLT) was 
used in the present study to measure verbal learning and memory. 
In the present study, there is significant difference between two 
groups in the immediate recall task of verbal learning; this shows 
that learning capacity recovers faster for abstainers (Table 4). In 
delayed recall scores, there is no significant difference between 
the two groups in the present study.

This echoed the results of a study by Bartels and colleagues to 
evaluate the frequency of measurable dysfunction in hippocampus 
(Hc)-related functions and showed that more than 50% exhibited 
distinct HC dysfunction at inclusion that returned to normal after 
2 years. Study concluded slow but remarkable regeneration of HC 
functions upon strict abstention from alcohol.5 The present study is 
in concordance with the findings of the meta-analysis by Stavro and 
colleagues and revealed moderate impairment across 11 cognitive 
domains during short-term abstinence, with moderate impairment 
across 10 domains during intermediate-term abstinence. Generally, 
dysfunction abates by 1 year of sobriety. These findings support 
the diffuse brain hypothesis and suggest that cognitive dysfunction 
may linger for up to an average of 1-year postdetoxification from 
alcohol.

The result of this study shows that there is no significant 
difference between short-term and long-term abstinent in 
attention, working memory task, verbal learning, and memory 
task. Longer duration of abstinence is therefore needed for the 
improvement in neuropsychological deficits due to alcohol use.

This study is restricted by small sample size, and cross-sectional 
design, even though matched group sample has selected for 
the study. Large sample with multiple sites of sample collection 
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AbstrAct
Background: Internet use expanses from day-to-day necessities to morbid levels. More emphasis is now being given to online services during 
this current pandemic situation. Internet use is acting as double-edged sword. This study was aimed to know the perceived stress and Internet 
addiction among the students pursuing professional courses during the lockdown of corona pandemic in India.
Aim: The aim was to assess the perceived stress and Internet addiction during the lockdown among professional students.
Methodology: A cross-sectional study for students perusing professional courses of different streams through an online survey was carried. 
During the lockdown, a Google form was created for students with proper information about the questionnaire with the request for participating 
in the research. Survey contained a total of 38 questions. After taking informed consent, sociodemographic proforma, perceived stress scale, 
and Internet Addiction Test were applied.
Result: A total of 297 students from various professional courses participated in the study. A total of 62.2% of them were reported that their 
time for Internet use has increased significantly. Maximum (84%) participants reported high level of perceived stress and 62% of them were 
using Internet up to a moderate level of addiction. Positive correlation was present between perceived stress and Internet addiction.
Conclusion: Lockdown restrictions were increased the perceived stress and vulnerability of Internet addiction among the students.
Keywords: Internet addiction, Lockdown, Perceived stress.
Indian Journal of Private Psychiatry (2020): 10.5005/jp-journals-10067-0055

bAckground
The COVID-19 has emerged as a global pandemic. In India, lockdown 
was announced on March 24, 2020, preceded by a voluntary Janta 
Curfew that was extended twice and ended on May 3, 2020. During 
this period, all the movements were restricted by the government 
except emergency and basic necessities. This lockdown forced 
everyone to remain inside on the one hand, and on the other hand, 
due to very less information about the pandemic panic condition 
was faced by everyone. People started searching for information 
and COVID-19-related updates from various platforms. As social 
distancing was known as one of the best strategies for reducing 
the chances of infection, it increased the need for Internet-based 
solutions for leisure and entertainment.

In India, the first confirmed case of COVID-19 was reported on 
January 30, 2020.1 As a containment initiative, the nation was placed 
on a total lockdown since the early hours of March 25, 2020.2 With 
the start of phase-1 lockdown, all diagnosed cases of COVID-19 
underwent contact tracing and potential contacts, including 
healthcare workers, were quarantined or isolated.

Internet is a windfall and has undoubtedly helped to bring 
the world closer. It has been an enormous method for students to 
communicate and improve their knowledge by transforming the 
pedagogic landscape. Nevertheless, the excessive and disruptive 
use of Internet by individuals especially in the last decade has led 
to the emergence of the concept of Internet addiction.

The restriction of mobility can perform as a psychosocial 
stressor.3 Due to lingering confinement, difficulties in acquiring 
essential supplies, prospective financial losses, and access to 
contradictory and insufficient information on the Internet4,5 
perceived stress increases. Taylor et al.4 evaluated the frequency 
of and factors associated with psychosocial stress; during the 
equine influenza epidemic, they observed that 34% of participants 

presented high levels of perceived distress, compared to 12% of 
the general population. The psychosocial distress was significantly 
higher for those residing closer to infection outbreaks, workers in 
the equine sector, and younger and less educated people, 35% of 
participants scored high for psychological distress, more frequent 
among women.6

The term “Internet addiction” was proposed by Dr. Ivan Goldberg 
in 1995 for pathological compulsive Internet use.7 Griffith considered 
it a subset of behavior addiction and any behavior that meets the  
6 “core components” of addiction, i.e., salience, mood modification, 
tolerance, withdrawal, conflict, and relapse.8 Davis9 preferred the 
term “pathological Internet use” (PIU). Young10 linked excessive 
Internet use most closely to pathological gambling, a disorder 
of impulse control in DSM IV, and adapted the DSM IV criteria  
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to relate to Internet use in the Internet Addiction Test developed  
by her. According to her, various types of Internet addiction 
are cyber-sexual addiction, cyber-relationship addiction, net 
compulsions, information overload, and computer addiction.11 
Caplan12 tested Davis’ cognitive behavioral model of PIU. His findings 
indicated that social isolation plays a greater role in behavioral 
symptoms of PIU than does the presence of psychopathology. 
Hence, Caplan suggested replacing the term “pathological Internet 
use” with “problematic Internet use.”

