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v

Developments in psychiatry in India can be referenced to the progress in the field 
of psychiatry since India’s independence, as in the pre-independence era psychiat-
ric services were not only rudimentary, but were also not meant for the treatment 
and care of the masses. Patients suffering from major mental illnesses, who were 
too disturbed to be kept within the confines of their homes, needed to be secluded 
behind the walls of mental hospitals, built outside the city limits. Moreover, there 
were no training centres for the speciality of psychiatry at that time in India. The 
first generation of psychiatrists trained abroad, mostly in the UK, established 
departments of psychiatry in post-independence India, which became the prime 
centres of psychiatric education. One such department of psychiatry was started in 
1963 in the Post Graduate Institute of Medical Education and Research (PGIMER) 
at Chandigarh, which became a leading centre for postgraduate education in psy-
chiatry, acquiring national and international recognition within a short time, for 
excellence in the standard of education and research. The alumni of this depart-
ment are spread over the length and breadth of India and the world, occupying 
high positions, leading many academic departments and institutes of psychiatry for 
many years, setting them apart from others by their sheer class and quality. As a 
group they are a force to reckon with for the quantum and quality of research done 
by them, and their individual scholarship that is recognized in India and the world. 
It is these members of the department of psychiatry at PGIMER, Chandigarh, who 
have come together to author this book, writing perspective papers on subjects 
to which they have devoted their significant time and energy. Most of them are 
authorities in their own subjects with seminal contributions to the world literature. 
The quality of their work, their professional competence and intellectual prowess 
bear a stamp of the department, in which they were mentored.

The idea of this book emerged during planning for the golden jubilee celebra-
tions of the department in 2013, and was taken up enthusiastically by one and all. 
There was a large list of possible contributors, out of which only a few could be 
included due to the constraints of time and the volume size. Therefore, this volume 
is a tribute to 50 years of research and practice at the department of psychiatry, 
which has spearheaded most developments in the field in post-independence India.

Preface



Prefacevi

Psychiatry in India has taken rapid strides since the time of independence. 
Research has tried to keep pace both with changes in the society, as well as devel-
opments in the subject across the world. To encompass all the advances made in 
the field of clinical, research and policy aspects of psychiatry in India in a single 
book is a daunting task. It is simply not possible to do justice to the many devel-
opments which have taken place in diverse areas of the discipline. Nevertheless, 
if one were to draw a common thread linking the chapters in this book, it would 
be the developments in the major subspecialities of psychiatry in India. Therefore, 
this book has been mainly organized to highlight the developments in general 
adult psychiatry, child psychiatry, substance use psychiatry, community psy-
chiatry, liaison psychiatry and other subspecialities. In addition developments in 
related fields, such as psychology and psychodynamics, advances in treatment, and 
the progress made in legal and educational aspects, have also been emphasized.

Professor Wig’s chapter on “The beginnings of psychiatry in India” provides 
an appropriate anchoring point for viewing these advances and judging how 
far we have come. The book is also meant to be a bridge between a traditional 
 textbook and one solely on policy and research developments. Thus, all chapters 
while encapsulating the research data and policy imperatives of a particular area 
 continue to have a decidedly clinical and practical emphasis. We hope that these 
contributions by stalwarts in their particular field, which are documented in this 
book, will give us a sense of pride and achievement in what has been achieved. 
However, the time has not come yet to rest on our laurels. As chapter after chapter 
in this book demonstrates, there are far too many ills and shortcomings afflicting 
the practice of psychiatry in India. In this regard, we hope this book will provide 
some inspiration to those who are dedicating themselves to the cure and care of 
the mentally ill in India every day of their lives.

We are extremely grateful to all the authors for accepting our request to con-
tribute to this book, and for their painstaking effort in the submission of their 
chapters. We are also grateful to Springer (India) Private Limited for agreeing 
to publish this volume within the deadline. It was a great honour and pleasure to 
work with all the lead authors and our co-alumni. This work would not have been 
possible without their unquestioning cooperation and commitment.

All the authors in the list of contributors, except for two stalwarts, namely Prof. 
N.N. Wig and Prof. V.K. Varma, have been the teachers of the other contributors, 
who have been their students. Prof. Wig and Prof. Varma together built and shaped 
the department, which has produced generations of students. They occupy a posi-
tion of highest esteem in the minds of all their ex-students. Graduates from the 
department have been either taught directly by them, or indirectly by their students.

We consider ourselves highly privileged to have had the opportunity to be 
trained under the tutelage of Prof. Wig and Prof. Varma. It gives us immense 
pleasure to dedicate this book to them.

Savita Malhotra
Subho Chakrabarti
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Chapter 1
The Beginnings of Psychiatry in India

N.N. Wig

© Springer India 2015 
S. Malhotra and S. Chakrabarti (eds.), Developments in Psychiatry in India,  
DOI 10.1007/978-81-322-1674-2_1

1  Introduction

The history of psychiatry in India since independence is essentially the story of how 
psychiatry has largely come out of mental hospitals and has gradually become a 
part of mainstream medicine. This is a remarkable change, and in a way, it is a new 
beginning of psychiatry in India. It is also noteworthy that India has been in the 
forefront of this movement, at least in the developing world. Hence, in this chap-
ter, my focus will be mainly on how psychiatry has reached this present position. 
I may have to clarify right at the beginning that history is a continuous process, 
and divisions of time are only arbitrary lines to understand the whole process better. 
The mental hospital movement of the colonial period was a very important phase 
and has given shape and structure to modern psychiatry. However, mental hospital 
care, which was developed originally in Europe, when applied to Indian conditions, 
turned out to be a very expensive and a wasteful method of care for the mentally 
ill requiring large spaces and buildings with large multi-layered staff. Worse still, 
this system of care further isolated mentally ill away from society without any sig-
nificant medical benefit. All over the world, services in such isolated mental hospi-
tals gradually tend to deteriorate and become depersonalised and dehumanised. It 
was much worse in India and other developing countries with very limited finan-
cial resources and trained manpower, and a very different cultural background from 
Europe. The focus of mental hospitals was always on very serious psychiatric con-
ditions such as psychosis or dementia. This further reinforced the stigma against 

N.N. Wig (*) 
Department of Psychiatry, Postgraduate Institute of Medical Education and Research, 
Chandigarh, India
e-mail: wignn@yahoo.co.in

N.N. Wig, Emeritus Professor



4 N.N. Wig

mental disorders. Persons with lesser forms of psychotic illness and other common 
psychiatric disorders, which are so widespread in the community, were generally 
left out of this system of modern medical care.

Mental hospitals have of course, not totally outlived their utility and usefulness. 
Many of them are still playing a very useful role in the long-term care of disturbed 
and chronically mentally ill, especially with criminal and legal background. In 
Indian settings, some of the hospitals have completely transformed themselves into 
modern academic institutions such as the National Institute of Mental Health and 
Neurosciences (NIMHANS), Bangalore, the Central Institute of Psychiatry (CIP), 
Ranchi, or the Institute of Human Behaviour and Allied Sciences (IHBAS), Delhi, 
and are playing a very significant role in service, training and research. However, the 
fact remains that in the second decade of twenty-first century, the bulk of psychiatric 
patient care in government, private or voluntary sectors is now outside mental hos-
pitals, through general hospital psychiatric units (GHPUs), private clinics, primary 
care centres and non-governmental organisation (NGO) run services. Similarly, 
while 50 years ago, training of mental health professionals was confined to few men-
tal hospital-based institutes such as the NIMHANS, Bangalore, and the CIP, Ranchi, 
now the bulk of training programmes has moved to autonomous medical institutes 
such as the Postgraduate Institute of Medical Education and Research (PGIMER), 
Chandigarh, the All India Institute of Medical Sciences (AIIMS), New Delhi, and 
various major medical colleges in Lucknow, Vellore, Mumbai, Kolkata, Chennai and 
other big cities. It has changed the whole atmosphere of psychiatric training with 
proximity to, and interaction with other medical disciplines. Psychiatric research 
has gained equally by this transformation. While the traditional mental hospitals had 
very little scope or incentive for research, the newer academic departments in medi-
cal institutes and medical colleges are producing much more relevant and valuable 
research, and also winning recognition in many national and international forums.

2  A Review of Literature on History of Psychiatry in India

I do not plan to go into great details of pre-colonial and colonial periods of history 
of psychiatry in India, mainly because this subject has been amply covered in many 
previous articles. Nizamie and Goyal (2010) have written a comprehensive arti-
cle on the ‘History of psychiatry in India’ in the Indian Journal of Psychiatry. (In 
fact, I have borrowed the terms, ‘Psychiatry in pre-colonial, colonial and independ-
ent India’ from that article, which I acknowledge with thanks). There is an equally 
good article by Parkar, Dawani and Apte in Journal of Postgraduate Medicine in 
2001 (Parkar et al. 2001). A very comprehensive article titled ‘The history of mod-
ern psychiatry in India 1857–1947’ by James Mills, a chapter in a book ‘History of 
Psychiatry’ published by Sage in 2001, is an outstanding piece of research and is 
worth reading by anyone who is interested in this subject (Mills 2001). While the 
history of psychiatry in colonial period is well covered in all the above references, 
my own personal favourite is the article (in two parts) ‘History of psychiatry in India 
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and Pakistan’ by Dr. L.P. Varma in the Indian Journal of Psychiatry in 1953, then 
called Indian Journal of Neurology and Psychiatry (Varma 1953). This is a remark-
able article on the history of Indian psychiatry, especially when one keeps in mind 
that this was being written for the first time by an Indian psychiatrist in an Indian 
Journal. The article is comprehensive, very well researched (with nearly one hun-
dred references) along with scholarly and insightful comments by late Dr. L.P. 
Varma who was then First Assistant Superintendent at the Indian Mental Hospital, 
Kanke, Ranchi and also the Editor of the Journal. The Indian Psychiatric Society 
from time to time has also covered the subject of history in many of its conferences, 
souvenirs and journal supplements. One outstanding contribution in recent years has 
been the issue called ‘Icons of Indian psychiatry’ brought out by Indian Journal of 
Psychiatry in 2010 under the leadership of its editor, Rao (2010). It is an excellent 
volume on history of psychiatry in India, highlighting the contributions by various 
pioneers from different regions who are no more.

The Directorate General of Health Services, Ministry of Health and Family 
Welfare, New Delhi has also brought out an excellent book on ‘Mental Health—
An Indian Perspective 1946–2003’ (Agarwal et al. 2003). It contains some very 
good articles on historical aspects by authors such as D.S. Goel, S.D. Sharma, 
M. Sarada Menon and others. It has some very interesting appendices, including 
excerpts from the famous Bhore Committee Report (1946) containing the sections 
related to mental health. It also has the detailed report by Col. Taylor describing 
his visits to all the mental hospitals in India at that time, and highly unsatisfactory 
conditions encountered there (Taylor 1946).

3  Psychiatry During Pre-colonial Period in India

Abnormalities of human behaviour have been known and recognised since the 
beginning of civilisation all over the world. While it is true that modern science, 
medicine and psychiatry came to India along with the colonial powers, it does not 
mean there was no recognition or no methods of treatment and care of the mentally 
ill in India before that. Both the Ayurveda and Unani systems of medicine, which 
were widely practiced for hundreds of years in the country, had extensive discourses 
on signs and symptoms of various types of mental disorders and their manage-
ment. In the indigenous herbal pharmacopoeia, there were powerful remedies such 
as opium, cannabis, ‘Sarpgandha’ and Brahmi, which have been relevant even in 
modern times. However, at that time, the knowledge of modern anatomy, physiol-
ogy or pathological changes in brain was rudimentary, and humoral theories such 
as disturbance of ‘Kaph, Pit and Vayu’ were the main basis of diagnosis and man-
agement. Apart from herbal medicines, religious rituals and faith healing practices 
were widely prevalent for the treatment of mentally ill. There was, however, one 
significant difference between pre-colonial and post-colonial periods. While there 
were no formal asylums or mental hospitals for the care of seriously mentally ill in 
pre-colonial India, they sprung up with regular frequency during the British colonial 
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period and became the main feature of psychiatry in colonial days. In fact, there 
was hardly any other psychiatry outside mental hospitals in the European system of 
medicine for a long time, while the Ayurveda and Unani systems still continued to 
offer help for various forms of common psychological conditions. Indian medical 
systems also recognised variations in personality and temperaments. Religious prac-
tices such as meditation and yoga were regularly used for psychological treatment, 
which is gradually being re-incorporated in the modern psychiatry now.

4  Psychiatry During Colonial Period

As is well known, the term ‘psychiatry’ was coined by Johann Christian Reil in 
Germany in the year 1808. This is to the credit of Reil that he did not see psy-
chiatry as merely a speciality dealing with ‘diagnosis and treatment of mental 
disorders’, but visualised psychiatry as a broad clinical approach utilising psycho-
logical knowledge and methods for all medical disorders. Unfortunately, despite 
Reil’s broad vision, the term psychiatry remained limited to diagnosis and man-
agement of serious mental disorders such as psychosis, dementia or severe mental 
retardation. This is particularly true of the development of psychiatry during the 
colonial period of the eighteenth and nineteenth centuries in British India, when 
asylums or mental hospitals were the main centres for its practice.

As Dr. L.P. Varma has rightly observed in 1953, ‘The history of psychiatry in 
this country is the history of establishment of mental hospitals and then increas-
ing its accommodation from time to time as the exigencies of the time demanded’. 
From 1787, when the first regular government asylum was opened in Kolkata 
for the next one and half century, nothing much was happening in psychiatry, 
except the opening of mental asylums (as they were then called) in different prov-
inces of the British Raj, such as Bengal, Madras, Bombay, Bihar, U.P. and Punjab. 
In the beginning, asylums were meant for European patients only. In 1795, for the 
first time, an asylum was opened in Monghyr, Bihar for Indian sepoys. Gradually, 
the pressure built up for the use of asylums for civilian population as well.

The story of these asylums is very similar. In the beginning, the space for a 
‘lunatic asylum’ was any old, abandoned building or army barracks. Gradually, 
new buildings with open spaces and with grounds were provided. Tall boundary 
wall erected to protect the inmates, or to prevent their escape, was another uni-
versal feature. The subsequent history is a sad one. Almost every asylum would 
open with great hope and expectations, but within a few years, there would be 
overcrowding, neglect, paucity of staff and resources, combined with almost total 
indifference of authorities and civil society. Occasionally, there would be some 
inspection, which would result in scathing reports of neglect and squalor. Some 
efforts at improvement would follow, followed by another round of neglect and 
deterioration. In fact, this pattern of neglect, indifference, reforms and again grad-
ual neglect and indifference has continued with regular frequency in most of the 
mental hospitals in the country till this day, except perhaps, with the exception 
of some mental hospitals which have turned into academic institutes such as the 
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NIMHANS, Bangalore, the CIP, Ranchi, or the IHBAS, Delhi, with huge inputs of 
resources and manpower.

For historical record, it is important to mention some of the landmark events 
during this period.

(1) After the 1857 Mutiny, the rule of the East India Company ended and direct 
rule by British Crown was established in India in 1858. The Indian Penal 
Code drafted earlier by the famous Lord Macaulay was promulgated. One of 
the provisions in this act was ‘authorisation and establishment of asylums for 
reception and detention of lunatics’.

(2) Till 1905, all lunatic asylums were under the charge of civil surgeons. In 1905, 
for the first time, some asylums were designated as ‘Central Asylums’ and 
placed under the separate charge of an ‘Alienist’ (this was the name for mental 
specialists at that time). This was perhaps the first step for the recognition of 
psychiatry as a separate speciality in this country. There was also an attempt 
by then Secretary of State in England, John Morley, to establish a separate 
‘Alienist Department’ in India, but this was never realised (Varma 1953).

(3) The year 1912 was a landmark in the history of psychiatry, when the Indian 
Lunacy Act was passed. Asylums became independent of the general medical 
administration, and rules for reception and detention were clearly codified.

(4) In the year 1922, the names of all asylums were changed to ‘Mental Hospitals’.
(5) Some hospitals remained strictly for the use of Europeans and Anglo-Indians 

only, e.g. the European Mental Hospital Ranchi, or the Colaba Mental Hospital 
in Bombay. The Ranchi hospital made a big concession in 1940, when 10 beds 
were provided for ‘Indian paying patients of European habits’ (Varma 1953).

(6) Mental Hospital, Bangalore established in 1937 was the first mental hospital 
in India which avoided high enclosures.

5  Psychiatry After the Independence of India (Till 1960)

Though it is true that the rise of psychiatry as a modern medical speciality largely 
occurred after the independence of the country in 1947, some of the developments, 
which significantly influenced this, were already taking place two or three decades 
before that. One can identify at least three major developments which have given 
shape to modern psychiatry in independent India. These are as follows:

(1) The rise of psychoanalysis as an intellectual discipline with its impact on psy-
chology, medicine, literature and arts.

(2) Developments in military psychiatry during the World War II, resulting in 
rapid increase in number of army psychiatrists and treatment facilities outside 
mental hospitals.

(3) Recommendations of the famous ‘Bhore Committee’ to provide health ser-
vices near the people, away from big hospitals. Perhaps out of the three events, 
the most significant influence on the progress of psychiatry was of the Bhore 
Committee Report (1946), and we would consider it first.
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6  Impact of the Bhore Committee Recommendations

The Bhore Committee Report (1946) was undoubtedly one of the momentous 
events in the history of the public health movement in India. Even after nearly sev-
enty years of its publication, one continues to marvel at the vision and foresight of 
its deliberations and recommendations. Much has been written about it over the 
years. Its emphasis on the importance of primary health care, before developing 
secondary and tertiary services in the country, has changed the shape of our health 
services ever since.

Somehow the impact of the Bhore Committee Report on the subsequent devel-
opments in psychiatry in India has not received sufficient attention in psychiatric 
literature. One honourable exception is the chapter ‘Mental Health: The pre-inde-
pendence scenario’ by S.D. Sharma in Ministry of Health book ‘Mental Health. 
An Indian Perspective 1946–2003’, where he has not only referred to the Bhore 
Committee Report, but has also included the whole mental health section of the 
report in the appendix (Sharma 2003).

7  Some of the Important Recommendations of Bhore 
Committee on Mental Health

The opening sentence of the mental health section sets the tone of the whole 
report, i.e. The physical and mental health of an individual are inter-related and 
no health programme can be considered complete without adequate provision 
for the treatment of mental ill health and for the promotion of positive mental 
health. It is sobering to note that the pioneers of the Bhore Committee in 1946 had 
already thought that there is no health without mental health, which has become 
such a popular slogan now in the documents of the Royal College of Psychiatrists 
and the World Health Organisation (WHO).

Other notable features of the report were:

•	 Prevention of mental illness and promotion of mental health receive equal 
emphasis in the report along with the treatment of mental disorders

•	 The proposals for mental health in the Bhore Committee Report begin by 
stating In our view the most important step to be taken, is the formulation of 
a mental health programme for the country after preliminary investigation of 
the needs of the individual provinces. It is sad that it took nearly forty years to 
develop a National Mental Health Programme (in 1982) in India.

•	 The Bhore Committee recommended creation of a mental health organisation in 
the Directorate of Health Services. It finally happened in the shape of National 
Advisory Committee on Mental Health in the 1980s.

•	 The Bhore Committee strongly recommended facilities for the training of men-
tal health professionals in India, which resulted in the formation of All India 
Institute of Mental Health in Bangalore in 1954 (now the NIMHANS).
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•	 It recommended establishment of the AIIMS in New Delhi, where it further rec-
ommended undergraduate and postgraduate training in psychiatry and also pro-
motion of research. In a way, this recommendation provided a strong impetus 
for emergence of GHPUs in all medical colleges in the later years.

•	 The Bhore Committee was very critical of the existing state of mental hospitals 
in the country. It strongly recommended their rapid improvement, but felt that 
mental hospitals alone were grossly inadequate for the total mental health needs 
of the country.

8  Impact of the Psychoanalysis Movement

Dr. Girindrasekhar Bose would always be remembered for starting the first 
Indian Psychoanalytical Society in Kolkata in 1922. By that time, psychoanaly-
sis was already making waves in the intellectual life of people in Europe and 
the USA. Despite strong criticism from some quarters, people were fascinated 
by its bold theories of the subconscious mind to explain the psychological basis 
of both normal and abnormal behaviour. The movement soon spread to Bombay 
where Dr. K.K. Masani was an early pioneer. In Ranchi, Col. Berkley Hill, started 
the Indian Association of Mental Hygiene and was also closely associated with 
Psychoanalytical Association in Calcutta. Many universities started courses on 
psychoanalysis; the popular press and literary magazines were also writing articles 
on the subject. Hollywood in the USA was also greatly influenced by psychoa-
nalysis movement. A number of movies incorporated the new knowledge of psy-
choanalytical theories. One memorable film in 1945 was ‘Spellbound’, a suspense 
thriller directed by famous director, Alfred Hitchcock. The hero Gregory Peck is 
a patient with amnesia who is being treated by a lady psychoanalyst, played by 
Ingrid Bergman. There was a much talked about dream sequence, which had the 
clue to the hero’s amnesia. The sets for this dream sequence were designed by the 
great surrealist painter of his time, Salvador Dali.

In this liberal atmosphere of the time, many young men and women medical 
doctors in India were also attracted to psychoanalysis. Psychoanalysis helped to 
give a new image to psychiatrists. Instead of being a doctor for the insane, here 
was a chance to become a doctor who understands the mysteries of conscious and 
subconscious mind. It was indeed a big shift in the social status of psychiatrists. 
A number of the top names in Indian psychiatry, who started their career in the 
1950s and early 1960s (including the present author), seem to have been inspired 
by psychoanalysis to take up psychiatry as a career. For example, a pioneer of 
Indian psychiatry, Dr. Ajita Chakraborty, told me that she had undergone per-
sonal analysis in Kolkata, before taking up her distinguished career in psychiatry. 
Dr. D.N. Nandy was also closely associated with the Psychoanalysis Association 
in Calcutta. Dr. J.S. Neki, another stalwart of Indian psychiatry, told me that he 
went to NIMHANS Bangalore in 1956 and joined the Diploma course in Medical 
Psychology with the hope of learning psychoanalysis. Later, as advised by his 
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teachers he shifted to regular Diploma in Psychological Medicine (DPM) course 
for medical doctors. The late Doctor Ravi Kapur was also greatly attracted to psy-
choanalysis and psychotherapy. The list can be easily increased by adding many 
other names, but the main point, which emerges is that psychoanalysis motivated 
many early psychiatric pioneers in India.

9  Early Women Psychiatrists of India

In this context, it is also noteworthy that during the 1950s, soon after independ-
ence, a number of women doctors came forward to take up psychiatry as their cho-
sen career, which was not common till that time. Even in the first batch of DPM 
students in Bangalore, there was a woman doctor. All these early women psychia-
trists, of course, played a pioneering role in modernising psychiatry in India and 
have left a powerful impact on it. Some of the well-known names of such early 
distinguished women psychiatrists are Dr. Ajita Chakraborty, Dr. Sharda Menon, 
Dr. Roshan Master and Dr. Jaya Nagaraja, who have all made the profession proud 
by their contributions.

10  Impact of Military Psychiatry

Another area, which deserves a better recognition in the history of Indian 
 psychiatry, is the role of military psychiatry. A large number of early pioneers who 
have changed the shape of modern psychiatry in India belonged at some time to 
the Indian Army. Some of these distinguished psychiatrists were Col. M. Taylor, 
Col. O. Berkley Hill, Major R.B. Davis, Col. Kirpal Singh, Major Vidya Sagar, 
Major K.C. Dube and many others like them. Recently, Brig. Prabhu has written 
an excellent article on ‘Military psychiatry in India’, in which he has provided 
detailed information, particularly of the period during the World War II (Prabhu 
2010). It is a striking fact that at the start of the world war in 1939, these were 
only four psychiatric specialists in the Indian Military Service. The number rose to 
10 in 1942, 31 in 1943 and 86 by end of the war in 1945. How did this phenome-
nal increase occur and how was this achieved? The need was urgently felt because 
it was realised that apart from battle wounds, a large number of casualties among 
the soldiers were psychological in nature, and existing medical services were not 
adequate to handle it. To rapidly train the medical officers in psychiatry, a short 
training of 2–4 months was introduced, which was later increased to 9–12 months, 
after which they were posted as graded specialists. The second important inno-
vation introduced by military psychiatry was that the treatment of psychiatric 
patients was done not in mental hospitals, but in units resembling GHPUs of the 
present. A standard psychiatric ward used to have only 25 beds (Prabhu 2010). 
Looking back it seems that the war time experiences of military psychiatry had a 
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great impact on the civil side after the independence of the country. A large num-
ber of senior psychiatrists such as Maj. Davis, Maj. Vidya Sagar, Major K.C. Dube 
and Capt. Chandorkar had moved to civil side. GHPUs, which flourished during 
1960s, used the same Army model of a GHPU of earlier years. The community 
psychiatry movement of the 1970s also used the military psychiatry model of short 
training courses for different health professionals.

11  Summary and Conclusions

The rapid growth of psychiatric services after independence of India is a remark-
able story of how psychiatry came out of mental hospitals and is now gradually 
becoming part of mainstream medicine. This paradigm shift took place due to 
numbers of factors. Most important was perhaps the vision and foresight of the 
Bhore Committee recommendations of opening of training centres for mental 
health professionals in the country, and starting of GHPUs in medical colleges and 
other big general hospitals. This gave a big boost to the development of modern 
psychiatry. A large number of bright young men and women got attracted to psy-
chiatry as their career. The psychoanalysis movement added to the liberal intellec-
tual attitude towards abnormalities of human behaviour, which further helped the 
growth of psychiatry as a medical speciality.

In this chapter, I have considered the events up to 1960 or so, but history is a 
continuous process. Psychiatry took rapid strides in the 1960s and 1970s, moving 
from mental hospitals to general hospitals and then attempting to provide commu-
nity psychiatric services through the primary health-care network. This glorious 
journey must continue till we are able to ensure that the benefits of modern psychia-
try are available to all citizens of India, rural or urban, rich or poor, men or women.
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1  Introduction

When I joined the Department of Psychiatry at the Postgraduate Institute of 
Medical Education and Research (PGIMER), Chandigarh, many of the psycho-
logical tests used in most parts of the country suffered from several deficiencies, 
known and unknown till then. In fact, one cannot work in an area where the tools 
in use are deficient in many ways. If one has to work honestly in this area, one 
cannot hide behind these imperfect tools, without doing anything about it. Blaming 
the tools alone cannot help one for long, particularly, when this happens to be 
one’s chosen field of work and worship. The God is everywhere, seeing everything 
and forgiving nothing.

But, before I name these deficiencies in tests in use then, I may be allowed to 
define an ideal test and mention its necessary characteristics. In all fairness, I must 
accept that no single psychological test can be considered as a perfect test for all 
types of populations, for all subjects and for all times to come. But, realising our 
own limitations in knowledge, wisdom and availability of time and resources, a 
psychological test has to have most of these desirable characteristics, while leav-
ing scope for improvement in the future.
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2  Definitions

A psychological test is a standardised method of (a) comparing the behaviour of 
two or more persons at the same time and/or (b) comparing the behaviour of the 
same person in different periods of time.

A standard is that in terms of which we measure something, e.g. a gram, a litre, 
a mile, a rupee or an inch; measurement is attributing a number according to well-
defined rules.

Behaviour includes both overt and covert behaviour, observed and expressed 
verbally and/or measured.

Standardisation is a process of exactly fixing the stimulus variables, the exact 
situation of administration and of observing the behaviour, in terms of well-
defined units of measurement and the exact method of interpretation, in the light 
of relevant norms, having high reliability and validity.

Objectivity refers to freedom from subjective factors in administration, meas-
urement and interpretation.

Reliability means consistency of scores over a period of time and consistency in 
administrative methods, administration by self or by others, the method used by scor-
ers as well as the test’s internal consistency. It makes one confident that every time 
a test is used, the same test is used and similar methods are used for administration, 
scoring and interpretation. Reliability can be of the total score, of various parts of the 
test or of every individual item. It is mostly measured in terms of coefficients of corre-
lation, but can also be estimated in terms of percentage of agreement or disagreement.

Validity of a test shows whether a test measures what it purports to measure, 
e.g. a test may measure more than one aspects of behaviour, but one of them may 
be more specific.

Intelligence tests, for example, must measure intelligence in particular, but may 
also show the approach in solving a problem, a method of solving problems and 
how a person reacts to frustrations when difficulties arise while solving a problem. 
A personality test may also measure one or more aspects of personality, i.e. inter-
est, attitude, preferences and aptitudes. A test is a valid measure of behaviour and 
may be valid for one aspect of behaviour only. The validities are also of different 
kinds: face validity, content validity, concurrent validity, construct validity, facto-
rial validity and predictive validity.

Other features of validity of a test are as follows:

•	 A test is valid for something with which it correlates.
•	 Validity depends upon the reliability of the test. In fact, validity cannot exceed 

the under root of its reliability.
•	 A test may have different validities for different aspects of behaviours.

Norms have to be relevant and meaningful. Local norms have to be used for inter-
pretation. Population, reliabilities and validities are defined by the standardisation 
process and must be given in the test manuals. Norms have to be specific with 
regard to location, age, sex, education and all other significant variables likely to 
influence test scores, reported or not reported so far.
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Test manuals should ideally provide all the above information. No test can be 
culture free and culturally fair unless it is proved, reported and defined. Manuals 
can also provide cross-validation data, if and when available. That is why a test 
can be revised and has to be revised after sometime, in order to remain a valid and 
reliable measure over time.

3  Drawbacks or Deficiencies of Psychological Tests

The following drawbacks were most prominent when I joined the department in 
1968:

•	 Most tests used were in English language only, and on-the-spot translations 
were being done on the bedside of patients in the general hospital setting. 
Uniform Hindi translations were needed, with local norms for use with them.

•	 Patients were illiterate or barely literate and unsophisticated in the use of tests. 
Some of them were even so frustrated that they were ready to give their thumb 
impressions, in place of responding to test items.

•	 Foreign norms were being used while scoring and interpreting the test scores, 
whereas there was the need to prepare local and relevant norms for use with our 
patient population.

•	 The tests used were too time consuming in terms of length of items, e.g. nearly 
200 in the General Medical Index Health Questionnaire or the CMI Health 
Questionnaire (Erdmann Jr. et al. 1952) and 60 in Standard Progressive Matrices 
(Raven et al. 1998). The language used in Hindi versions of personality tests 
was complicated, with difficult words, e.g. “ashrupat” for tears in the eyes, as in 
the Hindi Personality Trait Inventory (Verma et al. 1990).

•	 Tests in simple Hindi were not available, which were constructed using patients’ 
own symptoms with their own expressions, and for which, local norms were 
available or which could be used at all educational levels.

•	 A need for modifications of some tests was felt, but no constructive and useful 
work was done, and at best, only lip service was paid. The problems were noted, 
but nothing was done to address them. There was a scope for construction of 
tests in many areas, but much needed work was missing in the absence of a team 
of clinical psychologists devoted to this work wholeheartedly.

•	 In a few areas, e.g. Bhatia’s battery of performance tests of intelligence in India 
(Bhatia 1955), where useful, constructive work was done with separate scoring sys-
tems for literate and illiterate subjects, there was lack of follow-up work with revi-
sion of the scoring system and revision of norms from different parts of the country.

•	 In addition to the above drawbacks, the attitude of the so-called experts from 
Indian universities was deplorable, to say the least, because test construction 
was looked down upon even for a PhD work. In my personal experience, while 
doing my PhD, the “experts” made one excuse after another for it—such as “It 
is not sufficient work for PhD” to even saying “One PhD is not sufficient for test 
construction, or “Test construction in India is not accepted for PhD,” or “Only in 

2 Development of Psychological Testing in India
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North India some universities have accepted a few PhDs in test construction,” or 
“There is nothing original in test construction.” Even when evidence to the con-
trary was available, such excuses continued to be made.

I was lucky enough to have Prof. Wig (who accepted my arguments and allowed 
me to continue my PhD work) who accepted to be my supervisor and encouraged 
me to continue my experiments. (That is why I call him my godfather.)

•	 These “experts”, when I approached them for guidance or advice, were of the 
opinion that we should adopt standardised tests from the West and use them with 
our population to solve any research problem, a piece of advice, which I could not 
and did not follow, for obvious reasons. I was too junior a researcher, so I bowed 
my head in silence, but continued my work, the only way open to me at that time. 
I do not know what kept me going in those early years, despite the continued 
opposition by my seniors, colleagues and juniors, both psychiatrists and clinical 
psychologists, in this Department of Psychiatry (not of Clinical Psychology). But 
looking back over the years, I can name a few possible “reasons” for it.

•	 I saw construction of psychological test as writing beautiful poems as a hobby, 
enjoying the process, as my way of worship to the “God of Measurement”, if 
there is any. (If others can worship other Gods or Goddesses such as Brahma, 
Vishnu, Mahesh, Lakshmi or Saraswati, why cannot I have my own God and 
worship Him.)

•	 I had read somewhere the definition of morale (given by a veteran soldier) as 
“Morale is what keeps your feet going while your head says it can’t”.

•	 So I bowed my head and like a good student, started doing my work, as a wor-
ship in order to please him (i.e. the God of Measurement), to shower His invis-
ible blessings (no matter if it is seen or appreciated by others or not). To be able 
to do one’s preferred work, is its own reward and can never be replaced by any 
other award or reward.

•	 Appeal of my heart—“Do not give up before doing your best, no matter what 
the consequences”. So I did continue my work as worship, on a war footing, if I 
can call it that.

•	 My father’s advice—“Whenever in difficult circumstances, bow your head in 
silent prayer and start doing what you think is right, without caring what others 
say or do”. My late father often referred to his own example—when he started 
his own work as a dentist, people made fun of a dentist as a mere tooth puller, 
as one who is destined to end up on the road calling people for repairing their 
broken teeth. But, he never gave up and ended as one of the leading dentists in 
the city of Varanasi at the time.

•	 Never-ending faith of my late wife in my ability to overcome my shortcomings, 
my difficulties and be successful in the end. This moral support proved to be 
of great help, whenever I happened to be in low spirits and seeing faces of my 
own children, as if asking me “Water water everywhere nor any drop to drink” 
(Coleridge in his “Rime of the Ancient Mariner”), as to what messages would 
my life and efforts leave behind, for them to follow. (“Keep your head above the 
sea level, in order to survive and win”.)
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•	 It is rightly said that “All is well that ends well”. At the start of my professional 
career, opposition to my views was the rule; this was gradually converted into 
active cooperation by all concerned, from all parts of the country. My prayers 
were being answered after all and in my life time.

•	 When there were other PhDs, not only by clinical psychologists but also by psy-
chiatrists of the department, it was more than I could ever expect or imagine or 
live to see.

In this regard, I must gratefully acknowledge the significant contribution of other 
fellow clinical psychologists, particularly of Dr. Dwarka Pershad, Ex. Additional 
Professor of Clinical Psychology, Department of Psychiatry. Indirect encour-
agement to our efforts was soon available in the form of a few national awards 
for such tests from professional bodies, including one by the Indian Psychiatric 
Society, and my own nomination to advisory bodies and editorial boards of vari-
ous journals in the country. I admit here once again the full and constant support 
of Professor Wig, without which I would have left this great department long ago. 
Last but not the least was indirect factors such as constructive criticism by eminent 
professionals, foremost among them were Prof. N.N. Sen, Prof. G.G. Prabhu and 
Prof. J.S. Neki, and international authorities on tests such as Prof. H.J. Eysenck, 
Prof. R.B. Cattell and Prof. Guilford.

4  Our Contributions

Our contribution in this area has to be seen as an insignificant and tiny effort, in 
the universe of a vast area of research and possibilities. Doing something (however 
small it might be) is better than doing nothing in the area of construction of psy-
chological tests. I had read somewhere (in a different context though) that:

A piece of bread is better than nothing.
Nothing is better than God.
So, a piece of bread is better than God.

If I may be forgiven, I would like to replace “a piece of bread” by a psychological 
test in this statement.

Similarly, in another context I have read:

O God, if there is a God.
Save my soul, if there is a soul.

If I may be forgiven, I would like to put it as:

O God of Measurement, if there is a God of Measurement. Accept our small offerings 
(tests as flowers); if they can be offered and be accepted.

We are not sure (at least I am not sure) that what we have attempted to do in the 
field of psychological tests would make a difference to the world of measurement 
and be accepted as such. I have read somewhere—“A difference that makes no dif-
ference is no difference”.
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To put it a little differently, I would like to make the following modified state-
ment as—If a psychological test constructed by us in simple Hindi, for use with our 
population, majority of which consists of illiterates, barely literates, rural and unso-
phisticated people is better than a well-standardised Western test for use with their 
populations when used in India, without doing any modifications, it would make a 
difference to be called a real difference, in the end. On the other hand, if it does not 
make any difference, I would most humbly be ready to bow my head to be sacrificed.

5  A Start to Meet the Problems Faced

In order to meet the problems faced by us, we started with assessing the extent of 
the problems one by one and finding solutions that were available, practical and 
within our resources.

The first problem I faced was the length of the items in the test, particularly 
in the CMI Questionnaire (Erdmann Jr. et al. 1952). It was used in English with 
spot translation in Hindi. It contained nearly 200 items referring to different bod-
ily systems and psychological complaints (A–L for physical section and M–R for 
psychological symptoms, with A–R referring to total complaints). We attempted to 
translate it in Hindi, so that the same language could be used with every patient. 
This took care of uniformity of the items, from tester to tester, and over time.

Another related difficulty arose with regard to the total scores. With the spot 
translations of English version, perhaps our patients could not relate to their prob-
lem correctly and did not endorse many items.

Patients’ relative positions with regard to the scores remained the same (as 
shown by the coefficients of correlation between English and Hindi versions 
remaining high), but the average score significantly increased with the Hindi ver-
sion. This justified our attempt at developing a Hindi version, as patients could 
actually feel that the item really described their own difficulties or problems, ver-
sus the exact, literal, on the spot translation as attempted earlier.

Another issue was whether so many items were really required or whether the 
same results could be achieved by fewer items, which were more reliable and 
valid. So, item analysis was begun, to find out which items were readily accepted 
(frequently endorsed) by many patients, as opposed to others, which were rarely 
(it at all) endorsed by non-patients and patients (patients with both medical and 
psychiatric problems).

Those items that had zero or nearly zero percentage of endorsement were 
excluded in order to prepare a shorter version of the scale in simple Hindi.

When literature search for item construction was done, it was found that illiterate 
or barely literate people related better to items when expressed in first person (I, me, 
my versus you, your). In the English version, as well as in spot-translated Hindi ver-
sion, the items were asked in the second person only, e.g. every time the items were 
“do you have” this or that problem. A need was felt for using first-person expres-
sions in these questions. This shortened and simplified the statements (in place of 
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questions), with the common question at the top asking them to tick the items appli-
cable to them. Thus, the question form was converted into statement form to make 
it easier, simpler, shorter and quicker, taking less time to complete the test, while it 
still remained questionnaire (i.e. tick those items that are correct for you).

The “thinking aloud method” was used to make items short, simple and eas-
ily comprehensible by our patients. Each item was read aloud, and any difficulties 
that may be arisen in the patient’s mind were addressed to remove all ambiguity, 
if any, found in expressions. When required, that ambiguity was removed by mod-
ifying the item structure, replacing difficult words by its simplest form, without 
sacrificing the meaning. This critical self-examination was a necessary evil, which 
proved quite useful in the end.

A cross-cultural examination was done on items with at least 10 % of endorse-
ments, and system-wise comparisons were done.

It was found that our clinic population endorsed more items relating to gastro-
intestinal problems and of general weakness, as compared to Western cultures, 
where the systems involved were cardiovascular and respiratory. Keeping this in 
mind, item selection was done accordingly. All this research was based on differ-
ent studies, which were published in professional journals.

Thus, the shortened version of the CMI, modified according our own needs, con-
sisting of 38 items was developed. Section A was physical section consisting of 22 
items corresponding to A–L section of the CMI, and divided into Sections A and B. 
Section B was related to M–R section of the CMI and consisted of mental or psy-
chological items. A provision for a total score consisting of all the 38 items was also. 
This scale was called as PGI Health Questionnaire N-1 (Verma et al. 1985).

This PGI Health Questionnaire N-1 was presented at one of the annual confer-
ences of the Indian Psychiatric Society and won the prestigious Marfatia Award.

This provided much needed confirmation of rightfulness of our efforts and 
encouraged us to follow the same line in future also.

6  Continuation of the Work

As the next step, we collected the chief complaints of our patients, describing 
their complaints, in their own words and in Hindi. This was made possible by Prof 
Wig’s foresight and direction to all (staff and students of the Department) to write 
in verbatim the chief complaints in Hindi, even before translating them. I collected 
all these complaints for 2 years and put them in proper order and saw to it that all 
types of patients, male and female, rural and urban, of all age groups, of all educa-
tional levels and all types of “neurotic” patients were included in this sample. The 
next step was to put similar complaints together and select the simplest and most 
comprehensive expression to represent the group. Fifty items were thus selected in 
this way. This formed the N-Scale, and we defined “neuroticism as a tendency to 
develop neurotic symptoms when under stress”. Items were numbered 1–50, and 
the scale was called as PGI HQ N-2. A new scale consisting of 10 lie items was 
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added to this N-2 scale, after a lot of research with “too-good-to-be-true items” 
selected from the original EPI Lie scale and the PEN scales of H.J. Eysenck, 
who had taken them from original MMPI scale of Hathway and Mackinley of 
Minessota (Eysenck and Eysenck 1964; Hathaway and McKinley 1940). These 
items were translated into simple Hindi and used in number of studies using modi-
fied instructions to test for different response biases and selecting tendency to 
measure social desirability response set (or the “Lie scale”). It was used with the 
neuroticism scale PGI HQ N-2 (Wig and Verma 1979).

In order to distinguish these “too-good-to-be-true” items from neurotic symp-
toms, these were kept as separate and numbered 51–60. Thus, the PGI HQ N-2 
consisted of 60 items in all. Reliabilities and validity of this new scale were estab-
lished. It was also cross-validated against samples drawn from psychiatric units, 
from all parts of India. This scale was constructed and standardised and formed 
subject matter of my PhD, the first PhD of the department.

The two scales N and L of the PGI HQ. N-2 were found to have low corre-
lation, indicating the freedom from the social desirability response set of this 
neuroticism scale. These N-scores were found to have positive and significant cor-
relations with other measures of neuroticism existing at the time, when used with 
English-speaking educated samples (who could take tests in both languages). This 
confirmed that this N-measure had good validity. N-1 and N-2 showed good corre-
lation as expected. Another quality of these tests (N-1 and N-2) was their low diffi-
culty levels as compared to many other personality tests in Hindi. A research paper 
published on difficulty levels of some personality tests used in India written by me 
got a good mention in a Presidential Address in Indian Science Congress (psychol-
ogy section), and this was sent to Professor Wig. It confirmed that we were on the 
right track and this was being recognised by senior psychologists of the country. 
By the way, I would like to mention here that this publication (paper on difficulty 
levels) was published in Indian Journal of Clinical Psychology. I was elected as 
editor of this journal in 1974 and was re-elected four times (1974–1983). This was 
all because of our contribution in this area of psychological testing.

7  Measures of Difficulty Levels in Personality Tests

Here, a mention needs to be made, as to how difficulty levels can be measured and 
what could be the units of its measurement, so that tests consisting of different 
length of items could be compared. In test of intelligence, it is done easily by com-
paring the pass percentage of items, where an easy item is one passed by almost 
all the subjects, and most difficult item as the one that very few or none could 
pass. In a personality test (there are no right answers to be called as pass), the dif-
ficulty levels can be judged in the following ways:

•	 The number of words used in a test per 100 items (i.e. in percentages calcu-
lated) or the number of letters per 100 items (as unit of measurement). It takes 
time to read each item, to comprehend each item and to respond thereafter. The 
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assumption being that longer the sentence, it would take relatively longer time 
and would more difficult. (In fact, we rarely used only one test for each subject 
e.g. one intelligence test, one questionnaire, one projective test, one memory 
test and one test for perceptuo-motor function. One had to choose among many 
tests; hence, one chose short, less difficult tests.)

•	 The total time taken (greater the time taken, more difficult would be the test).
•	 The number of difficult words per 100 items. It had to be rated as “difficult” 

(defined in their own way) by the same group of experts, to be unbiased in rat-
ing different tests. This is called the “underlining test”, i.e. underlining “diffi-
cult” words.

•	 Instead of each item making a fresh start, if items are gone through in a quick 
succession, they would be called easy items. The arrangement of items was such 
that it made it easy to pass through a lot of items in quick succession, e.g. items, 
starting with “I”, could be put together, those with “my” in another group and 
those with “we” together in a third group.

•	 Tests could be ranked on each of these criteria, so that the lower the rank num-
ber, easier it would be. When ranked in this way, we found our own tests were 
the least difficult ones, on all these criteria, when comparison was made with 
other tests.

8  Measurement of Response Biases

Another scale constructed by me was for measuring response biases such as the 
following:

•	 Tendency to choose the first response choice, in the list of response choices; 
for example, in yes/no choice list, it is yes, while in the list of no/yes, it is no 
more frequently selected. This is independent of the question or statement. 
Surprisingly, it was found that the same person selects the first response, even 
when the same question is being asked a second time, but in reverse order, 
hence indicating the response bias.

•	 Tendency to choose the extreme responses. This can be seen, where, in a list 
of choices, extreme ones are selected, e.g. either one is extremely happy or, 
extremely unhappy, never in between. This shows a response bias.

•	 Tendency to choose the middle most responses. When people do not agree with 
extreme responses, when they are not sure whether to agree or disagree, they 
feel safer by avoiding extreme responses and choosing the middle response 
instead. This shows a feeling of insecurity.

•	 Tendency to choose either all positive responses or all negative ones. Those 
well-adjusted, satisfied persons or maladjusted, dissatisfied persons tend to 
choose such one-sided responses.

Thus, whenever a particular bias is shown in a test, one is confident that the 
responses of the person do not correspond to the question or statement. In other 
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words, the responses are independent of the content of the items, hence are 
untrustworthy and cannot be accepted as true responses.

A scale was prepared where there were no questions or statements—but only 
responses were given. It is called rightly as “The questionnaire without questions”. 
Here, there were no random answers; otherwise, all response choices would be 
equally selected as responses by a group of subjects. Deviation from equal chance 
probability to a significant extent was considered as a “response tendency” for a 
person or for a group.

The Lie scale used in the PGI HQN-2 was one such a measure, indicating a 
tendency to give socially desirable responses. A high lie score, thus, indicated the 
unreliability of N-score in a given situation, by a specific group of subjects.

This was shown to be the case in a number of experimental conditions, where 
a significant bias was induced by specific directions (e.g. in interviews for jobs or 
interviews for a decision for compensation).

Matching of normal and neurotic groups:
The “neurotic” group was selected on the basis of case identification in the 

psychiatric clinics, while the normal group was selected mainly from the relatives 
or attendants of these patients. The idea behind this was the assumption that both 
would be from the same or similar socio-economic background and hence would 
be well matched. In addition, these groups were also matched on relevant socio-
economic variables such as age, sex, education and rural or urban residence. This 
was necessary for meaningful comparison of test scores.

9  The PGI Memory Scale

My esteemed professional colleague, Dr. Dwarka Pershad, wanted to construct 
a battery of memory scales for use with our clinic population. He started at first 
with well-known batteries such as the Wechsler Memory Scales and the Boston 
Memory Scales.

Both were in English and had foreign norms, but were used in our country with 
spot translations and with varied success, reported and unreported. The limitations 
were quite apparent, and a need was soon felt for developing our own memory 
scales in simple Hindi and to develop our own norms, for use with our clinic popu-
lation, who were mostly illiterate or barely literate, rural and unsophisticated people.

Selecting various areas of measuring memory, he started experimenting with 
various subjects which included the following:

•	 General information and personal data for recent memory.
•	 Areas for recent and remote past.
•	 Attention span.
•	 Memory for words and sentences.
•	 New learning for new unrelated pair of words.
•	 Recognition of simple designs.
•	 Retention for old, familiar words.
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He, thus, collected material for his battery of memory scales in 10 such areas 
and formed a battery called PGI Battery of Memory Scale for clinic population 
(Pershad and Wig 1977; Pershad and Verma 1990).

All those items were in simple Hindi. Experimenting with different time inter-
vals, he finalised standard times for exposure of stimulus material and the time 
gap before reproduction/recognition of those stimulus materials. Percentile scores 
were used, and a profile of scores for differentiating between normal and organic 
cases was generated.

Finding that obtained scores varied significantly with educational levels, and 
Dr. Pershad decided to develop separate norms for three educational levels:

•	 0–5 years of schooling,
•	 6–9 years of schooling and
•	 Above 10 years of schooling.

This was done for the first time in the field of psychological testing in our country 
and won recognition for Dr. Pershad and for the department, in the field of psy-
chiatry in India. This battery of memory scales was for his PhD work under the 
guidance of Prof. Wig. This was another major contribution of the department in 
the field of psychological testing.

10  A Beginning of Teamwork

We (I and Dr. Dwarka Pershad) worked together for the construction of reliable and 
valid tools for our clinic population, and significant among them were as follows:

•	 Modified shorter version of Bhatias’ battery of performance tests of intelligence 
(B.B.P.T.). In this pioneering work of Dr. C.M. Bhatia, in the construction of the 
battery of performance tests, there were many significant contributions such as 
the following:

– Separate norms for illiterates—used for the first time in India.
– Large sample of students, 11–16 years of age, from different areas of Uttar 

Pradesh.
– It consisted of 5 subjects—viz. Kohs’ Block Design Test, Alexanders Pass—

Along Test, Digit Span Test (for literates but alphabets for illiterates), Picture 
Completion Test and Picture Construction Tests.

We found some good points in it, but also some drawbacks:

•	 Test norms were more than 15 years old and needed revision.
•	 Scoring was limited to 1 min or 2 min only, requiring wider range of scoring for 

greater reliability.
•	 Extending norms for adult groups also. Means and standard deviations were 

computed.
•	 Norms for three educational groups and for different age levels.
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When we approached Dr. C.M. Bhatia, he readily agreed for us to carry out the 
necessary modifications, which we did and published our results in the form of a 
practice manual. We used deviant IQ directly calculated from the raw scores.

•	 WAIS-R verbal scales in Hindi. After obtaining the necessary permission from the 
author and publisher, we selected few verbal scales such as Information, Digit Span, 
Arithmetic and Comprehension for translation in Hindi and administered them to 
normal population in different age and education groups. Data were collected from 
other centres in India such as Agra, Baroda, Bikaner and Ahmadabad with the help 
of co-investigators there. After calculating means and standard deviations for each 
education groups, deviant IQs were obtained directly from the raw scores.

This was the deviation from the original method used. This information was given 
in the manual concerned.

•	 PGI Battery of Brain Dysfunctions. It consisted of a number of subjects such as 
the PGI Memory Scale, Bhatias’ Short Scale of performance test of intelligence 
and WAIS-R verbal scales in Hindi. The information about its construction, 
administration, standardisation reliability, validity and normative data is given 
in the manual published. Measures of visuo-motor functions were also added 
after doing research on the BVMG test, the Nahar and Benson scale, and the 
Hoopers Visual Organization Test (VOT). Dysfunctional Analysis Questionnaire 
(D.A.Q.) was also prepared to assess the deviation from previous functioning 
(i.e. before the illness started). Norms for the Standard Progressive Matrices 
were also established for different age and education groups using deviant IQs 
(Pershad and Verma 1990).

11  Other Scales or Tests Developed

A number of new psychological tools were prepared and used for research car-
ried out for PhD degrees in the department (including those of other departments 
where guidance was provided by clinical psychologist of our department).

These include the following:

•	 A schedule for measuring temperament in children (Savita Malhotra).
•	 A childhood psychopathology measurement schedule (Savita Malhotra).
•	 Parental handling questionnaire (Savita Malhotra).
•	 Psychoticism scale in Hindi (Manju Mehta).
•	 PGI locus of control scale (D.K. Menon).
•	 PGI achievement value India (D.K. Menon).
•	 A shorter way to assess the IQ (Adarsh Kohli).
•	 Scale for assessment of attitude towards yoga (Poonam Grover).
•	 Medication attitude scale (Poonam Grover).
•	 Maternal attitude and maternal adjustment scale (Karobi Das).
•	 A scale for personality disorders (Pratap Sharan).
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•	 A coping checklist (Ritu Nehra).
•	 Social support questionnaire (Ritu Nehra).
•	 Paediatric development screening test (Amita Puri).
•	 Home based-programme for MR children (Mala Seshadri).

Other psychological tests constructed or used in revised forms for MD thesis, for 
funded (from WHO, I.C.M.R., I.C.S.S.R. and PGI research schemes) and non-
funded departmental projects include the following:

•	 PGI General Well-Being Scale.
•	 PGI Quality of Life Scale.
•	 PGI Job Satisfaction Scale.
•	 PGI Battery of Assessment of Mental Efficiency in the Elderly.
•	 Hindi Personality Trait Inventory.
•	 Bond’s Defence Style Questionnaire.
•	 Learned Helplessness Scale.
•	 Hope Scale.
•	 Pleasure Scale.
•	 Sensation Seeking Scale.
•	 SPD Scale.
•	 Sex Knowledge and Attitude Scale.
•	 Geriatric Depression Scale.
•	 Eating Attitude Scale.
•	 Psychiatric Disability scale.
•	 Relapse Precipitant Inventory.
•	 Self-efficacy Scale.
•	 Alienation Scale.
•	 Cognitive Behaviour Scale.
•	 Vignettes for Attitudinal Research.
•	 Hindi MPI Scale.
•	 Authoritarian Scale.
•	 Tests for Linguistic Competence.
•	 Illness Behaviour Questionnaire.
•	 PGI sentence completion tests—Forms G (General)

– Form M (Married individuals).
– Form S (Students).

•	 Social Burden Scale.
•	 Family Burden Scale.
•	 Home Environment Scale.

Projective tests:
A number of projective tests were devised/used, and normative studies con-

ducted on them:

•	 Draw-a-Person Test—Body Image Concept of Students.
•	 Body Image Disturbances of Psychiatric Patients.



28 S.K. Verma

•	 Body Image Disturbances of Patients Undergoing Cardiac Surgery.
•	 Sack’s Sentence Completion Test (Hindi).
•	 Indian Adaptation of T.A.T. (Story-making test).
•	 Rosenzweig Picture—Frustration Study (Indian adaptation).

– For adults.
– For children.

•	 For studying attitudes of patients:

– Standard stories were used (vignettes) depicting various illnesses.
– Standard pictures depicting various psychiatric disorders.

Both these were constructed and used in the department.

•	 Word Association Test.
•	 Rorschach Test—(Indian Norms, modified instructions).
•	 Somatic Inkblot Series.

– Booklet Form.
– Card Form.

Indian norms and reliability studies were devised for the following:

•	 Three Wishes Test.
•	 Projective Question—(If reborn—what animal you would like to be—and why).
•	 Draw a Person—Practice Manual and Norms.

12  Manuals

Construction and standardisation of psychological tests is one thing, writing useful 
and practical manuals, complete in all respects, making it ready for use by other 
researchers, throughout the country is equally important. This was taken care of by 
us working in the department. The details are as follows:
Publishers:

A. National Psychological Corporation, Agra.

•	 Manual for PGI Health Questionnaire N-1 in Hindi (1985).
•	 Manual for measurement of dysfunction and Dysfunction Analysis Questionnaire 

(DAQ) in Hindi (1985).
•	 Abridged manual of CMI Health Questionnaire in Hindi (1983).
•	 Manual for Bhatia’s Battery of Performance Tests of Intelligence (Short Scale) 

(1988).
•	 Concept and measurement of Intelligence (1988).
•	 Manual for Malhotras’ Temperament Schedule (1988).
•	 PGI Battery of Brian Dysfunction (PGIBBD) (1990).
•	 Manual for PGI Battery for Assessment of Mental Efficiency in the elderly 

(PGI-AMEE) (1996).
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•	 Draw a Person Tests Manual.
•	 Manual for ADHD.

B. Ankur Psychological Agency, Agra.

•	 Manual for PGI General Well-Being scale (Verma and Verma 1989).

C. Rupa Psychological Corporation, Varanasi.

•	 Manual for Hindi PEN Inventory (1988).
•	 Manual for PGI Locus of Control Scale (1988).
•	 Manual for PGI Achievement Value Index (1988).

An ideal test manual is expected to include standard stimulus content, ways to 
administer the test, way to score objectively, specific, local normative data and 
standardised method of interpretation, with established reliabilities and validities. 
All these should be open for inspection and acceptance or rejection. The concept 
itself has to be well-defined, meaningful and acceptable for critical evaluation by 
others, if they so desire and when they decide.

As such, things require a great deal of time and effort, and this is difficult for 
research workers working with limited resources available. This, however, is not 
an acceptable excuse for poor quality of products and for avoiding criticism. All 
criticism is healthy and motivates us to do more and better and hence should be 
welcomed with an open heart.

13  Science and Religion in Measurements

This brings us to look philosophically at the issue of relation between the science 
and religion and how this can help us in our work. There are many individual facts 
to be discovered. We cannot limit ourselves to discover facts alone, such as con-
structing psychological tools to find more and more scientific facts. It is rightly 
said that “those who refuse to go beyond facts rarely go as far as facts”. Facts have 
to be linked together in a meaningful way and used for a purpose.

Whereas scientific methods help in collection of newer facts and tools to meas-
ure something, we have to pursue the search for their meaning and application 
religiously, like a determined devotee, trying to please the “God of Measurement”.

In Hindu Philosophy, there are many Gods such as Brahma (for generation/
creation), Vishnu (for protection), Mahesh (for destruction), Vayu Devta (for air), 
Agni Devta (forfire), Indra Devta (for rain) and Yamraj (for death). I may there-
fore be forgiven for introducing another god, the “God of Measurement”, and I am 
willing to submit myself, all my work on measurement and construction for psy-
chological tests to him. Each test can be visualised as flowers or fruits for offering 
to get his blessings.

The method is scientific, while the pursuit is religious, i.e. blindly and faith-
fully, with all our forces and resources applied to get scientific results. Each tool is 
like another Brahmastra, i.e. an instrument or weapon to get “good” results. The 
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weapon should be prepared in a scientific way. The concept has to be clearly and 
unambiguously defined and religiously followed (with approved mantras) to get 
effective results (to achieve measurement of the concept). We are ready to face 
others’ weapons (criticisms, challenges) with our Brahmastra (test scores). Both 
science and religion are involved. But for the collection of scientific facts, col-
lected religiously, we would still believe that the earth is flat (not round), that sun 
moves around earth (not earth revolving around the sun), and that an atom is indi-
visible (not divisible into nucleus and sub-atomic particles).

The same thing is true about newer methods of measurements, and depend-
ing upon the newer facts discovered, we modify our tools, e.g. if difficulty lev-
els of language create problems for those not properly educated, we use simpler 
language and prepare tests that can be used with all education levels, with local 
norms for different educational groups.

In the West, when Eysenck found the MPI was difficult for lower educational 
levels, a new test with simpler language, the EPI was constructed (Eysenck and 
Eysenck 1964), and when Cattell found that 16PF Test Forms A and B were pos-
ing problem with education levels, he constructed forms C and D, and even E and 
F making the language simpler (Cattell 1989).

Surprisingly, our so-called experts (university professors, used to working with 
highly educated people) denounced any such notion of difficulty levels and still 
preferred to use English tests as such, advocating their use with our clinic patients 
as well. We refused to accept the suggestions of “authorities”, i.e. senior university 
professors, as science does not accept any authority, as science starts with doubts 
and ends with the valid proofs. Religion starts with only beliefs and refuses to 
accept doubts at any level. We went on using scientific methods religiously, refus-
ing to bow down to the so-called authorities.

While future psychologists working in the department are free to work accord-
ing to their own faith, in their own selected areas, to realise their own dreams, I 
would like to again point out my own rebellious attitude, against established author-
ities, in our more example as another attempt to justify my approach. It is a case 
of the Seguin Form Board Test. The original norms were devised by Cattell (in the 
Guide to Mental Testing), based on research done abroad. We were using those 
norms. A funded research, on large samples (over 500) in each of the three lan-
guage groups in South India, published in a book form, suggested that children in 
our country were 20 % less efficient as found in their research. This was taken up 
as a challenge, and we found many facts that showed poor validity of their claims:

•	 This test was used by school teachers (not trained clinical psychologists), from 
school situated on roadsides, with lot of disturbance from continuous traffic (not 
in a psychology laboratory with no disturbance), and from class rooms, in the 
presence of other students.

•	 Standard procedures were not followed. For example, no practice trials were 
given before starting data collection. Use of preferred hand (right or left) was 
not strictly followed. Sometimes even both hands were used.

•	 Age of the children was not reliable (or reported in the book itself by the 
authors). Many children had the same date of birth filled up by school staff to 
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enable students get admission without any problem of age. Parents were not 
sure in most cases about the exact ages.

•	 Either no stop watch was used and/or the wrist watches were used in wrong 
manner.

•	 To “start” spoken aloud was to be taken as actual start of the work and not nec-
essarily when the child actually starts. Most of the children were from rural 
background, not used to competition and did not realise the importance of doing 
the work as fast as possible.

•	 To “stop” was not noted, when the child had actually completed the task, but 
only when he/she verbally indicated. Many children were not sure when to stop 
and say I have done the work.

As this is a speed test of intelligence, the above factors had a significant role in 
influencing the test scores.

It was more a test of somehow compiling the data and not necessarily a test 
of real intelligence. Role of non-cognitive factors played a part, and results 
were wrongly interpreted as real slowness of Indian children. All these facts 
were reported in a paper—“Are Indian children slow?” published in the Child 
Psychiatry Quarterly (Verma et al. 1980).

This only shows that a common test does not necessarily mean the same test, if 
not used in a specified (standard) manner, as described in the test manual.

It also shows the importance of publishing test manuals in addition to test 
construction (to avoid wrong or hasty conclusions). Finally, the importance of 
religiously following test manuals for deriving or correcting interpretations scien-
tifically was also demonstrated.

14  Concluding Remarks

It is good writing about my first and foremost love—i.e. psychological tests, in the 
area of measurement. People write their autobiographies to justify their past mis-
takes and leave it for others to give their judgments. So, writing about our psycho-
logical tests in use, I surrender myself before the God of Measurement and give 
ample opportunity to people who matter and time to give their thoughtful judg-
ments about the quality, reasons and outputs of our department.

I was allowed to work with full devotion to achieve my aims and fulfil my 
dreams, for which I am indeed very grateful to the God of Measurement, to the 
Head of the Department, my seniors, colleagues and students of the department. 
Work is its own reward. There can be no greater reward than the satisfaction of 
doing ones’ work honestly and sincerely, and if any mistakes are made in this pro-
cess, I take the full responsibility for it.

Let those errors be recognised and corrective measures taken to improve them 
further. This is my hope and wish.

The journey towards making perfect psychological tests is an endless pilgrim-
age to reach the vague, undefined, abstract concept of God of Measurement. While 
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the task is difficult, if not impossible, the journey is pleasurable for all the self-
less devotees offering their lifetime work to it. So let us all enjoy. The journey 
continues. The procession is on. Like the normal probability curve, this curve 
approaches the baseline, but never touches the baseline. There is always a scope 
for hope, for better endings, by better or smarter people. After all, “God is in 
the Heaven; everything is right with the world, with the department and with the 
movement of psychological tests”.
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1  Introduction

Like other branches of medicine, psychiatric practice is benefitted by diagnostic tests to 
supplement the clinical examination and case formulation (Rapaport 1950). Diagnostic 
assessment in psychiatry is the process of appraising the patient’s condition, and psy-
chometry can serve as a vital adjunct to the process of diagnostic assessment and man-
agement (Venkatesan 2010). Psychometry involves research related to the construction 
of instruments and procedures for measurement, and the development and refinement of 
theoretical approaches to mental measurements. It includes measurement of knowledge, 
skills, abilities, aptitudes, attitudes, intelligence, memory, creativity, adjustment and per-
sonality. The field uses measuring instruments like questionnaires, schedules, invento-
ries, checklists and objective performance tests to make inferences.

More recently, psychometry is also being applied to measure beliefs, interests, moti-
vation, academic achievement and health-related issues. A related concept clinimetrics 
refers to the application of psychometric tests to psychiatric practice. Psychodiagnostics 
is another related phrase that refers to the process of psychological evaluation (Verma 
and Nehra 1997) and has two components: psychological evaluation and diagnosis.

The process of psychodiagnostics includes both qualitative and quantitative 
assessment and has diagnostic, prognostic and therapeutic implications.

Psychometric testing is not synonymous with psychological assessment as the lat-
ter is a broader, more encompassing term. Psychometric testing refers to a process 
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wherein a particular scale is administered to obtain a specific score, and a descriptive 
meaning is applied to the score on the basis of normative, nomothetic findings. In con-
trast, psychological assessment is concerned with the clinician taking the test scores in 
the context of the history, referral information and behavioural observations to under-
stand the patient as a whole and to relevantly answer the referral question.

It is a difficult task to classify psychometric tests, because there are a great 
variety of such tests, each with differences in domains looked into, the assessment 
protocol, requirements of instruments, scoring procedures and interpretation of 
results. For the sake of simplicity, we have classified the psychometric tests into 
tests of intelligence, neuropsychological tests and tests of personality characteris-
tics. The representative tests are depicted in Table 1.

Table 1  Some representative 
psychometric tests

Intelligence tests

Verbal Adult Intelligence Scale (VAIS)
Bhatia Battery of Performance Tests of Intelligence (BBPT)
Malin’s Intelligence Scale for Indian Children (MISIC)
Vineland social maturity scale (VSMS)
Gessell’s Drawing Test (GDT)
Stanford-Binet Test (SFBT)
Raven’s Coloured Progressive Matrices (CPM)
Neuropsychological assessments

PGI memory scale
PGI battery of brain dysfunction
AIIMS comprehensive neuropsychological battery in Hindi
NIMHANS neuropsychological battery
Bender Visual-Motor Gestalt Test
Block Design Test
Trail Making Test
Digit Span Test
Digit Symbol Substitution Test
Wisconsin Card Sorting Test (WCST)
Personality tests

Minnesota Multiphasic Personality Inventory
Multiphasic Personality Questionnaire
Eyesenck Personality Questionnaire
PEN Inventory
Rorschach Inkblot Test
Thematic Apperception Test
PGI Sentence Completion Test
Draw a person test
Others

PGI-Health Questionnaire (N2)
Temperament Measurement Schedule
Social Support Questionnaire
Coping Checklist
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A lot of work has been done from India, at many centres on these tests. 
Institutions like the All India Institute of Medical Sciences, New Delhi (AIIMS), 
National Institute of Mental Health and Neurosciences, Bangalore (NIMHANS), 
and Central Institute of Psychiatry, Ranchi (CIP), have all been quite involved in 
development and validation of psychometric tests. The tests that have been devel-
oped notably include the AIIMS Battery and the NIMHANS Battery for neuropsy-
chological testing (Gupta et al. 2000; Rao et al. 2004). However, the Division of 
Psychology of Department of Psychiatry at the Postgraduate Institute of Medical 
Education and Research, Chandigarh (PGIMER), has been the forerunner in the 
field of psychometry. A number of tests have been developed or adapted for Indian 
settings, both for clinical use and research. Keeping in mind the cultural variations 
and the different populace, norms have been created for local use. Clinical use of 
psychometrics has been expanded and consolidated as a consequence of research 
into the psychological testing. Psychologists are being increasingly involved in 
psychometric testing for clinical diagnosis and making management decisions. 
This chapter takes a look at the different psychometric tests available in India, 
especially those from the Department of Psychiatry in PGIMER, Chandigarh. This 
chapter also provides an overview of the challenges faced by the psychometric 
testing worldwide and answers the queries raised about relevance and importance 
of these tests.

2  The Need for Psychometric Testing

Psychological and psychometric tests are required for a variety of reasons. All 
mental health professionals rely on interviews and observations as the key sources 
of information to make a diagnosis. Although generic interviews are efficient and 
effective ways to obtain data, they have their own limitations. The patients may 
give poor histories and/or present biased information. For example, neurologi-
cally impaired patients frequently lack awareness of their deficits or personality 
changes, which can be brought into light by psychometric testing. Also, response 
styles, such as defensiveness or exaggeration, affect the way patients are viewed 
by clinical interviewers or observers. Taking assistance of psychometric tests 
would help patients being less misunderstood, mischaracterised or misdiagnosed, 
and hence less than optimally treated (Meyer et al. 2001).

Psychological testing is often done to confirm, refute or modify the impres-
sions about the diagnosis and assists in the overall management of the patient. 
Testing aids in describing current functioning of the patients, including cog-
nitive abilities, severity of disturbance and capacity for independent living. 
Psychometric tests can also monitor treatment over time to evaluate the success 
of interventions and identify new issues, which may require attention as original 
concerns are resolved. These tests can help in managing risks and in providing 
skilled and empathic feedback, which may work as a therapeutic intervention 
(Meyer et al. 2001).
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3  Intelligence Tests

Intelligence tests are the most widely used psychometric tests in the clinical prac-
tice. A variety of intelligence tests have been used in a variety of clinical situa-
tions. Since there are different theoretical conceptualisations of what intelligence 
is, and each measure of intelligence looks at non-overlapping areas of functioning, 
‘intelligence’ is at times subsumed as ‘what the intelligence test measures’. Some 
of the intelligence tests that have been validated in India are the Verbal Adult 
Intelligence Scale (VAIS) (Pershad and Verma 1988), the Malin’s Intelligence 
Scale For Children (MISIC) (Malin 1969), the Bhatia Battery of Performance 
Tests (BBPT) (Murthy 1966), the Wechsler Adult Performance Intelligence Scale 
(WAPIS) (Ramalingaswamy 1974) and others like the Draw a Person test for 
Indian children (Pathak 1966).

The VAIS (Pershad and Verma 1988) has been developed as an Indian adapta-
tion of the Wechsler Adult Intelligence Scale, and it has only four subscales, i.e. 
Information, Digit span, Arithmetic and Comprehension. The test yields separate 
quotients for the four subscales, and a verbal quotient can be obtained from the 
mean of all subscales. Norms have been developed for age, gender and different 
educational achievement backgrounds. The Bhatia battery (BBPT) (Murthy 1966) 
comprises of 5 subtests which include the Koh’s Block Design, the Alexander Pass 
Along test, the Pattern Drawing Test, the Immediate Memory for sounds and the 
Picture Construction Test. All these tests are time tested, and age correction is 
applied to the norms to obtain the performance quotient.

The MISIC (Malin 1969) is an Indian adaptation of Wechsler Intelligence Test 
for Children and comprises of 6 verbal and 5 performance scales. Norms are avail-
able for 6–15 years of age, and yield verbal and performance quotients, the mean 
of which is the intelligence quotient. The WAPIS (Ramalingaswamy 1974) com-
prises of 5 performance subtests, i.e. Picture Completion, Digit Symbol, Block 
Design, Picture Arrangement and Object Assembly. The reliability coefficients 
of these tests have been found to be good, and Indian norms are available. The 
Seguin Form Board Test (Verma et al. 1980) is a performance test, which can be 
used for children as young as 3½ years of age to 11 years of age. The performance 
can be converted into the mental age of the child.

Intelligence tests have many applications. Formal diagnosis of mental retarda-
tion is still based on the intelligence quotient (IQ). The overall IQ is a good meas-
ure of intellectual functioning, but the indices and subtest scores are perhaps of even 
more practical help. For example, high scores on the Verbal Comprehension Index 
indicate good verbal abilities and suggest that the person could benefit from formal 
education. In contrast, a slower processing speed suggests that the person would 
have difficulty in processing information quickly, and difficulties are likely to be 
encountered when training such individuals. IQ scores have implications in predict-
ing future academic and occupational achievement. They also provide standardised 
procedures for assessing a person’s performance in various areas, which can be com-
pared with that of age-related peers. The IQ score can aid the clinician in assessing 
improvement in different functions with time, or with treatment.
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The tests of intelligence have certain limitations too. The usefulness of these tests 
is quite limited in predicting non-test or non-academic skills like creativity, motiva-
tional level, problem-solving abilities, social acumen and success in dealing with peo-
ple. IQ Scores are not measures of an innate and fixed ability, and the performance on 
these tests may change with time. Their use in classifying minority groups has been 
questioned, as these are based on norms based on majority population. These tests lay 
emphasis on understanding the end product of cognitive functioning and show a rela-
tive neglect in appreciating underlying cognitive processes. Irrespective of the above 
limitations, IQ tests are a robust measure of overall cognitive functioning.

4  Personality Assessment

Personality assessment attempts to understand the personality of an individual, i.e. 
the deeply ingrained and enduring behaviour patterns, manifesting themselves as 
inflexible responses to a broad range of personal and social situations. Assessment 
of personality can be carried out using tests, which can be objective and subjec-
tive in the way interpretations are made. In objective personality tests, patients 
are asked specific and standard questions in a structured format. Each patient is 
typically asked the same questions, and data obtained from a given patient is com-
pared to that of a normative group. The degree to which the patient deviates from 
the norm is noted and is used for interpretation. Patients’ responses are scored 
according to certain agreed-upon criteria.

The Minnesota Multiphasic Personality Inventory (MMPI; Hathaway and 
McKinley 1940) and the Multiphasic Personality Questionnaire (MPQ; Murthy 
1970) are some of the well-known objective personality tests. Subjective tests 
often give ambiguous or open-ended stimuli to the individual, and responses are 
subjectively graded. These tests are based on the phenomenon of projection, i.e. 
the unconscious tendency of ascribing repressed mental processes to the external 
world. These tests provide ambiguous stimuli and require the subject to respond 
with his own constructions and responses in accordance with his basic personality 
traits. The test takers are unaware of the type of interpretation that will be made of 
their responses, and trying to feign the test is difficult as the test bypasses the con-
scious defences of the respondents. The Rorschach Inkblot Test and the Thematic 
Apperception Test (TAT) are commonly used subjective tests.

Various objective tests of personality assessment are also available. Of these, 
the MMPI is the most well-known objective psychometric test (Hathaway and 
McKinley 1940). The test had been designed originally as an aid to psychiatric diag-
nosis. The test has 10 clinical scales and 4 validity scales and is useful both in psy-
chiatric assessment and the description of normal personality. The MPQ (Murthy 
1970) had been derived from the MMPI and contains 100 true-or-false-type ques-
tions. It measures personality profile for anxiety, depression, mania, paranoia, schiz-
ophrenia, hysteria and psychopathic deviation and has indicators for lie scale and 
repressor sensitizer. The Personality Trait Inventory is based on the MMPI and has 
been adapted by in Indian settings (Sen 1966).
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It has 90 dichotomous items. It measures 8 general personality traits activity, 
cyclothymia, superego, dominance, paranoid tendency, depressive tendency, emo-
tional instability, introversion and social desirability. The Eysenck Personality 
Questionnaire (EPQ) measures major dimensions of personality, i.e. psychoticism, 
extraversion and neuroticism. The PEN Inventory (Menon and Verma 1988) is the 
Indian adaptation of the EPQ and is available in Hindi. The inventory has four 
dimensions of psychoticism, neuroticism, extraversion and lie scale.

Projective tests are those that are based upon the phenomenon of projection, 
i.e. ascribing one’s own ideas and feelings onto another object. They can be of 
many types based on the response required. These tests use association with ink-
blots or words, e.g. the Rorschach Inkblot Test and the Sentence Completion Test. 
They can be based upon construction of stories or sequences, e.g. the TAT or 
the Childhood Apperception Test. It can be based upon completion of sentences 
or stories, e.g. Sentence Completion Test and Picture frustration study. They can 
alternatively be based upon arrangement or selection of pictures or verbal choices 
(e.g. the Szondi test), or on expression with drawings or play, e.g. the Draw a 
Person Test, or the House–Tree–Person Test.

The Rorschach Inkblot Test is the most widely utilised projective test and was 
developed by Hermann Rorschach in 1910. It consists of 10 inkblots (bilaterally 
symmetrical), each printed on a separate card. The patient is handed the cards one 
at a time and asked what each blot resembles.

The examiner writes down verbatim what the patient says during the above 
‘free association’ or ‘response proper’ phase. After the patient has given responses 
to all ten cards, an enquiry phase of administration begins. Different scoring sys-
tems are available and include those of Beck, Klopfer, Pitrowski, Hertz, Rapaport 
and Exner. There are some pathognomonic signs of schizophrenia and organicity 
(Pitrowsky signs), and indices for schizophrenia, depression, hypomania, hyste-
ria, anxiety and obsessions can be calculated. Applications of the Rorschach test 
include diagnosis, clarifying treatment targets, identifying potential obstacles 
to progress, and providing a basis for evaluating treatment change and outcome 
(Weiner 1994). Indian norms have been developed for this test (Asthana 1971), 
and a manual has been developed from the PGIMER (Pershad and Parekh 2010).

Certain controversies have also emerged with respect to the use of the 
Rorschach test. Doubts have been raised about accuracy and cultural generalis-
ability of the norms. There is little research on differential validity across differ-
ent racial or cultural groups. The adequacy of norms has been doubted as they are 
outdated and are based on small samples. The discrepancies in the norms tend to 
overpathologise normal individuals. The use of the test itself has been suggested to 
harm clients and be contrary to the ethical principles (Wood and Lilienfeld 1999). 
The reliability of this test has been questioned as only about half of the variables 
attain acceptable threshold of reliability criteria (Acklin et al. 2000). The field reli-
ability as well as test–retest reliability remains questionable, and the validity has 
been low (Hunsley and Michael 1999; Wood et al. 1996).

The TAT is another test to assess reactions to ambiguous interpersonal stim-
uli. The term ‘apperception’ denotes that respondents actively interpret the TAT 
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stimuli in accordance with their personality traits and life experiences. The 
Indian Adaptation was developed by Chawdhury (1967). It is useful, primar-
ily for hypothesising the subjects’ personality dynamics, and for contributing to 
treatment planning. However, scoring systems are rarely used for TAT, and the 
test suffers from lack of stimulus standardisation. The test may not differentiate 
between a person’s present attribute and fantasy. Other potential issues with the 
test are lack of norms, questionable test–retest reliability, untested field reliability 
and the effect of cultural bias in responses (Groth-Marnat 2009). The Children’s 
Apperception Test and the Seniors’ Apperception Test are also available for use in 
the Indian population (Chowdhury 1960a, b).

The PGI Sentence Completion Test (Verma et al. 1985) is an indirect, dis-
guised and relatively understudied method for finding out subjective realities, i.e. 
attitudes, fears, aspirations, conflicts and frustrations. It is based on the Rotter’s 
Incomplete Sentence Blanks. Three forms of the test are available, the G form 
(general form, 35 items), the M form (married form, 25 items) and the S form 
(student form, 20 items). The test can be used effectively with children to diagnose 
intellectual difficulties, attention deficit disorder and stress, depression, anxiety, 
thought disturbance, and defensiveness. However, the test does not have a standard 
scoring procedure, interpretation is subjective, responses can be fabricated, and 
there is a lack of reliability and validity studies.

5  Neuropsychological Tests

Neuropsychology is concerned with understanding the relationship between brain 
structure and human function. The aim of a neuropsychologist is to diagnose brain 
damage by quantifying the cognitive status and interpreting these changes in terms 
of the models of brain function (Hallett 1994). Two approaches have been used 
in the field of neuropsychology to diagnose brain damage: the unitary approach 
and multifactorial approach. The unitary approach is based on the assumption of 
functional unity of the brain as a whole and is assessed by tests of unitary func-
tions, e.g. tests for memory, intelligence and perceptuo-motor functions. The 
Bender Visual-Motor Gestalt Test and the Trail Making Tests are among the com-
monly used tests for assessing unitary functions. The multifactorial approach is 
based on assumption that different parts of brain have adaptability, equipotential-
ity, and compensatory function and that they are governed by mass action rather 
than localisation. The multifactorial approach is assessed by comprehensive batter-
ies of tests such as the Halsted-Reitan Neuropsychological Battery and the Luria 
Nebraska Neuropsychological Battery.

The PGI Bhatia Battery of Brain Dysfunction (Pershad and Verma 1990) is a 
comprehensive assessment tool for measuring a range of neuropsychological dys-
functions. It comprises of the PGI Memory Scale, the Revised Bhatia Short Scale 
of Intelligence, the Verbal Adult Intelligence Scale, the Nahor Benson test and the 
Bender Visual-Motor Gestalt Test.
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The test is fully validated and well acclaimed. Norms are available for age 
group 20–50 years with respect to age, education and gender. The PGI Memory 
Scale (Pershad and Wig 1977) measures memory function comprehensively and 
has 10 subtests: remote memory, recent memory, mental balance, attention and 
concentration, delayed recall, immediate recall, retention for similar pairs, reten-
tion for dissimilar pairs, visual retention and recognition. The scale assesses vari-
ous aspects of memory and can be used with ease in an illiterate population. The 
Bender Visual-Motor Gestalt test measures visuo-constructive ability and is a 
screening instrument for assessing brain damage. The test involves 3 broad stages, 
i.e. sensory reception, interpretation and organisation, and motor performance 
of the figure. In general, patients with lesions in their right hemispheres tend to 
approach visuo-constructive tasks in a fragmented, piecemeal fashion in which 
they often lose the overall gestalt of the design. In contrast, patients with left hem-
isphere lesion are likely to duplicate the overall gestalt of the design, but often 
omit important details of the drawing. Many studies have demonstrated the test’s 
ability to discriminate brain damaged from non-brain-damaged populations with 
fair diagnostic accuracy (Piotrowski 1995). The Wisconsin Card Sorting Test has 
also been validated in the Indian setting (Kohli and Kaur 2006).

Batteries for neuropsychological evaluation have also been developed at the 
AIIMS and the NIMHANS (Gupta et al. 2000; Rao et al. 2004). The AIIMS bat-
tery has 160 items and 10 subscales. It is useful for both diagnosis and rehabilita-
tion and can help in detection, and lateralisation and localisation of discrete brain 
lesions in patients.

The NIMHANS battery has 19 subtests, which measure different neuropsycho-
logical deficits. The test has been validated in the age range of 16–65 years, and 
factorial and criterion-related validity of the battery is well established.

Neuropsychological tests have many uses. One of the most important uses of neu-
ropsychological testing is for differential diagnosis. Many neurological and psychi-
atric disorders have similar clusters of symptoms. For example, impaired attention 
and concentration are commonly found among patients who present with a history 
of psychiatric disorders (e.g. depression, posttraumatic stress disorder or anxiety), 
or any of several types of neurological disorders that are associated with subcorti-
cal involvement (e.g. Parkinson’s disease, multiple sclerosis or HIV-related cogni-
tive decline). These tests can be used to identify pseudodementia, which may mimic 
presentation of dementia. Neuropsychological testing gives an objective measure 
of different aspects of attention and memory and can help in differentiating nor-
malcy, minimal cognitive impairment and dementia. These tests can help in detect-
ing early dementia, so that prompt treatment can be instituted, and rapid deterioration 
is avoided to the extent possible. Neuropsychological testing can help in diagnosing 
certain disorders like specific learning disabilities. Neuropsychological testing can 
also be of use in documenting cognitive deterioration and provide an objective means 
of monitoring treatment efficacy. When used appropriately in skilled hands, this is an 
invaluable tool for diagnostic, prognostic and therapeutic decision-making.

Follow-up assessments can help to objectively examine improvement or wors-
ening of cognitive sequelae and any deviation from the expected trajectory. Such 



413 Psychometry as an Adjunct to Psychiatry …

testing is also useful for evaluation of decision-making capacity and judgment, 
when assessments are made for financial and legal matters, health care and medi-
cal treatment, and the ability to work or practice in a given profession (e.g. air 
traffic controllers, surgeons or financial advisors). Neuropsychologists may also be 
called in for forensic evaluation to evaluate deficits and opine about possibility of 
malingering.

There are certain advantages of the psychometric approach to neuropsychologi-
cal assessment. Neuropsychological tests lay emphasis on standardisation and nor-
mative data and thus rely less on clinical intuition. These tests offer objectivity 
and focus on individual strengths and weaknesses. These aid to correct diagnosis 
and offer amenability for statistical analysis and are attractive tools for compara-
tive research (Hallett 1994). The psychometric approach to neuropsychological 
assessment has some disadvantages too. Findings from these tests may not cor-
relate exactly with brain lesions or pathology. It takes quite a long time to admin-
ister these tests, and patient’s adequate cooperation is required for the results to be 
dependable (Hallett 1994). It fosters the idea that a poor score on a certain test is 
invariably related to specific damage, which may not be the case. Complex cogni-
tive processing in the brain reflecting networked interactions between separate cor-
tical and subcortical areas of the brain means that interpretations should be made 
with caution.

6  Other Relevant Psychological Scales of Clinical Use

Many other tests have been developed in India for psychological assessment. It is 
difficult to succinctly enumerate all such tests; hence, the focus is upon tests that 
have been developed or adapted at the PGIMER for assessment of psychological 
functioning.

The PGI Well-Being Scale is an instrument to measure the subjective well-
being of individuals (Verma et al. 1983). It is a 20-item scale with good inter-
rater reliability and is applicable to all educational levels. The PGI Quality of Life 
Scale-Revised is a 26-item scale rated on 5-point Likert scale that measures qual-
ity of life (Moudgil et al. 1983).

The PRIME-MD Patient Health Questionnaire is an instrument to diagnose 
common mental disorders in the primary health care. The Indian adaptation 
(Avasthi et al. 2008) includes 8 diagnostic categories, and there is a high degree of 
correlation with the psychiatrists’ diagnoses. The disorders covered include major 
depressive disorder, panic disorder, other anxiety disorder, bulimia nervosa and 
other subthreshold disorders such as other depressive disorder, probable alcohol 
dependence, somatoform and binge eating disorder. A 26-item scale has also been 
developed to assess eating attitudes (Nehra et al. 2001) and has good reliability 
and validity. Similarly, a scale has been developed to assess the attitude, cognition 
and reaction towards body shape, which has 34 items and is available in Hindi 
(Nehra et al. 2006).
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To assess the sexual knowledge and attitudes, the Sexual Knowledge and 
Attitudes Questionnaire (SKAQ) has been developed (Avasthi et al. 1992).