India’s mobile data consumption is just one-tenth of that in 
the USA and other advanced countries. As a result of affordability 
and easy access to touch screens mobiles, tablet devices, and Wi-Fi, 
India is witnessing overuse of Internet, especially among youth and 
children. According to a study, the addiction problem in India is real 
and at least 24.6% of adolescents have problematic Internet use or 
Internet addiction disorder (IAD).13 The Indian Council of Medical 
Research (ICMR) funded a survey of 2,755 people from Bengaluru 
aged 18 to 65 years and found that 1.3% people were addicted to 
the Internet, 4.1% to mobile phones, 3.5% to social networking 
sites, 4% to online shopping, 2% to online pornography, and 
1.2% to gambling. Several smaller studies restricted to particular 
cities Jaipur, Mumbai, and Jabalpur found a mild level of Internet 
addiction in subjects.14–16 In previous years, the use of Internet 
has increased many folds in India, and there are threats that many 
individuals, especially adolescents, will be affected by Internet 
addiction. The lockdown has given more opportunity to indulge 
in Internet use.

The coronavirus (COVID-19) pandemic has a worldwide 
significant disruption in normal activities.17 Remain inside, the 
home mandates and quarantines have increased consumption of 
digital leisure, predominantly online gaming (e.g., esports viewing 
and videogame streaming),18,19 and social media connectivity. 
Telecommunications providers from USA reported a 75% increase 
in online gaming activity corresponding with initial homestay 
directives.20 Gaming-related Internet traffic was increased to 
70% in Italy.21 Gaming distributor Steam reported 20 million plus 
simultaneous active users, its record-breaking in 16-year history, 
and live-streaming platforms YouTube Gaming  and  Twitch  also 
reported a 10% enhance in viewership.22 Although this increased 
online gaming has been perceived as balancing to public health 
efforts to encourage spatial distancing.23,24 Remarkably, the 
World Health Organization (WHO) has outwardly articulated 
support for the gaming industry’s online social media campaign 
(#PlayApartTogether) that integrates WHO messaging about 
coronavirus prevention guidelines in juxtaposition with encouraging 
online gaming25,26 even though recent WHO mental health 
information (#HealthyAtHome—Mental Health) recommends 
balanced screen time and gaming.27

In India, the use of Internet is enormous, especially in the 
young population. Hence, pattern of Internet usage in professional 
students in the Indian setting and its relationship with their 
mental and physical health has been studied earlier.16 There is a 
dearth17,28,29,30 of research on Internet use among professional 
students during the pandemic lockdown, and in the best of our 
knowledge, it is not been investigated in India except Nair et al.,31 
who studied perceived stress and psychological distress. With 
this background, we undertook this research to take a close look 
on Internet addiction in relationship with their mental health of 
students.

Aim
The study was aimed to know the perceived stress and Internet 
addiction among the students perusing professional during the 
lockdown of Corona pandemic in India.

methodology
A cross-sectional study for students perusing professional courses 
in different streams through an online survey was conducted. 
During the lockdown, a Google form was created for students with 
proper information about the questionnaire with the request for 
participating in the research. Survey contained total 38 questions.

Perceived stress scale was developed by Cohen and Willamson32 
and is the most widely used psychological instrument for measuring 
the perception of stress. This scale is designed for use in community 
samples with at least junior high school education. Its 10-item 
Likert-type scale that ranges from never (0) to very often (4) 
responses with four reverse scoring questions.

Internet Addiction Test33 is a 20-item scale that measures the 
presence and severity of Internet dependency among adults. 
This scale measures characteristics and behaviors associated 
with compulsive use of the Internet that includes compulsivity, 
escapism, and dependency. Questions also assess problems related 
to addictive use in personal, occupational, and social functioning. 
Questions are randomized and each statement is weighted along a 
Likert-scale continuum that ranges from 0 = less extreme behavior 
to 5 = most extreme behavior for each item.

Google form was created during the second phase of lockdown 
and it was circulated through several social media platforms. After 
the formal announcement of ending the lockdown, the data were 
archived from a drive on 3rd May and prepared for statistical 
analysis.

A total of 319 students responded on Web page but 20 were 
excluded from analysis as 9 were incomplete responders and 
11 responders were older than 40 years so it makes their profile 
questionable (they might be part-time students/parallel profile).  
A total of 297 complete forms were taken for statistical analysis.  
A descriptive analysis for sociodemographic profile was done. 
Chi-squared test was used to compare the level of perceived stress 
and Internet addiction between subgroups of the study. Pearson’s 
correlation analysis was done for assessing the relationship between 
the dependent variables.

results
Table 1 shows that mean age of the participants was 22.75. About 
62.5% of the participants are male and 90% of them are unmarried. 
Students pursuing PhD or M.Phil in clinical setups were included for 
the study; most of them are regular scholars. Maximum participants  
are MBBS students and the second highest group is from MSW.  
A total of 39% of the students are away from their home residing in 
hostel or PG, and highest (37.5%) of the participants are residing in 
their joint families. A total of 62% participants reported significant 
increased in the Internet use during the lockdown period, whereas 
15.2% of the participants are not sure about the increased or static 
use of Internet.

Table 2 explains that the mean score for perceived stress in 
overall population was 30.07 that falls in pathological category. 
Similarly, Internet addiction scale also indicates pathological use 
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severe levels of Internet use and only 4.37% were using in a normal 
category.

Table 5 explains the correlation between the pattern of use 
Internet addiction and perceived stress. Table 5 shows a highly 
significant positive correlation that explains if the score of one 
increases, the rest two will be increased or vice versa.

conclusion
Rise of new-generation smartphone and easy availability of Internet 
increase the risk of “Internet addiction” as a pandemic health 
problem in young adults.8 Considering the heavy Internet use 
among the students, which was significantly increased in lockdown, 
it is important to analyze the Internet use among the students 
perusing professional courses.

Research studies suggested that the Internet addiction is 
associated with loneliness, lower self-esteem, poor academic 
performance, high level of stress, anxiety, depression, and other 
mental health problems in students.9,34–36 The prevalence of 
Internet addiction in previous research varies from 0.7 to 18.6% 
among the college students. Most of the studies reported 

of Internet among the participants. In a comparative analysis, 
perceived stress is significantly (t = 6.045) high in females (32.50) 
than in males (28.58) but no significant difference was found in the 
area Internet addiction.

Table 3 reveals that 84.51% of the students were reported high 
level of perceived stress where all the MD/MS students reported 
high-level stress. A 8.41% of the participants reported moderate 
level of perceived stress and 6.73% of them reported low level of 
stress. Table 3 also shows a significant (X2 = 46.58) higher level of 
perceived stress in all the group of students.

Table 4 shows that the maximum 62.28% of participants use 
Internet moderate level of addiction followed by 27.27% in a 
mild category. However, 5.72% of the participants reported up to 

Table 1: Sociodemographic profile of the participants

Variable
Frequency 
(n = 297) Percentage

Age Mean (SD) 22.75 (3.41)

Sex Male 185 62.5

Female 110 37.2

Prefer not to say 1   0.3

Course  
pursuing

M.Phil/PhD 32 10.8

MD/MS 24    8.1

MBBS 96 32.4

Bachelor of  
physiotherapy

55 18.6

MSW 89 30.1

Marital status Unmarried 269 90.9

Married 27    9.1

Current living 
setup

Hostel/PG 105 35.5

Joint family 111 37.5

Nuclear family 72 24.3

With friends 4    1.4

Alone 4    1.4

Time of Internet 
use during  
lockdown

Increased 184 62.2

Maybe increased 45 15.2

Similar as before 67 22.6

Table 2: Score of perceived stress and Internet addiction scale

Variable
Perceived stress
(mean + SD)

Internet addiction
(mean + SD)

Participants score 30.07 + 5.80 56.33 + 13.84

Comparison between male and female

Male 28.58 + 6.74 55.52 + 12.54

Female 32.50 + 2.06 57.74 + 15.81

t score    6.045    1.329

df 293 293

p-value    0.000    0.185

Table 3: Level of perceived stress among professional students

Variables

M.Phil/PhD MD/MS MBBS BPT MSW Qui-squire

Stress

Low 04    0 11   2    3 46.584* 
(df = 8)

Moderate 08    0 11   2    4

High 20 24 74 51 82
*p > 0.01

Table 4: Internet addiction among professional students

Variables

M.Phil/PhD MD/MS MBBS BPT MSW Qui-squire

Normal    0    0   0    2 11

Mild 18 12 11 16 24 65.192* 
(df = 12)

Moderate 14 12 74 31 54

Severe 00   0 11   6   0
*p > 0.01

Table 5: Relationship between perceived stress, Internet addiction,  
and pattern of use

Variable Pattern of use Internet addiction
Perceived 
stress

Pattern of use 1 0.581** 0.360**

Internet addiction 1 0.171**

Perceived stress 1
**Correlation is significant at 0.01 level
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financial problems. It may be due to a completely new environment, 
staying close in home/hostel with many restrictions for reaching 
basic requirements.

A further concern is that if some individuals may develop, 
increase, or relapse into unhealthy patterns of gaming to relieve 
pandemic-related stress, self-isolation restrictions may inhibit 
help-seeking and present barriers for those in treatment. It may 
also be important to make recommendations about the types of 
videogames that may better facilitate psychological and physical 
health, including those that encourage physical activity and social 
interaction and collaboration.
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Ab s t r Ac t
Background: Body image disturbances are not limited to young women but occur across all age-groups. Postpartum mothers particularly are 
more vulnerable to dissatisfaction in body image. 
Settings and design: This is a cross-sectional observational hospital-based study set in a rural tertiary care center.
Materials and methods: Postpartum mothers were approached after their delivery and those who consented were enrolled in the study. Body 
image dissatisfaction was assessed using the Multidimensional Body-Self Relations Questionnaire-Appearance Scale (MBSRQ-AS) along with 
Marital Adjustment Test and Socio-cultural Attitudes Toward Appearance Questionnaire-3 (SATAQ-3). Self-designed questionnaire to obtain 
the sociodemographic and clinical variables of the patients was also incorporated.
Results: MBRS subscales of appearance evaluation and appearance orientation show less body dissatisfaction in caesarean section postpartum 
mothers. Body image dissatisfaction was not significantly associated with either the marital satisfaction or the sociocultural influences, including 
the media as measured by SATAQ-3.
Conclusion: The current study contributes to the existing literature of body image disturbances in postpartum mothers. It also highlights the 
comparison of body image dissatisfaction in caesarean section and normal delivery in the background of existent scant literature in this area 
of research.
Keywords: Body image, Body perception, Mode of delivery, Postpartum.
Indian Journal of Private Psychiatry (2020): 10.5005/jp-journals-10067-0056

In t r o d u c t I o n
Pregnancy and postpartum is a period of developmental transition 
over a short time span with significant impact on physiological 
and psychosocial events.1 One such psychological implication 
during this significant life event is the concerns of the body image.2 
Body image is considered to be the internal representation or the 
personal view of the individual of one’s own external/physical 
appearance.3 These representations have cognitive, affective, 
conscious, and unconscious components in relation to their bodies 
during the biological development and their social relationships.4 
One aspect of the concept of body image is body dissatisfaction. 
Body dissatisfaction is the negative evaluation of one’s own body5 
as a consequence of perceived variance between the actual body 
image and ideal body image.3

Societal expectations of ideal body image of thinness which is 
further fueled by the influence of social media affect women across 
all age-groups.6,7 Pregnancy and postpartum further makes the 
individual vulnerable as they deviate from the norms of ideal weight 
dictated by society, which increases the risk of body dissatisfaction. 
Weight of women gradually increases during pregnancy and 
postpartum; if new mothers have unusual expectations of regaining 
their pre-pregnancy body weight and figure, it will increase 
the risk of body image disturbances.8 Body dissatisfaction was 
greater in postpartum when compared to pre-pregnancy and 
late pregnancy. Body dissatisfaction seems to be more severe six 
months postpartum.9 Understanding body dissatisfaction during 
the postpartum period is essential as research indicates numerous 
negative outcomes to the mother and the baby. Body dissatisfaction 
has been associated with depression,10 eating disorders,11 marital 
and sexual dissatisfaction.12 Women not satisfied with their body 
image are less likely to breastfeed.13