The questionnaire has 35 items in the knowledge part and 20 items assessing the 
attitude. It is a simple test and shows a high degree of reliability. A scale for assess-
ing the knowledge and attitudes towards use of condoms has been also developed 
which consists of 62 items, and tested in the clinical setting (Avasthi et al. 1998).

A coping checklist in Hindi has been adapted from the scale of Scazufca and 
Kuipers (1999) for use in the Indian population (Nehra et al. 2002). The scale has 
14 items divided into 5 domains: problem focused, seeking social support, avoid-
ance, collusion and coercion. Significant correlation has been found between the 
English and the Hindi versions.

The Social Support Questionnaire has been developed as a measure for social 
support (Nehra et al. 1998). It is an 18-item questionnaire which has both posi-
tively and negatively worded items. The scale is a short, simple and easy to score 
instrument that can be used in variety of clinical population. The total score ranges 
from 18 to 72 with higher scores reflecting a greater social support. The test retest 
reliability of the modified version is found to be high.

The temperament measurement schedule is a 15-item scale that measures the 
temperament of the children (Malhotra et al. 1983). The scale is applicable with 
patients as well with healthy population. The test shows a good test–retest validity 
and inter-rater reliability. Factorial and construct validity are found to be satisfactory.

Instruments have also been made available for assessing patients with substance 
use disorders. The Sensation Seeking Scale (Basu et al. 1993) is self-administered 
scale with 40 items, which evaluates the inclination to seek new sensations and 
the willingness to take risk for the same. The Motivation for Addiction Treatment 
is an 18-item self-rated Likert-type scale in Hindi for assessing motivation for 
treatment of substance use disorders (Mattoo et al. 2002). The Hindi adaptation 
of the Relapse Precipitant Inventory has been developed at PGIMER and has 
shown robust psychometric properties (Mattoo and Malhotra 2000). The Attitudes 
Towards Drinking and Alcoholism scale is a 29-item scale that assesses attitudes 
towards alcohol use. Satisfactory results have been obtained regarding stability of 
attitudes, and the test takes around 15 min to complete (Basu et al. 1998). A simi-
lar scale has been developed about attitudes to drug-taking behaviour (Basu et al. 
1997). Thus, many tests have been developed at PGIMER with wide variety of 
applicability and clinical utility as adjuncts to usual clinical practice.

7  Usefulness of Psychometric Tests in Psychiatry

The 1990s saw a declining trend of use of psychometric tests in the United States 
as they were considered time-consuming, and their validity and utility in clini-
cal health care setting was increasingly challenged. It was also difficult to obtain 
authorisation and reimbursement for psychological assessments from third-party 
payers (Meyer et al. 2001). In response, a Psychological Assessment Work Group 
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(PAWG) was established in 1996 and commissioned to evaluate contemporary 
threats to psychological and neuropsychological assessment services.

The Work Group reviewed the evidence about validity and utility of psycho-
logical assessment in clinical practice.

Several clinical and health care applications of psychometric tests were judged 
to be best supported by evidence gathered by the PAWG. These included descrip-
tion of clinical symptomatology and differential diagnosis; description and pre-
diction of functional behaviour; prediction of psychotherapy, forensic and mental 
health outcomes; and identification of patient characteristics that affect treatment.

Psychometric tests have been evaluated for their ability to identify, describe 
and quantify important patient characteristics and have been shown to be useful 
for differential diagnosis (Kubiszyn et al. 2000). In a meta-analysis of 77 studies, 
neuropsychological tests were found to be effective in differentiating the normal 
elderly from patients with mild, moderate or severe dementia (Christensen et al. 
1991). Meta-analytic and narrative reviews have also shown that neuropsycholo-
gists make reliable and accurate judgments when they use a battery of test data 
to make inferences about cognitive impairment due to brain damage (Garb and 
Schramke 1996; Russell 1995), which cannot be obtained simply through inter-
views or informal observation (Roca et al. 1982; Schwartz and Wiedel 1981). 
Among the personality tests, the MMPI was found to have strong validity as a 
descriptor of personality in meta-analyses (Atkinson 1986; Parker et al. 1988).

The MMPI and MMPI-2 helped with differential diagnosis between neurotic 
and psychotic disorders, depression and anxiety disorders, schizophrenia and 
affective disorders, and between non-patients and patients with psychiatric dis-
orders (Ben-Porath et al. 1991; Zalewski and Gottesman 1991). In diagnosing 
depression, the MMPI had been found to have good positive and negative predic-
tive power (Ganellen 1996). The test also differentiates various conditions on Axis 
I (clinical disorders) or Axis II (personality disorders) of the DSM-IV.

Among the projective tests, the Rorschach test and the TAT seem to be the 
best studied. Several meta-analytic reviews have demonstrated the utility of the 
Rorschach test in describing symptomatology (Atkinson 1986; Parker et al. 1988). 
Rorschach produces fairly large validity coefficients when used in research con-
ducted with a sound rationale. The utility of the Rorschach test or the TAT for 
descriptive and diagnostic purposes is also reported to be fair (Exner 1986; Gartner 
et al. 1989). A strong relationship was found between ego deficits as measured by 
the Rorschach test and general impairment in social and occupational functioning 
(Perry et al. 1995). Personality test scores from this test predict behaviours such 
as absenteeism from work, success on the job, problem-solving ability, creativity, 
disciplinary problems, irresponsible behaviour, and initiative in both non-clinical 
settings and medical or psychiatric settings (Robertson and Kinder 1993).

Psychometric tests can be used for prediction of psychotherapy outcomes. A 
meta-analysis showed that the Rorschach test had a powerful ability to predict psy-
chotherapy outcomes at 1 year after baseline testing (Meyer and Handler 1997). 
In adults, Rorschach test scores have predicted ratings of the ability to engage 
in short-term dynamic therapy as well as its outcome (Alpher et al. 1990). The 
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Rorschach test also measures ego strength and could predict response to antide-
pressant and outcome (Perry et al. 1995).

Psychometric tests also have a role in prediction of mental health outcomes. In 
children, baseline self-reports of negative emotionality predicted behaviour prob-
lems and subsequent clinical outcomes (Mattison et al. 1990). In adults, baseline 
self-reported neuroticism is a better predictor of long-term clinical outcome in 
depression (Hirschfeld et al. 1986). In general, elevated baseline neuroticism scores 
predispose people to negative outcomes in individual and marital therapy (Luborsky 
et al. 1993). Baseline neuropsychological testing can usefully predict the subsequent 
onset of dementia in otherwise asymptomatic patients, or patients who had age-asso-
ciated memory impairment on initial evaluation (Crystal et al. 1996).

Psychometric tests have a role in prediction of forensic outcomes. The Hare 
Psychopathy Checklist (PCL) is used to predict outcomes in a criminal context 
(Salekin et al. 1997). The instrument is able to predict subsequent violent behav-
iour, recidivism and sexual sadism or deviant sexual arousal.

In addition, the PCL has proved to be a better predictor of these outcomes than 
virtually all other variables or procedures, including criminal history, psychiatric 
history, age, substance use or a diagnosis of antisocial personality disorder (Bonta 
et al. 1998; Hanson and Bussiere 1998).

Psychological testing probably has the greatest predictive value for individual or 
group psychotherapy for identifying the best match between patient characteristics 
and therapist–treatment characteristics (Garfield 1994; Piper et al. 1998). Patients 
with externalising symptoms (e.g. acting out, projecting, avoidant defences) do bet-
ter in treatment that is more structured or therapist directed. Patients with internal-
ising symptoms (e.g. self-punishment, anxiousness, worry) do better in treatments 
where they set the pace and determine the structure (Blatt 1992).

It is interesting to draw comparisons of psychological tests to medical tests. 
Both psychological and medical tests have varying degrees of validity ranging 
from tests that are essentially uninformative for a given criterion, to tests that are 
strongly predictive of appropriate criteria. Validity coefficients for many psycho-
logical tests are indistinguishable from those observed for many medical tests; for 
example, the ability to detect dementia is at least as good with neuropsychological 
tests (r = 0.68) as it is with magnetic resonance imaging (r = 0.57) (Meyer et al. 
2001). However, it should be mentioned that results from the medical tests (e.g. 
X-Ray or biochemical tests) do not depend on certain individual factors like moti-
vation or rapport, unlike psychological assessments.

8  Current Perspective and Future Directions

A wide variety of psychometric tests and instruments are in use. Some of these 
tests are validated across strict criteria, while some are not. Further references to 
the individual tests are available from other sources (Nehra and Kulhara 2011; 
Venkatesan 2010).
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There are some limitations in clinical utility of psychometric tests in the Indian 
population. Most of these assessments have been developed in Western countries 
and have been subsequently adapted for the Indian population. Their applicabil-
ity to a culturally distant and different setting is a matter of concern and consid-
eration. Biases inherent in the test due to cultural factors need to be eliminated, 
or controlled for. Testers continue to use antiquated norms, which would hardly 
be applicable for the present generation. The wide variability of language across 
India, even with usage of different forms of Hindi, limits the applicability of these 
tests across the country. Many of these tests do not have adaptable norms for 
the mentally ill, for those with special needs and for minority groups; this, thus, 
restricts the inferences made from these tests. Non-availability of well-trained and 
experienced professional also limits the use of these tests, as they are best deliv-
ered in experienced hands. Moreover, due to the cost and time spent on testing, 
and the shortage of trained clinical psychologists in the country, these may not be 
feasible or appear as an exciting proposition in the busy Indian clinical settings.

Nonetheless, it should be emphasised that psychometric tests function as an 
important part of the therapeutic armamentarium in clinical practice.

However, interpretations from these tests should be made with a few caveats in 
mind. Clinicians should take decisions after taking into consideration the case his-
tory, clinical observation, mental status examination and inputs from family mem-
bers. They should not base their decisions solely on psychometric test conducted 
only once in the course of the illness. It is important to judge the expected ben-
efits of psychometric assessments relative to the costs incurred. The latest avail-
able and culturally appropriate norms should be used for making interpretations 
of the test findings. Psychometric assessment is likely to yield the greatest yield 
when treating clinician or patient has salient questions. Thereafter, relevant testing 
procedures can be utilised, and a hypothesis can be made, which can be put to test 
subsequently (Finn and Tonsager 1997).

In the future, there is a need for shift in the research focus from microlevel test-
ing (testing psychometric reliability and validity of tests) to a macrolevel testing 
(practical value of these tests to clinician). There is a need for periodic revalida-
tion of psychometric tests. Norms need to be periodically revised for different sub-
groups of population, so that they give valid and clinically useful results. Research 
of relationship of these tests in concurrence with neuroimaging may help develop 
better prognostic markers. The search for a brief and concise test with high sen-
sitivity and specificity still continues. Developing an instrument, which reduces 
the time required for administration without compromising on range and depth of 
information gleaned, may be of a greater assistance to clinicians. There is a need 
for proper training of professionals for applying the psychometric tests correctly.

Professionals need to update their knowledge, especially when using the newer 
versions or revisions of the older tests.

An extensive research base exists by now, which supports the validity and util-
ity of psychological assessment instruments for a range of applications in psycho-
metric testing. But, it needs to be understood that they are only tools analogous 
to medical tests like the X-ray or the MRI. Thus, they can only act as aids to the 
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diagnosis, and they are not substitutes for clinical interviews. Tests do not think 
for themselves, nor do they directly communicate with patients. Their worth can-
not be separated from the sophistication of the clinician who draws inferences 
from them, and then communicates with patients and other professionals. The 
application of the tests requires critical appraisal of the method of the test, the way 
findings are obtained and the meaning of the results.

References

Acklin, M. W., McDowell, C. J, I. I., Verschell, M. S., & Chan, D. (2000). Interobserver agree-
ment, intraobserver reliability, and the Rorschach Comprehensive System. Journal of 
Personality Assessment, 74, 15–47.

Alpher, V. S., Perfetto, G. A., Henry, W. P., & Strupp, H. H. (1990). The relationship between the 
Rorschach and assessment of the capacity to engage in short-term dynamic psychotherapy. 
Psychotherapy: Theory, Research, Practice, Training, 27, 224–229.

Asthana, H. S. (1971). Normative data on Rorschach Inkblot for Indian sample. Saugar: 
Department of Psychology, Saugar University.

Atkinson, L. (1986). The comparative validities of the Rorschach and MMPI: A meta-analysis. 
Canadian Psychology, 27, 238–247.

Avasthi, A., Nehra, R., Kumar, B., & Pershad, D. (1998). Quantification of knowledge and atti-
tude towards use of condom. Indian Journal of Clinical Psychology, 25, 159–164.

Avasthi, A., Varma, S. C., Kulhara, P., et al. (2008). Diagnosis of common mental disorders using 
PRIME-MD Patient Health Questionnaire. The Indian Journal of Medical Research, 127, 
159–164.

Avasthi, A., Varma, V. K., Nehra, R., & Das, K. (1992). Construction and standardization of a sex 
knowledge and attitude questionnaire (SKAQ) in simple Hindi for Northern Indian popula-
tion. Indian Journal of Psychiatry, 34, 24–27.

Basu, D., Malhotra, A., Varma, V. K., & Khanna, R. (1997). Attitude towards drug taking behav-
ior: A factor analytic study. Journal of Indian Academy Applied Psychology, 23, 31–35.

Basu, D., Malhotra, A., Varma, V. K., & Khanna, R. (1998). Development of a scale to assess 
attitude towards drinking and alcoholism. Indian Journal of Psychiatry, 40, 158–164.

Basu, D., Verma, V. K., Malhotra, S., & Malhotra, A. (1993). Sensation seeking scale: Indian 
adaptation. Indian Journal of Psychiatry, 35, 155–158.

Ben-Porath, Y. S., Butcher, J. N., & Graham, J. R. (1991). Contribution of the MMPI-2 content 
scales to the differential diagnosis of schizophrenia and major depression. Psychological 
Assessment: A Journal of Consulting and Clinical Psychology, 3, 634–640.

Blatt, S. (1992). The differential effect of psychotherapy and psychoanalysis with anaclitic and 
introjective patients: The Menninger Psychotherapy Research Project revisited. Journal of 
the American Psychoanalytic Association, 40, 691–724.

Bonta, J., Law, M., & Hanson, K. (1998). The prediction of criminal and violent recidivism among 
mentally disordered offenders: A meta-analysis. Psychological Bulletin, 123, 123–142.

Chowdhury, U. (1960a). An Indian modification of the children’s apperception test. New Delhi: 
Manasayan.

Chowdhury, U. (1960b). An Indian modification of the thematic apperception test. Journal of 
American Social Psychology, 51, 245–263.

Chowdhury, U. (1967). An Indian modification of thematic apperception test. Calcutta: Bookland 
Publishers Private Limited.

Christensen, H., Hadzi-Pavlovic, D., & Jacomb, P. (1991). The psychometric differentiation 
of dementia from normal aging: A meta-analysis. Psychological Assessment: A Journal of 
Consulting and Clinical Psychology, 3, 147–155.



473 Psychometry as an Adjunct to Psychiatry …

Crystal, H. A., Dickson, D., Sliwinski, M., et al. (1996). Associations of status and change meas-
ures of neuropsychological function with pathologic changes in elderly, originally nonde-
mented subjects. Archives of Neurology, 53, 82–87.

Exner, J. E. (1986). Some Rorschach data comparing schizophrenics with borderline and schizo-
typal personality disorders. Journal of Personality Assessment, 50, 455–471.

Finn, S. E., & Tonsager, M. E. (1997). Information-gathering and therapeutic models of assess-
ment: Complementary paradigms. Psychological Assessment, 9, 374–385.

Ganellen, R. J. (1996). Comparing the diagnostic efficiency of the MMPI, MCMI-II, and 
Rorschach: A review. Journal of Personality Assessment, 67, 219–243.

Garb, H. N., & Schramke, C. J. (1996). Judgment research and neuropsychological assessment: 
A narrative review and meta-analyses. Psychological Bulletin, 120, 140–153.

Garfield, S.L. (1994) Research on client variables in psychotherapy. Wiley, New York.
Gartner, J., Hurt, S. W., & Gartner, A. (1989). Psychological test signs of borderline personality disor-

der: a review of the empirical literature. Journal of Personality Assessment, 53, 423–441.
Groth-Marnat, G. (2009) Handbook of psychological assessment. New York: Wiley
Gupta, S., Khandelwal, S. K., Tandon, P. N., et al. (2000). The development and standardization 

of a comprehensive neuropsychological battery in Hindi (adult form). Journal of Personality 
and Clinical Studies, 16, 75–109.

Hallett, S. (1994). Neuropsychology and psychometry. In D. Tantam & M. Birchwood (Eds.), 
Seminars in psychology and the social sciences (pp. 107–135). London: Gaskell.

Hanson, R. K., & Bussiere, M. T. (1998). Predicting relapse: A meta-analysis of sexual offender 
recidivism studies. Journal of Consulting and Clinical Psychology, 66, 348–362.

Hathaway, S. R., & McKinley, J. C. (1940). A multiphasic personality schedule (Minnesota): I. 
Construction of the schedule. Journal of Psychology, 10, 249–254.

Hirschfeld, R. M., Klerman, G. L., Andreasen, N. C., et al. (1986). Psycho-social predictors of 
chronicity in depressed patients. British Journal of Psychiatry, 148, 648–654.

Hunsley, J., & Michael, J. (1999). The clinical utility of the Rorschach: Unfulfilled promises and 
an uncertain future. Psychological Assessment, 11, 266–277.

Kohli, A., & Kaur, M. (2006). Wisconsin card sorting test: Normative data and experience. 
Indian Journal of Psychiatry, 48, 181–184.

Kubiszyn, T. W., Meyer, G. J., Finn, S. E., et al. (2000). Empirical support for psychological assessment 
in clinical health care settings. Professional Psychology: Research and Practice, 31, 119–130.

Luborsky, L., Diguer, L., Luborsky, E., et al. (1993). Psychological health-sickness (PHS) as 
a predictor of outcomes in dynamic and other psychotherapies. Journal of Consulting and 
Clinical Psychology, 61, 542.

Malhotra, S., Malhotra, A., & Randhawa, A. (1983). Children’s temperament: Factorial validity. 
Indian Journal of Clinical Psychology, 10, 309–406.

Malin, A.J. (1969) Manual for Malin’s intelligence scale for Indian children. Nagpur Child 
Guidance Centre, Nagpur.

Mattison, R. E., Handford, H. A., Kales, H. C., et al. (1990). Four-year predictive value of the 
children’s depression inventory. Psychological Assessment: A Journal of Consulting and 
Clinical Psychology, 2, 169–174.

Mattoo, S. K., Basu, D., Malhotra, A., & Malhotra, R. (2002). Motivation for addiction treatment 
(Hindi) scale: development and factor structure. Indian Journal of Psychiatry, 44, 131–137.

Mattoo, S. K., & Malhotra, R. (2000). Relapse precipitant inventory: Hindi adaptation and factor 
structure. Indian Journal of Clinical Psychology, 27, 278–285.

Menon, D. K., & Verma, S. K. (1988). Manual for Hindi pen inventory. Varanasi: Rupa 
Psychological Centre.

Meyer, G. J., Finn, S. E., Eyde, L. D., et al. (2001). Psychological testing and psychological 
assessment. A review of evidence and issues. American Psychologist, 56, 128–165.

Meyer, G. J., & Handler, L. (1997). The ability of the Rorschach to predict subsequent outcome: 
A meta-analysis of the Rorschach prognostic rating scale. Journal of Personality Assessment, 
69, 1–38.



48 R. Nehra et al.

Moudgil, A. C., Verma, S. K., & Kaur, K. (1983). PGI quality of life scale—revised form. Indian 
Journal of Clinical Psychology, 13, 175–184.

Murthy, H. N. (1966). A short scale of Bhatia’s performance tests. Indian Psychological Review, 
2, 133–134.

Murthy, H. N. (1970). Multiphasic personality questionnaire. Bangalore: All India Institute of 
Mental Health.

Nehra, R., Kulhara, P., & Verma, S.K. (1998). Adaptation of social support quetionnaire in Hindi. 
Indian Journal of Clinical Psychology, 23, 33–39.

Nehra, N., Mohanty, M., Sharan, P., et al. (2001). Assessment of the psychometric properties 
of the Eating Attitudes Test (EAT-26) in a targeted population. Indian Journal of Clinical 
Psychology, 28, 241–245.

Nehra, N., Mohanty, M., Sharan, P., et al. (2006). Assessment of the body shape questionnaire in 
a targeted population. Indian Journal of Clinical Psychology, 33, 122–126.

Nehra, R., Chakrabarti, S., Sharma, R., & Kaur, R. (2002). Psychometric properties of the 
Hindi version of the coping checklist of Scazufca and Kuipers. Indian Journal of Clinical 
Psychology, 29, 79–84.

Nehra, R., & Kulhara, P. (2011). Psychometric assessment tools. Chandigarh: Indian Psychiatric 
Society.

Parker, K. P., Hanson, R. K., & Hunsley, J. (1988). MMPI, Rorschach, and WAIS: A meta-ana-
lytic comparison of reliability, stability, and validity. Psychological Bulletin, 103, 367–373.

Pathak, P. (1966). Draw a man test for Indian children. Pune: Anand Agencies.
Perry, W., McDougall, A., & Viglione, D, Jr. (1995). A five-year follow-up on the temporal stabil-

ity of the Ego Impairment Index. Journal of Personality Assessment, 64, 112–118.
Pershad, D., & Verma, S. K. (1988). Translation and adaptation of WAIS-R verbal scale in Hindi. 

In D. Pershad & S. K. Verma (Eds.), The concept and assessment of intelligence (pp. 71–89). 
Agra: Indian Perspect. National Psychological Corporation.

Pershad, D., & Verma, S. K. (1990). Handbook of PGI battery of brain dysfunction (PGI-BBD). 
Agra: National Psychological Corporation.

Pershad, D., & Parekh, S. C. (2010). The Rorschach test: A practical manual. Agra: H.P. 
Bhargava Book House.

Pershad, D., & Wig, N. N. (1977). PGI memory scale. Agra: National Psychological Corporation.
Piotrowski, C. (1995). A review of the clinical and research use of the Bender-Gestalt Test. 

Percept Motor Skills, 81, 1272–1274.
Piper, W. E., Joyce, A. S., McCallum, M., & Azim, H. F. (1998). Interpretive and supportive 

forms of psychotherapy and patient personality variables. Journal of Consulting and Clinical 
Psychology, 66, 558–567.

Ramalingaswamy, P. (1974). Manual for the Wechsler adult performance intelligence scale, form 
PR. Delhi: Manasayan Psychological Corporation.

Rao, S. L., Subbakrishna, D. K., & Gopukumar, K. (2004). NIMHANS neuropsychology bat-
tery-2004, manual. Bangalore: National Institute of Mental Health and Neurosciences.

Rapaport, D. (1950). Diagnostic testing in psychiatric practice. Bulletin of the New York Academy 
of Medicine, 26, 115–125.

Robertson, I. T., & Kinder, A. (1993). Personality and job competencies: The criterion-related 
validity of some personality variables. Journal of Occupational and Organizational 
Psychology, 66, 225–244.

Roca, R. P., Klein, L. E., & Vogelsang, G. (1982). Inaccuracy in diagnosing dementia in medical 
inpatients. Clinical Research, 30, 305A.

Russell, E. W. (1995). The accuracy of automated and clinical detection of brain damage and lat-
eralization in neuropsychology. Neuropsychology Review, 5, 1–68.

Salekin, R. T., Rogers, R., & Sewell, K. W. (1997). Construct validity of psychopathy in a female 
offender sample: A multitrait–multimethod evaluation. Journal of Abnormal Psychology, 106, 576.

Scazufca, M., & Kupiers, E. (1999). Coping strategies in relatives of people with schizophrenia 
before and after psychiatric admission. British Journal of Psychiatry, 174, 154–158.



493 Psychometry as an Adjunct to Psychiatry …

Schwartz, S., & Wiedel, T. C. (1981). Incremental validity of the MMPI in neurological decision-
making. Journal of Personality Assessment, 45, 424–426.

Sen, N. N. (1966). Personality trait inventory. New Delhi: NCERT.
Venkatesan, S. (2010). Indian scales and inventories. Indian Journal of Psychiatry, 52, 

S378–S385.
Verma, S., & Nehra, A. (1997). Psychodiagnostics. Psychiatry Today, 2, 81–84.
Verma, S. K., Dubey, B. L., & Gupta, D. (1983). PGI general well being scale: Some correlates. 

Indian Journal of Clinical Psychology, 10, 299–304.
Verma, S. K., Khanna, B. C., & Wig, N. (1985). Construction of PGI sentence completion tests 

(in Hindi). Mind, 11, 7–14.
Verma, S. K., Pershad, D., & Randhawa, A. (1980). Are Indian children slow? Report on enquiry 

with a speed measure of intelligence. Child Psychiatry Quarterly, 13, 67–71.
Weiner, I. B. (1994). The Rorschach Inkblot Method (RIM) is not a test: Implications for theory 

and practice. Journal of Personality Assessment, 62, 498–504.
Wood, J. M., & Lilienfeld, S. O. (1999). The Rorschach Inkblot Test: A case of overstatement? 

Assessment, 6, 341–352.
Wood, J. M., Nezworski, T., & Stejskal, W. J. (1996). The comprehensive system for the 

Rorschach: A critical examination. Psychological Science, 7, 3–10.
Zalewski, C. E., & Gottesman, I. I. (1991). (Hu)man versus mean revisited: MMPI group data 

and psychiatric diagnosis. Journal of Abnormal Psychology, 100, 562–568.



51

Chapter 4
Cultural Psychodynamics  
and the Indian Personality

V.K. Varma

© Springer India 2015 
S. Malhotra and S. Chakrabarti (eds.), Developments in Psychiatry in India,  
DOI 10.1007/978-81-322-1674-2_4

1  Introduction: No One Was Moving Around on Foot

This was my first dispatch home on landing in the U.S. in the last days of 1960 
from my home in India. I had just landed in the medium-sized city of Canton in 
the State of Ohio in the United States. Compared to the crowded city of my home-
town, Patna, in Bihar, as I stepped out in Canton, everything seemed to be quite 
sparse. In my first letter home, I remarked how very few people one saw on the 
city streets. Almost all the people were going around in cars. One could find barely 
few people moving around or going on the streets on foot.

People have a natural curiosity for other places, other people and other cultures. 
They like to compare it with their own as the frame of reference. Places differ 
from one another in material culture; buildings, cars, bridges; in people, racially 
and otherwise; and in social relationships. In the same way, they differ in the over-
all, or the average or modal personality.

Kluckhohn (1962), the well-known cultural anthropologist, famously stated that 
every man is in certain aspects, (a) like all other men, (b) like some other men 
and (c) like no other man. The three ways of looking at men can be said to trans-
late into the biological, the sociocultural and the individual, respectively. The 
first point is that we human beings are all similar as we are members of the same 
human race, of the species Homo sapiens, and share the same biology. The second 
point is that we all are similar to people of our cultural and social group. The final 
point is that, in the final analysis, we are all unique. Each one of us has one’s own 
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biology, own DNA and own inheritance. Not only that each one of us has our own 
unique early life experience, nurture, which has shaped our personality.

The present paper deals mostly with the second variable of us as people. Some 
10 years ago, there was a survey reported in Reader’s Digest, which listed (then) 
Bombay as the rudest city in the world. The rudeness was measured by such things 
as not saying ‘thank you’, and/or not picking up a piece of paper if someone acci-
dently dropped it; not holding a door for someone. I circulated a commentary on 
this to our own group of Indian psychiatrists, which was deeply and hotly dis-
cussed. Most Indians rejected the Reader’s Digest conclusion. However, with my 
considerable travel experience, I have no doubt that ‘not lending a hand’ remains 
the hallmark of the Indian personality.

Dubois (1944), in her landmark study of the people of Alor, gave the concept of 
the modal personality, as the personality that is ‘modal’ among the adult members 
of a particular culture. Although apparently useful, this concept has been widely 
criticised. The opponents of this concept discredit it as it obscures variations 
within a particular culture, may lead to stereotypes and breed prejudice.

There are many ways of looking at trans-cultural or cross-cultural psychiatry. 
We all have a frame of reference in almost everything we deal with. If places can 
differ in material culture such as buildings and roads, parks, cities and people can 
differ in race, religion and belief system, why not in the personality?

As I have elaborated in Varma (2009a, b), a rather simple method of under-
standing the culture and personality issue could be as follows: many things differ 
across places, societies and cultures. There are geographic and social and cultural 
differences. To illustrate, when I travel from India to the United States and back, 
on my return, people ask me what America is like. ‘On my return, I tell them of 
the skyscrapers in New York City. I tell them that the people look different from 
us Indians. Most people are White or Caucasian, although a significant proportion 
of them are black. I tell them of the climate, how it differs from India, and varies 
across the U.S. I also tell them of the differences in certain social customs. For 
example, in the U.S., you do not just walk into someone’s house without a prior 
appointment, like you do in India’ (Varma 2009b).

However, none of these differences are absolute. ‘There are tall buildings in India 
also, as are tenements in America. There are the ‘pucca sahibs’ in India who ape 
the norms taught to us by the English. There are groups of affluent people in India 
whose lifestyle could approach that of Americans. There are people in India who 
copy the social lifestyle of the English and the Europeans. One of the first things I 
learnt about the English was not to use a loud voice when calling someone. Follow 
the appointment and the queue system. Any number of things’ (Varma 2009b).

One way that the differences can be explained is statistical. We can follow the 
statistical technique called the analysis of variance. This compares differences 
within a group with that across groups, if differences across groups are only just 
as much as within groups, or they are more than what is observed within groups. 
As per this method, in comparing groups, in so far as the differences across groups 
significantly exceed those within groups, the groups can be said to differ signifi-
cantly from each other.



534 Cultural Psychodynamics and the Indian Personality

2  Culture and Personality

‘The study of culture and personality seeks to understand the growth and devel-
opment personal and social identity as it relates to the surrounding social envi-
ronment’ (Barnouw 1963). Through the examination of individual personalities, 
broader correlation and generalisations can be made about specific culture of its 
members. This has led to an examination of national characters, modal personality 
types and configurations of the personality.

The field of culture and personality draws on psychology and anthropology. Born out of 
Freud’s psychoanalysis, anthropologists began searching for common aspects that would 
characterise differing peoples by their cultures. In an attempt to avoid racist, hierarchi-
cal culture models, a new breed of anthropologists sought to describe cultures based on 
the individuals within a society and the similarities that they shared (McGhee-Snow and 
Lawrence, www.as.ua.edu/ant/Faculty/murphy/cult&per.htm).

The culture and personality approach has to assume that there is an average per-
sonality in a culture. Within a culture, people will vary from one another, but there 
is a mean or average; what people are generally like. There are various ways of 
denoting the mean, from the ‘modal personality’ of Cora Dubois, to the ‘national 
character’ of Inkeles and Levinson (1969), to the ‘ethnic personality’ of Devereaux 
(Varma 2009a, b).

In spite of its critics, the concept of an average personality in a culture has deep 
roots, going back to Hippocrates (460–377 BC). As I have mentioned elsewhere 
(Varma and Gupta 2008), ‘C.P. Snow, the famous British intellectual, talking about 
a culturally determined personality pattern, put it simply as ‘without thinking 
about it, they respond alike. That is what culture means (Murphy and Leighton 
1965)’.

A general question can be raised: Why would the personality differ from cul-
ture to culture, society to society and country to country? The culture and person-
ality approach initially linked it to the differences in child rearing practices and 
produced a lot of research on it.

One way of looking at it could be that the personality develops in its attempt to 
deal with the attempts of the individual to deal with the demands of the environ-
ment so as to survive in a most optimal fashion. Societies and cultures differ in the 
material culture, demanding different coping mechanisms. There may be scarcity 
of something and abundance of another. Material things may be abundant and sex 
scarce.

A more seminal point may be that a culture may require differential quanta of 
autonomy versus dependence/inter-dependence at the level of the individual. To 
illustrate, in an agrarian society, people need to toil together to produce. On the 
other hand, in an industrial society, each person works at an assigned place in the 
assembly line. A society may be more or less dependent on the nature and may 
require different adaptive mechanisms; to deal with it, or even to explain it.

To start with, we humans were hunters and gatherers. We hunted and gath-
ered and saved our food. The first major change occurred with the advent of 
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agriculture. This gave us rootedness; to a piece of land. It also attuned us to sea-
sons and a timetable, to the necessity to save the produce so as to last through all 
seasons. Many agricultural processes required people to work together in a team.

Generally speaking, the development of agriculture itself is taken to herald the 
beginning of human civilisation. The agricultural society continued for several 
millennia, till it was replaced, as recently as 300–400 years ago, by an industrial 
society. The industrial society capitalised on the industrial revolution, which har-
nessed energy and put it to use, in things such as manufacturing and innovation. 
The assembly line became the prototype of ‘work’. Every worker became ‘a cog 
in the wheel’. He became responsible only for his little piece of work. He was not 
responsible for the work of others in the line. It thus led to more of autonomy and 
less of dependence.

In reading historical novels, I am struck how they differentially depict depend-
ence/inter-dependence in some societies and autonomy and fierce individualism in 
others. Although works of fiction and written centuries after the story depicted, 
perhaps there is something carried over from the epoch and locale that the story is 
about.

Whatever may be the reasons and explanations, the resultant personality, as it develops, differs 
across cultures. This is the whole idea of culture and personality (Varma and Gupta 2008).

3  Sociocultural Variables of Personality

The variables affecting the personality can be genetic and environmental—the 
nature versus nurture controversy. The environment can be viewed influencing 
the individual, varying across persons, or it can be viewed differing across socie-
ties and cultures. The latter can be called ‘sociocultural’. One such variable I have 
called the continuum of ‘dependence/autonomy,’ ranging across cultures.

3.1  Dependence Versus Autonomy

As opposed to other animals, including other mammals, the human being is born 
immature. Man is an altricial animal. I have explained it as follows (Varma 2009a, b):

‘On account of the disparity between the size of the birth canal and the pro-
jected size of the head, the human infant must be born immature, not fully devel-
oped, ‘partly baked’ so to say, and much of the development must occur after 
birth’ (Varma 1985a, 1986). To perform all the human functions, the brain must 
be of a particular size and must be housed in a cranium of sufficient dimen-
sions. Such a cranium cannot be born through the dimensions of a birth canal. 
Accordingly, the human infant is born relatively immature.
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This leads in humans a protracted period of dependence. This early dependence permeates 
and influences all inter-personal relationships throughout life. Cultures differ from each 
other in the quantity of dependence and autonomy (Varma 2009a).

Although born immature, the further development of the human infant progresses 
according to the genetic programme. The epigenetic theory explains that the devel-
opment is already programmed in the genes; further development proceeds like the 
blossoming of a flower in a timely fashion.

Even compared with other mammals, the human infant is born less complete, 
less capable of looking after himself. Look at cows; soon after birth, the calf can 
stand up and can move around. In the human, all milestones are more protracted. 
We make a thorough analysis of developmental milestones in the human, standing 
unsupported, walking, saying words and talking a three-word sentence. The entire 
industry of infant and baby clothes and shoes, not to mention toys, depends on the 
developmental prerogatives.

In the beginning, the human infant is totally dependent on others for most func-
tions. Some instincts help in the survival process. For example, the process by 
which he sucks milk from mother. One wonders what would have happened if the 
infant lacked this ability.

Although dependence can be called a universal hallmark of the human infant; 
for some reasons, it varies from society to society.

If we dichotomise the world into the technologically advanced societies of the 
West and the traditional, developing countries of the West, and compare them with 
one another, it has been pointed out that a greater amount of dependence develops 
in the East (Neki 1976a, b; Varma 1985a, b, 1988). Hoch (1990) has submitted 
that the Indian personality attaches importance to the development of a unique, 
distinctive personality and to individual ‘self-realisation’. Marriott (1976, 1979, 
The open Hindu person and humane sciences. Unpublished paper) has pointed out 
that in contrast to the generally closed, homogeneous and enduring mental integra-
tions attributable to the adult persons in the West, Hindu adults are posited as per-
sons ‘who are open, composed of exogenous elements, substantially fluid… and 
thus necessarily changing and inter-changing in their nature. …Given the vulnera-
bility of open Hindu persons to a cosmos of inter-personal flow, persons as wholes 
cannot be thought of enduring or bounded ‘egos’ in any western sense’.

Comparing the industrialised societies of the West with the developing, tradi-
tional East, I have surmised as follows (Varma 2009a):

Traditional, developing, Eastern cultures can be said to exemplify dependence, and devel-
oped, industrialised societies of West, autonomy. In dependence-prone societies there is 
greater dependence, chronologically in that order, on parents, peer groups, spouse, and 
finally on one’s children. This leads to a beautiful system of inter-relationships, with eve-
rybody leaning on everybody else.

Why does this occur? It may be hypothesised that in traditional Eastern societies, there is 
less clear compartmentalisation of roles and responsibilities. In both personal and profes-
sional lives, a person is generally expected to be able to switch/modify his roles as per 
need of the situation. Another point could be that in traditional societies (like India), a 
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child grows up in a family where co-existence and co-dependence of functioning (espe-
cially at personal levels) with other members is expected and probably the norm than oth-
erwise. Hence, even on achieving cognitive maturity or adult functioning, the person is 
not able to fully demarcate his ‘self’ from others leading to possible lack of clear demar-
cation (and consequent blurring) of ego boundaries.

To illustrate, Indian patients have been observed to feel freer in terms of being depend-
ent. Most patients will approach the doctor (therapist) with the expectation of getting 
advice and guidance from him and would expect it to be very similar to that which 
would be available from their parents and family elders (Roland 1995). It has been fur-
ther mentioned that Indian patients are brought up with an attitude of being receptive 
to such advice and guidance as they expect a caring, concerned, and nurturing atti-
tude that goes along with the advice in their familial hierarchical relationships (Varma 
2009a).

After having mastered the nutritional needs, the human infant addresses to toi-
let training, requiring control over the sphincters. Control over the sphincters 
becomes the prototype of control over oneself—of autonomy. Compared the East 
with the West, I have commented as follows (Varma 2009a):

‘On the other hand, the control over one’s sphincters becomes the prototype 
of control over oneself—of autonomy’. ‘The social inter-relationship in the 
technological advanced countries of the West is more characterised by indi-
vidual autonomy’. ‘This is me and this is my body bounded by my epider-
mis. Everything within the layer of epidermis is me; and I have, or I should 
have, complete control over it, over its needs, wishes and desires. I should 
assume full responsibility over my desires, emotions and actions. Just like I 
take full responsibility over myself, everybody should take full responsibil-
ity for himself or herself.’ An autonomous man is more cognisant of his rights 
and prerogatives, responsibilities and actions. ‘Both dependence and autonomy 
generate its own unique character traits in the members of a society’ (Varma 
2009a).

As such, the Western man develops with a keener sense of his individuality; his 
rights, prerogatives and responsibilities. As he or she is responsible for himself or 
herself, he or she expects and demands others also to be so for themselves. These 
can be considered to include the following (Varma 2009a):

Traits of a dependence-prone society:

1. An on-going active social inter-relationship between the individual and the society.
2. Pre-occupation with giving and receiving, in day-to-day behaviour, as also in lan-

guage, idioms and folklore.
3. Lesser idea of individuality: of individual rights, prerogatives and responsibilities.
4. Piety, sacrifice, submission and gratitude as character traits.
5. Development of an ‘oral’ personality.
6. Strong sense of identity with the primary, filial group.
7. Greater differentiation between ‘us’ and ‘them’, with clearly different codes of con-

duct in dealing with these.
8. Lack of an impersonal ‘fairness’ and sense of justice.
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Attributes of autonomy-prone personality:

1. Clearly demarcated ego-boundaries.
2. Control over one’s body—over one’s actions, thoughts and emotions. Concern with 

lack of control over one’s body.
3. Greater self-reliance.
4. An acute sense of one’s rights and prerogatives.
5. An acute sense of one’s duties and responsibilities.
6. Righteous indignation, punitive superego.
7. Self-reliance for one’s bodily needs.

The autonomous personality develops in the pursuit of independence and negation 
of dependence. In an autonomy-prone society, there is a pejorative connotation of 
dependence. You should be self-reliant and independent, and should not depend on 
others. In pursuit of asserting oneself, the autonomous person becomes competi-
tive and acquisitive. He is more cognisant of his rights and prerogatives, including 
the right to keep secrets. He makes clearer distinction between him and others. He 
judges others, including elders, and does not follow blindly. As he is pursuing his 
goals, he is also more keenly aware of his own limitations and failings; this gives 
rise to guilt-proneness. He does not explain things on fate. As he judges himself, 
he also judges others and pins blame and responsibility. No job is completed till 
blame is fixed, people punished, and heads roll.

The autonomous individual also has limitations in dealing with members of 
the immediate family. Marriage, for example, requires ceding one’s rights to the 
spouse. Limitations in ceding such rights can lead to marital problems. The auton-
omous person is also hampered in accepting limitations arising out of age and dis-
ability. As such, as a child, he is in a hurry to grow up to adulthood, as an old 
person, he is reluctant to seek help from younger family members.

Doi and Neki (cited in Neki 1976a, b) have developed the concepts of dependence in the 
cross-cultural context.

However, it is obvious that neither total dependence nor total autonomy is possible in any 
society. These are always relative. A total dependence relegating a person to just a mass of 
protoplasm will not be tolerated. A complete autonomy is also not possible—negating that 
man has social needs. No man can be an island unto himself (Varma 2009a).

Further:

The western ethos lauds self-reliance. One should look after himself. It abhors depend-
ence and its manifestations in all forms. The ability to assert himself and to hold to one’s 
own is considered worthy of praise and applause. However, it is the manifestations of 
man’s dependence on each other that brings out the moist eye!

The dependence-prone individual, on the other hand, lives in a continuous, ongo-
ing relationship with his social milieu. Not only the milieu is taken for granted, the 
individual becomes an inextricable part of it. The goals and objectives of the group 
become his goals and objectives. In such a situation, there is no room for exchange of 
gratitude.
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In a dependence-oriented society, friendship is very important. Friendship is always eulogised. 
‘My friend, right or wrong!’ The western society, however, revolves around fair play and egal-
itarianism. Let the best man win. Egalitarianism holds that all human beings are equal and 
should be treated as such. There should be no favourites. All friendships are only relative.

In the Western society, the pressure to achieve autonomy is so great that biological limi-
tations to have it are ignored. Children strive for it from a very young age. You are not 
complete unless you are self-sufficient. From a very young age, children try for economic 
self-sufficiency. They take up a paper route, do babysitting, wash cars and mow lawns. 
They are eager to ‘grow up,’ be like adults. In the process, they deprive themselves of the 
sheer joy and bliss of a carefree childhood. In the same way, the elderly try their best to 
continue to be self-reliant as long as possible, even when biological imperatives make it 
difficult to impossible. However, it has been observed that although age-related de-com-
pensation starts late in the West, once it starts, it is more precipitous and complete, in 
contrast to the slow-onset relative de-compensation of traditional societies (Varma 2009a).

One other manifestation of the blind pursuit for autonomy and personal rights is the break-
down of conjugal relationships. Marriage revolves around give and take. If both partners insist 
on total personal rights, it is likely to break down. With the breakdown of the family struc-
ture and support, the Western man and woman finally take refuge in the institution of mar-
riage; looks on the spouse to fulfil all the needs for emotional support. All the expectations are 
pinned on that one person. The spouse is expected to be firm like a father, conciliatory like a 
grandmother, deferential like a favourite nephew and a friend like a brother. How can one per-
son fulfil all these varied expectations? No wonder, marriage is doomed from the start.

The blind quest for autonomy leads to the development of a judgmental society. The 
autonomous self-reliant person is solely responsible for his actions. He expects others also 
to be responsible for themselves. This is opposed to the dependence-prone societies where 
responsibilities are often viewed as common and communal rather than individual and 
specific. Each person is constantly evaluated—good versus bad, competent versus incom-
petent, easy or hard to get along with, pious or sinful. This goes on forever; you have to 
continuously prove yourself. I have noticed that, in America, in a particular job situation, 
it takes at least a year or two to get fully accepted. A judgmental society is also quick to 
assign responsibilities and lay blame for any mishaps. Just like he assigns blame to other, 
he also does it to self, leading to guilt-proneness.

Although a sense of autonomy can be said to contribute to the individuation process, it can 
bring about a chasm between men. There is no unquestioning acceptance of people as they are. 
They are constantly being evaluated. The human relationships become ephemeral and superfi-
cial. Open and confiding relationships are compromised, between friends or even spouses.

The autonomous individual is keenly aware of his rights and prerogatives. He jealously 
guards his privacy and resists any intrusion from others into it. ‘Mind your own business,’ 
and ‘it is none of your business’ are often-heard retorts to such encroachments.

I have pointed out that man’s dependence and his capacity for empathy are perhaps the 
two key (and inter-related) aspects of his social interactions. Neki (1976a, b) has pointed 
out that “man being an altricial organism, dependence is the fate of every human infant”.

Doi (cited in Neki 1975, 1976a, b) has given a well-respected exposition of dependence in the 
Japanese culture. He has introduced, to the English readers, terms such as amae and amaeru. 
Amae refers to the feeling that all normal infants at the breast harbour towards the mother. It is 
dependence, the desire to be loved; the unwillingness to be separated. Amaeru is such a child 
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desiring dependence, whereas amai is the mother allowing the child to behave self-indulgently. 
(More than the calf wanting to suck, the mother wants to suckle!) These terms are not translat-
able to other languages; as such concepts may not occur universally. However, I recall a word, 
larhiyana, meaning acting like a highly dependent, demanding child, the amaeru of Doi, which 
occurs in my colloquial dialect of Hindi, though not in proper Hindi (Varma 2009a)

As I have pointed out elsewhere (Varma 2002):

•	 The relentless pursuit of autonomy in Western countries has had undesirable con-
sequences which are now being increasingly recognised. The heightened sense of 
self-reliance does not permit dependence even in situations where it is a biological 
imperative; in children, in the aged, in the infirm and disabled. This has given rise to 
what can be termed “death of childhood” and “death of old age.”

•	 This has led to an intense righteous indignation, assigning responsibility to specific 
individual to every lapse and mishap. Nothing happens by chance, everything is caused 
by individuals, and responsibility must be fixed. It leads to finger-pointing, a particu-
larly American trait, and litigiousness. It ignores the fact that the cause-effect relation-
ship between events is neither straightforward nor linear. Many mishaps such as traffic 
accidents are just that – accidents, in which chance plays a large role and impondera-
bles determine its occurrence. In America, no job is finished until (the paper work is 
done and) responsibility (for it) is fixed, until heads roll.

•	 On the other hand, the Eastern dependence admits that we all live in a social system, in an 
on-going relationship with our environment, and the variables are multiple and often intan-
gible. It teaches us greater understanding in judging our fellow human beings. Short of a 
stand of intellectual nihilism, we can all use a great deal more humility in judging others!

As Hsu (1972) has put it, ‘however, it is obvious that no individual can be self-
reliant. In fact, the very foundation of the human way of life is man’s dependence 
upon his fellow human beings’.

Although we have for the sake of simplicity and better understanding, clearly 
demarcated autonomy and dependence, it must be appreciated that autonomy 
dependence is a continuum. Furthermore, it needs to be recognised that a society 
is constantly changing. In a country such as India, autonomy-proneness is prob-
ably a more understandable concept in urban population, whereas dependency-
proneness is probably more relevant in the rural population. Hence, one may find 
that the dynamics (or concepts) related to autonomy and dependence may present 
in a more mixed than a purist approach.

3.2  The Indian Personality

There are many ways of understanding the Indian personality. I have summarised 
it as follows (Varma 2009b):

1. The Indian personality is a ‘dependence-prone’ personality. The traits of 
dependence as mentioned in this chapter are manifest to a large degree.

2. The Indian personality is a traditional personality. It is shaped around the pri-
mary group, the family. It makes a clear differentiation between the primary 
group, the family, the in-group and those outside. Responsibilities, commit-
ments and fidelities are all different between the in-group and the out-group.
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3. The Indian personality is a religious personality. It has an absolute belief in 
God, the ultimate creator, and reserves absolute duties to Him or Her. The 
person will go to any extent to show the commitment and obeisance to our 
Creator.

4. The Indian society is a technologically developing society. Compared to the 
West, it is struggling to develop the material resources for life.

5. The Indian personality follows certain beliefs and cognitive styles of its own. 
This includes a theory of science and of causality. The cognitive style is 
synthetic.

Putting together the above influences, I have identified the following as the key 
attributes of the Indian personality (Varma 1985a, b, 1986, 2009a, b):

 1. Dependence: Dependence as a key attribute of the Indian personality has 
already been discussed. Indians are more dependent on each other than is the 
case in West. As children, we are dependent on our parents. As we grow older, 
there is dependence on the peer group and the spouse. When we grow old, the 
tables are turned and we become, in turn, dependent on our children. The ego 
boundaries around people are loose and people take each other more readily 
for granted. The Western politeness as evidenced by the use of phrases such as 
‘please’, ‘thank you’ and ‘excuse me’ are infrequently used, as they consider 
all individuals as parts of their own social system. If you touch a hot object 
and then withdraw your finger, the finger does not say ‘thank you’ to the CNS 
for conveying and reacting to a noxious stimulus. In the same way, compo-
nents of a society need not express gratitude to each other.

 2. Lack of obsessionality: One thing that may strike a Westerner about India 
is a relative lack of obsessionality; thoroughness in work. The caution that 
Lord Chesterton is credited with saying, ‘if anything is worth doing at all, it 
is worth doing it well’, is relatively lacking. The approach seems to be, what 
would be the least that one can get by. To give a mundane example, if you 
attaching a wire to a plug, the person with the minimum approach would stop 
when the attachment would hold at all, the one who believes in being thor-
ough, would pull at the wire with a considerable force to ensure that it will 
not lose the connection. There is a relative lack of pride in doing a job well.

 3. Identification: As a traditional society, the identification in India is mainly 
with the primary group, such as the family. Family is more important than 
friends. Many of the apparent oddities in Indian values are due to the fact 
that the codes of conduct are different as it applies to those within the pri-
mary group and those outside; ‘inside–outside’. Although hospitality is highly 
extolled as a virtue, it applies largely to the in-group. Indians can be quite 
rude and callous to an outsider. The Western egalitarian value of due respect 
and consideration to someone simply because he or she is a member of the 
human race—simply because he walks on two legs rather than four—seems 
to be relatively lacking. The differentiation is also manifest in differential gen-
erosity to the in-group versus the out-group, and the tendency to draw people, 
one wants, to the in-group.
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 4. Selfishness: The typical Indian approach seems to be personal rather than 
communal. It has been pointed out by cultural anthropologists such as Hsu 
(1961), that as compared to the Chinese ‘situation-centredness’, the basic 
Hindu personality has a supernatural-centredness. The Chinese society has 
‘mutual dependence’ as opposed to the ‘unilateral dependence’ in India. The 
Indian person is keenly concerned about his personal mores, such as personal 
cleanliness, bathing and washing frequently; but he is least concerned about 
the communal cleanliness, he does not care where the polluted water goes. 
The selfishness is most manifest in religion, in one’s relationship with his or 
her God. Almost no obstacle is too great to fulfil one’s religious duties; for 
the holy dip at the Ganga (particularly at the holy Kumbh mela), one does not 
mind if he has to trample over 10 women and 20 children.

 5. Codes of conduct: As compared to many societies, the code of conduct 
in India is largely personalised. The ultimate arbiter to conduct is to empa-
thise, to see how one would feel if he were at the receiving end. Atmavat sarv 
bhootanam. Do not do unto others what you would not have done to you. 
The code can be summed up by three simple things: consider all women as 
mother, consider others’ belonging as lumps of clay, and consider everybody 
as yourself. This simplicity stands in sharp contrast to the elaborate rules that 
have characterised some religions and societies, particularly the Jewish.

 6. Fairness: The Western concept of fairness just does not exist. It is not enough 
that a decision is taken simply because it is ‘fair’. Decisions and actions are 
interpreted depending on whether it is favourable or unfavourable to the mem-
bers of the primary group.

 7. Omnipotence: Just in any culture, a certain amount of omnipotence pervades 
the Indian personality. Man cannot reconcile himself to the fact that he is just 
a speck in the universe. He is just one of over six billion people in the world, 
which itself is just a speck in the known universe. One must develop a cer-
tain amount of importance to feel good about himself in such a universe. Such 
omnipotence reflects itself in mythology and epics in which the person identi-
fies himself with its characters.

 8. In-built contradictions: Just as in other cultures, there are in-built contradic-
tions in the Indian values. These are evidenced by the contradiction between 
free will and determinism, fate and own action. You must submit yourself 
totally to God but, at the same time, you must do your best. Although your 
social position, your fate and even your wisdom are determined by karma 
relating to previous births, you must do your best to improve.

 9. Preoccupation with peace: One is struck with the preoccupation with peace, 
especially at religious functions, where everything begins and ends with 
incantations of peace (Om shanti). This may indicate a violent past. There is a 
preoccupation with peace, with a fear of aggression.

 10. Traditionalism: The Indian mind can be seen as highly tradition-oriented. This 
has made change slow and more difficult.

 11. Negative values: Certain Western values seem to be lacking, at least rela-
tively. For example, there is not as much of concern over a loss of control 
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over oneself, and does not evoke the same amount of anxiety and guilt. The 
Western abhorrence of dependence is less apparent. The punitive superego 
and the righteous indignation of the Western man; that someone must be pun-
ished even if it serves no useful functions, which is also difficult for an Indian 
to understand. Man is not created in sin.

 12. High tradition orientation: Tradition orientation can be viewed as a mecha-
nism to ensure safety and security. It takes away a certain amount of uncer-
tainty in what to do and what not to do.

 13. Argumentativeness, challenging and ‘sparring’: To an outsider, it may appear 
that we Indians are always quarrelling and arguing. It seems to be much more 
than in a Western setting. However, it must be seen that much of this is just 
dialectics, just an exercise, actual violence seldom erupts or long-term ani-
mosity takes place.

3.2.1  Interpretation of the Indian Personality

Very loose ego boundaries within the primary group with very sharp distinction 
between ‘we’ and ’they’. Low level of compulsivity and high primary narcissism 
are present. Person is unbounded, exogenous. Preoccupation with peace and high 
tradition orientation betray a decadent rather than developing society. It can be 
characterised as passive-dependent personality with evidence of oral aggression.

Lately, the Nobel laureate economist, Sen (2005), wrote ‘The Argumentative 
Indian’. My own views are somewhat similar. We Indians seem to be more argu-
mentative in social situations. Or, seem to be. However, much of the time, the 
arguments are merely dialectical. It seems to me, though, that people in the east-
ern parts of India can be more argumentative. However, when it comes to actually 
being assertive, they may not be so. A common Bengali saying goes like this: ‘He 
beat me; that is OK, but why did he call me names?’

4  Conclusion

•	 Just as mental health and illness are dependent on individual biological and psy-
chological variables, they are also correlated with sociocultural factors, which 
must be taken into account for their full understanding. Cross-cultural psychiat-
ric and anthropological research has drawn attention to the considerable differ-
ences across cultures in the incidence, typology, manifestations and outcome of 
mental illness, as in the personality configuration.

•	 Needs of societies are similar to needs of individuals. Like individuals, soci-
ety develops by trying to master the basic human needs, biological, social, exis-
tential, cognitive and communicative. Societies can be characterised by more 
or less of dependence, inter-dependence and autonomy. There can be varying 
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levels of ‘oral’ and ‘anal’ traits in various cultures, with reference to food, self-
control and obsessionality. The relationship between individuals and the society 
is complex.

•	 People differ both within and across societies. As members of H. sapiens, we 
are alike in many ways. However, where the differences across cultures signifi-
cantly exceed those within it, it can be said that the culture plays a significant 
role in the shaping of the personality.

•	 In so far differences across cultures in these exceed those within a cultural 
group, culture can be said to play a significant role. As such, a macro-level anal-
ysis is essential to their understanding.

•	 In understanding illness as also health, it is not adequate to limit oneself to indi-
vidual differences. Social and cultural factors are just as important.
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1  Introduction

Psychiatric nosology is currently under intense international scrutiny, both by the 
public and the professionals. Everybody is a stakeholder and everyone is speaking 
out, because it is a matter of their personal lives, more particularly of their private 
mental life. Everybody is also a stakeholder, because everybody has a mind and 
potentially everyone is a psychiatric patient. The right to liberty, right to expres-
sion and right to life empower them to assert their views. It is being questioned 
as to whether the recently published DSM-5 is a nosology of disorders, or just a 
list of labels of doubtful validity. Against this backdrop, the status of the psychi-
atric nosology needs to be examined dispassionately and objectively. Its limits, 
its strengths and weaknesses should be acknowledged explicitly to obviate undue 
criticism. A more fundamental analysis of the possible sources of this perpetual 
ambiguity in terms of the validity and applicability of the principles employed in 
formation of such nosologies is a matter of urgent concern.

Nosology has been defined as a branch of medicine that deals with classifica-
tion of diseases.1 Disease again is a medical concept, which signifies departure 
from health or the converse of health (Pearce 2011). As the concept of a particular 
disease evolves to ‘mature’ form, its symptoms get reliably defined and described. 

1 Nosology—Wikipedia, the free encyclopaedia
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This is followed by delineation of its pathogenesis in terms of disruption of struc-
ture and function and, still later, its aetiology is determined. One of the first indica-
tors of departure from health, at least to the primitive man, must have been the 
pain and suffering associated with the activities of daily life.

Sufferings of purely mental nature must also be equally old, because it is the mental 
dimension that truly defines the essence and uniqueness of man. Recorded medical his-
tory does bear testimony to this. Man is primarily and pre-eminently a mental organism. 
Evolution has allowed a massive quantum jump in his mental faculties. It is a paradox 
though that despite this massive enhancement of his cognitive abilities, he still appears 
condemned to remain a mystery unto himself. Actually, he is existentially structured to 
be so. This is so because mental dimension of man is not accessible to objective obser-
vation and analysis in the same way as his physical dimension is. It is not surprising, 
therefore, that the human race had to wait for several millennia, till the arrival of the 
‘information age’, for such massive attention to get focused on the sufferings involving 
his mental dimension. Yet it appears to be just a prelude to the beginning. This is testi-
fied by the sudden emergence of many fierce and some pessimistic reactions to the just 
published DSM-5, with some calling it ‘a snap-shot of a field in flux,’ (Jabr 2012) while 
the National Institute of Mental Health (NIMH), USA, calling it at best a dictionary.2

2  The Dilemmas

Psychiatric nosology is to psychiatry what the soul is to individual human beings. Like 
the soul, nosology also continues to remain at the existential centre of psychiatry, but 
all the same continue to remain elusive and indefinable. The most fundamental issue 
surrounding psychiatric nosology is the issue of validity of its diagnostic categories.

Even though reliability has certainly improved tremendously through intensive 
international efforts, no progress has been made in the area of establishing valid-
ity. The search for validity is important, because that alone will separate real enti-
ties from pseudo-entities. Only real entities will be definite, definable and stable. 
Only real entities will permit predictability and be amenable to control. In fact, the 
validity issue has become further murky in modern times, because of the accumu-
lation of an enormous amount of data from population and general hospital-based 
observations and studies. There is near universal applicability of ‘spectrum phe-
nomena’ to almost all categories, a very high occurrence of co-existing or co-mor-
bid diagnoses, and increasing necessity for use of not otherwise specified or not 
elsewhere classified categories (NOS/NEC) (Goldgerg 2010). Uncertainty about 
validity gets further highlighted by the frequent observation of diagnostic instabil-
ity over time at the individual level, as well as by substantial changes made in the 
nature of categories and criteria, even by the international bodies in the subsequent 
editions of their classificatory systems. ‘Zone of rarity’ as a paradigm of separat-
ing different entities and defining their boundaries has not been supported by the 
observational data. The above mentioned observations are possibly because of 

2 NIMH Blog, http://www.nimh.nih.gov/about/director/2013/transforming-diagnosis.shtml

http://www.nimh.nih.gov/about/director/2013/transforming-diagnosis.shtml
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extremely large number of factors operating simultaneously leading to enormous 
variability at the level of mental or behavioural phenomena. Very large number of 
factors lead to generation of innumerable, mostly unique ‘disposition-profiles’ of 
both normal and abnormal states, which defy classification as categories. Since it 
is not repetitive, it will not form a class and thereby would not permit classifica-
tion. This raises a more fundamental question.

How valid and applicable is the notion that validity of psychiatric conditions 
can be established on the same parameters as that for other medical conditions? 
This notion is intrinsically flawed.

The intrinsic flaw is that we overlook the boundary between the physical and 
the mental when it comes to the issue of examining the validity of disorders in 
these two domains. We treat them both with the same yardstick. It would be a 
matter of common sense to presume that medical disorders would have features 
of physical domain, whereas psychiatric disorders would have features of men-
tal domain. Physical and mental domains are qualitatively different. The physi-
cal domain is constituted of matter, whereas the constituents of mental domain 
are unknown. Properties of matter would apply to physical domain, but would not 
apply to mental domain. Therefore, the concept of validity as applicable to mate-
rial domain would not be the same as that applicable to mental domain.

Inherent in the search for validity is the premise that the real has to be separated 
from the artefacts. The real is the one that exists ‘on its own’ in nature, whereas arte-
facts would be the subjective creations of human mind. It is something like the rela-
tionship between the waking experience and the dream experience. The physical or 
the material domain exists purely in the objective realm, whereas the mental domain 
exists exclusively in the subjective realm. It is not accessible to ‘objective’ observation. 
We cannot observe somebody else’s mind in the same way as we can observe his body 
and its different parts. As regards the mind, only subjective individual introspection is 
possible. Its existence beyond the immediate conscious experience remains unknown.

But, introspection is not considered a valid scientific method of observation, 
because it cannot be consensually validated through its agencies of observation. All the 
same, the validity of introspective truths cannot be denied; we have to focus our crea-
tive energies to devise paradigms for convergence of introspective and observational 
truths. Till the time we are able to do that, we have to make do with limited ‘valid-
ity’ for the psychiatric entities, commensurate with the primary dimension to which it 
refers to, that is the mind. In fact, international efforts should focus more on unravel-
ling and establishing the nature of mind rather than its neurophysiologic correlates.

Modern age is dominated by doctrines of science. Science is dominating, because 
it has empowered people in their struggle against nature and has also transformed their 
lives. Science is a product of the human mind, but, unfortunately scientific methods are 
not applicable to the study of mental phenomena. Even most advanced neurophysio-
logic studies should not be equated with the study of mental phenomenon per se. At 
best, it can be a specific or a non-specific substrate for the other. The two cannot be 
considered interchangeably. Forcing a universal ‘brain’ explanation for all mental phe-
nomena is like forcing a square into a circle. This is one of the reasons why such limited 
progress has been made in this area of brain–behaviour relationships, despite so much 
investment of resources of time, talent and treasure. Since psychiatry is a relatively 
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recent offshoot of modern scientific medicine, it is still nurturing fond and nascent 
hopes, and aspirations of being similar to its brethren from the world of physical medi-
cine. This natural-looking, seemingly acceptable goal appears completely oblivious 
of the fact that the physical and mental dimensions of man are completely and quali-
tatively different from each other. Even though they are seamlessly one and mutually 
interdependent, they are not on the same plane. They complement and supplement 
each other into emergence of a ‘supra-ordinary’ being, with some limited autonomy to 
impose certain rules of its own on itself and the milieu.

3  The Differences

Some of the qualitative differences between the physical and mental domain has 
already been mentioned above. Further, it appears that even the concept of aetiol-
ogy may not be uniformly applicable to both the mental and physical dimensions. 
Mental events and its manifestations are quite often dictated and guided by the 
goals or the end points to be achieved, which becomes obvious when we analyse 
our speech and behaviour. All our speech and behaviour is always guided by a goal. 
On the other hand, physical events are guided and dictated by the antecedent or the 
initiating influence. One is guided by the past, whereas the other seemingly is guided 
by the future as set from beforehand. This is a mystery as well as a paradox that both 
kinds of operating paradigms should not only co-exist within the same organism, 
but also should work seamlessly in consonance with each other. In fact, this should 
be considered as one of the most important attainments of the evolutionary process. 
Evolution is not simply about movement from amoeba to homo sapiens; it is as well 
a movement from antecedent driven causality to consequence driven causality, from 
‘command’ driven causality to ‘demand’ or ‘goal’ driven causality. It is a very fun-
damental difference; therefore, different yardsticks become obligatory to be used for 
these two domains. In fact, it may be conceptualised that emergence of conscious-
ness was necessitated to provide a transcendent plane where goals and directions 
could be preset for emergent behaviours to be expressed by organism. This would 
also make the behaviour of the organism predictable, and thus, setting the stage for 
collective living to form societies, civilizations and cultures.

There are a few other ways in which aetiology for psychiatric disorders would be 
different from aetiology for physical disorders. Because of a higher order multi-fac-
toriality of psychiatric disorders, the possibility that several factors may be equally 
contributing to the causation of disordered states is very high as against solitary fac-
tors, which are often sufficient to cause specific disorders on the physical plane. In 
this context, it will be more prudent to talk of ‘aetiology-spectrum’ for psychiatric 
disorders as against mostly single aetiological factor for physical disorders. This 
appears to be an interesting combination of ‘spectrum clinical phenomena’ linked 
to ‘aetiology-spectrum’ of causes. Another very important difference is that mental 
plane is in dynamic equilibrium with not only itself, but also with social, spiritual as 
well as physical planes. Therefore, a causal influence may be located in any of these 
planes. Accordingly, causation of mental phenomena would be ‘trans-dimensional,’ 



715 Psychiatric Nosology, Its Philosophy and Science

as against predominantly ‘iso-dimensional’ causation for physical phenomena, 
where cause and effect take place on the same plane, that is the material plane.

Another unique feature about mental phenomena is that they operate at dif-
ferent levels of consciousness, which is the primary quality of this domain. Events 
and influences get stratified into conscious, subconscious and unconscious compart-
ments, which keep interacting. There is no such arrangement in the physical dimen-
sion. There is nothing like the sub-material plane. On the top of all these differences, 
there is the confounding variable of ‘autonomy’ available on the mental plane. 
Autonomy implies personal control over self, of whatever limited magnitude it may 
be. In instances of disorder, the surface manifestation of the disorder at the mental 
plane may get modified by the exercise of this faculty of autonomy, which may be 
used either to react or adapt or compensate. So the final picture of psychopathology 
that emerges in any particular instance would be the net result of the sum total of all 
the commands and demands of all the dimensions as modified by the autonomy-based 
responses of the individual. This would be very different from the generally linear iso-
dimensional cause and effect relationship seen on the dimension of physical plane. 
The identity of a disorder on the physical plane is at the aetiology level, whereas the 
identity of a disorder at the mental plane should ideally and desirably be at the mani-
fest level, that is the consequence or the product level. The aetiology in such situations 
are generally multiple, diverse and scattered along different co-variate dimensions.

4  The Difficulties

There is absolute lack of clarity about the nature of the mind. There is further lack of 
clarity about the nature of relationship between the mind and the body. In the absence 
of any reasonable answer or even hypothesis about these two questions, we, the men-
tal health professionals, are in complete darkness. However, most of us seem bliss-
fully unaware of it. We keep exploring and experimenting about mental disorders as if 
we are under full noon sun. The often discussed neural-circuitry or a chemical imbal-
ance can be a substrate for a particular emotion or an idea, but it cannot be a substitute 
for them. A neural-circuitry or a neurotransmitter is not the same as any emotional or 
cognitive experience. Any mental phenomenon can best be described only in terms of 
mental attributes and not in terms of neurophysiology or neurochemistry. It is abso-
lutely improbable that there ever shall be a neurophysiologic dictionary of different 
mental states. While it is commendable that we should direct research efforts to dis-
cover the physiological substrates for different mental states in health and disease, we 
should also keep ourselves cognisant of its severe limitations. We have several exam-
ples today wherein the same drug molecule is equally effective against widely diverse 
type of symptomatology. The classic drug haloperidol is effective not only against 
thought disorders, but also against motor and mood symptoms of great diversity.

Another difficulty relates to the cut-off line that requires to be drawn between 
normal and abnormal, between order and disorder. For physical, bio-medical sci-
ences it is much simpler. A cut-off value, inclusive of a range, is determined on 
the basis of population-based sample studies. But the value remains stable and 
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static. The same does not hold true for mental dimension. Here, the cut-off line 
has to be dynamic and different not only for different individuals, but also some-
times within the same individual. The cut-off line, most often, cannot be defined 
in absolute terms. It can be meaningfully defined only in terms that are relative 
to the concerned individual. Every individual provides his own measure of com-
parison in terms of the baseline of his functional state. Now, this baseline is not a 
static entity. It is a dynamic entity and changes with the changing socio-economic 
and cultural context of the individual (Rosenberg 2006). Human capacity to adapt 
and change is tremendous and this would lead to changing parameters of judg-
ment for states of disorder, because with every adaptation the baseline changes. 
A simple example from the physical world will make the statement more explicit. 
Human capacity to see visually ranges from pitch darkness to extremely bright 
sunlight, which would represent a difference of several thousand times in terms of 
brightness, requiring very specialised modes of adaptation for the visual apparatus. 
Similar adaptation, multiplied manifold, is also seen at the level of mental plane.

5  The Realities

The reality is that we have a huge burden of mental sufferings and dysfunctions at 
the population level. The pattern of suffering also exhibits bewilderingly diverse 
variety of presentations. Mental ‘pain’ quite often is more excruciating than any 
kind of physical pain. One mentally sick person in the family has a distressing and 
disruptive impact on the whole family. Therefore, there is an urgent and imme-
diate need for reducing the nosologic complexity to make it comprehensible and 
manageable by average human cognitive abilities. We need to simplify our system 
of classification to be able to deliver the services to alleviate sufferings of people. 
Individual life and its sufferings cannot wait till the issue of validity is resolved. 
What we need to pragmatically do is to modify our expectations from the mas-
sive international efforts being put in preparation of psychiatric nosologies. There 
appears to be some merit in the comment that it is just a dictionary, but the reality 
is that compilation of a dictionary of this nature and magnitude is definitely a step 
forward, and therefore an achievement. All the same, there is general international 
consensus that our categories do not have established validity. It is also true that 
we have not been able to comprehensively and effectively define psychiatric disor-
ders and also that our disorders do not meet the set medical criteria of disease.

Till the time we are able to address the above mentioned issues adequately, 
we should stop calling our compendium of sufferings as a nosology, but continue 
at the same time to evolve strategies to remedy the mental maladies. We should 
try not to match our discipline with the profile of physical sciences. Many dis-
tortions which creep into psychiatric nosology are because of our anxiety and 
compulsion to match with the ‘hard sciences’. Methods of science are aptly appli-
cable only for the material sciences. As mental health professionals, we should 
accept this difference and evolve a different set of concepts and principles to 
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deal with the immaterial phenomenon of inaccessible mind and its expressions 
through body which are amenable to observation. In that sense, it is half sci-
ence and half beyond-science. We should acknowledge our ignorance about this 
‘beyond-science’ component, and let it be reflected in our system of classifica-
tions internationally. All knowledge does not and need not fall within the juris-
diction of science alone. We should not feel compelled to be called a science to 
acquire validity. Validity will originate from valid and stable human experiences 
of qualitatively different nature. Knowledge of those dimensions which are beyond 
the realm of sensory observation can only be gained through internal revelations, 
which were the method and practice of our ancient sages.

Even in the field of material sciences, there has been a trend to move towards 
paraphysics, (Shamasundar 2008) to explain some of the unpredictable behaviours 
of subatomic particles by invoking an element of consciousness. On the other 
hand, we, the trustees of consciousness, tend to look backwards and try to wear 
the mask of definitive material sciences to assume validity and acquire respectabil-
ity. This is an unrealistic aspiration and endeavour and, therefore, is likely to fail. 
In the final analysis, even the most valid truth shall remain a relative truth, rela-
tive to the existential human predicament. None of our truths can be truer than the 
truth quotient that can be assigned to our existence in this cosmos. Therefore, we 
should accept the ‘surface’ manifestations of disordered psychiatric states as valid 
and true. Nothing that may be discovered in the name of putative aetiology of the 
disorder can be truer than the surface psychopathology. At best, it can be equally 
true. If someone were to ask for the validity of my perception of an object and its 
colour, it cannot come from any source other than me. No one else can validate my 
perception. The only ways available at present for such validation is the demon-
stration of stability over time and collective concordance of experience.

6  Indian Contributions

India has generally been at the forefront of discourses relating to mind, intellect 
and soul. It may be considered one of the world leaders. However, its contribution 
to the field of psychiatric nosology in the recent past has been very limited. This 
may be a reflection of very small size of psychiatric professionals in our country. 
Apart from some bold proposals and suggestions from Wig (1967), Varma (1971), 
Teja (1971), Singh (1980) and Rao (1971) in the initial part of last half-century, 
no significant effort to comprehensively address this fundamental issue has been 
made. One notable contribution has been the description of a culture-specific syn-
drome, the ‘Dhat Syndrome’ by Dr. N.N. Wig and its subsequent international 
acceptance (WHO 1992). These attempts have been beautifully reviewed by 
Khandelwal (2000) and Jacob (2010).

In the latter part of last half of the century, some robust contributions have been 
made by Indian psychiatrists to classification of mental disorders, but it has been 
restricted to acute and transient psychosis, possession states and post-traumatic 
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stress disorder.3 Malhotra (2007) has extensively contributed to and reviewed the 
area of acute and transient psychosis, and Dalal (2009) has examined in depth the 
challenges facing psychiatric classification. The contributions made by earlier 
indigenous system of medicine, which is known by the abbreviation AYUSH, have 
been comprehensively reviewed and documented by Murthy (2001). AYUSH 
includes all those systems of medicine, which either originated in India or flour-
ished significantly on the Indian soil. It also includes yoga because yogic practices 
are intimately linked to maintenance and restoration of health. Ayurveda, Unani, 
Siddha and Homoeopathy systems have their own vocabulary and nomenclature 
for the mental afflictions, but none of them have gone beyond the surface to make 
any great revelations. In that sense, psychiatric nosology has not made any pro-
gress till date, because the present so-called modern psychiatric nosologies are 
also stuck at the same level. There has been no further evolution.

Avasthi (2011) has made a strong case for the need for Indianizing psychia-
try and not globalising it. This is based on the uniqueness of the Indian psyche, 
Indian culture and value system, Indian family and social support system, spir-
itual orientation of Indian masses and to some extent ethno-genetic differences. 
Despite these differences, he acknowledges that evidence for substantive India-
specific syndromes or symptom complexes is yet to come. There was no evidence 
for this in the International Pilot Study of Schizophrenia (IPSS); however, it may 
be seen in other categories which have not been studied so far. Part of the reason 
for this may be the fact that all the tools for study used by us have been validated 
in the West.

7  Conclusions

Human mind, if at all it exists, is very different from human body. They are quali-
tatively different even though they function seamlessly as an integrated whole. In 
case it does not exist, still it is a vital, crucial and practical construct of the indom-
itable and dominant dimension of man, which does seem to operate independently 
as well as in conjunction with the body. Deviations and disruptions within this 
dimension can best be described and understood only in terms of the language of 
the variables of mind. If we truly want to make progress in the area of psychiat-
ric disorders, we must address some of the most fundamental issues on a priority 
basis relating to mind. It is most paradoxical as well as surprising that we do not 
know what mind is, but continue to discuss mental disorders. The simplest corol-
lary of this is that if we don’t know what mind is, we cannot know what mental 
disorders are. Another corollary would be that we can know only as much about 
mental disorders as much we know about the mind. Under the circumstances, the 

3 Report of the Indian Psychiatric Society’s Task Force on the Diagnostic and Statistical 
Manual-5 (2012).
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most scientific and rational approach would be that if we do not understand what 
mental disorders are, we should acknowledge it and not force them to fit into the 
scheme of physical disorders. Once we are able to develop a scheme for mental 
disorders, it should have the provision for accommodating the uniqueness of man 
as well as uniqueness of his suffering.

A combination of categorical and dimensional approach appears to be the most 
viable alternative. The categorical approach will take care of the similarities at 
the more basic level, whereas the dimensional approach will take care of the dif-
ferences at the higher individual level. This will take care of both the basic and 
unique aspects of individual’s suffering. However, since almost none of our diag-
nostic categories meet the criteria of a medical disease, it will be a misrepresenta-
tion at the moment, if we present them as nosology to the public, because it gives 
an impression of knowledge, wherein we are actually ignorant. If we agree to 
replace the word nosology with a word that would mean being a precursor to the 
nosology, that would take care of the matter, and silence many of the current criti-
cisms. That will also be a bold and de facto statement of the present predicament. 
Psychiatric nosology of today can at best be an album of the spectrum of psychiat-
ric conditions, which require professional attention and intervention.

Therefore, we should urgently coordinate to focus international attention on 
unravelling the nature of mind and its relationship with somatic, social and spir-
itual dimensions of man. Let us first try to understand what the mind is. We will 
automatically understand better what mental disorders are.
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1  Introduction

Conventionally, the discipline of psychiatry is often identified with severe mental 
 illnesses like schizophrenia and other psychotic disorders. The movement of psychia-
try from inside the walls of the mental hospitals to the community, accompanied by 
the growth of the general hospital psychiatric units, led to a focus on non-psychotic 
psychiatric illnesses like depression, anxiety and other neurotic disorders, which also 
occur more commonly in the community. Goldberg and Huxley (1992), recognising 
the public health implications and disability associated with these illnesses, intro-
duced the term common mental disorders (CMDs) in the literature. CMDs included 
anxiety disorders, depression and related neurotic disorders. Though these illnesses 
exist as separate categories in the classification systems, they often occur as comorbid 
conditions, and their treatment also tends to be along similar principles. These asso-
ciations made the term popular, since it was convenient to group these illnesses under 
this umbrella term. The CMD group would also include somatoform disorders, which 
commonly present in primary care and general medical settings, and tend to have 
associated anxiety and depressive symptoms. CMDs are especially important for their 
public health implications, since these often remain unrecognised in the primary care 
and medical settings, and are responsible for increased health-care burden and costs 
(World Health Organisation 2001). Effective treatments exist for the CMDs, and thus, 
an early diagnosis and management might reduce this huge drain on resources.
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This paper discusses epidemiology, nosology, clinical presentation, public 
health aspects and management of the CMDs with a special focus on the Indian 
research on the subject.

2  Epidemiology

Epidemiological studies have shown that the CMDs may have an annual preva-
lence of about 10–12 % with lifetime prevalence going up to 20–25 % (World Health 
Organisation 2001). Patients with CMDs constitute about 7.3–52.5 % of the clinic pop-
ulations of primary care settings (Goldberg and Lecrubier 1995). Prevalence of CMDs 
in primary care settings has varied from about 11–34.6 % in different Indian studies 
(Nambi et al. 2002). Reasons for this wide variation in prevalence could be due to dif-
ferences in the inclusion criteria (Nambi et al. 2002). A recent study from India reported 
a prevalence of 42 % in patients attending a medical outpatient clinic in a tertiary care 
hospital (Avasthi et al. 2008). About 10 % of the patients presenting in general practice 
settings have been reported to suffer from depression (Ormel et al. 1993). Prevalence 
of generalised anxiety disorder in primary care settings is reported to be in range of 
5–16 % (Wittchen 2002) and that of panic disorder as 1.5–13 % (Craske et al. 2002).

CMDs are more common in women and in persons belonging to lower socio-
economic strata and the marginalised populations (Patel and Kleinman 2003; Patel 
et al. 2006a).

CMDs can cause significant patient suffering and disability and lead to substan-
tial health-care costs (Smith et al. 1986). Patients with CMDs are more often seen 
in primary care and general medical settings, rather than in psychiatric services 
(Manderscheid et al. 1993). Most people with anxiety or depression visit their gen-
eral practitioner, whether or not they complain of their psychological symptoms 
(Goldberg and Huxley 1992). Primary care physicians fail to diagnose and treat 
nearly 50–75 % of patients suffering from CMDs, presenting in their clinical prac-
tice (Ormel et al. 1991; Borus et al. 1988).

3  Risk Factors for CMDs

As is the case with most psychiatric disorders, aetiology of CMDs is multi-facto-
rial, with the socio-economic stressors probably triggering a biological process in 
vulnerable individuals leading to development of the illness.

Poverty, economic deprivation, low educational status and unemployment have 
been identified as common risk factors for the development of CMDs (Fryers et al. 
2003; Pothen et al. 2003; Shankar et al. 2006). Poverty, being married, tobacco 
use, history of abnormal vaginal discharge, history of chronic physical illnesses 
like cardiovascular diseases, diabetes and spinal or back disorders and physical 
disability are associated with increased risk of developing CMDs in the develop-
ing countries (Patel and Kleinman 2003).
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Gender disadvantage, exposure to intimate partner violence, sexual and repro-
ductive complaints (e.g., excessive vaginal discharge) and tobacco use have been 
found to predispose to development of CMDs in women (Prasad et al. 2003; Patel 
et al. 2006b). Higher prevalence in women is not apparently due to hormonal or 
other biological mechanisms, but the gender disadvantage especially in form of 
intimate partner violence and low levels of autonomy in decision making could be 
the key risk factors for higher prevalence of CMDs in women (Patel et al. 2006b).

4  Clinical Presentation

Patients with CMDs often present with physical complaints, frequently in primary 
care settings. Clinical presentation is no different in secondary or tertiary care settings.

The patients commonly present with complaints of subjective weakness, head-
ache, vague somatic sensations, pain in extremities, palpitations, giddiness or 
dizziness, bodily tremors, numbness or tingling sensations (Chadda et al. 1991; 
Srinivasan et al. 1986). The Indian patient frequently comes out with a symptom 
of vague somatic sensations, which is described in words like bharipan (heavi-
ness of parts of the body), halkapan (lightness of the body parts), heat or cold or 
pin-pricking sensation, houl (restlessness) or gas in body. The person may use dif-
ferent colloquial words to describe the symptoms. An unpleasant sensation may 
be described as travelling from one body part to other and finally leaving from the 
head or the feet, defying all anatomical boundaries. Some of the symptoms like 
difficulty breathing, chest pain, pounding heart or gaseous abdomen are a part of 
sympathetic overactivity or psychogenic autonomic dysfunction (Chadda 2011).

On screening for psychological symptoms, it is often possible to elicit the 
specific symptoms of the primary psychiatric illnesses (Chadda 2000, 2010a, b). 
There may be an admixture of anxiety and depressive symptoms. On the standard 
classificatory systems, patients with CMDs may receive a diagnosis of depressive 
episode, generalised anxiety disorder, mixed anxiety depression, panic disorder, 
undifferentiated somatoform disorder, dysthymia or other anxiety or somatoform 
disorders (Chadda and Bhatia 1990). Many of them may not fulfil the criteria for 
a specific disorder and receive a diagnosis of anxiety disorder, unspecified type or 
depression, unspecified type (Chadda et al. 1991).

Explanatory model interviews have shown that a significant proportion of 
patients with CMDs, presenting with unexplained physical symptoms in the pri-
mary care settings, hold a combination of medical and non-medical views about 
their condition (Nambi et al. 2002; Shankar et al. 2006). Many of these patients 
consider that they are having a specific medical disease and attribute their symp-
toms to a variety of causes. They perceive their illness as serious, and also fear 
death and major disability. Only a minority of patients presenting in primary care 
attribute their problems to psychological causes, though many would admit hav-
ing emotional problems secondary to the physical symptoms (Nambi et al. 2002; 
Shankar et al. 2006).
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Patients, who present with CMDs in psychiatry outpatient settings on being 
referred from other specialties, may deny having a psychiatric illness. They, how-
ever, would accept the treatment offered by the psychiatrist and are also willing to 
come for follow-up. A belief in somatic model of illness and stigma of being iden-
tified as mentally ill could be the reason for the phenomenon.

5  Assessment

Recognition of the CMDs is poor in primary care, with less than one-third of clinically 
significant morbidity detected (Ustun and von Korff 1995). Patients presenting with 
non-specific somatic symptoms with no apparent physical cause are often prescribed 
various symptomatic medications, such as vitamins, iron supplements or pain killers, 
since the primary care physician may not be able to diagnose the underlying CMD. 
Many such patients are also subjected to unnecessary investigations. A multi-centric 
study conducted by WHO on mental health problems in general health care reported 
that nearly 10 % of primary care attendees with CMDs in the Indian study centre were 
prescribed psychotropic drugs (Linden et al. 1999). The majority of prescriptions were 
for tranquilisers (benzodiazepines), rather than antidepressant drugs.

In a busy primary care clinic in India and neighbouring countries, the physicians 
have a very limited time available to screen for CMDs. More so, the primary care 
physicians have received a limited exposure to psychiatry during their undergraduate 
training, though some of them might have attended the orientation programmes on 
mental health conducted under the National Mental Health Programme. Thus, the 
primary care physicians have an inadequate knowledge of the CMDs and are often 
unable to reach a correct diagnosis in such patients, since they are not familiar with 
the appropriate questions to be asked. Undetected psychiatric morbidity in primary 
care commonly leads to unnecessary investigations, medications and continued 
suffering of the patient. This inevitably leads to impaired family, occupational and 
social functioning, thus making it crucial for primary care and general practice phy-
sicians to be equipped with the necessary skills and measures for detecting CMDs in 
their patients and providing the necessary treatment.

In the last two decades, a number of structured screening instruments have 
been developed for screening the patients presenting with CMDs in primary 
care settings. Though originally developed for the Western populations, most 
of these have also been standardised in the Indian population. Some of these 
are also available in Indian vernacular languages. These include the General 
Health Questionnaire-12 (GHQ-12) (Gautam et al. 1987; Jacob et al. 1997), the 
Self-Report Questionnaire (SRQ) (Harding et al. 1980), and the Primary Care 
Evaluation of Mental Disorders (PRIME-MD)—Patient Health Questionnaire 
(PHQ) (Avasthi et al. 2008). All of these can be easily administered in 5–10 min. 
The PRIME-MD-PHQ also provides a psychiatric diagnosis.

Another brief instrument, the Mental Health Inventory (MHI), a 5-item sub-
scale of the Short Form Health Survey (SF-36), can also be used to screen for 
CMDs in primary care settings. The MHI has 5 basic questions, which can be 
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easily incorporated in clinical assessment. This does not take more than 2–3 min 
to administer. The five questions are as follows: in the past 4 weeks: (a) Have you 
been very nervous? (b) Have you felt so down in the dumps that nothing could 
cheer you up? (c) Have you felt calm and peaceful? (d) Have you felt downhearted 
and depressed? and (e) Have you been happy? (Fone et al. 2007). The items are 
rated from 1 to 5. The response scores are converted to scoring on 0–100, where 
100 is indicative of best mental health.

Once a patient screens positive on a screening instrument, a formal psychiatric 
assessment to screen for the specific CMD can be undertaken. This would include 
screening for depression and anxiety disorders.

6  Public Health Aspects

CMDs are associated with substantial disease burden and disease-related disabil-
ity. As per the Global Burden of Disease (GBD) study, mental and neurological 
disorders were responsible for 10.5 % of the total disability-adjusted life years 
(DALYs) in 1990 (Murray and Lopez 1996). This was the first time that mental 
disorders were identified as responsible for a high burden as a result of years lost 
due to all diseases and injuries. The figure increased to 12.3 % in 2000 (World 
Health Organisation 2001). Depression has been identified as a fourth leading 
cause of the DALYs in the 15–44 year age group. In the recently published GBD 
estimates for the year 2010 (Murray et al. 2012), mental and behavioural disorders 
were responsible for 7.4 % of all the DALYs. This included major depressive dis-
order (2.5 %), anxiety disorders (1.1 %), drug use disorders (0.8 %), alcohol use 
disorders (0.7 %), schizophrenia (0.6 %) and others. In the GBD 2010 report, there 
was a global shift in the burden of disease from communicable, maternal, neonatal 
and nutritional disorders to non-communicable diseases and injuries. There was 
an increase in DALYs from 54,010 to 74,264 (37.6 % increase) due to depression 
and from 19,664 to 26,826 (36.4 % increase) due to anxiety disorders during the 
period 1990–2010. On adjusting for the increase in the world population during 
this period, the increase in DALYs due to depression and anxiety disorders comes 
out to be 5.8 and 5.0 %, respectively. Mean rank of depression has risen from 15 
to 11 in the diseases listed in order of causing DALYs (Murray et al. 2012). Thus, 
the GBD 2010 report further emphasises the significance of CMDs in relation to 
disease-related disability and burden associated with this group.

There have also been a number of studies in India which have assessed dis-
ability and psychosocial dysfunction due to CMDs. In one of the earliest studies, 
patients presenting with somatic symptoms with a depressive diagnosis were found 
to suffer more severe psychosocial dysfunction than those who received a somato-
form diagnosis (Chadda et al. 1993). Dysfunction was especially seen in personal, 
social, familial and vocational functioning and was minimal in cognitive areas. This 
is understandable, since the CMDs are not expected to affect the higher mental func-
tions. CMDs have been reported to be associated with impaired functioning in fam-
ily situations, social relations and work performance (Nambi et al. 2002). In the 
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study by Nambi et al., 69 % of the subjects reported their work being affected by the 
illness, and around 40 % felt that the illness affected their family and social life.

CMDs as well as their subthreshold symptoms pose a substantial risk of 
 functional disability and absence from work (Rai et al. 2010). The disabil-
ity rises in increments with increasing psychiatric symptom load, not just for 
depression but for the entire spectrum of CMDs. Disorders like mixed anxiety 
depression, which are generally considered mild, are also significantly disa-
bling. Similarly, a higher number of medically unexplained physical symptoms 
are associated with more disability. In a study by our group, nearly three-fourths 
of the patients with somatisation disorder suffered moderate-to-severe disabil-
ity (Kushwaha et al. (2013) A study of disability and its correlates in somati-
zation disorder (Kushwaha et al 2014). Disability showed a positive correlation 
with duration of illness, number of somatisation symptoms, number of prior 
consultations and anxiety and depression scores. In another study on caregiver 
burden and disability in somatization disorder (Krishnan et al. 2013), disability 
suffered by the patients with somatisation disorder was comparable to that seen 
in patients with chronic depression and schizophrenia. The study had, however, 
included clinically stable patients with schizophrenia. But even then, it high-
lights the public health significance of the CMDs. The patients with depression 
as well as somatisation disorder were found to lead to similar levels of burden in 
their caregivers, as those of schizophrenia. These two studies had used the ICD 
10 definition of somatisation disorder, which is much broader than the earlier 
narrower definitions of the illness. Such patients also form a significant propor-
tion of the CMDs presenting in various medical care settings.

7  Public Health Initiatives in India

One of the objectives of the National Mental Health Programme of India was 
integration of mental health in general health care. The basic purpose underly-
ing the objective was that the treating physician should be able to diagnose and 
manage the psychiatric morbidity presenting in general medical and primary care 
settings. The programme has been in existence since 1982 (Murthy 2011). Under 
its flagship programme, the District Mental Health Programme and orientation 
programmes in mental health have been undertaken for the primary care doctors. 
There has not been much follow-up of such training programmes. Most of such 
training programmes have focused on lectures and case demonstrations.

In a modification of the orientation programmes, Chadda et al. (2009a, b) 
used a problem-based learning approach for sensitising primary care doctors with 
the CMDs. A series of one-day workshops were organised, with each workshop 
being attended by about 40 doctors. The participants were divided into groups of 
6–8 each. The workshops were conducted by 3 psychiatrists. Each workshop was 
divided into 3 sessions, one each on anxiety disorders, depression and somatoform 
disorders. Each session comprised of a group task with a case vignette, presentation 
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of the management plan by one of the group members and a brief discussion. Each 
group was given a case vignette along with 5 questions about the case like further 
information required to make a diagnosis, provisional diagnosis, differential diag-
nosis and treatment. Each group made a presentation about their case, key issues 
and its management. Each session included an interactive lecture by a psychiatrist 
followed by discussion. The programme was well received by the participants.

In the recent past, the National Mental Health Programme has taken a number 
of more initiatives by covering more districts in the country, as well as in man-
power development in psychiatry, clinical psychology, psychiatric social work and 
psychiatric nursing. A large number of the tertiary care centres in the country have 
also developed community outreach programmes at the respective centres (Murthy 
2011). All these efforts would be helpful in improving management of CMDs in 
primary care and in reducing the associated burden and disability.

8  Management

The most important component of the management of CMDs is the early recogni-
tion. Since the patients present mostly in the primary care settings, the primary 
care physicians need to be sensitised about early recognition and management of 
the patients with CMDs in their clinical practice. Once diagnosed, the CMDs are 
not difficult to manage. A number of brief self-administered screening question-
naires have been developed in the recent past, as discussed in one of the previous 
sections. Any one of these can be used to screen the primary care attendees, which 
would help in early recognition of the patients with CMDs.

Most of the patients with CMDs can be easily managed at the primary care 
level itself. The management includes psychotherapeutic interventions and medi-
cations. Psychotherapeutic interventions have a crucial role in management. 
In addition, antidepressant and antianxiety medications often need to be used. 
Selective serotonin uptake inhibitors have efficacy against both anxiety as well 
as depressive symptoms and also relieve the associated somatic symptoms. Other 
antidepressants like venlafaxine and tricyclic antidepressants also have efficacy 
against both anxiety as well as depressive symptoms, but these are more often the 
second-line medications. Venlafaxine and tricyclic antidepressants can be used in 
patients who do not respond or are unable to tolerate SSRIs (Chadda 2010, 2011).

Cognitive behaviour therapy (CBT)-based interventions have specifically 
been used in management of CMDs. Efficacy of psychotherapeutic interventions 
in CMDs has been demonstrated in a few Indian studies (Patel et al. 2003, 2010; 
Kushwaha et al. 2013). The interventions include psychoeducation, relaxation 
exercises (simple breathing exercises or progressive muscular relaxation), defocus-
ing from physical symptoms, activity scheduling, distraction and problem solv-
ing. The therapy sessions may be given as individual sessions or in group settings. 
Since the patients often have a focus on physical symptoms, ABC charting (ante-
cedent of symptom or its worsening, contingent behaviour and the consequence) 
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for the symptoms may be used to identify the antecedents to the appearance or 
worsening of symptoms, which can be discussed in the subsequent sessions. Focus 
in the later sessions needs to be on cognitive restructuring by defocusing from 
the physical symptoms, distraction and engagement on pleasurable activities and 
activity scheduling. Patients should be advised to practise the techniques at home 
(Kushwaha et al. 2013). In an 8-week intervention study in patients with soma-
tisation disorder, CBT-based psychotherapeutic intervention in combination with 
fluoxetine brought about significantly more improvement in neuroticism, anxiety, 
depression and disability, compared to the control group which had received sup-
portive therapy along with fluoxetine. The control group had also shown improve-
ment on various parameters.

Vikram Patel and coworkers have done extensive work in the area in commu-
nity settings in Goa, India. In an earlier study, Patel et al. (2003) found fluoxetine 
to be superior to placebo and psychological treatment at 2 months. The differ-
ence in improvement was not sustained in the long term, though the treatment 
was cost effective both at short term as well as long term. The study continued 
for 12 months. Psychological treatment in the study included explanation about 
the treatment and reassurance, breathing exercises for relaxation, treatment for 
specific symptoms like activity scheduling for tiredness or establishing sleep pat-
terns for sleep disturbance and problem solving. The course of therapy lasted for 
3 months. Reasons for lack of response to psychological treatments, as discussed 
by Patel et al., included absence of adequate structure in therapy, the patients’ 
expectations for medications for their symptoms, or the nature of life circum-
stances and problems faced by the patients.

In a later study, the same research group (Patel et al. 2010) found that a trained 
lay counsellor-led psychotherapeutic intervention can lead to an improvement 
in patients with CMDs attending public primary care facilities. A stepped-care 
approach involving a trained lay counsellor or a primary care physician and a 
visiting psychiatrist was used. Interventions included psychoeducation by the lay 
counsellor and antidepressants, or 6 sessions of interpersonal psychotherapy for 
patients with moderate or severe CMDs. Psychoeducation was given to all the 
patients with CMDs and included educating patients about association of their 
symptoms and illness with interpersonal difficulties, teaching them need to share 
the emotional symptoms with their doctor and share the personal difficulties with 
the family members. The patients were also taught breathing exercises for anxiety 
symptoms and scheduling activities for depressive symptoms. The need to adhere 
to treatment was also emphasised.

Thus, antidepressants and a psychological intervention tailored to the needs of 
an individual patient remain the mainstay of management of CMDs. In the pri-
mary care settings in India and other developing countries, feasibility of instituting 
a structured psychological treatment remains difficult. However, antidepressants 
like fluoxetine, which is also included in the national essential drugs list of India 
and many other countries, could be more freely used. The National Mental Health 
Programme of India includes short orientation programmes for doctors and para-
medical workers including nursing professionals. The primary care physicians 
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need to be encouraged to use the principles of psychological methods in their clin-
ical practice and also include the nursing professionals and other health workers 
in management of CMDS, especially in psychological interventions. Nurses and 
other health workers can be trained to administer some of the psychotherapeutic 
interventions like psychoeducation, teaching relaxation techniques and activity 
scheduling.

9  Conclusion

Patients with CMDs have often been ignored both by the physicians and the men-
tal health professionals. The focus of physicians has been on the physical illnesses 
and that of psychiatrists on severe mental illnesses like schizophrenia, bipolar dis-
orders and severe depression. CMDs, besides being common, are associated with 
substantial distress to the patients and disability. CMDs are a major public health 
issue, and it is high time that the mental health professionals as well the health 
policy makers pay due attention to the CMDs.
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1  Introduction

Psychotic disorders such as schizophrenia afflict the young, are highly  disabling, 
rob patients of their most productive years, cause huge suffering and place enor-
mous burden on families and carers. India, with a population of 1.2 billion, 
a national median age of less than 25 years, and only 3,500 psychiatrists, has a 
large pool of undetected and untreated patients with psychotic disorders (between 
7 and 8 million) living mainly in remote rural areas (Saxena and Sharan 2004). 
Evidence-based packages of care for these disorders have been developed and 
piloted for such settings. However, the actual delivery of treatments remains a 
significant challenge and is a global mental health priority (Lamers et al. 2006; 
Sullivan and Ghushchyan 2006; Chisholm et al. 2007; Patel et al. 2008; Saxena 
et al. 2011). The greatest hope for reducing the burden of schizophrenia in India 
comes from identifying and treating psychotic patients early and offering evi-
dence-based interventions. Such cohorts also offer unique opportunities to explore 
the sociocultural and neurobiological influences on outcome of schizophrenia.
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2  Rationale for Early Intervention

The concept of intervening early in psychosis is neither new nor revolutionary; in 
1938, Cameron observed that “the therapeutic results to be obtained [in schizo-
phrenia] are considerably better in patients in whom there is little progression 
towards chronicity” and advocated a public health approach to early detection of 
cases in the community (Cameron 1938). The mid-twentieth century witnessed 
the major service reform of deinstitutionalisation, driven by clinical, sociopolitical 
and financial imperatives. Antipsychotics had engendered therapeutic optimism in 
schizophrenia, the anti-psychiatry movement had revealed a disturbing violation 
of the rights of the incarcerated mentally ill, and funding restraints necessitated 
the development of community-based alternatives, thought to be both cheaper and 
more humane. The focus of these changes was where and how care was delivered, 
rather than the quality and effectiveness of that care (Geller 2000).

Studies in the 1980s (Johnstone et al. 1986; Rabiner et al. 1986) and Wyatt’s 
seminal papers (Wyatt 1991) confirmed the prognostic influence of length of 
untreated psychosis on outcome. In the 1990s, three emerging and interwoven 
strands of evidence supported the case for specialised early intervention (EI) ser-
vices. First, the existence of an early window of opportunity, “the critical period”, 
was postulated on the basis of strong evidence that early trajectory and disability 
were strongly predictive of long-term course and outcome (Wiersma et al. 1998; 
Harrison et al. 2001), and the greatest impact on the illness might be made dur-
ing this period of neuronal and psychosocial plasticity (Birchwood et al. 1998). 
Second, the association between longer periods of untreated psychosis and poorer 
outcomes became firmly established (Marshall et al. 2005; Perkins et al. 2005). 
Third, it became clear that even well-resourced community services were not meet-
ing the needs of young people in their first psychotic episode and had not improved 
their outcomes (Singh et al. 2000, 2003). Politically, an important lever for change 
was pressure from service users and their carers determined to tackle the “scandal 
of delays in care” for young people with emerging psychosis (Rethink 2002).

This chapter reviews the rationale for early intervention, describes the range of 
early interventions, summarises their evidence base and considers clinical and pol-
icy implications of implementing early intervention strategies in an Indian context.

3  Duration of Untreated Psychosis (DUP) and Outcome

DUP refers to the time period between the emergence of psychotic symptoms 
and the commencement of adequate treatment. Since frank psychotic symptoms 
are usually preceded by non-psychotic symptoms and behavioural changes, DUP 
is distinguished from duration of untreated illness (DUI), which is the period 
between the start of the “prodrome” and the commencement of treatment. The 
conceptual, clinical and methodological problems in ascertaining DUP and DUI 
have been well documented (McGorry 2000; Norman et al. 2001; Singh et al. 
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2005; Malla et al. 2011). Several structured instruments and methods have been 
proposed for measuring DUP and are routinely used in clinical and research set-
tings (Hafner et al. 1992; Singh et al. 2005; Singh 2007; Large et al. 2008).

Two systematic reviews have explored the relationship between DUP and out-
comes in psychosis. Marshall et al. (2005) reviewed 26 first-episode studies to find 
that while baseline presentation in first-episode studies was not poorer in those 
with longer DUP, there was a significant correlation between DUP and outcome at 
6 months (for all symptoms and overall functioning), 12 months (for symptoms, 
functioning and quality of life) and 24 months (for positive symptoms, functioning 
and quality of life). The association between DUP and positive symptoms at follow-
up was significant even after controlling for pre-morbid functioning. In a review of 
43 studies, Perkins et al. (2005) found an association between shorter DUP and bet-
ter antipsychotic treatment response as measured on psychopathology, positive and 
negative symptom severity, and global functioning. Both reviews concluded that 
there was convincing evidence of an association between DUP and outcome follow-
ing treatment. However, several questions remain. The relationship between DUP 
and outcome is not linear (longer the DUP, poorer the outcome), but is there a criti-
cal cut-off beyond which longer DUP predicts poorer outcome? Is DUP confounded 
by pre-morbid and illness-related variables? Is DUP neurotoxic? Is reducing DUP at 
a population level a worthwhile public mental health strategy? (Verdoux et al. 2001; 
Friis et al. 2004; Killackey et al. 2007; Singh 2007; Malla et al. 2011).

4  DUP in the Resource-Poor Settings

Early intervention services (EISs) exist mainly in the developed world and are the 
source of the bulk of DUP data (Chiliza et al. 2012). A review of 11 studies from 
eight low- and middle-income (LAMI) countries including India, Mexico, Poland, 
China, Turkey, Brazil, South Africa and Indonesia found that longer DUP was 
associated with lower treatment response in these settings (Farooq et al. 2009a, b). 
Given the paucity of mental health services in LAMI, it is reasonable to anticipate 
that those coming into psychiatric care will have long DUP. Average mean DUP is 
indeed longer in countries with lower gross domestic product in the LAMI. DUP 
is reduced by 6 weeks for each US$1,000 GDP purchasing power increase (Large 
et al. 2008). However, this relationship between DUP reduction and rising GDP 
does not hold true for high-income countries. A study of untreated patients from 
Chennai, South India (Tirupati et al. 2004), found that treatment response is evi-
dent even in cases with DUP longer than 15 years. In this study, a DUP of less 
than 5 years predicted good clinical but not occupational outcome.

Recent studies from LAMI suggest that the relationship between DUP, service 
availability, economic development and outcomes is complex. In Pakistan, Naqvi et al. 
(2009) reported a mean DUP of 64 weeks in a cohort of patients with schizophrenia. 
Most patients had a psychiatric contact as their first help-seeking encounter, highlight-
ing the scarcity of primary care or community-based services in the study area. Since 
this was not an epidemiologically ascertained cohort, it is difficult to draw conclusions 
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about undetected and untreated patients in the base population. In Sao Paulo Brazil, 
Oliveira et al. recruited an epidemiological cohort of first-episode psychosis (FEP) 
(n = 200) and found a very short DUP (median 4.1 weeks), with longer DUP length 
associated with patients living alone. A South African study of first hospitalisation 
patients found an association between longer DUP and spiritual/traditional attributions 
for psychosis causation and help-seeking through traditional healers (Burns et al. 2011).

5  The Range of Early Interventions

Some of the controversy surrounding early intervention is generated by the dif-
ferent ways in which the term “early intervention” is used. It can mean improving 
outcomes in established cases of psychosis by facilitating and consolidating recov-
ery, detecting hidden morbidity in the community by identifying untreated cases or 
preventing the emergence of psychosis through pre-psychotic interventions. These 
are different aims, requiring different service models and strategies, and have dif-
fering levels of supporting evidence.

6  Prodromal Interventions

Preventing psychosis by intervening in the prodrome remains ethically contentious 
and clinically challenging, given the non-specificity of prodromal symptoms and 
their low predictive power in identifying cases that will make a transition to psy-
chosis. Table 1 summarises the potential benefits and pitfalls of pre-psychotic and 
prodromal interventions, as articulated by proponents from both sides of the debate 
(McGorry 1998; Yung et al. 1998; Warner 2002, 2005; McGorry et al. 2003). In the 
absence of markers of true prodrome, it is unclear whether the risks of mislabelling 
and inappropriately treating the “false positives” outweigh the potential benefits of 
preventing the illness in the “true positives”. McGlashan et al. (2001) considers our 
knowledge in the area to be in “equipoise”, i.e. genuine uncertainty, justifying clini-
cal intervention but demanding greater research in the efficacy of such interventions.

Table 1  Pros and cons of prodromal interventions

Against intervention For intervention

No good screening tests Help-seeking, symptomatic population with 
dysfunction and disability

No effective preventive strategy Targeted rather than universal screening/treatment

Unnecessary treatment of acute and 
transient psychoses and “false positives”

Safe and efficacious treatments available

Unnecessary stigmatisation Challenging stigma is part of the solution, not the 
problem

Research samples are highly selected Help-seeking groups with prodromal presentation 
come to clinical services
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Correll et al. (2010) reviewed seven randomised trials (a total of 603 “at-risk” 
individuals), three of which were placebo controlled. Many interventions were used 
including antipsychotics alone, antipsychotics with CBT, CBT alone and omega 3 
fatty acids. Of these, five showed reduced transition rates with CBT (Bechdolf et al. 
2004; Morrison et al. 2004); amisulpride (Ruhrmann et al. 2008); ethyl EPA (Berger 
et al. 2008); and risperidone plus CBT (McGorry et al. 2002). One negative study had 
a very high dropout, but trend favouring olanzapine (McGlashan et al. 2006). A second 
negative study had very low transition rates in both groups (Yung et al. 2008). Lower 
rates of transition ion the active treatment group last only as long as patient receive 
active treatment; on stopping active treatment, intervention arm patients catch up 
with control arm in transition rates, with the exception of one study of omega 3 fatty 
acids (Ethyl EPA). However, this last finding has as yet not been replicated. Another 
review and meta-analysis of “at-risk” studies concluded that while the benefits for any 
specific intervention have not been robustly proven, there is tentative evidence that it 
might be possible to delay or prevent transition to psychosis (Stafford et al. 2013).

Correll et al. (2010) also reviewed specific risk markers such as neuroanatomi-
cal abnormalities and cognitive dysfunction predating the emergence of frank 
psychotic symptoms and concluded that currently valid markers of true psychosis 
remain unknown. It is unclear whether the risks of mislabelling and inappropri-
ately treating the “false positives” outweigh the potential benefits of preventing the 
illness in the “true positives”. McGlashan et al. (2001) consider our knowledge of 
the value of treating the prodrome to be in a state of equipoise or genuine uncer-
tainty, justifying needs-based clinical intervention but demanding greater research 
in the efficacy of such interventions.

7  Early Detection in the Community

In mental health, the routes of access to care are diverse and varied. Patients with 
FEP access care through a number of agencies, including social services and 
the criminal justice systems (Singh and Grange 2006). There have been some 
attempts at developing and evaluating early detection strategies for FEP with mixed 
results. The first comprehensive trial was the Scandinavian TIPS study which 
ran over 4 years in four health sectors in Norway and Denmark (Friis et al. 2005; 
Johannessen et al. 2005; Melle et al. 2005). Both the intervention and control area 
had similar specialised EISs. In addition, in the intervention arm, GPs and other 
health professionals were trained face-to-face, schools visited for providing infor-
mation on psychosis to students, teachers and counsellors, and general public edu-
cated about psychosis and help-seeking through information leaflets and a media 
campaign. TIPS also conducted a historical comparison with DUP data prior to the 
development of early detection services. Despite a short median DUP in the con-
trol area, the TIPS trial found significant further reduction in DUP in the interven-
tion arm. Patients from early detection sectors presented with less severe psychotic 
symptoms and milder functional deficits prior to treatment initiation. Early detected 
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cases had significantly less suicidal ideation and suicidal attempts at baseline. TIPS 
is the first large and comprehensive study to show that a community’s median DUP 
can be significantly reduced with clinical advantages both at intake and at follow-up.

Lloyd-Evans et al. (2011) conducted a systematic review of 11 studies which 
used eight early detection initiatives. They found that general practitioner education 
campaigns and dedicated EISs do not reduce DUP or increase the number of patients 
seeking help for psychotic disorders. Multi-focus initiatives such as a mixture of 
public education campaigns combined with ease of access to care had better, but still 
mixed results. The authors concluded that the most promising evidence was for iden-
tifying hidden cases in the community via intensive public awareness campaigns.

Facilitating recovery in first-episode psychosis: There is now considerable evi-
dence from EISs around the world that effective and assertive intervention in first-
episode psychosis improves short- and medium-term outcomes. Besides several 
naturalistic studies, there have been 12 trials comparing specialised EISs with stand-
ard care from Denmark, Spain, Australia, UK, Holland, USA and China. Of these, the 
OPUS study from Denmark (Nordentoft et al. 2006; Bertelsen et al. 2007, 2008) is the 
largest (sample size 547), and also the one of two with a 5-year follow-up, the other 
being the LEO trial (Craig et al. 2004). In the OPUS study, participants received inte-
grated care consisting of high-fidelity assertive community treatment supplemented 
by behavioural family therapy and social skills training. Standard care consisted of 
care at a community mental health centre. At 2 years, participants receiving specialist 
EIS care had better clinical outcomes, including better symptom control and function-
ing and reduced hospitalisation. After 2 years of specialist input, all patients in the 
trial received standard care and were followed up for further 3 years. At the five-year 
follow-up, there were no differences between the two groups on clinical outcomes 
although the EIS-treated group were more likely to be living independently. Similarly, 
the LEO trial in the UK showed that specialised EIS was better than a generic com-
munity team in improving short-term outcomes in FEP (Craig et al. 2004).

Specialised teams also appear to be cost-effective. McCrone and Knapp (2007) 
conducted Markov modelling to compare costs between specialist and generic 
team care for FEP and found that specialist teams incurred lower costs, primarily 
due to lower hospitalisation and readmission rates. Similar cost savings have been 
demonstrated from Danish, Swedish and Italian studies (Valmaggia et al. 2009).

Overall, trials confirm that FEP patients treated under specialist EIS teams 
have better outcomes than standard care. However, the effect of specialist care 
lasts only as long as the early intervention approach is maintained. Like the OPUS 
5-year results, findings from longer follow-up of LEO sample also showed loss 
of early intervention gains when patients were discharged back to standard care 
(Gafoor et al. 2010). It appears therefore that once the EI “grip is relaxed”, clini-
cal gains are lost; interventions are therefore effective only as long as actively 
implemented. This suggests that the heterogeneous trajectories of early psycho-
sis require differentiation, with EI provision being tailor-made for longer periods 
for those with poorer early outcomes. EIS is a complex intervention with several 
interacting components, and we are yet to determine the active “therapeutic ingre-
dients” within EIS and how these are exerting their effect (Singh 2010).
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8  Early Intervention in the Indian Context

Many patients with emerging psychosis in India receive little or no treatment, with 
major barriers to access and availability of care and the economic impediments espe-
cially for the remote and rural population groups. It is hard to justify setting up pro-
dromal services in such a context, given the limited evidence for such interventions 
and the clinical, resource and policy imperative of prioritising care for those already 
ill over those who may become ill in the future. Detection of all, not just first-epi-
sode, untreated cases in the community is, however, a public mental health priority. 
Treating these cases effectively in the first episode and preventing relapse must be 
another key priority demanding urgent action. In countries such as India, schizophre-
nia is the sixth leading cause of years lost due to disability (DALYs), higher than iron 
deficiency anaemia, and only slightly less than cataract. The goal of an integrated 
approach to meeting the challenge of untreated psychosis should combine a pub-
lic awareness programme particularly dealing with stigma and lack of awareness of 
treatment options, training primary care workers and general practitioners identifying 
cases and using the emerging power of the Internet and the voluntary sector in India.

Farooq et al. (2009a, b), Farooq (2013) have argued for a public health 
approach to psychosis similar to those being applied for infectious and non-com-
municable diseases. This would require public education campaigns with particu-
lar focus on traditional healers and care provision through a network of primary 
care workers and social welfare organisations. Such an approach is being used by 
non-profit organisation such as Schizophrenia Research Foundation (SCARF) in 
Chennai, which is providing early intervention programmes with emerging evi-
dence of success (Rangaswamy et al. 2012). Telepsychiatry is another promising 
innovation which can allow clinician access to remote areas overcoming the obsta-
cles of time and travel and using mobile connectedness of rural India to consider-
able advantage (Thara et al. 2008; Thara 2012; Malhotra et al. 2013; Thara and 
Sujit 2013). Widespread adoption of these innovative models will depend upon 
policy makers prioritising mental health care and integrating mental health pro-
vision into general health care delivery especially in rural and remote areas. In 
the West, user voice was eventually heard after a sustained campaign by carers, 
voluntary organisations and concerned clinicians. The emerging economic power 
of India should not leave behind among the most vulnerable of its citizens, the 
untreated psychotic patients languishing in the community.
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1  Introduction

The acute and brief psychotic states present with florid psychotic symptoms of a 
sudden or acute onset. However, once the acute episode has remitted, the premorbid 
level of functioning is reached again, and the personality reappears basically intact. 
Thus, these disorders seem to contradict the traditional notion of severe mental dis-
order as a systematically progressive disease that frequently ends in the weakening 
or destruction of mental faculties (Ackerknecht 1968). This apparent paradox has 
made brief and acute psychoses a controversial, but highly stimulating area in the 
study of functional psychoses for more than 150 years.

The International Classification of Mental and Behavioural Disorders, tenth 
revision (ICD-10) in 1992, has brought together several clinical concepts such as 
the bouffée délirante, cycloid psychosis, the reactive psychosis and schizophreni-
form psychoses under the broad rubric of acute and transient psychosis (F23).

However, the ICD-10 (World Health Organisation 1992) states that ‘The limited 
data and clinical traditions… do not give rise to concepts that can be clearly defined 
and separated from each other…. The nomenclature of these acute disorders is as 
uncertain as their nosological status’.
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2  Evolution of Concept

In the present diagnostic systems, acute psychotic states are allocated to acute and 
transient psychotic disorders (ATPD, F23) in ICD-10 (World Health Organisation 
1992) and to brief psychotic disorder (BPD) in the Diagnostic and Statistical 
Manual of Mental disorders, fourth edition (DSM-IV; APA, 1994). Although the 
operational criteria are new, the descriptions involved show the traces of a long 
and divergent history of the concept of brief and acute psychoses. In fact, different 
psychiatric schools, often of a regional or national character, have provided con-
cepts for transient psychotic states.

Descriptions of acute psychosis as a condition characterised by short duration, 
often having an intensive or even dramatic symptomatology, but with full remis-
sion, can be traced back to middle of the nineteenth century.

Researchers of all periods have been faced by three major issues with regard to 
the concept and definition of ATPD:

(1) ATPD has to be accommodated in the respective nosological system
(2) Diagnostic criteria have to be assigned to delineate these from other psychotic 

disorders
(3) Need for aetiological explanation for the coexistence of severe disturbance 

and good prognosis

3  Concepts of Acute and Polymorphous Psychoses—Past 
and Present

3.1  From Kahlbaum to Kraepelin

Numerous authors have described psychotic states of a transient or periodic nature 
during the history of psychiatry, even if they did not allocate them to a specific diag-
nostic category as manifestations of an ongoing disease process passing through 
several stages (Berrios and Porter 1995). Ludwig Kahlbaum (1828–1899) in his 
influential work Die GruppirungpsychischerKrankheiten (1863) conceived psychotic 
disorders in their typical forms (‘vesania typica’). Although a number of varieties of 
‘vesania typica’ were possible, they had in common the postulated  disease process 
of a progressive nature. There were also disorders, however, in which a psychotic 
syndrome appeared—often in a severe form—but then remitted without showing the 
typical sequence of disease states and without leaving a lasting alteration.

Kahlbaum used the term ‘dysphrenia’ to denote these disorders, which he 
believed were not the direct expressions of a typical progressive disease  process. 
Rather, he presumed that some different process, e.g. of epileptic, sexual or 
rheumatic nature, must have elicited the expression of the syndrome. Thus, the 
 provoking process would stimulate the immediate pathological process ‘without 
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leaving a lasting alteration in the elements that serve its expression’ (Kahlbaum 
1863). It is noteworthy that Kahlbaum’s concept of dysphrenia connected three 
elements that were to be found again in later concepts of brief and acute psycho-
ses: an atypical (non-progressive) course, a mixed or impure symptomatic picture 
and the supposition of some provoking aetiological principle, e.g. an epileptic, 
sexual or rheumatic process.

During the same time in around 1878, German psychiatrist, Karl Westphal, 
described paranoia acuta—an acute form of paranoia with an outburst of percep-
tual hallucinations, consisting mostly of hallucinatory voices and delusions, with 
clouding of consciousness. In 1890, Meynert repeated the clinical description but 
named the condition amentia.

While Kahlbaum’s classification of mental disorders did not succeed and 
concept of Westphal and Meynert did not have an impact on the world either, it 
was the approach of Emil Kraepelin (1856–1926) that dominated psychiatry in 
the twentieth century. This fact was of crucial significance for later concepts of 
brief and acute psychoses, since Kraepelin’s notion of dementia praecox with its 
emphasis on a deleterious outcome cannot readily be reconciled with the existence 
of acute psychoses of good prognosis. The early editions of his textbook already 
contain the vivid description of a severe psychotic state, developing in 2–3 days, 
characterised by vivid hallucinations, delusions and changing mood, and remitting 
after a number of weeks or months. These difficulties persisted despite the fact 
that Kraepelin himself, in his later years, was somewhat less dogmatic about psy-
chiatric classification. In 1899, Kraepelin included all the endogenous and func-
tional psychosis under dementia praecox and all manic and melancholic periodic 
disorders in a single-group manic–depressive insanity with no place between these 
two diagnostic categories.

However, if we think on this dichotomy currently, we may argue that nature 
does not take leaps; there are always overlaps, bridges or something else in 
between. But why should the psyche take leaps?

In 1920, Kraepelin, in his paper ‘The manifestations of types of insanity’, 
wrote:

No experienced psychiatrist will deny that there are an alarmingly large number of cases 
in which, despite the most careful observation, it seems impossible to arrive at a reliable 
diagnosis. We therefore will have to get used to the fact that the symptoms we have used 
so far are not sufficient to always reliably distinguish between manic–depressive insanity 
and dementia praecox, but that there are overlaps based on the origin of these symptoms 
from given preconditions

However, he still adhered to the notion of two separate disease processes, one of 
these destructive (schizophrenic) and another one completely balanced (manic–
depressive). Thus, although Kraepelin did not abandon his concept of two opposing 
disease processes, he admitted the existence of phenomenological pictures that could 
not be grouped unambiguously with either disease.

In 1911, Bleuler replaced the single disease dementia praecox by the concept of 
a group of schizophrenias of various clinical forms. He noticed that schizophrenia 
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often began with an acute excitatory episode lasting from a few hours to a few 
years. He described a wide variation of outcome of acute forms of psychosis, but 
he separated acute schizophrenias from simple schizophrenia as he believed that 
acute forms did not necessarily end in deterioration. However, the problem of 
brief, good prognosis psychosis was not solved.

However, in several countries around the world, such as in Germany, France, 
Scandinavia and Japan, forms of psychoses were described that defied Emil 
Kraepelin’s dichotomic system, as well as Eugen Bleuler’s conception of schiz-
ophrenia. These were the concepts of bouffeė dėlirante (Valentin 1886); motility 
psychosis (Wernicke 1894); cycloid disorder (Kleist 1929); reactive psychosis 
(Jaspers 1963); psychogenic psychoses (Wimmer 1816; Langfeldt 1937); acute 
schizoaffective psychosis (Kasanin 1933); Schizophreniform psychosis (Langfeldt 
1937); hysterical psychosis (Hollender and Hirsch 1964); and atypical psychoses 
(Mitsuda 1965). There were also concepts of remitting schizophrenia; good prog-
nosis schizophrenia; acute psychotic reaction; acute primitive psychosis; acute 
paranoid psychosis; transient psychosis; acute psychotic reaction; acute psychosis 
of uncertain origin; hysterical psychosis; acute psychosis without antecedent; and 
acute schizophrenic episode. These descriptions led to the possibility of a ‘third 
psychosis’ apart from schizophrenia and manic–depressive psychosis. A brief 
account of some of these descriptive forms can help clarify the basic elements of 
such disorders.

4  Historical Roots of ATPD

(a) Bouffée délirante
 For more than 100 years, ‘bouffée délirante’ has been one of the most emi-

nent and influential diagnostic concepts in French psychiatry. It was created by 
Valentin (Valentin 1886) Magnan (1835–1916), the eminence grise of French 
psychiatry (Shorter 1997) and one of the most important French nosologists in 
the pre-Kraepelinian era. Magnan worked at the Paris mental hospital Sainte-
Anne. He devoted much of his professional interest to the study and propaga-
tion of the idea of ‘degeneration’, introduced by Bénédict-Augustin Morel in 
1857. The concept of degeneration combined three assumptions that (1) a num-
ber of psychiatric disorders and deficits originate from a common disposition 
or diathesis (the degenerate state) which is partly hereditary in nature, (2) this 
disposition can be recognised by somatic and psychological abnormalities (the 
degenerate ‘stigmata’), and (3) the related conditions progressively deteriorate 
as the degenerate diathesis is passed from generation to generation.

 Core features of ‘bouffée délirante’ include a sudden onset of delusional ideas 
and the rapid evolution of an intense symptomatology, conferring differ-
ent and often changing contents, for example megalomania, persecution and 
hypochondriasis (Magnan 1893). Complete remission usually followed after a 
short time (Pichot 1986).
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 According to Magnan, in the ‘degenerates’, psychosis manifested itself 
through the imbalance of constitutionally labile nervous centres, some irri-
tated and some weakened. In this theoretical framework, bouffée délirante, 
among other acute psychoses, displays a level of destructuration, intermediate 
to manic–depressive illness and schizophrenia, hallmarks of which are oner-
oid phenomena. It is this intermediate level of disturbance that explains the 
benign prognosis of the bouffée délirante. Bouffée délirante has its firm place 
in French psychiatry, documented by its inclusion in the national classification 
system INSERM (1969) and the formulation of operational criteria by Pull 
and colleagues (Pull et al. 1984, 1987).

(b) Cycloid psychoses
 The concept of cycloid psychosis is closely connected to the ‘Wernicke–

Kleist–Leonhard school of psychiatry’. Carl Wernicke (Wernicke 1894) 
(1848–1905) gave vivid clinical descriptions of ‘anxiety psychosis’ and 
‘motility psychosis’ which he conceived as transient psychotic disorders of 
generally good prognosis (Wernicke 1900). Anxiety psychosis is dominated 
by anxious affect, leading to other symptoms including psychotic—often par-
anoid—phenomena. Motility psychosis shows all kinds of motor symptoms 
and was divided into hyperkinetic, akinetic and mixed (‘complete’) forms. 
Wernicke’s main concern was to base his classification of mental disorders 
on pathogenetic hypotheses formulated in terms of the dysfunction of specific 
brain systems, not on prognosis or aetiology. Wernicke’s pupil, Karl Kleist, 
later coined the term ‘cycloid psychoses’ (Kleist 1924, 1929), which in its 
original formulation comprised motility psychosis and confusional psychosis.

 Cycloid psychoses ‘manifest themselves in multiple phases during life, come 
and go in an autochthonous way, often show antagonistic syndromes—confu-
sion and stupor, hyperkinesis and akinesis—and do not lead to mental defects’ 
(Kleist 1928).

(c) Reactive psychoses
 At the beginning of the twentieth century, several authors described acute 

psychotic states arising in severely stressful situations such as imprisonment 
or combat (Kleist 1918; Siefert 1907; Wilmanns 1908). In his Allgemeine 
Psychopathologie, Jaspers (1963, 1965) determined three conditions, under 
which a psychopathological state can be recognised as ‘reactive’:

(1) an adequate precipitating event in close temporal relationship with the 
reactive state

(2) a comprehensible connection between the content of the event and that of 
the abnormal reaction

(3) resolution of the abnormality with the course of time or, especially, with 
the cessation of the primary cause

 The concept of reactive/psychogenic psychoses proved particularly popular in 
Scandinavian countries. Wimmer (1916) professor of psychiatry at the University 
of Copenhagen, in his work, ‘psychogenic forms of mental disorders’, attempted 
to draw together under a single entity to a variety of psychotic disorders in which 
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psychogenic factors or emotional stress played an important role. Wimmer gave 
concept of psychogenic psychosis. He emphasised the fact that it is not only that 
psychosis develops in association with an emotional trauma, but also the course 
and symptomatology reflect the trauma. Wimmer (1816) published a monograph 
on psychogenic psychoses in 1916. He wrote:

As psychogenic psychoses we designate . . . the various, clinically independent psychoses, 
the main features of which is that they – usually on a (definite) predisposed foundation – 
are caused by mental agents (‘mental traumata’), and in such a way that these pathemata 
determine the point in time of the start of the psychosis, the fluctuations (remissions, inter-
missions, exacerbations) of the disease, very often also its cessation. Likewise the form 
and the content of the psychosis are, more or less directly and completely (‘comprehen-
sibly’), determined by the precipitating mental factors. To these criteria can, finally, be 
added the predominant tendency of these disorders to recovery and, more specifically, that 
they never end in deterioration.

 Later, the term ‘reactive’ was used interchangeably with ‘psychogenic’, and 
finally, ‘reactive’ was preferred because it conveyed fewer theoretical assump-
tions. The phenomenology of reactive psychoses, as the diagnosis is applied, 
covers a broad spectrum ranging from psychogenic twilight states to depres-
sive symptoms to chronic delusional development.

 Kasanin (1933) described this group to be suffering from schizoaffective psycho-
sis, which are characterised by sudden onset, generally preceded by severe men-
tal stress in the setting of marked emotional turmoil, followed by good recovery.

 Patients originally diagnosed by Wimmer as having psychogenic psychosis 
were followed up by Faergeman (1946, 1963) 15–25 years after their index 
admission. He reported that 50 % of patients could be considered confirmed 
cases of psychogenic psychosis and pointed towards the need for recognising 
these as separate groups of disorders, which were quite different from schizo-
phrenia and affective psychosis.

 The findings of Faergeman partly concurred with those of the Langfeldt 
(1937), who tried to differentiate ‘true schizophrenia’ from ‘schizophreniform 
states’ (Langfeldt 1939). He did not assume the schizophreniform psychoses to 
be a distinct diagnostic entity, but rather an aetiologically heterogeneous group. 
Langfeldt (1937) coined the term ‘schizophreniform’ psychosis to define a 
group of psychosis disorders in which symptoms subsided spontaneously and 
had a good prognosis.

(d) Schizophreniform disorder (SFD)
 The concept of SFD was given by Langfeldt in 1937.
 The characteristics of this group were as follows:

•	 Sudden onset
•	 Associated mood symptoms
•	 Clouding of consciousness
•	 Benign course

 Forty years later, this disorder was officially included in DSM-III under psy-
chosis NOS and was maintained with little change in DSM-IV-TR.
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 Kendler (1980) suggested that SFD belongs within the ‘schizophrenia spec-
trum’. Changes from DSM-III to DSM-III-R regarding the schizophreniform 
category include the stipulations that the clinical picture must not meet the cri-
teria for brief reactive psychosis and that there is no evidence that an organic 
factor initiated and maintained the illness.

 DSM-III-R includes a subcategory of good prognostic features, which includes 
at least two of the following:
(1) Onset of prominent psychotic symptoms within 4 weeks of first notice-

able change in usual behaviour or functioning
(2) Confusion, disorientation or perplexity at the height of the psychotic episode
(3) Good premorbid social and occupational functioning
(4) Absence of blunted or flat affect

The centrality of symptom duration as a change from DSM-III to DSM-III-R 
regarding the schizophreniform category includes the stipulations that the 
clinical picture must not meet the criteria for brief reactive psychosis and that 
there is no evidence that an organic factor initiated and maintained the illness.

(e) Hysterical psychosis
Hollander and Hirsch (1964) described hysterical psychosis as an illness, 
which begins suddenly and dramatically, temporally related to stressful 
event and recedes as suddenly and as dramatically as it had begun. They also 
emphasised the importance of patients with histrionic personality premorbidly 
would usually tend to develop this illness.
The features of hysterical psychosis are as under:

•	 Sudden onset
•	 Onset related to an event which is profoundly upsetting
•	 Manifestations in form of delusions, hallucinations, depersonalisation or 

grossly unnatural behaviour
•	 Affectivity not usually altered; it is usually in direction of volatility and not 

flattening
•	 Disorder is generally circumscribed and transient
•	 Acute episode, seldom lasts longer than 1–3 weeks
•	 Psychosis recedes as dramatically as it began, leaving practically no residue
•	 Second and third episodes may occur
•	 Common in those with hysterical personality and in women
•	 Hysterical psychosis is the end point on a continuum beginning from hys-

terical character
 Langness (1967) found that hysterical psychosis occurs in males and females 

related to culturally defined stressful events and is transient. He also found that 
behaviour during the attack is stereotyped and is shaped and directed by the 
particular event. On similar note, Martin (1971) considered that hysterical psy-
chosis was a type of coping mechanism used when all other mechanisms fail.

 Mallett and Gold (1964) described a similar clinical entity as pseudo-schizo-
phrenic hysterical syndrome, which primarily involved woman with history of 
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superficial object relations, multiple somatic complaints, moderate to severe 
depression associated with loneliness, emptiness and moderate to severe social 
and sexual dysfunction.

(f) Atypical psychoses
 The term ‘atypical psychoses’ has been used by many authors to characterise 

various conditions not fitting the classical Kraepelinian dichotomy. In DSM-III 
and DSM-III-R, ‘atypical psychoses’ were employed as a synonym for the resid-
ual category of psychotic disorders not otherwise specified, including, for exam-
ple, post-partum psychoses not fulfilling the criteria of any other psychotic or 
organic disorder, psychoses failing to meet the duration criteria of a specific dis-
order and psychoses with unclear or unusual clinical symptoms that could not be 
classified elsewhere. However, ‘atypical psychosis’ has most consistently been 
used as a diagnostic entity in Japanese psychiatry. Its founder was Hisatoshi 
Mitsuda, who first published on the topic in 1941. According to Mitsuda (1965), 
the clinical picture is characterised by a kaleidoscopic appearance and rapid 
fluctuation. At the initial stage, emotional disturbances are frequent, followed by 
confusional or oneroid states, hallucinations and delusions. Some impairment or 
clouding of consciousness is often found. The clinical course of ‘atypical’ psy-
chosis is, in most cases, episodic or periodic, and the prognosis is presumed to 
be usually favourable. Complete remission is not obligatory, however, and the 
development of a defect syndrome has been found in a proportion of patients 
(Hatotani 1996; Kimura et al. 1980). Still, the differentiation of atypical psycho-
sis from schizophrenia has been a major concern for most authors involved.

 It was apparent that the historical concepts of acute psychotic states often con-
tain aetiological assumptions, each of a very specific nature but with quite dif-
ferent implications. These assumptions reflect the preferences of their times as 
well as the underlying ideas of the respective psychiatric schools. A psycho-
genic or (later the preferred term) reactive aetiology of psychotic states can be 
traced back to the writings of Jaspers, but appeared most convincing to psychi-
atrists in northern Europe. From there, the notion of reactive psychoses influ-
enced American psychiatry, including DSM-III. A related tradition stressed 
the aetiological significance of an emotionally vulnerable personality in con-
junction with specific triggering experiences. In apparent contrast, a number 
of authors have always postulated a close connection between brief and acute 
psychoses and organic abnormalities such as epilepsy or metabolic distur-
bances. The coexistence of reactive and organic hypotheses can be observed, 
even in recent publications: both fever and acute stress have been suggested as 
aetiological factors in acute brief psychoses in India (Malhotra et al. 1998).

Thus, to summarise, it may be concluded that Kahlbaum and Kraepelin set the 
stage on which brief and acute psychoses appeared ‘atypical’. The concept of 
‘bouffée délirante’, cycloid psychoses, reactive (psychogenic) psychoses and atyp-
ical psychoses has provided diverging, but interrelated ways to delineate brief and 
acute psychoses and to determine their nosological status.
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When all these entities were evaluated, it was found that they had following 
common features:

1. Acute or sudden onset
2. Variable and unstable symptomatology
3. Associated anxiety
4. Affective symptoms, most commonly fear
5. Clear relation with a stressor
6. Good premorbid adjustment
7. Rapid and complete recovery

There was further evidence emerging from the WHO multi-centre collaborative 
studies such as International Pilot study of Schizophrenia (IPSS), determinants of 
outcome of severe mental health disorders (DOSMeD) and cross-cultural study of 
acute psychosis (CAP), which supported the notion of non-affective, non-schizo-
phrenic, acute psychotic states occurring in significant proportion of cases of func-
tional psychosis.

5  International Pilot Study of Schizophrenia  
(IPSS 1968–1970)

This international multi-centric study was initiated in 1965. This was a nine-country 
study on schizophrenia funded by World Health Organisation (1973). It was a pro-
spective follow-up study, in which cases were selected through a series of screen-
ing procedures and examined with standard instruments. Nine field research centres 
selected were Aarhus (Denmark), Agra (India), Cali (Columbia), Ibadan (Nigeria), 
London (UK), Moscow (USSR), Taipei (Taiwan), Washington (USA) and Prague 
(Czechoslovakia). In this study, patients between 15 and 44 years of age with his-
tory of defined symptoms indicative of mental disorder with duration less than 
5 years were included.

The aims of study were as follows:

1. Whether schizophrenia existed in different parts of world?
2. What were common/differing clinical presentations?
3. What was course and outcome among different cultures?

In this study, 1,202 patients were recruited and followed up at 1 year, 2 years and 
5 years.

The major conclusions of the study were as follows:

•	 The study demonstrated that it was possible to carry out a large-scale interna-
tional psychiatric study involving the psychiatrists and mental health workers 
from different cultures and socio-economic background.

•	 Similar groups of patients with schizophrenia were identified from all the coun-
tries involved in study.
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•	 It was also noted that there was a great variability in the course and outcome of 
schizophrenia.

•	 More than half of the patients were in best outcome group.
•	 Twenty-six percentage of subjects with schizophrenia had good outcome and 

had only one episode.
•	 Developing countries had better course and outcome than developed countries. 

Best course was seen in patients from Ibadan, followed by patients from Agra. 
However, Aarhus patients had worst course and outcome.

•	 From different centres, it was found that insidious onset; marital status of wid-
owhood, divorced or separated; social isolation; long duration of episode; and 
past history of psychiatric treatment were predictors of poor outcome.

•	 It was hypothesised that culture has an important effect on course and outcome 
of schizophrenia and that social variables have a greater predictive importance 
in terms of prognosis than symptomatic variables.

 The results obtained from IPSS study paved the way for further studies on 
schizophrenia.

6  Determinants of Outcome of Severe Mental Health 
Disorders (DOSMeD; 1978–1980)

This study (Sartorius et al. 1986) was designed in late 1970s to further investigate 
some of the findings of the IPSS. It was planned that a more representative sam-
ple of patients with schizophrenia at the initial stages of illness would be studied. 
In this, new cases of schizophrenia occurring over a specified time period were 
included. Twelve centres in ten countries were included in the study, and they 
were Aarhus (Denmark); Agra and Chandigarh (India); Cali (Columbia); Dublin 
(Ireland); Honolulu and Rochester (USA); Ibadan (Nigeria); Moscow (USSR); 
Nagasaki (Japan); Nottingham (UK); and Prague (Czechoslovakia). Some of these 
centres had earlier also participated in the IPSS study. The main aim of the study 
was to assess the incidence of schizophrenia in different cultures and to provide 
definite evidence about course and outcome of schizophrenia in the different parts 
of world. In this study, all cases of first-onset psychosis within a specified catch-
ment area and specified age range were taken.

The main findings of the study were as follows:

1. Incidence of schizophrenia: Incidence differed from ‘broadly defined’ schizo-
phrenia (including reactive and unspecified psychosis, as per ICD-9)(1.5–4.2/
lac/year) and ‘narrowly defined’ schizophrenia (CATEGO S + SFRS)(0.7/lac/
year). Broadly defined schizophrenia included a group of acute onset reactive 
and unspecified psychosis.

2. It was also found that the peak of incidence of broadly defined schizophrenic con-
ditions in males was at 24 years in majority of centres. The peak age of incidence 
in males was at 20–24 years, but in females, it shifted towards onset at older age.
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3. Morbid risk of schizophrenia was found around 0.53 % in Honolulu, about 
1.74 % in rural Chandigarh for broad diagnosis of schizophrenia.

4. There was a group of patients who had non-affective psychosis, which remit-
ted completely. They were called non-affective, acute, remitting psychosis 
(NARP). The incidence of such NARP cases was 10 times higher in developing 
countries.

5. These patients from developing countries exhibited a benign course at 2 years 
follow-up.

6. Fifty percentage of patients had single psychotic episode followed by complete 
or incomplete remission and 16 % had unremitted, continuous illness.

In both the IPSS and the DOSMeD, predictors of good outcome were mainly the 
following:

•	 Acute onset
•	 Developing country setting

Following these results, the WHO conducted another study on acute psychotic states. 
It was called the CAP (Cross-cultural Study of Acute Psychosis, 1980–1982).

This study (Cooper et al. 1990) was an off-shoot of DOSMeD study done in 
14 centres and 7 countries. The main objectives of the study were to know the 
following:

1. Whether there are acute psychotic states that can be defined, which are descrip-
tively different from schizophrenia and MDP?

2. How is acute psychosis related to psychological and physical stress?

One thousand and four patients meeting the criteria of acute onset psychotic symp-
toms were included in the study. The main findings of the study were as follows:

•	 Forty-two percentage had stress at onset of symptoms
•	 Higher prevalence in lower socio-economic status
•	 Two-thirds of patients had no relapse at 1 year
•	 Forty-one percentage had schizophrenic symptoms
•	 Twenty percentage had affective symptoms
•	 Thirty-five percentage had other symptoms of psychosis
•	 Outcome of patients with acute psychosis with schizophrenic symptoms was 

similar to those with only affective symptoms

Taken together, the findings of these three major WHO studies provided strong 
evidence in favour of occurrence of acute onset psychotic disorders, which were 
different from both schizophrenia and MDP, and formed the basis for recognition 
of these entities as one disorder by WHO in 1992 by including it in ICD-10 as 
ATP (acute and transient psychosis).

Similarly, the concept of reactive (psychogenic) psychosis was never fully 
accepted. A category of ‘brief reactive psychosis’ was introduced in DSM-III 
(APA 1980). However, the ‘brief reactive psychosis’ of DSM-III differs from the 
Scandinavian concept by virtue of the restrictive criteria for trigger, symptomatology 
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and duration. In DSM-IV, it was replaced by ‘brief psychotic disorder’. For this 
diagnosis, a triggering event is no longer necessary. Thus, the modern classifica-
tions, namely the ATPD of ICD-10 and the BPD of DSM-IV, reflect the varied his-
tory of the concept.

7  Post-ICD-10 ATP Validation Studies

1. Analysis of the DOSMeD data:
 This study was done by Susser and Wanderling in 1994. It was aimed to study 

first-onset psychosis cases and acute psychosis cases, identified as non-affective, 
acute remitting psychosis (NARP). It was also found that these cases were more 
prevalent in developing countries and among females. The incidence of NARP in 
men was about one half the incidence in women, and the incidence in the develop-
ing country setting was reported about tenfold the incidence in the industrialised 
country setting. These associations with sex and with setting were different from 
schizophrenia. It was also reported that the duration of episode among NARP had 
a bimodal distribution with point of rarity between the clusters of symptoms with 
80 % patients had duration less than 28 weeks and 20 % had duration of more 
than 1 year. Acute remitting psychosis was found to have a modal distribution 
of 2–4 months, which was greater than 1–3 months period given by the ICD-10. 
These findings suggested that the typical duration of the episodes of ATPD was 
about 28 weeks, and it was longer than the time period recognised by the ICD-10.

2. Chandigarh ATP course and outcome study:
 It was 5-year follow-up study of ICD-10 ATP cases by Rozario et al. (1999), 

Acute and transient psychotic disorders: A follow-up study. Unpublished MD 
thesis: PGIMER, Chandigarh in 1999. In this study, it was found that 75 % had 
good outcome in the form of complete recovery, and there were no residual 
symptoms. Various good outcome predictors were identified such as female 
gender, presence of stress at onset and absence of schizophrenic symptoms. It 
was also reported that in their study group, about 65 % patients had single epi-
sode psychosis, and only 35 % of cases had recurrence. Besides this, it was 
found that 77 % of patients had good adjustment in their social functioning. 
About 84 % of patients were completely asymptomatic at time of follow-up, of 
which significantly greater number had stress present.

 There was another 20 years follow-up study by Malhotra et al. 2000, Twenty-
year follow-up of WHO CAP study cohort, Unpublished in 2000. It was the 
study of the WHO CAP study cohort. In this long-term study, it was found that 
82 % patients had excellent outcome with no relapse and no residual symptoms.

3. Study on Recurrent ATPD by Malhotra et al. (2005):
 The study was done in 2005 (Malhotra et al. 2005) and was aimed at determin-

ing different correlates of recurrent ATPD. The correlates were also compared 
with non-recurrent forms. It was found that while the two groups of recurrent and 
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non-recurrent ATP were comparable with respect to sex, occupation, education, 
income, religion, family type and locality, there was significant difference when 
compared on marital status. Recurrent ATPD was found more likely in married 
than the unmarried individuals. Among the clinical correlates, it was reported that 
acute onset of illness was more common with non-recurrent ATPD. However, 
response to treatment was better in recurrent ATP than non-recurrent ATP. It was 
also found that recurrence was fairly common in ATPD (47 %). The psychopa-
thology as well as the diagnostic stability of ATPD was retained over episodes. 
However, there appeared to be no major predictors of recurrence in ATPD.

4. The Halle Study on Brief and Acute Psychoses:
 The ‘Halle study on brief and acute psychoses’ (HASBAP) (Marneros and 

Pillman 2002) was the most comprehensive study carried out in Germany. In this 
study, a prospective approach was adopted. A consecutively recruited inpatient 
sample with a diagnosis of ‘acute and transient psychotic disorder’ or ‘BPD’ 
was included. A cohort of 42 patients with ATPD was followed up for a mean of 
4.7 years after the index episode or 10.6 years after the first episode. The find-
ings in the study were as follows:

•	 Incidence rate of ATPD was around 8.5 %, and the frequency of ATPD was 
found to be higher countries of the third world

•	 Socio-biographic features: more common in female 78.6 % versus 21.4 % males
•	 Most frequently between the thirtieth and forty-fifth years of age
•	 Acute stress played a major role
•	 Duration of psychotic episode: average around 13 days
•	 Psychopathology of the acute episode: schizophrenic first-rank symptoms were 

found in more than 70 % of patients with ATPD, i.e. though insertion, thought 
broadcasting, delusions of being influenced

•	 Disturbances of affectivity were also found in all patients, with depressed mood, 
euphoria and anxiety, all being present in most of the patients at some point in 
time; a ‘polymorphic picture: rapidly changing mood, rapidly changing symp-
toms and bipolarity of symptoms’. In this, not only the quickly changing mood 
seems to be characteristic of an ATPD episode, but also quickly changing topics 
of delusions, which were very unstable. Bipolarity (i.e. change between hyper-
thymic and depressed mood) was found in 29 % of patients within the same 
episode, often even within one day. This rapid changing of affect especially in 
the polymorphic group shows the similarity of some such states with the cycloid 
psychoses or the bouffėe dėlirante

•	 Because of the short duration of the episode, the effectiveness of the pharma-
cological treatments has repeatedly been questioned. It has been supposed that 
the psychotic episode could as well remit without psychopathological picture, 
which is dramatic and acute as a rule, and is often accompanied by suicidal 
tendency.

Till now, if we summarise the understanding of acute and transient psychosis, then 
we may conceptualise the knowledge in form of following questions:
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Q. What is their significance in psychiatry?
According to Marneros (2006), from the clinical point of view, the majority of 
people with ATPD occupy a special position different from that of people with 
schizophrenia or schizoaffective or affective disorders. Their educational and 
occupational status and level of functioning are not significantly different from 
those of the mentally healthy population. They also have an average level of social 
interaction and activities, as well as the same frequency of stable heterosexual 
partnerships as mentally healthy people. Their illnesses have symptoms, course 
and outcome, which distinguish them from other psychotic disorders.

The theoretical point of view is that the ATPD demonstrates the importance of 
differential diagnosis and of exact final diagnosis in creating a homogeneous group 
for research. Clinical features, course and outcome of ATPD exclude this kind of 
psychotic disorder from other psychotic groups such as schizophrenia and from 
affective or schizoaffective disorders. Patients can also develop affective, schizoaf-
fective and schizophrenic episodes during the long-term course of ATPD, perhaps 
providing a strong argument in favour of a psychotic continuum or a set of bridge 
to classical mental disorders such as schizophrenia and melancholic depression.

8  Diagnostic Validity of Acute Psychosis

According to Robin and Guze (1970) in psychiatric illness for any valid diagno-
sis to exist, it must have a specific clinical description which could be supported 
by laboratory studies, which could be separated from other entities, and on fol-
low-up must be stable and there must be familial aggregation. However, over the 
years, the scheme has been modified due to the limited and disparate evidence the 
research findings are presented according to Kendler (1980) three main classes of 
potential ‘validators’:

(1) Antecedent factors: demographic factors, premorbid personality, precipitating 
factors and familial aggregation

(2) Concurrent validators: biological and psychological factors, symptom measures
(3) Prognostic validators: diagnostic stability, response to treatment, course and 

outcome

9  Antecedent Validators

1. Demographic factors

Incidence of ATPD:
 Two studies reported on incidence of ATPD. Singh et al. in 2004 estimated an 

annual rate of 3.9 per 100,000 population in Nottingham (UK), with a male/
female ratio of 1.87.

 In another study by Castagnini et al. in 2008, the incidence of ATPD based on 
data from the Danish National Register was estimated to be 9.6 per 100,000, 
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though it was also recorded that about 60 % of cases tended to change diag-
nosis on subsequent admissions. In Germany, Jäger et al. in 2003 found a 
frequency of 7.9 % in first admissions for non-affective psychoses, similar to 
that reported by Albus et al. in 1990 and Marneros et al. in 2004. A compar-
ative study of the ICD-10 diagnoses used in German and Danish psychiatric 
hospitals by Lange et al. in 2002 pointed to higher rates of ATPD in the latter. 
Researchers have repeatedly noted the higher incidence of non-affective acute 
psychoses in developing compared with industrialised countries (Jørgensen 
et al. 1997; Susser et al. 1996; Das et al. 1999).

 Developing countries:
 In a study by Susser and Wanderling in 1994, it was found that for non-affective 

acute remitting psychosis, the incidence in the developing country setting was 
about tenfold higher than the incidence in the industrialised country setting.

 Sex distribution:
 Female preponderance has been found in different studies. In a study by 

Malhotra et al. in 1998, ATP was reported as being more common in females 
and in patients with a rural background. In another study in 1999, Das et al. 
(1999) reported that ATPD was more common in females with a mean age in 
the early middle adulthood. Similarly, in the ‘Halle study on brief and acute 
psychosis (HASBAP) (Marneros and Pillman 2002) at Germany in 2003, it was 
found that majority of patients diagnosed as having ATPD were females and 
the female/male ratio was about 3.7:1. Susser and Wanderling (1994) reported 
male/female ratios of NARP of 0.96 in the developing countries and 0.44 in 
industrialised settings. The incidence of cycloid psychosis in Sweden (Lindvall 
et al. 1993) was also reported to be higher in women (0.05 per 1,000) than in 
men (0.036 per 1,000). In a study by Castagnini et al. in 2008, it was found that 
among ATPD subgroups, despite the relatively small number of cases, those 
with schizophrenic features (F23.1 and F23.2) showed a reverse gender distri-
bution, being prevalent in males, indicating a close kinship with schizophre-
nia. Similar evidence was found in the Danish registry sample, where incidence 
rates were found only slightly higher in females (9.8 vs. 9.4 per 100,000).
Age:

 Age at onset of non-affective psychoses varies considerably across studies. In 
the DOSMeD, the mean age at onset of NARP was 22.4 years for both sexes 
in developing countries and 25.5 years for men and 24.9 years for women in 
industrialised countries (Susser and Wanderling 1994). Similar results have been 
reported from studies in Iran (Alaghband-Rad et al. 2006a); however, the mean 
age at onset of NARP was reported around mid-1930s in an incidence cohort 
from New York (Mojtabai et al. 2003) and Germany (Marneros et al. 2003). In 
Denmark (Castagnini et al. 2008), the age at onset of ATPD was also higher and 
differed between men and women (46.2 years females vs. 37.8 years for males).

 In a community study in northern Norway (Kørner et al. 2009), the 5-year 
(1940–1944) prevalence of constitutional (reactive) psychoses in the population 
over 60 years was found to be 2.2 %. In the study by Jørgensen et al. in 1997, 
it was found that patients suffering from late first-contact acute and transient 
psychosis were at a 10 times higher risk of subsequently getting a dementia 
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diagnosis compared to patients with osteoarthritis and at eight times higher risk 
compared to the general population.

 Overall, the similarities among these epidemiologic studies of non-affective 
acute psychoses were that these conditions appear to be more common in 
females than males, distinguishing this syndrome from schizophrenia. Second, 
the non-affective acute psychoses appear to be more common in developing 
country settings than in industrialised settings. Finally, the average age at onset 
was higher than the age at onset of schizophrenia.

 Socio-biographical data:
 In study by Malhotra et al. in 1998, it was found that lower socio-economic sta-

tus and rural population have more prevalence of ATP. In the HASBAP study, 
it was reported by Marneros et al. in 2003 that a broken home situation was 
found significantly in ATPD than in healthy controls. A broken home situa-
tion was defined as a disruption in the continuity of caregiving in the patient’s 
family before the age of 15 years (when one of the following criteria was met: 
death of one or both parents, divorce or separation of parents, caregivers other 
than parents, severe addiction of one/both parents).

2. Premorbid personality:
 In study conducted by Kuruvilla, it was found that hysterical psychosis was 

more common in hysterical personalities. Similarly, Tasman et al. reported that 
ATPD was seen more commonly in personality disorders such as histrionic, 
paranoid, schizotypal, narcissistic and borderline. Pillmann et al. (2003) car-
ried out a comparison between ATPD patients and control groups with schizo-
phrenia, schizoaffective disorder and healthy subjects using the 5-NEO Factor 
Inventory (neuroticism, extraversion, openness to experience, agreeableness and 
conscientiousness). They reported no relevant difference between ATPD and 
healthy controls; however, it was found that patients with schizoaffective disor-
der and particularly those with schizophrenia showed markedly higher neuroti-
cism, and lower extroversion and conscientiousness. The latter also had fewer 
premorbid social relation functions and difficulty in entertaining stable relation-
ships. In a study done by Jørgensen et al. (1996) in 1995, it was observed that 
almost two-thirds of the patients with ATPD in their study group qualified for a 
concomitant diagnosis of personality disorder; however, this rate dropped sig-
nificantly 1 year later. In this study, a high rate (63 %) of personality disorders 
was observed among an inpatient sample of ATPD patients shortly after recov-
ery from symptoms. However, this rate decreased at 1-year follow-up to 46 % 
using ICD-10 criteria and 29 % using DSM-IV criteria. It was concluded that 
personality disorder could be a transient consequence of psychotic decompensa-
tion or an effect of pharmacological treatment because most patients were tak-
ing neuroleptic drugs on hospital discharge. These findings were consistent with 
studies of Singh et al. in 2004 and Suda et al. in 2005, who also reported that 
cases with ATPD did not have significant premorbid dysfunctions.

3. Precipitating factors
Stress:
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 ICD-10 defines ‘acute stress’ as events that would be regarded as stressful for 
most people in similar circumstances (bereavement, unexpected loss of part-
ner or job), occurring within 2 weeks before onset of psychotic symptoms. 
Also, acute stress within 2 weeks of onset of psychosis is noted as defining 
criteria for ATPD. However, as reported by Das et al. in 2001, only 10–69 % 
patients in their study group experienced acute stress in this time frame. They 
also reported that patients with family history of psychiatric illness in their 
first-degree relatives require significantly less amount of stress prior to onset of 
acute psychotic illness. Stress in this study was construed as a major event that 
either had a negative impact or involved a significant increase in the respon-
sibilities of the patient. Thus, they emphasised that it was moderate to severe 
form of stress that preceded the onset of psychosis.

Similarly, in the study by Sajith et al. in 2002, life events were involved in two-
thirds of cases, and most often the symptoms had an abrupt onset (less 48 h). These 
findings were similar to study by Okasha et al. in 1993, in which it was found that 
74 % of their Egyptian patients with acute psychosis experienced some stressful 
event. In a study by Malhotra and Malhotra in 2001, it was reported that stress 
preceding the onset of symptoms was present in about 60 % of ATPD patients. 
This study supported the results of earlier studies that stress was more common in 
female subjects and additionally found that it was associated with better outcome.

In a study from India in 2001 Das et al. (2001) to study the stress-vulnerabil-
ity hypothesis, it was reported that 32.5 % of patients experienced stress within 
two weeks before the onset of symptoms. The main finding of this study was that 
ATPD patients with a positive family history of psychiatric disorder in their first-
degree relatives reported significantly less amount of stress prior to the onset of 
their acute psychotic illness. It was also hypothesised that the positive family his-
tory confers a certain degree of vulnerability on the probands, and thereby, these 
patients need a lesser amount of stress for the occurrence of ATPD in them.

A study from India by Collins et al. (1996) in 1996 reported that recent life 
events (characterised as job distress for men and leaving or returning to paren-
tal village for women) were more common among the brief psychotic cases with 
acute onset than among those with non-acute onset.

Similarly in a Danish sample Jørgensen et al. (1996), psychosocial stressors 
were reported within the two weeks prior to the onset of first psychotic symptoms 
for 53 % of patients and those with preceding stressors were more likely to expe-
rience an abrupt onset. On the other hand, ATPD tends to have an abrupt onset 
in European countries, and ‘acute stress’ was recorded only in a small number of 
cases (Singh et al. 2004; Marneros and Pillmann 2004; Jørgensen et al. 1997).

Apart from variations between industrialised and developing countries, (Das 
et al. 2001; Susser et al. 1995) where social and cultural factors are usually associ-
ated with acute psychoses, these studies have disproved the hypothesis that stress 
factors trigger ATPD.

Different researchers have tried to identify different correlates of stress. It was 
found that the role of stress may vary by gender and frequency of episodes. In a 
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study by Malhotra et al. in 1998, it was reported that stress is more common in 
female as compared to male patients. In this study group, stress was present in 
over 50 % of the female subjects and in 26 % of the male subjects. It was also 
postulated that the female subjects are more vulnerable to the development of psy-
chosis under conditions of stress than males, and that could perhaps partly explain 
the female preponderance of this disorder. In a similar study by Rozario et al. in 
1999, it was found that in patients in whom stress precipitated the illness, in 60 % 
of them, stress was reflected in their symptomatology.

It was found that many cases of psychosis in the post-partum period can be 
characterised as cases of non-affective acute psychoses. The post-partum period 
may be an especially stressful period for women both physically and psychologi-
cally. In a study sample by Pfuhlmann et al. in 1998, of consecutively admitted 
women with post-partum psychosis, it was reported that 21 % of the patients met 
the diagnostic criteria for acute and transient polymorphous psychotic disorders, 
and 54 % met the criteria for cycloid psychosis.

There is also some evidence of increased rates of non-affective acute psycho-
sis in immigrants. In a Portuguese sample (Alexandre et al. in 2010, it was found 
that black immigrants were more likely than non-immigrant white patients to 
receive a diagnosis of schizophrenia or ATPD. In a similar study in 2009, of for-
eign domestic workers admitted to a psychiatric hospital in Hong Kong, (Lau et al. 
2009) 63 % received a diagnosis of ATPD. Similarly, West African and Caribbean 
immigrants (Littlewood and Lipsedge 1981) living in Britain have been reported 
to experience an increased frequency of acute psychotic reactions, although 
increased rates of schizophrenia also have been reported in this patient population.

4. Family genetic studies:
 Family history of psychotic illness increases the risk of ATP, and presence of 

family history is hypothesised as a constitutional vulnerability. In a study by 
Das et al. in 1999, it was found that (a) ATPD was three times more frequent 
in first-degree relatives of patients with ATPD than family members of schiz-
ophrenics; (b) the risk of schizophrenia was significantly increased in first-
degree relatives of schizophrenic patients; (c) the risk of affective disorders 
did not exceed that expected in the general population. It was also found that 
first-degree relatives of patients with schizophrenia-like symptoms were more 
likely to develop schizophrenia than ATPD. In this study, it was reported that 
there is a genetic overlap between ATPD, schizophrenic symptoms and schizo-
phrenia. ATPD is a genetically heterogeneous category including a subgroup 
that overlaps with schizophrenia or at the interface between the two disorders, 
whereas there is no relationship to affective psychoses. ATPD subtypes with 
schizophrenic symptomatology (ICD-10 codes F23.1 and F 23.2) had more 
family history of schizophrenia than the rest of the ATP subtypes. A later study 
by Das et al. in 2001 reported that ATPD patients with a family history of men-
tal disorders experienced fewer life events and scored less cumulative stress 
before illness onset than those without familial psychiatric morbidity. They also 
hypothesised that these findings lend support to the view that cases with ATPD 
may be regarded as having an altered sensitivity on the basis of a familial 
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predisposition that render them susceptible to stress effects. In the same study, 
it was also found that family history of mental illness in first-degree rela-
tives was present in 20.3 % in ATPD patients and 3.6 % for healthy controls. 
Similarly, the proportion of first-degree relatives with psychotic disorders was 
3.4 % for the ATPD group and 0.7 % for controls without mental disorder.

 The findings in this study were supported by another study from India in 1988 
by Chavan and Kulhara (1988). They reported more family history of psychi-
atric illness in patients of reactive psychosis. However, there were also some 
studies that have not replicated such results. Marneros and Pillmann in 2004 
reported a higher rate of mental disorders in family members of patients with 
ATPD than the relatives of healthy controls, but found that there was no signifi-
cantly raised risk of psychotic disorders.

 Increased risk of cycloid psychoses in family members of patients with cycloid 
psychoses (Perris 1974) also has been noted. However, a twin study of patients 
with cycloid psychosis found little evidence supporting heritability (Franzek and 
Beckmann 1998). Also, first-degree relatives of schizophrenic probands had sig-
nificantly higher prevalence of schizophrenia than those of ATP probands. ATP 
subtypes with schizophrenic symptomatology (ICD-10 codes F23.1 and F 23.2) 
had more family history of schizophrenia than the rest of the ATP subtypes.

10  Concurrent Validators

Infections
Acute psychosis has also been described in patients with specific infections such 
as the viral infection, (Klein et al. 1984; Jarvis et al. 1990) meningoencephalitis 
(Wise et al. 1977; Frasca et al. 1993) and neurocysticercosis (Shriqui and Mileltte 
1992). Viral infections such as influenza, Epstein-Barr virus infection and the her-
pes simplex virus have been associated with psychotic symptoms. These studies 
have also found a relationship between the course of psychotic symptoms and 
changes in serum and CSF viral antibodies (Srikanth et al. 1994). It was proposed 
by Lycke and Ziegler in 1983 that the stress of recent illness and fever may lead to 
reactivation of the latent virus, resulting in an acute and short-lived manifestation 
of psychotic symptoms. It could also be possible that the acute infection and fever 
initiate an auto-immune response, predisposing to the development of psychosis in 
the weeks after the fever itself subsides.

Fever
The association with fever assumes importance in view of common occurrence 
of acute brief psychotic states (Castagnini et al. 2008; Collins et al. 1996, 1999) 
as well as fever in developing countries with greater prevalence of infectious dis-
eases. It is also proposed that this may be reason for higher incidence of these 
disorders in developing countries. It was proposed that fever could act as a physi-
ological stressor, leading to hormonal and biochemical changes in the brain result-
ing in psychosis (Malhotra et al. 1998). It is also possible that acute infection 
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and fever initiate an auto-antibody response that predisposes to the development 
of psychotic symptoms in the weeks after the fever itself subsides (Collins et al. 
1999). The association with fever and ATPD was significant because both fever 
and acute brief psychoses are common in developing countries. In the same study, 
Collins et al. found a strong association (odds ratio = 6.2) between antecedent 
fever and acute brief psychosis and proposed that antecedent fever might be a bio-
logical correlate of acute brief psychosis.

According to Malhotra et al. (1998), the association of fever within 4 weeks 
prior to the onset of psychosis in the DOSMed and CAPS samples (the presence 
of fever was an exclusion criterion in the FAT PD group) were compared. A sig-
nificantly higher number of patients were found to have fever in the study group 
(16.8 % vs. 4.9 %, odds ratio 3.95, 95 % confidence limits 0.81, 26.22). In about 
16.8 % of patients in the study group, fever occurred within 4 weeks preceding the 
onset of psychosis, which was significantly in excess of that in the control group. It 
was non-specific fever of a moderate to high degree (not necessarily as measured by 
a thermometer), without associated impairment of consciousness or any possibility 
of brain involvement. Fever was self-remitting or remitted by non-specific treatment 
given locally within 2–7 days without any residual systemic effects. Patients in this 
study group often reported that psychotic symptoms occurred after a variable period 
of about 1–2 days to 1–2 weeks following the onset of fever. However, the clinical 
examination and routine laboratory investigations of acute psychosis patients with 
fever revealed no positive evidence to characterise the pathology.

Hypothalamic—pituitary axis abnormalities
In 1998, a case–control study was done by Malhotra et al. (1998). In this study, the 
comparative samples of patients with acute non-affective remitting psychoses and 
of non-affective, non-remitting psychoses or schizophrenias were drawn from the 
three major study cohorts generated by different teams of investigators at differ-
ent points in time during the period 1978–1995 (Collins et al. 1996; Varma et al. 
1992). In this study, it was found that as compared to the control group, signifi-
cantly higher proportion of married females (21.7 %) reported childbirth within 
3 months prior to the onset of psychosis, (4.5 %; odds ratio 5.83, 95 % confidence 
limits 0.72, 264.9). Another significant finding of this study was the higher inci-
dence of childbirth in the study sample (10 of 77 cases; 13 %) compared to the 
controls (1 of 32 cases; 3 %). Of the married female subjects, about 21.7 % of 
cases involved childbirth in acute psychosis patients, compared to 4.5 % in the 
controls (an excess of nearly fivefold). Thus, childbirth appears to be a significant 
factor associated with acute psychosis among female patients.

In this study, it was hypothesised that childbirth acts as a psychophysiologi-
cal stressor with major hormonal changes which could trigger a psychotic ill-
ness. Since acute psychoses occur more often among women, predominantly in 
the reproductive age group, childbirth may make an important contribution to the 
aetiology of these disorders. In the study done by Kumar (1994) on post-partum 
psychosis in different cultures, it was reported that the relative risk of psychosis 
among women after childbirth was 16- to 20-fold higher, and it was higher for 
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primipara, i.e. 35-fold higher than for the equivalent time prior to conception 
(Kendell et al. 1981). However, Wieck et al. (1991) proposed that the aetiology 
of post-partum psychosisis is a specific physiological cerebral dysfunction, rather 
than psychosocial in nature.

Seasonal pattern
Malhotra et al. in 1998 observed that there was a summer peak (May–September) 
in acute psychotic states. They reported that the number of patients with onset 
between May and September in the study group was significantly higher (58.5 %). 
Since there are no data on the month of onset of acute psychotic states available in 
the literature, this finding remained incomparable. The reasons for acute psycho-
ses with onset in the peak summer months when temperatures range between 30 
and 45 °C maximum are not known. They, however, proposed that the develop-
ing countries often have hot and temperate climates, and rural patients may not 
have enough resources to protect themselves from the direct effects of heat. They 
further added that exposure to heat may act as a physiological stressor, triggering 
neuroendocrine changes that are responsible for psychosis. These changes might 
be rapidly reversed by the alteration of environmental conditions and amelioration 
of stress, or by treatment, leading to rapid and complete recovery from psychosis.

Neurophysiological basis
A. Role of amino acids: Pepplinkhuizen et al., Fekkes and Pepplinkhuizen in 

1997 and 2003 argued that metabolic changes in amino acid (serine) pathways 
are responsible for acute polymorphic psychotic disorders by doing an analogy 
with the clinical phenomena induced by psychedelic drugs. In this study, it was 
reported that many patients with acute polymorphic psychotic disorders also suf-
fer from psychosensory phenomena (APP+) in form of congruent and fleeting 
delusions and hallucinations, distorted sensory perceptions and intense emotional 
states. It was found that most of these patients were exhibiting a low plasma ser-
ine concentration and a high TSM ratio (taurine–serine–methionine ratio), indi-
cating a disturbed serine metabolism. It was proposed that these biochemical 
markers might be a useful diagnostic tool in discriminating APP+. In this study, 
after an oral challenge with serine in the remitted APP+ patients, it was found 
that the characteristic dysperceptions and psychedelic symptoms were induced. 
Besides that, the plasma concentrations of serine and methionine were decreased, 
and the concentration of taurine was increased. Fibroblast experiments also sug-
gested that the activities of the serine metabolizing enzymes serine hydroxym-
ethyltransferase and cystathionine fi-synthase were increased in these patients. 
However, no other studies have been published on the occurrence of amino acid 
abnormalities in transient acute polymorphic psychosis and due to limited data 
available, the proposed metabolic changes in amino acid (serine) pathways as a 
cause of acute polymorphic psychotic disorders cannot be compared and verified.

B. P300: Roth and McClelland (1979) in 2005 examined EEG recordings of 
patients with ATPD, but did not found an increased pattern of cerebral activ-
ity. This was clearly distinct from EEG recordings of residual schizophrenia 
and all other psychiatric disorders investigated. From the neurophysiological 
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point of view, this study suggested that cycloid psychosis should be considered 
separately from schizophrenic disorders. It was also proposed that the P300 
might contribute useful information for the prognostic evaluation of the course 
of the disorder after remission of an acute psychotic episode. Low amplitudes 
and right-sided peaks appear to be the domain of core schizophrenia with 
chronic or subchronic course and incomplete remissions, while high ampli-
tudes and normal P300 topography indicated the presence of schizophrenia-
like cycloid psychosis with a good prognosis. Duncan et al. (Strik et al. 1994) 
in 1987 described an increase in P300 amplitudes after successful treatment in 
the patients with ATPD, and no correlation between P300 amplitudes and neu-
roleptic dosages was found. The finding of higher-than-normal amplitudes in 
cycloid psychosis was consistent in different studies (Strik et al. 1994, 1997; 
Pfefferbaum et al. 1989; Duncan et al. 1987), and this group typically had an 
excellent prognosis in form of full recovery and complete restitution of social 
competence. As the P300 amplitudes correlate with attentional performance 
and with higher levels of norepinephrine metabolite in CSF, it was proposed 
that higher-than-normal amplitudes might be an indication of higher levels of 
arousal in the cycloid psychosis group (Strik et al. 1997).

C. Cerebral blood flow: In 1992, Warketin et al. (1992) studied the relation 
between cycloid psychosis and regional cerebral blood flow. They reported that 
patients with cycloid psychosis have a significantly elevated level of cortical 
blood flow when they are in an acute state of their illness, presenting overt and 
florid symptoms. They also found that the flow normalises again with neurolep-
tic treatment and clinical remission. In other words, the findings indicate that 
during an acute exacerbation of symptoms, the cortex was highly aroused in 
these patients. These flow variations seen during a cycloid episode were differ-
ent from those usually seen in normal subjects. This was particularly evident in 
the great variability of hemispheric flow, which in some patients was as large as 
25–30 % during the psychotic episode. They also found that hemispheric blood 
flow levels seen at admission were significantly related to the clinical state of 
the patients. The higher was the cortical blood flow, the more the patient was 
behaviourally disturbed. This was particularly evident in relation to the negative 
symptoms, such as impoverished emotional expression, reactivity and feelings.

D. 5-HT2A receptors: In a study of first-episode psychosis by Arranz et al. in 
2009, it was found that then, NARP patients had significantly fewer 5-HT2A 
receptors compared with patients with paranoid schizophrenia and with 
healthy controls. They reported that this pattern was quiet distinct from affec-
tive disorders. These results supported the results of previous studies that 
NARP was distinct from affective psychosis and schizophrenia.

E. Ventricular abnormalities: An imaging study (Franzek et al. 1996) from 
Germany was done by Franz et al. in 1996. It was aimed at comparing the 
diagnoses of psychiatric patients with ventricular abnormalities and patients 
without such abnormalities. They found that a higher prevalence of cycloid 
psychosis was associated with ventricular abnormalities in the form of ven-
tricular enlargement and/or asymmetry.
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F. Antibodies: In the study by Karlsson et al. in 2012, it was found that the 
offspring who were exposed to high levels of antibodies directed at gliadin 
in the intrauterine life were at an elevated risk of developing non-affective 
psychoses in the later life. Antibodies of the IgG class were detected in the 
neonatal blood samples and were predominantly derived from the mater-
nal circulation and transferred across the placenta during pregnancy. These 
antibodies were therefore likely to represent maternal reactivity to gliadin 
and thus suggest that mothers who produce high levels of these antibod-
ies during pregnancy give birth to children who have an elevated risk of 
developing a non-affective psychosis later in life. This is the first study to 
show an association between high levels of maternal antibodies directed at 
gliadin and the later development of non-affective psychoses in offspring.

11  Prognostic Validators

The parameters used by different researchers for the assessment of course and out-
come of ATPD are the stability of diagnosis, recovery, relapses, readmissions and 
socio-occupational functioning. Most of the existing studies, on course and out-
come of acute psychoses, point towards an excellent prognosis and distinctness of 
the group from other functional psychoses. Various studies have reported a favour-
able prognosis of ATPD (Chavan and Kulhara 1988; Susser et al. 1998; Varma 
et al. 1996).

12  Diagnostic Stability, Course and Outcome

In developing countries, ATPD has a relatively high diagnostic stability (54–73 %) 
and low rates of relapse (Thangadurai et al. 2006; Amini et al. 2005; Alaghband-
Rad et al. 2006b). A long-term follow-up study in a developing country setting 
has compared the course of acute brief psychosis with that of other remitting psy-
choses at 5, 7 and 12 years after onset (Susser et al. 1998). In the study, the long-
term prognosis of acute brief psychosis was found to be excellent and remarkably 
homogenous, with only one out of seventeen subjects developing a chronic psy-
chotic illness at 12-year follow-up. On the contrary, the long-term prognosis of 
other remitting psychoses was often poor, with frequent relapses and one half of 
cases being ill at 12-year follow-up, possibly schizophrenia.

In another follow-up study of unspecified non-organic psychosis, Chaturvedi 
and Sahu (1986) reported change in diagnosis in 46 % (21 % affective, 16 % reac-
tive psychosis, 9 % schizophrenia) cases.

In 2000, Gupta and Bhardwaj (2000) studied the outcome of ATPD after 
10 years. In this study, patients recruited in ICMR study in 1982 were assessed 
after the completion of 10 years. It was found that 25 % of patients were having 
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continuous illness with first-rank symptoms, 56 % patients never had any psy-
chotic illness during the course of follow-up, 9 % had multiple episodes in the 
interval period and were diagnosed to have bipolar disorder, whereas 11 % had 
been diagnosed with schizophrenia.