The experience of childbirth involves a combination of 
individual, medical, and social factors that interact to influence the 
physical and psychological outcomes, which alters the women’s 
well-being and daily functioning. Mode of delivery is one such 
factor that has been consistently identified as affecting these 
outcomes.14 Caesarean section delivery has been associated with 
body image disturbances and low self-esteem.15 Childbirth and 
the transition to parenthood comprise of novel experiences for 
parents and can modify their marital relationship. Parents need to 
adapt from a couple to a family unit and adjust to role changes for 
each partner individually and in relation to one another. Marital 
adjustment is the accommodation of the couple to each other 
at a given time.16 Women’s adaptation to delivery and childbirth 
and transition into postpartum depended on previous marital 
adjustment. Women who underwent caesarean section expressed 
fear of negative reactions of husband regarding their surgical scars, 
which would affect their marital relationship.17 Research done in 
pregnant women’s body image disturbances observed that body 
image concerns can vary across pregnancy in relation to the drastic 
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physical changes,18 with higher levels of body image concerns  
noted in early pregnancy than in late pregnancy.19 Moreover,  
pre-pregnancy body image disturbances can affect concerns during 
pregnancy.20 Though body image concerns in pregnancy and 
postpartum have been studied in the past, focus was more on its 
relation to eating disorders and depression. So far, the literature on 
the association of mode of delivery to body image dissatisfaction 
and its effect on marital satisfaction are sparse. Hence, the 
present study aimed to compare the body image dissatisfaction 
in postpartum women who underwent caesarean section with 
postpartum women with normal vaginal delivery and to assess the 
association of marital satisfaction and sociocultural attitudes with 
body image dissatisfaction in postpartum mothers in both groups.

MAt e r I A l s A n d Me t h o d s
This is a cross-sectional study conducted at a tertiary care teaching 
hospital in South India. Postpartum women were approached 
after delivery during their stay in the hospital or on their visits to 
outpatient for follow-up. The purpose of this study was explained, 
and written informed consent was obtained from the participants 
before enrolling them in the study. Ethical clearance was obtained 
from the Institutional Ethics Committee. Convenience sampling 
technique was used for data collection. Data were collected over 
a period of 6 months. For this study, the postpartum period is 
taken as the period immediately after the birth of the child up to 
6 weeks. Postpartum mothers who were aged above 18 years and 
who underwent caesarean section and normal delivery willing to 
give informed consent were included. Postpartum mothers with 
prior history of psychiatric disorders, intellectual disability, and 
assisted vaginal delivery were excluded.

The data were entered into MS Excel 2007 version and 
further analyzed using SPSS 20 (IBM Corp., Armonk, NY). For 
descriptive analysis, the categorical variables were analyzed by 
using percentages. For inferential analysis, the numerical data 
were analyzed using “t” test, and categorical data were analyzed 
using chi-square test. Logistic regression will be used to study the 
association between various factors studied and the outcome, and 
“p” <0.05 will be considered as statistically significant.

to o l s us e d

The Multidimensional Body-Self Relations 
Questionnaire-Appearance Scale
It is a 34-item self-report inventory for the assessment of self-
attitudinal aspects of the body image construct. The MBSRQ-AS 
includes the following subscales: appearance evaluation, 
appearance orientation, overweight preoccupation, self-classified 
weight, and the body area satisfaction scale (BASS). MBSRQ is 
intended for use with adults and adolescents (15 years or older). It 
has been used extensively and successfully in body image research. 
The questionnaire uses a five-point Likert scale with responses 
ranging from definitely disagree to definitely agree, or very 
dissatisfied to very satisfied. Higher scores on each subscale indicate 
more satisfaction with their body image. Reliability coefficients for 
the female population ranged from 0.74 to 0. 91 on all subscales.

Marital Adjustment Test
This scale developed by Locke and Wallace is a measure of marital 
quality and satisfaction and addresses conflict among couples. It is 
a 15-item self-report with a cutoff score of 100 in which high scores 

indicate better marital satisfaction and more agreement between 
spouses. The measure is administered to each partner separately 
and is available in both paper-and-pencil and electronic formats. 
The scale has good reliability of 0.84.

Sociocultural Attitudes Toward Appearance 
Questionnaire-321

Body image literature suggests that the sociocultural environment 
contributes to the development and maintenance of body 
dissatisfaction. Among the various sources of sociocultural 
influences, the media appear to be the most powerful communicator 
of these standards. Thompson et al. developed a multidimensional 
questionnaire to assess the sociocultural influence of the media on 
appearance.21 SATAQ-3 is a 30-item scale composed of Likert items 
in five points (1—completely disagree to 5—completely agree), 
including four subscales: information, pressures, internalization-
general, and internalization-athlete. Higher scores on the SATAQ-3 
indicate that there are higher levels of involvement in SATAQ-3. High 
score reliability (Cronbach’s alpha of 0.97) and structure similarity 
of the four subscales in diverse ethnic groups were observed.22

re s u lts
Postpartum mothers who underwent caesarean section and 
normal delivery in a tertiary care teaching hospital in a rural 
background participated in this study. A total of 80 postpartum 
mothers consented and were included. Out of which, 34 (42.5%) 
had caesarean section and 46 (57.5%) had normal delivery. Majority 
of them 71 (88.75%) had planned pregnancy, and 77 (96.25%) 
breastfed their babies. Postpartum mothers with age-group of 
18 to 23 were 32 (40%) and 24 to 28 were 31 (38.7%). Most of the 
participants had education of less than 10th standard (N  =  43, 
53.75%), marital duration of less than 6 years (N = 66, 82.5%), with 
being a homemaker (N  =  49, 61.25%), with a monthly income 
of less than INR 25,000 (N  =  75, 93.75%) (Table 1). Considering 
the postpartum days, 46 (57.5%) were more than 20 days of the 
postpartum period. Postpartum mothers who were primipara 
were 43 (53.75%). Majority of the participants had a normal BMI 
(N = 51, 63.75%) and were satisfied with their marital life (N = 78, 
97.5%) (Table 2).