A small study of first-episode psychotic patients in Iran found that 100 % of 
those diagnosed with ICD-10 ATPD and DSM-IV BPD maintained the same 
diagnosis over 12 months of follow-up (Amini et al. 2005). Another study of 60 
patients with a first episode of psychosis from Iran (Alaghband-Rad et al. 2006b) 
reported that 10 cases with ATPD had their diagnosis confirmed 1 year later. 
Likewise, from different studies, it was concluded that the acute remitting psycho-
ses have high stability particularly in developing countries, where the disorder also 
shows a favourable prognosis (Amini et al. 2005; Alaghband-Rad et al. 2006b; 
Susser et al. 1998; Mojtabai et al. 2000).

On the other hand, in European countries, the diagnostic stability of ATPD was 
found significantly different from developing countries. Apart from an early follow-
up study of Jørgensen (1995), which reported a fairly high diagnostic stability, in 
Europe, it was found that more than 50 % of cases with ATPD changed diagnosis 
into another category of ‘schizophrenia and related disorders’ or affective disor-
ders (Castagnini et al. 2008; Jäger et al. 2003). Even the frequency of recurrences 
was increased compared with rates observed in developing countries. Marneros and 
Pillmann in 2004 reported that three-quarters of their cases with ATPD had a recur-
rent affective or psychotic episode, 30 % developed affective disorders, and a rela-
tively small number converted into either schizoaffective disorder or schizophrenia.

In a study by Pillmann and Marneros in 2005, it was found that only one-
third of the patients enjoyed a stable remission and discontinued medication after 
7 years. The outcome of ATPD proved to be more favourable than in schizo-
phrenic patients by follow ups from the Nottingham first-episode psychosis study, 
though two-thirds of cases changed diagnosis over 3 years. However, a Munich 
study covering 15 years of registry data found a 39 % stability rate of ATPD, with 
60 % of the total ATPD sample developing another psychiatric disorder by their 
third admission (Möller et al. 2010). Similarly, diagnostic stability over 5 years 
in a first-episode psychotic sample in China was 35 % for those diagnosed with 
ATPD, and it was found that 29 % of ATPD patients transitioned to schizophre-
nia. In this study, it was also found that group of ATPD patients who later devel-
oped schizophrenia had a ‘non-polymorphic’ subtype at baseline, whereas patients 
with a ‘polymorphic’ subtype at baseline were rediagnosed with bipolar disorder 
(Chang et al. 2009). In 2008, Castagnini et al. (2008) conducted a six-year anal-
ysis of readmission patterns of all subjects listed in the Danish psychiatric cen-
tral register. They included all patients who were admitted to hospital or treated 
in outpatient services for the first time with a diagnosis of ATPD from 1 January 
to 31 December 1996. They reported that more than 80 % of patients diagnosed 
with ATPD in their study were readmitted on at least one further occasion dur-
ing the study period. They also reported that during their last admission, 60 % 
patients changed diagnosis; half were shifted to another F2 category; and 11 % 
were shifted to affective disorders. The overall stability rate for ATPD was about 
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39 %. Due to this poor diagnostic stability, authors also argued against attempts to 
separate ATPD from schizophrenia and other related disorders.

There was, however, one study that reported the stability of NARP in an indus-
trialised country setting; 6 % of the NARP patients from a New York sample 
changed to a schizophrenia or schizoaffective diagnosis by the 2-year follow-up 
period, whereas the majority (77 %) of individuals with other remitting psycho-
ses at baseline transitioned to a schizophrenia or schizoaffective diagnosis (Sajith 
et al. 2002).

Comparing schizophrenia-like and non-schizophrenic subgroups of ATPD, 
Singh et al. (2004) also found stability rates were markedly lower for ‘polymorphic 
psychotic disorder’ and ‘predominantly delusional disorder’. They also suggested 
that female gender and good premorbid adjustment predicted favourable outcome. 
In another study, it was also found that stress reactivity is mediated through an 
emotional-driven pathway leading to florid psychotic disorders with good progno-
sis, whereas cognitive impairment involved in insidious-onset psychoses associated 
with negative symptoms and poorer outcome (Myin-Germeys et al. 2001).

It was reported by different researchers that ATPD has an episodic course with 
longer remissions than cases that later develop schizophrenia (Marneros and 
Pillmann 2004; Jäger et al. 2007). It was also found that patients with ATPD have 
a favourable response to drug treatment, but are usually prescribed antipsychotic 
medications for long periods to prevent recurrences (Marneros and Pillmann 2004). 
Abrupt or acute onset, female gender and good premorbid functioning predicted 
diagnostic stability and favourable outcome in ATPD (Singh et al. 2004; Das et al. 
2001). Marneros and Pillmann in 2004 reported from the follow-up studies that 
more than half of those affected with ATPD changed to another F2 category ‘schizo-
phrenia and related disorders’ or mood disorders. The frequency of recurrent affec-
tive and psychotic episodes has been interpreted as indicating that ATPD bridges 
schizophrenia to affective psychoses, from the point of view of psychotic spectrum.

Coryell and Tsuang (1982) reported that outcome of acute psychosis is best if 
the duration of admission is shorter, i.e. between 2 weeks to a month. On the basis 
of duration of psychosis, Susser et al. (1995) also showed that the duration of psy-
chotic illness episode in non-affective acute psychoses have a bimodal pattern of 
distribution, with a point of rarity between two symptom score clusters. In 80 % of 
the cases, the duration was less than 28 weeks, and in the rest of the 20 % cases, it 
was more than a year. In a study from Germany in 2010, after 15 years of follow-
up, it was reported that 30 % of ATPD patients experienced a single episode, 50 % 
had an episodic-remitting course, and 20 % had a chronic course (Möller et al. 
2010). Perris (1974) reported that patients with cycloid psychosis have on aver-
age about five episodes throughout their lifetime. Throughout 2 years of follow-
up, 48 % of patients with NARP remained in full remission, compared with 14 % 
of patients with other types of remitting psychoses (e.g. schizophrenia, delusional 
disorder). The course of non-affective acute psychoses may be even more benign 
in developing countries. In the Chandigarh site of the DOSMeD study, only one 
(6 %) of 17 patients followed up to 12 years had remaining symptoms of illness at 
the follow-up (Susser et al. 1998).
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Different researchers have reported different recurrence rate for ATPD. In study 
conducted by Malhotra et al. in 2005 in India, a recurrence rate of 46.6 % was 
found over an 8-year follow-up. In the same study, different correlates of recur-
rence were found. They reported that recurrence was more common in females 
(59 %) and in the patients who were married (about 71 %). No catatonic fea-
tures were present in recurrent group, and they also responded better to  treatment 
(96 %).The different recurrence rate reported in various studies ranged from 
11 to 35 %. In 1995, Susser et al. (1995) reported a recurrence rate of 22 % in a 
5-year follow-up study and in 1998 reported recurrence rate of 12 % in a 12-year 
 follow-up study. Similarly, Rozario et al. (1999), Acute and transient psychotic 
disorders: A follow-up study, Unpublished MD thesis: PGIMER, Chandigarh in 
1999, reported a 35 % recurrence rate in a 5-year follow-up study.

Different studies were done on the social impairment in ATPD. In 1999, 
Vázquez-Barquero et al. (1999) examined 76 patients with schizophrenia 3 years 
after their first episode. They found that 42 % of this sample had a poor social 
adjustment at follow-up. However, in study done by Jäger et al. in 2003, it was 
found that 78 % of the patients had good functioning with respect to personal care, 
48 % with respect to occupation, 51 % with respect to family and household and 
49 % with respect to the broader social context. Only a few patients had developed a 
severe social impairment as 1 % had poor functioning with regard to personal care, 
11 % with regard to occupation, 4 % with regard to family and household and 10 % 
with regard to the broader social context. Overall, 12 % had a poor social adjustment 
in at least one of the four domains. As expected, patients with relapse had a more 
unfavourable social functioning. However, only a minority of these showed severe 
social impairment: 2 % with respect to personal care, 19 % with respect to occupa-
tion, 7 % with respect to family and household and 17 % with respect to the broader 
social context. Otherwise, patients without relapse showed excellent social function-
ing in the year prior to the follow-up examination. It was concluded that overall, the 
patients in the study could be divided into three groups: who experienced no relapse 
(42 %), those with relapse, but without marked deficits in the social adjustment 
(46 %) and patients with relapse as well as a severe social impairment (12 %). It was 
also hypothesised that from a longitudinal point of view, the subgroup with severe 
social impairment is not compatible with the concept of a ‘transient’ psychotic disor-
der, but rather with the concept of schizophrenia in terms of a chronic disorder.

It was also hypothesised that persisting ‘negative’ and/or ‘depressive’ symp-
toms in patients with ATPD might predict an unfavourable outcome in terms of 
a chronic schizophrenic disorder. Predictors of diagnostic stability and favourable 
outcome were identified as sudden onset, female sex, duration less than 1 month 
and good premorbid functioning. Examining a small group of individuals with 
ATPD, 40 % of whom later developed schizophrenia, and Suda et al. (2005) found 
no significant differences in severity or duration of psychotic symptoms during 
the initial hospitalisation. They reported that acute insomnia was predictive of a 
single episode of ATPD. Confusion and perplexity were listed among the good 
prognostic indicators of SFD in the DSM-IV (American Psychiatric Association 
2000); however, few recent empiric data are available on the predictive validity of 
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this feature. In a review of 13 follow-up studies of ATPD, Castagnini et al. (2008) 
noted that studies in developing settings tend to show higher diagnostic stability 
and lower rates of relapse than in Western settings.

From the various studies, the indicators of good prognosis in ATPD can be 
summarised as good premorbid adjustment, few premorbid schizoid traits, severe 
precipitating stressors, sudden onset of symptoms, confusion and perplexity dur-
ing psychosis, little affective blunting, short duration of symptoms and absence of 
family history of schizophrenia.

It has been suggested by some of the researchers (Susser et al. 1996; Mojtabai 
et al. 2000) that diagnostic stability of ATPD might be improved by excluding 
affective features (emotional turmoil) and extending duration up to 6 months.

13  Relationship of ATPD with Schizophrenia and Affective 
Disorders

There were lots of attempts by various researchers in post-ICD-10 era to iden-
tify relationship between ATP, schizophrenia and affective disorders. It was seen 
that risk of affective disorders among the first-degree relatives of patients with 
schizophrenia was 6–8 % and the risk of schizophrenia among relatives of affec-
tive disorders was 0.5–3.5 %, and both of these risks were more than the risk of 
either disorder in general population. Clinical research in last 50 years and genetic 
research have sufficiently shown that there is no gap between schizophrenia and 
affective disorder, but there are bridges and overlaps. This lead to the concept of 
‘continuum hypotheses’ for schizophrenia and affective disorders. Winokur, Crow 
and Maier suggested that there was schizophrenia-affective disorder continuum.

13.1  Where Does ATP Stand in This Continuum?

As previously discussed, in the family genetic studies of ATPD, it was found that 
family history of ATPD was three times greater and that of schizophrenia was 
four times lower in first-degree relatives of patients with ATPD, as compared to 
first-degree relatives of patients with schizophrenia. The findings also suggest 
that ATPD is genetically distinct from MDP and there is genetic overlap between 
ATPD and schizophrenia and schizophrenic symptoms. The question still remains 
whether ATPD and schizophrenia are manifestations of same entity though of dif-
ferent severity? And whether we can club them together as one psychotic group? 
Some of the researchers argued that the unstable longitudinal course of ATPD, 
showing a frequent change from ATPD episodes into affective, schizoaffective and 
schizophrenic disorders, is strong evidence against the nosological independence 
of ATPD and supports the assumption of a psychotic continuum between schizo-
phrenia and affective disorders (Valentin 1886).
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14  Can We Predict Who All Can Develop F20 in Future if 
They Have ATPD?

Different researchers have compared ATPD and its related disorders with schiz-
ophrenia. It was reported that ATPD is associated with better premorbid social 
adaptation, (Marneros et al. 2003) more precipitating stress, less non-schizoid pre-
morbid personality, more acute onset, less psychological impairment and better 
global functioning in the follow-up period (Stephens et al. 1982). However, differ-
ent studies also reported that considerable proportion of the ATPD patients would 
develop schizophrenia and other mental disorders in the course of their illness. So, 
it became a topic of interest that whether we can predict who all patients of ATPD 
will develop chizophrenia in future.

Dahl in 1994, in a review of the studies on ATPD prognosis, reported that the 
question whether there is a real diagnostic shift in the way that ATPD develops 
into schizophrenia or whether the disorder has been schizophrenia all along with a 
debut phase more influenced by life events remains unanswered.

In 2005, Suda et al. (2005) found that ATPD leading to onset of schizophre-
nia had a greater tendency to recur with a shorter inter-psychotic episode period, 
which was distinct from those with the ATPD-only course. Similarly, difference 
was found in symptom manifestation in early stages of the episode. Acute occur-
rence of insomnia before admission was seen significantly more often among 
patients who had an ATPD-only course than among patients who later developed 
schizophrenia. It was also reported that schizophrenia-developing patients had sig-
nificantly poorer premorbid heterosexual relations. In another study by Stephens 
et al. (1982), it was reported that patients with ATPD had less premorbid schiz-
oid personality features than those with schizophrenia. The differences found in 
these studies suggested that the ATPD occurring in those patients who would later 
develop schizophrenia should be seen as a prodromal process and is different from 
the ATPD occurring in those patients who will remain in an ATPD-only course. 
Suda et al. (2005) therefore proposed that the former ATPD episodes might be 
aborted schizophrenic episodes that failed to develop to their full form, possibly 
on account of the protecting effect of the patient’s favourable concurrent adapta-
tions (Robins and Guze 1970).

15  Psychopathology

Marneros and Pillmann (2004) in 2005 reported that the most important differ-
ences regarding phenomenology between ATPD and the other psychotic disorders 
were the ‘rapidly changing delusional topics’, ‘rapidly changing mood’ and anxi-
ety. They also found that in ATPD, delusional topics were found to be widespread 
including delusions of reference, persecution, religious and grandiose delusions, 
delusions of guilt and delusional misidentifications. They found that more than 
one half of the patients with ATPD in their study group change form and topic 



1278 Acute and Transient Psychosis: An Overview

of delusion very rapidly within some minutes. Although hallucinations did not 
change in the same rapid frequency as delusional topics, the richness of the hal-
lucinations was found to be very impressive. They reported that the most char-
acteristic psychopathological feature of ATPD episodes was the rapid changing 
mood between anxiety/agitation and normal state or ecstatic. Two other charac-
teristics of the symptoms of ATPD episodes reported were their acute onset and 
the short duration of the psychotic period. The polymorphic features, in particular 
the quickly changing state of mood, confirm the relationship of ATPD to cycloid 
disorders (Leonhard 1961). It was also reported that the polymorphic and dramatic 
symptomatology of ATPD has an acute or even an abrupt onset and a short dura-
tion with or without an antipsychotic treatment (Marneros and Pillmann 2004).

16  Psychodynamics of ATPD

Psychodynamically, ATPDs indicate deficient ego strength where under the face of 
acute and severe stress, there is breakdown of ego functions. In reactive psychoses, 
it has been shown that the psychotic symptoms reflect the stress and the psychotic 
breakdown is used as a defence serving as a wish fulfilment or escape from reality. 
Psychosis appears to be environmentally induced in a person who is vulnerable 
by virtue of deficient socio-emotional coping or deficient ability to handle intense 
emotions.

17  Diagnostic Criteria

ICD-10
The ICD-10 category of ATPD is rather broad and provides criteria for sev-
eral subtypes. The structure of ATPD as described by ICD-10 reflects that WHO 
tried to integrate the various schools of thought and regional concepts of acute 
psychosis. These concepts include the bouffeed elirante of French psychia-
try and cycloid psychoses, both stressing a ‘polymorphous’ symptom picture; 
the reactive psychoses of Scandinavian psychiatry with an emphasis on psycho-
genic triggers; and acute brief psychoses believed to be prevalent in developing 
countries. The category ‘acute polymorphic psychotic disorder’ (F23.0) includes 
schizophrenic symptoms (F23.1). Taking the concepts of bouffe´e de´lirante and 
Leonhard’s cycloid psychoses, the clinical picture in ICD-10 is characterised by 
onset within 2 weeks of varied delusions, hallucinations, perceptual disturbances, 
perplexity and emotional turmoil shifting from day to day or even from hour to 
hour. The other categories listed under ATPD have acute onset and early remis-
sion as common features. F23.2—acute schizophrenia-like psychotic disorder—
incorporates the concept of schizophreniform psychosis and replaced the ICD-9 
category ‘acute schizophrenic episode’; F23.3—acute predominantly delusional 
disorder—involves relatively stable delusions and hallucinations that do not fulfil 
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requirements for ‘polymorphic psychotic disorder’ or schizophrenia; F23.8 other 
ATPD’ and F23.9 ‘acute and transient psychotic disorder unspecified’ are residual 
classes for cases that cannot be accommodated otherwise. Apart from ‘acute schiz-
ophrenia-like psychotic disorder’, the field trials of ICD-10 (Varma et al. 1996) 
reported that the other categories failed to achieve ‘good’ reliability with kappa 
values of 0.42–0.54.
Current diagnostic criteria and categories are as follows:

1. An acute onset [within 2 weeks]
2. Presence of typical syndromes—

•	 Rapidly changing variable [polymorphic] state
•	 Typical schizophrenic symptoms

3. Presence of associated acute stress

Recovery in most cases occurs within 2–3 months
Along with these, there are diagnostic guidelines which include the following:

1. That should not meet criteria for manic or depressive episodes although affec-
tive symptoms may be present

2. Absence of organic causation although perplexity, confusion and inattention 
may be present

3. Absence of obvious intoxication by drugs or alcohol

Types of ATP according to ICD-10
F 23.0—acute polymorphic disorder without symptoms of schizophrenia
F 23.1—acute polymorphic psychotic disorders with symptoms of Schizophrenia
F 23.2—acute schizophrenia-like psychotic disorder
F 23.3—acute predominantly delusional psychotic disorders

Brief Psychotic disorder (DSM-IV)
DSM-IV provides the category of BPD. In contrast to DSM-III-R, in brief reac-
tive psychosis, a severe antecedent stressor is no longer mandatory. In DSM-IV, 
some psychotic disorders of brief duration may be coded as SFD if they fulfilled 
DSM-IV criteria for schizophrenia for 1 month (or less, if successfully treated) 
but remit before the time of 6 months. Some cases can be classified as delusional 
disorder (in DSM-IV, the time criterion for delusional disorder requires a duration 
of more than 1 month, compared with more than 3 months in ICD-10) or as psy-
chotic disorder not otherwise classified.

By comparing ICD-10 and DSM-IV, it can be seen that while in ICD-10, acute-
ness of onset is considered to be the defining characteristic, in DSM-IV, duration 
of psychosis of less than 6 months is the distinguishing feature.

Diagnostic criteria

A. Presence of one (or more) of the following symptoms:

1. Delusions
2. Hallucinations
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3. Disorganised speech (e.g. frequent derailment or incoherence)
4. Grossly disorganised or catatonic behaviour

Note: Do not include a symptom if it is a culturally sanctioned response

B. Duration of an episode of the disturbance is at least 1 day but less than 
1 month, with eventual full return to premorbid level of functioning.

C. The disturbance is not attributable to depressive or bipolar disorder with 
psychotic features, schizoaffective disorder or schizophrenia and is not asso-
ciated with the direct physiological effects of a substance (e.g. a drug of 
abuse, a medication) or another medical condition.

Specify if With Marked Stressor(s) (brief reactive psychosis): if symptoms 
occur in response to stressful events
Without Marked Stressor(s): if psychotic symptoms do not occur in response to 
stressful events
With Post-partum Onset: if onset is within 4 weeks post-partum

18  Concordance Between the ICD-10 Diagnosis of ATPD 
and the DSM-IV Diagnosis of Brief Psychotic  
Disorder–Cross-System Comparisons

As there were differences in the criteria for diagnosing ATPD and BPDs, it was 
important to understand how the two diagnoses relate to each other. Few studies 
were done to explore the concordance between the ICD-10 diagnosis of ATPD and 
the DSM-IV diagnosis of BPD.

In a Scandinavian study by Jørgensen et al. in 1997, it was found that ATPD 
does not conform to any specific category in DSM-IV: only one-third of cases 
in the study group fulfilled the criteria for BPD, 41 % those for SFD and 25 % 
unspecified psychotic disorder. Among ATPD subcategories, it was found that 
‘polymorphic psychotic disorder without schizophrenic symptoms’ only partially 
overlaps with BPD, while ‘schizophrenia-like psychotic disorder’ has closer simi-
larities to SFD. These findings were similar to the one reported by Heijden et al. 
in 2004. They reported that in their study group, less than half of patients with 
‘polymorphic psychotic disorder’ met the criteria for BPD. However, a previous 
study by Pitta and Blay in 1997 reported an unusually high number of cases with a 
positive diagnosis for both disorders.

In a prospective and longitudinal study by Pillman et al. in 2002, a group of 42 
patients fulfilling ICD-10 criteria of ATPD were selected. It was found that out of 
these, 61 ± 9 % fulfilled the DSM-IV criteria of BPD; 31 ± 0 % of SFD; 2 ± 4 % 
of delusional disorder; and 4 ± 8 % of psychotic disorder not otherwise specified. 
BPD showed significant concordance with the polymorphic subtype of ATPD, and 
DSM-IV SFD showed significant concordance with the schizophreniform subtype 
of ATPD. It was found that BPD patients had a significantly shorter duration of 
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episode and more acute onset compared with those ATPD patients who did not meet 
the criteria of BPD (non-BPD). However, it was found that the BPD group and the 
non-BPD group of ATPD were remarkably similar in terms of socio-demographical 
factors (especially female preponderance), course and outcome, which was rather 
favourable for both groups. BPD showed considerable overlap with ATPD. In this 
study, it was also found that psychosocial stress was not the characteristic feature of 
BPD, thus supported the abandonment of the DSM-III-R concept of brief reactive 
psychosis in DSM-IV. It was concluded that DSM-IV BPD was a psychotic dis-
order with broad concordance with ATPD as defined by ICD-10 and the DSM-IV 
time criteria for BPD might be too narrow. It was found that there was a signifi-
cant, but only moderate concordance between BPD and the polymorphic subtype 
of ATPD (F23.0) and between DSM-IV SFD and the schizophrenia-like subtype of 
ATPD (F23.2). The group of acute psychotic disorders with good prognosis extends 
beyond the borders of BPD and includes a subgroup of DSM-IV SFD.

19  Treatment

The patients of ATPD may require short-term hospitalisations for a comprehensive 
evaluation and safety.

Pharmacological treatment
In the short term, antipsychotic drugs are often most useful along with benzodiazepines.

Long-term use of medication is often not necessary and should be avoided. 
If maintenance medications are necessary, the diagnosis may need to be revised. 
Clearly, the newer antipsychotic agents have a better neurological side effect profile 
and would be preferred over the typical agents (Tasman et al. Tasman III edition).

In 2005, Ehlis et al. (2005) studied the beneficial effect of atypical antipsychot-
ics on prefrontal brain function in acute psychotic disorders. They found that there 
were mild deficits in prefrontal response in the patients of acute psychosis. It was 
also reported that there was a highly significant positive correlation between the 
amount of atypical neuroleptic medication and the NoGo-anteriorization (NGA) 
during performance of the CPT (Continuous Performance Test, Rosvold et al. 
1956), which was used as a measure of prefrontal brain function in this study. 
Since the NGA is assumed to be a neurophysiological correlate of prefrontal 
response control, this finding supported the notion of a beneficial influence of 
atypical neuroleptic drugs on prefrontal brain function.

In another study by Jabs et al. (Ehlis et al. 2005) in 2002, involving the pre-
liminary functional imaging, an ‘acute hyperfrontality’ was found in some cases of 
cycloid psychoses. It was reported that acute hyperfrontality returned to normal in 
the course of the treatment.

Non-pharmacological treatment
Psychotherapy is necessary to help the person reintegrate the experience of psy-
chosis and possibly the precipitating trauma. Individual, family and group 
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therapies are found to be useful in acute and transient psychosis. Gonzalez de 
Chavez in 2007 described that acute and transient psychoses could be considered 
as identity breakdowns with fragmentation of its structure, paranoid mechanism 
and cognitive regression. He emphasised that psychotherapies favour evolution 
of psychotic identity through disorder awareness and knowledge of aspects of 
patients that make them more vulnerable to psychotic experiences.

There are few data available regarding the treatment of acute and transient psy-
chosis as a distinct entity. In the Marneros and Pillmann (2004) study of brief and 
acute psychoses, 95 % of patients received an antipsychotic, 21 % an antidepressant 
and 7 % lithium during the initial episode. Compared with patients with schizo-
phrenia or bipolar schizoaffective disorder, a smaller proportion of ATPD patients 
were still taking psychotropic medications over the follow-up period, and the 
authors reported good levels of functioning in all patients who were no longer tak-
ing medication. NARP patients in a first-episode study from Iran (Alaghband-Rad 
et al. 2006b) were found to have received fewer months of antipsychotic medica-
tion than patients with other non-affective psychotic disorders, which likely reflect 
faster remission of these psychoses compared with other first-admission psychotic 
disorders. Similarly, a study by Perris (1974) found that patients with cycloid psy-
chosis on continuous lithium treatment experienced fewer repeat episodes. General 
treatment recommendations for patients presenting with their first episode of psy-
chosis, including psychotic disorders with acute onset, include a comprehensive 
assessment to evaluate comorbidities and rule out organic and substance-induced 
causes (Thomas et al. 2009). A typical antipsychotics, often at low initial doses, are 
recommended as the first line of medication treatment, with continuation of treat-
ment for 1 year (Jabs et al. 2002). It is also recommended that there should be coor-
dination between treating team, the patient’s family and/or friends to help ensure 
treatment adherence and to educate them about the disorder (Thomas et al. 2009). 
There is also need for international treatment guidelines for acute episode of ATPD. 
Guidelines were given by Gaebel et al. (2005) but more research is required in this 
field. It is also important to have separate guidelines for recurrent category.

20  Mortality in ATPD

Little is known about mortality associated with acute transient psychoses. There are 
few reports on the increased mortality associated with conditions such as  reactive 
psychosis currently incorporated under ATPD (Jørgensen and Mortensen 1990). 
In a Danish study by Castagnini and Bertelsen in 2011, it was found that the most 
unnatural deaths associated with ATPD were from suicide and most of them were 
within the first 2 years after the initial admission. The standardised mortality ratio 
for suicide/from unnatural causes was higher and varied by gender (11.1 for males 
vs. 9.1 for females). Besides this, it was 30.9 times than that expected, with an over-
all standardised mortality ratio of 2.9 for ATPD patients compared with the general 
population. There was also an increased risk of suicide/unnatural death in males with 
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ageless than 40 years. It was also found that the standardised mortality ratio for and 
was particularly high for suicide (30.9). However, there are few studies with which 
to make meaningful comparisons. A similar trend was previously reported from ear-
lier studies (Thomas et al. 2009) on mortality of reactive psychoses. It was reported 
that there was a significantly raised mortality risk in reactive psychosis, and suicide 
was the largest cause of premature death. From these studies, it can be concluded 
that ATPD is associated with excess mortality from both natural and unnatural 
causes, particularly from suicide in younger subjects.

However, there were few studies that did not support this result. Contradictory 
evidence was found in a study by Pillmann et al. in 2003. No suicide was reported 
in a series of patients with ATPD 5 years after the index episode, as opposed 2 
cases with schizophrenia and 3 with bipolar schizoaffective disorder had died of 
suicide. In this study, it was also found that suicidal behaviour was linked to acute 
symptomatology, which is characterised typically by varied delusions, hallucina-
tions, agitation and emotional turmoil shifting from day to day or even from hour 
to hour in otherwise well-adjusted subjects. It was also found that the rate of sui-
cidal behaviour during the course of ATPD was 35.7 % and was comparable to the 
rate found in schizophrenia (40.5 %).

21  Conclusion

ICD-10 and DSM-IV incorporate the rich history of the concepts involved, but still 
leave many questions open to further research. Having two different diagnostic 
systems which classify these conditions very differently also hampers the research 
and limits the generalisation of the results. Therefore, there is need to harmonise 
these two diagnostic systems. To conclude, acute and transient psychoses remain 
a challenge for nosological considerations in the area of psychotic disorders. It 
brings into question the nosological boundaries within endogenous psychoses and 
the concept of psychotic continuum.
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1  Introduction

Schizophrenia as a disorder has fascinated many researchers in India. It is possibly 
the most researched psychiatric disorder in the Indian context. During the last four 
or five decades, large numbers of studies have evaluated various aspects of schizo-
phrenia. It is suggested that research on schizophrenia from India far exceeds that 
done in any developing country from Asia and Africa (Wig 2010). This chapter 
provides an overview of the research on schizophrenia emerging from India.

2  Epidemiology

In the 1960s and the 1970s, many studies from different parts of the country 
assessed the prevalence and incidence of schizophrenia (Dube 1979; Elanagar 
et al. 1971; Issac and Kapur 1980; Nandi et al. 1975; Sethi et al. 1967, 1972, 1974; 
Surya et al. 1964; Thacore and Gupta 1975; Verghese et al. 1973). These studies 
have evaluated 1,393–29,648 subjects from the community and reported preva-
lence rate of schizophrenia to vary from 1.1 to 4.3 per 1,000. Very few studies 
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have assessed the incidence rate of schizophrenia. A study from the rural area 
reported the incidence rate to be 4.2/10,000 population (Sartorius et al. 1986).

A recent World Health Survey (WHS) also covered six states (Assam, 
Karnataka, Maharashtra, Rajasthan, Uttar Pradesh and West Bengal) in India and 
provided data about the epidemiology of psychosis in India. Health status was 
assessed from individual questionnaires administered to 9,994 adult population in 
ages of 18 and above. This study showed that 0.7–3.7 % of the population was 
diagnosed with psychosis, but of these, only 36.2–85.2 % received treatment. 
Higher proportions of patients who received treatment were from the urban areas 
and from higher income groups (World Health Survey 2003).

3  Clinical Features

Communication and linguistic skills: Some of the studies have focused on communi-
cation pattern, linguistic competence and thought disorder, reporting disturbances in 
communication in the form of inhibition of speech (Murthy 1965) and perseveration, 
circumstantiality and irrelevancy in speech (Singh 1971). Mazumdar et al. (1988) 
assessed thought, language and communication disorders and observed that positive 
and negative thought disorders occurred in equal proportion in patients with posi-
tive and negative schizophrenia. Varma et al. (1973) studied concretization of think-
ing and found that compared to normal controls and subjects with neurosis, patients 
with schizophrenia had low abstract ability. Abraham et al. (1979) used the repertory 
grid technique for the assessment of schizophrenic thinking and were able to dis-
criminate patients with schizophrenia from those with neurosis and healthy controls 
based on this. Giridhar et al. (1992) found a higher linguistic competence in patients 
with positive schizophrenia, compared to the other groups, and also reported that 
high linguistic competence was an indicator of poor prognosis in positive schizo-
phrenia and of a better prognosis in negative schizophrenia.

Hallucinations: Studies have also focused on understanding the phenomenology of 
hallucinations in schizophrenia. Ramanathan (1983) studied auditory hallucinations in 
patients with schizophrenia and reported that these were more real than unreal for the 
patients. Other studies have shown that neuroticism scores are positively related to the 
anxiety prior to the ‘voices’, anticipation of the voice and interference of activities of 
the patient by the voice (Ramanathan 1986). Chatterjee and Thakur (1976) found that 
the Muller-Lyer illusion could be used to distinguish patients with schizophrenia from 
healthy controls, but not from patients with neurosis. A study by Singh et al. (2003) 
from PGIMER, Chandigarh studied the phenomenology of hallucinations using fac-
tor analysis and identified two factors, i.e., ‘reality of hallucinatory perception’ and 
‘immersion in hallucinations’. Thomas et al. (2007) compared the prevalence and cor-
relates of hallucinations in Indians with Americans and found differences in the preva-
lence of hallucinations in different modalities in the Indian and US samples, though 
the rank order of frequency was similar.

Delusions: Gupta (1979) reported that different types of delusions occurred in dif-
ferent types of families. A study from NIMHANS evaluated the content of delusions 
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in patients with schizophrenia and affective disorder. The authors reported that the 
content of delusions remained similar during different episodes in both the disorders. 
Kulhara et al. (1986a) studied the phenomenology of delusions in 112 patients with 
schizophrenia using the present state examination (PSE) and found that the delusions 
of persecution were more common in males and those above the age of 30 years. 
Educated patients had more delusions of reference, delusional misinterpretation and 
delusions of thoughts being read. Also, systematization was seen more in younger 
patients, while married patients had more delusions of reference. Another study which 
evaluated delusions reported that the delusional content is more consistent in Hindus, 
those who were married, and those from a rural background in the group with schizo-
phrenia (Sinha and Chaturvedi 1990).

Descriptive studies on subtypes and distinction from other psychotic disor-
ders: Some of the studies have described the clinical picture of different subtypes 
of schizophrenia. Varma et al. (1977) provided detailed clinical descriptions of 13 
cases of ‘pseudoneurotic schizophrenia’. Singh and Kulhara (1991) presented four 
cases of ‘simple schizophrenia’ and argued in favour of retention of this category. 
On the basis of clinical criteria, family history, treatment response and follow-up 
data, a study concluded that schizoaffective schizophrenia was closer to primary 
affective disorders rather than being considered as a subtype of schizophrenia 
(Singh and Sachdava 1982). As acute and transient psychosis became a distinct 
category in ICD-10, Janakiramaiah et al. (1992) successfully used logistic discri-
minant function analysis to classify patients with schizophrenia or acute psychosis.

Typology of schizophrenia: Many studies have tried to characterize the typology 
of positive and negative schizophrenia in the Indian context. Kulhara et al. (1986) 
examined the concept of positive and negative subtyping using principal components 
analysis and concluded that their data supported the positive and negative symptom 
complexes. Also, Kota and Kulhara (1988) used a cross-sectional phenomenological 
approach in 40 patients with schizophrenia and found that on variables such as age, 
duration of illness and premorbid adjustment, significant differences emerged between 
positive and negative subtypes. A longitudinal study (Kulhara and Chandiramani 
1990) evaluated the stability of positive and negative subtypes of schizophrenia. It 
was seen that after a follow-up duration of 18–30 months, there was significant reduc-
tion in positive symptom scores and the number of patients in the positive subtype of 
schizophrenia. Further, the mixed subtype of schizophrenia increased in number and 
at follow-up, and there were significantly more patients with mixed subtypes who 
did not meet criteria for either the positive or negative subtype, i.e., who had little of 
either type of symptomatology. However, the number of patients categorized as hav-
ing negative subtype, as well as negative symptom scores, did not change appreciably 
over the follow-up period. On the basis of their findings, the authors concluded that 
compared to positive symptoms, negative symptoms are more stable over a period of 
time. Borde et al. (1992) reported that negative symptoms and syndromes were more 
stable over time as compared to positive symptoms, and both positive and negative 
subtypes were stable. A study from Chennai (Eaton et al. 1995) evaluated the struc-
ture and temporal course of the symptoms of schizophrenia. Patients were assessed 
each month for 10 years following the first hospitalization. Factor analyses revealed 
positive and negative factors with a slight tendency to merge over time. The prevalence 
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of positive and negative symptoms declined in the year following first hospitalization 
and was stable thereafter. Positive and negative symptoms in 1 month were highly 
predictive of the same type of symptoms in the next month. On the basis of this, the 
authors concluded that positive and negative symptom clusters are independent, both 
cross-sectionally and longitudinally. Arora et al. (1997) grouped symptoms and signs 
of schizophrenia by evaluating the patients on the scale for the assessment of posi-
tive symptoms (SAPS), the scale for the assessment of negative symptoms (SANS) 
and the comprehensive psychopathological rating scale (CPRS). However, their analy-
sis did not lead to replication of the positive–negative dichotomy. A study by Tirupati 
et al. (2006) evaluated psychopathology by using the positive and negative syndrome 
scale (PANSS), in patients with schizophrenia living in the community never treated 
with antipsychotic medications. The authors observed that positive symptoms were 
more frequent than negative symptoms. Factor analysis unfolded a five-factor struc-
ture, namely negative, positive, anxiety-depression, motor and excitement. The fac-
tor structure resembled that of treated patients reported in most studies except for the 
identification of a motor symptom cluster. One study compared the onset and course 
of previously untreated first-episode psychosis in Canada and India (Iyer et al. 2010). 
Patients with first-episode non-affective psychosis were evaluated for demographic 
variables, duration of untreated psychosis (DUP), baseline diagnosis, positive, negative 
and general psychopathology symptoms and overall functioning at baseline and 1 year. 
The authors reported significant improvement in symptoms and functioning over the 
1-year course of treatment. Evaluation of time-by-site interactions showed significant 
difference between the centres in negative symptoms, with patients in India showing 
greater improvement over time than their Canadian counterparts. The time-by-site 
interactions were not significant for positive symptoms and general psychopathology. 
This relationship of negative symptoms and time-site interaction persisted even after 
controlling for demographic variables such as age, gender and marital status. On the 
basis of this, the authors concluded that there is a higher rate of improvement at 1 year 
in negative symptoms and functioning in patients from India, when compared those 
receiving similar treatment in Canada. A recent study carried out factor analysis of 
PANSS ratings done within 1 week of admission and extracted five factors, namely 
negative, autistic, activation, positive and depression. Negative factors explained the 
maximum percentage of variance (Kumar and Khess 2012).

Many studies have evaluated the usefulness of different diagnostic systems and 
rating scales. In a cross-sectional study, Kulhara et al. (1986) evaluated the useful-
ness, comprehensiveness and concordance between the CATEGO, research diag-
nostic criteria (RDC), DSM-III criteria, Feighner’s criteria, Schneider’s first-rank 
symptoms (FRS) and the ICD-9 diagnosis of schizophrenia. It was found that all the 
diagnostic systems had good agreement with the ICD-9 diagnosis of schizophrenia. 
However, the rate of concordance among the different systems varied. In another 
study, Kulhara et al. (1989a) examined the effect of different diagnostic systems and 
sociodemographic variables on the outcome of schizophrenia and reported that the 
DSM-III diagnosis of schizophrenia, duration of illness and the PSE syndrome of 
non-specific psychosis were important predictors of outcome. The CATEGO and the 
RDC diagnosis of schizophrenia and the Schneiderian FRS were found to be poor 
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predictors of outcome. Kulhara et al. (1987) also examined the usefulness of the brief 
psychiatric rating scale (BPRS) in positive and negative subtyping of schizophrenia. 
Significant differences emerged between the two subtypes on items such as emo-
tional withdrawal, guilt feelings, tension, hallucinatory behaviour, motor retardation, 
blunted affect and excitement. Kota et al. (1986) evaluated the inter-rater reliability 
for the SANS in schizophrenia and found it to be significant for all items of the scale.

Movement disorders in schizophrenia: A series of studies from Chennai have 
evaluated extrapyramidal symptoms in patients with schizophrenia and their rela-
tives. One study evaluated the prevalence of abnormal movements in never-medi-
cated Indian patients with schizophrenia and reported that dyskinesia were seen in 
15 % of normal subjects, 15 % of first-degree blood relatives of younger patients 
with schizophrenia, 38 % of the never-medicated patients and 41 % of medicated 
patients. The authors concluded that dyskinesia in elderly patients with schizo-
phrenia was an integral part of the illness and was not associated with antipsy-
chotic medications (McCreadie et al. 1996).

One study evaluated the prevalence of spontaneous dyskinesia and Parkinsonism 
in never-medicated, chronically ill patients with schizophrenia at baseline and 
at 18 months of follow-up. Twenty-four per cent of the patients had dyskinesia 
at both the assessments, 33 % had the same on one of the assessments and 43 % 
did not have dyskinesia at any time; 35 % had Parkinsonism on at least one occa-
sion (McCreadie et al. 2002). Another study evaluated the prevalence of spontane-
ous dyskinesia in first-degree relatives of chronically ill never-treated people with 
schizophrenia and reported that 14 % of the relatives had dyskinetic movements in 
at least one body area, and 3 % had Parkinsonism (McCreadie et al. 2003).

Cenesthesias: According to one study, depersonalization, motor weakness, abnor-
mal pain, numbness and stiffness were the most commonly endorsed cenesthesias. 
These correlated positively with disturbances of body concept and were present at 
onset in 40 % of subjects and changed form in 76 % of subjects (Rajender et al. 2009).

Relapse: Studies, which have evaluated the predictors of relapse in schizo-
phrenia, report that regularity of follow-up, presence of affective symptoms, self-
neglect and lack of social contacts are associated with relapses (Rajkumar and 
Thara 1989). Relapse was significantly associated with unemployment, number of 
psychotic episodes, side effects of medication and life events score (Chabungbam 
et al. 2007). In a study involving retrospective assessment of life events over a 
period of 1 year, Das et al. (1997) reported that those who experienced relapses 
of their illness had experienced a significantly greater number of life events and 
also had a significantly higher stress score than the ‘stable’ group. A study, which 
evaluated the relationship of life events, marriage and social support, concluded 
that marriage led to experiencing more stress, but there are other psychosocial var-
iables mitigating the same and preventing relapse (Kulhara et al. 1998).

Distinction of depressive and negative symptoms: Studies have also tried to dis-
tinguish negative symptoms in schizophrenia from depression. A study revealed that 
the global ratings for affective flattening, alogia, avolition and inattention were sig-
nificantly higher in patients with schizophrenia compared to depression, whereas 
anhedonia–asociality was equally prevalent in patients with schizophrenia and 
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depression (Chaturvedi et al. 1985). Another study compared subjects with schizo-
phrenia and depression and reported that compared to patients with schizophrenia, 
frequency of suicide attempts was higher in depressed patients (Gupta et al. 1992).

Depression in schizophrenia: The Indian Council of Medical Research (ICMR) 
multicentre collaborative study on course and outcome of schizophrenia reported 
that depressive mood was not related to course and outcome of schizophrenia at 
2 and 5 years of follow-up. At intake, depressed mood was noted in 22.3 % sub-
jects, which dropped to 13 % at 2 years of follow-up (ICMR 1988). A prospec-
tive study from Bangalore reported that only 0.5 % of patients with schizophrenia 
develop post-psychotic depression (PPD) (Das and Kapur 1980). In another pro-
spective study, newly diagnosed patients with schizophrenia were followed for 
6–48 months. The findings of this study indicated that depression was either intrin-
sic to schizophrenia or could be due to neuroleptics. Moreover, this study showed 
that the proportion of patients with depression was high in those who responded to 
8 weeks of neuroleptic treatment (Raju 1986). A study, which compared the PSE 
syndrome of depression in patients with first-episode Feighner’s schizophrenia, 
noted that the PSE syndrome of depression was present in 45 % of patients who 
had a relapse, compared to 19 % of the patients who did not relapse (Rajkumar 
and Thara 1989). A study from Chandigarh, which primarily studied the rela-
tionship between depressive and negative symptoms, reported depressed mood 
in 32 % patients with schizophrenia (Kulhara et al. 1989). However, none of the 
above studies, rated depressive symptoms on scales used primarily for the assess-
ment of depression. Studies, which have evaluated the role of gender in depres-
sion, have reported that at intake simple depression was more common in males, 
at follow-up depressive delusions or hallucinations were also more frequent 
in males and depressive features at intake and follow-up affected the outcome 
in males. However, at 10-year follow-up, no gender differences were noted, and 
depression was almost non-existent (Thara and Rajkumar 1992; Thara and Joseph 
1995). Another prospective longitudinal study evaluated patients with a diagnosis 
of schizophrenia as per DSM-IIIR, with at least 5 years of hospitalization, at the 
baseline and after 9 months. This study found that positive and negative subtypes of 
schizophrenia were stable, whereas depression as assessed on the PANSS was not 
found to be stable (Borde et al. 1992). In a cross-sectional study from Chandigarh, 
80 patients with stable chronic schizophrenia as per DSM-III R were rated on the 
SANS, the SAPS and the CPRS. Factor analysis segregated positive and negative 
symptoms into more than two dimensions. The CPRS led to a factor loading high 
on depressive/asthenic items. The authors concluded that depressive symptoms 
were a salient feature in course of schizophrenia (Arora et al. 1997). Some of the 
studies have used scales specifically to rate depression. A study from Chandigarh 
compared two groups of 30 subjects each of PPD and non-PPD in DSM-III-R 
schizophrenia in remission. Patients with PPD had a longer duration of psychosis, 
more frequent hospitalizations and more sadness and anxiety-somatisation during 
florid illness phase. Severity of depression assessed on the Hamilton depression rat-
ing scale (HDRS) correlated positively with age of onset, age of patient, number of 
stressful life events and negatively with social support (Chintalapudi et al. 1993).
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A study from South India reported an increasing prevalence of depression, from 
17 % at intake to 50 % at 1–10 months of follow-up, in 46 DSM-III-R subjects 
with schizophrenia who were off medications for 1 month. Severity of depression, 
assessed on the HDRS, was generally mild with maximum scores obtained on 
‘loss of work interest’, which is not a core psychological symptom of depression. 
The authors hypothesized the occurrence of two different kinds of depression: 
reactive depression in unmedicated patients with greater insight into illness and 
akinetic depression in medicated patients with extrapyramidal symptoms, which 
is associated with higher doses of neuroleptics (Tharyan and Kuruvilla 1994). 
Another study showed that patients with schizophrenia with substance use tended 
to have more depressive symptoms (Chakraborty et al. 2008).

In a study investigating the nature of factor structure of DSM-IV schizophrenia, 
the authors reported that introduction of the HDRS scores to the factor equation along 
with the variables of the SAPS and the SANS resulted in extraction of four factors 
viz. reality distortion syndrome, disorganized syndrome and negative syndrome 
(split into diminished expression and schizoid syndrome). Depression scores loaded 
high on reality distortion and also had secondary, albeit low loading on the dimin-
ished expression syndrome. This supports the notion that the aetiopathogenesis of 
depressive symptoms is related more closely to positive symptoms and general psy-
chopathology, than negative symptoms (Kulhara and Avasthi 2003). Another study 
investigated the relationship of depression and insight in patients with schizophrenia 
and reported that insight and depression had strong correlation with each other; better 
insight was associated with the presence of low mood (Ampalam et al. 2012).

Obsessive compulsive symptoms in schizophrenia: On studying obsessive–com-
pulsive symptoms in schizophrenia, Jaydeokar et al. (1997) found that among 
patients with more than 5-year durations of illnesses, 27 % had obsessive–com-
pulsive symptoms and that obsessive–compulsive symptoms were more prevalent 
among patients with paranoid schizophrenia. One study presented the clinical pro-
file of patients with schizophrenia, with and without comorbid obsessive–compul-
sive disorder. This study suggested that schizo-obsessive patients were more likely 
to have paranoid symptoms and first-rank symptoms of schizophrenia. They had 
lower anergia, higher depression scores, more comorbid personality disorders and 
somewhat lesser disability. There was a significant correlation between severity 
of obsessive–compulsive symptoms and schizophrenia (Rajkumar et al. 2008). 
Another study which evaluated the prevalence of obsessive–compulsive symptoms 
in subjects with schizophrenia reported a 10 % prevalence (Hemrom et al. 2009). 
Raj and Raguram (2001) found that neurotic symptoms were highly prevalent 
(83 %) in the patient with schizophrenia, and there were significant associations 
between anxiety and certain symptoms of schizophrenia.

Affect: Felt affect in good and poor outcome patients of schizophrenia was 
compared by Sovani et al. (2005), and no differences were found. A study reported 
emotional recognition deficits in antipsychotic-naive schizophrenia subjects 
(Bharadwaj et al. 2008).

Insight: Aga et al. (1995) examined the relationship of insight with psychopathol-
ogy in schizophrenia and found that insight had significant positive associations with 
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number of previous episodes and treatment taken in the past. Tharyan and Sarvanan 
(2000) studied the relation between insight and psychopathology and found that the 
severity of psychopathology correlated significantly with dimensional measures of 
awareness of the abnormal experiences, whereas another study reported no relation 
between insight and psychopathology and severity of illness (Armstrongh et al. 2002).

Duration of untreated psychosis: Tirupati et al. (2004) examined the out-
come and factors related to the DUP after 1 year of treatment of patients with 
schizophrenia, who were ill for many years and had not been treated previously. 
Evaluations of outcome were carried at intake, and at the end of 1 year of treat-
ment using standardized methods. Good clinical outcome was found in 29 % of 
cases at the end of 1 year. The proportion with good outcome in clinical, work and 
global measures fell steadily with increasing DUP. This difference was significant 
for clinical and global outcomes after a DUP of 5 years. The authors concluded 
that the relationship between DUP and response to treatment held well even in 
chronic stages of schizophrenia with longer DUP associated with poorer outcome.

Cross-cultural evaluations: A study compared the clinical phenotype of patients 
with schizophrenia in India, Australia and Malaysia and reported that more 
patients with schizophrenia were living alone in Australia than India or Malaysia, 
drug use was lower in India than Australia or Malaysia, DUP was longer in India 
than Australia or Malaysia, the rate of schizoaffective disorder was lower in India 
than Australia or Malaysia and age at onset of psychosis was greater in Malaysia, 
than in Australia and India (McLean et al. 2012).

4  Schizophrenia and Drug Abuse

A community-based study, which relied on a house-to-house interview-based sur-
vey of 16,725 persons in and around Agra, reported that 14 % of patients with 
schizophrenia abuse alcohol and other drugs defined as regular use for more than 
a year (Dube and Handa 1971). Clinic-based studies suggest that 7 and 6 % of 
patients with schizophrenia abuse alcohol and cannabis, respectively (Trivedi 
and Sethi 1978). Other studies have looked at the epidemiology of psychosis in 
patients with cannabis use and have reported prevalence rates of 6 % for psy-
chosis (Goel and D’Netto 1975) and incidence rate of 50 % in regular cannabis 
users (Bagadia et al. 1976). Another study with a small sample compared the 
lifetime prevalence of schizophrenia in patients with alcohol and opioid depend-
ence and reported that 8 % of the patients with alcohol dependence and 15 % of 
the patients with opioid dependence had schizophrenia; the difference between 
the two groups was statistically significant (Kisore et al. 1994). Other studies, 
which have assessed patients with alcohol dependence for psychiatric comorbid-
ity, have reported the prevalence rate of psychosis to be 22 % (Vohra et al. 2003) 
and that of schizophrenia to be 2 % (Singh et al. 2005). Schizophrenia was noted 
in 25 % of patients with polysubstance dependence and 4.3 % of patients with 
alcohol dependence in a recently published study from Tamil Nadu (Venkatesan 
and Suresh 2008). A recent clinic-based study from Chandigarh evaluated patients 
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attending a drug de-addiction and treatment centre for 13 year period and found 
that only 1.4 % were diagnosed to have substance-independent psychotic illness, 
of which only half of the patients had the diagnosis of schizophrenia. The authors 
ascribed the lower rates to the fact that established cases of psychosis are much 
more likely to attend (or be referred to) the general psychiatry section rather than a 
specialized de-addiction centre (Aggarwal et al. 2012).

A study from PGIMER, Chandigarh, compared clinical picture of cannabis psy-
chosis with schizophrenia and reported that compared to patients with schizophre-
nia, cannabis psychosis is short-lasting, presents with a predominantly polymorphic 
clinical picture, with more odd and bizarre behaviour, violence and panic but reactive 
and congruent affect, less evidence of formal thought disorder, and is associated with 
rapid and complete recovery (Basu et al. 1999). The demographic and clinical corre-
lates of substance abuse in schizophrenia were assessed by Aich et al. (2004). People 
using substance were predominantly represented by the positive syndrome and non-
abusers by the negative syndrome. The same group of authors (Aich et al. 2005) 
found that psychopathology remitted much faster in the group abusing substances, 
but after discharge, these patients tended to return back to the preadmission state.

Another study from PGIMER, Chandigarh examined the relationship of the 
course of substance abuse and schizophrenia symptomatology in patients with 
‘dual-diagnosis’ of substance abuse and schizophrenia and reported that in five 
out of twenty-two patients, onset of schizophrenia preceded the onset of substance 
use. In seven out of twenty-two subjects, there was clear temporal relationship 
between exacerbation of schizophrenia and increase in substance abuse in the pre-
ceding 2–12 months. In none of the subjects, decrease in substance use led to a 
decrease or increase in schizophrenic symptoms (Goswami et al. 2003). A study 
from Ranchi compared patients with substance dependence with and without 
psychosis and showed that patients with substance dependence without psycho-
sis attributed both maintenance and relapse to external factors such as nature of 
work, social milieu or peer pressure, while the ‘dual-diagnosis’ group attributed 
them to internal factors such as enhancement of positive mood and alleviation of 
withdrawal effects (Saddichha et al. 2010).

Srinivasan and Thara (2002) studied the relationship of nicotine use and schizo-
phrenia in urban male patients and found 38 % were current smokers, which was 
significantly more than in other psychiatric patients studied (major affective dis-
orders and non-psychotic disorders), but not medically ill controls, and was not 
higher than the rates for the general male population in India.

5  Neurobiology of Schizophrenia

Since the beginning, there have been efforts to study the neurobiology of schizo-
phrenia. However, most of the data have come in last 10–15 years.

Neurochemistry: Various studies have reported biological markers and diagnostic 
tests in schizophrenia. Kondaiah et al. (1981) found that plasma creatine phosphoki-
nase (CPK) levels were higher in patients with schizophrenia, suggesting diagnostic 
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value of CPK. Ghosh et al. (1981) found that patients with schizophrenia excreted 
greater amount of vanilmandelic acid (VMA) and lower amounts of steroid frac-
tions as compared to controls. Significantly lower levels of Cerebrospinal fluid (CSF) 
5-hydroxy indole acetic acid (5-HIAA) were found in patients as compared to con-
trols by Pandey et al. (1987). Tiwari et al. (1984) found increased levels of serum and 
cerebrospinal fluid immunoglobulins; whereas Rao et al. (1985) observed no signifi-
cant differences in immunoglobulin levels between patients with schizophrenia (par-
anoid and non-paranoid) and normal controls. Platelet monoamine oxidase activity 
was studied in patients with chronic schizophrenia, and no differences were docu-
mented between the patients and normal subjects (Gupta et al. 1985). Serum prolactin 
level was also studied in treatment-naive and medicated patients, and no differences 
were found between unmedicated patients and control subjects, refuting the hypoth-
esis that there is a generalized hyper-dopaminergic state in schizophrenia (Kuruvilla 
et al. 1986). Chatterjee (1988) studied dopamine-related hormones–prolactin, growth 
hormone and luteinizing hormone in 84 patients with acute schizophrenia, but found 
that a simple theory of dopamine overactivity was not supported. Radioisotopic tech-
niques were employed to measure platelet monoamine oxidase activity by Sharma 
et al. (1991), and no differences were found between subjects with schizophrenia, 
mania and normal subjects. However, the same group also found that the enzyme 
activity was significantly lower in paranoid schizophrenia, compared to the other 
groups. Also, significant negative correlations between enzyme activity and severity 
and duration of illness were found (Sharma et al. 1990). Pradhan et al. (1992) studied 
plasma homovanillic acid levels in patients with schizophreniform disorder, patients 
with schizophrenia on medications and patients with schizophrenia off medications. 
A bimodal distribution of plasma homovanillic acid was seen in schizophreniform 
disorder, indicating plasticity of the dopaminergic system to neuroleptics. Similarly, 
concentrations of homovanillic acid and gonadal hormones were studied by Gong 
et al. (1993). The results suggested that change of gonadal hormones may be related 
to the pathogenesis of schizophrenia. Kurup et al. (1999) studied serum digoxin lev-
els in 25 patients to support the hypothesis that hypothalamic digoxin dysfunction 
occurs in schizophrenia. Anand et al. (2002) measured cerebrospinal fluid levels of 
dopamine, serotonin and their metabolites and attempted to elucidate their relation 
to various psychopathological dimensions. Serum prolactin levels, when measured in 
drug-naive patients, were raised, but did not show any relation to severity of psycho-
pathology or prognosis (Shrivastava and Tamhane 2000).

Neuroimaging: In one of the earliest studies, Jayaswal et al. (1987) examined 
structural changes in brain using computed axial tomography scans (CAT scans) 
and found that the size of lateral ventricles expressed as the ventricular-brain ratio, 
and the width of the third ventricle and the sylvian fissure were significantly greater 
in patients with schizophrenia. Siddharatha et al. (1997) performed CAT scans in 
50 patients with schizophrenia and found abnormalities compared to control sub-
jects. Lal et al. (1998) studied neurological soft signs, cognitive dysfunction and 
ventricular-brain ratio in schizophrenia patients. Minimum of one neurological soft 
sign was present in all the patients. The positive group had higher memory and IQ 
scores and lower Bender-Gestalt Test (BGT) scores than the negative group. Negative 
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correlation was seen for memory and BGT scores with ventricular-brain ratio (VBR), 
and the. soft signs showed positive correlation in the positive subtype only. Raju 
et al. (2001) carried out magnetic resonance imaging in patients with schizophrenia 
to measure prefrontal lobe volumes in patients with and without frontal dysfunction, 
as measured by the Lubria-Nebraska Neuropsychological Battery. They reported 
that patients with frontal dysfunction had minor frontal structural deficits. Padmavati 
(2001) studied differences in cerebral morphology in three groups: untreated patients 
with schizophrenia with dyskinesia, without dyskinesia and normal subjects.

Over the years, schizophrenia has been understood as a neurodevelopmental disor-
der. Most of the research on neuroimaging from India also suggests this. The National 
Institute of Mental Health and Neurosciences (NIMHANS) at Bangalore has emerged 
as the leader in this field. Investigations suggest that compared to healthy control 
subjects, subjects with schizophrenia have significantly smaller global grey matter, 
greater global cerebrospinal fluid volumes and smaller regional grey matter volume 
in superior frontal, inferior frontal, cingulate, post-central, superior temporal and para-
hippocampal gyri, inferior parietal lobule (IPL), insula, caudate nuclei, thalamus and 
cerebellum (Jayakumar et al. 2005). It was also seen that positive symptoms have 
significant negative correlation with left superior temporal gyrus volume. Negative 
symptoms score have inverse correlation with frontal, cingulate and cerebellar grey 
matter volumes (Venkatasubramanian et al. 2010). Another study reported negative 
correlation between negative symptoms score and cerebellar grey matter volumes 
(Arasappa et al. 2008). Venkatasubramanian et al. (2003) evaluated a new corpus cal-
losum measurement method with a valid neuroanatomical and cytoarchitectural basis 
and showed a good intraclass correlation coefficient and inter-rater reliability. Studies 
from NIMHANS have reported significant volume deficits in bilateral lateral orbito-
frontal and left medial orbitofrontal cortices as well as bilateral pars triangularis and 
significant thickness deficit in bilateral medial orbitofrontal cortices in subjects with 
schizophrenia (Venkatasubramanian et al. 2008; Behere et al. 2009). John et al. (2009) 
compared frontal pole (FP) grey matter volume in neuroleptic-naïve recent-onset 
schizophrenia subjects with a matched healthy control group and reported lack of dif-
ference in FP grey volumes between the healthy subjects and those with schizophre-
nia. In a study from Mumbai, Parkar et al. (2006) reported ventricular dilatation and 
prominent cerebral sulci and cerebellar folia. It has also been found that subjects with 
schizophrenia have lower phosphocreatine (PCr)/total adenosine tri-phosphate (ATP) 
ratio in bilateral basal ganglia, and this ratio was least in patients with developmental 
reflexes suggesting neurodevelopmental aetiology for schizophrenia (Gangadhar et al. 
2006). A study from NIMHANS reported that subjects with schizophrenia have sig-
nificantly smaller caudate volumes than healthy controls. PCr/total phosphorous and 
PCr/total ATP ratios of both caudate nuclei were significantly lower in patients than 
controls (Jayakumar et al. 2006). Another study reported that at 1-year follow-up, 
the difference between healthy controls and subjects with schizophrenia on PCr/total 
phosphorus ratio became non-significant, and there was significant positive correla-
tion between the magnitude of improvement in PANSS total scores and the extent of 
change in the PCr/ATP ratio (Jayakumar et al. 2010). McCreadie et al. (2002) studied 
patients with dyskinesia using magnetic resonance imaging and proposed that there 
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may be a subgroup of schizophrenia associated with dyskinesia and striatal pathology 
(namely, an enlarged lenticular nucleus, especially on the left side).

Malhotra et al. (2006) studied cerebral perfusion using single photon emission 
computed tomography (SPECT) in subjects with childhood-onset schizophrenia. 
Compared to lack of perfusion abnormality in the healthy control group, 9 patients 
(64 %) showed perfusion anomaly on SPECT scans, specifically in the left tem-
poral and frontal areas of the brain. A cross-sectional study examined the effect 
of antipsychotics on brain metabolism in individuals with schizophrenia who 
were in different phases of treatment. Patients underwent an 18F-deoxyglucose 
positron emission tomography scan in a resting state 12 h after the last dose of 
antipsychotic. Results showed an immediate increase in cortical uptake followed 
by a decrease in cortical uptake, while the basal ganglia uptake remained high, 
albeit with a decreasing trend. Typical antipsychotics were associated with lower 
frontal cortical and higher basal ganglia and cerebellar uptake as compared to 
atypical antipsychotics (Seethalakshmi et al. 2007). Another study showed that 
compared to healthy subjects, genu and body of the corpus callosum were signifi-
cantly smaller in patients with schizophrenia (Venkatasubramanian et al. 2010). A 
study from NIMHANS which assessed antipsychotic-naïve schizophrenia patients 
showed that patients with FRS had significant deficits in the right IPL (specifi-
cally angular gyrus), in comparison with patients without FRS and healthy con-
trols. However, there was no difference on the left side, which authors attributed 
to larger variance in healthy controls (Venkatasubramanian et al. 2011). Another 
study showed relationship between first-rank symptoms and corpus callosum mor-
phometry with patients having significantly smaller corpus callosum, splenium 
and isthmus areas than control subjects (Rao et al. 2011).

Family and genetic studies: Sethi et al. (1980) in a family study reported higher 
incidence of psychiatric morbidity in parents. Ponnudurai (1989) by drawing pedi-
gree charts concluded that the findings favoured a polygenic inheritance. Chaterjee 
and Basu (1980) by nuclear sexing and karyotyping in patients with schizophrenia 
showed higher prevalence of chromatin positive compared to controls. Ponnudurai 
and Jayakar (2010) evaluated ‘parental imprinting’ and the phenomenon of ‘anticipa-
tion’ and reported that age of onset in probands was lower in those with family his-
tory of psychosis, and the difference was more significant when the paternal side was 
affected. When the age of onset in the grandparents was compared with either of the 
parental sides of the probands, no difference emerged, indicating lack of support from 
this study for the theory of anticipation. Verma et al. (2005) investigated the relation-
ship of MLC1 (putative cation-channel gene on 22q13) with schizophrenia and bipo-
lar disorders and concluded that association of MLC1 with schizophrenia and bipolar 
disorders suggests involvement of a common pathway. Chowdari et al. (2002) eval-
uated the role of transcription of the regulator of G-protein signalling 4 (RGS4) in 
the pathogenesis of schizophrenia, by genetic association and linkage studies using 
samples ascertained independently in Pittsburgh and New Delhi and by the NIMH 
Collaborative Genetics Initiative, and reported significant transmission distortion 
in Pittsburgh and NIMH samples. Tiwari et al. (2005) investigated the significance 
of CYP3A4*1B and CYP2D6*4 polymorphisms in tardive dyskinesia susceptibil-
ity among patients with chronic schizophrenia, but failed to demonstrate significant 
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association of either of the two single nucleotide polymorphisms (SNPs) with tar-
dive dyskinesia. Gangandhar et al. (2002) studied the relationship of reversed gen-
der effect on age at onset (AAO) in schizophrenia in relation to infant mortality rate, 
but found no difference in age of onset in the samples from lower infant mortality 
rate. Verma et al. (2005) studied the SYNGR1 gene, located on 22q13.1 in subjects 
with schizophrenia and bipolar disorders, and found that 9 out of 14 dbSNPs were 
associated with schizophrenia and bipolar disorder. Mukherjee et al. (2006) reported 
positive linkage and association finding at 18p11.2 for psychosis (schizophrenia, 
bipolar disorder and psychosis NOS). Holliday et al. (2006) reported association 
of dystrobrevin binding protein 1 (dysbindin) gene (DTNBP1) with schizophrenia. 
Holliday et al. (2009) reported a significant linkage of schizophrenia to chromosome 
1p31.1. Talkowski et al. (2006) studied associations between dopamine D3 receptor 
gene polymorphisms and schizophrenia in two independent samples, one from the 
US and another from India. In the US samples, significant associations were detected 
with eight Single nucleotide polymorphisms (SNPs), including rs6280; whereas, in 
the Indian sample, one SNP was associated (rs10934254, p = 0.03) with schizophre-
nia. Kukreti et al. (2006) investigated the association of synonymous polymorphisms 
(His313 and Pro319) in the dopamine D2 receptor gene with schizophrenia using 
a case–control approach and found that genotype distribution for the His313 poly-
morphism was significantly different between patients with schizophrenia and con-
trol subjects, while the Pro319 polymorphism did not show any association with the 
disease. Debnath et al. (2006) investigated the incidence of human leucocyte antigen 
(HLA) class I alleles in patients with delusional disorder and paranoid schizophrenia 
and found that HLA-A*03 gene was significantly associated with delusional disor-
der as well as with paranoid schizophrenia. Gupta et al. (2009) investigated the role 
OD16 polymorphisms from three genes, dopamine receptor D2 (DRD2), catechol-
O-methyl transferase (COMT) and brain-derived neurotrophic factor (BDNF) in 
schizophrenia and found significant associations of two SNPs of DRD2 (rs11608185, 
genotype; rs6275, genotype) and one SNP in the COMT gene (rs4680, genotype). 
However, when corrections for multiple comparisons were made, a weak association 
of individual markers of DRD2 and COMT with schizophrenia was seen. Multifactor 
dimensionality reduction analysis suggested a two locus model (rs6275/DRD2 and 
rs4680/COMT) as the best model for gene–gene interaction with 90 % cross-valida-
tion consistency and 42 % prediction error in predicting disease risk among patients 
with schizophrenia. Srivastava et al. (2010) studied gene polymorphisms and genetic 
susceptibility in subjects with schizophrenia and reported a significant allelic asso-
ciation of catechol-O-methyltransferase rs362204 -/G (p = 0.028) marker; whereas, 
nominally significant genotypic associations were seen for tyrosine hydroxylase 
rs6356 A/G and dopamine beta-hydroxylase rs1108580 A/G with schizophrenia.

Ahmad et al. (2009) reported the role of GRIK3 for susceptibility to schizophre-
nia in Indian population. Vijayan et al. (2009) reported significant allelic and geno-
typic associations of rs2066713 (both allelic and genotypic), 5HTTLPR and STin2 
polymorphisms with schizophrenia. A haplotype linking these three risk alleles, 
5HTTLPR/S-rs2066713/C-STin2/12-repeat, was also significantly associated with 
schizophrenia. Thara et al. (2009) studied schizophrenia pedigrees and reported 
very low prevalence of affective psychoses such as schizoaffective disorder in most 
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affected individuals with schizophrenia. Srivastava et al. (2006) reported DRD4 
and COMT genes as the most important candidate genes for development of tar-
dive dyskinesia in North Indian subjects with schizophrenia. Thomas et al. (2011) 
evaluated the associations of selected SNPs with schizophrenia with selected indi-
ces of severity and symptom pattern but did not find any significant associations 
following corrections for multiple comparisons. A recent study showed associa-
tion of schizophrenia and schizophrenia-related neurocognitive measures with two 
SNPs (rs35753505 and rs6994992) from the Neuregulin-1 gene promoter region in 
a North Indian cohort (Kukshal et al. 2013). Singh et al. (2008) showed that com-
pared to age- and gender-matched healthy subjects from the same ethnic group as 
the patients, patients of schizophrenia have increased frequency of HLA-A*03 as 
well as decreased frequencies of HLA-A*31 and HLA B*51.

Soft neurological signs and minor physical anomalies: Some genetically deter-
mined somatic traits such as ear lobes, finger hair and hairy ear were studied in schiz-
ophrenia (Ponnudurai 1989). The proportion of patients with schizophrenia with ear 
lobes hanging free was much less than the controls. The presence of physical anom-
alies was investigated in schizophrenia, and the incidence was found to be signifi-
cantly high (Lal and Sharma 1987). Soft neurological signs (SNS) and minor physical 
anomalies (MPA) were studied in 107 adult patients with schizophrenia by Nizamie 
et al. (1989) who found SNS more frequently in patients with chronic schizophrenia 
compared to normal subjects and also found higher mean MPA score as compared to 
reported score in normal populations. John et al. (2008) compared MPAs and neu-
rologic soft signs (NSSs) as a composite endophenotype for schizophrenia subjects 
with a matched healthy control group and noted that subjects with schizophrenia had 
significantly higher frequencies of MPAs and NSSs than healthy controls. Biswas 
et al. (2007) compared NSSs in patients with childhood-onset schizophrenia (COS), 
adolescence onset (AdOS) and adulthood onset (AOS) and reported that NSSs were 
significantly more frequent in COS and AdOS compared with AOS patients.

Cognitive functions: Ananthnarayan et al. (1993) studied clinically remit-
ted outpatients with schizophrenia on measures of visual information processing 
and found that they performed poorly when compared to patients with neurotic 
depression. Borde et al. (1996) used the happy–sad chimeric faces test to elicit left 
hemifacial bias (LHF bias) and found that patients with mania and schizophre-
nia did not show significant LHF bias. Another study compared cognitive func-
tions of subjects with schizophrenia with those suffering from bipolar disorder 
and reported that compared to controls, both bipolar disorder and schizophrenia 
patients were significantly impaired on different tests of executive function, mem-
ory, IQ and perceptuomotor functions. Patients with schizophrenia consistently 
performed worse than patients with bipolar disorder, but none of the differences 
between schizophrenia and bipolar disorder were significant (Pradhan et al. 2008). 
Bhatia et al. (2009) examined cognitive functions of subjects with schizophrenia 
and schizoaffective disorder and compared them with their parents and a control 
group and found that subjects with schizophrenia and schizoaffective disorder took 
significantly more time than controls on Part B of the trail making test (TMT), 
and there was no significant difference between patients and parents on any of the 
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TMT parameters. A study, which evaluated the relationship between cognition and 
work functioning in patients with schizophrenia, found that cognitive deficits did 
not relate significantly with current employment status or the level of performance 
at work. Negative symptoms predicted employment status, and poor social func-
tioning predicted poor work performance (Srinivasan and Tirupati 2005). A study 
evaluated the relationship between insight and executive functions and reported 
that poor insight was associated with poor executive functioning (Choudhury 
et al. 2009). Grover et al. (2011) compared the neurocognitive deficits in patients 
with paranoid schizophrenia and delusional disorder and reported that compared 
with patients with paranoid schizophrenia, patients with delusional disorder had 
more impairment on different tests of attention, visual learning and memory, ver-
bal working memory and executive functions. John et al. (2011) examined the 
pattern of functional magnetic resonance imaging blood oxygen level dependent 
activations and deactivations during semantic word generation and showed that in 
addition to the brain regions activated during word generation in healthy individ-
uals, patients with schizophrenia showed additional activations of temporo-pari-
eto-occipital cortical regions as well as subcortical regions, despite significantly 
poorer behavioural performance than the healthy participants.

Social cognition: A study evaluated the facial emotion recognition deficits in 
antipsychotic-naïve schizophrenia patients and showed that the patients with 
schizophrenia made significantly greater number of errors in recognition of neg-
ative emotions of fear and disgust compared to normal controls (Behere et al. 
2009). In another study, Behere et al. (2011) evaluated the facial emotional rec-
ognition deficits in patients with FRS and those without FRS and showed that 
patients with FRS made significantly greater errors in over-identification as com-
pared to those without FRS.

Dermatoglyphics: Dasgupta et al. (1973) conducted research on dermatoglyphics 
in schizophrenia and found that the patients had higher indices as compared to nor-
mal controls. Eswaraiah (1978) in a study found that patients had higher frequency 
of single radial base crease than controls. Jhingan and Munjal (1990) studied derma-
toglyphics in patients with catatonic schizophrenia; whereas, Jain et al. (1992) stud-
ied palmer flexion crease pattern in schizophrenia subjects, their relatives and normal 
controls. Studies in dermatoglyphics were also reported by Sengupta and Bhuyan 
(1995) and Ponnudurai et al. (1997) in familial and non-familial schizophrenia.

Neurotropins: Kale et al. (2009) studied the CSF and plasma nerve growth fac-
tor (NGF) in drug-naïve patients with psychosis and reported significantly lower 
levels of NGF in both CSF and plasma.

Oxidative Stress: A study evaluated the levels of malondialdehyde (MDA), 
superoxide dismutase (SOD), glutathione peroxidase (GSHPx) and reduced glu-
tathione (GSH) in subjects of schizophrenia. Compared to healthy controls, sig-
nificantly lower levels of SOD, GSHPx and GSH were found in subjects with 
schizophrenia, along with an increased oxidative stress as indicated by high blood 
MDA levels (Dadheech et al. 2008). Another study reported lower levels of anti-
oxidants in haloperidol-treated subjects compared to those treated with olanzapine 
(Singh et al. 2008).
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Immunological changes: Significant reduction in interleukin-2 (IL-2) and inter-
leukin-6 (IL-6) was reported in subjects with schizophrenia, irrespective of the 
medication status, i.e. those on antipsychotics and those not on antipsychotics, 
suggesting immune dysregulation in pathophysiology of schizophrenia. Further, 
the medicated patients showed lower level of IL-2 and IL-6 than the psychotropic 
medication-free patients (Singh et al. 2009).

Lipid metabolites and insulin-like growth factor: A study of antipsychotic-naïve 
patients with schizophrenia showed significantly lower levels of leptins compared 
to healthy controls. However, with antipsychotic treatment, leptins levels increased 
in patients with schizophrenia (Venkatasubramanian et al. 2010). Another study 
showed significant inverse correlation between total negative syndrome score and 
serum HDL levels (Venkatasubramanian et al. 2010). A study involving antipsy-
chotic-naïve schizophrenia demonstrated significantly lower levels of insulin-like 
growth factor (IGF-1) and higher levels of cortisol in patients with schizophrenia, 
compared to healthy controls. With treatment, IGF-1 levels increased significantly 
along with significant reduction in cortisol levels (Venkatasubramanian et al. 2010).

6  Psychosocial Issues

Causal or explanatory models: Few studies have evaluated the explanatory mod-
els as understood by the patients with schizophrenia themselves and their car-
egivers (Kulhara et al. 2000; Srinivasan and Thara 2001). It was documented that 
beliefs in supernatural factors were quite prevalent in caregivers of mentally ill 
patients and that many patients and their caregivers sought the help of faith heal-
ers quite often (Saravanan et al. 2008). It has also been shown that indigenous 
healing methods are considered complementary to the medical management of 
mental illness by patients and caregivers (Saravanan et al. 2008). Studies, which 
have evaluated the patients, suggest that although some patients do subscribe to 
biomedical models, about two-thirds of the patients have non-biomedical causal 
models of schizophrenia (Saravanan et al. 2007; Kate et al. 2012). Charles et al. 
(2007) reported that majority of the patients and their relatives held multiple and 
contradictory models of illness and its treatment simultaneously. However, in con-
trast to studies from the South India, a study from the north India suggested that in 
addition to belief in supernatural causes, many patients also had biological causal 
models (Kate et al. 2012). Data also suggest that patients who held biomedical 
concepts of disease had significantly higher scores on the insight scale compared 
to those who held non-medical beliefs (Saravanan et al. 2007). Multivariate analy-
ses identified three factors associated with spiritual/mystical models (female sex, 
low education and visits to traditional healers) and a single factor (high level of 
insight) for the endorsement of biological model. Preserved insight was associated 
with anxiety, help-seeking and perception of change. Insight was strongly associ-
ated with willingness to attribute symptoms to disease in others and in one’s self, 
but not to supernatural forces (Saravanan et al. 2007).
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Marriage and related issues: Impact of schizophrenia on marriage had been 
studied by some researchers. Thara and Srinivasan (1997) followed a cohort of 
patients with first-episode psychosis for 10 years after the onset of illnesses and 
reported that 70 % patients with schizophrenia got married, and in 85 % of cases, 
marriages were intact at follow-up. Compared to females, more men remained 
single; whereas, more women faced broken marriages. Low marriage rates were 
associated with a continuous and relapsing course. Thara et al. (2003a, b) evaluated 
female patients with schizophrenia who had broken marriages and observed that 
many patients had not separated legally and were not receiving any maintenance 
from their husbands. It was also observed that even after several years of separa-
tion, patients expected to be reunited with their spouse. With regards to the caregiv-
ers, most of the families expressed intense distress and concern about the long-term 
future and security of these women. Further, the families perceived care of chil-
dren of these women to be an additional problem, due to lack of any financial sup-
port from the separated husbands. A recent study evaluated the QOL and marital 
adjustment in patients with various mental disorders including schizophrenia dur-
ing the phase of remission in a rural setting and reported that compared to patients 
with bipolar disorder and recurrent depressive disorder, patients with schizophrenia 
reported significantly poorer QOL. Patients of schizophrenia also reported great-
est marital dissatisfaction. With regards to marital adjustment, patients perceived 
the same to be poor, but spouses did not endorse the same (Vibha et al. 2013). 
Bhatia et al. (2004) compared the indices of fertility and fecundity among male 
and female patients with schizophrenia or schizoaffective disorder from New Delhi 
with patients from north-eastern United States. In the US sample, male patients 
were significantly more likely to be single and childless compared with female 
patients. They also had fewer children. In contrast, there were no significant gender 
differences among Indian male and female patients with regard to the reproductive 
indices. Multivariate analyses revealed that the indices of reproduction were asso-
ciated with different variables in the US and Indian samples.

Stigma: In one of the largest studies from India, Murthy (2005) evaluated 
stigma in 1,000 patients in four cities, as a part of the Indian initiative of the 
World Psychiatric Association Programme to reduce the stigma and discrimina-
tion because of schizophrenia. He reported that urban respondents in large centres 
try to hide their illness hoping to remain unnoticed; whereas, rural respondents in 
smaller regions experience greater ridicule, shame and discrimination, as anonym-
ity is more difficult. Other studies suggest that in women, stigma was related to 
marriage, pregnancy and childbirth. Both men and women revealed certain cul-
tural myths about their illnesses and how they affected their lives in a negative 
way (Loganathan and Murthy 2008). Mishra et al. (2009) concluded that those 
with better insight perceived higher stigma, compared to those with poor insight. 
With respect to perceived causes of stigma, a strikingly large number of par-
ticipants (97 %) believed that stigma was caused by a lack of awareness about 
schizophrenia and the nature of the illness itself. Behavioural symptoms associ-
ated with schizophrenia were also thought to be a cause of stigma; whereas, med-
ication-related complications were seen as playing a less causal role in stigma 
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(Shrivastava et al. 2011). It has also been suggested that stigma in patients is asso-
ciated with external non-stigmatizing beliefs about illness (karma and evil spirits), 
the disease model of illness, the total number of causal models, the total number 
of non-medical causal beliefs, visiting temples or other places of worship for cure, 
total family stigma score and the relatives’ perception of stigma on the patient sub-
scale (Charles et al. 2007). The most common forms, in which stigma was expe-
rienced, were through lowered self-esteem. Also prevalent (in approximately half 
of the patients) were reports of being avoided due to their illness, discrimination 
suffered in the family, overhearing offensive comments about mental illness, dis-
crimination at the work place, problems coping with their marriage and not receiv-
ing proposals for marriage due to their illness (Mishra et al. 2009) and strains in 
marital relationship (Raguram et al. 2004). Studies of stigma in caregivers suggest 
that caregivers most frequently have concerns about the social impact of the illness 
on the affected person in the form of difficulties for the person to marry, problems 
in an existing marriage, social devaluation and avoidance by others. Other social 
issues included family concerns about disclosure, feelings of shame and embar-
rassment about their relative’s condition and difficulties for a relative of the patient 
to marry (Raguram et al. 2004). Raguram et al. (2001) reported that caregivers 
believe that employability is lower for persons with previous history of schizo-
phrenia and caregivers were likely to hide the history of schizophrenia among 
patients. Thara and Srinivasan (2000) found that Hindus experience higher level 
of stigma than Muslims and Christians, and higher level of stigma in caregivers is 
associated with patient being female and young, and caregiver being younger.

Costs of care: Occasional studies have comprehensively evaluated the cost of 
care of schizophrenia. Grover et al. (2005) showed that cost of care of schizophre-
nia is similar to the total cost of care of diabetes mellitus; however, the indirect 
cost of schizophrenia is significantly more than diabetes mellitus (indirect cost 
schizophrenia: 63 %, diabetes mellitus 29 %); whereas, direct cost was signifi-
cantly more in diabetes mellitus compared to schizophrenia (direct cost diabetes 
mellitus: 71 %, schizophrenia: 37 %). Total cost of schizophrenia was significantly 
higher in those who were unemployed had higher number of hospital visits and 
higher psychopathology and higher level of disability (Grover et al. 2005). Another 
study reported direct cost of treatment of schizophrenia and estimated the drug cost 
to be about 11 % of the total cost. In this study, development of side effects with 
treatment was associated with higher treatment cost (Pahuja et al. 2011).

A few studies have compared the cost of care of schizophrenia with cost of 
care of bipolar disorder (Somaiya et al. 2014a; Deshpande 2005; Thakral et al. 
2011). In a comprehensive study, which evaluated multiple aspects of cost of care, 
Somaiya et al. (2014a) reported that cost of care of schizophrenia is similar to that 
of bipolar disorder, and the proportion of indirect cost was the main driver of the 
total cost for both the disorders; it also highlighted the fact that higher total cost 
of care is associated with total duration of illness and lower level of functioning. 
Deshpande (2005) compared the cost of care of schizophrenia with bipolar dis-
order and reported that patients with bipolar disorder spent more on the cost of 
consultation with faith healers, on travel to reach non-psychiatric services and 
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medications than those with schizophrenia. Thakral et al. (2011) evaluated the 
direct cost of treatment for patients with schizophrenia, bipolar and major depres-
sive disorder and reported that direct cost of patients with bipolar disorder was 
more than that that of schizophrenia and major depression, with direct cost for 
schizophrenia being intermediate between the affective disorders. Thara (2005) 
assessed the direct cost of treatment with clozapine and reported that after shifting 
the patients to clozapine from other antipsychotics, despite the costs of blood tests, 
the total cost of treatment with clozapine had come down by nearly twenty-five per 
cent. A recent study evaluated the changes in the trends of cost of care of schizo-
phrenia over a decade. It compared the cost of care of schizophrenia as estimated 
in 2000–2001 and in 2010–2011. Findings suggested that overall cost of care of 
schizophrenia has doubled. This study also suggested that the indirect cost is the 
main determinant of total cost of care of schizophrenia. Total direct cost of the 
treatment had not changed much in last decade, but total indirect cost has increased 
more than two times. The contribution of the providers’ cost (i.e., treating agency) 
was been minimal, and this proportion has not changed much over the last decade. 
Cost of care of schizophrenia was more for those with lower levels of functioning, 
and those who had to visit the hospital more often (Somaiya et al 2014b).

Needs: Some of the studies have attempted to examine health care needs of 
patients with schizophrenia and their caregivers (Nagaswami et al. 1985; Shankar 
and Kamath 1991; Elangovan et al. 1997; Nagarajaiah et al. 1997; Shrivastava et al. 
2001; Srinivasan 2000; Jagannathan et al. 2008; Gandotra et al. 2004; Kulhara et al. 
2010; Neogi 2010; Gopinath et al. 1987; Chadda et al. 2000). Evaluating rehabilita-
tion needs of the patients with schizophrenia, Nagaswami et al. (1985) reported that 
the most important felt needs for both patients and families were finding a job for 
the patient and being gainfully employed. In chronically ill patients, Shankar and 
Kamath (1991) reported that families express needs for information about medica-
tion, management of unpredictable or disturbed behaviour and lack of interest in 
daily activities, assistance with job placement and day care. In patients with chronic 
schizophrenia, Elangovan et al. (1997) reported that the primary needs expressed 
were those for patient to participate in meaningful daytime activities. In a rural 
community, it was reported that there were pressing needs in the form of basic edu-
cation, money, treatment and benefits; whereas, the need for information was given 
less importance (Nagarajaiah et al. 1997). Need for information, rehabilitation ser-
vices, jobs and skills training and financial assistance as the important areas of need 
were reported by Shrivastava et al. (2001). Others have pointed out that needs in 
the form of training of patient in daily living skills and vocational activities and 
facilities for day care are important (Srinivasan 2000). A study from NIMHANS, 
Bangalore used focused group discussions to understand the needs of the caregivers.

The main needs that emerged were needs regarding managing behaviour of 
patients (29 %), managing social-vocational problems of patients (21 %), health 
issues of caregivers (18 %), education about schizophrenia (15 %) and rehabili-
tation (13 %) and managing sexual and marital problems of patients (5 %). All 
family caregivers who attended the focus group discussions emphatically stated 
that they required help in managing all their needs and expressed their willingness 
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to participate in any training that addressed their needs (Jagannathan et al. 2008). 
A study from Ranchi compared the rehabilitation needs of the inpatients and out-
patients and reported significant differences in the needs for help from a volun-
tary agency, employment, accommodation, leisure activities and help for family. 
Negative symptoms significantly correlated with rehabilitation needs among both 
groups of patients (Gandotra et al. 2004).

Kulhara et al. (2010) evaluated the needs of schizophrenia subjects using 
Camberwell Assessment for Needs instrument and reported 8.12 and 7.13 needs of 
patients as perceived by patients and caregivers, respectively, of which more than 
two-third were unmet. The most commonly reported needs by both patients and 
their caregivers were need for welfare benefits. Government or Non-governmental 
organizations provided negligible help in the areas of needs. Another study from 
PGIMER, Chandigarh by using Camberwell Assessment for Needs instrument and 
a self-designed instrument, assessed the needs of patients with schizophrenia and 
bipolar disorders and needs of patients as perceived by their caregivers reported 
that the total number of needs expressed by patients with schizophrenia were sig-
nificantly more than that reported by patients with bipolar disorder; however, there 
was no significant difference in the total number of met and unmet needs as per-
ceived by the patients. There was no significant difference in the total number of 
needs and total number of met and total number of unmet needs of patients as per-
ceived by the caregivers. The most common domain of need as per the patients was 
that of welfare benefits, which was perceived as not being met at all (Neogi 2010).

Religion: Researchers have looked at the role of religion in psychopathology and 
help-seeking and in understanding the explanatory models, coping with the illness 
and influence on QOL. A study from Chennai attempted to understand the reasons 
why mentally ill patients and their families choose to seek help from a religious site 
and reported that the main reason for the same was cultural explanation for the ill-
ness (Padmavati et al. 2005). One study evaluated the use of religious coping and 
its relation to psychological well-being among caregivers of patients with schizo-
phrenia and reported that the strength of religious belief was a significant predictor 
of well-being of the caregivers (Rammohan et al. 2002). In a cross-sectional study, 
the relationship between coping skills and the WHOQOL-Spirituality, Religiousness 
and Personal Belief (WHOQOL-SRPB) scale was evaluated, and it was found that 
positive reappraisal as a coping strategy had significant positive correlation with all 
the facets of WHOQOL-SRPB and SRPB total domain scores leading to conclusion 
that a sound spiritual, religious or personal belief system is associated with active 
and adaptive coping skills in subjects with residual schizophrenia (Shah et al. 2011). 
A recent study from PGIMER, Chandigarh evaluated the caregivers of patients with 
schizophrenia and studied QOL, including the spirituality, religiousness and per-
sonal beliefs (SRPB) facets and reported significant positive correlation between 
WHOQOL-BREF and various facets of WHOQOL-SRPB, indicating that SRPB 
forms an integral component of the concept of QOL (Kate et al. 2013).

Disability: It is well known that schizophrenia, as a disorder is associated with 
significant disability. As early as in 1970s, the ‘PGI Disability Scale’ was devel-
oped to measure psychiatric disability mainly for use in schizophrenia patients in 
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the community (Murthy et al. 1975; Wig et al. 1979). Later, Thara et al. (1988) 
developed the Schedule for Assessment of Psychiatric Disability (SAPD) as a 
modification and Indian adaptation of the WHO-Disability Assessment Schedule 
II. The SAPD assesses disability in three areas, namely, personal, social and occu-
pational and has a rating for overall disability. The SAPD was found to be reason-
ably reliable and valid for measuring disability in psychiatric outpatients (Thara 
et al. 1988). It has been used for studying the course and outcome of schizo-
phrenia, (Thara and Rajkumar 1993) treatment effectiveness, (Singh et al. 2010) 
relationship of disability with duration of hospitalization in patients with schizo-
phrenia, (Gupta and Chadda 2008) and the association between disability and 
costs in patients with schizophrenia (Grover et al. 2005). In 2001, the task force of 
Rehabilitation Committee of the Indian Psychiatric Society developed the Indian 
Disability Evaluation and Assessment Scale (IDEAS) for measuring and quantify-
ing disability in patients with mental disorders (The Rehabilitation Committee of 
the Indian Psychiatric Society 2002). The scale was field tested at eight centres 
across the country and was found to have good internal consistency, face, content 
and criterion validities (Thara 2005). The scale was later approved by Government 
of India for the assessment and certification of disability associated with men-
tal illnesses (Ministry of Social Justice and Empowerment, Government of India 
2002). In the last decade, about a dozen studies have employed the IDEAS and 
have focused on prevalence and pattern of psychiatric disabilities in hospital- and 
community-based samples (Chaudhury et al. 2006; Mohan et al. 2005; Solanki 
et al. 2010; Kumar et al. 2008; Thirthalli et al. 2009, 2010; Kumar et al. 2006; 
Balhara et al. 2011; Kashyap et al. 2012; Krishnadas et al. 2007). These stud-
ies indicate that schizophrenia is among the most disabling psychiatric disor-
ders (Chaudhury et al. 2006; Mohan et al. 2005; Solanki et al. 2010). Disability 
in patients with schizophrenia correlates with severity of psychopathology 
(Chaudhury et al. 2006) and reduces with treatment, (Thirthalli et al. 2010, 2009), 
and most of the requests for disability certification are for schizophrenia (Kumar 
et al. 2006; Balhara et al. 2011; Kashyap et al. 2012). However, disability does 
not correlate with cognitive dysfunction (Krishnadas et al. 2007). One recent study 
evaluated the internal consistency and validity of IDEAS in patients with schiz-
ophrenia and reported that the scale has good internal consistency and construct 
validity (Grover et al. 2014)

Quality of life: A study compared the QOL of patients with schizophrenia and 
dysthymia and showed that the QOL of patients with schizophrenia was signif-
icantly poorer compared to those with dysthymia, but the duration of illness of 
schizophrenia did not have significant impact on QOL (Gupta et al. 1998). One 
study evaluated the convergent validity of quality of life interview—brief ver-
sion (QOLI) by using it with quality of life scale (QLS) and WHOQOL-BREF 
in patients of schizophrenia and concluded that QOLI has convergent validity 
with both a disease-specific (QLS) and a generic (WHOQOL-BREF) scales and 
also reported that subjective and objective measures of QOL have good correla-
tion (Lobana et al. 2001, 2002). On comparing patients with ICD-10 schizophre-
nia with and without depression on quality of life (QOL), it emerged that the 
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depressed group had more disability compared to the non-depressed group, but 
depressive symptoms had no significant correlation with subjective or objective 
domain of QOL (Dan et al. 2011). Chugh et al. (2013) evaluated the relationship 
between psychopathology and QOL in patients with first-episode schizophre-
nia and found that the physical well-being domain of the WHOQOL-BREF to be 
related significantly to the positive, negative and general psychopathology symp-
toms of schizophrenia as assessed on PANSS. In remitted patients, significantly 
better QOL in males compared to females was observed (Kujur et al. 2010).

Studies comparing QOL of patients with schizophrenia with physical illness, like 
systemic lupus erythematous, suggest that the two disorders differ significantly only 
the social domain (Radhakrishnan et al. 2012). Studies, which have compared QOL 
between patients with schizophrenia and obsessive–compulsive disorder, report no 
statistically significant difference between the two groups (Solanki et al. 2010).

A study, which longitudinally evaluated QOL of patients with schizophrenia 
on maintenance treatment, reported that patients had lowest QOL scores in social 
relationships domain and poor QOL in this domain is associated with employment 
status (Solanki et al. 2008).

7  Conclusions

Over the years there has been significant progress in research on schizophrenia 
from India. Studies in the early years mainly focused on the epidemiology, clini-
cal features and course and outcome. In recent times, several studies have focused 
on neurobiology and genetics.  Studies evaluating various aspects of caregiving 
have been carried out, and show that family remains an important support for the 
patients of schizophrenia. However, except for the early studies, most of the stud-
ies have been done at single centres, and on small sample sizes. It is expected that 
in future multi-centric studies, involving more number of patients and their car-
egivers, will strengthen the research evidence.
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1  Treatment and Related Issues

Researchers from India have kept pace with rest of the world to evaluate the efficacy 
and effectiveness of various treatments used in the management of schizophrenia. 
Additionally, the research has also focused on other treatment-related issues such as 
treatment compliance/adherence, attitude towards treatment and side effects of various 
treatments. It is very difficult to discuss in detail about all the aspects, and we would 
discuss most of the issues in brief and present the recent trends in research on various 
treatment-related issues.

Antipsychotics: Over the years, many researchers from India have evaluated 
the efficacy and effectiveness of various antipsychotic medications. Additionally, 
authors have also reported on the side effects of various antipsychotic medica-
tions in the Indian context. The research focusing the usefulness of antipsychotics 
in India has more or less followed the trends in the West; however, some of the 
newer antipsychotics drugs, which are currently marketed, have not been evalu-
ated as thoroughly as others. Moreover, the quality of studies in terms of research 
design, sample size and duration of evaluation has been in general below the level 
of satisfaction. Various studies, which have evaluated antipsychotics in India, have 
been reviewed earlier (Avasthi et al. 2010). This review suggests that first-gener-
ation antipsychotics have been mostly evaluated in open-label trials, with occa-
sional double-blind randomized controlled trials. However, available data suggest 
that typical antipsychotics are useful for the treatment of schizophrenia, typical 
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antipsychotics are more efficacious than placebo in the treatment of schizophrenia, 
and improvement is seen more in paranoid and catatonic symptoms and aggression 
and less so in depressive symptoms. Data also suggest that extrapyramidal symp-
toms are common with typical antipsychotics (Avasthi et al. 2010).

Some of the open-label non-comparative trials have also evaluated the effi-
cacy of depot first-generation antipsychotics in schizophrenia. Most of these trials 
included subjects who were non-complaint to oral medications and had frequent 
relapses. These studies have shown that depot antipsychotics are useful in the man-
agement of schizophrenia in the acute phase and are also useful for maintenance 
treatment. However, most of these trials have been of short duration (2–4 weeks), 
except for one which evaluated the outcome at 1–3 years (Shukla 1981).

Studies, which have compared the efficacy/effectiveness of typical antipsychot-
ics with either electroconvulsive therapy (ECT) alone or a combination of ECT 
and typical antipsychotic medication, suggest that typical antipsychotic alone, or 
when used in combination with ECT, produces similar response rate in short term; 
however, addition of ECT leads to a faster response. The only study that evalu-
ated the efficacy of ECT and chlorpromazine in treatment-resistant schizophrenia 
(TRS) showed that augmentation with ECT in TRS may be a worthwhile option 
(Goswami et al. 2003).

Studies evaluating the efficacy/effectiveness of second-generation antipsy-
chotics have, in general, used better study designs than studies evaluating the 
efficacy of first-generation antipsychotics. Among the various second-genera-
tion antipsychotics, risperidone has been evaluated more frequently than other 
medications, followed by clozapine. Occasional studies have also looked at the 
usefulness of olanzapine, aripiprazole and quetiapine. However, most of these tri-
als have been of short duration, with exception of one trial, which evaluated the 
outcome on risperidone at 1 year (Shrivastava and Gopa 2000), and two stud-
ies, which followed up subjects on clozapine for 20 months and 3 years, respec-
tively (Srivastava et al. 2002; Raguraman et al. 2005). All the studies, which 
have evaluated clozapine, have done so in patients with TRS and have reported 
it to be useful in both short and long terms. Data also suggest that risperidone 
is efficacious in the treatment of schizophrenia in short term. Studies, which 
have compared risperidone with other antipsychotics, have shown it to be more 
efficacious than quetiapine, but as efficacious as haloperidol and centbutindole. 
Agarwal and Chadda (2001) demonstrated that there was no difference in effi-
cacy of once-daily dose versus twice-daily dose of risperidone. The study, which 
followed up the subjects on risperidone for 1 year, showed that compared to halo-
peridol, more subjects on risperidone had better social functioning, productivity 
and education, and significantly fewer patients had suicidal ideation or attempts 
and needed rehospitalization. Srivastava et al. (2001) showed that half of the sub-
jects with schizophrenia in India required 3–4 mg/day of risperidone and another 
one-third improve with dose ranging from 1 to 2 mg/day. Data also suggest that 
olanzapine is as efficacious as haloperidol (Avasthi et al. 2001). The study, which 
evaluated the efficacy of different doses of aripiprazole, suggested that there 
were no differences in efficacy of 10 and 15 mg/day of aripiprazole (Sarin et al. 
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2004). One small study evaluated the usefulness of clozapine in childhood-onset 
schizophrenia (Malhotra et al. 2000).

Besides the efficacy or usefulness studies, some studies have specifically evalu-
ated the side effects and tolerability issues with antipsychotics (Avasthi et al. 2010). 
In one of the earliest studies, Sarada Menon and Rarnachandra (1972) reported 
side effects of subjects who participated in two of their drug trials and had received 
either trifluoperazine or trifluperidol. Other studies have evaluated the rates of skin 
pigmentation with phenothiazines (Ananth et al. 1972), rise in prolactin levels with 
chlorpromazine and trifluoperazine and changes in serum electrolytes (Kuruvilla 
et al. 1986). Studies have reported prevalence rates of akathisia (25–28 %), tardive 
dyskinesia (5–25.5 %) and dystonia (17 %) in subjects receiving typical antipsy-
chotics (Pandurangi et al. 1978; Ray et al. 1992; Datta et al. 1994; Suresh Kumar 
and Manoj Kumar 1997). Studies have also evaluated the incidence of neuroleptic 
malignant syndrome (Chopra et al. 1999; Sarkar et al. 2009) and extrapyramidal 
side effects with risperidone (Basu et al. 2000). A study by Pandey et al. (1992) 
compared the rate of neuroleptic-induced acute dystonia and reported that there 
was no difference in vulnerability to develop dystonias in subjects with mania 
or schizophrenia. A recent study showed that clozapine dose, caffeine intake and 
valproate comedication influence the serum clozapine levels. Further, this study 
showed that serum clozapine levels above 750 ng/ml increased the risk of seizures 
(odds ratio 5.15; p = 0.03) (Rajkumar et al. 2013). Studies have also shown that 
use of typical antipsychotics leads to higher rates of sexual dysfunction (Nagaraj 
et al. 2004; Nebhinani et al. 2012), and among the atypical antipsychotics, sexual 
desire is more frequently impaired in subjects on risperidone and erectile dysfunc-
tion is more prevalent in subjects on olanzapine (Nagaraj et al. 2001).

Metabolic syndrome: Metabolic syndrome (MS) has emerged as an impor-
tant area of research in the recent years. Many studies from India have evalu-
ated the prevalence of MS in patients with schizophrenia. Cross-sectional studies 
from India, which have evaluated drug-naïve patients with schizophrenia, have 
reported prevalence rates to vary from 4 to 26 % among them (Padmawati et al. 
2010; Pallava et al. 2012; Grover et al. 2012d). Studies, which have compared drug-
naïve patients with healthy control groups, have in general reported lower preva-
lence in the drug-naïve patients compared to healthy control groups (Grover et al. 
2012d). Besides MS, occasional studies have evaluated the prevalence of subthresh-
old MS (i.e. patients fulfilling one to two criteria of MS) and have reported that 
30 % patients fulfilled two criteria and 41 % fulfilled one criterion of MS (Grover 
et al. 2012). These studies also show that prevalence of MS is high in those who 
are married, of higher age and have higher level of education (Grover et al. 2012d). 
In a series of longitudinal studies involving drug-naïve patients with schizophre-
nia, authors reported baseline prevalence of MS to vary from 3.3 to 9.5 %, which 
increased to 32–52 % after 3 months of antipsychotic treatment (Sahoo et al. 2007a, 
b; 2008), with the highest increase seen in patients receiving olanzapine, followed 
by risperidone, and least with haloperidol (Sahoo et al. 2008). Cross-sectional 
studies, which have evaluated the patients with schizophrenia on treatment, have 
reported prevalence rates of MS to be in the range of 34–47 % (Grover et al. 2011b, 
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2012a, 2013; Kagal et al. 2012; Subashini et al. 2011). Studies, which have used 
comparison groups, suggest that prevalence rate in patients with schizophrenia is 
higher than that seen in the healthy controls (Subashini et al. 2011), but lower than 
that seen in patients with bipolar disorder (Grover et al. 2013). Correlates of MS 
in patients on treatment include urban locality, being employed, longer duration 
of illness, higher age and higher education (Grover et al. 2011b, 2012a). The most 
common abnormalities noted include high waist circumference, followed by raised 
blood pressure/lipid abnormalities, and raised blood glucose level is the least com-
mon abnormality noted (Grover et al. 2011b, 2012).

Longitudinal studies, which have evaluated the patients on treatment, sug-
gest that with 4 months of treatment, the highest incidence of MS is seen in those 
who are receiving olanzapine (23 %), followed by clozapine (13 %), risperidone 
(10 %) and none in the haloperidol group (Gautam and Meena 2011). One study 
specifically assessed the incidence and prevalence of MS in patients considered 
for clozapine. Prior to starting clozapine, the prevalence of MS was 33 %, which 
increased to 53 % after 3 months of clozapine treatment (Nebhinani et al. 2013). 
In one of the longest longitudinal study from India, the authors noted an increase 
in prevalence rate by 9 % among patients (Malhotra et al. 2013). These longitu-
dinal studies have also shown that there is high rate of conversion to MS in those 
with pre-existing abnormalities (Nebhinani et al. 2013; Malhotra et al. 2013).

From the above research, it can be concluded that prevalence of MS increases 
in drug-naïve patients with use of antipsychotics and prevalence increases after 
switching to clozapine. Prevalence also increases significantly in those receiving 
olanzapine and risperidone. Further, the evidence suggests a high rate of conver-
sion to MS in those with subthreshold symptoms. Hence, clinicians must be judi-
cious while choosing antipsychotic medications in patients with schizophrenia. A 
12-week double-blind, parallel-group study showed that topiramate may be useful 
in the prevention of olanzapine-associated weight gain and metabolic abnormali-
ties in patients with schizophrenia (Narula et al. 2010).

Pharmacogenomics: With increasing interest in the role of genetic factors in 
the treatment response and side effects of medications, studies from India have 
tried to address the genetic links of tardive dyskinesia, treatment response and 
severity of psychopathology (Tiwari et al. 2005; Vijayan et al. 2007; Thomas 
et al. 2008; Gupta et al. 2009, 2013). However, the findings are preliminary and 
inconclusive. Tiwari et al. (2005) evaluated the role of six single nucleotide pol-
ymorphisms (SNP) in tardive dyskinesia and showed that CYP1A2 1545 C > T 
SNP was associated with tardive dyskinesia and schizophrenia, but the asso-
ciation was rendered insignificant after corrections for multiple comparisons. 
Vijayan et al. (2007) studied various alleles, genotypes, haplotypes and their link-
age disequilibrium and observed that H313HTT genotype was associated with 
schizophrenia and TaqIB1B1 genotype was significantly associated with higher 
psychopathology scores. Subjects with H313HCC, TaqIA2A2 and Taq1D1D1 had 
higher mean improvement scores. Distinct shift in the linkage disequilibrium pat-
tern of responder and non-responder groups was observed. Thomas et al. (2008) 
reported that average olanzapine dose, baseline weight and dopamine receptor D4 
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(DRD4-120 bp) duplication marker had significant associations with the efficacy 
index. Gupta et al. (2009) reported significant allelic associations of two SNPs 
(rs4633 and rs4680) with drug response. Gupta et al. (2013) attempted to elucidate 
a genetic signature, which could predict patients’ response to atypical monother-
apy, and showed that 76 % patients carrying a combination of four SNPs did not 
show favourable response to atypical antipsychotics. A recent study evaluated the 
role P-glycoprotein (ABCB1) polymorphism in understanding the effectiveness of 
antipsychotic medications in schizophrenia and reported that patients with favour-
able homozygous genotypes of rs1045642 and rs2032582 display better response 
with increased dosage, while those carrying the risk genotype manifest refractori-
ness on increased dosage (Vijayan et al. 2012).

Predictors of treatment response: A study reported that subjects, who showed 
initial dysphoric response to a test dose of neuroleptic, later respond poorly to 
the neuroleptics (Borde et al. 1991). Shrivastava et al. (2012) evaluated antipsy-
chotic-naïve patients with schizophrenia at baseline and at 5-year follow-up and 
showed that higher baseline serum prolactin levels were associated with better 
outcome at 5 years. In a recent study, the authors showed a possible relationship 
between clinical improvement in symptoms of schizophrenia and antipsychotic-
induced neuroleptic dysphoria as well as metabolic side effects in schizophrenia 
(Venkatasubramanian et al. 2013).

Impact of antipsychotics on disability: In a recently published study, which 
compared three groups of community-dwelling subjects with schizophrenia, mean 
disability scores remained virtually unchanged in those who remained untreated, 
but showed a significant decline (indicating decrement in disability) in those who 
continued to receive antipsychotics and in those in whom antipsychotic treat-
ment was initiated. The proportion of patients classified as “disabled” declined 
significantly in the treated group, but remained the same in the untreated group 
(Thirthalli et al. 2009).

Prescription patterns: Some studies have focused on the antipsychotic prescrip-
tion patterns, and these suggest that antipsychotic prescriptions vary from centre 
to centre and possibly have changed over the years. In one of the earliest stud-
ies, Khanna et al. (1990) evaluated the psychotropic drug prescription pattern in 
chronic long-stay patients at Ranchi and compared the prescription trends in 1984 
and 1988. Most of the patients whose prescriptions were reviewed were suffering 
from schizophrenia. More than one antipsychotic medication was prescribed in 
13 % of patients in 1984, which fell down to 7 % in 1988. Moreover, it was seen 
that very few patients received anticholinergic agents, and the use of benzodiaz-
epines increased over the years (4 % in 1984 and 10 % in 1988), which the authors 
attributed to the development of distressing tardive dyskinesia over the years 
(Khanna et al. 1990). Another study from St. Johns Medical College, Bangalore, 
reviewed the discharge prescription of all patients of schizophrenia during the 
period January 2003–December 2003. Risperidone was the most commonly pre-
scribed antipsychotic (56 %), followed by olanzapine (21 %) and quetiapine (4 %). 
Typical antipsychotics were used only in 16 % of the patients, and polypharmacy 
(concurrent use of more than one antipsychotic) was seen in 9 % of the patients 
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(Padmini et al. 2007). In contrast to most of the studies from other parts of India, a 
study from Jammu evaluated the prescription of 270 outpatients, during the period 
January 2004 to June 2004, and reported that a fixed-dose formulation of triflu-
operazine, chlorpromazine and trihexyphenidyl (parkinforte) was most commonly 
used drug, and this was followed by chlorpromazine and quetiapine. The authors 
also found that typical antipsychotics were used in 83 % of the patients and poly-
pharmacy was seen in 73 % of the patients (Sawhney et al. 2005). Trivedi et al. 
(2010) from Lucknow reviewed the prescription of 100 outpatients and reported 
that olanzapine was the most commonly used antipsychotic medication (64 %), 
followed by risperidone (48 %) and flupenthixol decanoate injections (17 %). 
Typical antipsychotics were used in 41 % of the patients, and polypharmacy was 
seen in 55 % of the patients (Trivedi et al. 2010). Another study evaluated the pre-
scription patterns in 118 stable subjects with schizophrenia and reported that on 
average, 2.8 medications were prescribed to each subject and olanzapine was the 
most commonly prescribed antipsychotic, followed by haloperidol and risperi-
done. About half of the subjects were receiving more than one antipsychotic (Dutta 
et al. 2005). In a recent study, Grover et al. (2012c) evaluated the first prescription 
handed over to more than 10,000 patients attending the psychiatry outpatient clinic 
of a tertiary care hospital. Irrespective of the diagnosis, olanzapine was the most 
commonly prescribed antipsychotic, followed by risperidone. Very few patients 
(8 %) received typical antipsychotic medications. A survey evaluated 168 psychia-
trists across India regarding their antipsychotic prescription pattern reported that 
three most commonly prescribed antipsychotics were risperidone, olanzapine and 
haloperidol. It was also found that typical antipsychotics are comprised of 25 % 
(SD = 21.66; range 0–100) of all prescriptions, and in about 23 % of the patients, 
the psychiatrists were using more than one antipsychotic in the same patient 
(Grover and Avasthi 2010). A survey specifically assessed the prescribing practices 
of clozapine. In this survey, only 28 % of psychiatrists reported that their prescrip-
tion of clozapine was guided by their knowledge about the efficacy of clozapine. 
Majority of the psychiatrists opined that clozapine leads to symptom reduction to 
the extent of 40–70 % and the average dose required for stabilization was between 
75 and 300 mg/day. Only 16 % of psychiatrists preferred to combine clozapine 
with other antipsychotics. In terms of blood monitoring, 80 % of the psychia-
trists monitored the blood counts weekly in the first month of therapy and then 
once monthly for the next 6 months, and further monitoring was done as required 
(Shrivastava and Shah 2009).

Compliance and attitudes towards treatment: Occasional studies have evalu-
ated compliance with appointments and medications, and attitude of patients and 
their relatives towards medications. Most of the studies evaluating the compli-
ance with appointments have come from PGIMER, Chandigarh. Kulhara (1974) 
reported that one-fourth of patients with schizophrenia do not come for follow-
up after 6 months of detailed assessment and diagnostic clarification, and another 
one-fourth do not seek any medical help in the next 5 years. Murthy et al. (1974) 
studied a mixed group of patients (which included subjects with psychosis) and 
reported that a duration of illness more than 6 months, residence at a distance of 



17910 Schizophrenia: Indian Research: II—Treatment Issues

more than 50 km from the hospital and psychiatric diagnosis other than functional 
psychosis favoured treatment discontinuation. With regard to medication adher-
ence, one of the older studies that evaluated the compliance with phenothiazines 
in patients with psychosis reported a non-adherence rate of 19 % (Ponnudurai 
et al. 1983). Another study from SCARF, Chennai, reported non-compliance rate 
of 58 % in patients with schizophrenia during the course of the illness, and half 
of these subjects were given oral medications at least once without their knowl-
edge by the family members under the psychiatrist’s advice (Srinivasan and Thara 
2002). It was seen that surreptitious administration of antipsychotic leads to reduc-
tion in symptoms in 91 % of subjects and helped convince the patient to take oral 
medications subsequently. Half of the caregivers who participated in the study felt 
that surreptitious administration of antipsychotic was the right action under the 
circumstances (Srinivasan and Thara 2002).

A study from Delhi evaluated the rate of non-compliance with medications and 
reported that 39 % of patients with schizophrenia were non-compliant with medica-
tion. The authors also reported that a majority of the patients and family members 
had a positive attitude towards medication and treatment. Further, family members 
were able to identify the compliance status of the patients and the reasons for the 
non-compliance better than the patients. The factors, which had significant influ-
ence on the medication compliance, included perceived daily benefit from medi-
cation, positive relationship with the psychiatrist, pressure from the family and 
the health system and positive family beliefs about the illness and its treatment. 
Significant reasons for non-compliance were no perceived daily benefit from medi-
cations, difficulty in gaining access to treatment and medications, financial obsta-
cles, embarrassment or stigma related to treatment and medications and medicines 
currently not perceived as necessary (Baby et al. 2009). In another study from 
Delhi, 120 patients of schizophrenia were evaluated for non-compliance which was 
defined as the extent to which a person’s behaviour did not coincide with medical 
or nursing advice in the last 6 months. It was found that about 40 % of the patients 
were non-complaint. Non-compliance was more common in males, in those who 
were on paid work, were residing in rural areas and were using substances (most 
common being nicotine, followed by alcohol) (Maheshwari et al. 2009). In a study 
from Ranchi, which evaluated 100 non-complaint patients with psychiatric dis-
orders (bipolar disorder—42 %; schizophrenia—32 %; psychosis—18 %; obses-
sive-compulsive disorder—3 %; and epilepsy—5 %), the common reasons for the 
treatment of non-compliance were financial problems (41 %), distance from the 
hospital (35 %), improvement in previous symptoms (28 %), side effects of medi-
cations (16 %) and older age of caregivers or lack of caregivers (15 %) (Roy et al. 
2005). Sharma et al. (2012) showed that among patients with mental disorders, the 
rate of non-adherence was 38 %, and compared to other disorders, the rate of non-
adherence in patients with schizophrenia was higher, i.e. 50 %. Younger patients 
with good social support had good adherence, whereas those with more severe 
illnesses and who were sedated were more likely to be non-adherent.

Expectations of patients and caregivers from treatment: Balaji et al. (2012) eval-
uated the expectations of patients with schizophrenia and their primary caregivers 
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with respect to treatment and reported that social functioning, employment or edu-
cation, and activity were the most important expected outcomes of both patients 
and the caregivers. Symptom control and cognitive ability were more important 
expected outcomes of patients with schizophrenia, while independent functioning 
and fulfilment of duties were more important from the caregiver’s perspective.

Electroconvulsive therapy (ECT): Different surveys done across India and Asia 
have shown that schizophrenia is the most common indication for ECT in India 
(Chanpattana et al. 2005, 2010). A recent study that compared ECT practices in 
Bengaluru and London suggested that compared to London, more inpatients in 
Bengaluru site were referred for ECT (8 % vs. 0.8 %) and a higher proportion of 
patients at the Bengaluru site had a diagnosis of schizophrenia (Eranti et al. 2011). 
Many studies have evaluated the efficacy of ECT in acute-phase treatment of patients 
with schizophrenia in India. A review and meta-analysis of studies from India, which 
evaluated the usefulness of a combination of ECT and antipsychotics, included 11 
studies and four controlled trials. The review of the 11 studies suggested that com-
bined treatment with ECT and antipsychotics was more efficacious than antipsychot-
ics alone in the initial few weeks of treatment. Meta-analysis of the controlled trials 
showed that combination of ECT and antipsychotic medications had an advantage 
over antipsychotics alone during the first four to five weeks of treatment (Painuly and 
Chakrabarti 2006). A recent study evaluated the effect of ECT on QOL in patients 
with TRS and showed that ECT leads to significant improvement in all the domains 
of quality of life, except the domain named satisfaction with social relations (Garg 
et al. 2011). In patients with schizophrenia, greater intensity of seizures (higher frac-
tional dimension) during initial sessions of ECT is associated with better response at 
the end of 2 weeks (Abhishekh et al. 2013).

Non-pharmacological interventions: Beneficial effects of add-on yoga therapy 
on positive and negative symptoms, socio-occupational functioning and facial rec-
ognition deficits were noted by Behere et al. (2011). Bhatia et al. (2012) evaluated 
the role of adjunctive yoga treatment on cognitive remediation in patients with 
schizophrenia and showed that yoga led to significantly greater improvement with 
regard to measures of attention following corrections for multiple comparisons; 
the changes were more prominent among men. A partial double-blind, placebo-
controlled, parallel-group design trial concluded that d-serine and computerized 
cognitive retraining does not have any significant effect on the Global Cognitive 
Index (D’Souza et al. 2013). In a study, in which more than half of the patients 
eligible for yoga did not consent to the study, the authors evaluated the barriers 
to add-on yoga therapy for patients with schizophrenia and suggested that the 
reasons for refusal were distance from the centre, lack of relative or attendant to 
accompany the patient for training, busy work schedule, unwillingness to come 
for 1 month, not willing for yoga therapy, personal reasons and religious reasons 
(Baspure et al. 2012). Balaji et al. (2012) found an intervention package compris-
ing of five components (psychoeducation; adherence management; rehabilitation; 
referral to community agencies; and health promotion) for people with schizophre-
nia delivered by trained lay health workers under the supervision of specialists to 
be acceptable by the patients as well as beneficial to them.
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2  Rehabilitation

Chatterjee et al. (2003) compared community-based rehabilitation (CBR) with 
outpatient care (OPC) for chronic schizophrenia in the Indian setting. At the end 
of 1 year, compliance was significantly better in the CBR group; 63 % were fully 
compliant, compared to 46 % in the outpatient care group. Treatment completer 
analyses showed that clinical and disability outcomes were superior for the CBR 
group. This study of community-based rehabilitation for people with chronic 
schizophrenia provides evidence that CBR is a feasible model of rehabilitation 
for people with schizophrenia even in economically deprived settings and that 
outcomes are better, at least for those who are treatment compliant. Murthy et al. 
(2005) assessed the costs and effects of a community-based outreach programme 
in rural Karnataka. They visited eight rural communities and identified cases of 
drug-naive or currently untreated schizophrenia. Summary scores for psychotic 
symptoms, disability and family burden reduced significantly, with improvement 
being observed at the first follow-up assessment. Increases in treatment and com-
munity outreach costs over the follow-up period were accompanied by reduc-
tions in the costs of informal-care sector visits and family care-giving time. The 
authors concluded that organizing community-based care can bring substantial 
benefits to patients and families alike. The impact of vocational rehabilitation 
was studied in 34 patients with chronic schizophrenia, and significant improve-
ment was found in social functioning, cognitive functioning and psychopathol-
ogy (Suresh Kumar 2008). Chatterjee et al. (2009) evaluated the impact of a CBR 
programme for people with psychotic disorders in a very-low-resource setting and 
reported that at 46 months of follow-up, there was a significant reduction in lev-
els of disability with vast majority (83 %) of subjects engaged in the programme. 
On multivariate analyses, it was seen that lower baseline disability scores, family 
engagement with the programme, medication adherence and being a member of 
a self-help group were independent determinants of good outcomes. As part of a 
project called “Operation Oasis”, Banerjee et al. (2009) studied the outcome of 
major psychiatric illness at 3 years in prison subjects and reported that 10 % of the 
subjects had major mental illness at baseline. These patients were provided psy-
chiatric treatment and rehabilitation. At 3 years of follow-up, there was significant 
improvement in the global assessment of functioning compared to baseline. Thara 
et al. (2008) evaluated the outcome of community care and found that of the 185 
patients followed up, 15 % had continued treatment, 35 % had stopped treatment, 
21 % had died, 12 % had wandered away from home, and 17 % were untrace-
able. Of the patients who had discontinued treatment, 25 % were asymptomatic, 
while 75 % were acutely psychotic. The referral service was used only by 15 % 
of the patients, and mental health services provided by the primary health centre 
stopped within a year. The authors concluded that community-based initiatives in 
the management of mental disorders were not sustainable unless the family and 
the community are involved in the intervention programme and mental health 
professionals render regular support.
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3  Caregivers’ Issues

Caregiver burden: Caregiver burden in schizophrenia is one of the well-researched 
areas in India. Commonly used instruments to assess the caregiver burden in the 
Indian context include the Family Burden Interview Schedule (FBI) (Pai and 
Kapur 1981) and the Burden Assessment Schedule (BAS) (Thara et al. 1998). 
Recently, some of the studies have also used the Hindi version of Involvement 
Evaluation Questionnaire (IEQ) (Grover et al. 2011a). Most of the studies have 
been cross-sectional in design with occasional studies following up the patients. 
Most of the studies have been conducted among patients and caregivers attend-
ing hospitals. Majority of the studies have included patients with chronic ill-
nesses (Rammohan et al. 2002; Agarwal and Chandhok 2007; Ali and Bhatti 
1988; Chadda et al. 2007; Chakrabarti and Gill 2002; Chakrabarti and Kulhara 
1999; Chakrabarti et al. 1995; Chandrasekaran et al. 2002; Creado et al. 2006; 
Gautam and Nijhawan 1984; Giel et al. 1983; Gururaj et al. 2008; Jayakumar 
et al. 2002; Kalra et al. 2009; Kataria et al. 2002; Kiran 2004; Kumar and 
Mohanty 2007; Kumari et al. 2009; Moily et al. 1997; Nehra et al. 2005, 2006; 
Nirmala et al. 2011; Pai and Kapur 1982; Raj et al. 1991; Ranga Rao 1988; Rao 
et al. 1988; Roychaudhuri et al. 1995; Saldanha et al. 2002; Sekaran et al. 2001; 
Sreeja et al. 2009; Srivastava 2005; Thomas 2004; Vohra et al. 2000). In gen-
eral, studies have reported high levels of burden perceived by the caregivers of 
patients with schizophrenia (Agarwal and Chandhok 2007; Ali and Bhatti 1988; 
Chadda et al. 2007; Chakrabarti and Gill 2002; Chakrabarti and Kulhara 1999; 
Chakrabarti et al. 1995; Chandrasekaran et al. 2002; Creado et al. 2006; Gautam 
and Nijhawan 1984; Giel et al. 1983; Gururaj et al. 2008; Jayakumar et al. 2002; 
Kalra et al. 2009; Kataria et al. 2002; Kiran 2004; Kumar and Mohanty 2007; 
Kumari et al. 2009; Moily et al. 1997; Nehra et al. 2005, 2006; Nirmala et al. 
2011; Pai and Kapur 1982; Raj et al. 1991; Rammohan et al. 2002; Ranga Rao 
1988; Rao et al. 1988; Roychaudhuri et al. 1995; Saldanha et al. 2002; Sekaran 
et al. 2001; Sreeja et al. 2009; Srivastava 2005; Thomas et al. 2008; Vohra et al. 
2000). Longitudinal studies show that the burden, though high initially, declines 
with treatment over 3–6 months (Chadda et al. 2007; Pai and Kapur 1982; Raj 
et al. 1991; Rao et al. 1988). With regard to various domains of burden, studies 
have reported high burden in the area of financial burden, effect on family rou-
tine and family leisure (Gautam and Nijhawan 1984; Giel et al. 1983; Raj et al. 
1991; Saldanha et al. 2002). In many of the studies, the effect on the family is 
far greater than the financial burden (Chakrabarti et al. 1995; Gururaj et al. 2008; 
Kiran 2004; Nehra et al. 2006; Raj et al. 1991; Rammohan et al. 2002; Saldanha 
et al. 2002; Vohra et al. 2000). With regard to the effect of patients’ illness on the 
caregivers’ mental and physical health, in general, caregivers report it to be of 
lesser importance compared to the impact on the family and the financial conse-
quences of care (Chakrabarti et al. 1995; Gautam and Nijhawan 1984; Moily et al. 
1997; Nehra et al. 2006; Raj et al. 1991; Roychaudhuri et al. 1995; Saldanha et al. 
2002). Studies, which have compared the burden perceived by the caregivers of 
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schizophrenia, have reported this to be higher than the burden perceived by the 
caregivers of patients with chronic lung disease (Gautam and Nijhawan 1984), 
affective disorders, (Chakrabarti and Kulhara 1999; Chakrabarti et al. 1995), 
bipolar disorder, (Chakrabarti and Gill 2002; Roychaudhuri et al. 1995), neurotic 
disorders (Chakrabarti and Kulhara 1999) and obsessive-compulsive disorder 
(Agarwal and Chandhok 2007; Gururaj et al. 2008; 2004). However, occasional 
studies have reported that burden of schizophrenia is comparable to affective dis-
orders (Chadda et al. 2007; Nehra et al. 2006), obsessive-compulsive disorder 
(Jayakumar et al. 2002; Kalra et al. Thomas et al. 2008), substance dependence 
(Kiran 2004) and epilepsy (Sreeja et al. 2009). Subjective aspects of burden have 
been examined far less often, though certain studies have found pattern of high 
objective and low subjective burden reflecting the caregivers’ tolerance and accept-
ance of the patients’ problems (Chakrabarti et al. 1995; Kiran 2004; Nehra et al. 
2005; Roychaudhuri et al. 1995). In terms of correlation between high burden and 
age of the patients, the findings have been inconsistent with some studies report-
ing high burden to be associated with older age of the patient (Rammohan et al. 
2002), whereas others report high burden when the patient is young (Srivastava 
2005). Higher burden is associated with patient being male (Roychaudhuri et al. 
1995), less educated (Rammohan et al. 2002) and unemployed (Roychaudhuri 
et al. 1995). With regard to the age of the caregivers, studies suggest that higher 
burden in perceived by the older caregivers (Rammohan et al. 2002). With regard 
to gender of the caregivers, studies have reported higher burden in female caregiv-
ers (Nehra et al. 2006). Other caregiver variables associated with higher burden 
include unemployed carers (Jayakumar et al. 2002; Nehra et al. 2006) and those 
from urban locality (Ranga Rao1988; Srivastava 2005), nuclear families (Kumar 
and Mohanty 2007), caregivers being unaware about illness (Nehra et al. 2006) 
and disturbed relationship between patients and the caregiver (Giel et al. 1983).

In terms of clinical correlates of burden, high burden has been most consist-
ently associated with higher levels of dysfunction or disability (Chakrabarti et al. 
1995; Creado et al. 2006; Kalra et al. 2009; Kataria et al. 2002; Kiran 2004; Nehra 
et al. 2005; Pai and Kapur 1982; Raj et al. 1991; Rammohan 2002; Ranga Rao 
1988; Sreeja et al. 2009; Thomas 2004), higher severity of symptoms, (Creado 
et al. 2006; Kalra et al. 2009; Kiran 2004; Pai and Kapur 1982; Raj et al. 1991), 
higher severity of negative symptoms (Chakrabarti et al. 1995) and longer duration 
of illness (Vohra et al. 2000).

With regard to various coping strategies, higher burden has been reported to 
be associated with denial (Rammohan et al. 2002), resignation (Chandrasekaran 
et al. 2002; Sekaran et al. 2001), avoidance, coercion (Sekaran et al. 2001), emo-
tion-focused coping, (Chakrabarti and Gill 2002; Creado et al. 2006), maladaptive 
coping (Kiran 2004) and avoidant coping (Chadda et al. 2007). Use of problem-
focused coping has been in general associated with lower burden (Rammohan 
et al. 2002; Creado et al. 2006). Some studies, which have evaluated burden 
with regard to relationship with patients, have reported that compared to parents, 
spouses report higher burden (Jayakumar et al. 2002; Rammohan et al. 2002).
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Recently, studies have evaluated burden in the stress–appraisal–coping frame-
work by using instruments such as Experience of Caregiving Inventory (ECI) 
(Szmukler et al. 1996) and the IEQ (Grover et al. 2011a). A study from PGIMER, 
Chandigarh, which assessed the caregivers on the ECI, reported that caregiv-
ers had maximum scores in the domains of handling the difficult behaviour fol-
lowed by negative symptoms, loss and dependency. This study also for the first 
time reflected that caregiving can also be associated with positive experiences. 
Further, this study showed that those caregivers who experienced higher negative 
consequences of caregiving also reported higher positive caregiving experiences 
(Aggarwal et al. 2011). Grover et al. (2012b) compared the caregiving experience 
of caregivers of patients with schizophrenia and bipolar disorder and reported that 
compared to caregivers of patients with bipolar affective disorder, caregivers of 
patients with schizophrenia had overall more positive and negative appraisal of 
caregiving experience, while caring for their ill relatives. There were significant 
differences too for the total positive personal experience subscore. There was a 
significant positive correlation between the negative and positive caregiving expe-
rience score for both schizophrenia and bipolar groups.

Caregiver distress with symptoms: Few studies have assessed distress in the 
caregivers associated with specific symptoms of patients. Some of the stud-
ies have reported inactivity, not working, lack of participation in household 
chores, slowness and poor personal hygiene to be more distressing for the rela-
tives, than aggressive or assaultive behaviours (Saldanha et al. 2002; Gopinath and 
Chaturvedi 1986, 1992), whereas others have reported that florid symptoms, unpre-
dictable and disturbed behaviour, aggression, substance abuse and psychotic symp-
toms cause greater distress, than the less obvious ones such as depressive, negative 
or somatic symptoms (Shankar and Kamath 1991; Chakrabarti et al. 2003).

Positive aspects of caregiving: Recently, some of the studies have also evalu-
ated the positive aspects of the caregiving. The first step in this direction was 
development of a comprehensive scale. From PGIMER, Chandigarh, Kate et al. 
(2012) developed the “Scale for Positive Aspects of Caregiving Experience 
(SPACE)” and assessed its psychometric properties. Later, the same group of 
authors assessed positive aspect of caregiving in a cohort of caregivers of patients 
with schizophrenia and reported that caregivers had the highest mean score in 
the domains of motivation for the caregiving role, followed by that of caregiver 
satisfaction domain, caregiver gains and least in the domain of self-esteem and 
social aspect of caring. The researchers did not find any relationship between total 
SPACE score and socio-demographic variables, clinical variables, FBI (except for 
financial burden), IEQ, social support and coping strategies. There was a nega-
tive correlation between the financial burden as assessed by the FBI and the total 
SPACE score. However, the total SPACE score correlated with quality of life as 
assessed by WHOQOL-BREF and WHOQOL-SRPB (Kate et al. 2013).

Coping strategies: Studies have evaluated different coping mechanisms used 
by the caregivers of patients with schizophrenia. Commonly used coping strate-
gies by the caregivers of patients with schizophrenia include help seeking, diver-
sion, religious coping, positive thinking and avoidance (Nagarajaiah et al. 1998), 
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positive communication, increasing patient’s social involvement (Bhargava et al. 
2001), resignation (Chakrabarti and Kulhara 1999), negative distraction (among 
spouses), denial (among parents) (Padmavati et al. 2005), problem-solving (Thara 
et al. 2008; Creado et al. 2006; Rammohan et al. 2002), emotion-focused cop-
ing (Chakrabarti and Gill 2002; Nehra et al. 2005), consulting doctors, talking 
to friends or family and seeking practical help (Nehra et al. 2005), positive reap-
praisal, escape avoidance (Kiran 2004) and fatalism (Creado et al. 2006). Studies 
comparing coping strategies used by the caregivers of patients with schizophre-
nia with other disorders suggest lack of difference between schizophrenia and 
physical illnesses (Nagarajaiah et al. 1998) and obsessive-compulsive disorder 
(Agarwal and Chandhok 2007). Another study done on caregivers of patients 
with bipolar disorder and schizophrenia revealed that emotion-focused strate-
gies were more commonly employed in caregivers of patients with schizophrenia 
(Chakrabarti and Gill 2002). Caregiver’s gender, patient dysfunction and caregiver 
neuroticism had a significant influence on coping patterns (Nehra et al. 2005). 
Singh et al. (2003) evaluated distress related to auditory hallucinations and coping 
strategies used and concluded that distress due to hallucinations in schizophrenia 
is determined by severity of hallucinations (stressor) and problem-solving coping 
strategies. Studies also suggest that higher caregiver burden is associated with the 
use of resignation, (Chandrasekaran et al. 2002; Sekaran et al. 2001), coercion, 
(Chandrasekaran et al. 2002) denial (Rammohan et al. 2002), emotion-focused 
coping (Chakrabarti and Gill 2002; Creado et al. 2006), maladaptive coping (Kiran 
2004), and avoidance (Chadda et al. 2007).

Expressed Emotions: Wig et al. (1987) and Leff et al. (1987) studied expressed 
emotions (EE) in relatives of patients with schizophrenia in India (Chandigarh), 
Denmark (Aarhus) and the UK (London) and sought to explore its relationship 
with relapse over a follow-up period of 1 year. It was observed that greater num-
bers of relatives of schizophrenia patients in Chandigarh were categorized as low 
EE, as compared to relatives of similar patients in Denmark or the UK. Also, rela-
tives of Chandigarh patients were less critical, less overinvolved than the Anglo-
Danish relatives. It was further observed that over a period of 1-year follow-up, 
significantly more relapses occurred in the high EE families compared with low 
EE families.

Family intervention: Many studies have evaluated the efficacy and effective-
ness of family intervention in schizophrenia (Chacko 1967; Narayanan et al. 
1972, 1988; Pai and Kapur 1983; Pai and Roberts 1983; Pai et al. 1985; Verghese 
1988; Ismail Shihabuddeen and Gopinath 2005; Thara et al. 2005; Kulhara et al. 
2009; Sovani 1993; Devaramane et al. 2011; Patra et al. 2011). These studies 
have used different kinds of interventions such as home-based treatment by nurse, 
treatment in the family ward, family psychoeducation, brief inpatient interven-
tion and single-session psychoeducation. Some of the studies have compared the 
structured family education versus flexible need-based intervention (Thara et al. 
2005), psychoeducation versus standard outpatient care (Kulhara et al. 2009) 
and home-based treatment versus inpatient treatment (Pai and Roberts 1983; Pai 
et al. 1985). Other studies have used the unique method of 1-day psychoeducation 
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programme (Sovani 1993), or single-session psychoeducation programme (Patra 
et al. 2011), and three 1-h sessions (Devaramane et al. 2011). These studies reflect 
that family psychoeducation for schizophrenia (addressing optimal medica-
tion management and addressing the family’s feelings of loss) leads to reduction 
in the rates of relapse, which is significantly more than that seen in the control 
groups. Benefits are also noted in the form of reduction in burden, functioning, 
symptom reduction, rate of hospitalization, knowledge and attitude, use of bet-
ter coping skills, treatment adherence, drug compliance, disability, caregiver sat-
isfaction and caregiver support (Chacko 1967; Narayanan et al. 1972, 1988; Pai 
and Kapur 1983; Pai and Roberts 1983; Pai et al. 1985; Verghese 1988; Ismail 
Shihabuddeen and Gopinath 2005; Thara et al. 2005; Kulhara et al. 2009; Sovani 
1993; Devaramane et al. 2011).

4  Course and Outcome

Studies from different centres of India, in general, suggest that compared to the 
Western countries, the course and outcome of schizophrenia are better in the 
Indian context. In one of the first studies from India, Kulhara and Wig (1978) 
reported 5-year outcome of patients with schizophrenia attending the psychiat-
ric unit in the setting of a general hospital and showed that 29 % of patients had 
no disturbance, 16 % were improving, 23 % patients had episodic course, and 
32 % had continued to be ill. India was part of the World Health Organization 
(WHO)-funded International Pilot Study of Schizophrenia (IPSS) (World 
Health Organisation 1979), the Determinants of Outcome of Severe Mental 
Disorders (DOSMeD) study (Sartorius et al. 1986) and the International Study of 
Schizophrenia (Hopper and Wanderling 2000). Few studies were funded by Indian 
Council of Medical Research (ICMR 1988), and many researchers followed up the 
original cohorts of the WHO-funded studies from time to time to understand the 
outcome of schizophrenia in the Indian context. In the IPSS study, 2-year follow-
up revealed that centres at Agra, Cali and Ibadan had more asymptomatic patients 
compared to Aarhus, London and Washington patients. Patients in Agra, Cali 
and Ibadan had spent less period of follow-up in psychotic episodes compared to 
patients from Aarhus, Washington and London. Agra, Cali and Ibadan had more 
patients who fell in the category of “best course”, and patients in Aarhus, London 
and Washington had more patients belonging to “worst course” category. Greater 
number of patients in Aarhus, Washington and London had severe social impair-
ment compared with patients in Agra, Cali and Ibadan. Overall outcome was 
remarkably more favourable for patients in developing countries, i.e. in patients 
from India, Nigeria and Colombia. Five-year follow-up of the IPSS cohort con-
firmed that the outcome of schizophrenia in developing countries continued to 
be better than that in developed countries (Sartorius et al. 1987; Leff et al. 1992). 
The DOSMeD study was launched with a view to obtain accurate estimates of 
 prevalence and incidence of schizophrenia in different cultures and evidence 
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about the outcome of this disorder in different countries of the world. It recruited 
first-contact patients from 12 centres in 10 different countries, and some centres 
were in developing countries (India–Chandigarh and Agra, Colombia, Nigeria) 
and some in developed countries (Denmark, Ireland, USA, Japan, UK, USSR and 
Czechoslovakia). Chandigarh had 2 field centres, one for urban population and the 
other for rural. At 2-year follow-up, 54 % of patients in Agra, 42 % of Chandigarh 
(rural) patients and 27 % of Chandigarh (urban) patients had single episode, fol-
lowed by complete remission. Continuous psychotic illness was seen in 18 % of 
Agra patients, 4 % of Chandigarh (rural) patients and 10 % of Chandigarh (urban) 
patients. Compared with patients in developed countries, Agra and Chandigarh 
patients had more favourable 2-year course and outcome. Agra and Chandigarh 
(both urban and rural) patients had less impairment of social functioning com-
pared with patients from developed countries. The findings from India were com-
parable to other developing countries, and more patients in these countries fell in 
the category of “best possible” outcome compared with patients from developed 
countries (Sartorius et al. 1986). After the IPSS and the DOSMeD, the WHO 
launched the International Study of Schizophrenia (ISoS) (Hopper and Wanderling 
2000; Harrison et al. 2001; Sartorius et al. 1996), which provided the opportu-
nity to follow up the cohorts from the DOSMeD and Assessment and Reduction 
of Psychiatric Disability (RAPyD) studies after 15 years and those from the IPSS 
after 25 years from intake assessments. Results of the ISoS showed that outcome 
of schizophrenia was poor compared to other psychoses across all domains; still, 
50 % of them were rated as “recovered”, and only one-third of them were con-
tinuously ill. In terms of predictors of outcome, it was seen that the “percentage of 
time experiencing psychotic symptoms in first 2 years of illness after onset” was 
the strongest predictor of symptoms and disability scores at follow-up; the less the 
percentage of time with psychotic symptoms, the better the longer-term symptoms 
and disability scores, as well as overall course of the illness. A CART analysis of 
the data also showed that pattern of course in the first 2 years was also related to 
long-term pattern of course (Hopper and Wanderling 2000; Wiersma et al. 2000).

The ICMR (ICMR 1988; Verghese et al. 1989)-sponsored study had three 
centres at Vellore and Madras in South India and at Lucknow in North India. At 
2-year follow-up, it was seen that most of the patients (62 %) had spent 15 % or 
less of the follow-up period in the psychotic state, and only about 4 % had spent 
more than 75 % of the follow-up period in psychotic state. “Best” pattern of 
course was observed in 45 % of the patients, and “worst” pattern of course was 
seen in only 10 % of the patients. As regards occupational outcome, 40 % of the 
patients were rated to have no occupational impairment. Social outcome was 
also observed to be more favourable with nearly 34 % of the patients displaying 
no social impairment. Assessment of overall outcome revealed that 66 % of the 
patients had favourable overall outcome and only 4 % of the patients had unfa-
vourable outcome. The rest had intermediate outcome. Intercentre comparison did 
not show any significant variability (ICMR 1988).

Besides these studies, many individual research groups have attempted to study 
the course and outcome of schizophrenia. Kulhara and Chandiramani (1988) 
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published the results of 18–30 months of follow-up of patients with diagnosis of 
schizophrenia according to ICD-9 and other definitions of schizophrenia. At follow-
up, 66 % of the patients had improved, and the rest had either no change or had wors-
ened. Similarly, 66 % of the patients had improving or episodic course, and the rest 
had a static or deteriorating course; 56 % were working with or without impairment, 
and the rest were not working. Overall, there were only minor differences in outcome 
across different diagnostic criteria for schizophrenia. On the basis of this, the authors 
concluded that outcome does not distinguish diagnostic systems for schizophrenia, 
implying that the course and outcome are not dependent on the conceptual frame-
work of diagnosis, but are influenced more by clinical and background variables. 
Mojtabai et al. (2001) followed up the two incidence cohorts of the DOSMeD study 
in urban and rural Chandigarh at 15 years by using the life chart schedule and found 
that patients with a poor 2-year course (a continuous psychotic illness) had very poor 
prognosis in the long term. It was further seen that the effect of a poor 2-year course 
on poor long-term outcome persisted even after controlling for the potential effects 
of gender, urban/rural setting, narrow versus broad definitions of schizophrenia and 
the interval between onset and intake into the study. In addition, high rate of morality 
(47 %) was seen among those with a poor 2-year course. Dube et al. (1984) re-eval-
uated the IPSS, and a cohort of patients of schizophrenia was recruited from Agra 
after 13–14 years in an attempt to delineate the long-term course and outcome of the 
patients. They found that nearly 60 % of the patients were normal. In addition, it was 
found even those who did not recover completely, did have periods of recovery, and 
in those with a continuous course, the disorder usually lost its intensity.

Thara et al. (1994) reported extended 10-year follow-up of patients of first-
onset patients with schizophrenia, who were originally recruited for the ICMR 
multicentred collaborative study. Various types of patterns of course were 
described, complete remission after the initial psychotic episode (11 out of 76 
patients), two patients had no relapses but continued to have residual symptoms, 
37 patients had one or more relapses with complete remissions, 21 patients had 
one or more relapses, but incomplete recovery, and 5 patients were described to 
have been continuously ill. The authors concluded that the pattern of course was 
largely favourable. The authors also noted that there was a general decline in 
both positive and negative symptoms during the 10-year period of follow-up. One 
study prospectively evaluated patients with schizophrenia every year over a period 
of 10 years with occupational outcome as an indicator of the functional status of 
patients. Overall, 53 % of the patients had good occupational outcome (Srinivasan 
and Thara 1997). Thara (2004) also followed up the same cohort after 20 years 
to assess the course of symptomatology, work, social functioning and pattern of 
illness. Of the initial cohort of 96 patients, 67 % of the sample was assessed at 
20 years. After 20 years, 5 patients had recovered completely, another 5 were 
continuously ill, and most of the cohort had multiple relapses with or without 
complete remission between them. The Global Assessment of Functioning Scale 
showed that symptoms and social functioning in this sample were much better 
than those observed in developed nations. Marriage and occupational rates were 
higher than those observed in many published reports. The authors concluded 
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that clinical and social outcomes were still distinctly superior to those observed 
in developed countries. Recently, 25-year follow-up of the same cohort was pre-
sented. Out of the original cohort of 96 patients, 47 could be reassessed. Twenty-
five had died, and 18 were lost to follow-up; 32 of the 47 of the followed-up 
patients were in partial or total remission. Outcome was good in 28 %, interme-
diate in 52 % and poor in 19 %. More men were single, and more women were 
either married or separated. In a 10-year longitudinal follow-up study, Shrivastava 
et al. (2010) showed that compared to non-recovered group, mean duration of 
untreated psychosis was longer for a group, which showed clinical recovery as 
assessed on the Clinical Global Impression Scale. A recent study evaluated the 
predictors of 5-year outcome of patients with schizophrenia and reported that level 
of insight, number of non-medical explanatory models and individual explanatory 
models held during the later course of the illness have a significant impact on the 
outcome (Johnson et al. 2012).

Other outcome measures: Ponnudurai et al. (2006) followed up 121 patients 
with schizophrenia, of which 60 were reassessed at 13 years with regard to mortal-
ity and cause of death. Seven deaths were recorded, and the standardized mortality 
ratio for all the age groups was 54.2. Unnatural causes of death accounted for 2 
out of 7 deaths, one of which was accidental and other was suicide. A recent study 
reported the long-term outcome (10 year) of schizophrenia and did not find any 
relationship between duration of untreated psychosis and good clinical or social 
outcome (Shrivastava et al. 2010). Similar were the observations of Gupta et al. 
(2010). In a recent study, the authors evaluated the 4-year outcome of schizophre-
nia in the form of work functioning by using the “Work” section of the Indian 
Disability Evaluation and Assessment Scale (IDEAS) in a rural South Indian com-
munity. They reported that 27 % were working as agriculturists, 29 % were pursu-
ing household jobs, 14 % were working as daily wage labourers, and 13 % were 
not doing any sort of work. Further, the authors noted that there was a significant 
reduction in disability. Regression analysis showed that work-related disability 
was significantly associated with male gender, longer duration of illness, higher 
psychopathology and poor treatment adherence (Suresh et al. 2012). Using open-
ended questions regarding patient’s perceptions of indicators of recovery, Thara 
(2012) showed that most of the patients (88 % of the respondents) equate recovery 
with the absence of symptoms and not having any more relapses (73 %). Other 
common themes associated with recovery were getting back to their regular lives 
in terms of functioning (70 %), being able to handle the associated responsibilities 
(62 %) and lack of further need to take medications (65 %).

5  Research on Special Populations

Childhood-onset schizophrenia: In the recent times, many studies have evalu-
ated various aspects of schizophrenia having onset in childhood and adolescence. 
With regard to epidemiology, clinic-based studies suggest a prevalence rate of 
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2.4–7.5 % for schizophrenia and other related psychotic disorders (Malhotra 
et al. 2007; Sagar et al. 2012). Many studies from different centres across the 
country have described the socio-demographic and clinical profile of childhood-
onset schizophrenia (COS) (Sagar et al. 2012; Reddy et al. 1996; Thakur et al. 
2003; Srivastava et al. 1988; Sharma et al. 2005). A study from Ranchi evaluated 
children and adolescents with schizophrenia and related disorders, or mood dis-
orders on the PANSS; factor analysis of the scales showed a four-factor model 
comprising primary negative, secondary negative, manic and paranoid factors 
(Thakur et al. 2003). A study from PGIMER compared three groups of patients 
with schizophrenia, i.e. childhood-onset schizophrenia (COS), adolescent-onset 
schizophrenia (AdOS) and adult-onset schizophrenia (AOS). Compared to the 
other groups, patients with COS had significantly higher rate of socio-economic 
dependence, poorer academic performance, non-paranoid subtype, poorer out-
come, poorer response to typical antipsychotics, significantly more number of 
soft neurological signs, significantly greater deficits on scales of IQ, memory and 
perceptuomotor skills, the highest PANSS score and more somatic and obses-
sive symptoms (John et al. 2008; Biswas et al. 2006a, b). A study from PGIMER, 
Chandigarh, also evaluated the cerebral cortical perfusion defects by using sin-
gle-photon emission computed tomography (SPECT) imaging in patients with 
childhood-onset schizophrenia (COS) and showed that a majority of patients had 
perfusion anomaly specifically in the left temporal and frontal areas of the brain 
(Malhotra et al. 2006).

Late-onset schizophrenia: Kulhara et al. (1999) compared the clinical features 
of late-onset schizophrenia (LOS) and early-onset schizophrenia (EOS) and found 
that the LOS group had higher scores only on “persecutory delusions”, which led 
them to conclude that the findings did not support the diagnostic validity of LOS. 
Similarly, Harish et al. (1996) showed that the commonest symptoms were per-
secutory delusions, followed by delusions of influence, and hallucinations in any 
modality in a group of patients with LOS.

6  Conclusions

Over the years, there has been significant progress in research on schizophrenia 
from India. With the emergence of pharmacotherapy, many studies evaluated the 
efficacy of various antipsychotics in patients with schizophrenia. Studies eval-
uating various aspects of caregivers and family have been done and show that 
family remains an important support for the patients of schizophrenia. However, 
except for the early studies, most of the studies have been done at single cen-
tres and on small sample sizes. It is expected that in future, multicentric studies 
involving more number of patients and their caregivers will strengthen the 
research evidence.
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1  Introduction

Suicide is known since birth of humanity. In India, Ramayana and Mahabharata have 
recorded instances of suicide. During Vedic and Upanishadic times, death by drowning 
at the confluence of rivers to achieve “punya”, the self-destruction for incurable diseases 
and ascetics by undertaking a great journey towards last years of life (mahaprasthan) 
were allowed. Subsequently over the years, “Sutee pratha” became a common practice in 
India. This is an example of “altruistic” suicide, in which the suicide is expected, almost 
required rather than an outcome of personal sorrow or guilt. Buddhist, Confucian and 
Shintoist ethics accepted suicide and euthanasia in case of incurable illness.

First, we have addressed the issues how suicides can be studied, and then, we have 
discussed findings from some important studies and our own studies.
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While working in rural areas in Maharashtra, we realised that farmers’ suicide 
is very big and burning issue. We became more interested to research in this field, 
and finally, we started working on survivors of farmers’ suicide and their mental 
health issues, which needed to be addressed. Luckily at this stage, government of 
Maharashtra took interest and asked for our help. This was the turning point when we 
got government support for this community work.

World scenario: Currently, worldwide every year, almost one million  people 
die from suicide. Globally, mortality rate from suicide is 16 per 100,000 or one 
death every 20 s (WHO 2010). In the last 45 years, suicide rates have increased by 
60 % worldwide. Suicide is one of the three leading causes of death among those 
aged 15–44 years in some countries and the second leading cause of death in the 
10–24 years age group; these figures do not include suicide attempts which are up  
to 20 times more frequent than completed suicide. Suicide worldwide is estimated to 
represent 1.8 % of the total global burden of disease in 1998, and 2.4 % in countries 
with market economies and former socialist economies in 2020. The WHO estimates 
that worldwide every year, approximately 873,000 people commit suicide. Estimates 
for the year 2020 suggest that approximately 1.53 million people will die from suicide 
and 10–20 times more people than this will attempt suicide worldwide. Highest sui-
cide rates for both men and women are found in Europe, more particularly in Eastern 
Europe (e.g. Estonia, Latvia and Lithuania). Lowest suicide rates are found in the 
Eastern Mediterranean Region, which comprises mostly countries that follow Islamic 
traditions (WHO 1999). With only exception of China (Male/Female = 14.3:17.9), sui-
cide rates in males are consistently higher than suicide rates in females. This male pre-
dominance of suicide rates has been a relatively constant phenomenon over the years. 
In 1950, male-to-female ratio was 3.2:1; in 1995, it was 3.6:1; and in 2020, it is pro-
jected to be 3.9:1. In Europe, the highest suicide rate is in Lithuania (45.6 per 100,000), 
while the highest number of suicides occur in China (195,000 per year). India stands 
second in total number of suicides (87,000 per year). Although traditionally suicide 
rates have been highest among elderly males, rates among young people have been 
increasing to such an extent that they are now the group at highest risk in a third of 
countries, in both developed and developing countries. Mental disorders (particularly 
depression and alcohol-use disorders) are a major risk factor for suicide in Europe and 
North America; however, in Asian countries, impulsiveness plays an important role.

1.1  Scenario in Asia

Asian countries are the major contributors to the global suicide, accounting for approx-
imately 60 % cases in the world. Suicides in China and India make up 30 % of the 
suicides in the world. The number of suicides in China alone is 30 % greater than total 
number of suicides in the whole Europe (Bertolote and Fleischmann 2002). These 
 figures should be viewed in the light of the fact that many Asian countries do not report 
suicide data to the WHO (Vijaykumar 2005). A few Asian countries rank highest in 
the world in terms of suicide rates, e.g. Japan (24 per 100,000 per year of popula-
tion), South Korea (23.8 per 100,000 per year of population) and Sri Lanka (21.6 per 
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100,000 per year of population), while others such as Philippines have rates as low as 
2.1 per 100,000 per year (Wei and Chua 2008).

There has been a steep increase in suicides in some countries such as Japan, South 
Korea and Hong Kong. Other countries in this region such as Australia, Malaysia, New 
Zealand and Singapore have low to medium suicide rates between 9.9 and 13.1 per 
100,000 (Hendin et al. 2008). It has been hypothesised that in family-centric Asian 
societies which place a higher value on collectivism, intact marriages and families 
play a crucial role in social integration. They are therefore important protective fac-
tors against suicide in Asian countries. Male-to-female ratio in most of the Asian coun-
tries is much lower as compared to European countries. In Pakistan, Sri Lanka and 
Thailand, young people have the highest rates; in China, Hong Kong SAR, Japan, 
Malaysia, the Republic of Korea and Singapore, suicide is a relatively greater problem 
for older people; in China and New Zealand, there are high rates in both the young and 
the old; and in India, middle-aged individuals have the highest rates. Rural rates of sui-
cide are higher than urban rates in Australia, China, India, the Republic of Korea and 
Sri Lanka, but in New Zealand, urban rates are higher than rural rates.

1.2  Indian Scenario

India ranks second highest in terms of the total number of suicides in the world. More 
than one lakh (one hundred thousand) lives are lost every year to suicide in our coun-
try. Most recent data are available for year 2011 from the National Crime Records 
Bureau (2011). According to it, 135,585 persons in the country lost their lives by com-
mitting suicide during the year 2011. This indicates 2010 an increase of 0.7 % over 
the previous year’s figure (1,34,599). The number of suicides in the country during the 
decade (2001–2011) has recorded an increase of 25.0 % (from 1,08,506 in 2001 to 
1, and 35,585 in 2010). The increase in incidence of suicides was reported each year 
during the decade. The population has increased by 17.8 % during the decade, but 
the suicide rate in 2011 was 11.2 which are marginally greater than 10.6 recorded in 
2001. The rate of suicides has shown a declining trend since 2001–2003. An increas-
ing trend is observed during 2007–2010. There is a wide variation of suicide rates 
and numbers within country (Fig. 1). In year 2011, five states with highest percentage 
contribution to national suicides were West Bengal (12.2 %) followed by Tamil Nadu 
(11.8 %), Maharashtra (11.8 %), Andhra Pradesh (11.1 %) and Karnataka (9.3 %) of 
the total suicides in the country. These five states have been constantly on top five lists 
in last few years. The all-India rate of suicides was 11.2 during the year 2011, which 
is marginally lower than 11.4 reported in the year 2010. Within the country, suicide 
rates vary widely. Puducherry reported the highest rate of suicide (44.8) followed by 
Andaman and Nicobar Islands (35.8), Sikkim (30.3), Chhattisgarh (26.5) and Kerala 
(25.3). Maharashtra ranked 13th in this list, with a suicide rate of 14.2 per one lakh 
population. Among causes of suicide “family problems” and “illness”, accounting for 
24.3 and 19.6 % respectively, were the major causes of suicides among the specified 
causes. “Love affairs” (3.4 %), “bankruptcy” (2.2 %), “dowry dispute” (2.4 %) and 
“poverty” (1.7 %) were the other causes driving people towards suicides. Suicides due 
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to “illness”, “drug abuse/addiction” and “poverty” have shown an increasing trend 
 during last 3 years. 

In the last two decades, the suicide rate has increased from 7.9 to 10.3 per 
100,000 (Vijaykumar 2002). Higher literacy, a better reporting system, lower exter-
nal aggression, higher socio-economic status and higher expectations are the possible 
explanations for higher suicide rates in the southern states of India. In India, young 

Fig. 1  Suicide rate in different states in India for year 2011 (Source NCRB India-2011)
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(15–29 years) and lower middle-aged people (30–44 years) were the prime groups 
taking recourse to the path of suicide. Around 35 % suicide victims were youths in 
the age group of 15–29 years, and 34 % were middle-aged persons in the age group 
30–44 years. This leads to a huge social, emotional and economic burden on the 
society. Male-to-female suicide ratio has been consistently narrow in India (1.4:1). 
Hanging (33.2 %), poisoning (32.3 %) and self-immolation (8.8 %) are the common-
est methods of suicide in India. There is gross under reporting of suicides in India. 
Verbal autopsy studies in rural Tamil Nadu have revealed that the annual suicide rate is   
6–9 times the official suicide rate (Joseph et al. 2003; Gajalakshmi and Peto 2007).

The presence of mental illness in suicide victims varies among different studies in 
India. Two case–control studies using psychological autopsy approach have been done 
in Chennai (Vijaykumar and Rajkumar 1999) and Bangalore (Gururaj et al. 2004). In 
Bangalore, 88 % and, in Chennai, 43 % of the suicide victims had diagnosable mental 
illness. In Chennai, 25 % of suicides were found to be due to mood disorders. This rate 
increased to 35 % when suicide cases with adjustment disorder with depressed mood 
were also counted. Although social drinking is not a way of life in India, alcoholism 
plays a significant role in suicides in India. In Chennai, alcohol dependence was found 
in 35 % of the suicide cases and 30–50 % victims were under the influence of alcohol 
at the time of suicide. Modernisation has led to sweeping changes in socio-economic, 
socio-philosophical and cultural arenas of peoples’ lives in India. This has greatly 
added to the stress in life, leading to substantially higher rates of suicide (Gehelot and 
Nathawat 1983). On the other hand, religiosity and belief on god act as protective fac-
tors for suicide in India (Vijaykumar 2002). Other protective factors are intact mar-
riages, supportive families and stigma against suicide per se in India. The assessment 
of suicide is dealt in great detail (Behere and Reddy 2010a).

2  Farmers’ Suicides with Special Reference  
to Maharashtra

Suicide of farmers is not only seen in India, but it is observed worldwide and across the 
cultures (Behere and Bhise 2009b). Farming is the one of the oldest industries in world. 
As civilisations have set in, man has learned cultivation to meet the demands of food. 
Farming made previously wandering human beings settle at one place. It has been one 
of the most respected professions and has a popular image as a peaceful and healthy 
way of life. Despite this fact, agriculture has one of the highest rates of mortality than 
any other industries (McCurdy and Carroll 2000). Although farming practices, produc-
tion systems and type of farms are diverse, there are commonalities across the farms 
that are important to health (Behere and Bhise 2009a). Most farms continue to be fam-
ily-owned and family-operated businesses and are exposed to volatility of commodity 
markets, the variability of weather patterns and the influence of governmental regu-
lations (Fraser et al. 2005). This exposes farmers to a high level of stress. Economic 
concerns and government bureaucracy have been consistently identified as a major 
cause of stress and contributor to suicide (Malmberg et al. 1999). There is no custom-
ary or mandatory retirement age for farmers all over the world, and many tend to work 
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beyond the customary retirement age, placing the younger generation in a dependent 
relationship with their parents for much longer than usual. This can lead to tension 
between the two generations on the farm. Roles between work, home and  family are 
often blurred with farming operating as an occupation and way of life for many  farmers 
(Melberg 2003). Research had shown a relationship between monetary and family 
problems with suicide. British farmers were more concerned about family problems 
(Thomas et al. 2003), while indebtedness and monetary concerns were reported to be 
major reason for suicide among Indian farmers (Behere and Behere 2008). From an 
early age, those in the farming families can be exposed to a range of risks to their phys-
ical and mental health, which continue in adulthood and later life. Many studies have 
found higher rates of depression and anxiety among farmers when compared with the 
general population (Eisner et al. 1998; Peck et al. 2002). A study in England found that 
even in the absence of psychiatric morbidity, farmers were more likely to report that 
life is not worth living compared with general population (Thomas et al. 2003), and 
suicide in them was an end point to a series of difficulties that accumulated over time.

In its seventh decade of independence, our nation is losing its vey sons of soil, 
our food growers. After the independence, according to Gandhiji’s vision of Gram 
Swaraj, villages and specially farmers were to be the main focus of any development 
plan of India. India consists of 16 % of world’s population, which is sustained on 
only on 2.4 % of the world land resource. The agriculture sector is the only livelihood 
to the two-third of its population, which gives employment to the 57 % of work force, 
and is a raw material source to large number of industries (Behere and Behere 2008). 
In the 1990s, India woke up to a spate of suicide by farmers. Since then, suicide by 
farmers has figured in the newspapers, the state assemblies and the parliament. It has 
been included in some of the election manifestos. According to the analysis by K. 
Nagraja of Madras Institute of Development Studies, between the years 1997 and 
2006, about 200,000 farmers have committed suicide. Thus, on an average, nearly 
16,000 farmers’ committed suicide every year, putting every seventh suicide in coun-
try as farmers’ suicide. Farmers’ suicides have increased at annual compound growth 
rate of about 2.5 % per annum over this time period. There is a high degree of vari-
ation in farmers’ suicide across different states in country. According to 2001 census 
of India, top five states in number of farmer suicides were Maharashtra, Karnataka, 
Andhra Pradesh, Chhattisgarh and Madhya Pradesh. In these, farmers’ suicide rate 
is nearly 60 % higher than the general suicide rate, indicating a very distressing situ-
ation in these states. For the state of Maharashtra, picture is even bleaker. Between 
years 1997 and 2006, the number of farmers’ suicide has more than doubled with 
annual compound growth rate of 9.8 % (Nagraja 2007). During this decade, every 
fifth farmers’ suicide committed in country had occurred in Maharashtra. Vidarbha 
region of Maharashtra, which lies in centre of India, is a particularly vulnerable 
pocket for farmers’ suicide making a continuous suicide belt with Telangana region 
of Andhra Pradesh (Behere and Bansal 2009). With much of media and political 
uproar on this issue, various steps were taken to mitigate this crisis. Most of the inter-
ventions done by states were directed towards survivors of farmers’ suicide. With 
politicisation of issue, especially prior to elections, various packages were announced 
for survivors by state governments. These mostly included financial ex gratia help to 
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affected families. Media and government initiatives together led to the projection of 
farmers’ suicide as a mere economical and debt-driven crisis and adopted policy of 
only providing financial help to the bereaved (Behere and Bhise 2011).

Studies show that suicide in general is an outcome of multiple factors. At a given 
time, there are many forces that drive the people to commit suicide. Same forces 
apply to farmers who end their lives. Roles between work, home and family are often 
blurred with farming operating as an occupation and way of life for many farmers. 
Research had shown a relationship between monetary and family problems with sui-
cide. On the other hand, farmers’ suicides also differ in some aspects from general 
suicides. Farmers are more likely to be in their middle ages, married with children in 
schools, living with family. Most are the sole bread earners for the family. Majority 
have small to marginal farms of 1–2 ha. Farmers who commit suicide tend to use 
methods to which they have easy access because of their occupation. In India, pesti-
cides are easily available, and hence, its consumption is the most common method of 
suicide (Behere and Bhise 2012). Family of famers who committed suicide are under 
great stress and needs help (Behere and Reddy 2010; Behere 2010a). These factors 
need special attention when it comes to prevention of suicides and provision of help 
to survivors. This makes identification of persons at risk more difficult, as even under 
stress, most of them would be functioning normally. Family members often fail to 
recognise any minor changes in their behaviours that usually precede the suicide.

Female farmers’ suicide: Suicide among female farmers is on rise. Studies of 
women in farming have found high levels of stress, fatigue and depression (Walker and 
Walker 1988). Explanations most commonly given are role conflicts and high work 
load. Farm women, unlike men, experience stress not only related to the farm opera-
tions but also to the impact of farming stressors on the physical, social and financial 
well-being of all family members. As farming has become less profitable, women 
are taking more and more on- and off-farm work to supplement the family income 
(Gallagher and Delworth 2003). Farming women in this position often become 
stressed and fatigued due to multiple tasks, and the conflict between their traditional 
role as a house-makers and the need for off-farm income. Female farmers have to 
bear the additional burden of doing household chores apart from farming. This makes 
farm women a high-risk category for suicide. England, Australia and, now, India had 
reported suicide among female farmers. In India, the State Government’s report on 
farmers’ suicide in Karnataka State shows that approximately 20 % of victims were 
females (Veeresh 2002), while Kerala figures were 26 % of all farmers’ suicides. 
Surviving suicides is more common among females. As most of the farmers’ suicide 
victims are married and have families, spouses are more vulnerable to psychological 
distress (Behere and Bhise 2011).

In one of the study we found that 30 % of the study group (i.e. farmers included in 
the study exposed to pesticide) was having suicidal ideation as compared to  control 
group, (8 % of the sample had suicidal ideation). It is also noticed that those who got 
suicidal ideation were having depressive symptoms as well on the Self-Reporting 
Questionnaire (SRQ), as compared to controls. These raised important question 
whether exposure to pesticide causes suicidal ideas and depressive symptoms (Behere 
et al. 2013).
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3  Suggested Action Plan and Recommendations

“Farmers” suicides are preventable! This is the basic concept that needs to be under-
stood when we think of any policies to reduce the suicide numbers (Behere and Bhise 
2012). Studies across world have revealed that a strategic policy for prevention with a 
multifaceted prevention approach involving community participation is the most effec-
tive method in suicide prevention. Most of the developed countries have devised their 
national suicide prevention policies, which have been effective in reducing suicides. 
The United Kingdom had witnessed high rates of suicide by farmers in 1980s and 
implemented its national suicide prevention strategy. As part of prevention  programme, 
the Firearms Act was amended in 1988, making rules more stringent. Studies have 
found that suicide rate had declined significantly after this act was implemented, 
highlighting the importance of restriction of availability of means to commit suicide. 
Another inspiring example is from our neighbouring country, Sri Lanka. Suicide rates 
among farmers have declined by 50 % in a decade in Sri Lanka. This was an outcome 
of series of legislative activities that systematically banned the most highly toxic pes-
ticides that had been responsible for the majority of pesticide deaths in the preceding 
two decades (Jayewardene and Saravanabananthan 1966). In addition to restricting or 
withdrawing a number of pesticides, Sri Lanka has also actively pursued a number of 
initiatives to reduce use and increase the safety of pesticide use by farmers, e.g. inte-
grated pest management, use of lockable boxes to restrict access to pesticides (Hawton 
et al. 2009). Furthermore, there has been considerable research interest in Sri Lanka 
in the medical management of self-poisoning, and so it is possible that the improved 
management of pesticide self-poisoning has also contributed to the favourable trends 
observed in terms of suicide incidences. There are many similarities in farmers’ 
 suicides in India and Sri Lanka, implying that in India, we can also reduce the burden 
of farmers’ suicides by significant numbers. The following are the few suggested strat-
egies on various aspect of farmers’ suicide prevention:

1. Primary prevention:

 This involves the identification of high-risk individuals and training community gate 
keepers. Among the farmers, those at high risk for suicide are those with depres-
sion, alcoholism, bank loan defaulters and previous suicide attempters (Xavier 
et al. 2007). In addition to these, we have found a significant association between 
crop failures, marriage of sister or daughter and suicide by farmers. Early detection 
of at-risk groups is very important in suicide prevention. A more humane and sci-
entific approach needs to be evolved to deal with loan defaulters. Bank personnel 
need to be trained in this approach. Psychological help may be provided when deal-
ing with defaulters. Alcoholism is another important contributor to farmers’ suicides. 
Alcoholism should not be projected only as a moral problem of individual. Medical 
facilities and professional help of psychiatrists should be made available to those 
who are alcohol dependant at free of cost. Training should be imparted to all medical 
and paramedical professionals for early detection and treatment of mental illnesses. 
Depression in community is often undiagnosed, and simple tools such as the SRQ-20 
may be useful in detecting those suffering from psychological distress (WHO 1994).  
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Awareness programmes for the general public and high-risk individuals can focus on 
the promotion of better mental health, stress management and coping skills, proper 
financial planning, life skills development, and early identification and treatment of 
mental illnesses. Community gatekeepers such as representatives of local bodies, 
teachers, spiritual leaders, Aanganwadi and ASHA workers should be trained in sui-
cide prevention strategies. Apart from these, some of the specific primary prevention 
measures for farmers’ suicide could be the following:

•	 Restriction of access to pesticides: Pesticide consumption is the most common 
method of suicide among farmers in the country. An essential pesticide list needs 
to be built that excludes extremely lethal compounds and regulate their formulation, 
packaging and sale (Jacob 2008). A simple intervention like providing a lockable 
storage box to keep pesticides safe and out of reach is also effective. A study in Sri 
Lanka on the introduction of lockable boxes for storing pesticides to farming house-
holds was found to be acceptable. Most households used the boxes responsibly, 
although there was some decline in the proper usage over time. Most informants 
regarded the box as useful with convenience for storage, security, avoiding wastage 
and protection of children being major factors (Hawton et al. 2009). A message on 
the box about how to deal with bad feelings and the importance of safer storage was 
well received. We, in India, need to consider this measure more seriously.

•	 Macroeconomic policies: Policies to protect failing industries including agriculture  
should be devised taking into consideration social cost. Crop loans issued to the 
farmers need to be revised. State should ensure fresh crop loans to every farmer 
at the beginning of each season. Loans should carry a minimal interest, and for 
 non-irrigated farmers, this may be interest free as is done in China (Sainath 2006). 
Crop insurance needs to be covered well so that like other industries when a yield 
failure occurs, economy of poor farmers does not collapse all of a sudden. Suicide 
prevention campaign in Sri Lanka had slogan “Agricultural loans only for agricul-
tural purpose”, which suits the Indian scenario as well.

•	 Coping skills: Farming is one of the most uncertain industries when it comes to 
yielding results. Indian farmers heavily rely on things beyond their control such 
as good rains and pests, making this uncertainty many folded. Farmers need to be 
trained in coping skills so that they can adopt favourable defence mechanisms in 
the face of adversities. It is important to make them aware of availability of mental 
health services nearby, so that they can seek round the clock help when in distress.

•	 Training farmers in new agricultural practices: Most of the farms in India are fam-
ily-run businesses that adopt the farming practices prevalent since many years. 
Newer technologies in this field should be made available to farmers at low cost. 
There should be proper information portals that will provide information to villages 
rather than in cities. When it comes to new technology, cost is often a barrier. Poor 
farmers will need subsidies on these so that it is affordable to common man.

2. Secondary prevention:

 This involves early intervention and treatment of high-risk individuals 
and attempters. For this, we suggest the use of the existing three-tier sys-
tem of health care infrastructure in India. At primary health centre and the 
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sub-centre level, health workers and other voluntary workers should be 
 provided with simple  questionnaires for screening of mental illness. They 
should be advised to screen the population covered by them with these 
instruments. Those found to be disturbed and at risk should be treated at the 
primary health centre by medical officer who should have received some 
training in mental health. A team should be formed under the leadership of 
a psychiatrist at district hospitals, which serve as second level in the cur-
rent infrastructure. Those found to have mental illness and also all those who 
attempt suicide or threaten to do so should be evaluated and treated here. 
Proper follow-up and monitoring of treatment of suicide attempters should 
be ensured in the community. Private sector and nursing homes may also be 
involved in providing specialist help at this level with proper incentives to 
them. If patients require further management, they may be referred to psy-
chiatry departments in medical colleges and mental hospitals which serve as 
third level institutes in the current health care structure. These institutes can 
also be utilised efficiently as training centres for professionals at the primary 
health centre level and grass root workers.

3. Tertiary prevention:

 This involves rehabilitation of rescued attempters and helping the survivors 
of the victims. A psychological autopsy should be performed on all farmers’  
suicides as this objectively brings out relationship between suicides and 
socio-demographic, psychological factors, and stressful life events. This is 
particularly important in case of farmers’ suicides as there are many unscien-
tific speculative reports in the media, which may mislead the administrators 
and public as well. Any preventive strategy is productive only if it is based on 
sound research. Furthermore, reaching out to the families by mental health 
professionals can ensure psychological support to the survivors. Those fami-
lies affected by farmers’ suicides should receive compensation. But, only finan-
cial support is not enough in itself for the survivors. Long-term strategies are 
required to help the survivors cope with the loss of a bread earner for them. 
Children of the victims are particularly at risk and should be offered free 
 education and other facilities. Compensation should always be accompanied by 
mental health package through which mental health services are delivered.

Given the complexities of factors driving farmers to suicide, strategies to deal with 
problem of farmers’ suicide need to be systematic and well planned. India is facing 
problem of farmers’ suicide along with other suicides in significant numbers for quite 
a long time now. It is time to devise a National Suicide Prevention Policy. Countries 
such as the United Kingdom had high rates of farmers’ suicide. It was tackled through 
systematic research by psychiatrists and social scientists that came out with brilliant 
suicide prevention policies. Today, this problem is well tackled there. It is high time 
now to take necessary steps in India also; otherwise, we may be facing extinction of 
another group from earth, this time a class from our own homo sapiens species, our 
food growers: the farmers.
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1  Introduction

The impact of early childhood on the development and evolution of an individual as he/
she matures into adulthood has been recognized since ages. That the mental state of the 
child and childhood experiences shall be paramount in the mental health of the adult 
was further exemplified in the psychoanalytic concepts and movement. While it was 
Freud who talked about child mental disorders in his case of Little Hans, analysts like 
Anna Freud and Melanie Klein were further instrumental in further developing psycho-
analysis of children and using it in their treatment. Bowlby’s Attachment theory and the 
description of anaclitic depression by Spitz showed that infants and very young children 
too can understand and feel, and therefore have a mental life as complex and as rich as 
an adult. The origins of “child psychiatry” as a concept can possibly be traced to the 
mental hygiene movement in the United States of America, wherein the focus of care 
included a multi-disciplinary emphasis, a child welfare approach, and an inclusion of 
environmental causes. In 1935, Kanner’s textbook provided the first English language 
systematic account of child psychiatry (Kanner 1935), although several earlier works 
have alluded to the same. Later, the Isle of Wight epidemiological studies the late 1960s 
and early 1970s (Rutter et al. 1976, 1979) demonstrated the feasibility of systematic 
studies on children, the use of standardized methods of interviewing children, and eluci-
dated the important psychopathological risks associated with family dysfunction.