Higher scores on MBRS subscales of appearance evaluation and 
appearance orientation in caesarean section postpartum mothers 
indicative of less body dissatisfaction were observed, which were 
statistically significant (Table 3). When marital satisfaction was 
compared to the five subscales of MBRS (appearance evaluation, 
appearance orientation, overweight preoccupation, self-classified 
weight, and the body area satisfaction scale (BASS), no statistically 
significant differences were observed. Higher scores on appearance 
orientation subscale were found in postpartum mothers with less 
than 6 years of marriage, monthly income of less than INR 25,000, 
those staying in a joint family, which were statistically significant. 
High scores on body area satisfaction subscale were observed in 
those residing in a joint family, which was statistically significant. 
Low scores on overweight preoccupation subscale were found 
in postpartum mothers with planned pregnancy, which were 
statistically significant suggestive of body dissatisfaction (Table 4).

The body image dissatisfaction as measured by MBRS scale 
was not significantly associated with either the marital satisfaction 
or the sociocultural influences, including the media as measured 
by SATAQ-3.



Body Image Dissatisfaction in Postpartum

Indian Journal of Private Psychiatry, Volume 14 Issue 1 (January–June 2020) 13

Table 1: Sociodemographic profile of postpartum mothers

Sociodemographic variables Frequency (N) Percentage (%)

Age in years 18–23 32    40.00

24–28 31    38.72

>28 17    21.25

Total 80 100.00

Education <10th 43    53.75

>10th 31    38.75

Illiterate 6       7.50

Total 80 100.00

Marital duration  
(in years)

<6 66    82.50

>6 14    17.50

Total 80 100.00

Occupation Employed 31    38.75

Housewife 49    61.25

Total 80 100.00

Monthly income  
(in rupees)

<25,000 75    93.75

>25,000 5       6.25

Total 80 100.00

Type of family Joint 47    58.75

Nuclear 33    41.25

Total 80 100.00

Postpartum days  
(in days)

<20 34    42.50

>20 46    57.50

Total 80 100.00

Parity Multiparas 37    46.25

Primipara 43    53.75

Total 80 100.00

Table 2: Clinical variables of postpartum mothers

Sociodemographic variables Frequency (N) Percentage (%)

Gender of the baby Female 42    52.50

Male 38    47.50

Total 80 100.00

Body mass index 
(kg/m2)

<18.5 12    15.00

>25.0 17    21.25

Total 80 100.00

Breastfeeding No 3       3.75

Yes 77    96.25

Total 80 100.00

Type of delivery Caesarean 46    57.50

Normal 34    42.50

Total 80 100.00

Planned pregnancy No 9    11.25

Yes 71    88.75

Total 80 100.00

Marital satisfaction No 2       2.50

Yes 78    97.50

Total 80 100.00

dI s c u s s I o n
The current study set to observe body image dissatisfaction 
differences in postpartum mothers with normal and caesarean 
delivery and to find associations of marital satisfaction and 
sociocultural attitudes on body dissatisfaction in postpartum. 
Significant finding of this present study is that postpartum mothers 
who underwent caesarean delivery had less body dissatisfaction on 
two subscales (appearance evaluation and appearance orientation) 
as compared with mothers with normal delivery.

Mode of birth has an undue influence on the physical and 
psychological outcomes, especially during the initial few months 
of birth. It is interesting to note that nearly half of the study sample 
had undergone caesarean delivery. Studies depict a growing 
preference for caesarean delivery in Asia and other developing 
countries.23,24 Women who had planned or unplanned surgical 
intervention for childbirth experienced more body dissatisfaction 
associated with lower self-esteem compared to those with normal 
vaginal delivery.25,26 This is in contrast with this study where 
caesarean section mothers had higher body image satisfaction 
when compared to those mothers with vaginal delivery. One 

possible explanation could be the increasing rates of caesarean 
sections in India, which reduces the perception of surgical delivery 
as abnormal27 and hence dampens the effect of psychosocial 
consequences, including body image disturbances.

The low levels of body dissatisfaction across the postpartum 
mothers in this study irrespective of mode of delivery could be 
because a study period of 6 weeks was considered. In another 
study, body image disturbances increased from 2-week postpartum 
to 8-week postpartum.28 Another study states that body image 
dissatisfaction is most profound at six-month postpartum.9 The 
new demands of motherhood might have taken precedence 
over concerns of body image immediately after birth. Future 
research with prospective design with longer postpartum period 
of time frame can explore long-term changes in postpartum body 
dissatisfaction.

This study also tried to explore the effect on mode of delivery on 
marital adjustment and found no significant change. This is similar 
to study done by Culp and Osofsky which observed that caesarean 
delivery did not impact marital satisfaction of the couples. This 
study concluded that good marital satisfaction prenatally could 
have helped the couples support each other and cope with 
caesarean delivery.29

Previous studies observed that women who were more 
dissatisfied with their body image expressed greater concern on 
the impact of breastfeeding on their bodies.30,31 The current study 
observed that body dissatisfaction was not significantly associated 
with concerns of breastfeeding in mothers. Postpartum mothers 
feel the societal pressure to reclaim their pre-pregnancy bodies 
after delivery and consider this as a dreadful prospect.32 The present 
study found that sociocultural attitudes had no impact on body 
image. Perceived social support and marital satisfaction could be 
associated with increased satisfaction with body image.33
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Table 4: Association between sociodemographic variables and MBRS subscales

Sociodemographic variable MBRS subscales Total Chi-square pValue

MBRS—appearance orientation (<3.15; >3.15)

Marriage duration (in years) <6 32 (74.42%) 34 (31.89%) 66 (82.50%) 4.205 0.040*

>6 11 (25.58%)   3 (8.11%) 14 (17.50%)

Total 43 (100.00%) 37 (100.00%) 80 (100.00%)

MBRS—appearance orientation (<3.15; >3.15)

Type of family Joint family 21 (48.84%) 26 (70.27%) 47 (58.75%) 3.769 0.052*

Nuclear family 22 (51.16%) 11 (29.73%) 33 (41.25%)

Total 43 (100.00%) 37 (100.00%) 80 (100.00%)

MBRS—appearance orientation (<3.15; >3.15)