India, as a nation, has a more than 450 million children and adolescents in the 
present day, and yet, Child psychiatry in India is a fledgling field. Research in child 
psychiatry, in India, is at a nascent stage and has picked up only in the last few dec-
ades and these have followed developments in adult psychiatry in general in the post 
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 independent era. It is only when general adult psychiatry got itself established as an 
independent medical discipline with several postgraduate training centers and courses 
that the need for child psychiatry training and research was recognized. There are only 
a few academic and research centers in the country that exhibit a significant focus on 
this special population and hence available literature in child psychiatry in India is frag-
mented and patchy. Despite this, it is evident that Indian researchers are now beginning 
to take large leaps in the field of child psychiatry. An attempt is made to review broad.

Areas in which significant or substantial research is currently available in child 
and adolescent psychiatry (CAP) in India. This chapter covers research in India, in 
the areas of epidemiology and temperament; whereas Chap. 2 includes other major 
areas of research understood in the context of world literature.

2  Temperament

Individual differences in how infants behave, react, interact, what they like or dis-
like—to eat or play, are instrumental in identifying the uniqueness of the child. 
These characteristics often form the template for the future, shaping adult person-
ality, and behavior. Each child is born with these individual differences in emo-
tional reactivity and regulation that appear early in life, are relatively stable, and 
are at least partly biologically based (Rothbart and Bates 2006). These characteris-
tics are termed as temperament (Rothbart and Bates 2006).

2.1  Laying Down the Framework

Evidence supports the heritability and stability/continuity of temperamental traits, 
particularly from age three onward (Gagne et al. 2009; Roberts and DelVecchio 
2000). Temperament has been found to impact the developing personality of the 
individual and certain temperamental characteristics have also been found to 
increase the risk for development of psychopathology during childhood, adoles-
cence, and adulthood (Malhotra and Varma 1986; Narang et al. 1997).

One of the major challenges in temperament research is the existence of multiple 
systems of organization, each with partially overlapping dimensions that are given 
different names and load onto slightly different factors. The original work of Thomas 
and Chess in their New York Longitudinal Study (Thomas and Chess 1977) postu-
lated nine continuous dimensions of temperament in addition to three higher-order 
categories of “difficult,” “easy,” and “slow to warm up”. A temperament measurement 
schedule for children was developed and standardized for use in India by Malhotra 
et al. (1988). Questions in simple Hindi and English were devised from the published 
descriptions of behavior associated with each of the nine dimensions of Thomas et al. 
(1963, 1968) and also with some help from Temperament Characteristics Schedule 
of Graham et al. (1973) and from authors own clinical experience taking behavioral 
items considered logically consistent with the category definitions. Since its stand-
ardization, Temperament Measurement Schedule has been used extensively in India. 
Temperament has been found to be a valid concept applicable to Indian popula-
tions that could discriminate between the emotionally disturbed and healthy groups 
of children (Malhotra and Randhawa 1983). Temperamental differences were seen 
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between boys and girls, in the domains of activity, and threshold for responsiveness. 
Earlier studies have shown significant differences in mood between the two genders 
(Maccoby and Jacklin 1974; Eaton and Enns 1986). However, a recent meta-analysis 
(Else-Quest et al. 2006) which compared the temperamental characteristics of boys 
and girls demonstrated differences in the domains of persistence, intensity of emotion, 
activity, approach-withdrawal, and mood. Additionally, temperament also varies with 
socioeconomic status, as demonstrated by a study that assessed the temperament of 
school going children of New England and found significant differences in tempera-
mental characteristics of children belonging to different socioeconomic classes, but no 
difference were found in the temperaments among different age groups (McClowry 
2002). Temperament factors that constitute risk for development of psychopathol-
ogy in Indian children differ to some extent from those described for Western chil-
dren (Maccoby and Jacklin 1974) and moreover, studies from India have shown that 
temperament is not merely a general risk factor, but it is specific for certain disorders 
(Malhotra and Chaturvedi 1983; Malhotra 1989).

It should come as a little surprise that temperamental characteristics including 
dimensions such as a higher activity level, short attention span, high intensity of reac-
tion with low threshold of responsiveness as well as impulsivity have been strongly 
associated with childhood disorders like conduct disorder (CD) and ADHD (Foley et al. 
2008). Indian studies which have evaluated the temperamental characteristics of chil-
dren, show that compared to those with conversion disorder and normal controls, chil-
dren with CD showed a temperament profile of high activity and intensity of reactions, 
as well persistently negative mood (Malhotra 1989). In another retrospective Indian 
study of ADHD and CD, children with ADHD had temperamental deviance in the form 
of inattention and increased distractibility (Foley et al. 2008).

With regard to the internalizing spectrum of disorders, it has been proposed that 
both anxiety and depressive disorders share the relation to high negative affectivity 
and mood (Watson and Clark 1992). Studies have found an association between 
conversion disorders and temperamental traits like low emotionality, low thresh-
old of responsiveness (Malhotra 1999a), and low distractibility (Malhotra 1989). 
In another study that compared the temperament of children and adolescents pre-
senting with unexplained physical symptoms that included somatoform and con-
version disorders (Raghuthaman and Cherian 2003), the authors found that that 
children with these disorders had characteristic temperaments of low activity, low 
emotionality, low rhythmicity, and low distractibility. Children with somatoform 
disorder were less approachable than children with conversion disorder; otherwise 
temperamentally there were no differences between these two disorders.

MR too has been found to be associated with certain temperamental correlates, 
namely low emotionality and a study from India found that the relationship between 
intelligence and emotionality variable of temperament was linear in the mentally 
retarded children (Malhotra and Malhotra 1990). Temperament also impacts physical 
disorders, as demonstrated by study that looked at children with persistent asthma and 
reported than children with asthma had significantly lower score on the temperament 
dimension of rhythmicity as compared to normal children (Rajesh et al. 2008).

Children of parents with mental disorders too seem to have certain temperamen-
tal characteristics that are different from children whose parents do not have men-
tal  illness. Malhotra and Kaur (1997) studied the temperament of children of parents 
with  psychotic, affective, neurotic disorders as well as those without mental illness.  
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They found that the children of parents with mental illness were less sociable, with-
drawing and less adaptable to negative emotions, had low activity and intensity of emo-
tional reactions as well as low distractibility and low rhythmicity. Children of parents 
with depression were found to have significantly lower threshold of responsiveness, 
lower intensity of response, sociability, activity but more negative affect, withdrawal, 
and distractibility (Kalra et al. 2012). This is in line with Western data that show that 
children born to mothers who were suffering from psychiatric disorders before preg-
nancy were more likely to have negative mood, low rhythmicity, poor frustration toler-
ance, and emotional instability (Worland et al. 1984). Sons of alcohol-dependent males 
have been found to be low on rhythmicity, persistence, and manifest more negative 
mood compared to sons of non-alcohol-dependent fathers (Narang et al. 1997).

Hence, it is apparent that from the early childhood; there are temperamental 
differences that seem to set apart children who are impacted by mental illness, 
either in themselves or their parents. Temperament being an innate, constitu-
tional characteristic would be considered as a vulnerability marker. More lon-
gitudinal research shall possibly throw light on the complex interaction between 
the temperament and the environment, thereby illuminating the role of tempera-
ment as a key factor impinging on the development of child and adult psychiat-
ric disorders.

3  Epidemiology

In the early part of the twentieth century, most clinicians and researchers gave 
scant importance to diagnostic distinctions, but this changed with the work of 
Robins and O’Neal (1953) and Hewitt and Jenkins’ (1946) important factor ana-
lytic study of patterns of emotional and behavioral disturbance (which they termed 
‘‘maladjustment’’). This led to an acceptance of the need to differentiate between 
emotional disturbances on the one hand and disorders of disruptive behavior on 
the other. This resulted in clinicians accepting that phenomenology can be used for 
distinguishing diagnoses. However, while children exhibiting behavioral extremes 
would be considered as disordered around the world, it is often the children 
who lie close to the median who shuttle between diagnostic categories. Present 
day nosological systems are often heatedly debated, and diagnoses and their cri-
teria often undergo a sea change with each new edition. This is understandable 
as nosological systems often give importance to disability and dysfunction in the 
patient, which might be especially difficult to identify and characterize in chil-
dren. Changes in disorder prevalence (especially the increase in the prevalence of 
autism) are often believed to be secondary to changes in the diagnostic criteria. 
The use of the Feighner criteria is delineating diagnosis has lead to the inclusion 
of new disorders and nosological identity of some disorders have been discarded 
in the diagnostic systems (Robins et al. 1981; Kaplan et al. 2009). The use of the 
multi-axial diagnoses has helped capture the psychosocial factors in the child’s 
illness, thereby promoting the bio-psycho-social model of understanding men-
tal health and mental health disorders. Yet, like in all of psychiatry, the debate on 
what decides the line between normalcy and illness continues unabated in child 
psychiatric disorders as well.
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3.1  Magnitude of the Problem

Psychiatric epidemiology is the study of the prevalence and distribution of psychi-
atric disorders in a population or in a community. What makes that information so 
valuable is that the frequency and burden of psychiatric disorders in a community can 
be estimated and hence intervention strategies can also be planned. Before the late 
1960s, there were no data on the epidemiology of child and adolescent psychiatric 
disorders until the landmark Isle of Wight studies that were led by Tizard, Whitmore, 
and Rutter (1976, 1979). These studies were conceptualized and therefore planned in 
a manner as to identify disorders, comorbidities, causal factors, and possible inter-
ventions. They were instrumental in identifying the reality of comorbidities, they also 
demonstrated the role of family functioning and impact of family conflict on the psy-
chological functioning of the child. Additionally, and possible equally importantly, 
they showed that children and their families could be systematically interviewed, and 
demonstrated the value of standardized methods of measurement. Another study of 
significance that followed was the Waltham Forest Study (Richman et al. 1982) that 
demonstrated that psychopathology in young children, including preschoolers often 
preceded later psychiatric disorders. Present day epidemiological studies have dem-
onstrated that 3-month prevalence of any disorder averaged 13.3 % (Costello et al. 
2003a). As the child moved into adolescence, some disorders (social anxiety, panic, 
depression, and substance abuse) increase in prevalence, whereas others, including 
separation anxiety disorder and ADHD decrease. Children, as they grow, also have 
different disorders and change from one diagnosis to another included change from 
depression to anxiety and vice versa, from ADHD to oppositional defiant disorder, 
and from anxiety and CD to substance abuse (Costello et al. 2003a). Other studies 
that have been primarily conducted in Great Britain and the USA have found the 
median prevalence estimate of functionally impairing child and adolescent psychi-
atric disorders is 12 %, although the range of estimates is wide, varying from 9.5 % 
(Costello et al. 2003a, b) to 16 % (Ford et al. 2003). Literature from middle and 
low income countries have shown prevalence rates of 17.7 % in 1–15 years old in 
Ethopia (Maccoby and Jacklin 1974; Esser et al. 1990) 15 % among 5–10 years old 
from Bangladesh (Thomas et al. 1963; Tadesse et al. 1999) 7 % in 7–14 years olds 
urban Brazilian school sample (Mullick and Goodman 2005) and 7 % in 7–14 years 
rural Brazilian school (Flietlich-Bilyk and Goodman 2004) and 6.9 % in 4–17 years 
Puerto Rican community-based sample (Goodman 2005).

While the studies were published by Michael Rutter and colleagues in the 1970s, 
epidemiological data regarding the prevalence of childhood mental disorders in India 
first came from a WHO collaborative study (Canino et al. 2004) that looked at child-
hood mental disorders in primary care. The study had four centers in different coun-
tries and the Indian center was at Raipur Rani. Following a screening and detailed 
evaluation process, a clinical psychiatric syndrome was present in 22 % of the chil-
dren evaluated, with intellectual impairment present in 12 % of children (intellectual 
impairment was not included in other epidemiological studies). The study presented 
an overall mental morbidity of 22 % which was much more than that seen in Sudan 
(10 %) and Philippines (14 %) but less than that seen in Columbia (29 %). However, 
the authors attributed the lower rates of mental illness in Sudan and Philippines to 
lower sensitivity of the diagnostic instruments and noted that prevalence figures in the 
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Indian study were similar to international data. However, indigenous research focus-
ing of the epidemiology of childhood psychiatric disorders came to the fore when the 
Indian Council of Medical Research (ICMR) decided to focus on the same. Under its 
aegis, Malhotra et al. (2002) studied the prevalence of childhood psychiatric disorder 
in 963 school children, aged 4–11 year, in the city of Chandigarh, using multi-stage 
random sampling, and multi-informant assessment procedure. Psychiatric morbidity as 
per the ICD-10 criteria was seen in 6.33 % of the children. Teacher’s estimation of the 
prevalence rates was higher, i.e., 10.17 % as compared to parent’s estimate, i.e., 7.48 %. 
The most prevalent disorder in this population was enuresis. Later, in another ICMR 
funded study, Srinath et al. (2005) revealed a prevalence rate of 12.5 % in children aged 
0–16 years. There were no significant differences among prevalence rates in urban mid-
dle class, slum, and rural areas. The psychiatric morbidity among 0–3 year old chil-
dren was 13.8 % with the most common diagnoses being breath holding spells, pica, 
behavior disorder NOS, expressive language disorder, and MR. The prevalence rate in 
the 4–16 year old children was 12 %. Enuresis, specific phobia, hyperkinetic disorders, 
stuttering, and oppositional defiant disorder were the most frequent diagnoses. When 
impairment associated with the disorder was assessed, significant disability was found 
in 5.3 % of participants aged 4–16 year. However, this study included both breath hold-
ing spells (not an ICD 10 Diagnostic category) and epilepsy (conventionally included 
in neurological disorders), and excluded possible learning disorders, all of which could 
significantly impact the prevalence figures. A recent study evaluated psychopathology 
in 982 school going children in the age group of 10–15 years found that 20.2 % of the 
children to have a psychiatric disorder as per ICD-10 criteria. In another community-
based study from Calicut, Hackett et al. (1999) (Bansal and Barman 2011) found the 
prevalence of childhood psychiatric disorders to be 9.4 % among the 1,403 children 
aged 8–12 years selected by random cluster sampling. Presence of psychiatric disorder 
was associated with male gender, Muslim religion, lower social class, less parental edu-
cation, school failure, and impaired reading and vocabulary.

While there have been Indian and Western studies that have evaluated the prevalence 
of mental disorders in children, data on the incidence of these disorders are sorely lack-
ing. In a collective expert report on mental illness in children and adolescents in 2001–
2002, incidence of mental illness in children in France was reported to be 1 in (Cohen 
et al. 1993; Narang et al. 1997). An Indian study that throws light on the incidence of 
childhood psychiatric disorders (Giel et al. 1981) has estimated it to be 18 per 1,000/
year. While this study was novel in its design and execution and attempted to fill a large 
epidemiological void, more studies and data are essential before we can conclusively 
estimate the incidence of childhood psychiatric disorders in India.

3.2  Epidemiological Studies of major psychiatric disorders 
are reviewed below:

3.2.1  Mental Retardation

Across the world, MR is recognized as a disability and a common mental health prob-
lem. It has been estimated that the prevalence of MR in the non-institutionalized popu-
lation of the United States to be 7.8 people per 1,000 (Malhotra et al. 2009). Studies 
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have found the prevalence rate for severe MR in children of school age is relatively sta-
ble, varying around an average value of 3.8 per 1,000 (Larson et al. 1994). However, the 
prevalence rate for severe MR is age dependent, as prevalence data show an increasing 
prevalence up to age of 15 which indicates that severe MR may not be fully assessed in 
the first few years of life. The male: female ratio shows a 20 % excess of males, prob-
ably due to sex-linked genetic factors. Sociodemographics do not seem to impact the 
prevalence of severe MR (Larson et al. 1994). The average prevalence rate for mild MR 
in children of school age is about 29.8 per 1,000. Some studies have found the preva-
lence to be more in males or in urban areas, while other studies have conflicting results. 
Additionally, the prevalence of mild MR increases in children belonging to lower socio-
economic class. Prevalence of MR ranges from 4 per 1,000 in the Philippines, 138 per 
1,000 in Bangladesh (Malhotra and Kaur 1997; Roeleveld and Zielhuis 2008) per 1,000 
in Pakistan (Stein et al. 1986).

MR has been well established as a common mental health problem in our coun-
try as well, with prevalence being as high as 6.9 per 1,000 in the general population 
as established in meta-analysis by Reddy and Chandrashekar (1998, Hasan 1981). 
In a multi-centric study done by the ICMR on 1,314 children with MR without an 
obvious environmental cause was carried out at Bangalore, Bombay, Delhi, and 
Lucknow, it was seen that in all, 42.3 % patients had mild, 25.3 % moderate, 19.2 % 
severe, and 13.1 % profound MR.

4  Autism and Autistic Spectrum Disorder

The epidemiological data of autistic spectrum disorders (ASD) are often subject to a 
great degree of heterogeneity. Data from meta-analysis have revealed the overall estimate 
of prevalence of typical autism was 7.1 per 10,000 and of all ASD was 20.0 per 10,000 
(Kaplan et al. 2009). Diagnostic criteria used (ICD‐10 or DSM‐IV vs. other), age of the 
children screened, and study location all impacted the prevalence of typical autism.

Possibly, the earliest published study from India that looked at the clinic preva-
lence of infantile autism was funded by the ICMR, at a private missionary hospital 
where it was found that 2.9 % child cases seen were of infantile autism. However, 
this study did not use any diagnostic criteria, relying chiefly on clinical assessments 
(Hoch 1967). 11 years later, a case series of seven cases of autism from the MR clinic 
at NIMHANS, Bangalore described autism (Narayanan 1978). In a retrospective chart 
review, Malhotra and Chaturvedi (1983) found only 4 cases from 1980 to 1982, which 
met ICD-9 criteria for childhood psychotic disorders, wherein cases of infantile autism 
were included. In another retrospective chart review of cases seen during 1981-1984, 
from NIMHANS, Bangalore (Robins and O’Neal 1953; Srinath and Chowdhury 
1989) cases met the ICD-9 diagnosis for autism in the child psychiatry clinic. The 
cases were aged from 2.5 to 14 years, with males outnumbering the female children 
(M:F = 7.5:1), with most belonging to well to do families.

Clinic-based studies to understand the prevalence of autism have also come 
from non-psychiatric settings. In a retrospective review of the case notes of the chil-
dren less than 5 years of age done in the pediatric neurology clinic of PGIMER, 
Chandigarh, Singhi, and Malhi (2001) found 16 children DSM IV criteria for autism, 
in a 2-year period. The cases were primarily referred to them for speech, and/or 
developmental delay. Males were only slightly more than females (M:F = 1.3:1) 
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which is contrary to both Indian and Western data, but this can be due to the fact 
that most children assessed by them were severely autistic, as the score on Childhood 
Autism Rating Scale’s score was in the severely autistic range in 62.5 % of cases. 
About one-fourth of the cases had normal development up to at least 18 months of 
age and after that there was regression of milestones in the areas of language and 
behavior. The authors did not, however, differentiate between infantile autism and 
other ASD like Rett’s syndrome and childhood disintegrative disorder (CDD).

If we are to look at other ASD separately, epidemiological data are sparse. A 
study from PGIMER, Chandigarh (Malhotra and Singh 1993) described 5 cases of 
CDDs registered at CAP clinic from 1980 to 1989. These cases constituted 0.22 % 
of the total cases registered during this period. In a later study, Malhotra and Gupta 
(2002), in a retrospective chart review of cases registered at CAP clinic between 
1989 and 1999 found 12 cases of CDD, which was 0.45 % of all the cases registered 
in CAP clinic. Average age at onset was 3.76 years and average age of the patients at 
the time of assessments was 7.46 years. Sex ratio of 5:1 (F > M) is concordant with 
international literature. Again, a rapid onset of illness was noted which was unusual, 
as a gradual onset is much more widely seen and reported internationally. Presently, 
there is also one case report on Asperger’s syndrome with comorbid social anxiety 
disorder (SAD) in Indian literature from PGIMER (Subodh et al. 2006). Malhotra 
et al. (2002) also reported two cases of Rett’s syndrome.

4.1  Unipolar Depression

Numerous studies have estimated the prevalence of Major Depression (MDD) in 
children and adolescents in community samples. A review showed a median preva-
lence estimate of 4.0 % (range 0.2–17 %) (Costello et al. 2004). Prevalence rates of 
dysthymia in this population are lower than that for depression (Kim-Cohen et al. 
2003; Verhulst et al. 1997). In contrast, prevalence estimates of subthreshold depres-
sive disorders and syndromes, including minor depression and depression not other-
wise specified (NOS), are generally higher than those of MDD across all age groups 
(Gonzalez-Tejera et al. 2005; Angold et al. 2002). Longitudinal studies of community 
samples of children and adolescents found the average age of onset between 11 and 
14 years for MDD and depressive disorder (DD) (Lewinsohn et al. 1993). The Oregon 
Adolescent Depression Project showed that the rates of onset of depression increased 
from 1 to 2 % at age 13 and from 3 to 7 % at age 15 (Lewinsohn et al. 2000).

In India, many studies have evaluated the prevalence of depression in children 
and adolescents in different settings and these studies suggest that the prevalence of 
depression in children and adolescents in community setting is 0.1–0.5 %, with higher 
prevalence in adolescent and no case of depression seen in children up to 3 years of 
age (Malhotra et al. 2002; Pillai et al. 2008). The clinic-based studies suggest that the 
prevalence of depression/affective disorders varies from 1.2 to 9.2 %, however, in 
some of the studies these prevalence rates are inclusive of bipolar disorder. A recent 
study from PGIMER, Chandigarh, which looked at the trend of various diagnoses 
in clinic population, reported an increase in prevalence of affective disorders from 
2 to 13.49 % in children up to the age of 14 years attending the psychiatric outpa-
tient clinics (Malhotra and Chakrabarti 1992; Malhotra et al. 1999b; Malhotra et al. 
2007). Studies have also evaluated special population like school drop outs, school 
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aged children, high school girls, etc. for depression and have reported prevalence rate 
as high as 60.8 % (Mohanraj and Subbhiah 2010). A study evaluated the prevalence 
of depression among adolescents and reported that 11.2 % of school dropouts had 
severe and extreme grades of depression as assessed by BDI compared to prevalence 
of 3 % in those attending the school regularly and none of the college going adoles-
cents having depression (Nair et al. 2004). A lot of variation in the prevalence can 
be understood in the light of differences in the instrument used for assessment and 
the diagnostic criteria used for affective disorders. Only one study has evaluated the 
incidence of depression in children and adolescents and reported an annual incidence 
rate of 1.61/1,000 children in a community-based study on school children from 
Chandigarh (Inserm Collective Expert Report on Mental Illness 2007).

Risk factors for unipolar depression: Studies from the West suggests that 
among children, there are no gender differences in rates of depression or report 
higher rates in preadolescent boys (Merikangas and Avenevoli 2002). During ado-
lescence, however, rates of depression are greater among females than among 
males (Wittchen et al. 1998; Kessler and Walters 1998; Lewinsohn et al. 1993).

Studies of adults suggest that depression is seen more frequently in the lower 
socioeconomic classes (Kessler et al. 2003), findings in children and adolescents 
are less consistent. Some researchers have found no association between depres-
sion and social class (Costello et al. 2003a), and others have found a significant 
association (Costello et al. 1996; Reinherz et al. 1993). Some studies have found 
that African-Americans have lower rates of depression than whites (Angold et al. 
2002) and an increased depressive symptoms among Hispanics and Mexican-
Americans, compared with their white and African-American counterparts 
(Roberts et al. 2007; McLaughlin et al. 2007).

Very few Indian studies have evaluated the relationship of depression in chil-
dren and adolescents with risk factors. These studies suggest that perceived stress-
ful life events and daily hassles are associated with increased risk for depression 
(Mohanraj et al. 2010) and about half of the patients had an identifiable stressor 
(Sagar et al. 2012). The life events which have been shown to be associated with 
depression include death of a family member, change in residence, failure in 
examination, end of a relationship and serious illness (Patel et al. 1998), stress at 
school and family, and family history of mental illness (Krishnakumar and Geeta 
2006). One of the older studies failed to find a link between childhood bereave-
ment and depression (Venkoba 1970). However, one of the recent studies from 
Rohtak which evaluated the children and adolescents who had experienced a 
suicidal death in the family reported that these children and adolescents were at 
elevated risk for major depressive disorder, posttraumatic disorder, and impaired 
social adjustment (Sethi and Bhargava 2003).

Other risk factors which have been found as significant predictors of depression 
in school going children include age, class attendance, family history of psychiat-
ric illness, and birth complications (Sarkar et al. 2012). The risk factors identified in 
adolescents include female gender, being in the board classes, poor academic per-
formance, and higher number of adverse events (Bhasin et al. 2010). Studies have 
shown there is a high family history of psychiatric illness with prevalence as high 
as 67.8 % for girls and 52.5 % for boys (Sagar et al. 2012; Krishnakumar and Geeta 
2006). Studies also report that high self-esteem, good family relationships, and peer 
acceptance act as protective factors against depression (Mohanraj et al. 2010).
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4.1.1  Bipolar Disorder

While most adults with bipolar disorder report their first affective episode in ado-
lescence, epidemiological data on bipolar disorder in this population are sparse. 
The prevalence rates of mania, hypomania, and bipolar disorder in population-
based studies in this population range from 0 to 0.9 % in adolescents. Lifetime 
prevalence rates for bipolar disorder among youth range from 0 to 2.1 %, and the 
lifetime prevalence rate for hypomania ranges between 0 and 0.4 % (Lewinsohn 
et al. 1993). The results of most community surveys find nearly equal rates of 
bipolar disorder in males and females. Also, the incidence of bipolar disorder 
peaks at age 14 in both males and females and decreases gradually thereafter 
(Lewinsohn et al. 2002). Presently, there is no Indian data that the authors were 
aware of that describes the epidemiology of childhood bipolar disorders.

4.2  Childhood Anxiety Disorders

During the past decade, the results of international epidemiologic surveys have revealed 
that anxiety disorders are the most prevalent class of mental disorders in adults. Similar 
to community studies of adults, anxiety disorders are also quite prevalent in the gen-
eral population of children and adolescents. The median prevalence rate of all anxiety 
disorders in a recent review was 8 % with an extremely wide range of estimates (e.g., 
2–24 %) (Costello et al. 2005). Current or 12-month rates of anxiety disorders range 
from 2.2 % in North Carolina (Costello et al. 2005) to 9.5 % in Puerto Rico (Goodman 
2005). Generalized Anxiety Disorder (GAD) and SAD are the two most prevalence dis-
orders in youth (Merikangas et al. 2009). In contrast, panic disorder and OCD are both 
quite rare in children under age of 12. Similar to the gender ratio for adults, girls tend to 
have more of all subtypes of anxiety disorders, irrespective of the age composition of 
the sample. However, it has also been reported that, despite the greater rates of anxiety 
in girls across all ages, there is no significant difference between boys and girls in the 
average age at onset of anxiety (Merikangas and Avenevoli 2002).

One of the earliest studies from Hyderabad reported a prevalence rate of 
childhood neurosis to be 9.7 % in outpatient population and 9.3 % in inpatients 
with higher preponderance of females (Female:Male ratio 2:1) (Nagaraja 1966). 
Other older clinic-based studies have reported prevalence of 3.71 % for neurotic 
disorders in children and a prevalence rate of 2.7 % for the hysterical disorders 
(Raju et al. 1969). A recent clinic-based study which evaluated the prevalence 
of various psychiatric disorders in children aged 0–14 years over the period of 
26 years revealed that neurotic/anxiety disorders formed the most common psy-
chiatric diagnosis in this group of children with clinic prevalence rate of 37.33–
45.69 % (Inserm Collective Expert Report on Mental Illness 2007). Studies from 
other centers report a prevalence rate of 0.5 and 0.9 % among outdoor and indoor 
patients, respectively (Gupta et al. 2011).

There are few community-based studies from India which have evaluated the epi-
demiology of childhood anxiety disorders. In a community-based study, 11.0 % of 
the children were found to have various neurotic disorders, however, the clinical states 
mentioned therein varied and did not follow any classificatory scheme (Lal and Sethi 
1977). Another epidemiological study conducted by Manchanda and Manchanda 
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(1978) reported incidence of neuroses was reported to be 1.1 % among pediatric inpa-
tients and 8.2 % in CGC outpatient clinics with female preponderance and most com-
mon psychiatric diagnosis being that of hysteria. The recent community-based study 
from Bangalore noted a prevalence rate of 4.4 % for various anxiety disorders with 
highest prevalence rate for specific isolated phobia (2.9 %), followed by social pho-
bia (0.3 %), GAD (0.3 %), separation anxiety disorder of childhood (0.2 %), OCD 
(0.1 %), SAD (0.1 %), panic disorder (0.1 %), and agoraphobia (0.1 %). A study from 
Kolkata evaluated the prevalence of anxiety among adolescents (13–17 years) by using 
state-trait anxiety inventory revealed that 20.1 % of boys and 17.9 % of girls had high 
anxiety, with significantly higher prevalence rate in boys. Adolescents from Bengali 
medium schools were more anxious than adolescents from English medium schools 
and those belonging to the middle socioeconomic class suffered from more anxiety 
than those from both high and low socioeconomic class. Further, it was seen that sever-
ity of anxiety correlated with working status of the mothers (Deb et al. 2010).

4.3 Childhood Externalizing Disorders (ADHD and Conduct 
Disorders)

The point prevalence of ADHD in 5- to 15-year-olds was 2.23 % (Costello et al. 
2003a), and the 12-month prevalence ranged between 2 and 8.7 % for ages 
4–17 years (Costello et al. 2003a, b; Goodman 2005; Roberts et al. 2007). Rates 
of ADHD in recent surveys consistently show a male preponderance of ADHD 
as follows: 2.0 % for boys and 0.5 % for girls (Goodman 2005), and 1.5 % for 
boys and 0.3 % for girls (Costello et al. 2003a). There is conflicting evidence link-
ing ADHD with socioeconomic status. While one study found a twofold increase 
in ADHD for the poorest children when compared with the wealthiest children 
(Froehlich et al. 2007), two other studies found no association between family 
income or education and rates of ADHD (Goodman 2005; Roberts et al. 2007).

Estimates of current or point prevalence in the UK are 2.3 % for ODD and 1.5 % 
for CD (Costello et al. 2003a), whereas somewhat higher rates were found in recent 
U.S. studies with ranges of 2.8–5.5 % for ODD and 2.0–3.32 % for CD (Goodman 
2005; Roberts et al. 2007). Similar to ADHD, CD is also more prevalent in boys 
than girls, with many studies showing a difference of 3–4 times higher for boys.

Asian children in the UK had lower rates of ODD than non-Asian youth 
(Costello et al. 2003a). Age of onset of disruptive behavior disorders appears to be 
an important predictor of outcome, with earlier onset associated with more aggres-
sive behaviors, and boys who have a diagnosis of ADHD being more likely to 
have an early onset of CD (Loeber et al. 2000). Community studies of youth have 
shown a high degree of co-occurrence of CD and ADHD (Loeber et al. 2000).

While epidemiological studies on externalizing spectrum of childhood psychiatric 
disorders (ADHD, CD) are plentiful in the Western countries, the epidemiology of 
these disorders has been explored only by a few Indian authors. Bhatia et al. (1991) 
found a prevalence of 11 % for ADHD in the pediatric outpatient and found that the 
prevalence of ADHD increased with age, from 5.2 % in those aged 3–4 years, up to 
29.2 % in those aged 11–12 years, with a male to female ratio of 4:1. Additionally, 
ADHD was most common in first born children and those from a lower social class, 
and these children had a higher rate of complications during pregnancy and delivery 
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relative to a comparison group. Delayed development, temper-tantrums, enuresis, 
tics, broken homes, persistent parental discord, and psychiatric illness in parents were 
all more common in children with ADHD. In another clinic-based study, Malhi and 
Singhi (2000) found that 8.1 % of the children referred to the child outpatient depart-
ment were found to meet the DSM IV criteria for ADHD. The male to female ratio 
in children with ADHD was 5:1. With regard to CD, a school-based study found that 
4.58 % of the children had CD and identified lying, bullying, and cruelty to animals as 
the most frequent symptoms. Boys significantly outnumbered the girls, and childhood 
onset was found in 73 % and adolescent onset in 27 %. Comorbid ADHD was found 
in 36 %, hyperactive-impulsive subtype being predominant (Sarkhel et al. 2006). 
However, in other community-based studies, prevalence of CD, however, is found to 
be quite low (Malhotra and Chaturvedi 1983; Pillai et al. 2008) with rates being less 
than 1 % among children and adolescents.

4.4   Childhood Psychotic Disorders

Childhood onset schizophrenia is clinically widely accepted and relatively uncommon 
diagnostic entity. It is no surprise that no systematic epidemiological data are availa-
ble from the West or India. Whatever little data are available shows that 0.1–1 % of all 
schizophrenic disorders manifest before age 10, and this increases to 4 % before age 
15. Point prevalence of schizophrenia among children is approximately 1 per 10,000 
(Kaplan et al. 2009), though this figure increases sharply following adolescence. 
However, more community-based data are required to further understand this disorder.

5  Conclusion

Child psychiatry is much needed but yet underdeveloped branch of psychiatry in India. 
Its importance is exemplified by various India epidemiological studies that show that 
child psychiatric disorders as common in India as reported in western countries. There 
is need to pursue more focused incidence studies, multi-centric research with standard-
ized methodologies to get the true profile of child psychiatric disorders in India needed 
for planning and resource allocation for developing services and intervention strate-
gies at the national level. At the same time, the role of temperament and developmental 
processes cannot be understated and both clinicians and researchers need to focus their 
energies on the same. Hopefully, with greater awareness coupled with greater demand 
for psychiatric services for children, the planners and policy makers of India would be 
pushed into framing of a child mental health policy and development of more academic 
centers for mental health of children and adolescents.
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Following an upsurge in neurobiological research psychiatry, genetics and neuro-
imaging have provided great insights into our understanding of childhood psychi-
atric disorders as well.

1  Genetic Studies

Mental retardation: Mental retardation in a child is accepted to be mutlifactorial 
in its causality. However, the frequency of chromosome anomalies identified by 
high-resolution karyotyping varies between 9 and 36 % (Schreppers-Tijdink et al. 
1988). In a review of the frequency of cytogenetic abnormalities in patients with 
mental retardation (Van Karnebeek et al. 2002a), the authors found the median  
frequency of detected chromosome abnormalities was nearly 1 in 10 patients. This 
review noted a wide range of reported frequencies of chromosome abnormali-
ties causing mental retardation—from 2 to 50 % depending on the type of stud-
ies. Chromosome abnormalities were found in all categories of mental retardation 
(mild to profound) and in both genders. In a prospective study which evaluated the 
etiology of mental retardation by using karyotyping, abnormalities were reported 
in 8.3 % of children (Van Karnebeek et al. 2002b). These authors also found that 
there was a relationship between the number of minor anomalies and the likeli-
hood of a chromosomal abnormality: A higher number of anomalies indicated a 
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significantly higher likelihood to find a chromosomal abnormality, and they con-
cluded that karyotyping should be performed in all cases in whom no known 
cause is detected. Van Karnebeek et al. (2005) found that those with more signifi-
cant mental retardation are more likely to have positive results of fragile X testing 
(4.1 %), compared with those with milder delays or borderline intelligence testing 
results (1.0 %).

Among Indians, consanguinity is a common cause for genetic abnormalities 
and consanguinity among parents is often considered as a cause of mental retarda-
tion in their children. Madhavan and Narayan (1991) indicated that when there is 
a history of mental retardation in the family and if the parents are consanguine-
ously married, the risk of mental retardation in the offspring is significantly high. 
Among the consanguineously married families, the blood relationship of uncle-
niece seems to have the highest risk of affecting the offsprings. The influence of 
genetic factors like Fragile X has also been looked at in Indian patients with MR. 
In a large study from AIIMS, New Delhi, 29.8 % boys fulfilled defined clinical 
criteria to be screened for fragile X syndrome by chromosomal studies and 6.38 % 
of them were found to be positive for fragile X syndrome using cytogenetic tech-
niques (Jain et al. 1998). Agarwal (1991) found that chromosomal anomalies were 
found in 23.7 %, metabolic defects in 5.0 %, and an identifiable genetic syndrome 
in 11.6 % of the patients with mental retardation. In the remaining 59.7 % patients, 
no known genetic cause could be identified. However, 66.5 % of these patients 
had one or more of the following conditions: (i) congenital malformation with or 
without neurological deficit, (ii) history of consanguinity, (iii) positive family his-
tory of mental retardation, or (iv) a positive screening test but without a confirmed 
diagnosis of metabolic defect (suggesting that there may be additional unidentified 
genetic causes of mental retardation). In a more recent study (Eggers and Bunk 
1997), it was found that the various aetiological categories for mental retardation 
included were chromosomal disorders (33.1 %) and nonchromosomal syndromes 
(9.5 %) with genetic syndromes identified including Down’s syndrome, microdele-
tion syndromes like William’s syndrome, Prader–Willi syndrome, and unbalanced 
karyotypes.

Autism and Autistic Spectrum Disorders: Genetic studies in autism and autis-
tic spectrum disorders have shown an association of these disorders with abnor-
malities of X-chromosomes, especially Fragile X syndrome. Other mutations seen 
include CACNA1C, calcium channel voltage-dependent L-type alpha 1C subunit; 
CNTNAP2, contactin-associated protein-like 2; FMR1, fragile X mental retarda-
tion 1; and SHANK3, SH3, and multiple ankyrin repeat domains (Abrahams and 
Geschwind 2008). Manjunatha et al. (1989) did a cryptogenetic investigation in 
autistic children with the aim of finding the association and prevalence of fragile X 
syndrome in autistic children. Though none of the six cases studied had fragile X 
chromosome, fragile sites were noted in autosomes 1, 2, 3, 5, and 6. However, sig-
nificance of this finding is limited as these sites are also observed in general pop-
ulation and mentally retarded subjects (Manjunatha et al. 1989; Fryns 1984). In 
Tamil Nadu, cytogenetic analysis of the peripheral blood samples of patients who 
have been diagnosed positive for autism was performed to identify the structural 
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or numerical chromosomal abnormalities by karyotyping (Selvi et al. 2010). The 
study showed no complex rearrangements or other chromosomal abnormalities. 
In view of the negative results obtained in this study, the authors hypothesized 
that autism develops due to the influence of some environmental factors during 
embryogenesis.

Glutaminergic abnormalities have also been proposed in autism, and it is 
observed that reduction of GluR5 gene dosage can decrease ASD-like features 
in fragile X mice (Abrahams and Geschwind 2008). The gene coding for gluta-
mate receptor 6 (GluR6 or GRIK2) has also been suggested as a candidate gene 
for autism based on its localization in the autism-specific region on chromosome 
6q21 and the involvement of receptor protein in cognitive functions like learn-
ing and memory. In a study from West Bengal, Dutta et al. (2007) performed 
genetic analysis of three markers of GluR6 (SNP1: rs2227281, SNP2: rs2227283, 
SNP3: rs2235076) for possible association with autism through population and 
family-based approaches. DSM-IV criteria and CARS were utilized for diagno-
sis. Genotyping analysis for the SNPs was carried out in 101 probands with ASD, 
180 parents, and 152 controls from different regions of India. This study could not 
find any biased transmission of alleles or haplotypes in those affected with autism. 
They suggested that these markers of GluR6 were unlikely to be associated with 
autism in the Indian population. In another large sample study, it was found that 
less that 10 % of children with ASD had a normal karyotype, with the most com-
mon chromosomal aberration being Fragile X syndrome. Inborn errors of metabo-
lism were found to be rare (Balasubramanian et al. 2009). In order to understand 
the neurochemical changes in autism, cerebrospinal fluid (CSF) concentrations of 
the serotonin and dopamine metabolites, 5-hydroxyindoleacetic acid (5HIAA), 
and homovanillic acid (HVA), respectively, have also been measured by research-
ers. Studies have found no difference in the CSF levels of 5HIAA or HVA in chil-
dren with autistic disorder as compared to those without the disorder, suggesting 
that consistent, marked alterations in central serotonin and dopamine turnover are 
not present in the autistic subjects, though larger sample sizes are required to come 
to any conclusions (Narayan et al. 1993).

ADHD: Attention-deficit hyperkinetic disorder (ADHD) and related disorders 
have a very high heritability, as demonstrated by family studies. ADHD linkage 
studies have identified a number of genetic loci (potentially) harboring genes for 
ADHD, and some chromosome regions such as 5p13, 14q12, and 17p11 have been 
indicated in multiple studies (Banaschewski et al. 2010). Additionally, most of 
the present-day studies have focused on genes involved in the dopaminergic sys-
tem, including DRD4, DRD5, DAT1/SLC6A3, DBH, and DDC. Genes associated 
with the noradrenergic (such as NET1/SLC6A2, ADRA2A, ADRA2C) and sero-
tonergic systems (such as 5-HTT/SLC6A4, HTR1B, HTR2A, TPH2) have also 
been implicated. Additionally, research is now looking at the genes that control 
neurotransmission and neuronal plasticity including SNAP25, CHRNA4, NMDA, 
BDNF, NGF, NTF3, NTF4/5, and GDNF. An Indian study showed significant dif-
ference in the frequency of 3.5 repeat allele of the MAO-A promoter gene in chil-
dren with ADHD and preferential transmission of this short allele from mothers 
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to male ADHD children, and the authors concluded that the short 3.5 repeat allele 
of the MAO-A is probably associated with ADHD in our population and could be 
the reason for making boys prone to ADHD as compared to girls (Das et al. 2006). 
Other genetic changes shown to be associated with ADHD include dopamine beta 
hydroxylase (DBH) polymorphisms (Bhaduri et al. 2010). Das et al. (2011) addi-
tionally found interaction between ten functional polymorphisms in DRD4, DAT1, 
MAOA, COMT, and DBH genes in Indian children with ADHD, and this corela-
tion was found especially in male children with ADHD.

There is very little literature regarding genetic abnormalities seen in other 
childhood disorders, and it chiefly centers on case reports of genetic syndromes 
with associated psychopathology and hence are not elaborated upon in this 
section.

2  Neuroimaging: Neurostructural and Neurophysiological 
Studies

Mental Retardation: The neurobiology of mental retardation is dependent on the 
cause for the retardation. However, given that mental retardation should suggest 
obligate brain abnormality, it is surprising that the percentage of individuals in 
imaging studies who are positive for abnormality is as low as 9 % in some stud-
ies (Kaplan et al. 2009). The results also depend on the modality of neuroimag-
ing used in the study. Some studies have shown dorsal stream abnormalities were 
associated with visuospatial deficits in Williams’ syndrome, and aberrant fron-
tal–striatal connections were implicated in the executive function and attention 
impairments in individuals with fragile X syndrome (Kaplan et al. 2009). In a 
mental retardation clinic in Bangalore (Narayanan 1981), it was seen that aetiol-
ogy for mental retardation was discernible in 77.1 %, and a majority had associ-
ated physical disorders such as cerebral palsy, seizures, and hearing and/or visual 
impairment. In a more recent study (Aggarwal et al. 2012), it was found that the 
various aetiological categories for mental retardation included were chromosomal 
disorders (33.1 %), nonchromosomal syndromes (9.5 %), neurometabolic disor-
ders (10.1 %), central nervous system structural defects (7.4 %), cerebral palsy 
(12.7 %), and environmental insults (2 %). A significant number of children with 
MR (25.2 %) had no discernible cause for their developmental delay, highlighting 
the fact that at times, no single abnormality can be identified as causality for men-
tal retardation.

Autism and Autistic Spectrum Disorders: No single neurobiological cause can 
be attributed to the autism spectrum disorders and entail heterogeneity of the 
causative mechanisms, and autistic disorder is associated with cerebellar changes, 
greater total brain and lateral ventricle volume, and asymmetry (Hendren et al. 
2000). Postmortem studies of a small number of individuals with autism have 
revealed a range of abnormalities, including a significant decrease in the number 
of Purkinje cells and granule cells in the cerebellum. MRI studies focusing on the 
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cerebellar vermis have revealed an initial finding of a decrease in the midsagit-
tal area of vermal lobules VI and VII (Kaplan et al. 2009; Minshew and Williams 
2007). Studies that look at the limbic system have found decreased neuronal size, 
decreased dendritic arborization, and increased neuronal packing density of neu-
rons in the amygdala, hippocampus, septum, anterior cingulate, and mammillary 
bodies. The best replicated functional finding concerns underactivation of a region 
of the fusiform gyrus on the ventral surface of the temporal lobe during face per-
ception tasks (Kaplan et al. 2009; Minshew and Williams 2007). Neuroimaging 
studies from India have been fairly recent in autism. A single-photon emission 
computed tomography (SPECT) study that assessed the cerebral perfusion in 
children with autism and mental retardation found generalized hypoperfusion of 
brain frontal and prefrontal regions revealed maximum hypoperfusion (Gupta and 
Ratnam 2009). Subcortical areas also indicated hypoperfusion. On the basis of 
the findings, the authors concluded that children with autism have varying levels 
of perfusion abnormities in brain which may lead to neurophysiologic dysfunc-
tion that presents as cognitive and neuropsychological defects. In another study 
from PGIMER (Singhi et al. 2008), 22 children with primary autism with varying 
degrees of severity were studied using SPECT. Fifteen children had no perfusion 
abnormalities on SPECT imaging. Of the remaining seven, decreased perfusion in 
the left frontoparietal cortex was seen in three, and in the left inferior and medial 
frontal cortex in two children. No correlation could be found between SPECT, 
electroencephalography, and magnetic resonance imaging findings. In another 
neuroimaging study from PGIMER (Anil 2011), using FDG-PET, an attempt 
was made to study the rCGM in patients with autism and to study relationship, if 
any, between behavioral and neuropsychological deficits and rCGM. It was found 
that out of ten, four patients had abnormal brain functioning on positron emis-
sion tomography (PET) scan and bilateral cerebellar hypometabolism being the 
most consistent finding. Bilateral cerebellar hypometabolism as a consistent find-
ing reflects the role of cerebellum in cognitive and emotional functioning which 
is impaired in subjects with ASD. Disturbed metabolism in temporal, frontal, and 
occipital cortex was also found in some patients, reflecting the complex nature of 
abnormal brain functioning in ASD which accounts for its clinical heterogeneity. 
When PET scan findings and the symptom profile was looked at, it was found that 
higher abnormal behavior in the form of clumsiness, repetitive movements, poor 
coordination, and strange finger/body movements point toward the cerebellar func-
tional abnormalities.

ADHD: Authors have described neuroanatomical correlations for the superior 
and temporal cortices with the focusing of attention; external parietal and corpus 
striatal regions with motor executive function; the hippocampus with the encoding 
of memory traces; the prefrontal cortex with the act of shifting from one salient 
stimulus to another; and brainstem areas such as reticular thalamic nuclei with the 
sustaining of attention (Castellanos and Tannock 2002). Also, evidence suggests 
decreased volume and activity in prefrontal areas, anterior cingulate, globus pal-
lidus, caudate, thalamus, hippocampus, and cerebellum in children with ADHD 
(Kaplan et al. 2009).
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Other disorders: Neurobiology of other childhood disorders is not as well 
characterized as in adult disorders. Overall, childhood-onset schizophrenia shows 
progressive ventricular enlargement, reduction in total brain and thalamus vol-
ume, changes in temporal lobe structures, and reductions in frontal metabolism 
(Hendren et al. 2000). Neuroimaging studies of depressed youth have found 
smaller left subgenual prefrontal cortex, smaller frontal white matter volumes, 
larger frontal gray matter volumes, and larger lateral ventricular volumes than 
normal children (Kaplan et al. 2009). Pediatric bipolar disorder shows the pres-
ence of white matter hyperintensities and decreased amygdala volume. Studies of 
youth with early-onset bipolar disorder have decreased neuronal density in the pre-
frontal cortex and decreased neuronal homeostasis in the anterior cingulate cortex 
(Kaplan et al. 2009). Reduced globus pallidus volume and gray matter volumetric 
abnormalities in the anterior cingulated gyrus have been seen in pediatric patients 
with obsessive-compulsive disorder (OCD). PET studies in OCD have shown 
increased glucose metabolism in orbitofrontal cortex, right caudate nucleus, and 
anterior cingulate gyrus, at rest and in response to symptom provocation (Kaplan 
et al. 2009). However, neuroimaging studies in India are in their infancy, and 
hence, literature on these disorders from India is scant.

3  Phenomenology

Psychiatric disorders in children and adolescents are often different in their phe-
nomenology in comparison with adults. Due to their atypical presentation, child-
hood psychiatric disorders are often misdiagnosed and therefore incorrectly 
treated leading to further dysfunction. Hence, we shall review the available litera-
ture with regard to childhood psychiatric disorders.

Childhood depressive disorder: Many studies from the West have evaluated 
the symptomatology of depression in children and adolescents. Earlier studies 
suggested that depression in children often presents as “masked depression,” but 
the recent data suggest that children more often manifest typical presentation, 
and the masked symptoms, most of which was somatization (seen in about 40 % 
of subjects), occurred less frequently than typical symptoms (Luby et al. 2003; 
Kashani and Carlson 1987). Comparison of phenomenology across different age 
groups suggests that adolescent may display more vegetative symptoms in the 
form of sleep and appetite disturbances along with suicidal ideations and attempts 
and more impairment than younger children, but less than adults (Birmaher et al. 
1998). Psychotic symptoms as part of the depressive episode more frequently 
manifest as auditory hallucinations in children, whereas delusions are more com-
mon in adolescents (Kowatch et al. 2005). Studies from India suggest that chil-
dren and adolescents with depression most commonly present with multiple 
somatic complaints (Tharoor et al. 2002) and such a manifestation is more com-
mon in children compared to adults (Bhargava and Sethi 2005). Further, it is seen 
that predominant mood symptom in children is that of irritability in contrast to 
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sadness in adults (Bhargava and Sethi 2005; Sagar et al. 2012). Other commonly 
reported symptoms of depression across studies include low mood, diminished 
interest in play and activities, excessive tiredness, low self-esteem, problems with 
concentration, behavior symptoms like anger and aggression, decreased interest in 
school and recent deterioration in school performance, death wish, suicidal behav-
ior, anhedonia, sleep or appetite disturbances, concentration difficulty, and anxi-
ety (Bhargava and Sethi 2005; Sagar et al. 2012; Krishnakumar and Geeta 2006). 
In terms of dysfunction, when compared with adults, children present exclusively 
with poor scholastic performance and reduced play activity, whereas adults pre-
sented with the poor work performance (Bhargava and Sethi 2005).

Comorbidity in childhood and adolescent depression is a rule rather than excep-
tion. It has been reported that about 40–70 % of depressed adolescent patients 
have at least one concomitant condition, and 20–50 % patients have two or more 
comorbid conditions (Fleming and Offord 1990; Angold and Costello 1993). The 
most common comorbid conditions in adolescents include anxiety (30–75 %), 
conduct disorder (CD) (10–80 %), substance abuse (20–30 %), and personality 
disorder (60 %) (Fleming and Offord 1990; Angold and Costello 1993). According 
to the meta-analysis by Angold and Costello (1993), anxiety disorders, conduct 
and oppositional disorders, and attention-deficit hyperactivity disorder are 8.2, 
6.6, and 5.5 times more common in depressed children and adolescents, respec-
tively. Further, it is suggested that onset of unipolar depression is known to follow 
the onset of other disorders, except for substance abuse and panic disorder, which 
have their onset in adolescence. Studies which have evaluated the comorbidity 
pattern in preschool depressed children report comorbid conditions like attention-
deficit hyperactivity disorder (42 %), oppositional defiant disorder (ODD) (62 %), 
and both attention-deficit hyperactivity disorder and ODD (41 %) and only 28 % 
had comorbid anxiety disorders (Luby et al. 2003). Studies from India suggest that 
about one-fourth (28.5 %) of children and adolescents with mood disorders have 
comorbid psychiatric disorder (Sagar et al. 2012). The commonly and consist-
ently reported psychiatric comorbidities in children with depression include anx-
iety and conversion/dissociative disorder (Bhargava and Sethi 2005; Sagar et al. 
2012; Angold and Costello 1993). Other comorbid conditions include dysthymia, 
adjustment disorder, CD, and attention-deficit hyperactivity disorder (Bhargava 
and Sethi 2005; Sagar et al. 2012; Angold and Costello 1993). Studies which have 
compared children and adolescents with adults report that there is difference in 
comorbidity profile with substance abuse and anxiety disorder being more com-
mon in adults (Bhargava and Sethi 2005).

Childhood bipolar disorder: Western studies have suggested that mania in chil-
dren and adolescents manifests with typical symptoms. However, understanding 
the developmental perspective in evaluating is very important. The school-going 
child, besides some of the typical features, may manifest with symptoms like har-
assment of the teacher, and slightly older children may manifest with sexually dis-
inhibited behavior if they are brought up in conservative families (Geller and Luby 
1997). Studies from India too have described typical clinical picture of mania in 
children and adolescents (Reddy et al. 1997; Bhargava Raman et al. 2007).
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As with unipolar depression, comorbidity is very common in bipolar disorders 
in children and adolescents and many a times, the comorbidity impedes the proper 
evaluation of manic symptoms (Geller and Luby 1997). The common comorbid 
conditions which are known to coexist in children and adolescents with bipolar 
disorder and to be considered as differential diagnosis too include ADHD, ODD, 
CD, and sexual abuse. Additionally, specific learning disorders should be con-
sidered in children and a psychotic disorder and substance abuse must be kept in 
mind while evaluating adolescents (Geller and Luby 1997). Studies from India too 
suggest that disruptive behavior disorders (DBD), i.e., ADHD, ODD, and CD in 
patients with juvenile bipolar disorder are common, and it was noted that those 
with DBD had earlier onset of bipolar disorder and spent more time ill compared 
to those without DBD (Bhargava Raman 2007). With regard to the course of bipo-
lar disorders in children and adolescents, data suggest that the initial episodes are 
that of depressive episodes followed by mixed episodes and a rapid cycling course 
without clear-cut episodes (Geller and Luby 1997). In contrast studies from India 
which have evaluated patients of mania suggest that almost all patients with juve-
nile bipolar disorder in the manic phase recover from the index episode (Srinath 
et al. 1998; Jairam et al. 2004; Rajeev et al. 2003). However, a significant propor-
tion (33–72.4 %) (Srinath et al. 1998; Jairam et al. 2004; Rajeev et al. 2003, 2004; 
Malhotra et al. 2007) of patients experience relapse during the initial 2 years of 
recovery despite being on treatment (Srinath et al. 1998) and the mean duration to 
relapse is 18 (SD-16.4) months (Jairam et al. 2004).

Childhood schizophrenia: Childhood-onset schizophrenia is considered to 
be more severe form of schizophrenia. Earlier studies tried to establish the link 
between childhood schizophrenia and autism. Rutter (1972) followed up chil-
dren of autism and concluded that these children do not show clinical features 
of schizophrenia in adulthood. Other studies showed that patients with child-
hood-onset schizophrenia show typical delusions and hallucinations as seen in 
adults; however, these are not seen in those with autism (Kolvin 1971). These 
studies laid the foundation of recognition of schizophrenia as a distinct entity in 
childhood.

Over the years, studies have shown that majority of the patients with childhood-
onset schizophrenia have premorbid difficulties in the form of social withdrawal, 
language disturbances, academic difficulties, and developmental delays. The 
symptoms usually appear insidiously, especially in those manifesting with nega-
tive symptoms. In terms of positive symptoms, studies have consistently reported 
the presence of hallucinations, delusions, and formal thought disorder; however, 
the prevalence of these has varied in different studies. The prevalence of various 
symptoms reported in different studies is as follows: auditory hallucinations (25–
84 %), delusions (50–63 %), formal thought disorder (40–100 %), visual halluci-
nations (30–47 %), and flat affect (74–84 %). Other common symptoms include 
suicidal ideations, suicide attempts, anxiety symptoms, and depressive symptoms 
(Kolvin 1971; Kimura et al. 1978; Green et al. 1992; Eggers and Bunk 1997; 
Krausz and Müller-Thomsen 1993; Yang et al. 1995). Studies from India have 
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also reported presence of hallucinations, delusions, and thought disorder in most 
patients (Srivastava et al. 1988; Thakur et al. 2003; Sharma et al. 2005; Biswas 
et al. 2006). Further, the data suggest that except for minor differences, there is 
lack of difference in the symptom profile in patients with childhood-onset schizo-
phrenia, adolescent-onset schizophrenia, and adult-onset schizophrenia (Biswas 
et al. 2006). This study suggested that patients with COS have more somatic and 
obsessive symptoms, whereas those of adolescent onset have more self-injurious 
behavior and suicidal attempts (Biswas et al. 2006). In terms of subtype of schizo-
phrenia, studies from India suggest that paranoid and undifferentiated schizophre-
nia (Srivastava et al. 1988) are the most common subtypes and this is in keeping 
with the literature from other parts of the world.

Childhood obsessive-compulsive disorder: Despite the typical symptoms, OCD 
having onset in childhood and adolescence, commonly known as juvenile-onset 
OCD, is considered to have certain unique features and risk factors. Data suggest 
that compared to adult-onset OCD, juvenile OCD is characterized by male prepon-
derance (Kimura et al. 1978; Green et al. 1992; Eggers and Bunk 1997; Krausz 
and Müller-Thomsen 1993; Yang et al. 1995; Srivastava et al. 1988; Thakur et al. 
2003; Sharma et al. 2005; Biswas et al. 2006; Hanna 1995; Masi et al. 2005, 2006; 
Swedo et al. 1989), familial aggregation of OCD with tic disorder (Chabane et al. 
2005; Lenane et al. 1990; Nestadt et al. 2000; Pauls et al. 1995), higher rates of 
comorbidity, especially ADHD and non-OCD anxiety disorders (Chabane et al. 
2005; Lenane et al. 1990; Nestadt et al. 2000; Pauls et al. 1995; Chowdhury et al. 
2004; Geller et al. 1996; Leonard et al. 1992; Rosario-Campos et al. 2005; Jans 
et al. 2007; Coskun et al. 2012), presence of compulsions only (Swedo et al. 1989; 
Geller et al. 1996, 1998; Rettew et al. 1992), higher rates of aggressive obsessions, 
and higher rates of hoarding (Geller et al. 2001). Few studies from India have 
also addressed OCD in children and adolescents. A study from NIMHANS eval-
uated 54 patients with juvenile OCD for various comorbid psychiatric disorders 
and reported that more than two-third (69 %) of patients had a comorbid psychi-
atric disorder with 22 % having disruptive disorders, 20 % having mood disor-
ders, 19 % having anxiety disorders, and 17 % having tic disorder. Only 1 subject 
had bipolar disorder, and none had psychosis (Reddy et al. 2000). Another study 
from the same center compared patients with juvenile OCD (≤18 years N = 39), 
juvenile-onset adult OCD (age of onset ≤ 18 years), and adult-onset OCD (age 
of onset ≥ 18 years). The findings of the study revealed that after controlling 
for age and gender, patients with juvenile OCD were more frequently male hav-
ing comorbid attention-deficit hyperactivity disorder, chronic tics, body dysmor-
phic disorder, and major depression. Patients of juvenile-onset adult OCD differed 
from juvenile OCD by having later age at onset and low rate of comorbid ADHD 
(Jaisoorya et al. 2003). Compared to adult-onset OCD, patients of juvenile-onset 
adult OCD more frequently had comorbid social phobia and chronic tics. Based 
on these findings, the authors concluded that patients with juvenile OCD appear 
to differ from others and juvenile OCD could be a developmental subtype of the 
disorder.
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4  Psychopharmacology

The story of modern child psychopharmacology began in 1937 when Charles 
Bradley reported the effects of administering racemic amphetamine sulfate to 30 
children 5–14 years of age with various behavioral disturbances. Following this, 
there had been slow but steady research in this field, though researchers have 
focused their efforts chiefly on ADHD. However, it is essential to realize that chil-
dren are not miniature adults. Their metabolizing capacities as well as their sensi-
tivity to medication can be quite different from that of an adult, and differences in 
body weights make it difficult to set doses among children and in the same child 
over a period of time.

Stimulants and related medication: Indeed, ADHD is the only disorder that 
has medications that were developed specifically for, while the psychopharmaco-
logical agents used in other disorders are largely chosen following extrapolation 
from adult disorders. ADHD is possibly the most commonly medicated diagno-
sis, with 8–10 % of children in the USA (LeFever et al. 1999) receiving medica-
tion for the same. Presently, stimulants are the most widely used and also most 
useful medication in the management of ADHD. Most children (88 %) who are 
started on methylphenidate would continue medication (Vitiello et al. 2001), and 
the response rates to stimulant medication are as high as 60–70 % (Kaplan et al. 
2009). However, the short half-life of amphetamines have resulted in the develop-
ment of their sustained release versions that are now growing in popularity, given 
their reported ability to control symptoms with a once-daily dose. Atomoxetine is 
the second-line drug approved for children and adults with ADHD (Coghill 2003), 
followed by alpha-adrenergic agonists (like clonidine), and then other drugs such 
as bupropion, antipsychotics, tricyclic antidepressants (TCAs), and buspirone, 
though the evidence for them is small. However, the use of stimulants and cloni-
dine has come under a cloud following reports of sudden cardiac death with their 
use (Cantwell et al. 1997). Though this has occurred in children with previous 
cardiac malformations, it brings to light the problems with indiscriminate use of 
medication.

Presently, stimulants are the first-line pharmacological agents in the manage-
ment of ADHD around the world. However, in developing countries like India, 
costs of stimulants may be prohibitive for more common use. Hence, cheaper 
alternatives are often looked for. This reality is possibly reflected in the present 
state of research on psychopharmacological agents in ADHD. While there seem 
to be no Indian studies that evaluate the efficacy of stimulants in ADHD, Malhotra 
and Santosh (1998) showed that buspirone had a favorable side effect profile and 
significantly reduced the symptoms of ADHD.

Stimulants have been the flagship compounds for pediatric psychopharmacology. 
Reports of sudden cardiac death have not dimmed their popularity. However, cost 
and related concerns may affect management plans.

Antidepressants: A Cochrane review (Hazell and Mirzaie 2013) has demon-
strated that TCAs (unlike in adults) are unlikely to be of much benefit in managing 
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depression in preadolescent children and there might be only marginal efficacy in 
adolescents. Additionally, there have been case reports of death of adolescents while 
receiving desimipramine (Popper and Zimnitzky 1995), prompting clinician to seri-
ously consider the risk benefit ratios of using TCAs in conditions like ADHD where 
other drugs are available. Selective serotonin reuptake inhibitors (SSRIs) are now 
being increasingly used for childhood depressive and anxiety disorders, with fluox-
etine being licensed by the FDA for major depression in this age group and clomi-
pramine, fluoxetine, and sertraline being licensed for OCD. However, there is a recent 
black box warning issued by the US FDA, in view of the risk on increase in suicidal 
ideation and suicide attempts in adolescents with severe depression being treated with 
SSRIs (Olfson et al. 2006). TCAs have also been used in the management of enure-
sis, often in treatment-resistant cases as well (Monda and Husmann 1995).

From India, two open-label trials evaluated the usefulness of imipramine 
in enuresis (Chatterjee and Khandpur 1965) and behaviorally disturbed chil-
dren (Mahendru et al. 1970) and reported positive results with few side effects. 
Surprisingly, there is lack of data with respect to efficacy and effectiveness of 
antidepressants in patients with depression. One study evaluated the usefulness of 
loading dose of imipramine in treatment of depression in children and adolescents. 
The study included 16 children and adolescents diagnosed with depression as per 
DSM-IIIR criteria. Using a double-blind randomized control design, these patients 
were administered conventional dosing versus loading dose of imipramine and it 
was seen that high bolus doses of imipramine led to reduction in depressive fea-
tures within 72 h (Malhotra and Santosh 1996). Hence, it is evident that antide-
pressants do play a role in the management of pediatric psychiatric disorders in 
India and the world, but caution needs to be exercised during their use especially 
among depressed children.

Antipsychotics: Antipsychotic use in children and adolescents increased from 
1987 to 1996, ranging from a 1.6-fold to 5.5-fold increase (Zito et al. 2003). 
In the USA, children and adolescents accounted for 15 % of the patient use in 
2004–2005, as compared with 7 % in 1996–1997 (Domino and Swartz 2008). 
Additionally, the overall duration of treatment with antipsychotics has also 
increased (Kalverdijk et al. 2008; Rani et al. 2008). There are a few short-term, 
placebo-controlled trials supporting the efficacy of risperidone, aripiprazole, olan-
zapine, and quetiapine in psychotic symptoms of schizophrenia in adolescents and 
manic symptoms of pediatric bipolar disorder (Sikich 2008; Chang 2008; Findling 
et al. 2008; Kryzhanovskaya et al. 2009). Based on this, the US FDA has approved 
both risperidone and aripiprazole for the treatment of adolescents with schizo-
phrenia and of 10–17-year-olds with mania or mixed episodes. In addition, risp-
eridone has been shown to be effective in decreasing behavioral problems, such 
as aggression and self-injury in autistic children (Research Units on Pediatric 
Psychopharmacology Autism Network 2002) and is approved for use in these chil-
dren. In Europe, risperidone is approved for children with aggression in the con-
text of CD following positive results in some studies (Aman et al. 2002; Snyder 
et al. 2002; Buitelaar et al. 2001). In children, few controlled studies have directly 
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compared the effects of first- and second-generation antipsychotics. Clozapine has 
been shown to be better than haloperidol or olanzapine in children and adolescents 
with schizophrenia (Kumra et al. 2008a, b; Shaw et al. 2006). However, no evi-
dence of differences in efficacy among the remaining antipsychotics has emerged. 
There are indications that children are more sensitive than adults to the metabolic 
adverse effects of SGA, as well as to the extrapyramidal effects of the first-genera-
tion antipsychotics (Correll et al. 2006).

Few studies from India have evaluated the efficacy of different antipsychot-
ics in children and adolescents. In one of the first such studies, Doongaji et al. 
(1961) evaluated the efficacy of Prothipendyl in children with mental retardation 
and found that children who received prothipendyl showed significant improve-
ment in restlessness without any reported side effects. Bagadia et al. (1972) found 
trifluperidol to be useful in children with emotional disturbance, epilepsy, and 
mental retardation along with aggression and hyperkinesis though side effects 
were reported. One recent study from PGIMER, Chandigarh, evaluated the use-
fulness of risperidone in children with autism (Nagaraj et al. 2006). In a double-
blind randomized placebo-controlled trial of children with autism, it was found 
that children in risperidone group showed improvement in the symptoms of social 
responsiveness, nonverbal communication, hyperactivity, and aggression with few 
side effects. With regard to antipsychotics in schizophrenia, in a small case series 
of 5 subjects, Malhotra et al. (2000) reported usefulness of clozapine in child-
hood-onset schizophrenia. Positive symptoms improved more than the negative 
symptoms; however, there was no benefit in the ritualistic behavior. No serious 
side effects like seizures or neutropenia were noted. Agarwal and Sitholey (2006) 
evaluated the efficacy of olanzapine in patients with acute and transient psychosis 
and found improvement in BPRS and CGI scores with olanzapine with side effects 
like dryness of mouth, increase in appetite, weight gain, drowsiness, and others. 
No patient developed EPS though significant weight gain was observed. Banerjee 
et al. (2007) carried out an open-label trial comparing aripiprazole to haloperidol 
and found these to be equally efficacious. Aripiprazole led to significantly lower 
rates of extrapyramidal symptoms and weight gain. Additionally, studies have 
reported usefulness of haloperidol in children with delirium (Grover et al. 2009).

Hence, antipsychotics are useful in both psychotic and non-psychotic behav-
iorally disturbed children. Both first- and second-generation antipsychotics seem 
equally efficacious (except clozapine), and the choice of drug may be dictated by 
side effect profile or cost.

5  Somatic Treatment

Electroconvulsive therapy (ECT) is a well-known and accepted treatment modal-
ity for severe mental disorders in adults. Since its first clinical description in 1934 
by Cerletti and Bini, it has undergone a great degree of chance and improvement 
(with the use of brief pulse therapy, unilateral electrode placement techniques, 
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anesthetic agents). However, today, the place of ECT in psychiatric treatment pro-
tocols is heavily debated, given the ethical issues involved in its use. Yet, today, 
the most use of ECT in the child and adolescent population is in catatonia in chil-
dren with autism (Zaw et al. 1999; Dhossche et al. 2009). ECT has been found 
to be effective for the treatment of catatonia and catatonia-related conditions of 
intractable compulsions, tics, and self-injury in people with autism. ECT has been 
shown to be a safe and effective option in adolescent depression (Griesemer et al. 
1997) and has also been used in children with intractable seizures (Walter and Rey 
1997). As per a review (Rey and Walter 1997), rates of improvement across stud-
ies focusing on young patients were 63 % for depression, 80 % for mania, 42 % 
for schizophrenia, and 80 % for catatonia. However, despite the efficacy of ECT, 
its use has been steadily declining. This could be partly due to inadequate knowl-
edge of ECT in clinicians who deal with children and adolescents. When aware-
ness was assessed, around forty percent for child and adolescent psychiatrists rated 
their knowledge about ECT in the young as nil or negligible and believed ECT to 
be unsafe in children compared to adults, quite contrary to the available literature.

In India, like in the West, data with respect to use of ECT in children and ado-
lescents are limited. One large survey which included 19,632 patients who received 
1,14,111 instances of use of ECT from 316 psychiatrists revealed that only 1.4 % 
of the total ECTs are administered to persons less than 18 years (Chanpattana et al. 
2005). One recent study from PGIMER, Chandigarh, evaluated the effectiveness of 
ECT in adolescents (aged 13–18 years) (Grover et al. 2013). The authors reviewed 
the treatment record of all patients who received ECT during the period of 1999–
2011. Only 6 % of patients who received ECT were aged 18 or less. Schizophrenia 
was the commonest indication for ECT in this group, followed by depression. 
Catatonic symptoms were the most common symptoms among these subjects, and 
in three-forth of the patients, the treating clinicians considered ECT as the treat-
ment of choice in view of the clinical picture. On average, each patient received 10 
ECTs, and the response rate according to diagnosis was 76.3 % for schizophrenia, 
87.2 % for depression, 81.8 % for Psychosis (NOS), and 77.7 % for acute and tran-
sient psychosis. Response rate in patients with catatonic features was 91.6 %. Very 
few patients developed side effects in the form of prolonged seizures, nausea and 
vomiting, and headache (Grover et al. 2013). Hence, the presently available data 
clearly put ECT as a potentially useful treatment in children and adolescents.

6  Non-Pharmacological Management

As described previously, children often react differently to medication compared 
to adults and have more side effects than adults. Given this, there is often a ques-
tion that arises in parents and clinicians mind—whether we can mange psychiatric 
ailments in children through non-pharmacological means.

Behavioral management can aid the management of multiple psychiatric dis-
orders. This is because parenting impacts child’s learned behavior irrespective of 
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the illness, and hence, modifying improper parenting practices is of great impor-
tance, as poor parenting is one of the predictors of negative long-term outcomes 
in children with behavior disorders (Chamberlain et al. 1995). Behavioral parent 
training (BPT) is one of the techniques described to change parenting patterns and 
hence manage ADHD (Pelham et al. 1998), ODD and CD (Brestan and Eyberg 
1998), anxiety disorders (Silverman et al. 1999), and other childhood disor-
ders. Attentional training was also found to be effective in patients with ADHD 
(Rapport et al. 1996). Intensive behavioral therapy may improve the intellec-
tual, language, and adaptive functions of children with autistic spectrum disorder 
(Eikeseth et al. 2002; Harris and Handleman 2000; Sheinkopf and Siegel 1998; 
Smith et al. 2000; Weiss 1999). Parent training programmes have also been 
shown to be effective in children with CD and ODD (Webster-Stratton et al. 
2004). Yoga as a mode of intervention is being increasingly recognized for chil-
dren with ADHD, CD, and other behavioral problems. Despite yoga originating 
from India, a large part of international literature comes from non-Indian coun-
tries (Krisanaprakornkit et al. 2010). Mehta et al. (2011) showed children could 
successfully learn both yoga and meditation irrespective of their age, ADHD type, 
or initial performance impairment. Additionally, they found that multimodal inter-
vention, including yoga, was found to be beneficial in a large number of children 
with ADHD (90.5 %) and this improvement was noted both by parents and teach-
ers. Additionally, the same authors found that following continued intervention, 
these gains were reportedly sustained over a year (Mehta et al. 2012). Dogra and 
Veeraraghavan (1994) found that an 8-week intervention consisting of play therapy 
and parental counseling produced significant improvement in children with aggres-
sive CD and helped improve their overall adjustment and family environment.

Studies have also showed the usefulness of Yoga in autism and autistic spectrum 
disorder in increasing the imitation skills (Radhakrishna et al. 2010). One of the 
major goals of an intervention program for children with autism is to provide them 
a method of functional communication and to control problem behaviors. To man-
age these, authors have proposed an number of behavioral management models 
like Una Breccia nel Muro (UBM)—A Comprehensive Behavioral Model (Favaa 
et al. 2012), applied behavioral analysis (Griffith et al. 2012), applied behavior 
analysis with stimulus control (Green 2001), and so on. In an Indian study that 
looked at parent-based behavioral intervention, Juneja et al., (2012) found signifi-
cant improvement in 16 children in the areas of development, social, expressive, 
and receptive language quotients following months of individualized intervention. 
Lal (2010) assessed the effectiveness of Makaton Vocabulary Language Program, 
a system of alternative and augmentative communication (AAC), on development 
of language and social behavior of children with autism and found a significant 
change in receptive, expressive language and social behavior. A novel method of 
speech intervention ‘Communication developmental eclectic approach to language 
learning (DEALL)’ was assessed by Karanth et al (2010). Significant improvement 
was seen in the domains of gross motor skills, fine motor skills, activities of daily 
life skills, receptive language, and expressive language, cognitive, social, and emo-
tional skills, and a significant decrease in behavioral symptoms was also seen.
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As seen above, non-pharmacological means of managing childhood psychiatric 
disorders are also being increasingly looked at as methods to deal with such prob-
lems. Given the complex interaction between the environmental milieu (that non-
pharmacological methods try to address), and the neurobiological pathology (that 
medication tries to impact), it is evident that non-pharmacological interventions 
have an essential role to play in child psychiatric disorders.

7  Future of Child Psychiatry

Despite a huge paucity of trained child and adolescent psychiatrists in India, 
systematic research in child psychiatry has begun and there is gradual trickle of 
research data on various aspects of childhood psychiatric disorders. One of the 
major and landmark studies relates to development and implementation of a model 
telepsychiatry application for delivering mental health care to remote areas, using 
medical knowledge-based decision support system, through the agency of non-
specialist doctors and paramedics (Malhotra et al. 2014). In this Net-based com-
puterized system of psychiatric diagnosis and management, the paramedic and the 
general physician or a pediatrician or a general adult psychiatrist can treat children 
and adolescents with psychiatric disorders in the remote areas. The system is cur-
rently being piloted at three hill states in north India and will soon become avail-
able for wider implementation.

There is concern that thrust of research in child psychiatry world over is pro-
pelled by psychopharmacology, and psychosocial and behavioral interventions 
have been pushed into the background. Additionally, demands for “quick fix” 
cure, increasing public awareness and expectations, and the need of the society 
for addressing holistic development (in place of simple symptom amelioration) put 
additional pressures on child psychiatrists.

Presently, child psychiatry in India is at a crucial juncture, pushing for an iden-
tity, clamoring for recognition, asserting for resource allocation, in order to steer 
and strengthen not only its research base but also for establishing comprehensive 
service and training infrastructure. Concerted efforts, by clinicians, researchers, 
and policy makers will be essential for it to become an academic superspecialty 
with prime public health focus.
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'Diagnosis is not the end but the beginning of practice'.

Martin Fischer—German–American physician and writer

1  Introduction

Diagnosis, classification and nosology are often lumped together as the same entity 
and the three terms are sometimes used interchangeably. It is important to clarify the 
difference between these entities. Nosology is the study of classification of disorders. 
Classification or grouping is an innate part of human development. For example, babies 
are able to mentally bisect space into left versus right categories (Quinn 2012) and can 
categorise people (mother vs. others) by the age of 4 months. Classification, therefore, 
is not necessarily only about classifying disorders. For example, there is a World Health 
Organisation (WHO) classification of psychosocial circumstances (WHO 1998).

The main systems of classification in psychiatry are the WHO sponsored 
International Classification of Diseases (ICD) (WHO 1992) and the American 
Psychiatric Association’s (APA) Diagnostic and Statistical Manual of Mental 
Disorders (DSM) (APA 1994). The DSM was created in 1952 with the specific aim 
of having a standardised classification system to diagnose psychiatric disorders. 
Revisions of the DSM have paralleled advances in the field of psychiatry, such as theo-
retical models, epidemiology, genetics, symptoms groups and treatment. The ICD is a 
WHO-generated classification of all groups of diseases. Mental illnesses were included 
as disorders in the 8th edition of the ICD in 1968. Over time, these two systems have 
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in parallel, emerged as the main classification systems in psychiatry. Efforts are on for 
the last few decades to bring these two systems as close to one another as possible, 
and a “harmonisation committee” is currently attempting this. Other classificatory sys-
tems are specific to younger children, e.g. the classification 0–3 (DC: 0–3) in 1994, 
its revised second version (DC: 0–3R) in 2005, and the Research Diagnostic Criteria-
Preschool Age (RDC-PA) in 2002.

The Webster’s dictionary defines diagnosis as “the art or act of identifying a dis-
ease from its signs and symptoms”. This is true for all of medicine. The difficulty, with 
psychiatry in general and child and adolescent psychiatry in particular, is in defining 
what these signs and symptoms are, and what they actually mean. Some related terms 
are syndrome, disorder and disease. All of these are wrongly used interchangeably at 
times. A syndrome is a set of signs and symptoms, which occur together more fre-
quently than chance alone would dictate. An example is Down’s syndrome, in which 
various clinical signs and symptoms such as low intelligence, characteristic mongoloid 
face and a simian crease occur together. A syndrome does not necessarily imply either 
the cause or functional impairment. In Down’s syndrome of course, the aetiology is 
known (for example, trisomy chromosome 21). In other instances (e.g. Asperger’s syn-
drome), the aetiology is less clear. A disease is traditionally defined as a condition with 
a known aetiology. For example, diabetes is considered to be a disease, since it has 
multiple sign and symptoms (high blood sugar, polyuria and polydipsia) with a known 
aetiology (low insulin due to various factors, e.g. loss of the islets of pancreas). Most 
psychiatric entities are not “diseases” in the traditional sense of the term, since their 
exact aetiology is not currently known. Therefore, the term “disorder” is favoured. As 
per the ICD 10 (WHO 1992), a “disorder” implies the existence of a clinically recog-
nisable set of symptoms or behaviour, associated in most cases with distress and with 
interference with personal functions. Therefore, the two pillars of making a diagnosis 
are as follows: firstly, the presence of a syndrome, meaning clear and specific signs 
and symptoms, and secondly, the presence of dysfunction.

2  Diagnosis Versus Formulation

So why is diagnosis important?
This is depicted in the following case vignette:
Ravi, a 13 year old boy, came to the clinic with his parents who complained that he was 
persistently disobedient and aggressive. The aggression was noted both at home and 
school and was often planned. He persistently carried a grudge. He often ran away from 
home and had been warned twice by the police. He smoked cigarettes and occasionally 
marijuana. The parents reported that he never accepted responsibility for what he did.

Non-diagnostic labels in such a person could include “a troubled child”, a “behaviour-
ally disturbed child” or “too strict parents”. The treatment could be very variable. It 
could include working on the “external circumstances”, which led to his outbursts (e.g. 
counselling his parents or changing his school) to individual sessions with him (e.g. to 
find out what makes him angry and help him to find new coping strategies). It could 
also result in incorrect assumptions about the prognosis and outcome (e.g. “he will just 
grow out of it”). A diagnostic assessment, on the other hand, if done in a careful manner 
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might reveal a diagnosis,in this instance one of conduct disorder. It should be pointed 
out that the basis for applying the diagnostic label is only the child’s behaviour, which 
must fit a certain pattern (e.g. aggression across multiple settings, deceitfulness and 
lacking respect for rules). These patterns make up the bulk of the classificatory manuals 
such as the ICD 10 and the DSM-IV. In modern schemes, the defining criteria for nearly 
all psychiatric diagnoses are purely descriptive and phenomenological (Dilling 2000). 
Identifying the criteria, therefore, acts as a clinical assessment tool, so that the presence 
of aggression and disobedience trigger certain lines of enquiry. For example, the DSM 
criteria for conduct disorder include aggression to people or animals, destruction of 
property, deceitfulness or theft and serious violation of rules. Knowing the DSM or ICD 
criteria would not only lead the clinician to objectively diagnose conduct disorder, but 
also help the clinician to rule out other diagnoses, such as Attention deficit hyperactiv-
ity disorder (ADHD) and specific reading disorders (dyslexia), which are comorbid in 
about one-third of patients with conduct disorder (Rutter et al. 1998).

If a diagnosis of conduct disorder is made, a considerable knowledge base is 
accessible in research. Thus, we know that Ravi’s long-term outlook without treat-
ment is relatively poor; 40 % of children with conduct disorder go on to be convicted 
of three offences by the age of 17 (Farrington 1995). So suggesting that “he will 
grow out of it” would be misleading. The prognosis would be worse if the onset of 
his conduct disorder was before 4 years of age, if antisocial behaviour was frequent 
and widespread, if his IQ or reading age was low, if hyperactivity was present and if 
his parents were hostile towards him (Robins 1978). Having a diagnosis would also 
impact on the type of treatment chosen. For example, for conduct disorder, treatment 
options include cognitive problem solving therapy, parent management, functional 
family therapy and multi-systems therapy (Kazdin 1997).

However, no causal mechanisms are necessarily implied while making a diag-
nosis. This is significantly different from older theories, which attributed disorders 
to causes that could not be tested. (For example, suggesting that the boy in the 
above vignette has “castration anxiety”) Those who believe that the phenomeno-
logical approach taken in psychiatric classification is inferior or less scientific than 
that prevalent in physical medicine are mistaken—after all, epilepsy, hyperten-
sion and asthma are all diagnosed on the basis of observable phenomena with no 
assumptions of causality required. That is because the aetiology for the vast major-
ity of psychiatric disorders is simply not known.

Thus systems of classification such as the DSM or the ICD serve multiple func-
tions. Firstly, they define disorders, that is, serve to make diagnoses. Secondly, 
they serve as systems of classification. For example, the ICD 10 has classified 
psychiatric disorders into 10 different categories with multiple diagnoses within 
each category. Thirdly, they serve as means of communication between clinicians, 
researchers and other stakeholders such as consumers, policy makers, politicians 
and insurance companies. Finally, they drive research.

In general, child and adolescent psychiatric disorders are classified as inter-
nalising disorders, externalising disorders and developmental disorders. This is in 
addition to all the other traditional “adult” diagnoses such as psychotic or mood 
disorders. Internalising disorders, as the name suggests, are predominantly prob-
lems related to anxiety, fear, shyness, low self-esteem and emotional disturbances. 
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Traditionally, these are less likely to be disruptive as parents or teachers may not 
necessarily notice them or consider them worthy of intervention. Internalising 
disorders include separation anxiety disorder, phobias of childhood and sib-
ling rivalry disorder. Externalising problems, on the other hand, predominantly 
include behaviours such as hyperactivity, aggression and impulsivity. Diagnoses 
include ADHD, oppositional defiant disorder (ODD) and conduct disorder. 
Development colours all aspects of psychiatric disorders in children and adoles-
cents. Independently though, developmental disorders are classified into problems 
of global impairment (mental retardation) or specific disorders (e.g. speech delay). 
The separation between these disorders is by no means absolute. Depressive 
symptoms can occur in conduct disorders, anxiety symptoms can occur in ADHD, 
and intellectual impairment can occur with any disorder.

3  Multi-axial Framework

Both the ICD 10 and DSM-IV have a multi-axial framework for psychiatric disor-
ders in childhood and adolescence (WHO 1996). The ICD 10 axes are described 
below.

Axis I: Clinical psychiatric syndromes: Here, criteria for particular diagnoses 
are applied, as described in the relevant manuals for ICD 10.

Axis II: Specific disorders of development: These include disorders of speech 
and language, reading, spelling and motor development.

DSM-IV codes Axis I and Axis II of the ICD 10 on Axis I.
Axis III: Intellectual level: Mental retardation is primarily coded on this Axis. In 

DSM-IV, mental retardation is included in Axis II.

The multi-axial system for diagnosing mental illness does not necessarily convey 
details about mental retardation itself. Therefore, Dr Satish Girimaji (2008) pro-
poses the following multi-axial system specifically for mental retardation:

Axis I: Presence and degree of mental retardation (e.g. mild mental retardation)
Axis II: Aetiologic or syndromal diagnosis (e.g. fragile X syndrome)
Axis III: Associated medical problems (e.g. epilepsy)
Axis IV: Associated psychiatric problems (e.g. ADHD)
Axis V: Family and psycho-social axis (e.g. poor awareness, high stress levels 

and over-expectation).

It is notable that words and terminology have a way of evolving over time, espe-
cially in the context of stigma. The words “idiot”, “imbecile” and “moron” were 
scientific ways of describing degree of mental retardation in the early part of the 
twentieth century before giving way to “mental retardation”. The term “intellec-
tual disability” is preferred in both the DSM-5 and ICD 11 classifications (Luis 
Salvador-Carull 2011).

Axis IV: Associated medical conditions: All medical conditions are coded on 
Axis IV. A few have specific associations with psychiatric disorders, for 
example, tuberosclerosis predisposes to autism and Cornelia de Lange 
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syndrome to self injury. Even when there is no specific disorder, con-
genital syndromes are often characterised by a particular pattern of 
behaviour (Flint and Yule 1994). In DSM-IV, medical conditions are 
included under Axis III.

Axis V: Associated abnormal psychosocial conditions: These include a range of 
psychosocial hazards, from abnormal intra-familial relationships, e.g. 
physical or sexual abuse, family history of mental disorders, distorted 
intra-familial communication patterns, abnormal upbringing (e.g. in an 
institution), acute life events and chronic interpersonal stress arising from 
difficulties at school. As the number of psychosocial adversities goes up, 
the rate of psychiatric disorders increases (Garmezy and Masten 1994). 
Rutter (1987) found that no single psychosocial adversity was associ-
ated with any particular disorder; rather, the total number of adverse 
situations was important. Those with only one adverse situation had no 
increase in disorders over those without adversity, whereas those with two 
adverse situations had a 4-fold increase in disorders. Conduct disorder is 
particularly associated with a poor immediate psychosocial environment 
(Steinhausen and Erdin 1992), whereas emotional disorders are associated 
more with acute life events and school-related chronic stressors (Moselhy 
et al. 1997). Psychosocial issues are coded on Axis IV in the DSM-IV.

Axis VI: Global social functioning: Here, a judgement is made on a dimen-
sional scale, ranging from superior social functioning to profound and 
pervasive social disability. Studies based on DSM-IV criteria often use 
the Children’s Global Assessment Scale (CGAS) (Shaffer et al. 1983). 
DSM-IV includes global functioning on Axis V.

Of importance is that the DSM-5 (APA 2013) has done away with the multi-axial 
system, specifying that all diagnoses are equally important, and therefore, a multi-
axial framework is no longer necessary.

4  Diagnostic Formulations

An important and distinct, yet related concept is that of the diagnostic formula-
tion. The formulation is a statement, which puts the patient in perspective. While a 
diagnosis is not tailored for an individual patient, a formulation is designed to do 
precisely that. It answers the question: “Why is this patient here, now?”

This is depicted in the following case vignette:
Sita is a 6 year old girl who presented to the clinic with school refusal. Sita lives in 
Bangalore, with her parents, both software engineers. She was cared for at her grandpar-
ent’s house by her grandparents while both parents went to work. The fear of school started 
when her parents had talked about school in a casual way, discussing the punishments they 
had been given when they had started school, years ago. This fear was heightened, when 
on a visit to the school prior to start of the session, a teacher had said jokingly, that ‘“bad 
children” were often punished by being locked up in the bathroom with cockroaches. On 
the first day of school, Sita and her mother went together, but Sita cried so loudly that the 
school advised her mother to take her back home. This pattern was repeated over the next 
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few days. As a result, she would constantly cling to her mother in the mornings and would 
cry for long time after her mother left for work. Her grandparents reported that the cry-
ing did not settle after her mother left, but would continue for hours together later. Her 
mother spent increasingly longer times at home trying to settle Sita down, but Sita’s clingi-
ness worsened. As a result, the mother found that she could no longer reach work on time. 
As time passed, Sita started complaining of significant abdominal pain in the morning. This 
resulted in several trips to specialists to identify the cause of the pain and treat it, to no 
avail. The pain would often disappear when the family decided they would stop trying to 
send her to school for that day. All attempts to get her to school resulted in severe scream-
ing and “tantrums”. After giving up trying to get her to school, the parents would go to 
work, leaving Sita at home with the grandparents. She would pass her time by watching TV 
and playing computer games. However, at home, her clinginess to her mother worsened and 
she started complaining of repeated dreams of a monster taking away her mother, and could 
no longer sleep in her own bed. This fear of something happening to mother extended to 
all situations and the mother found that she could neither work, nor socialise. Her relation-
ship with her husband worsened as her husband would blame her for not managing Sita’s 
anxiety. One professional they visited labelled her as an “anxious child” and said “anxiety 
is common around getting to school” and advised the parents to “give her time”. Another 
suggested that the parents were being “too soft” on her, and that “tough love” was needed.

In this case, careful assessment and application of proper criteria revealed that she 
fulfilled several criteria of separation anxiety disorder including: developmentally 
inappropriate and excessive anxiety concerning separation from a key figure (in 
this case the mother), excessive distress, school refusal, nightmares around separa-
tion, difficulty sleeping and repeated complaints of physical symptoms. Significant 
dysfunction included loss of education for Sita, loss of work for her mother and 
marital discord between the parents.

On further assessment, Sita was anxious by temperament. Both her parents had social 
phobia. The parents described themselves as anxious by nature as well. A related feature 
was that they tended to have constantly anxious interactions with Sita (e.g. “Don’t go to 
there, an insect might bite you”).

Therefore, the diagnosis would be as follows:

Axis I: Separation anxiety disorder
Axis II: Nil
Axis III:  Nil
Axis IV:  Nil
Axis V:  Family history of anxiety, anxious interactions between parents and 

child, marital discord, loss of education and work opportunities
Axis VI: CGAS score of 60.

Making the diagnosis does not necessarily lead to proper management. A formula-
tion, specific to the case is needed. Formulations are of several types: these include 
a diagnostic formulation, which incorporates key diagnostic criteria, a psycho-
dynamic formulation, which explains symptoms in a psychodynamic way (Perry 
et al. 1987) or a clinical formulation which incorporates a biopsychosocial model 
(RANZCP guidelines 2012). A clinical formulation incorporates vulnerability and 
precipitating factors and links these to maintaining factors.

Therefore, a useful formulation in Sita’s case would be:
“Sita is a 6 year old girl who presented with severe separation anxiety with school refusal. 
This has significantly impacted the functioning of the family. Sita is vulnerable to anxiety 
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disorders due to the following factors: biologically: a family history of anxiety, anxious 
temperament; and, psychologically, due to anxious interactions resulting in a negative 
appraisal of normal stimuli. The disorder was precipitated by social factors (being scared 
by teacher) and seems to be maintained by avoidance behaviours at home (computer 
games).

Based on the formulation, the following management was done.
Sita and her family were seen by a child psychiatrist. After the above diagnosis and for-
mulation were made, the psychiatrist spent a long time in educating the parents regard-
ing the illness. Medical illness such as hypothyroidism and anaemia were ruled out. 
Interventions included forming a good therapeutic relationship with Sita, relaxation exer-
cises and a program of graded exposure coupled with relaxation exercises, which involved 
both the school situation and separation anxiety. The psychiatrist worked with both par-
ents and through them, with the school. Medication was deferred in view of the age of the 
child. The parents agreed to seek treatment for their own anxiety disorders. Four months 
later, Sita was well integrated at school, but continued to be anxious. The mother was able 
to return to work.

Thus, diagnosis and formulation are the twin pillars on which management should 
be based.

Several important issues dog the ICD and DSM systems of classification. 
These include, the use of categorical versus dimensional approaches (Coghill and 
Sonuga-Barke 2012); the use of multiple axes or a single axis (Taylor and Rutter 
2008); the excessive number of diagnostic categories (Rutter 2011), the large 
number of “Not otherwise specified NOS” diagnoses (Rutter 2011); whether to 
diagnose comorbid disorders separately (as in the DSM), or to have combined 
diagnoses (e.g. hyperkinetic conduct disorder or depressive conduct disorder in the 
ICD 10) (Rutter and Uher 2012); whether functional impairment will need to be 
made a necessary criterion for making a diagnosis (Rutter 2011); how to integrate 
the ICD and DSM systems; the issue of homogeneity versus heterogeneity of diag-
noses (Scott 2001) and so on. These will not be discussed further in this chapter.

5  Influence of Child and Adolescent Issues on Specific 
Diagnoses and Their Classification

Given that children are constantly growing, a good knowledge of normal devel-
opment is necessary to correctly differentiate the normal from the pathologi-
cal. For example, temper tantrums are normal at the age of two, not at the age of 
eight years. Imaginary friends are usual for five-year-olds, but not 15-year-olds. A 
depressed 5-year old child will not be able to articulate suicidal thinking patterns, 
while a 16-year old would. The ability to identify time patterns is poor in a 5-year 
old child, average in an 11-year old one and adult like by the age of 15 years. This 
means that an 8-year old would not be able to describe events in a chronological 
sequence, whereas a 15-year old adolescent would. Therefore, flexibility is required 
while attempting to fit particular behaviours into a diagnostic category. An impor-
tant issue in making a diagnosis is an understanding of the context in which the 
problem occurs. These contextual factors could be family, school or sociocultural 
issues. For example, poor attention at school in a child due to an inappropriate 
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school placement would not merit a diagnosis of attention deficit disorder. Under-
stimulation in a child who may have a slow to warm-up temperament may result 
in quasi-autistic symptoms, which resolve readily when the child is placed in a dif-
ferent environment. Cultural differences may also affect diagnostic concepts and 
practice. Economic disadvantage, for example, is associated with conduct and atten-
tional problems, but the meanings of such relationships often remain unclear.

Once developmental difficulties are identified, it is helpful to decide if abnormali-
ties are due to delay or to deviance from the usual pattern of development. For exam-
ple, a child may exhibit a speech problem. If she produces only a handful of words, 
but in the appropriate context, she may suffer from expressive speech delay. A diag-
nosis, however, can be made only if the delay is exclusive to speech and not part of a 
global delay. If global delay exists, a diagnosis of mental retardation (intellectual dis-
ability) would be more appropriate. If the delay in the speech is greater than the men-
tal age of an intellectually delayed child, both mental retardation and a speech delay 
should be diagnosed. On the other hand, if the speech is atypical, e.g. lacking reciproc-
ity or tone and accompanying gestures, a diagnosis of autism might be considered.

6  Psychiatric Disorders Among Children and Adolescents

This section deals with some of the disorders specific to children and adolescents 
and explores the differences between the two prevalent systems of classification, 
the DSM and the ICD.

Anxiety disorders: The ICD 10 defines emotional disorders in children as 
“mainly exaggerations of normal developmental trends rather than phenomena 
that are qualitatively abnormal in themselves”. It also affirms that developmental 
appropriateness is the key diagnostic feature, which differentiates these disorders 
from other neurotic disorders. For example, agoraphobia is not part of childhood 
anxieties and so is abnormal irrespective of the age of the child. On the other hand, 
separation anxiety is normal at the age of 18 months, but not at age six years. The 
ICD and DSM systems differ significantly with relation to anxiety disorders in 
childhood. The ICD 10 includes separation anxiety disorder, phobic anxiety dis-
order of childhood (abnormal degree of normal childhood fears), social anxiety 
disorder of childhood (extreme wariness of strangers or new situations) and sibling 
rivalry disorder (severe emotional disturbance usually following birth of a younger 
sibling). The DSM, on the other hand, recognises only separation anxiety disorder 
as a discrete diagnosis among the above. As a result, studies (e.g. Adornetto et al. 
2012) have found poor concordance between ICD 10 and DSM-IV diagnoses of 
childhood anxiety disorders. A PubMed search with the keywords “sibling rivalry 
disorder” returned no results, while a search with keywords “sibling”, “rivalry” 
and “disorder” revealed a single relevant article (Snowling 2011), which talks of 
the sibling relationship, but not of “sibling rivalry disorder”. In the absence of any 
research, this disorder could perhaps be eliminated from the ICD 11. This is one 
of the issues raised by Sir Michael Rutter (2011), who has suggested that the num-
ber of diagnostic categories in the ICD 10 is excessive and some are rarely used; 
therefore, there is a need to eliminate some of the diagnoses in the DSM-5 as well.



26314 Nosology and Diagnostic Issues …

Conduct disorder: The ICD 10 and the DSM-IV are quite discordant in the classi-
fication of conduct disorders. The ICD 10 category of conduct disorder includes: con-
duct disorder in the family context, unsocialised conduct disorder, socialised conduct 
disorder and ODD. The DSM-IV, on the other hand, describes conduct disorder as 
standalone diagnosis, with onset in childhood or adolescence, and identifies ODD as 
a separate condition. Clinical experience in India suggests that the “conduct disorder 
within the family context” is a commonly seen condition. However, researchers sug-
gest that sub-classification of conduct disorder in the ICD-10 has not proved satisfac-
tory and recommend that it be discontinued in the ICD 11 (Ruter 2011). Another issue 
is that in both DSM-IV and ICD-10, sub-classification differs between childhood and 
adulthood. For example, conduct disorder in childhood is sub-classified as described 
above, whereas antisocial personality disorder (ASPD) is not. Psychopathic features 
are necessary in diagnosing antisocial personality, but not necessary for diagnosing 
conduct disorder in childhood. Furthermore, conduct disorder is treated as an Axis I 
clinical disorder in both classificatory systems, whereas ASPD is treated as an Axis II 
disorder. Given the extensive evidence for continuity over time between the two, that 
makes little sense. This is particularly so because the diagnosis of ASPD in DSM-IV 
requires evidence of conduct disorder in childhood. Therefore, a lifespan approach, 
which brings conduct disorders and ASPD together, is much needed (Moffitt et al. 
2008). Yet, it must be noted that in over half the patients with an onset in childhood, 
the disorder does not persist into adult life (Odgers et al. 2007a).

One of the principles of the ICD 10 is that it encourages clinicians to make a 
combined diagnosis wherever possible. Therefore, it includes two such categories: 
depressive conduct disorder (which highlights the fact that a high proportion of 
children with conduct disorder have depressive features) and hyperactive conduct 
disorder (comorbid ADHD and conduct disorder). Odgers et al. (2007b) comment 
on the persistence of conduct disorder into adulthood and propose that ASPD is 
more likely if it is accompanied by over-activity. Therefore, they recommend that 
the criteria for conduct disorder should include both components. This is done to 
an extent in the ICD 10 in the shape of the hyperactive conduct disorder category. 
However, research is unclear whether this represents separate disorders or not.

Robins and Guze, in a seminal paper in 1970, defined the criteria to label a par-
ticular entity as a disorder. These included a clinical description, laboratory studies, 
delimitation from other disorders, follow-up studies and family studies. In psychi-
atric nosology, identifying laboratory studies is probably the least helpful to estab-
lish the validity of a diagnosis, owing to the lack of such studies. Hence, researchers 
have attempted to use other indicators. The difficulty in child and adolescent psy-
chiatry is the high rate of comorbidity between disorders. As mentioned, the ICD 10 
tends to integrate comorbid conditions into a separate diagnosis, while DSM aims 
to diagnose them as separate entities. Therefore, some studies have tried to identify 
these patterns and establish whether these are same or different disorders.

In a retrospective study from India (Malhotra et al. 1999), the clinical and phe-
nomenological correlates of hyperkinetic conduct disorder and conduct disorder, 
as per the ICD-10 diagnostic criteria were examined. Twenty patients with hyper-
kinetic conduct disorder and 25 patients with conduct disorder were compared on 
socio-demographic variables, temperament and specified clinical variables. The 
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two groups differed in terms of the hyperkinetic conduct disorder group having 
a younger age of onset, a more gradual development of and a longer duration of 
conduct symptoms as compared to the children with conduct disorder. Children 
with hyperkinetic conduct disorder had differences in temperament, e.g. distract-
ibility, lower IQ, more perinatal complications and delayed milestones, as com-
pared to the conduct disorder group. The authors proposed that the two disorders 
followed different pathways of development towards conduct symptomatology, 
lending some credibility to the separation of these two disorders.

Obsessive-compulsive disorder: A study by Steinberger et al. (2002) aimed to 
distinguish the criteria for obsessive-compulsive disorder (OCD) across DSM and 
ICD criteria in children and adolescents suffering from OCD. The sample was of 
61 children and adolescents assessed at a specialised outpatient clinic for OCD. 
They noted that only 45.9 % of patients could be diagnosed by ICD 10 criteria, 
whereas 95.1 % could be diagnosed using DSM-IV criteria. The patient’s age, age 
at onset and the duration of the illness did not influence the diagnostic stability of 
DSM-IV criteria. In contrast, in the ICD 10, the majority of subjects diagnosed 
as full OCD were adolescents. This appeared to be primarily because the ICD 10 
includes “presence of insight” as a major criterion to establish obsession as a phe-
nomenon. Naturally, younger children are more inclined to have a poor insight 
into the absurdity of the symptom. An unusual finding was that there was no sig-
nificant difference in age and age at onset between the group “with full insight” 
and that “with poor insight”. This suggests that poor insight may be more typi-
cal of the disorder than of the developmental phase. The study concluded that the 
DSM-IV criteria are superior to that of ICD-10 for diagnosing OCD in children 
and adolescents, because they are age-adapted and provide a more detailed and 
age-independent description of the obsessive and compulsive symptoms.

In an Indian study on this subject, Jaisoorya et al. (2003) examined the pheno-
typic characteristics of juvenile OCD (current age less than or equal to 18 years, 
n = 39) and juvenile-onset adult OCD (onset less than or equal to 18 years, cur-
rent age greater than 18 years, n = 87) and adult-onset OCD (onset greater than 
18 years, n = 105). They noted that the juvenile OCD was associated with male 
preponderance, elevated rates of certain obsessive-compulsive symptoms, atten-
tion deficit hyperactivity disorder, chronic tics, body dysmorphic disorder and 
major depression. In addition, juvenile-onset adult OCD differed from juvenile 
OCD in having later age at onset and low rate of ADHD. Juvenile-onset adult 
OCD was positively associated with social phobia and chronic tics more often 
than adult-onset OCD. Thus, juvenile OCD appears to be different from both juve-
nile-onset adult OCD and adult-onset OCD, supporting previous observations that 
juvenile OCD could be a developmental subtype of the disorder.

Psychosis: Yet another Indian study (Reddy et al. 1993) attempted to study the 
nosology of psychosis in children and adolescents. Their sample included 50 chil-
dren aged between 5 and 16 years, meeting criteria for a psychotic illness as per 
ICD 9 criteria. They applied criteria of ICD 9, ICD 10 and the DSM-III R to these 
children. They found that concordance rates between the three systems were high-
est for schizophrenia (90 %) and the least for schizo-affective disorders (72 %). 
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They concluded that most of the subjects could be classified into one of the major 
psychosis categories. The study suggested that use of adult criteria for diagnosing 
psychotic disorders in children and adolescents was justified.

ADHD: ADHD is yet another disorder common in children and adolescents. 
Community surveys in India suggest a rate of 1.6 %. The three key features of 
ADHD are inattention, hyperactivity and impulsivity. The ICD 10 term is hyper-
kinetic disorder (HKD), while the DSM-IV has retained the term ADHD. A longi-
tudinal perspective suggests that symptoms of hyperactivity and impulsivity tend 
to improve over a period of time, but inattention and social dysfunction do not 
(Larsson et al. 2011; Faraone et al. 2006). Much debate exists on the ICD versus 
DSM diagnoses. For example, in a German study, 2,452 children aged 7–17 years 
were examined through an extensive battery of investigations (Dopfner et al. 
2008). A prevalence of 5.0 % as per DSM criteria was reported, but the preva-
lence rate was only 1.0 % according to ICD 10 criteria. Therefore, it appears that 
the DSM criteria are far more likely to pick up ADHD, as opposed to the ICD 10 
criteria. An Indian study (Sitholey et al. 2012) attempted to compare the useful-
ness of the two systems of diagnosis in a clinical sample of 62 children (54 boys 
and 8 girls). Diagnoses were made using the Kiddie Schedule for Affective dis-
orders and Schizophrenia—present and lifetime version, followed by application 
of DSM-IV or ICD-10 DCR criteria for ADHD or HKD. Global assessment of 
functioning was estimated on the CGAS. The important clinical finding was that 
all children could be diagnosed with ADHD. However, only 44 (71 %) could be 
diagnosed with HKD. The authors suggested that DSM-IV criteria should be used 
in Indian children, rather than ICD 10 criteria.

7  Changes to the 5th Edition of the DSM (DSM-5)

The DSM-5 (APA 2013) was released in May 2013. Therefore, it would be useful 
to understand the changes made in the DSM and how it would impact child and 
adolescent psychiatric disorders. This section reviews a limited number of diagno-
ses specific to child and adolescent psychiatry.

8  Autism Spectrum Disorder

DSM-IV refers to autism spectrum disorders as pervasive developmental dis-
orders. Diagnoses included are autistic disorder, Asperger’s disorder, pervasive 
developmental disorder-NOS, Rett’s disorder and childhood disintegrative disor-
der. (The ICD 10 has an extra diagnosis called atypical autism). These 5 disorders 
are considered together since they share a common denominator of having recipro-
cal social interaction deficits and communication difficulties. Retts syndrome and 
childhood disintegrative disorder are considered different as they both suppose a 
period of normal development prior to regression of development resulting in an 
autistic state.
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The following have changed in the DSM-5:

1. A single autism spectrum disorder (ASD) diagnosis now subsumes all the 
DSM-IV subtypes

2. Both domains (social interaction/communication and restricted, repetitive 
behaviours) are needed to make the diagnosis

3. The DSM-IV-TR domains of social interaction and communication have 
merged into one. The criteria have been simplified into 3 primary subcriteria: 
deficits in socioemotional reciprocity, deficits in non-verbal communicatory 
behaviours and deficits in relationships

4. For the domain of restricted behaviour, interests and activities, the subcriteria 
remain comparable with those in DSM-IV-TR, with the addition of hyper- or 
hyporeactivity to sensory stimuli or unusual interest in sensory aspects of the 
environment

5. Severity levels (1–3) ranging from “requiring support” to “requiring very sub-
stantial support” are described

6. A key point of importance is that abnormalities in only the social communi-
cation/interaction domain would result in a diagnosis of social communication 
disorder being made.

The restructuring of the autism spectrum disorders will have significant reper-
cussions across multiple domains. Commentators (Witwer and Lecavalier 2008) 
have suggested that discarding labels often viewed as less stigmatizing—such as 
pervasive developmental disorder-NOS and Asperger’s—may deter individuals 
with milder symptoms from seeking care. Rather than eliminating these subtypes, 
Ghaziuddin (2010) called for their inclusion in DSM-5 with further refinement 
of their diagnostic criteria. It is possible that with the restructure, more children 
previous labelled as “on the autism spectrum” but not necessarily impaired will 
receive an ASD diagnosis, resulting in over-diagnosis. This then will further 
impact funding for systems such as schools and disability.

9  Attention Deficit/Hyperactivity Disorder

The DSM-IV and ICD 10 criteria for ADHD have already been described. The 
DSM-5 retains the same basic structure with 2 primary domains of inattention 
and hyperactivity/impulsivity (APA 2013) and has retained all the criteria in the 
DSM-IV. The DSM-5 attempts to provide a life span perspective. Therefore, it 
includes descriptions of behaviours from different age ranges. For instance, the 
DSM-IV criterion “is often forgetful in daily activities” now reads “is often forget-
ful in daily activities, chores and running errands (for older adolescents and adults, 
returning calls, paying bills, and keeping appointments).”

Other points of importance are described in this paragraph. The age of onset 
criterion has been relaxed from 7 years in the DSM-IV to 12 years in the DSM-5.

Coding types (combined type, predominantly inattentive type and predomi-
nantly hyperactive-impulsive hyperactive type) have been preserved but relabelled 
as “presentations” instead of “types”. Finally, severity specifiers have been added.



26714 Nosology and Diagnostic Issues …

The ADHD developmental subgroup (2013) went through a series of propos-
als which were not included finally. Four new criteria were proposed initially to the 
hyperactivity/impulsivity domain: tending to act without thinking, often being impa-
tient, being uncomfortable doing things slowly and systematically, and finding it dif-
ficult to resist temptations or opportunities. A “restrictive predominantly inattentive 
presentation” (the number of hyperactive/impulsive symptoms needed to be 2 or less) 
was proposed. Coghill and Seth (2011) had highlighted the lack of empirical evidence 
for the restrictive predominantly inattentive subtype and the 4 new impulsivity criteria. 
The work group acknowledged the limited empirical data for the restrictive subtype. 
The flip side of the argument was that it satisfies a clinical need and would serve as an 
impetus for further research. In addition, the work group proposed age-specific vari-
ability in the number of criteria required for diagnosis. None of these were adopted.

The DSM-5 work group advised gathering information from parents and teach-
ers for children and young adolescents and from third parties for older adolescents 
and adults. This is in keeping with the life span approach to ADHD and meets rec-
ommendations suggested by the American Academy of Paediatrics (2000).

A concern raised by Francis (2010) is that the higher age of onset criterion 
could theoretically expand the number of false positives. Other evidence does not 
support this claim. For example, in a recent prospective cohort study, raising the 
age of onset criterion to age 12 years increased the ADHD prevalence by only 
0.1 % (Polanczyk et al. 2010).

Disruptive mood dysregulation disorder and the paediatric bipolar disorder debate 
among the most controversial changes in DSM-5 is the inclusion of the diagnosis dis-
ruptive mood dysregulation disorder (DMDD), formerly called temper dysregulation 
disorder with dysphoria. The disorder is characterised by a baseline mood of persis-
tently negative affect (angry or irritability) that is punctuated by severe recurrent tem-
per outbursts occurring 3 or more times per week. Intensity and duration criteria have 
been described. The key differential diagnosis is bipolar disorder. DMDD excludes 
those patients who exhibit full symptom hypomanic symptoms for longer than 1 day.

The creation of the DMDD diagnosis is in response to ongoing controversy 
about the nature of paediatric bipolar disorder. Researchers (Biederman 2006; 
Mick et al. 2005) have postulated that bipolar disorder in children is a chronic 
as opposed to episodic illness, characterised by severe irritability and episodic 
aggressive outbursts. They see it on a continuum of ADHD. We (Jairam et al. 
2012) and others (Geller et al. 2008) recommend that it should be considered simi-
lar to adult bipolar disorder (episodic illness, acute biphasic disorder: “classic or 
narrow-spectrum bipolar disorder”).

In an Indian study, Jairam et al. (2004) assessed 25 children who were diag-
nosed with bipolar disorder prior to age 16. They noted that it was possible to 
diagnose these children using adult criteria. Follow-up of these children over 
4–5 years showed that the diagnosis stayed true and was certainly episodic in 
nature. On the other hand, the children as described in the broad spectrum bipolar 
certainly present frequently to child and adolescent psychiatry clinics. Liebenluft 
et al. (2003) labelled this group of disorder as “Severe Mood dysregulation 
(SMD)”. The outlined criteria specify that onset should be between age 7 and 17, 
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and the mood should be abnormal: specifically, anger or sadness should be present 
for at least half a day on most days. Hyperarousal, e.g. insomnia, agitation, pres-
sured speech or intrusiveness, was required. The key criterion was the presence of 
marked increased reactivity to negative emotional stimuli such as extended tem-
per tantrums, verbal rages and aggression. Presence of cardinal bipolar symptoms 
such as elevated mood and grandiosity would exclude the diagnosis.

Recent studies have thrown more light on SMD. ADHD and depression 
(not bipolar disorder) are more common in follow-up studies of this population 
(Brotman et al. 2006; Stingaris et al. 2011). Family genetic studies have suggested 
that kids with SMD have family members with lower psychiatric morbidity rates 
than those seen in BD, ADHD and ODD/CD (Carlson 2007). This points to SMD 
possibly being a separate entity and raises more questions about its genetic basis. 
Proponents argue that the irritability in bipolar disorder is more severe than that 
found in ADHD or ODD and that these children are, in fact, exhibiting compli-
cated mood cycling (Wozniak et al. 2005).

The DMDD category was created in an effort to provide a diagnostic “home” 
for the children with severe, non-episodic irritability and, presumably, to lower the 
rates of assignment of paediatric bipolar diagnosis. The authors of the DSM (DSM-5 
Childhood and Adolescent Disorder Work Group 2010) state that they hope that the 
addition of the diagnosis will increase public awareness of the clinical needs of this 
patient population, generate new research, and lead to identification of appropriate 
treatment interventions (DSM-5 Bipolar Disorder Task Force, 2010). This is all the 
more important, given that treatment for bipolar disorder is shifting towards use of 
atypical antipsychotics rather than traditional mood stabilisers and there are growing 
reports of significant metabolic side effects of atypical antipsychotics in adolescents 
(Correll et al. 2009; Dullur et al. 2012; Eapen et al. 2012).

Anxiety disorders in childhood: The key change in DSM-5 is that the sepa-
ration anxiety disorder (SAD) has been classified as an anxiety disorder. In the 
DSM-IV, it was classified under disorders usually first diagnosed in infancy, child-
hood or adolescence. Specifically, the criterion that age of onset of the disorder 
must be before the age of 18 years has been removed. The target of separation 
anxiety fears now includes “major” attachment figures instead of only listing par-
ents. Avoidance behaviours include adult settings such as work, rather than pri-
marily school refusal.

Recent evidence justifies the move. Adult-onset SAD is increasingly being 
reported (Shear et al. 2006; Pini et al. 2010). On the other hand, Starcevic (2013a) 
argues that separation anxiety in adults should be seen as a manifestation of associ-
ated anxiety disorders such as generalised anxiety or panic. This viewpoint is sup-
ported by the high rates of comorbidity observed in adult SAD (Shear et al. 2006).

10  Feeding and Eating Disorders

The eating disorder (ED) category of DSM-IV-TR currently consists of anorexia 
nervosa, bulimia nervosa and ED NOS. The DSM-5 has expanded the category 
to include pica, rumination disorder, avoidant/restrictive food intake disorder 
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(formerly called feeding disorder of infancy or early childhood), anorexia nervosa, 
bulimia nervosa and binge ED (currently classified within the DSM-IV-TR appen-
dix as an area warranting further research).

Anorexia retains the basic structure of DSM-IV. However, the amenorrhoea cri-
terion has been eliminated. The amenorrhoea is irrelevant in pre-menarchial girls, 
postmenopausal women or women taking oral contraceptives. Binge ED has been 
formalised. This is especially important given that cognitive behaviour therapy 
(CBT) approaches have been found useful for this category (Wonderlich et al. 2009).

11  Oppositional Defiant Disorder (ODD)/Conduct 
Disorder (CD)

Both ODD and CD have been moved into the category of “disruptive, impulse 
control and conduct disorders”, the underlying difficulty being problems in self 
control of emotions and behaviour.

There is no change to the criteria for diagnosis of ODD. However, the symp-
toms are classified within 3 categories as follows: (1) angry/irritable mood, (2) 
defiant/headstrong behaviour; and (3) vindictiveness. A severity index has been 
added.

Conduct disorder retains the same basic structure and age of onset specifier. 
A new specifier “with limited prosocial emotions” has been added. To qualify for 
this specifier, a person would need to display at least two of the following char-
acteristics: lack of remorse or guilt, Callous-lack of empathy, unconcerned about 
performance and shallow or deficient affect.

Potential new categories to be included:
The DSM-5 suggests the following as proposed disorders that are included in 

Section III of the DSM-5, meaning they are not recognised as disorders but require 
more research. The following are especially relevant to child and adolescent 
psychiatry.

Attenuated Psychosis Syndrome (APS): The DSM-5 describes APS in terms of 
psychotic symptoms that are attenuated but clinically important. Duration and fre-
quency criteria are specified. Identified risks include that the reliability and valid-
ity of the syndrome are still unclear (Yung et al. 2010) and that only a minority 
progress into Schizophrenia (Ruhrmann et al. 2010). This then would increase the 
risk of unnecessary treatment with antipsychotics. On the other hand, APS could 
potentially identify high-risk patients who may be helped by judicious use of 
medication.

Non-suicidal self injury (NSSI): NSSI refers to intentional, self-inflicted dam-
age to one’s body, e.g. cutting or burning with no suicidal intent. The purpose of 
the behaviour is to either induce a positive feeling state or to obtain relief from 
a negative state or to resolve an interpersonal difficulty. The DSM-IV only rec-
ognises this behaviour within the context of a borderline personality disorder. 
This category reflects recent research that NSSI behaviour is common in adoles-
cents (Madge et al. 2008) and can occur in a heterogeneous group of conditions 
(Brausch and Gutierrez 2010).
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Internet gaming disorder: The Internet has transformed all aspects of life 
including education, social networking and gaming. Behavioural addictions have 
been described by various researchers and incorporate key concepts as related 
to substance addictions, e.g. tolerance, salience, withdrawal, and loss of control 
(Kuss and Griffiths 2012). A question often asked is “What exactly is the child 
addicted to”? The Internet is seen as a medium, not a substance, just as one is 
addicted to alcohol, not a bar. Therefore, Starcevic (2013b) argues that this term 
should be dropped. Similarly, gaming may be online or offline, adding to the con-
fusion. Thus, the DSM-5 proposes “Internet gaming disorder”.

The criteria strongly reflect drug dependence criteria such as preoccupation 
with games, withdrawal symptoms and tolerance (increased time spent). Only 
non-gambling gaming is included. The term Internet gaming was preferred rather 
than Internet addiction. Finally, use of the Internet for recreational/social/sexual 
uses is excluded.

Some evidence on the correlates of “Internet addiction” is emerging. Floros 
and Siomos (2013) conceptualised Internet addiction as being attributed to seeking 
social comfort, evading feelings of loneliness and/or depression having diminished 
impulse control and seeking distraction from other problems. Parenting styles, e.g. 
overprotection, are seen as contributory factors. The addiction in gaming is main-
tained by a combination of incentives (e.g. more points), disincentives (e.g. loss of 
points on logging off), social/moral consequences (e.g. logging out would result in 
the team losing points collectively) and so on (Kuss and Griffiths 2012).

Clinically, while criteria for addiction may be more difficult to establish, harm-
ful use may probably be easier to establish and work with. A sensible clinical 
approach is to routinely ask about technology use in the patient, just as one would 
screen for illicit drugs.

12  Conclusion

Classificatory manuals are the backbone of the entire field of psychiatry. They 
serve as the gold standard for making diagnosis and providing treatment. They 
form the basis of organising services and driving research. They continue to have 
far reaching implications across multiple fields including law, education, disabil-
ity, social welfare services, government policy, insurance and public perceptions 
of psychiatric disorders. Given this broad impact, the authors of these manuals 
face incredible pressure from several domains. As such, the enormous work done 
in putting together and updating classificatory systems needs to be commended. 
All too often, these manuals are either criticised (often not unreasonably), or ridi-
culed, or taken to ridiculous lengths. For example, Bentall (1992) argues for the 
inclusion of happiness as disease state. Given that our knowledge about the aeti-
ology of the diseases we treat remains woefully inadequate, it is understandable 
that classificatory systems will be constantly evolving, and there are bound to be 
discrepancies between different editions of the manuals. These discrepancies are 
likely to continue till the aetiological and genetic underpinnings of psychiatric 
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disorders are understood better. This is all the more relevant in the era of corporate 
governance, evidence-based medicine and funding models, which often require 
every patient to fall neatly into a particular category. Meanwhile, clinical skill, 
logic, compassion and common sense continue to be the psychiatrist’s greatest 
resources. As long we are guided by our patient’s needs, as long as we base our 
interventions on the Hippocratic Oath and the Rogerian principle of unconditional 
acceptance of our patients, we will do well as a profession.
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1  Introduction

Autism spectrum disorder (ASD) is characterised by patterns of delay and devi-
ance in the development of social, communicative and cognitive skills, arising in 
the first years of life.

In October 2010, Donovam and Zucker published an article in The Atlantic, 
“Autism’s First Child” or “Leo Kanner’s Case No. 1, Don T”. The authors through 
painstaking detective work tracked down Donald who will be eighty this year.

In their own words, “Later chapters in his life remained unwritten, leaving us 
with no detailed answer to the question: Whatever happened to Donald?

There is an answer. Some of it we turned up in documents long overlooked in the 
archives of Johns Hopkins. But most of it we found by tracking down and spending 
time with Donald himself. His full name is Donald Gray Triplett. He’s 77 years old. 
And he’s still in Forest, Mississippi. Playing golf” (Donovan and Zucker 2010).

Oliver Triplett, the father, of Case No. 1, sent a preliminary report to Kanner 
that was 33 pages long. “Oliver’s observations were the first detailed listing of 
symptoms that are now instantly recognisable to anyone who knows autism.—The 
child was withdrawn “into his shell,” to “live within himself,” “perfectly oblivious 
to everything about him.” “No apparent affection” “a mania for spinning blocks 
and pans and other round objects.” “A fascination for numbers, musical notes, 
letters of the alphabet, which he enjoyed reciting in reverse order,”—he also had 
intense dislikes: milk, swings, tricycles—“almost a horror of them” “When inter-
fered with, he has temper tantrums, during which he is destructive”.
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By the age of 2, he could recite the 23rd Psalm and knew 25 questions and 
answers from the Presbyterian catechism by heart.—And the random humming he 
engaged in while spinning blocks turned out not to be quite so random after all. 
Rather, he always “picked three notes that, if played simultaneously on a keyboard, 
would blend into a perfect chord” (Donovan and Zucker 2010).

To this Kanner, America’s leading psychiatrist, at that time was to write these 
most famous words to Donald’s mother, Mrs. Triplett:

Nobody realizes more than I do myself that at no time have you or your husband been 
given a clear-cut and unequivocal … diagnostic term.”;—“If there is any name to be 
applied to the condition of Don and those other children, I have found it best to speak of it 
as “autistic disturbance of affective contact” (Donovan and Zucker 2010).

These words were to mark the description of a new childhood condition, infantile 
autism, now called ASD. Kanner’s original description still continues to form the 
core of the diagnosis of autism, a condition which is rapidly being reported across 
the globe and puzzling scientists, families and therapists. India too has published 
extensively in several aspects of the condition. This chapter will highlight Indian 
research while noting current world opinion.

2  Definition and Prevalence

2.1  Definition

Autism is now defined as a disorder characterised by the following:

(a) Deficits in social communication and social interaction manifested by all three 
of the following:

•	 Deficits in social–emotional reciprocity
•	 Deficits in nonverbal communicative behaviours used for social interaction
•	 Deficits in developing and maintaining appropriate relationships

(b) Restricted repetitive patterns of behaviour, interests or activities manifested by 
at least two of the following:

•	 Stereotyped or repetitive speech, movements or use of objects
•	 Excessive adherence to routines or rituals
•	 Restricted interests
•	 Hyper- or hypo-sensitivity to sensory stimuli
 These symptoms should be noticed in early childhood and interfere with function.
 Three levels of severity are also included (American Psychiatric Association 

2013).

2.2  Prevalence

The centre for disease control (CDC) has documented that more children are being 
diagnosed with an ASD than ever before. A conservative estimate is of 1/500 
children. However, the CDC in 2008 reported the overall estimated prevalence 
of ASDs as 11.3 per 1,000 (one in 88) children aged 8 years. ASD prevalence 
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estimates varied widely across all sites (range: 4.8–21.2 per 1,000 children aged 
8 years. The risk is 3–4 times higher in males than in females (CDC 2012).

In an important review commissioned by the WHO, in most studies reported 
after 2000, the median prevalence is 17/10,000 for AD and 62/10,000 for all per-
vasive developmental disorders (PDDs) (Elsabbagh et al. 2012).

Most reports from India tend to be from hospital-based samples. Erna Hoch, a Swiss 
psychiatrist, who worked in Kashmir, reported 2.9 % of cases in a missionary hospital 
to be infantile autism. Subsequently, patients were reported from tertiary care centres 
(Hoch 1967). One of the earliest studies was from Bangalore (Narayanan 1978).

The following studies from a tertiary care centre report clinic figures. Four 
patients were noted to have attended the outpatient clinic between 1981 and 1982 
(Malhotra and Chaturvedi 1984). Another study found 16 children diagnosed 
with autism over a 2-year period (Singhi and Malhi 2001). Five patients with 
childhood disintegrative disorder were reported from 1980 to 1989 (Narayanan 
1978) and three patients with Asperger’s syndrome from 1989 to 1999. Between 
1989 and 1999, 46 patients with autism spectrum disorder were seen, of which 
22 had autism, 12 had childhood disintegrative disorder, 5 had atypical autism, 
4 had Asperger’s syndrome and 2 children had Rett’s syndrome (Malhotra and 
Chaturvedi 1984; Singhi and Malhi 2001; Malhotra et al. 2003; Malhotra and 
Vikas 2005). Thirty-one patients were reported between 1981 and 1984 at a ter-
tiary centre in South India (Bharat et al. 1997; Srinath et al. 1989). In another 
clinic in North India of 641 cases, 121 or 18.9 % had PDDs (Juneja et al. 2012).

Special schools have also yielded clusters of subjects with autism. Out of 500 spe-
cial school children screened for autistic disorder, 74 were diagnosed with autism 
(14.8 %) (Subbalakshmi 2012). Through retrospective analysis of records of an early 
intervention programme (EIP), one study demonstrated that 4 % of children attending 
an EIP centre had autism (Kaur et al. 2006). In a study in Barwani district, in a total 
of 262 children with ID evaluated for psychiatric disorders, the following rates were 
observed: attention deficit hyperactivity disorder (ADHD), 6.5 %; autism and 4.2 % 
anxiety (Lakhan 2013). In the past, attempts have also been made to create a central 
registry of cases (Seth and Kalra 2006; Kalra et al. 2005). However a cohesive picture 
of the prevalence and incidence of autism spectrum disorder is missing in India. It 
is imperative that epidemiological studies which are multi-centric, representative and 
well designed using an instrument with high fidelity be carried out (Sharan 2006).

3  Aetiology

The quest for the aetiology of autism has generated an astounding amount of 
research. Different theories abound with genetic, immunological, epigenetic, and 
environmental effects.

There is a good body of research from India, particularly in the study of genes 
that have been implicated as relevant.

(i) Genetic factors

In a review in the Pediatric Clinics of North America, the genetic and chromosomal 
disorders associated with autism were categorised as metabolic, mitochondrial, 
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chromosomal and single-gene conditions (Torielo 2012). The metabolic disorders 
were phenylketonuria, purine metabolism disorders, succinyl semialdehyde dehydro-
genase deficiency, disorders of creatine transport metabolism, cerebral folate defi-
ciency and Smith–Lemli–Opitz syndrome. Mitochondrial involvement was suggested 
by elevated lactate levels and respiratory chain disorders. The chromosomal anomalies 
were Dup7q11.23, Dup or Del 16p11.2, Del 17q12, Del or dup 15q13, and Del 22q13.

Under the monogenic conditions were listed Rett’s, Angelman’s, CHARGE 
and Cornelia de Lange syndromes, neurofibromatosis, tuberous sclerosis, myo-
tonic dystrophy and Fragile X syndrome (Torielo 2012). Whereas in the past, the 
focus was on a search for a chromosomal cause, chromosomal microarray anal-
ysis (CMA) has identified copy number variants in as many as 8 % of children 
(Tchaconas and Adesman 2013). The interplay of several genes is now consid-
ered as aetiologically important. Genome-wide association studies suggest that a 
propensity to ASD appears to stem from common genetic polymorphisms, which 
exert substantial additive genetic effects on ASD (Klei et al. 2012).

5HIAA and HVA: Studies from India reflect the quest for aberrant gene trans-
mission in families. In an early Indian study, 5HIAA and HVA was not increased 
in the CSF of 17 children with autism (Narayan et al. 1993).

Glutamate: In a study of 10 children with ASD and 10 controls, blood gluta-
mate levels were measured using high-performance liquid chromatography tech-
nique, and brain glutamate levels were measured using proton magnetic resonance 
spectroscopy (MRS). The levels of glutamate were significantly raised and corre-
lated with each other (Choudhury et al. 2012).

Tryptophan hydroxylase 2: Based on the premise of serotoninergic pathway 
involvement as an endophenotype for ASD, the association of tryptophan hydrox-
ylase 2 (TPH2), the rate-limiting enzyme in 5-HT biosynthesis, and integrin beta-
chain 3(ITGB3) a serotonin quantitative trait locus with ASD was investigated in 
the Indian population. The results indicated the likely involvement of ITGB3 and 
TPH2 in the pathophysiology of ASD in the Indian population (Singh et al. 2013).

Folate pathway: Folate pathways were assessed in 138 children with autism and 
138 children without autism and were tested for 5 genetic polymorphisms related 
to the folate pathway. Of the genes studied using PCR-restriction fragment length 
polymorphism were methylene tetrahydroflate reductase (MTHFR C677T and 
MTHFR A1298C). MTHFR C677T was found to be a risk factor with MTHFR 
A1298C acting additively to increase risk (Mohammad et al. 2009).

Serotonin transporter gene (SLC6A4): Hyperserotoninemia, response to SSRIs 
and linkage to 17q11, has generated interest in studying the serotonin transporter 
gene SL6A4 (solute carrier family 6). The serotonin transporter gene (SLC6A4) 
was studied in 93 children with autism, their families and 160 controls. No prefer-
ential allelic transfer to the probands was noted (Guhathakurta et al. 2008).

Engrailed 2 (EN2): The epigenetic evaluation of EN-2 a homeobox tran-
scription factor, in the cerebellum of patients with autism indicates a persis-
tent upregulation of a gene that normally undergoes perinatal downregulation 
to ensure normal Purkinje cell differentiation. EN-2 has now been verified to be 
one of several candidate genes that have both genetic and epigenetic associations 
with autism including brain-derived neurotrophic factor, the reelin gene (RELN), 
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oxytocin, HOXA1, MeCP2 and screening for Fragile X (FXS; Tr Psyr). A study in 
Assam of Engrailed 2 (EN2) involved in the patterning of the cerebellum in devel-
opment has been found to map to the 7q36.3 region, which has previously been 
shown to be associated with ASD and language disorders like childhood dyspha-
sia. Five markers in the promoter, exon 1 and intron region of the EN2 gene were 
studied. Two intronic markers were transmitted with a significant bias in favour of 
females, which has not been reported before (James et al. 2013; Sen et al. 2010).

Reelin gene: The RELN is located on chromosome 7q22, an important and critical 
region for autism, identified through several genome-wide scans. The first of the two 
studies from Assam was conducted with 73 persons with autism and 129 parents and 
80 controls. There was no difference in allelic and genotypic distribution between 
patients and controls. Though there was a difference in allele repeats between Indian 
and other populations, there was no difference between patients and controls in the 
three markers of the RELN (Dutta et al. 2007). A subsequent study investigated six 
more single nucleotide polymorphisms (SNPs) in 102 patients, 182 parents and 101 
healthy controls. No preferential parental transmission of any alleles of the markers 
to affected offspring, or any biased allelic or genotypic distribution between the cases 
and controls was noted (Dutta et al. 2008). Thus, this study suggested that SNPs of 
RELN are unlikely to be associated with ASD in the Indian population.

Glutamate 6 receptor: Glutamate receptor 6 gene (GLu R6 or GRIK2) was 
studied in 101 cases, 180 parents and 152 controls, but no biased transmission of 
alleles or haplotypes to the affected offspring was detected (Dutta et al. 2007).

Glutathione S-transferases: Glutathione S-transferases (GST) are antioxidant 
enzymes that play an important role in the cellular detoxification and have been asso-
ciated with ASD. Six patients with ASD and 8 controls were assessed for GST activ-
ity. Fifty one patients with ASD and 45 controls were recruited for GST mu (GSTM1) 
and G theta (GSTT1) genotyping. While no significant differences in frequencies of 
GSTM1 and GSTT1 genotypes was noted, the mean erythrocyte GST activity in ASD 
was significantly decreased compared with controls (Hermawati et al. 2011).

HOXA1 and HOXB1: Some negative correlations and lack of association of HOXA1 
and HOXB1 variants with autism in an Indian study (Gangopadhyay et al. 2007).

Fragile X screening and checklist: The Fragile X syndrome is the most frequent 
hereditary cause of mental retardation. It has been the focus of several studies. The 
FMR1 gene is classified into normal 5–44; gray zone 45–54; premutation 55 to 
<200; and full mutation ≥200 repeats. About 705 women from Tamil Nadu, South 
India, were screened for the FMR1 allelic variation by using radioactive polymer-
ase chain reaction–polyacrylamide gel electrophoresis (PAGE) analysis. One in 
353 women carried the premutation. No full mutations were observed. Ms-PCR 
is more suitable for routine screening and clinical testing compared with rPCR-
PAGE analysis. In a study reporting screening for Fragile X (FXS) in 157 indi-
viduals with various neurobehavioural problems, only four were confirmed as 
FXS (3.18 % prevalence among neurobehavioural outpatients). Thirty distinct 
alleles with 12–49 CGG repeats were detected, by the FRAXA checklist. In a 
clinically useful study, when clinical features were analysed in 327 males and 41 
females, six clinical features were statistically significant in FRAXA individuals, 
namely hyperactivity, poor eye contact, hyperextensibility of joints, large ears, 
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macro-orchidism and a family history of mental retardation. Using this checklist 
would improve the reliability of FRAXA testing (Manjunatha et al. 1989; Rai 
2011; Indhumathi et al. 2012; Bhowmik et al. 2009; Guruju et al. 2009).

Fragile sites: In 150 subjects selected from 140 families, 132 families had a 
single child with autism, while in 8 families, multiple sibs were affected. Among 
the 150 subjects analysed for various fragile sites, 12 individuals were found to be 
positive for Fragile “X” chromosome (Manjunatha et al. 2001).

Tuberous sclerosis complex: Tuberous sclerosis complex (TSC) is an autoso-
mal dominant disorder with loci on chromosome 9q34.3 (TSC1) and chromosome 
16p13.3 (TSC2). In a study, a total of 12 mutations were studied; of these, seven 
mutations were novel. A single previously known deletion in the TSC1 gene was 
identified. In addition, three and eight variants/polymorphisms in the TSC1 and TSC2 
genes, respectively, were detected. Of these, three were novel SNPs (Ali et al. 2004).

MRNA: A systematic analysis of the CNV-miRNAs based on their interactions 
with the target genes enabled the identification of top 10 miRNAs as hub mol-
ecules. These CNV-miRNAs in turn affected transcription factors and their target 
genes with a role in neurodevelopment and synapse formation. This was possibly 
the first report to highlight the significance of CNV-microRNAs and their contri-
bution towards the genetic heterogeneity of autism (Vaishnavi et al. 2013).

Systems biology: Using a systems biology approach, starting with 675 genes 
for ASD and 713 genes for bipolar disorder and using a consensus path database, 
networks for 4 pathways were identified: (1) neuroligand receptor interaction 
pathway, (2) synaptic transmission, (3) circadian rhythm pathway and (4) catecho-
lamine synthesis pathway (Ragunath et al. 2011).

Twin studies and the shared environment: It needed a twin study done in 
California to highlight the importance of a shared environment in contributing 
to concordance. Structured diagnostic assessments were completed on 192 twin 
pairs. For strict autism, concordance for male twins was 0.58 for 40 monozygotic 
pairs and 0.21 for 31 dizygotic pairs; for female twins, the concordance was 0.60 
for 7 monozygotic pairs and 0.27 for 10 dizygotic pairs. The conclusion was that 
the susceptibility to ASD has moderate heritability and a substantial shared twin 
environmental component (Surén et al. 2013).

(ii) Immunological factors

Immune function alterations have been repeatedly demonstrated in patients with 
autism and their families. These include neuroinflammation in brain tissue, elevated 
cytokines in blood and CSF and antibodies directed against neural tissue (Vargas 
et al. 2005). Infections may also contribute to immune dysfunction. Cytokines 
implicated in autism are IL-1Β, IL-6, IL-4, IFN-γ and TGF-Β (Tchaconas and 
Adesman 2013; Vargas et al. 2005; Onore et al. 2012; Singh 1996).

Nuclear factor kappa B (NF-κB): A clear period of normal development fol-
lowed by regression and subsequent improvement with treatment suggests a mul-
tifactorial aetiology. Viral and bacterial infections, hypoxia or medication could 
affect both the foetus and the infant. These stressors could upregulate transcrip-
tion factors like nuclear factor kappa B (NF-κB), a master switch for many genes 
including some implicated in autism like tumour necrosis factor (TNF). Based 
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on this hypothesis, one Indian study chose to determine NF-κB in children with 
autism. Peripheral blood samples of 67 children with autism and 29 control chil-
dren were evaluated for NF-κB using electrophoretic mobility shift assay (EMSA). 
A significant increase in NF-κB DNA binding activity was noted in peripheral 
blood samples of children with autism. As NF-κB levels reflect a response to 
stressors of several kinds, and in turn NF-κB controls many genes, the significance 
of its role in autism needs further elucidation (Naik et al. 2011).

Allergies: Ninety-four serum samples of patients were tested for IgG. Although 
egg, milk, wheat, peanuts and buckwheat are the most common food allergens, 
in this study, egg allergy was seen in 5.08 % of patients, milk allergy was seen in 
7.62 % and wheat flour allergy was seen in 5.93 % of patients. Peanut allergy was 
seen in 47.45 % of the subjects (Rao 2010).

(iii) Environmental factors

Environmental toxins include heavy metals like lead and mercury; pesticides like 
organochlorines, organophosphates, and pyrethoids; and two halogenated aro-
matic hydrocarbons, namely polychlorinated biphenyls (PCBs) and polybromi-
nated diphenyl ethers (PBDEs). Recently, PBDEs have been shown to influence 
the expression of autism-related genes in the brain of experimental animals and 
human brain tissue. The role of environmental factors in earlier described mecha-
nisms like cytokine regulation reflects a close interplay of the environment with 
immune mechanisms (LaSalle et al. 2013; Goines and Ashwood 2013).

Folate intake: In a Norwegian cohort that enrolled 109,000 children born from 
2002 to 2008, the mothers were recruited during pregnancy at approximately 
18 weeks’ gestation. It was found that those mothers who started taking folic acid 
before getting pregnant were about 40 % less likely to have a child who developed 
autism. Folic acid supplements were best started 4 weeks before conception. In chil-
dren whose mothers took folic acid, 0.10 % had autistic disorder, compared with 
0.21 % in those unexposed to folic acid. This finding has a simple lesson of sup-
plementation of folic acid before conception as preventive strategy (Hallmayer et al. 
2011). Also implicated have been maternal infections in pregnancy, low birthweight, 
increased paternal age and twin pregnancies (Tchaconas and Adesman 2013).

Trophoblastic inclusions in the placenta: An interesting new study suggests that 
examining the placenta for trophoblastic inclusions may help predict autism in 
high-risk infants (Walker et al. 2013).

Toxins (trace elements percentage and toxic elements): In 45 children with 
autism and 5 controls, levels of copper, polybenium and mercury were signifi-
cantly higher in the hair and nails of children with autism, with direct relation to 
severity. The trace elements magnesium and selenium were reduced in children 
with low-functioning autism (Priya and Geetha 2011).

Oxidative stress markers: Urinary levels of oxidative stress markers, namely 
thiobarbituric acid-reacting substances, lipid hydroperoxides, 4-hydroxynonenal, 
protein carbonyls, sulfhydryl groups, total antioxidant capacity, total peroxide con-
tent, oxidative stress index and also UA/Cr ratio, can be considered as the meas-
ure of oxidative stress index in children with autism. The significant correlation 
between severity of autism and urinary lipid peroxidation products also supports 
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the use of oxidative stress markers and antioxidants as biomarkers of autism 
(Damodaran and Arumugam 2011). A recent brief report discussed the possibility 
of vitamin B12 deficiency as a causative mechanism in a patient with childhood 
disintegrative disorder (Malhotra et al. 2013).

Mouse models: Valproic acid was used as a toxicant in mice with a deletion of 
glutathione-S-transferase M1 (GSTM1), a gene associated with increased risk of 
autism that codes for an enzyme involved in the management of toxicant-induced 
oxidative stress. Valproic acid treatment caused significant increases in apopto-
sis in granule cells of the hippocampus and cerebellum. Valproic acid treatment 
resulted in deficits in social behaviours, not found in control mice without the gene 
deletion (Yochum et al. 2010).

Electromagnetic fields: Electromagnetic fields emitted during the operation of 
electronic gadgets do not have enough energy to cause DNA alterations directly; 
however, ample evidence is available from in vitro and in vivo studies to demon-
strate their ability to cause DNA alterations indirectly as well as epigenetic modifi-
cations (Ahuja et al. 2013).

(iv) Neuroimaging

The three methods used for imaging in autism are positron emission tomography 
(PET), single-photon emission tomography (SPECT) and MRS. Three neurotransmit-
ters have been studied: serotonin, dopamine and amino butyric acid (GABA). PET 
studies have shown a prolonged period of higher brain levels of serotonin synthesis, 
and also asymmetries of marker uptake in the thalamus, cerebellum and frontal cor-
tex. SPECT studies have shown increased whole brain dopamine binding. MRS stud-
ies have shown decrease in N-acetyl aspartate (NAA) levels in children with autism 
(Chugani 2012). In a SPECT study of 22 children with autism, fifteen children had no 
perfusion abnormalities on SPECT imaging. Of the remaining seven, decreased per-
fusion in the left frontoparietal cortex was seen in three children and in the left infe-
rior and medial frontal cortex in two children (Singhi et al. 2008). In another SPECT 
study, 10 children, with ASD, showed hypoperfusion in frontal prefrontal and subcor-
tical areas (Gupta and Ratnam 2009). In a third study, temporal tubers were found to 
correlate with symptoms of autism in children with TSC (Kothur et al. 2008).

(v) Psychological theories and birth-related issues

Psychological stressors: Pathological changes in the cerebellum in autism are 
thought to correspond to an event before 30–32 weeks’ gestation. Incidence 
of stressors during each 4-week block of pregnancy was recorded. Incidence of 
stressors in the blocks prior to and including the predicted time period (21–
32 weeks’ gestation) in each group of surveys was compared to the other pre-
natal blocks. A higher incidence of prenatal stressors was found in autism at 
21–32 weeks’ gestation, with a peak at 25–28 weeks. This does support the pos-
sibility of prenatal stressors as a potential contributor to autism (Beversdorf et al. 
2005). In an early Indian case series, four cases were reported where children 
manifested symptoms of autism after severe psychological stress (Kapur 1989).

Cultural issues: Many cultural issues can change the identification, help-seeking 
behaviour and diagnosis of children with ASD. African Americans were 2.6 times 
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less likely to receive a diagnosis of autism on their first specialty visit but instead 
were labelled ADHD (Mandell et al. 2007). Some traits of Asian children like 
avoiding eye contact with elders may be a sign of respect and not ASD. Studying 
Indians outside India, in a survey of 24 families with children with autism, three 
groups of families emerged: (i) primarily Western in their beliefs, (ii) primarily 
Indian and (iii) endorsed a combination of Western and Indian beliefs and prac-
tices. The observation was that when working with culturally diverse families, it is 
best not to assume the group as homogenous (Ravindran and Myers 2012).

Traits: In an interesting cross-cultural study, the expression of autistic traits were 
compared in students from three cultures the UK, India and Malaysia, using the 
autism spectrum quotient (AQ). Behaviours associated with autistic traits were greater 
in the Eastern group. Males scored higher than females, as did science students versus 
non-science students; Indian students scored higher on the imagination subscale and 
Malaysian students on the attention switching subscale (Freeth et al. 2013).

(vi) The gut microbiome

Newer research avenues have been explored in the past few years. The gut micro-
biome estimated “that up to a hundred trillion microbial cells have made a home of 
us”. The human microbiome project was started in 2007 at the National Institute of 
Health (NIH), USA, to establish the nature of these organisms and their genome. 
The impact of this unrecognised “organ” in neurological and psychiatric disorders, 
and more particularly autism is under scientific scrutiny (Mulle et al. 2013).

It is obvious that there is no single aetiology for ASD. A complex array of 
genetic, environmental, epigenetic and psychosocial stressors may function in an 
untold number of permutations and combinations to lead to a clinical diagnosis.

4  Symptoms and Nomenclature

On 18 May 2013, Jeffery A. Lieberman, Director of the National Institute of 
Mental Health (NIMH), USA, issued a joint statement, with the President of the 
American Psychiatric Association (APA).

This week, my good friend and colleague Tom Insel and I issued a rare joint statement 
clarifying the National Institute of Mental Health’s (NIMH) support of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) as the gold standard of care for 2013 and 
for years to come. We did this because of a blog post on the NIMH Website about our 
collective frustration with the progress of brain science, the paucity of new treatments for 
brain diseases to help our patients and the need for future-looking researchers to think 
outside the box. We were concerned that comments about how to move beyond some of 
our traditional, symptom-based methods of diagnosis—which are, at the moment, the 
gold standard of science—were widely misreported as NIMH changing its position on the 
newly revised DSM-5. This is, of course, a preposterous notion. The NIMH was involved 
in all phases of the revision of the DSM, including the moments during the 10-year pro-
cess when we all realized that the science that we hoped by now would have given us 
laboratory, imaging and electrophysiologic procedures to help diagnose mental illnesses 
was still coming up short (Jeffrey and Lieberman 2013).

The disappointments of the past 20 years are that we are still a phenomenological 
group struggling to find our disease markers. Of course, one must not forget that 
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finding clear biochemical or imaging tests will promptly take the condition away to 
other disciplines! One important study conducted by Daley in India was assuring, 
as the majority of psychiatrists, paediatricians and psychologists used the ICD-10 
or the DSM-IV for diagnosis (Daley and Sigman 2002). In 2010, data from 643 
paediatricians in 1998 and 643 paediatricians in 2008 suggested a greater awareness 
and recognition of cases was reported with appropriate criteria for diagnosis (Daley 
and Barua 2010). It would be interesting to see the response to the new DSM crite-
ria, while experts in the USA like Volkmar and Reichow (2013) have diametrically 
opposite views on the changes in the autism category. The main concern is that with 
greater specificity, some sensitivity will be lost and milder forms of the disorder and 
high-functioning individuals will not receive a diagnosis and therefore no treatment.

The symptomatology of autism began with Kanner’s case notes. While gather-
ing material for this paper, one reference turned up “India” in a Kanner article, 
called “The conception of wholes and parts in early infantile autism”. What was 
the reference to India?

In one of the early cases, Malcolm H. saw a picture in an encyclopaedia. His 
mother said it was the Taj Mahal in India—He then went through the whole library 
for days searching for pictures of India (Taj Mahal)—“He was disturbed because 
the next two pictures of the Taj Mahal were different and “found solace in getting 
the encyclopaedia and looking at the picture he had seen there first” (Kanner 1951).

Leo Kanner’s amazing attention to detail cannot be matched, and symptom 
descriptions like these still form the basis of a diagnosis of autism.

In India, Tito, an exceptionally bright but less verbal adolescent, wrote an insid-
er’s view of autism through three books written when he was 8, 11 and 17 years of 
age. Writing in the third person about “the boy,” he writes:

The hand had made a strange relationship with its shadow and he fluttered it and spent his 
hours contented with the lone company of his shadow. And his worries stopped. He shut 
away the world and felt secure in the presence of the shadow. If only the world could be a 
game with the shadow. But the reality was that he was drawing himself away and away into 
the world of his shadow. Nights were terrible. He searched everywhere for his shadow. He 
flapped to call it, there was nothing but darkness. He cried for it betrayed by the friend (Tito).

When asked why he flapped, he replied in writing, “I am calming myself. My 
senses are so disconnected, I lose my body. So I flap. If I don’t do this, I feel scat-
tered and anxious” (Mukhopadhyay 2000). Sceptical BBC producers documented 
his story with amazement, and his mother Soma has gone on to describe her treat-
ment strategies based on her care of Tito and his feedback.

Several updates to symptomatology are added regularly to the world literature 
(Nazeer and Ghaziuddin 2012). The literature on symptomatology in the Indian 
literature mainly comprises case reports. There is also a wealth of unpublished lit-
erature. Clinical observations date back to 1978 (Narayanan 1978). Some of the 
case reports are on childhood disintegrative disorder, Rett’s disorder, CHARGE 
syndrome and tuberous sclerosis (Malhotra and Singh 1993; Malhotra et al. 2002; 
Malhotra and Gupta 2002; Kumar et al. 2004; Sitholey et al. 1998). A descrip-
tive hospital-based study was published in 2005 (Pushker et al. 2012). Disorders in 
speech articulatory function have been reported, which might serve as early indi-
cators (Juneja et al. 2005). In vernacular speech, in Malayalam-speaking children, 
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echolalic ability was observed to be present independent of the general language 
ability (Sullivan et al. 2013). Fifteen children with ASD were compared with 10 
controls for speech abnormalities: exaggerated pitch, pitch range, pitch excursion 
and pitch contours were observed in autism. These are distinctive characteristics of 
motherese, suggesting a distinct vocal output (Aithal et al. 2011).

Pull to sit and hypotonia: A head lag at 6 months appeared to predict autism 
and could be evaluated further as an early marker (Sharda et al. 2010).

Log reports of time spent: In one interesting study of 140 preschool children 
with developmental disability, hourly log reports of time spent demonstrated dif-
ferences between children with ASD from the rest of the group. Children with 
ASD spent thrice the time on sedentary or exclusion activities like watching televi-
sion (21 % of the time) or playing alone (14 %). Conversely, playing with peers 
was 1.7 % and home schooling 0.3 % of the time (Shah 2012).

Epilepsy and neurological symptoms: The figure for epilepsy in autism varies at 
approximately 30 % before adolescence—with two peaks, one in early childhood 
and again in adolescence (Venkatesan 2005). Abnormalities in auditory brain stem 
responses were described (Silver and Rapin 2012). In a study to compare the devel-
opmental profiles of children with autism and children with developmental delay, 
the children with autism showed lower social skills, whereas children with develop-
mental delays showed poorer motor skills (Shivashankar and Satishchandra 1989).

Intelligence: Data on intellectual ability from seven sites were combined; 38 % 
of children with ASDs were classified in the range of intellectual disability (ID) 
(i.e. IQ ≤ 70, 24 % in the borderline range (IQ 71–85) and 38 % had IQ scores 
>85). The proportion of children classified in the range of ID ranged from 13 % 
in Utah to 54 % in South Carolina (CDC) (CDC 2012). Michael Rutter, the doyen 
of child psychiatry and authority on autism, discussed the following areas to be 
evaluated in ASD, namely developmental regression, savant skills and epilepsy 
and additional psychiatric diagnosis. To these may be added sleep disorders, which 
are so characteristic of ASD (Jayarama and Bhat 2004).

Regression: Regression is defined as the loss of previously acquired skills. About 
Kanner’s Case No. 3, his parents stated “It seems that he has gone backward men-
tally gradually for the last 2 years”. At the current time, as Ozonoff stated in 2010, 
“Behavioural signs of autism are not present at birth but emerged through diminished 
social communication behaviours. More children may present with regression than 
previously thought, but parent reports do not capture this phenomenon”. While gaze, 
smiles and vocalisations were mostly comparable at 6 months, infants who later went 
on to receive a diagnosis of ASD showed distinct differences by 12 months of age 
(Rutter 2011). Regression is determined through retrospective parental accounts, 
prospective laboratory studies and home video recordings which complement par-
ent reports, counts or when a child cannot come into the laboratory to be observed 
(Ozonoff et al. 2010). According to Ozonoff, 19 of 22 young children who went on to 
develop autism showed a decline in gaze directed to faces between 6 and 36 months 
of age. However, only three parents reported any regression in their child’s behav-
iour (Rutter 2011). In our own experience, parents have initially not reported any 
regression, and later acknowledged regression while participating in parent groups. 
When asked why, one mother said she did not wanted to be labelled as a mother 
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who had missed the early signs of autism, in her son. In one study, 35 children with 
ASD and regression were compared with 35 children with ASD without regression. 
The mean age of regression was 22 months with the majority regressing between 12 
and 24 months (Jones 2012). A single patient with regression also responded well 
to a comprehensive multimodal treatment approach in motor, language and social 
domains, and also in the activities and skills of daily living (Malhi and Singhi 2005). 
In a study of 51 children, regression occurred in 68.4 % of the sample; 21.5 % 
regressed before 12 months, 41.1 % regressed between 12 and 24 months, and 5.8 % 
regressed between 24 and 36 months (Nizamie et al. 2010). When the milestones 
of very young children with regressive autism are studied, it becomes likely that 
regression may have occurred even before the regression with clear-cut behaviour 
change, for which help is being sought. A child may have normal development for 
social smile and eye contact, but be delayed in stranger anxiety with the simultane-
ous onset of sensory issues. The difference between infants who regress and infants 
who do not may be in terms of change in those who regress and delay in those who 
do not (Abbagani 2006). This could well lead to the parent reporting that the child 
had multiple regressions at 15–18 months. Descriptive terms like “shy, stubborn and 
scared” were more often used in the non-regressive behaviour. In another small study 
of 31 children with regression and 37 normally developing children, regression was 
assessed on the following: turning to sound or name, carrying out commands, point-
ing waving bye-bye, speech, eye contact, self-help skills, indication of toilet needs, 
quality of play, interests, curiosity and sleep routines. These questions had good dis-
criminatory value as only one normally developing child had regression (in toilet 
skills for a brief period after joining school). It was found useful in data retrieval to 
ask parents about each milestone, not only the time of achievement of the milestone 
but also if the achieved language or social skills had changed in any qualitative way. 
Our study found the following: turning to sound or voice, eye contact, socialisation, 
speech or vocalisation and sleep as the most frequently noted indicators of regres-
sion. Of these, 1–3 have been used to document regression based on home videos 
(looks at people, smiles at people, language and joint attention). The consensus is on 
prospective data collection and development of simple screens to sensitise paediatri-
cians to the earliest behavioural manifestations of autism. This would lead to early 
identification, referral, evaluation and treatment without necessarily labelling a child 
(Abbagani et al. 2008). In a recent workshop, the participants also agreed to consider 
regression in autism as distinct from CDD, which is characterised by a very severe 
and rapid loss of skills after 2 years of age (Ozonoff et al. 2010).

Sleep disturbances: Children with ASD more prone to sleep disturbance and in an 
earlier study 40–80 % reported problems of sleep. Problems described have been in 
all areas of sleep: problems in onset of sleep, sleep maintenance, settling and nocturnal 
awakening. In children with ASD, nocturnal awakening may be characterised by laugh-
ing, vocalisation, screaming and playing alone with toys and objects (Naik et al. 2012). 
In one study, 51 children between the ages of one-and-a-half and six years with ASD 
and abnormalities in the development of sleep–wake cycles were seen in 62 % of chil-
dren with autism. Resistance to sleep and waking were the most frequently reported. 
Sleep patterns included difficulty falling asleep, having disturbed sleep and waking 
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up at night (Nizamie et al. 2010). In another study, using the Owen’s “The Children’s 
Sleep Habits Questionnaire” (CSHQ), 27 children with regressive autism were com-
pared with 37 typically developing children. Significant differences were found in reg-
ularity of bedtime, sleep duration, bedtime resistance, latency and night wakening. In 
addition to the quantitative aspects of sleep disturbance, noteworthy were the following 
qualitative aspects: complex bedtime routines which included rocking, swinging, and 
clinging to objects; excessive need for silence and darkness, and long car rides; special 
objects needed to sleep, e.g. a blanket to chew on, plastic bottles, lids, and toothpaste 
tubes; night awakening quality like, crying, screaming, playing with non-toys disre-
garding parent, watching television, and difficulty in returning to sleep; and unusual 
activities like walking over sleeping parents or siblings. These sleep-related issues con-
tributed greatly to parental stress and coping abilities (Cortesi et al. 2010). The cultural 
aspects of sleep arrangements, like Child falling asleep in Parents’ bed (To the Indian 
Parent this is normal), or Item 3 Child falls asleep in own bed (Often, no separate bed 
is available for a small child even in affluent families), need to be considered. These 
cultural differences can have international consequences. An Indian family in Norway 
could not explain their differences in child rearing practices and sleeping arrangements, 
to child health authorities with serious turmoil all round (Abbagani et al. 2012).

Savant skills: ASD has been associated with special skills often highlighted in 
films like “Rain Man” and books like “The curious case of the dog in the night time” 
(The Hindu 2012). In a very well-designed study, savant skills were specified as “an 
outstanding skill/knowledge clearly above participant’s general level of ability and 
above the population norm.” Exceptional cognitive skills were defined as applied 
to Wechsler subtest scores at least 1 standard deviation above general population 
norms, and 2 standard deviations above the participant’s own mean subtest score. 
Twenty-four out of 93 individuals were identified as having one or more savant skills 
(total = 26 %). There were 14 calendrical calculators, four others with computational 
skills and three individuals with superior visuospatial skills. One individual had a 
musical talent, one had an exceptional memory skill, and one had skills in both mem-
ory and art (Greenwell 2004). Understanding strengths may help optimise a child’s 
outcome, if these strengths are properly recognised and channelized (Howlin et al. 
2009). In a review of 51 patients, parental report suggested 39 out of 51 children had 
exceptional skills in some area of cognition, amounting to 75 % of children, but no 
testing was done to verify the true nature of these abilities (Nizamie et al. 2010).

Differential diagnosis and comorbidity: Comorbidity of other conditions 
in autism has been well documented. The first step is ascertaining the presence 
or absence of ID, in which global developmental delay will be present, unlike 
in autism where abilities and deficits are not uniform. If there is no ID, ADHD, 
anxiety, mood disorders and psychosis should also be considered high incidences 
of coexisting ID have been reported in different studies, as high as 95 % (Seth 
and Kalra 2006; Nazeer and Ghaziuddin 2012; Gupta and Maitra 2002; Kar et al. 
1993). The prevalence of comorbidities was found to be high, and it increased with 
severity of ID, except for ADHD, autism and violent behaviour, which decreased 
(Purkayastha et al. 1997). In children with ID in the Barwani district, ADHD was 
diagnosed in 6.5 % of children and autism in 4.2 % (Lakhan 2013).
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Differential diagnosis: Differential diagnosis has not been discussed much in 
the literature. A study discusses the need to keep in mind language and learning 
disorders (Jauhari et al. 2012).

Bipolar disorder is hard to recognize in children with autism. ADHD, anxiety, 
depression and OCD are other comorbid conditions (Jayarama and Bhat 2004). In 
reporting diagnostic overshadowing, the example of study of a 9-year-old female 
child was cited. In a 5-year follow-up of a patient with an initial diagnosis of sepa-
ration anxiety disorder during the course of follow-up, the child began to exhibit 
features of PDD, not otherwise specified (Baird et al. 2001).

The core symptoms still define ASD. However, regression and savant skills 
make the condition unique and mysterious.

5  Assessment

Reaching care has different routes. Who makes the diagnosis? Fortunately, the medical 
fraternity in the country appears to be following the ICD 10 or DSM IV with reason-
able uniformity over the pattern of diagnosis. Level 1 screening measures are intended 
to be used by physicians to differentiate children at risk for ASDs from healthy chil-
dren. Level 2 tools are used in developmental clinics to differentiate those at risk for 
having ASDs and other developmental disabilities, and as part of a diagnostic evalu-
ation (Meera et al. 2012). These include the Autism Behaviour Checklist (ABC), the 
Childhood Autism Rating Scale (CARS), Gilliam Autism Rating Scale (GARS-2), the 
AQ, adolescent version, and the Social Communication Questionnaire (SCQ).

Brief Infant–Toddler Social and Emotional Assessment: The Brief Infant–
Toddler Social and Emotional Assessment (BITSEA) subscales were evaluated 
in detecting risk for 456 toddlers. Results provided support for the BITSEA as a 
Level I screener for social emotional problems and a Level II screener for ASD 
symptoms at community sites such as well child clinics (Dyches 2011).

Assessment Kit for Autism (AKA): The action for autism (AFA) has made a new 
tool kit, and this needs to be used in a standardised manner through training to 
unify assessment and is intended to ensure that more and more children can be 
identified early. The AKA has three components:

1. A “quick scan” of child behaviours, completed by asking parent or persons 
who spend most time with the child a set of five questions.

2. Suggested activities for the professional to conduct, which will provide more 
information on the child’s behaviours.

3. Suggested questions for people who spend the most time with the child to get 
information about usual patterns of behaviour and activity, since all the relevant 
information may not be evident in one sitting with the child (Gardner et al. 2013).

Indian Scale for Assessment of Autism (ISAA): The NIMH Hyderabad has devel-
oped the ISAA based on the CARS. It has 40 items and six domains: social 
relationship and reciprocity; emotional responsiveness; speech language and com-
munication; behaviour patterns; sensory aspects; and cognitive component. It has 
been used with success in clinic settings (Singhal: http://www.autism-india.org).
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The Vineland Adaptive Behaviour Scales: The Vineland Adaptive Behaviour 
Scales-II edition, 2005 (Vineland-II), is useful in assessing abilities in autism 
spectrum disorder. Difficulties in administration of the scale to Indian children are 
related to cultural differences in gender roles and in the way some self-care tasks 
are performed (Patra and Arun 2011).

The CARS: The CARS has been evaluated for use in the Indian population, and 
with a CARS score of 33, a sensitivity of 81.4 % and a specificity of 78.6 % for 
diagnosis of autism have been found. There was high concordance with ICD-10. 
Another expert recommended the scale for use in the Indian context. In a study 
of 51 children with autism (DSM IV), the mean CARS rating was 44, while when 
the suggested cut-off of 67 was used, only 40 of 51 children were diagnosed to be 
autistic. It was suggested by the authors that the cut-off should be lowered to 45 to 
increase sensitivity in the Indian context (Manohari et al. 2013).

The Aberrant Behaviour Checklist has been validated internationally between a 
special school in Vishakhapatnam and a Swiss Institute (Russell 2010).

The Autism Behaviour Check list has also been studied in the Indian context 
(Varisco et al. 2009).

The Parenting Stress Index: The Parenting Stress Index (PSI) is a scale specif-
ically developed to assess the magnitude of parental stress in various disorders. 
In a study, it was used to quantify stress experienced by 51 mothers of children 
with autism, before and after psychosocial and other interventions, with a follow-
up period of 18 months. Significant improvement was seen in the parental subdo-
mains of competence, attachment, role restriction, depression, isolation and health 
ratings following intervention, suggesting the usefulness of this tool in measuring 
change in parental stress (Juneja et al. 2010).

Too many tools: A recent study examined the measurement tools and target 
symptoms/skills used to assess treatment response during ASD intervention trials 
from 2001 to 2010. Data from 195 prospective trials were analysed. There were 
289 unique measurement tools, of which 61.6 % were used only once, and 20.8 % 
were investigator designed. Only three tools were used in more than 2 % of the 
studies, and none were used in more than 7 % of studies (Abbagani et al. 2013). 
There is an obvious lack of consensus in the area of outcome measurement, which 
needs to be addressed. These results represent a lack of consistency in outcome 
measurements in ASD intervention trials. These findings highlight the need to set 
guidelines for appropriate outcome and assessment measures.

In general, assessment is one area where appropriate tools have been devel-
oped, which may need cross-validation in some cases, but some kind of consensus 
needs to be arrived if comparable research goals are to be met.

6  Investigation

Assessments are vital, necessary and sufficient to make a diagnosis of autism. No 
testing is needed for a diagnosis. Much to the chagrin of all concerned, we do not 
have the respectability of a confirmatory biomarker for validation of ASD. So, 
sadly enough, even in 2013, we do not need tests to confirm a diagnosis. However, 
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if any test aids in treatment, it should be performed whatever the cost and diffi-
culty. For example, the American Association of Paediatrics (AAP) recommenda-
tion of chromosomal microarray analysis gives a yield of about 8 % of various 
genes involved. It is available in very few centres in the country like the CDFD 
and CCMB, though private laboratories would certainly welcome the recommen-
dation. As research evolves and more specific recommendations become available, 
it would be useful to investigate along the lines of American recommendations. 
In a recent review, the recommendations of the AAA have been summarised and 
brought up to date several tests conducted on children as clinical have only aca-
demic relevance. It is better to learn from the experience of wealthier countries. In 
a recent review, recommendations of the past have been overturned because of the 
low yield of tests.

Tchacomas and Adesman (2013) have the following suggestions:

Genetic testing: CMA is suggested as the most robust of these tests. The AAP’s 
autism tool kit recommends this test for every child with ASD. In our context, 
we can wait a while to learn from the experience of better endowed countries. 
As these tests do not detect Fragile X or Rett’s syndrome, our policy should 
stay with these two tests when indicated by clinical features or family history.

Neuroimaging: MRIs are recommended only in acute regression, microcephaly, 
midline facial abnormalities, neurocutaneous lesions and confirmed neurological 
signs on clinical examination. Anyone who has witnessed the struggle of parents in 
sedating a child for diagnostic imaging would find relief in these recommendations.

Electoencephalograms are suggested only for those children who have clini-
cal or suspected seizures, sudden regression or unexplained behavioural changes.

Metabolic testing: Testing should be conducted in children with failure to 
thrive, hypotonia, vomiting, lethargy, unusual odours, possibility of storage dis-
orders and movement disorders. When indicated, tests would include renal and 
liver function, amino acids, pyruvate, lactate carnitine and acylcarnitine.

Blood lead would be indicted in children with pica. In children on antipsychotics, 
regular monitoring of lipid levels is necessary.

7  Treatment

“Let me hold your shoulder like I used to when you started pointing and commu-
nicating she said trying to find a way. This time it was easy for the boy to write 
as he could feel the presence of the hand, his own hand linked to his body at the 
shoulder point where his mother was holding him. I have a concrete proof that to 
start with any new activity it is important for autistics like the boy, to be held at 
that part of the body which does the work as the relating ability develops slowly 
through practice. Then it can be faded out as the person gets the habit of that par-
ticular work” (Mukhopadhyay 2003).

Tito again! Today many forms of therapy use the prompt offered by a gentle touch 
to help the child with autism master many fine motor skills like writing. The goals 
of treatment are twofold: to reduce disruptive behaviour and to increase commu-
nication and learning Treatment will depend on the age at the time of referral. The 
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different treatment options can be bewildering. Children need to receive a combina-
tion of psychoeducational approaches and medical interventions with family support. 
Assessment forms, checklists for history taking, assessment of regression, symptom 
checklist, age-based intervention recommendations, early psychosocial interventions 
and summaries of medication-related studies are included in the Indian Psychiatry 
Society guidelines for childhood and adolescent problems (Mukhopadhyay 2003). 
Effective early intervention (EI) programmes for children should provide an autism-
specific curriculum content focusing on attention, compliance, imitation, language 
and social skills in a highly structured and supportive teaching environment with 
opportunities to generalise skills. The best interventions are the most intensive and 
focused. The best known behavioural programme is the applied behaviour analysis 
(ABA), which uses one-on-one interaction between the adult and the child. Another 
method is TEACCH which is a “whole life” approach aimed at supporting children, 
adolescents and adults with autism through the provision of “visual information, 
structure and predictability”. Family support is essential and can help relieve the 
tremendous stress faced by parents of children with autism. The different treatment 
options can be bewildering. Children need to receive a combination of psychoeduca-
tional approaches and medical Interventions. Regarding new medical interventions, a 
technical expert panel has recommended that a child with ASD should receive com-
prehensive evaluation within 60 days of diagnosis, family concerns should be specifi-
cally addressed and 25 h of intervention per week is necessary (Naik 2007).

Seeking treatment: Help-seeking behaviour and EI have been underresearched.
Different reports exist as to when children comes for medical diagnosis. Reports 

vary as to the age at which self-referral takes place and diagnosis is made. There is 
an increased awareness about autism in the Indian Paediatric community, but for the 
most part, a lack of appropriate services is perceived as the main problem. Daley in 
2004 studied the delay in reaching care (Maglione et al. 2012). The age of identifi-
cation was less than 2 years in 83 % of patients in one centre, and less than 4 years 
in the remaining (Shivashankar and Satishchandra 1989). Conversely, another study 
showed a delay of 32 months between parents identifying a problem in the child’s 
development and a diagnosis of autism being given to the child. Deviance or delay 
in speech was the main concern (Daley 2004). In a survey in Gujarat, 192 paediatri-
cians expressed that barriers to early referral were insufficient time, lack of treatment 
choices and lack of knowledge regarding referral options (Chakrabarti 2009; Desai 
and Mohite 2011). This suggests proving more training and resources would help. In 
an update from the diasporas, a small study of eight South Asian parents, who were 
currently raising a child diagnosed with an ASD in Canada, barriers to diagnosis and 
treatment that were reported by parents were examined; 75 % of parents reported that 
they did not reveal their child’s ASD diagnosis to their friends and their own family 
members, including their parents and siblings. Their most imperative needs were for 
information regarding services their child might receive in the future. (Grewal 2010). 
One study suggests that in the diaspora parents of children with ASD, outside the 
country cannot be considered as a single entity (Ravindran and Myers 2013).

Early Intervention in children with autism: When a child is younger, the brain has 
much more plasticity or ability to change and so changing or teaching new behaviour 
is much easier. Earlier studies showed that only half of all children with autism would 
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gain speaking abilities. Recognising and diagnosing autism before preschool age has 
been uncommon until the last few years. Listening carefully to caregivers as they 
voice their earliest concerns would facilitate early recognition (Singhi and Malhi 2001; 
Kishore and Basu 2011). Interesting new work has emphasised the earliest indicators 
of autism by following up high-risk “baby sibs” (Barbaro and Dissanayake 2013). In 
future, it is likely that autism will be diagnosed for most children in the toddler age 
period (18–30 months). Intervention should start as soon as characteristics of ASD are 
noted and continue for as long as required. When intervention starts early, children 
experience success and are more likely to engage socially and learn language and com-
munication skills. Children are also less likely to become frustrated with a consequent 
decrease in challenging behaviours. Commencing working with the parents early in 
the therapeutic relationship can alleviate the distress. Anecdotal evidence of suicide 
in parents especially mothers abound. The importance o f psychological support and 
intervention with parents of ASD cannot be underestimated (Malhotra et al. 2002).

Learning (DEALL): One innovative Indian programme has been started in 
Bangalore by Karanth. The training for each child is based on the profile of the child 
and covers several developmental domains such as motor, communication, social 
and cognitive development. It also addresses other related issues such as eye contact, 
attention and sitting tolerance, compliance and behaviour. Ideally, enrolment to the 
DEALL program should take place by the age of 2.5–3 years. There should be a 1:4 
staff: student ratio and therapy take place with 12 children per unit, 3 h per day/5 days 
a week. Training of trainers has also been initiated. Incidentally, Tito and Karanth felt 
she was a kind therapist from whom the boy benefitted (Karanth et al. 2010).

The Combined psychoeducational and biomedical approach: As part of 
an interventional programme, a combined psychoeducational and biomedical 
approach was used as an 18-month prospective, longitudinal, intervention study 
with 51 children with autism, aged one-and-a-half to six years, who fulfilled the 
DSM IV diagnostic criteria for autism with a developmental quotient (DQ) above 
50 and normal gross motor milestones (walking by 15 months). The families had 
to be willing to follow a GF CF diet. Activities and intervention programmes were 
developed and tailor-made for each child depending on the level of functioning 
and development. The program was implemented on the basis of the TEACCH 
model. The TEACCH program was developed for children with autism at the 
University of North Carolina, Chapel Hill, in the 1960s and is popular world-
wide. The TEACCH program involves structured teaching to train children and 
individuals with autism in the areas of social skills, communication skills, inde-
pendent living skills, vocational skills and leisure skills. The diet was an elimina-
tion diet which was gluten-free, casein-free, sugar-free and preservative-free diet. 
Vitamin and mineral supplements were always provided. GI treatment was pro-
vided. Every patient was discussed individually with the child’s paediatrician to 
monitor growth and nutrition. Children had free access to the paediatrician from 
the National Institute of Nutrition, who attended the hospital daily to discuss any 
dietary issues. Monitoring on a six-monthly basis on the CARS, PEP-R, REELS 
expressive, and REELS receptive scales was significant at (p < 0.001) on all four 
scales and on the overall developmental score. Both methods complemented each 
other. The biomedical approach helped the child pay attention to and benefit from 
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the individualised training programme. Parental stress scores came down consider-
ably during treatment (Abbagani et al. 2011).