Monthly income (in rupees) <25,000 38 (88.37%) 37 (100.00%) 75 (93.75%) 4.589 0.032*

>25,000   5 (11.63%)   0 (0.00%)   5 (6.25%)

Total 43 (100.00%) 37 (100.00%) 80 (100.00%)

MBRS—body area satisfaction (<3.16; >3.16)

Type of family Joint family 16 (41.03%) 31 (75.61%) 47 (58.75%) 9.864 0.002*

Nuclear family 23 (58.97%) 10 (24.39%) 33 (41.25%)

Total 39 (100.00%) 41 (100.00%) 80 (100.00%)

MBRS—body area satisfaction (<3.24; >3.24)

Planned pregnancy No   1 (2.70%) 8 (18.60%)   9 (11.25%) 5.036 0.025*

Yes 36 (97.30%) 35 (81.40%) 71 (88.75%)

Total 37 (100.00%) 43 (100.00%) 80 (100.00%0

Table 3: Association between type of delivery and MBRS subscales

Type of delivery MBRS subscales Total Chi-square p Value

MBRS—appearance evaluation (<2.82; >2.82)

Caesarean 13 (37.14%) 33 (73.33%) 46 (57.50%) 10.551 0.001*

Normal 22 (62.86%) 12 (26.67%) 34 (42.50%)

Total 35 (100.00%) 45 (100.00%) 80 (100.00%)

MBRS—appearance orientation (<3.15; >3.15)

Caesarean 20 (46.51%) 26 (70.27%) 46 (57.50%) 4.593 0.032*

Normal 23 (53.49%) 11 (29.73%) 34 (42.50%)

Total 43 (100.00%) 37 (100.00%) 80 (100.00%)

Majority of the sample (88.75%) had planned pregnancy; this 
did significantly influence the body image disturbances (body area 
satisfaction subscale of MBRS). In contrast, a study done in Iran showed 
better body satisfaction in those with planned pregnancy.34 Normal 
BMI was noted in majority of the postpartum mothers, and it did not 
significantly influence the body dissatisfaction. A study assessing 
attitude to body image in postpartum African American women 
found a slightly positive attitude to body image with little focus given 
on body weight by African American women. An understanding of the 
cultural impact on body image with friends and family contributing 
to attitude to body image was considered in this study.35

Limitations of our study were that the sample was collected at a 
single hospital with specific demographic characteristics. All of the 
mothers were married to most of them with low education and low 

socioeconomic status from a rural background. Hence, the results 
cannot be representative of the general population.

co n c lu s I o n
The psychosocial impact of a caesarean section particularly body 
image disturbances is rarely considered in risk–benefit analysis 
of decision making of caesarean delivery. Moreover, even after 
caesarean section, the current trend is to discharge the mother at 
the earliest if there are no postnatal complications. This leads to 
less focus on preparing the mother, especially first-time mothers. 
Apart from the changes in the family role functions and adapting 
to the demands of the baby, emphasis should also be on the body 
image concerns and expectations to regain the pre-pregnancy 
body weight. Healthcare providers should consider body image 
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dissatisfaction in postpartum mothers and the contributing 
psychosocial variables in tailoring interventions.
Future directions

•  As the current study was cross sectional in design, 
recommendations for future work could focus on pre-pregnancy, 
pregnancy, and postpartum body image disturbances in the 
same sample of women prospectively.

•  Our study also did not explore mood dysfunctions like depression 
and eating disorders and their impact on body dissatisfaction.

• The impact of planned and unplanned caesarean section on 
body image was not evaluated as each of these factors can have 
different effects on the body image perception postpartum. 
Further research can focus on these aspects.
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Ab s t r Ac t
Background: Negative attitudes and behaviors toward a person with disability are found among general public and healthcare professionals. 
Both person disabilities and their caregivers within India are subject to multiple deprivations and limited opportunities in several dimensions 
of their lives. 
Aims: To explore the attitude, behavior, and impact of education in changing attitudes toward persons with disabilities among undergraduate 
medical students.
Methods and materials: A cross-sectional, interventional study was carried out about the effects of education on changing attitude toward 
persons with disabilities in freshly admitted first-year medical students as a part of the foundation course of Medical Council of India using 
Multidimensional Attitudes Scale toward Persons with Disabilities (MAS).
Results: Female participants have a better attitude toward a person with disabilities than male participants. A negative correlation was observed 
between age and affect (r = −0.600), cognition (r = −0.552), and behavior (r = −0.689) component scores; also, negative correlation was observed 
between income and affect (r = −0.175, p = 0.008) and behavior (r = −0.268, p < 0.001) component scores of multidimensional scale.
Conclusion: Male participants, younger age, and lower family income of participants were associated with more negative attitudes toward a 
person with disabilities, and education had a significant impact on developing positive attitude and behavior toward person with disabilities. 
By training, medical students can bring in a big leap of change in healthcare delivery.
Keywords: Disability, Education, Medical students.
Indian Journal of Private Psychiatry (2020): 10.5005/jp-journals-10067-0057

In t r o d u c t I o n
Attitude is defined as a stable and learned predisposition toward a 
given situation, person, or set of cues in a consistent way.1 Negative 
attitude toward disability acts as an obstacle in improvement and 
progress toward better life conditions. People with disabilities 
fall into a separate group, and different types of stereotypical 
beliefs, myths, legends, scriptures, and folklores are attached to 
them keeping negative and restricting attitudes toward people 
with disabilities.2 These beliefs guide the behavior of people 
toward individuals with disabilities.3 Social attitude, stigma, and 
discriminatory behavior limit the opportunities of disabled people 
for full participation in social and economic life.4 Children with 
disabilities face several different problems such as chronic ill health, 
socioeconomic burden, and difficulty in admission to schools.5 
Families also become victims of discrimination and human rights 
abuse, which results in a devastating impact on the disabled such 
as being kept hidden away in their homes, denied basic rights of 
mobility, education, and employment.6

A study reports that discriminatory practices in the community 
toward differently disabled children result in denial of disability, 
physical restraints, social boycott, denial of property rights, 
decreased marital life prospects, implications on the sexuality of 
people with disability, discrepancies in state welfare programs, and 
problems in measuring disabilities.7 A study conducted among 
college students in the USA reports that people viewed drug-
addicted people, people with psychosis and other mental health 
problems more negatively than people with physical disabilities.8 
Negative attitudes and behaviors are not limited to students but 

can also be found among the general public as well as professional 
health practitioners.9

As per 2011 census of disabled population, the types of disability 
in India are visual (19%), hearing (19%), speech (7%), movement 
(20%), mental retardation (6%), mental illness (3%), others (18%), 
and multiple disabilities (8%). Consumers believe stroke, cancer, 
and heart disease are the commonest causes of disability.10 There 
is a need for community-based rehabilitation (CBR) programs to 
support disabled children to lead a better quality of life, wherein 
their rights are respected and guarded within their communities, 
and to create a platform for addressing the discriminatory practices 
in the community.11 There is strong evidence that healthcare 
professionals often feel discomfort and exhibit risky attitudes 
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you are not acquainted, enters the coffee shop and joins the group. 
You introduced to this person, and shortly thereafter, everyone 
else leaves, with only you and the man/woman in the wheelchair 
remaining alone together at the table. You have 15 minutes to wait 
for his/her ride.” People experience a variety of emotions when they 
are involved in such a situation that may arise before, during, and/or 
after such a situation. The likelihood of arousal of each emotion was  
rated on a five-point Likert-type scale ranging from 1 (not at all) to  
5 (very much). Total scores range from 16 to 80 for affect subscale,  
10 to 15 for cognition subscale, and 8 to 40 for behavior subscale. 
The scoring was deliberately designed so that higher scores 
represented more negative attitudes. The Cronbach’s coefficient 
was 0.83, 0.88, and 0.90 for affect, cognition, and behavior subscales, 
respectively.

Statistical Analysis
Data entry and analysis was done using Microsoft Excel and Epi 
Info software. The sociodemographic profiles of participants 
have been expressed in terms of frequency and percentage. 
Pearson correlation test was used to find the relation between 
age and family income of participants with affect, cognition, and 
behavior components of a “Multidimensional Attitude Scale.” The 
independent t-test was used between participant’s gender and 
different components of the “Multidimensional Attitude Scale.”

re s u lts
Out of 250 participants, 226 students completed the study pro 
forma. Age-group of participants ranged from 17 to 22 yrs with 
mean age 18.11 ± 1.29. Table 1 shows the demographic details of 
participants.

The female participants had a statistically significant lower 
mean score on affect, cognition, and behavior components of 
multidimensional attitude scale (Table 2). This means that female 
participants have a better attitude toward a person with disabilities 
than male participants.

A negative correlation was observed between age and affect 
(r  =  −0.600), cognition (r  =  −0.552), and behavior (r  =  −0.689) 
component scores of multidimensional scale as denoted by Pearson 
correlation test. This means that with increasing age, more positive 
attitudes develop disabilities. 

toward person with disabilities and also lack knowledge in dealing 
with these patients.12 Negative attitudes of healthcare professionals 
are considered to be an invisible barrier to rehabilitation and 
integration. The attitude of healthcare professionals has the 
potential to greatly improve or hinder opportunities for persons 
with disabilities to be fully included in their communities.13

There is also a need for interventions that promote positive 
images of disability in developing countries.14 The recent MBBS 
Curriculum by Medical Council of India has included the disability 
component in the foundation course. Hence, there is a need for 
training and education of healthcare professionals regarding 
problems concerning disabled persons for improvement in their 
health.

The current study aimed to explore the attitude, behavior, 
and impact of education in changing attitudes toward persons 
with disabilities among undergraduate medical students and to 
develop interpersonal skills, increase empathy, and educate about 
practical issues.

MAt e r I A l s A n d Me t h o d s
A cross-sectional, interventional study was carried out in September 
2019 to know the effects of education on changing attitude toward 
persons with disabilities in freshly admitted first-year medical 
students as a part of the foundation course of Medical Council 
of India. Permission from the Dean and Medical Superintendent 
was taken after explaining the due nature of the study. First-year 
MBBS students were included in the study. Date and time of the 
educational session were discussed to ensure maximum attendance 
of the students. Ethical approval was taken from the Institutional 
Ethical Committee.

All the students were requested to fill the semi-structured 
pro forma containing demographic details of students, and 
“Multidimensional Attitudes Scale toward Persons with Disabilities 
(MAS)” as part of pretest. After pretest, oral session was conducted 
by trained consultant psychiatrist to educate students about 
disabilities as per the recent MBBS Curriculum of Medical Council 
of India for foundation courses over 45 minutes in sequence so that 
students could achieve maximum knowledge and understanding 
about different disabilities. At the end of the oral session, students 
were again asked to fill “Multidimensional Attitudes Scale toward 
Persons with Disabilities (MAS)” as a part of the posttest pro forma. 

Materials
Multidimensional Attitudes Scale toward Persons with 
Disabilities (MAS)15

The scale consists of 34 questionnaires divided into three different 
subscales:

Affect subscale: The 16 items in the affective factor represent 
a broad spectrum of emotions, ranging from depression and 
disgust to relaxation and serenity. Most of these emotions reside 
in the regions defined as unpleasant activation (e.g., tension 
and nervousness) and pleasant deactivation (e.g., calmness and 
relaxation). 

Cognition subscale: The ten items in the cognitive factor reflect 
the possibilities of focusing attention on the self or the other person.

Behavior subscale: The eight items in the behavioral factor 
indicate either approaching or distancing behavior. 

Items are posed in response to a hypothetical vignette: 
“Imagine the following situation. You went out for lunch with some 
friends to a coffee shop. A man/woman in a wheelchair, with whom 

Table 1: Demographic details of participants

Demographic characteristics
Frequency
(N = 226) Percentage

Gender
Male 137 60.6%

Female 89 39.4%

Religion

Hindu 185 81.86%

Muslim 21 09.29%

Others 20 08.85%

Age-group in years

17–18 172 76.11%

19–20 36 15.93%

21–22 18 07.96%

Socioeconomic 
class

Upper class 23 10.18%

Upper middle class 65 28.76%

Middle class 138 61.06%



Impact of education on attitude of medical students towards people with disabilities

Indian Journal of Private Psychiatry, Volume 14 Issue 1 (January–June 2020)18

Table 2: Multidimensional attitude scale score of participants

Demographic characteristics

Affect component score Cognition component score Behavior component score

Mean
(SD) 

Statistical 
value

Mean
(SD)

Statistical 
value

Mean
(SD)

Statistical 
value

Gender
Male 50.90

(7.59) t = −9.779,
df = 224, 
p < 0.001

34.66
(4.02) t = −12.627,

df = 220.88, 
p < 0.001

34.82
(2.92) t = −10.637,

df = −207.53, 
p < 0.001Female 41.12

(6.94)
28.80
(2.94)

30.96
(2.56)

Table 3: Comparison responses for different components of multidimensional attitudes scale for the group before and after education

Sr. no. Multidimensional attitudes scale questionnaire

Mean score (SD)

t pPretest Posttest

1 Affect component score 47.05 (8.75) 27.85 (3.05) 33.676 <0.001

2 Cognition component score 32.35 (4.63) 14.48 (1.74) 53.327 <0.001

3 Behavior component score 33.30 (3.34) 17.32 (1.97) 63.811 <0.001

Statistically significant negative correlation was observed 
between income and affect (r = −0.175, p = 0.008) and behavior 
(r  =  −0.268, p  <  0.001) component scores of multidimensional 
scale, while statistically nonsignificant negative correlation 
(r = −0.056, p = 0.402) was observed between income and cognition 
components.

It is observed that affect, cognition, and behavior scales show 
a significantly lower mean posttest score as compared to pretest 
(p < 0.001) (Table 3). It suggests that the education has a significant 
impact on changing attitude toward persons having disabilities. 

dI s c u s s I o n
Overall, students had a negative attitude toward a person with 
disabilities. Narasimhaiah et al. found negative attitude toward 
disabled person in both genders, study among the medical students 
with age-group 17 to 25 years.16

In this study, male participants, lower age, and lower family 
income of participants were associated with more negative 
attitudes toward person with disabilities. McQuilkin et al. found that 
women’s attitudes toward people with disabilities were significantly 
more favorable than the men’s, study of college students using the 
Sixteen Personality Factor Questionnaire (16PF) and a modified 
version of the Situational Attitude Scale.17 Also, Tervo et al. found 
similar results among the first-year medical students,18 while Bakheit 
et al. found that gender and employment status of participants did 
not appear to have an influence on positive or negative attitude 
toward disabled person, study of randomly selected villagers 
from southern Indian using Attitude toward people with Physical 
Disability.19

Parasuram found that participants with age-group 20 to 30 
years had more positive attitudes than 40 to 50 years, study among 
the teachers of Mumbai using Attitude toward Disability Scale. 
The reason may be that the younger generation has witnessed 
and experienced sweeping changes, such as globalization, the 
rise of information technology, and exposure to the world via 
Internet and media. They also found that the gender does not 
make a difference to teachers’ attitudes toward disabilities and the 

group of teachers earning a monthly family income of greater than  
Rs 21,000/month has a better attitude than lower income groups.20 
Devkota et al. found negative attitude in healthcare workers 
toward a disabled person, also the younger providers were more 
positive compared to older age-groups, and this may be because 
the younger generation has less prejudice and is more open due 
to media and Internet services.21 Coban et al. found that students 
with the highest level of income had more negative attitudes 
toward PWD than students in the lowest income group, study of 
undergraduate health science students from Turkey using “Attitude 
Towards Person with Disability.”22

Parikh et al. in English medium secondary and higher 
secondary school teachers from Ahmedabad reported that nearly 
half of teachers would not consult mental health professional 
or psychiatrist directly and consider consulting to psychiatrist 
as a last resort. The possible reason is that mental illness would 
be so stigmatizing to self and family as it is less acceptable to 
fellow citizens. So educating teachers about different disabilities 
is necessary as they are the main sources to increase awareness 
among children.23

In the present study, the education has significant impact in 
developing positive attitude and behavior toward person with 
disabilities. Pejović-Milovancević et al. observed a significant 
impact of education program, which increased the understanding 
about basic etiological factors of mental illness, and expressed an 
increased need to take care of affected peers and in providing help 
in social integration after an educational program study among 
sixty-three from high school voluntary students.24

Shakespeare and Kleine reported that the greatest learning 
seems to come when students are encouraged to critically reflect 
on their experiences and emotional reaction to disabilities. 
Interventions or lectures are less effective than immersive workshops 
or combinations of activities, while the best measure of effectiveness 
would be patient-reported satisfaction with health professionals 
who had undergone a particular form of training.25 Tracy and Iacono 
(2008) found that students felt more comfortable interacting with 
people with disabilities after the education session, study of fourth-
year undergraduate medical students in Australia.26 Thacker et al. 
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found more positive attitudes in students who attended the drama 
workshop, study of workshop training among medical students in 
UK.27 Devkota et al. also found that effective training for healthcare 
providers is required through ongoing mainstream efforts to 
develop favorable attitudes toward disability.21

co n c lu s I o n
The male participants, lower age, and lower family income group of 
participants were associated with more negative attitudes toward 
persons with disabilities. The education had a significant impact 
in developing positive attitude and behavior toward person with 
disabilities among the undergraduate students. Hence, effective 
educational measures should be taken to train the medical 
undergraduates on a regular basis to bring about a change in 
attitude toward persons with disabilities.

lI M I tAt I o n
The cross-sectional nature of the study precludes any causal 
interpretations; longitudinal and experimental studies are required 
to better elucidate causality. Further studies should examine 
whether the impact of the intervention is maintained across time by 
ensuring follow-up. There was no control group in our study which 
is required to compare effectiveness. We did not include affect of 
the previous contact with disabled person; further studies should 
examine the impact of the previous contact over a large sample. 
Moreover, hypothetical vignettes were used in the survey and 
might not truly represent the actual experience of conceptualizing 
a problem in real life.
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