The Early Start Denver models (ESDM): A recent a clinical trial comparing ESDM 
with conventional autism therapy services randomly assigned 48 toddlers (aged 
18–30 months) to receive either ESDM therapy or the EI services routinely available 
in their communities (Seattle). Both groups received roughly 20 h of weekly therapy 
for two years. Overall, those in the ESDM group showed greater increases in IQ, lan-
guage and adaptive behaviour than children in the community-intervention group. 
This more typical pattern of brain activity was associated with improved social behav-
iour including improved eye contact and social communication (Dawson et al. 2012).

The Developmental, Individual, Relationship-based (DIR) model: The develop-
mental, individual, relationship-based (DIR) model, designed by Stanley Greenspan 
in 1989, describes 6 milestones as crucial to a child’s development. Parents and 
professionals involved with the child must comprehend how the milestones affect 
a child’s emotional and intellectual growth. The six milestones are the following: 
self-regulation and interest, intimacy, two-way communication, complex communi-
cation, emotional ideas and emotional thinking. The major element of this approach 
entails that (a) professionals do floor time with the child, (b) parents observe floor 
time being done with their child and (c) parents change their style of relating to the 
child with regard to a given milestone. Floor time is a systematic way of working 
with a child with autism to help him or her. A study was conducted to establish the 
efficacy of floor time for the development of social behaviour in preschool children 
with ASD. The children who received intervention showed a qualitative change in 
their interactive behaviour (Lal and Chhabria 2013).

Social stories: In a case–control study, reading such stories and role playing 
led to significant improvement over controls in the RSSM rating scale for self-
management (Lal and Ganesan 2011).

Sensory integration: In a qualitative study of 65 parents on sensory integration 
perception of mothers, it was found that the children were not averse to sensory 
integration, and this in turn encouraged participation (Joshi 2008).

Visual strategies: Objects, pictures, symbols and manual signs were used as 
visual tools with 14 one-on-one sessions; communication skills were considerably 
improved (Lal and Bali 2007).

Auditory processing methods: Common to both dyslexia and autism have been 
used to facilitate auditor communication (Sampath et al. 2010).

Coaching: Based on the premise that parents of children with autism have less 
positive experiences in parent–child interactions, parents were taught to break 
down tasks into achievable and objective components. This served to enhance a 
sense of mastery in the parent when goals were achieved (Raj and Kumar 2009).

Milieu therapy: The children who underwent intervention based on milieu 
approach showed an increased use of target language and functional communica-
tion skills across settings and conversational partners (Vishnu et al. 1992).

Parental Involvement Scale: In a pilot study at a Mumbai School using a 
Parental Involvement–Engagement Scale, it was found that higher parental 
involvement made for greater progress in emotional, social, language cognitive 
and motor skill development (Srivastava and Mukhopadhyay 2011).
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The Lovaas method: Children below 6 years of age were treated at a Delhi hos-
pital using parents as chief therapists. A mainly behavioural approach based on the 
Lovaas method was used. Parents were expected to spend at least 60–90 min per 
day training the child. A significant improvement was seen in DQ, the CARS and 
the ABC scores at the end of 8–30 months (Juneja et al. 2012).

Music therapy: Music therapy was used in children in an improvised interactive 
way to improve communication skills (Mukherjee 2008).

Yoga: The use of integrated approach to yoga therapy (IAYT) as a complemen-
tary therapy for children in a small study reported improvement in imitation skills 
and social and non-verbal communication (Radhakrishna 2010).

Several other techniques have been used, but have not been reported adequately in 
the Indian literature. These include speech therapy, cognitive behaviour therapy and 
sensory integration. Treatments based on traditional systems of Ayurveda and Yoga 
have emerged. They too need scientific validation. Music therapy is recommended 
as “a non-invasive, enjoyable and cost-effective therapy; unique outcomes are possi-
ble”. Art as an EI tool has been described (Christopher 2011). Drama education and 
the use of masks have been used to improve social communication (Nelson 2011).

Augmentative Communication (AC): In one Mumbai-based study, 8 children 
received 12 sessions of language intervention using augmentative communication 
(AC); significant change was noted both in language and social behaviour (Lal 2010).

Picture Exchange Communication (PEC): The use of PECs in a 7-year-old 
male child was reported with 60 % improvement on several of the instruments 
used (Shahzadi Malhotra et al. 2010).

Assistive technology: Studying an emotional hearing aid-assistive technology, 
which enables children with autism to understand the facial expression of individ-
uals in the social environment improvements, was reported (Nancy 2012).

Special care during other medical problems: A case report of a severe case 
of bruxism treated by dental intervention under anaesthesia was used to dis-
cuss the special patience and care needed in children with autism (Nagendra and 
Jayachandra 2012; Muthu and Prathibha 2008).

The best elements of many of these measures may be combined in a cost-effec-
tive manner and used even where optimum resources are lacking. In the Lovaas 
method, discrete trial training has gained popularity (Lovaas 2003).

7.1  Innovative and Emerging Treatments

Uncommon sense toys: Uncommon sense toys, being researched in Bangalore, 
encourage social interaction among children with autism. The toys have audiovis-
ual and tactile feedback, which can be triggered by a child’s action movement and 
voice. The toys help the child to engage in collaborative play through both individ-
ual responses and shared responses. Orientation, touch and expression are required 
to operate the three specifically designed toys (Dsouza et al. 2010).

Robotic technology: Robotic technology, appeals to children with ASD. This fact 
can be used to provide repeatable, accurate and individualised intervention services. 
In a study, a humanoid robot had its vision augmented by a network of cameras for 
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real-time head tracking using a distributed architecture. The robot could intelligently 
adapt itself in an individualised manner to generate prompts and reinforcements, 
based on the child’s head movements to promote skills in social orienting. The sys-
tem was validated for feasibility, accuracy and performance with six children with 
ASD, and a control group of six typically developing children (Welch et al. 2010).

Virtual environment: In another study of robotic technology using the same 
technique in children with ASD, a virtual environment has been designed where 
children with autism could participate in social activities with the social robots. 
Gaze and social distance are being studied as an initial step (Bekele et al. 2012).

Personalised learning: The authors propose a smart e-learning tutoring model 
for patients with ASD, with machine learning capabilities, which help in generat-
ing dynamic e-learning sessions and maximise learning opportunities through per-
sonalisation of the programme (Vullamparthi et al. 2011).

Ideas from other work New Ideas by Sinha: His first research on people with 
the disorder, in 2003, focused on the ability of children with ASD to integrate 
a visual scene. The autism literature is fuzzy on the subject, with some studies 
showing clear deficits and others showing none. Sinha believes he can help chil-
dren with autism to achieve greater visual integration (Ostrovsky et al. 2009).

Drug development: Attempts are on to model proteins like Shank3, also known as 
proline-rich synapse-associated protein 2 (ProSAP2). ProSAP2 is a protein encoded 
by the SHANK3 gene which could be used for drug designing (Ostrovsky et al. 2009).

Animal studies: The role of green tea extract was studied in reversing behav-
ioural changes induced by valproate and oxidative stress markers in mice. Both 
behavioural assessments and histopathological studies confirmed the usefulness of 
green tea extract (Mujawar et al. 2013).

7.2  Family Support and Community Support

Family support is essential and can help relieve the tremendous stress faced by parents 
of children with autism. Parent groups serve this purpose. Breaking the news can be a 
difficult procedure as many parents have heard of autism and cannot believe it is hap-
pening to them. Parents have a great need to know more about this problem, and noth-
ing can substitute for time spent with the family. In a study in Goa, twenty interviews 
and nine focus group discussions were carried out with families of children with autism 
and with teachers and TD families. The key findings were the following: (1) raising a 
child with ASD places severe stress on the families with initial withdrawal, (2) personal 
and wider impact with discrimination, (3) parents respond well to supportive measures, 
(4) health education and religious sectors do not have awareness of these needs and (5) 
this study serves to identify the unmet needs of families with ASD (Banji et al. 2011).

Parental stress: Barua describes her own experiences of life with her son: the 
shock of the diagnosis, acceptance, unconditional love and affirmation (Barua 2007).

The Parenting Stress Index and brief psychological interventions: The PSI was 
used to assess stress among children with disability and autism with three-fourths of 
the group having significant stress. A qualitative analysis was further undertaken to 
evaluate the nature of these stresses. Even brief psychological interventions of 3–56 
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sessions addressing different issues like behavioural, supportive and educational tech-
niques can ameliorate some of the emotional issues of parents of children with autism 
(John 2012). The importance of acceptance is stressed in the following account.

Community support: Kanner’s case No. 1 stayed on in the community where he 
grew up. The community was proud of his abilities and protective.

“Donald’s neighbours not only shrug off his oddities, but openly admire his 
strengths—while taking a protective stance, with any outsider whose intentions 
toward Donald may not have been sufficiently spelled out. On three occasions, while 
talking with townspeople who know Donald, we were advised, in strikingly similar 
language each time: “If what you’re doing hurts Don, I know where to find you.” We 
took the point: in Forest, Donald is “one of us.” (Donovan and Zucker 2010)”.

Staunch community support can certainly have beneficial effects.

7.3  Psychopharmacology

Medication should be used for targeted symptoms, in the smallest dose for the 
shortest period of time, keeping the side effects in mind. The question is some-
times asked as to why do not drugs work in autism “Numerous studies have doc-
umented that autism stands out from almost all other psychiatric disorders in 
showing no marked benefits of psychotropic medication on core symptoms (such 
as impaired social reciprocity and social communication). Why? One possible 
implication is that the basic deficit does not involve neurotransmitters; if not, what 
does it involve? It is important to pose the question, not so much because of the 
implications for treatment today, but rather because a satisfactory answer could 
have important implications for the neural basis of autism. For the moment, medi-
cation is of some value for associated problems, but the enigma is why that seems 
to be all.” (Jayarama and Bhat 2004; Buitelaar 2003).

Risperidone and aripiprazole have FDA approval. Effective for the target symp-
toms of irritability, they come with side effects which should be carefully moni-
tored (Tchaconas and Adesman 2013). The parameters that need monitoring 
include blood glucose, lipids, liver function tests, prolactin and thyroid-stimulating 
hormone. Hyperactivity can be managed by methylphenidate and atomoxetine, 
though less successfully than in ADHD. Melatonin is effective in sleep issues; two 
new drugs hold promise, arbaclofen in Fragile X and an enzyme replacement pro-
prietary combination, CM-AT (Tchaconas and Adesman 2013). Supplementation 
with omega-three fatty acids, nacyl cystiene and l carnosine have all been tested in 
RCTs and found useful. An Indian study replicated the usefulness of risperidone 
(Singhi Nagaraj et al. 2006). The use of donpezil in treating autism is reported as 
case study (Srivastava et al. 2011). However, there is serious concern that the core 
symptoms of autism seem to respond less readily to psychopharmacology, than in 
other psychiatric disorders. For a review of pharmacological treatment of ASD, 
practice guidelines may be useful, as also a more recent review (Mukhopadhyay 
2003; Nazeer 2011).
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7.4  Complementary and Alternative Therapies

Complementary and alternative therapies are defined as “a group of diverse medical 
and health care systems, practices and products that are not considered to be part of 
conventional medicine”. They are called complementary when used together with 
conventional medicine and alternative when used instead of conventional treatment. 
In an extensive review of the subject, an interesting classification of treatments has 
been made. SECS stands for safe, easy, cheap and sensible; RUDE stands for risky, 
unrealistic, difficult and expensive. This method serves to categorise well-tested 
drugs as recommended, for example melatonin in sleep disorders and acceptable in 
conditions where costly or difficult or risky treatments do not get similarly catego-
rised. This seems a useful tool for the clinicians as well (Lofthouse et al. 2012).

Complementary and Alternative Interventions as seen by social workers: 
A Czech student analysed attitudes of social workers to alternative treatment 
in Kerala. One response was stigma and fear of side effects in traditional medi-
cine. Yoga was approved, but not Ayurveda; spiritual help was not recommended, 
whereas biological treatments were (Hudec 2012).

A Review of GFCF diets: New evidence suggests that a gluten-free (GF), casein-
free (CF), or gluten- and casein-free diets (GFCF) can ameliorate core and peripheral 
symptoms and improve developmental outcome in some cases of autism spectrum 
conditions. The majority of published studies indicate statistically significant positive 
changes to symptom presentation following dietary intervention. Changes in com-
munication, attention and hyperactivity are detailed (Whiteley et al. 2012). Specific 
characteristics of best and non-responders to intervention are not yet understood.

The Scan Brit RCT: The Scan Brit, randomised, controlled, single-blind study 
of a gluten- and casein-free dietary intervention for children with ASD assigned 
72 Danish children to diet (A) or non-diet (B) groups by stratified randomisa-
tion. Data for 26 diet children and 29 controls demonstrated significant improve-
ment in mean diet group scores on subdomains of the ADOS, the GARS and the 
ADHD-IV measures. Predefined statistical thresholds were surpassed in the GFCF 
group, so Group B was assigned to GFCF as well. At 24 months, while there was 
evidence of sustained clinical group improvements, there was a possible plateau 
effect for intervention in some cases at this point (Pennesi and Klein 2012).

Responders and non-responders to GFCF diets: Attempts have been made to 
study responders and non-responders to GFCF diets. In one questionnaire-based 
survey from 387 parents, the presence of GI symptoms, food allergy and sensitivi-
ties and strict diet implementation was indicative of greater improvement in ASD 
behaviours, physiological symptoms and social behaviours compared with chil-
dren whose parents reported none of these symptoms (Whiteley et al. 2010).

The Chennai GFCF study: In a small study from Chennai of 50 children with 
autism, children on restricted diets showed improvement over a 2-month period in 
attention, sleep and reduction in hyperactivity and anxiety (Nazni et al. 2008).

Treatment of ASD has been the subject of intense research activity. While we 
can learn from the experience of others, consolidating proven useful measures and 
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scaling treatments is urgently needed. Drug treatment has not been as effective as 
in other psychiatric disorders and must be balanced carefully with monitoring of 
side effects. Certain complementary and alternative measures which are catego-
rised as safe may be tried with parental consent.

8  Follow-up and Prognosis

DONALD LIVES ALONE NOW, in the house where his parents raised him. FOR ALL 
THE PROGRESS that Donald has made in the decades since—the driving, the golfing—
conversation is an art that continues to elude him. Except for once a month, that is, when he 
walks out the front door and leaves town. Perhaps the most remarkable aspect of Donald’s 
life is that he grew up to be an avid traveller. He has been to Germany, Tunisia, Hungary, 
Dubai, Spain, Portugal, France, Bulgaria, and Colombia—some 36 foreign countries and 
28 U.S. states in all, including Egypt three times, Istanbul five times, and Hawaii 17 times. 
He’s notched one African safari, several cruises, and innumerable PGA tournaments.

This is the same man whose favourite pastimes, as a boy, were spinning objects, spin-
ning himself and rolling nonsense words around in his mouth. At the time, he seemed des-
tined for a cramped, barren adulthood—possibly lived out behind the windows of a state 
institution. Instead, he learnt to golf, to drive, and to circumnavigate the globe—skills he 
first developed at the respective ages of 23, 27, and 36. In adulthood, Donald continued to 
branch out (Donovan and Zucker 2010).

Regular follow-up is required. Parents often shop for treatment, so ideally, all ser-
vices can be offered in one setting, but this has been mostly difficult to achieve. 
With early and appropriate intervention, long-term outcomes have improved, and 
some children grow into self-sufficiency in adulthood, while several are able to 
function with support. The improvement in several children can be so remarkable 
that we need to adopt a more optimistic attitude. However, caution is needed in 
children with evidence of motor delay.

“Two factors that have been consistently associated with prognosis are lan-
guage development and IQ. Very few children who have not developed some use-
ful communicative speech by the age of 5–6 years have a positive outcome and, 
conversely, individuals who were either cognitively un-testable as children, or who 
had non-verbal scores below 50 were almost invariably reported as highly depend-
ent. Best outcomes have been found for individuals with an IQ of at least 70 in 
childhood (Jayarama and Bhat 2004)”.

Some years after presentation, older children around the age of 10 years to ado-
lescence develop seizures unrelated to the severity of autism. In adults, affective 
disorders and obsessive compulsive behaviour are known to develop (Venkatesan 
2005; Jayarama and Bhat 2004).

Optimal outcome individuals: In a study by Fein, at the University of Connecticut, 
several children lost their diagnosis of autism on all scales of assessment. These opti-
mal outcome individuals (n = 34) were compared on standardised measures to age-, 
sex- and IQ-matched individuals with high-functioning autism (n = 44) or typical 
development (TD group, n = 34). The optimal outcome (OO) and TD groups’ mean 
scores did not differ on socialisation, communication, face recognition or most lan-
guage subscales, although three OO individuals showed below-average scores on 
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face recognition. Early in their development, the OO group displayed milder symp-
toms than the HFA group in the social domain, but had equally severe difficulties 
with communication and repetitive behaviours. These results substantiate the pos-
sibility of OO from autism spectrum disorders and demonstrate an overall level of 
functioning within normal limits for this group (Fein et al. 2013). In an Indian study, 
a single adult was followed up and showed inadequate social functioning (Chaudhari 
et al. 2008). In a small study, 33 of 37 children diagnosed as autistic disorder retained 
their diagnosis. Only 1 out of 6 children labelled PDD NOS retained the diagnosis. 
The follow-up was for about a year (Malhi and Singhi 2011).

9  Ethics

The main issue of ethics arise (a) at the patient and family level in using proven 
methods of treatment and (b) in maintaining confidentiality. As the use of Internet 
increases and parent groups stay in touch across the globe, it is important to be 
aware of new developments in the field and explain pros and cons of different 
remediable approaches, permitting parents to make informed choices. In a broader 
framework, it is necessary to protect Indian families and children from experimen-
tal use of new drugs, whose side effect profile is not yet fully understood. This is 
more the case when children cannot explain their discomforts. By and large, we 
have kept ourselves from being targeted for drug trials, but constant vigilance is 
necessary. Greater attention to ethical issues will enhance the quality of epidemio-
logical, genetic and treatment studies (Daley et al. 2013).

10  Facilities

10.1  The Action for Autism (AFA)

An important development has been the formation of the AFA by Mrs Merry Barua. 
The AFA was started in 1991 to provide support and services to persons with autism 
and their families, and to create an environment in India, in which people with autism 
are able to grow to their full potential. The AFA is now the primary organisation in 
South Asia specialising in ASDs. The AFA is a non-profit organisation whose mis-
sion is to facilitate a barrier-free environment, empower families of individuals with 
ASD, act as a catalyst for change and build community responsibility for main-
streaming of all persons with ASD.1 In a review of facilities available for children 
with autism and mental retardation, the models in use were special schools, inclusive 
schools, home-based education and units established by parent groups; 46.8 % pre-
ferred home-based education, 25.8 % were in special schools, and 19.4 % were in 
inclusive schools (Karnath Aluri and Karanth 2002). The educational support systems 
available to children with ASD have been reviewed elsewhere (Narayan et al. 2005).

1 Action for Autism www.autism-india.org/afa.

http://www.autism-india.org/afa
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Architecture: Architects too have shown interest in designing environments. It is 
possible to design better environments for children with autism by using tools like the 
researcher environment checklist (REC), teacher performance scale (TPS) and teacher 
environment rating checklist (TEC). Guidelines could be formulated for building design 
and landscaping to create the most conducive environment (Khare and Mullick 2008).

Organisations like the AFA can serve as an umbrella organisation to facilitate 
multicentre epidemiological studies, uniform assessment, early detection, inter-
vention, follow-up and advocacy for children with autism. Already, the AFA has 
brought autism under the purview of the National Act for Persons with Disabilities 
and under the National Trust.

10.2  Government Initiatives

Services for persons with autism have been summarised by Bhargava as a report. 
She has summarised the details of several schemes available to persons with ASD 
(Bhargava 2010).2, 3

The National Trust: Setting up the National Trust for the Welfare of Persons 
with Autism, Cerebral Palsy, Mental Retardation and Multiple Disabilities Act, 
1999, was an important step. The Act facilitates the realisation of equal opportuni-
ties, protection of rights and full participation of persons with disabilities and pro-
vision for appointment of legal guardian for persons with disabilities.

To promote inclusive school education, the following facilities have been created:

 (a) Sarva Shiksha Abhiyan (SSA)

The key objective of SSA is Universalisation of Elementary Education (UEE), 
three important aspects of which are access, enrolment and retention of all chil-
dren aged 6–14.

(b) Inclusive education for the disabled at secondary stage (IEDSS)

The IEDSS, launched in April 2009, provides assistance for the inclusive educa-
tion of children with disabilities of Classes IX–XII including autism. Funds are 
provided for activities such as identification and assessment, assistive devices, 
allowance for transport, escorts, readers, uniforms, books and stationary.

(c) Capacity building of special teachers

Course curricula have been developed and standardised by the Rehabilitation 
Council of India (RCI) for (i) Diploma in Special Education (ASD) and (ii) B.Ed. 
in Special Education to handle the special needs of students with disabilities 
according to the National Trust in inclusive classrooms.

2 National Trust for the Welfare of Persons with Autism, Cerebral Palsy, Mental Retardation and 
Multiple Disabilities Act 44 of 1999. New Delhi.
3 Persons with Disability Act. Government of India. Persons with disabilities (Equal opportuni-
ties, Protection of rights and Full participation), Act, 1995, New Delhi.
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(d) Support for children with autism

The Central Board of Secondary Education (CBSE) has made several changes 
in the examination by-laws in February 2009 to help children with disabilities, 
including those with autism, giving the board (public) examinations of Class X 
and XII, which strengthen earlier relaxations.

(e) Other benefits

Health insurance, scholarships, income tax benefits to families, travel concessions, 
banking simplification and legal support have also been simplified.

10.3  The Role of NGOS

In a recent review, Patel has specifically called for the inclusion of MHNGOs as full 
partners of the government services in the National Mental Health Programme. Such 
a partnership could take several forms, including participation in committees to mon-
itor the NMHP in each district, become providers of the DMHP services or provide 
community-based services like day care centres. NGO placements should become 
mandatory for psychiatric training, and NGO representation should be sought in all 
committees, planning at the state and national levels (Thara and Patel 2010).

11  Conclusion

In the past 70 years since the world became aware of autism, a great deal of sci-
entific advance has taken place and information grown exponentially, but we still 
cannot see the woods for the trees. As a postgraduate student, one of my early 
seminars was on childhood autism and I believe my abiding interest in autism 
began in 1975. At that time, the incidence was reported to be 1:10,000–1:40,000 
children. In 70 years, we have not improved on the inclusion criteria for diagnosis. 
Autism continues to be a disorder characterised by patterns of delay and deviance 
in the development of social and communicative skills with behavioural problems, 
often associated with exceptional skills, and arising in the first few years of life. 
Everything else about autism is a controversy. The name we call it by, the prev-
alence rate, the assessment, the aetiology, the investigation and treatment and of 
course prognosis. For every little step of progress comes a question. In 2013 comes 
the contradiction that the theory of a lack of neural connectivity noted on functional 
MRI may be an artefact caused by movement of the head. Some of these artefacts 
could be got rid off by “scrubbing”, but the neural theories would need a rethink-
ing (Deen and Pelphrey 2012; Wolff et al. 2012). We no longer blame parents for 
being cold and unemotional, but instead are confronted by an array of causative 
possibilities. Older fathers and migrant mothers have been implicated. Epigenetics 
is being given greater recognition in all branches of medicine. The interplay of 
several genes is now considered as aetiologically relevant. Every day brings new 
additions to the list of implied causative genes; a gene encoding a sodium proton 
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exchanger is a new entrant. Markers of inflammation are being increasingly iden-
tified with elevated levels of cytokines and transcription factors in children with 
autism. Earlier gold standards like the ADOS will now have to be revised in the 
light of DSM V. Along the way, we seem to have created and consolidated encapsu-
lated areas in the gestalt of autism best exemplified by Insel’s Kingdoms.

On 26 February 2013, Thomas R. Insel, Director NIMH, wrote on his blog that 
there appear to be Four Kingdoms of Autism.4 He has hypothesised that the cur-
rent perspectives on autism seem like four well-fortified kingdoms “each with its 
own truths. And each too often fails to understand or even recognize that their 
truths may not apply to all kingdoms”. Much like Kipling’s blind men of 
Hindostan, each was partly in the right.

(i) The Illness kingdom: Here, the search is for disease biomarkers to assist in 
diagnosis and molecular targets for drug treatments—and—eventually reduce 
the need for services.

(ii) The Identity kingdom: This supports adults who were once on the spectrum 
and now face problems in the “neurotypical” world rather than seeking to 
become “neurotypical”, they advocate for acceptance or inclusion (“nothing 
about us without us”) as well as recognition that autistic thinking may yield 
innovative solutions. As Temple Grandin asks rhetorically “Who do you think 
made the first stone spears?—The Asperger’s guy. If you were to get rid of all 
the autism genetics, there would be no more Silicon Valley.5”

(iii) The Injury Kingdom: One of the more heated arguments surrounding autism 
has been on the possible role of vaccination and has led parents to feel 
betrayed by mainstream medicine who have then “turned to alternative treat-
ments based on detoxification, diet, or oxidative stress. This kingdom advo-
cates for prevention, recognising that identifying the cause is the most direct 
path to stopping the soaring prevalence of autism”.

(iv) The Insight kingdom: These scientists use autism as s as an opportunity to 
study the social brain through procedures like mapping of the brain.

Insel rightly suggests that while all this work is going on, the most important activity 
would be for all concerned to work towards the goal of “ensuring that every per-
son on the spectrum, irrespective of wealth, geography, or ethnicity, receives the 
best treatments and services”. The best strategy to reunite the kingdoms is though 
proven efficacy of prevention and intervention. Every delay hurts some child some-
where and keeps some family in distress. This frantic pace of research, the evolving 
theories and the need for convergence of different disciplines emphasise the need for 
multicentre studies. In India, the most immediate research need is for epidemiologi-
cal studies. These should be followed by training therapists in EI and best manage-
ment practices. A parent body that would supervise and link collaborating agencies 
in a fund-efficient and cooperative manner seems the need of the hour. Much like 

4 Insel T, http://www.nimh.nih.gov/about/2013/the-four-ingdoms-of-autism.shtml. The four 
kingdoms of Autism Thomas Insel on February 26, 2013.
5 Tedtalk TEDTalk 2010 Temple Grandin.

http://www.nimh.nih.gov/about/2013/the-four-ingdoms-of-autism.shtml
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protocols are shared in several countries for diseases like cancer, an Indian consor-
tium of interested medical and other professionals including basic scientists, edu-
cationists, psychologists, social workers, occupational and physiotherapists, speech 
and language specialists and dialecticians would save time, enhance the quality of 
research and prevent duplication. Using tried and tested methods would translate into 
meaningful patient and family care. To conclude, we are short of time, and we can-
not wait another 70 years to solve all the mysteries of autism. Our time starts now.
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1  Introduction

Adolescence is a period of transition from childhood to adulthood, which is marked 
by several biological, cognitive and psychosocial changes. It is a unique develop-
mental phase in one’s life and is often shaped by the prevalent socio-economic and 
cultural context. The World Population day, 2003 declared it as the year of ‘one bil-
lion adolescents’ with a call for action towards health, information and services for 
adolescents (UNFPA 2003). Nearly, one-fourth of the world’s adolescents reside in 
India (Census of India 2001). With over 15 % of adolescents meeting the criteria for 
caseness internationally, it translates into huge absolute numbers for India (Roberts 
et al. 1998). The mental health needs of this population group are distinct from 
both children and adults. Adolescent health has recently gained some prominence 
in national health policies, but the focus has largely been on sexual or reproductive 
health, while the mental health continues to be low in priority.

This chapter reviews and summarises the available Indian research on psycholog-
ical health and psychiatric disorders among adolescents, highlighting the gaps in the 
evidence and provides future directions for adolescent mental health in India. Child 
psychiatry has been covered elsewhere as a separate chapter in this book. While 
WHO defines adolescence as spanning between 10 and 19 years, however, it has 
been more variable in Indian studies. As 18 years is the legal age for adulthood, most 
clinical services in India consider those between 12 and 18 years as adolescents.
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2  Profile of Indian Adolescents

There are nearly 240 million adolescents in India, who form more than 22 % of 
the population. The sex ratio for adolescents is 882 females per 1,000 males 
(Census of India 2001; UNICEF 2011).1 The social and cultural profile of adoles-
cents in India is briefly summarised here.

In India, the onset of adolescence is often marked by religious or ritualistic cer-
emonies and adolescent boys and girls are expected to follow a code of conduct. 
Certain restrictions are imposed on girls’ behaviour after the onset of puberty, while 
boys begin to exercise greater freedom to move about and seek educational and voca-
tional pursuits more freely. Adolescent lifestyles often vary as a result of factors such 
as residence, ethnicity and socio-economic status of their families. Adolescent boys 
in rural families often engage in learning vocation or family craft, while adolescent 
girls are engaged in household responsibilities (cooking, cleaning, taking care of 
younger siblings, sewing, etc.) in preparation of an early marriage. In contrast, urban 
adolescents from higher socio-economic status have access to resources for educa-
tional and other pursuits and may lead a more westernized lifestyle. Adolescents 
from urban lower class or urban slums are least privileged in several respects and are 
quite vulnerable to malnutrition, poor health, sexual exploitation and drug use.

As per the findings of the National Family Health Survey-3, 2005–2006 (NFHS-3),  
27 % of girls are married and 50 % of boys between 15 and 19 years are employed 
(National Family Health Survey-3 2007). Nearly 25 % in rural areas and 10 % in 
urban areas are illiterate. Gender disparities persist in the education sector, with enrol-
ment rates being lower for girls at all stages of school. Boys and girls (15–19 years) 
reported relatively more high-risk sexual activity and lower use of condoms compared 
to 20–24 years age group (National Family Health Survey-3 2007).

The recent socio-cultural changes, weakening of social support from kinship, 
ambiguity of societal values and increasing gap between aspirations and possible 
achievements have contributed to inter-generational conflicts. Nonetheless, family 
as an institution continues to play a large role in influencing adolescents across all 
sections of the society in India.

3  Adolescent Psychiatry: Need for a Separate Emphasis?

George Patton argued for the need to view adolescent mental health as a unique sub-
specialty on its own, distinct from the child mental health (Patton 1996). While it was 
met with considerable debate (Birleson and Luk 1997), nonetheless, it raises an impor-
tant issue of placing a special, if not separate, emphasis on adolescent mental health.

In the Indian context, the available mental health studies on younger popula-
tion have either not included, or only partially included the adolescent group 
(with a cut-off of 14 or 16 years for child samples) and more often than not, the 

1 Planning commission. Report of the working group on adolescents for 10th five year plan. 
Government of India. Available at: http://www.planningcommission.nic.in/aboutus/committee/ 
wrkgrp/wg_adolcnts.pdf. Accessed on May 19, 2013.

http://www.planningcommission.nic.in/aboutus/committee/wrkgrp/wg_adolcnts.pdf
http://www.planningcommission.nic.in/aboutus/committee/wrkgrp/wg_adolcnts.pdf
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sub-analysis for adolescent age groups is often not found in the study findings. 
The studies exclusively focussing on mental health of adolescents are far few 
between and have emerged only in recent years. The need for a special emphasis 
on adolescent mental health is highlighted below.

(1) Adolescence is remarkably different from childhood in psychological development, 
with a potential bearing on the approach, assessment and interview styles (Pataki 
2009). The unique characteristics which emerge during adolescence involve:

(a) a tendency to experiment and seek novel experiences
(b) a heightened sense of invulnerability, invincibility or a low risk perception
(c) an intense desire for independence, rebelliousness
(d) an inner search for self-identity
(e) high influence of role models
(f) need for peer approval, peer opinions valued higher than authority figures
(g) higher cognitive/prefrontal cortex functions not yet mature (decision mak-

ing, reasoning, impulse control).

(2) Several psychological issues and concerns are unique to adolescent years. There 
may be dissatisfaction with one’s body image or there may be confusion over one’s 
identity as an individual. At times, the academic expectations may be set high for 
self and the constant reinforcement by parents may lead to unrealistic demands or 
goals, posing an increased stress during board examinations. The experimentation 
with ‘gateway’ drugs such as tobacco, alcohol and inhalants may lead to indulgence 
in high-risk behaviours, such as driving under influence. The issues of intimacy and 
initiation of romantic relationships are another common source of conflict with par-
ents, especially as the adolescent is still a minor. All these behaviours are likely to 
lead to psychological ill health and affect the functioning at home or school.

(3) The prevalence and pattern of mental and behavioural disorders show a dis-
cernible change during adolescence. Depressive disorders become more prev-
alent, different manifestations of anxiety emerge. Behavioural disturbances, 
such as suicidality, eating disorders and substance abuse, which are uncom-
mon during childhood, may begin to emerge in these years. Schizophrenia and 
psychotic disorders typically mark their onset by end of adolescence or youth 
years. Pre-existing psychiatric disorders may often extend from childhood to 
adolescence interfering with psychosocial adjustment or may be precursors for 
another mental disorder. There is a considerable burden of illness associated 
with adolescent mental disorders and there is also a potential scope for pri-
mary or secondary preventive interventions at this age (Patton 1996, 1998).

4  Prevalence of Adolescent Mental Health Problems  
in India

Worldwide, mental and behavioural disorders pose the highest disease burden 
among the adolescent age group. Problems related to mental health and behaviour 
account for 24.7 % of total disability adjusted life years (DALYs) among the 10 to 
19 year olds across the world (with mental illness contributing 18.6 %, self afflicted 
injury to 3.2 % and alcohol use disorders 2.9 % of total DALYs, Mathers 2009).
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5  Community Surveys

Some of the earliest epidemiological surveys on general population in India had 
included individuals across all age groups, including those aged between 10 and 
20 years (Sethi et al. 1967; Pillai et al. 2008). The prevalence rates for mental dis-
orders in this younger sub-sample varied between 1.8 and 9.6 % across the sur-
veys, as summarised in Table 1. It is to be noted, however, that these surveys were 
not specifically geared towards detecting morbidity in adolescents. Most of ear-
lier surveys had used same instruments or interviews for adult as well as younger 
population groups, which could have lead to under-detection of mental morbidity.

While some recent surveys are now available for prevalence of psychiatric dis-
orders in child population, but there are hardly any surveys focusing on adolescent 
age groups. A methodologically robust study by Srinath et al. (2005) reported a 
prevalence rate of 12 % among children aged 4–16 years. In such surveys with 
upper cut-off of 14 or 16 years, the adolescent rates have not been provided sepa-
rately. It is, therefore, clear that there has been a lack of separate emphasis on ado-
lescent mental health in the psychiatric epidemiological surveys from India.

A recent population-based survey by Pilli et al. (2008) attempted to assess cur-
rent mental morbidity among 2,048 adolescents (aged 12–16 years) from urban 
and rural areas of Goa. The current prevalence of any DSM–IV diagnosis was 
1.81 % [95 % CI 1.27–2.48]. The most common diagnoses were anxiety disorders 
(1.0 %), depressive disorder (0.5 %), behavioural disorder (0.4 %) and attention-
deficit hyperactivity disorder (0.2 %).

In a prospective study for incidence of psychiatric disorders, school children 
(aged 4–11 years) were followed after 6 years, at which time the sample was aged 
between 10 and 17 years (Malhotra et al. 2009). The incidence for child and ado-
lescent psychiatric disorders was 18 per thousand per year (95 % CI: 0–37), of 
which half had neurotic, stress-related and affective disorders; and 10 % had per-
sonality and behavioural disorders. Overall, about 40 % children presented with 
disorders that had onset specific to childhood, while rest of conditions were early 
onset psychiatric disorders which are usually seen in adults. Separate findings for 
adolescent sample were, however, not available.

5.1  School Surveys

Recent surveys have attempted to assess the prevalence of mental health problems 
in school-going adolescents (Rao 1978), Nair et al. (2012). In addition, these also 
provide some insight into the academic, family or personal problems affecting the 
mental health of students in secondary or higher secondary classes (Table 2).

Bhasin et al. (2010) assessed all students from standard 9–12 for presence of depres-
sion, anxiety and stress in a purposively selected school sample, with adolescents 
mostly from affluent backgrounds. A significant proportion of the students had a high 
level of depression, stress and anxiety scores, which were correlated with each other, 
and inversely related to academic performance. Depression and stress was significantly 
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associated with the number of adverse events in the student’s life over past one year. 
Anxiety and stress was particularly high in board classes (standards 10th and 12th).

Reddy et al. (2011) assessed urban school adolescents for mental and behav-
ioural problems and found that 28 % had either abnormal or borderline abnormal 
score on the Strengths and Difficulties Questionnaire (SDQ). Nearly, one in ten 
had an abnormal SDQ score, and one in five had a difficulty. While male adoles-
cents had higher scores on conduct problems, female adolescents scored particu-
larly high on the emotional symptoms subscale.

In another large-scale school-based study, 61.2 % adolescents reported scho-
lastic problems, 22.1 % family-related problems, 31.9 % personal problems and 
15.2 % adjustment problems, with boys reporting a higher percentage. Body 
image disturbances were present in two-thirds of adolescents (Nair et al. 2012).

5.2  Hospital-based Studies

Several researchers have described the profile and pattern of psychiatric dis-
orders among the treatment seeking adolescent patients, Nagaraja et al. 2005, 
Sidhu (2012) as summarised in Table 3. Psychosis, mood disorders, neurotic and 
stress-related, and somatoform disorders were the most common reasons for con-
sultation. Conduct disorder was also a common reason for consultation in the 
clinic-based sample. This profile of adolescent disorders is quite different from 
that in children visiting psychiatry clinics.

6  Factors Affecting the Psychological Health of Indian 
Adolescents

There is often a complex socio-ecological framework of risk factors operating in 
various contexts, which are central to the lives of adolescents (self, home, school, 
peer group and neighbourhood). There is sufficient evidence, including evidence 
from low- and middle-income countries that factors such as dysfunctional family 
structure and relationships, poverty, urbanisation, academic failure, substance use, 
and physical and sexual abuse are associated with impaired emotional functioning 
in adolescents (Patel et al. 2008). There is a significant role of genetic factors as 
seen in many international studies, and a few hospital-based studies from India. 
For example, a family history of psychiatric illness was seen in about 40 % of 
child and adolescent sample with mood disorders (Sagar et al. 2012).

There is a dearth of large-scale systematic studies exploring population-based 
risk factors for adolescent psychiatric disorders. In a large community-based sam-
ple from Goa, the following emerged as significant risk factors associated with 
adolescent mental disorders (Pillai et al. 2008):

•	 residence in urban areas
•	 an outgoing ‘non-traditional’ lifestyle (frequent partying, going to the cinema, 

shopping for fun and having a boyfriend or girlfriend)
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•	 difficulties with studies
•	 lack of safety in the neighbourhood
•	 gender discrimination
•	 a history of physical or verbal abuse
•	 tobacco use.

Among higher secondary school-going adolescents (n = 811; average age of 16 years), 
nearly one-third reported experiencing some form of sexual abuse over past 12 months 
and 6 % reported experiencing forced sex. Both boys and girls reported experienc-
ing sexual abuse. These adolescents had significantly poorer academic performance, 
poorer mental and physical health, greater substance abuse, poorer parental relation-
ships and higher rates of consensual sexual behaviours (Patel and Andrew 2001).

Runaway adolescents were found to have high hopelessness, depression, sui-
cidal attempts, and history of physical and sexual abuse, substance use and behav-
ioural problems. Such vulnerable groups of adolescents are at risk of suffering 
from a wide array of mental health problems (Khurana et al. 2004).

Some of the psychosocial factors which are especially relevant in context of 
psychological health of Indian adolescents have been discussed below:

6.1  Family Factors

Having one’s family as the primary source of social support is associated with 
lower prevalence of mental disorders (Pillai et al. 2008). In traditional societies, 
the joint family system ensures a strong role of extended family members in the 
upbringing of children. In the past few decades, several socio-economic changes 
such as urbanisation, migration and consumerism have contributed to an increase 
in nuclear families, and if sufficient parental attention is not paid to them, adoles-
cents may face loneliness and isolation. In general, the emotional unavailability of 
parents is likely to have long-term psychological consequences in the form of low 
self-esteem and vulnerability to depression.

In a large school-based sample (13–15 years), high levels of parental involve-
ment (indicated by regular homework checking, parental understanding of their 
child’s problems, and parental knowledge of their child’s free-time activities) was 
significantly associated with better mental health. Adolescents with more parental 
involvement were less likely to have loneliness, insomnia due to anxiety, sadness 
and hopelessness (Hasumi et al. 2012).

6.2  School/Academic Factors

Overall, the education in India is a tremendously competitive field, though 
recently some measures have been taken to change the educational system. 
A high level of stress is frequently seen among students, and even parents, as a 
result of unrealistically high academic targets set for students. The parental pres-
sure to over-perform, or enormous expectations from an adolescent in secondary 
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or higher secondary classes, is a frequently seen stressor in clinical practice. The 
term ‘examination’ was found to be a fairly common life event predating the onset 
of depression in school-going adolescents visiting the child and adolescent clinic 
at the All India Institute of Medical Sciences (AIIMS), New Delhi especially in 
the months of February and March when the semester ends in most schools (Garg 
2004). Headache was observed to a common presentation among adolescents who 
are high achievers in school, with rigid and perfectionistic traits in another study 
from the same institute (Kayal 2006). At times, adolescents may struggle hard to 
be a topper in order to seek parental approval. Constant comparison between sib-
lings and parental affection conditional on the adolescent’s achievement promotes 
an unhealthy competition between the siblings and acts as a stressor.

6.3  Life Events and Stressors

Adolescents with psychopathology report significantly more stressful life events 
compared to healthy counterparts (Patel et al. 2008). An identifiable stressor or life 
event was reported by 50 % of the younger sample (mean age: 13.68 ± 2.53 years) 
with mood disorders presenting to the child and adolescent clinic of the AIIMS 
(Sagar et al. 2012). These were as follows (in decreasing order of frequency): ill-
ness or death of a family member, interpersonal conflicts, academic stressors like 
failure in examination, and change of residence or school. Parental divorce is a 
common stressor seen in clinics in urban settings, which may translate to peer 
rejection, low self-esteem, and change of school or residence, all of which may 
pose additional stress. The gender atypical behaviour in adolescence may lead 
to inner conflicts and parental or societal disapproval. The adolescent coming to 
terms with homosexual orientation may feel rejected and lonely and may be at a 
greater risk for substance use, depression and suicide (Russell and Joyner 2001). 
The socio-economic stressors faced by adolescents in India such as parental unem-
ployment or poverty may lead to chronic stress among adolescents.

6.4  Lifestyle Issues and Concerns

Several lifestyle-related issues (eating behaviours, sexual behaviours and substance 
use) may have the potential to impact the physical as well as mental health of ado-
lescents. In a large sample of 1,500 adolescents, inappropriate dietary practices (fast 
food consumption, cold drinks, low fruit and vegetable intake), sedentary activities, 
irregular sleeping habits, less religiosity, milder activity pattern, unhealthy daily rou-
tine and pursuance of different forms of risk behaviours were commonly seen (Singh 
and Mishra 2012). Between 10 and 30 % of school-going adolescents in India are 
overweight and nearly 5 % have obesity. It is especially more among adolescents from 
parts of Punjab, Maharashtra, Delhi, and south India, and among affluent urban ado-
lescents. (National Family Health Survey-3 2007; Srihari et al. 2007; Singhal et al. 
2010; Mehta et al. 2007). The prevalence of some form of sexual activity or contact 
varies between 8 and 30 % among adolescent boys and 6–15 % of adolescent girls 
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(Shashikumar Ramadugu et al. 2011; Lakshmi et al. 2007). Four per cent of males 
and 1 % of females reported sexual intercourse (Lakshmi et al. 2007). Adolescents 
having unfriendly relationship with parents had higher likelihood of sex initiation, 
and those who reported sexual abuse, sexually transmitted disease symptoms, smok-
ing and those who had not read scientific literature on reproductive and sexual health 
were more likely to have initiated sex from an early age (Sahay et al. 2013). A number 
of health problems may arise from risky behaviours, such as sexual activity and sub-
stance abuse initiated from an early age. Irregular dietary practices, being overweight 
and early initiation of sex or substance use, may influence the psychological health of 
the adolescent population in addition to increasing the likelihood of physical disorders.

It is also important to keep in mind that some of the abnormal adolescent behav-
iours or lifestyles might represent just the extreme end of normal distribution, and 
there may be difficulty in labelling them as pathological. It is better to take into 
account the normative peer behaviours, and the familial and socio-cultural context 
to seek a better understanding of mental health problems of adolescents.

7  Adolescent Psychiatric Disorders: Indian Studies

7.1  Behavioural Disorders with Onset in Childhood 
(Attention Deficit Disorders, Conduct Disorder)

Some disorders with onset during childhood may extend into adolescence and 
beyond. Such disorders may interfere with the normal psychological development, 
social skills acquisition, academic performance and adjustment at school.

Attention-deficit/hyperactivity disorder (ADHD) is a common and chronic con-
dition requiring long-term management. While hyperactivity often subsides during 
early adolescence, but inattention may continue to persist. Most Indian studies on 
ADHD have, however, focussed only on samples of children. Few adolescents, even 
if included, were not described separately in terms of phenomenology, co-morbid-
ity or management. A comparative study of DSM IV and ICD-10 criteria for diag-
nosing attention deficit disorders found that while there was a significant overlap 
between the two, the ICD-10 criteria could diagnose only 70 % of the children and 
adolescents in contrast to 100 % in case of DSM IV (Sitholey and Agarwal 2012). 
In another study on comorbidity, 13.5 % children and adolescents with ADHD also 
had comorbid bipolar disorder (Sivakumar et al. 2013). There is also an increased 
likelihood of progression to substance use disorders beginning from an early age 
among those with ADHD (Sringeri 2008). A 6-month outcome of children and ado-
lescents with ADHD on treatment was assessed in a prospective study. The SDQ 
revealed significant reduction in total difficulty score, the conduct problem sub-scale 
and peer relationship problem score. Significant improvement in severity of ADHD 
and academic and psychosocial functioning is possible in ADHD (Deb et al. 2011).

The prevalence of the conduct disorder varies from 7 to 11 % during childhood 
in most studies and is more common in boys. The ratio of male to female conduct 
disorders is lower for the adolescent-onset type than for the childhood-onset type 
(Shastri et al. 2010).
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Children and adolescents with conduct disorder are at increased risk of devel-
oping antisocial personality disorder and psychopathy later in life. A biological 
study from India sought to investigate whether any developmental abnormalities 
are present in the uncinate fasciculus of younger individuals (27 adolescents and 16 
healthy controls) with conduct disorder using DT-MRI tractography (Sarkar et al. 
2013). Participants in the conduct disorder group had a history of serious aggressive 
and violent behaviour, including robbery, burglary, grievous bodily harm and sexual 
assault. Adolescents with conduct disorder had a significantly increased fractional 
anisotropy and reduced perpendicular diffusivity, in the left uncinate fasciculus. 
The study concluded that the adolescents with conduct disorder have significant dif-
ferences in the ‘connectivity’ and maturation of uncinate fasciculus.

7.2  Mood Disorders Adolescents with Depression

7.2.1  Depression

Adolescent depression shows discernible changes from childhood depression in 
terms of prevalence, gender differences and phenomenology (Pattanayak et al. 
2012; Das 2003). The prevalence rates of depression show an increase from child-
hood (1–2 %) to adolescence with a cumulative probability of 10–20 % by late 
adolescence, which is same as adult rates. The rates of depression which are similar 
across both genders in children are almost twice in adolescent females compared to 
adolescent males. Certain depressive symptoms, e.g. subjectively depressed mood, 
hopelessness, guilt, atypical and melancholic symptoms are typically reported by 
adolescents with depression, rather than depressed children. There is a higher risk 
of suicidal attempts or completion among adolescents compared to children with 
depression. Approximately, 40–90 % adolescents with depression have a  comorbid 
psychiatric disorder, which includes anxiety disorders, conduct disorders, substance 
abuse and personality disorders in case of adolescents and hyperactive and conduct 
disorders in childhood (Pattanayak et al. 2012; Das 2003). The issue of aetiologi-
cal continuity versus discontinuity in childhood, adolescent and adult depression 
remains debatable. Depression and stress are prevalent in school-going adoles-
cents, especially among girls. Further, it was found to be associated with a number 
of significant life events over past one year of the adolescent’s life (Bhasin et al. 
2010). Few studies have attempted to assess depression in adolescents who are 
school dropouts. About 11 % of school dropouts had severe and extreme grades of 
depression on Beck’s Depression Inventory (BDI) in contrast to 3 % among school-
going adolescents (Nair et al. 2004). Depression during the formative adolescent 
years may lead to several adverse long-term consequences. The levels of depres-
sion, stress and anxiety were inversely related to academic performance (Bhasin 
et al. 2010). Proper identification of depression is crucial to early management and 
prevention of suicidal risk. The psychometric properties of the BDI and Children 
Depression Rating Scale-Revised (CDRS-R) were found to be satisfactory for use 
among Indian adolescent subjects visiting primary-care and paediatric settings. 
Basker et al. (2007a, b) and Russell et al. (2012) compared the diagnostic accuracy 
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of a self-rated (BDI) and a clinician-rated (CDRS-R) measure of depression in 
Indian adolescents across three schools. While BDI was found to have a better 
sensitivity, CDRS-R had a better specificity. It might be prudent to use both these 
instrument simultaneously to improve the identification of depression in primary-
care settings, including school or college health clinics. Not much research is avail-
able on course or outcome of adolescent depression in India.

7.2.2  Bipolar Disorder/Mania

Few available studies have assessed the profile, comorbidity and course of ado-
lescent bipolar disorder. Reddy et al. (1997) sought to examine the clinical pro-
file of mania in bipolar disorder in a sample of 21 children and adolescents. The 
most common symptoms were pressure of speech, irritability, elation, distractibil-
ity, increased self-esteem, expansive mood, flight of ideas and grandiose delusions, 
which appeared to be more or less similar to adult mania. Additionally, 61 % had 
delusions and/or hallucinations. No subject had comorbid attention-deficit hyperac-
tivity disorder (ADHD) in this study, but as many as 25 % of child and adolescent 
subjects with bipolar disorder had comorbid ADHD in another study from north 
India (Sivakumar et al. 2013). Anxiety disorders are another common comorbid-
ity in early onset bipolar disorder. Among the 46 adolescent subjects with remitted 
bipolar disorder, the prevalence of current and lifetime anxiety disorders was 28 and 
41 %, respectively. Compared with others, adolescents with anxiety had more life-
time suicidal ideation, more number of episodes, lower physical, psychosocial, and 
total subjective quality of life, and lower global functioning. Anxiety disorders were 
associated with a poorer course and low functioning in bipolar disorder. Prompt 
recognition and treatment of anxiety disorders in mood disorders are important for 
comprehensive management. Ratheesh et al. (2011), Srinath (1998) conducted a 
study to assess the course and predictors in early onset bipolar disorder. A total of 
30 subjects in childhood and adolescence were assessed systematically at baseline 
and 4–5 years later. All subjects had recovered from their index episodes and none 
exhibited chronicity, however, two-thirds had relapsed, mostly within 2 years of 
recovery from index episodes. No specific predictors of recovery and relapse could 
be identified. The study implied that in view of the high rates of relapse in the cru-
cial developmental phase of a young individual, long-term maintenance medication 
should be considered in juvenile bipolar patients, even if it is a first episode (Srinath 
1998). Family stressors such as parental substance use, marital discord and lower 
socio-economic status are associated with poor treatment response (Kayal 2006).

7.3  Suicide and Self Harm

Suicide is a leading cause of death among young people in India. One of the earliest 
papers on suicidal attempts among student population was by Venkoba Rao (1972) 
who described 35 young people with attempted suicide, of which seven attempts 
proved fatal. In a study evaluating the cause of death among those aged 10–19 years 
in a rural population of 108,000 in south India, suicide accounted for about a quarter 
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of all deaths in boys and between 50 and 75 % of all deaths in girls. The average 
suicide rate for girls was 148 per 100,000 and for boys, 58 per 100,000 (Aaron et al. 
2004). These rates are one of the highest for young population across the world.

Most studies from India have found that about 4–16 % of adolescents have sui-
cidal ideation and nearly 0.4–5 % have attempted suicide (Arun 2009; Pillai et al. 
2009; Sharma et al. 2008). Females had higher prevalence of suicidal thoughts 
and attempts compared to male adolescents. A retrospective analysis of 222 cases 
of suicidal deaths in age group 10–18 found that the commonest age group was 
15–18 years in both the sexes and most common method was hanging (57 % in 
girls, 49.5 % in boys) followed by poisoning (Lalwani et al. 2004). Adolescent sui-
cidal behaviour is associated with female gender, premarital sex, physical abuse 
at home, lifetime experience of sexual abuse, probable common mental disorders, 
psychological distress, academic incompetence, mother’s working status and peer 
relationship problems (Pillai et al. 2009; Sharma et al. 2008).

Adolescent who attempted suicide had significantly higher levels of depres-
sion, hopelessness, lethality of event and stressful life events compared to adults 
(Sudhirkumar 2000). Poor impulse control, childhood trauma and life events are also 
commonly seen in association with adolescent suicide behaviours. The common life 
events preceding suicidal attempts are mostly failure in examinations, anticipated pun-
ishment and impending loss of love or romantic relationship, among others (Jena and 
Siddhartha 2004). A recent study by Nair et al. (2013) sought to characterise the need 
and identify the predictive factors for preventive consultation or hospitalisation for 
adolescent suicide in a rural community setting. Of the 500 adolescents, 2 and 0.6 % 
required emergency consultation and hospitalisation, respectively. Males needed more 
preventive action. Age, gender, and presence of anxiety or depressive disorder inde-
pendently predicted a need for protective action and, together contributed to a par-
simonious predictive model. More such studies assessing the preventive strategies 
implemented at a community level and identifying vulnerable individuals are needed.

7.4  Neurotic, Stress Related and Somatoform Disorders

7.4.1  Anxiety Disorders

Anxiety disorders are commonly encountered among adolescent population. Deb and 
Walsh (2010) assessed anxiety among a group of 460 adolescents (aged 13–17 years) 
from Kolkata using the State-trait Anxiety Inventory. Results show that anxiety was 
highly prevalent in the sample with 20 % of boys and 18 % of girls having high anxi-
ety levels. Anxiety was significantly associated with following being a boy, studying 
in Bengali medium schools, belonging to middle socio-economic class (middle socio-
economic group) and having working mothers. Results also show that a substantial 
proportion of the adolescents perceived they did not receive quality time from fathers 
(32.1 %) and mothers (21.3 %) and did not feel comfortable sharing their personal 
issues with their parents. Social withdrawal in adolescents is also thought to emanate 
from fear or social anxiety, though recent study by Bower and Raja (2011) observed 
that it is best conceptualized as a multifaceted construct.
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7.4.2  Chronic Headache

Chronic headache is a frequent cause of distress for adolescents, often prompting 
them to seek medical or paediatric consultations. Many a times, the chronic headache 
is associated with psychological or psychiatric, rather than medical reasons. Chronic 
headaches of all kinds and not just due to somatoform pain disorder are discussed 
here. In a clinic-based study on phenomenology of chronic daily headache in Indian 
children and adolescents, majority had a more or less specified time of onset of regu-
lar headache spells. In all patients, phenomenology of headache included a significant 
vascular component. Heightened level of anxiety mostly related to academic stress 
and achievement was noted in the majority (Chakravarty 2005). Presence of high 
ambitions, perfectionist traits and need to succeed were observed in the adolescents 
with migrainous headaches (70 %) and tension type headaches (47 %). Parents also 
had high expectations of academic achievement from these adolescents (Mehta 2002).

In a large-scale study of 2,235 adolescents, 58 % reported having recurrent head-
aches in past one year (Gupta et al. 2009). Migraine was the most prevalent type of 
headache (17.2 %), followed by unspecified type of headache (15 %), and tension 
type of headache (11 %). Average age of onset of headache was 11.33 years, and it 
was progressive in 37 % since its onset. Family history of headache was common in 
adolescents with headache. Headache was more prevalent in higher grades and among 
girls. In another study from Delhi, headache types seen in adolescents were migraine, 
tension-type headache and unspecified headache, in that order. Stress was seen to be a 
major precipitant in 40 % of headaches irrespective of type. Majority had been suffer-
ing for 1–2 years before taking a formal consultation (Mishra 2013). Stress manage-
ment techniques may help in effective prevention and control of triggers for headache.

7.4.3  Post-traumatic Stress Disorder

Psychological responses to disasters in adolescents vary widely across cultures. A 
study of adolescents (n = 447) after the Orissa super-cyclone found that a major-
ity had psychological symptoms. Post-traumatic stress disorder (PTSD) was pre-
sent in 30.6 %, and an additional 13.6 % had sub-syndromal PTSD. Parents and 
teachers reported mental health concerns in only 7 %. The study demonstrated 
that PTSD is a valid clinical construct among adolescents in an Indian set-up and, 
though highly prevalent, may be missed without clinical screening (Kar et al. 
2007). About a year after a super-cyclone, psychiatric presentations in adolescents 
were a conglomeration of PTSD (27 %), depression (17.6 %) and anxiety symp-
toms (12 %). The proportion of adolescents with any diagnosis was 37.9 %, and 
comorbidity was seen in 39.0 % of them. Prolonged periods of helplessness and 
lack of adequate post-disaster psychological support were perceived as probable 
influencing factors, as well as the severity of the disaster (Kar and Bastia 2006). In 
a post-tsunami study of adolescents from the Andaman and Nicobar Islands, Math 
et al. assessed adolescent survivors using the MINI International Neuropsychiatric 
Interview (MINI). The most common psychiatric morbidities observed among 
the primary and secondary survivors were adjustment disorder, depression, panic 
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disorder and PTSD, among other disorders (Math et al. 2008). Available research 
highlights the need for identification and intervention for post-disaster psychiatric 
morbidities in adolescent survivors. Low cost, community-based culture-sensitive 
models should be developed for use in disaster affected areas.

7.4.4  Obsessive Compulsive Disorders (OCD)

There is very little research on phenomenology, course or treatment of adolescents with 
OCD. In a study of 54 adolescents with OCD, comorbidity was found in 69 % of the 
sample: 22 % were diagnosed with disruptive disorders; 20 % met criteria for mood 
disorders; 19 % had anxiety disorders; and 17 % had tic disorders (Reddy et al. 2000).

7.4.5  Eating Disorders

Eating disorders have not been captured in any of the community or school surveys 
and are uncommon in clinical settings in India. There is a perception that eating dis-
orders are more likely to be prevalent in Western cultures and may not be as com-
mon in Asian cultures. It is also possible that the disorder differs somewhat in its 
clinical manifestation among Non-Western cultures. Few case reports or series have 
described symptoms or management of patients with eating disorders from India 
(Mendhekar et al. 2009; Khandelwal et al. 1995; Basker et al. 2013). A recent study 
a tertiary-care clinic in north India has described the period prevalence (2001–2006) 
of eating disorders as 1.25 % among clinic population less than 18 years of age 
(Basker et al. 2013). Psychogenic vomiting (85.4 %) was fairly common in these 
patients, and only six patients (14.6 %) with anorexia nervosa were noted.

In a descriptive series of seven adolescent patients with eating disorders, there 
were three boys and four girls. Diagnosis could be made in all of them using 
standard criteria. Five of them were managed in in-patient setting with nutritional 
rehabilitation and family-based therapy. Four patients who had strong family sup-
port recovered (Mammen et al. 2007). A multidisciplinary approach to treatment 
appears to be essential for a good outcome.

7.5  Schizophrenia and Psychotic Disorders

Schizophrenia has been considered to be a neurodevelopmental disorder and typi-
cally has an onset in late adolescence or among youth. Adolescent psychosis is rare 
in community surveys, though it is relatively more common in clinic populations. 
The clinic prevalence of schizophrenia and psychotic disorders among those visit-
ing child and adolescent clinic, AIIMS over a two-year period was 2.5 % (mean age: 
14.17 ± 1.07 years) (Mammen et al. 2007). Acute transient psychoses was common-
est diagnosis followed by schizophrenia, other and unspecified psychotic disorders

The clinical presentation of psychosis is likely to be age, development and possi-
bly culture specific and merits a further research attention. Hallucinations were com-
monest symptoms (auditory 56.5 %; visual 17.4 %) followed by persecutory delusions 
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(26.1 %) in the clinic sample of early onset psychosis. One-third had long-standing 
academic difficulties and one-third had comorbid psychiatric disorder. Family history 
of psychiatric illness was present in 30 % of sample (Pattanayak et al. 2010). In the 
first ever SPECT study of early onset schizophrenia from India, a sample with onset 
at or before 14 years of age was examined (mean age of onset: 12.4 ± 1.4 years) and 
compared with healthy controls. Patients had perfusion anomalies in the left tempo-
ral, frontal and parietal areas and also showed impaired executive functioning on neu-
ropsychological assessments (Malhotra et al. 2006). There is a minimal data on the 
use of electroconvulsive therapy (ECT) in adolescents from India. But available data 
show safety and efficacy of its use. This is especially important in the context of recent 
Mental Health Care Bill in India which prohibits use of ECT in population below 
18 years of age. In a sample of 25 adolescents (aged 13–18 years) who received ECT 
treatment at a tertiary care-centre, catatonic symptoms (68 %) were the most common. 
An average of 10 ECTs was administered per patient (range: 2–21). Response rates 
varied between 77 % and 92 % according to diagnosis, indicating that ECT is effective 
in the treatment of severe psychiatric disorders in adolescents (Grover et al. 2013).

7.6  Substance Abuse

Community surveys suggest that tobacco and alcohol are prevalent substances of 
abuse among Indian adolescents. The Global Youth Tobacco Survey (Global Youth 
Tobacco Survey: India 2009) was conducted on a large sample of school-going 
 adolescents (n = 10,112) aged between 13 and 15 years found that 14.6 % of adoles-
cents were currently using any tobacco product. The finding from a systematic review 
of studies published in India between 1991 and 2007 also indicate that the median 
prevalence of tobacco ever use among school-going adolescents in India is quite high 
(18 %) (Pal and Tsering 2009). In the National Household Survey, 21 % of the sub-
sample was between 12 and 18 years of age (n = 8,587). (Ray 2004) Of total adoles-
cent sample, 3.4 % were current alcohol users, 0.6 % cannabis users and 0.1 % opioid 
users. Adolescents constitute only a small percentage of treatment seekers in drug 
dependence treatment settings (≤ 15 years: 0.4 % and 16–20 years: 4.6 %). Among 
the adolescents who were in contact with Nehru Yuva Kendras across the country, use 
of heroin was seen in 3.3 % of the adolescents using drugs. Potentially serious compli-
cations such as sexual risks, violence and other high-risk behaviours were reported in 
association with adolescent substance use, which may pose a significant public health 
problem (Ray 2004). In a 25 year chart review from a tertiary-care clinic settings, the 
commonest substance of abuse was opioids (76.2 %), of which heroin was reported 
by 36 % of patients (Saluja et al. 2007). Mean age at first use of the primary sub-
stance was 14.8 years and mean age at first presentation was 17 years. About one-
fifth (21.2 %) of the subjects indulged in high-risk behaviours such as having sexual 
intercourse with multiple sexual partners. Nearly half of the subjects had positive fam-
ily history of either drug dependence (40.2 %) or psychiatric disorder (5.5 %). Few 
studies or reports are available on the drug use among street children in India (Ray 
et al. 2009; Benegal et al. 2013) and those admitted to juvenile observation homes  
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(Pagare et al. 2004). Substance use was a common phenomenon in this vulnerable 
population and at times and was reported to be necessary for survival on streets. 
Inhalant use is especially common in a large majority as it is cheap and easily accessi-
ble. An intervention based on life skills money management and building self-esteem 
delivered on streets by means of various activities in six sessions was developed, 
tested and found effective in improving some of the aspects (Ray et al. 2010). Inhalant 
use has also been reported by children or adolescents who are out of school but living 
with their families, and also among those who are school-going students (Ningombam 
et al. 2011). Some studies have described the clinical profile of users of inhalants 
seeking treatment at tertiary-care settings (Kumar et al. 2008; Verma et al. 2011a, b). 
Although biochemical and haematological abnormalities have been described in lit-
erature, but these were not seen in treatment seeking users of inhalants from India 
(Quraishi et al. 2014). Comorbid psychiatric disorders are common especially with 
early onset substance use. More externalising problems were present, and internalising 
problems were also present, though to a lesser extent. A substantial percentage of ado-
lescents using substances had conduct disorder (48–73.3 %), ADHD (16.6–17.4 %) 
and learning disorders in some of them. Further, high-risk behaviours were seen in 
over 10 %, while cognitive impairments were noticed in inhalants users. Low self-
esteem and inadequate coping skills, poor social and family functioning and impaired 
communication skills were frequently noticed, which showed some improvement after 
administration of the treatment module developed as part of the study.

8  Adolescent Service Delivery Models and Interventions: 
Indian Research

Few researchers have attempted to develop and test various models for service 
delivery aimed at adolescent health, including mental health. Schools are impor-
tant places for prevention, promotion and early identification of common mental 
health problems or stressors. Prof. Malvika Kapur has worked extensively towards 
the development of school mental health programmes using only limited resources 
and trained personnel. A descriptive and experiential account has been provided on 
various issues, e.g. process of designing a programme, identification of teachers 
as counsellors, specific strategies of counselling and training of teachers (Kapur 
1997). A model of health promotion among adolescents using life skills approach 
in secondary schools has been described by Bharath and Kumar (2010). The 
model uses experiential learning with peers using participatory methods, thereby 
enabling the adolescent with psychosocial skills. The school infrastructure and 
teachers are involved for its implementation as a co-curricular activity for maxi-
mum effect. It covers nearly 55,000 adolescents in secondary schools across four 
districts in Karnataka. The adolescents in the programme had significantly bet-
ter self-esteem, perceived adequate coping and better adjustment in general, and 
specifically with teachers, in school, and pro-social behaviour. Compared to dis-
pensary-based adolescent health clinics, utilisation was significantly higher in a 
school-based clinics, particularly for psychosocial problems (which were fairly 
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common) relative to medical problems (Kumar et al. 2008). It may be worthwhile 
to explore the service delivery models described in context of adolescent repro-
ductive and sexual health. Psychological and behavioural issues figured promi-
nently in these settings. A school-based intervention on ‘health education’ covered 
basic issues pertaining to adolescent health, sexual education, pubertal changes 
and psychological problems usually encountered during adolescence led to an 
improvement in knowledge among adolescent girls (Das et al. 2010). A signifi-
cant improvement in positive attitudes was also observed with regard to substance 
abuse in the adolescent period.

Naik et al. (2013) described the development of a community (taluk hospital)-
based approach for adolescent care and counselling services, as a part of the initia-
tives for adolescent health and sexual health. These clinics were well utilised with 
1,588 adolescents visiting them over a two-year period. Apart from medical and 
reproductive problems, psychosocial problems ranged from minor anxieties, sad-
ness and adjustment problems to psychiatric disorders. In another study by same 
researchers, (Nair et al. 2012) an intervention in the form of ‘family life and life 
skills education package’ was delivered across 103 higher secondary schools in a 
district. Consistent improvement in knowledge was seen six months after interven-
tion. Many randomised-controlled trials from low- and middle-income countries 
have found a host of treatment approaches to show some efficacy among adoles-
cents with mental health problems (Nair et al. 2012). These include culture-spe-
cific coping mechanisms, mind–body skills (including meditation and breathing 
techniques), cognitive behaviour therapy delivered by lay counsellors in low-
resource environments. Some of them have described working with the family 
members as part of intervention and some others have used an eclectic mix of nar-
rative, creative, social and cognitive approaches. While some or all of the above 
may be useful in Indian settings, there is a need to conduct the research to examine 
their efficacy and feasibility in Indian settings.

Some of the research pertaining to development of psychological interventions 
for adolescents has been done at Department of Psychiatry, AIIMS. A cognitive 
behaviour therapy (CBT)-based treatment module was developed by Sharma et al. 
(unpublished) to treat adolescents with substance use with behaviour problems. 
Another CBT module, currently being developed as part of a department thesis, 
focuses on anger management among school-going adolescents (Pandey et al. 
unpublished). A coping skills module based on principles of CBT was developed 
by Chugh et al. (unpublished) and found to be effective in decreasing scores of 
internalising and externalising problems in school-going adolescents. Results 
also showed an increase in competencies of adolescents, e.g. positive expression 
to cope with anger, problem solving, self-efficacy and social skills. Novel inter-
ventions such as computer-assisted interventions may be employed especially for 
urban adolescents. One such computer-assisted cognitive behaviour therapy (CBT) 
for adolescents with depression is being developed at Department of Psychiatry, 
AIIMS (Srivastava et al. 2013).
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9  Adolescent Mental Health Care: Current Status and 
Future Directions

Mental health problems affect 10–20 % of adolescents worldwide. Despite their rel-
evance, adolescent mental health needs have been neglected in policies, especially 
in low- and middle-income countries. In India, adolescent mental health clinics are 
limited to only a handful of academic centres and tertiary-care hospitals in India. 
The sub-optimal functioning of the primary-care system and inadequate inter-secto-
ral linkages add up to the treatment gap. There is a tremendous scarcity of human 
resources for mental health (0.2 psychiatrists, 0.05 psychiatric nurses as well as 
0.03 psychologists and social workers per 100,000 population), (Thirunavukarasu 
and Thirunavukarasu 2010) leading to a slow pace of growth for most psychiatric 
sub-specialties. In order to strengthen child and adolescent mental health care in a 
country, it should be supported by the necessary policies, programmes, legislations, 
therapeutic drug policy, substance abuse policy, budget, primary-care system, training 
programmes and service delivery system (Russell et al. 2012). However, most of this 
is currently lacking in Indian context, even though a few positive initiatives have been 
taken recently. Some issues discussed in the context of child psychiatry and child 
mental health services hold true for adolescent mental health as well, and those shall 
not be discussed in detail here. Following are some of the steps needed to promote 
adolescent mental health in the clinical services, research and policies of the country:

9.1  General

•	 Lack of uniformity or consensus in the age parameter for defining the group of 
adolescents is a major impediment in gathering homogenous data from various 
studies (which have used variable cut-offs of 14, 16, 18 or 19 years). Adolescents 
are most often subsumed with either children (0–14 years of age) or youth (15–
24 years of age). Different policies and programmes define the adolescents’ age 
group differently. For example, the Constitution of India and labour laws consider 
people up to the age of 14 as children, whereas the Reproductive and Child Health 
Programme mentions adolescents as being between 10 and 19 years of age, while 
psychiatric services consider 12–18 years as adolescents. Internationally, the age 
group of 10–19 years is considered to be the age of adolescence as per the WHO 
definition. Such heterogeneity hinders the generation of prevalence data and 
information on various aspects of mental health in adolescents.

9.2  Research

•	 Studies exclusively focusing on adolescent mental health problems are a recent 
phenomenon in India. Adolescents are distinct from children as well as adults 
in terms of psychological, emotional, development and social issues. A separate 
emphasis on different aspects of adolescent mental health should be reflected 
while designing a particular study or presenting the findings.
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•	 In terms of the volume of literature, adolescent mental health studies few 
and far between. Most of the information on phenomenology, comorbidity or 
management is available from only a few studies. There is a need to fuel the 
research on adolescents in the Indian context, especially focusing on areas 
which are culturally more relevant.

•	 Course and outcome studies are universally lacking in Indian adolescent 
research. There is a need to plan larger, multi-site longitudinal studies across the 
country to know the culture-specific prognostic factors, if any, and outcome in 
Indian adolescents.

•	 There is a dearth of tools and instruments in adolescent mental health which are 
suitably translated and validated for use in Indian settings. There is also a need to 
develop culture-specific instruments of assessment, incorporating the emic items.

•	 There is a need to develop low-cost models of intervention, which can be delivered 
by teachers, school counsellors or health workers across various settings. These 
interventions should focus on development of life skills, coping resources, stress 
management and relaxation and early detection and referral for mental disorders.

•	 Cost effectiveness of various school or community-based approaches needs to be 
assessed, which is important to guide decisions related to large-scale implementation.

•	 Families and parents have an important role to play in the care of adolescents. 
Unlike many Western countries, Indian culture promotes the dependence and 
reliance on family members throughout adolescence and early youth. So far, the 
research on adolescent mental health has not taken the family member’s per-
spective into account. There is a need to examine the ways in which family sup-
port can be utilised as a resource for promotion of mental health of adolescents. 
Many adolescents with psychological distress report stress as a result of conflict 
with parents, and effective communication strategies can be targeted as part of 
family interventions in such adolescents.

9.3  Service Development

•	 Strengthening of the primary-care system through the District Mental Health 
Programme shall go a long way to improve the current mental health situa-
tion. The upcoming Five Year Plan aims to upscale the District Mental Health 
Programme to include every single district in the country. In the future, it shall 
eventually lead to a more available, accessible and affordable system of mental 
health care for all, including the adolescent population.

•	 Integration and linkage of child and adolescent mental health with paediatric 
practice: There is a need to develop more effective linkages with paediatricians 
and paediatric services across the country, which can focus on the effective 
screening and management of priority mental health disorders in children and 
adolescents. The two-tier diagnostic approach of using a screening measure 
(e.g. the Child Behaviour Checklist), followed by confirmation using reference 
standard clinical criterion may be used in paediatric settings.

•	 School and college mental health promotion can be done using the available 
resources (teachers. Counsellors and school infrastructure) and some of the 
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components, e.g. life skills education can be an integral component of the cur-
riculum from early years. While many such initiatives have been taken in vari-
ous states, but there is a need to provide support and increase the coverage of 
the schools and districts in the country.

•	 Capacity building and training of manpower: Various categories of professionals 
such as school counsellors, teachers, educators, physicians, paediatricians and 
nurses can be trained in relevant aspects. The ‘training-of-trainers’ can facilitate 
regular training programmes for building manpower resources for adolescent 
mental health promotion and preventive activities.

•	 Inter-sectoral linkages: As adolescent mental health problems occur in a wider 
psychosocial context, there is a need to develop effective inter-sectoral linkages 
with the educational system, the legal and juvenile justice system, social wel-
fare and voluntary organisations and non-governmental organisations. There is 
a need for more effective linkage of adolescent mental health with the National 
Rural Health Mission and the Reproductive and Child Health Programme.

•	 Adolescents are generally considered to be a relatively disease-free group; how-
ever, some of the lifestyles and patterns of risky behaviours (e.g. substance use 
or unsafe sex) which are initiated during adolescence have implications on their 
present and future health. In this regard, there is a need to have a countrywide 
initiative to reduce or delay the onset of substance use. There is an important 
role for brief interventions in adolescents engaged in risky behaviours such as 
driving under influence. There is also a need to have multi-modal interventions, 
including promotion of awareness and effective law enforcement.

9.4  Policy

•	 Only recently, steps have been taken to develop a mental health policy in the 
country. There is no child and adolescent mental health policy so far. A mental 
health policy specifically for younger population is crucial in order to provide 
a developmental framework to enhance mental health resources and guide ade-
quate development of services, advocacy, and proper access to care, prevention, 
promotion and appropriate budget allocation.

10  Conclusions

Adolescents comprise 22 % of Indian population, yet very little attention has been 
paid to the mental health issues in this age group. Between 20 and 45 % of school-
going adolescents appear to have psychological problems, and 1.8–9.6 % of the 
adolescents appear to have a diagnosable mental disorder as per the available sur-
veys. The major psychiatric disorders continue to be under-researched in adoles-
cents. There are several deficits in services, manpower and no country—specific 
policy to address child and adolescent mental health. There is a need to develop 
more research evidence on psychiatric or psychological problems of adolescents 
and to focus on the development of low-cost interventions to promote adolescent 
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mental health. Effective integration and linkages across various sectors will go a 
long way to promote adolescent mental health. There is an urgent need for a child 
and adolescent mental health policy, which can act as a developmental framework 
to enhance mental health resources for adolescents.
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1  Introduction

Intellectual Disability (ID) can be viewed from a number of perspectives—as an 
extreme variation of the Gaussian distribution of intelligence, a trait, a biomedical 
condition as a consequence of underlying brain disease, or as a disability arising out 
of complex interaction between cognitive impairments and the living environment. 
However, the best way to understand ID is from a bio-psychosocial perspective. ID 
belongs to a class of neurodevelopmental disorders, which have onset in childhood and 
lead to impaired development of one or more human capacities. The core concept of 
ID—namely onset in childhood, significant impairments in global cognitive or intellec-
tual functions, and concurrent deficits in adaptive behaviours—has remained the same 
over the centuries, though the condition has carried different names in different epochs 
in history. The most recent approach likely to be adapted by ICD-11 and by DSM 5 is 
to classify ID under the ‘parent category’ of neurodevelopment disorders with a new 
name of “intellectual developmental disorders” (Salvador-Carulla et al. 2011).

The approach of society towards people with ID has varied across ages and soci-
eties. For instance, there was widespread institutionalisation of these people in indus-
trialised societies in the nineteenth and the early twentieth century. It was only later 
that these societies realised that it was a costly and unfortunate error. Since then they 
have been advocating family and community-based care. Institutionalisation has never 
occurred in a big way in India, and families have always looked after these individuals 
with a sense of duty and compassion. The reasons are not far to seek—the closely-knit 
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family and kinship systems in India have always kept their member in their fold, despite 
their disabilities and hardships that they have had to face in the process. However, the 
scenario is changing in the last 2 or 3 decades, because of the rapid social changes that 
we are undergoing, with major implications for the individuals with ID and their fami-
lies. A lot of discussion, debate and development of approaches have been happening 
on how do we face these new challenges, and organise services for individuals and their 
families. There is no doubt that more widespread, more efficient, and more comprehen-
sive services and support systems from a life-span perspective have to be developed to 
ensure adequate quality of life for individuals with ID and their families.

The beginnings of organised services in this area can be traced to establishment 
of special schools in many cities in the 1950s and the 1960s by Non Governmental 
Organizations (NGOs) and by the voluntary sector. A number of child guidance clin-
ics (CGCs) and mental retardation clinics were also set up in hospitals, sometimes 
by departments of psychology or child development in university set-ups. These 
schools and CGCs became the hub of activity for providing services, imparting 
training, and also for spreading awareness. They also developed many innovations, 
for instance group parental counselling, parent training, and home-based interven-
tions. Tools to assess intelligence and social development such as Binet-Kamat test 
and the Indian version of Vineland Social Maturity Scale were developed, which 
are still in use today. Professional enthusiasm reached such great proportions in the 
late 1960s and early 1970s that a new journal devoted to ID—the Indian Journal 
of Mental Retardation was started in 1968, though it was discontinued after a few 
years. There was a sustained interest in the epidemiology of ID in the 1970s, either 
as a part of general psychiatric surveys, or specifically on ID; these brought out 
the magnitude of the problem and ID was no longer a hidden reality (Srinath and 
Girimaji 1999). The number special schools have seen a phenomenal growth in the 
past decade and there are now more than 1,200 such schools all over India now.

In this chapter, some of the most significant developments in the last 3 decades 
are reviewed and a roadmap is offered for future. Many of these developments 
have been reviewed elsewhere (Girimaji and Srinath 2010) and readers could 
also refer to clinical practice guidelines for ID prepared for the Indian Psychiatric 
Society for further information (Girimaji 2008).

2  Family Issues and Family-Focussed Interventions

Studying the implications and consequences for families caring for an individual 
with ID has been recurring theme of research. These include parental attitudes, fam-
ily stress, burden, coping, and family needs. (Seshadri 1983; Wig et al. 1985; Narayan 
et al. 1993; Dhar 2009). The popularity of behaviour modification and training parents 
in behaviour modification skills for home-based training received considerable atten-
tion in 1980s. Varma and Seshadri (1989) developed an outpatient model for chil-
dren with mild ID that involved individualised family intervention with components 
of parent education and counselling, parent-child relationship, and imparting training 
skills to parents. One of the earliest efforts was by Mehta and Ochaney (1984) who 
reported that it was possible to train parents in behaviour modification skills. Group 
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parental counselling approach in centres that saw a large number of children with ID 
was another novel development (Girimaji et al. 1990; Peshwawaria et al. 1991), with 
the aim of parent education, orientation, providing emotional support, and to encour-
age and equip them for home-based training. Several variations of this approach, such 
as parental workshops, caregiver training workshops, self-help group workshops, have 
developed over the years and are being practiced widely all over India. Brief centre-
based family-focussed intervention is another innovation where children are admitted 
along with their families for a comprehensive intervention by a multi-disciplinary team. 
At the National Institute of Mental Health and Neurosciences (NIMHANS) such inter-
vention has been going on almost 3 decades (Narayanan et al. 1988). An evaluation 
of efficacy of this model was carried out through a ICMR funded project with very 
encouraging results; social adaptive skills improved, behaviour problems decreased, 
family stress came down and family coping was better (Girimaji 1996), a new semi-
structured instrument to evaluate stress and coping in these families was developed 
(Girimaji et al. 1999), and a manual for counsellors was prepared. Similarly, the Vellore 
model at the Nambikai Nilayam has been quite popular, where the family-focussed 
intervention is done along with other interventions by a multi-disciplinary team (Russel 
et al. 1999). Adaptation of similar interventions has happened all over India.

High-risk intervention, early detection and intervention is another area, which 
has seen some development over the years. One positive development has been the 
increasing interest of paediatricians in developmental disorders in general and early 
intervention in particular. There have been several reports of early intervention in 
India, with some of them indicating positive results (APAWMR 1992; Pandit et al. 
1992; Thomas 1992; Kaur et al. 2006; de Souza et al. 2006; Nair et al. 2009).

3  Parent Associations

The idea of parents coming together and forming associations for mutual support, 
service development, advocacy, and brining about positive changes in policies and 
legislation, and implementation of these caught up in 1980s, especially after a WHO-
NIMHANS workshop in Bangalore in 1981. Several parent associations were formed 
in different parts of India, especially after receiving a strong push for the movement 
by the National Institute for the Mentally Handicapped, Secunderabad. There are now 
more than 180 such associations spread over 28 states, and they have come together 
to form an umbrella organization called Parivar—National Confederation of Parent 
Organisations (Parivar-NFPO). This positive development in the recent years has defi-
nitely contributed to empowerment of individuals and their families, and ensuring that 
their rights are not neglected.

4  Comorbid Problem Behaviours and Psychiatric Disorders

Mental health problems are quite common in ID, whether in the form of comorbid 
psychiatric disorders or problem behaviours. Psychiatric disorders are at least 2 to 
3 times more common people with ID, compared to general population (Einfeld 
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et al. 2011). Presence of these comorbid problems in people with ID has major 
negative consequences for them and their families—for instance exclusion from 
educational settings, and increased family stress. These conditions are often under-
diagnosed and under-treated because of a number of reasons, for example, misat-
tribution of symptoms to ID itself—diagnostic overshadowing (Reiss 1982), or 
masking of symptoms because of presence of ID. There are a number of studies 
from India that have documented high rates of comorbid psychiatric disorders in 
this population (Chaturvedi and Malhotra 1983; Kishore et al. 2004; Shivakumar 
et al. 2008). It is a primary task of the psychiatrist to recognise, evaluate and carry 
out multi-modal management of these mental health issues.

5  Legislation and Policies

India, in keeping with the trends all over the world, has been moving from a charity-
based to welfare-based to rights-based approach to develop services for people with 
disabilities. The 2 important legislations—the Persons with Disabilities Act of 1995 
and the National Trust Act of 1999 have been, in many ways, landmark legislations. 
The latter legislation especially has made significant contributions. The National 
Trust set up under this act has been quite active and introduced a number schemes 
such as health insurance, caregiver training programmes, group homes and respite 
and residential care services. Both these Acts are in the process of undergoing revi-
sion to bring them in line with United Nations Convention for Rights of Persons 
with Disabilities (UNCRPD), to which India is a signatory. Another major develop-
ment in the education sector has been the Sarva Shiksha Abhiyan (SSA), which pro-
motes inclusion education for 6–14 year old children, with a zero rejection policy. 
Implementation of the SSA, though uneven across India, has offered some hope for 
inclusion of children with ID into the mainstream school system. The recent Right to 
Education Act has now mandated this approach.

6  Community-Based Rehabilitation (CBR)

CBR programs emerged in India in the 1980s. These were initially initiated by 
NGOs, and later funded by governmental agencies. CBR programmes began with 
outreach services, satellite clinics and camps run by centres that were already 
providing some support to this population, but which felt the need to extend their 
involvement, driven by the philosophy of ‘reaching the unreached’. These centres 
were also engaged in the training of workers at the grassroots level. To start with, 
CBR programmes included only physical disabilities. Soon, NGOs running these 
programmes realised that they were seeing a large number of individuals with ID, 
and were interested in including this as an agenda. Basic activities under the CBR 
programmes are survey and enumeration of individuals with ID, conducting com-
munity awareness programmes, providing services in the form of enrolment in 
schools, providing training, parental counselling and parent training, and ensuring 
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access to various governmental facilities and benefits such as disability pension. 
Evaluation of these programmes are far and few, and the sustainability of the pro-
grams once the funding is withdrawn, is often a cause for concern.

7  Human Resource Development

The National Institute for Mentally Handicapped (NIMH), an apex body for ID 
under ministry of Social Justice and Empowerment was set up in 1984. Within a 
short time of its inception, the NIMH started a flurry of courses to train profession-
als at various levels, such as special education, undergraduate and postgraduate 
courses in ID, and rehabilitation. The NIMH has also been conducting short-term 
training programmes and refresher courses. A number of useful manuals, handouts, 
and multi-media materials on early stimulation, education, training, and rehabilita-
tion have been published. Another popular publication is the all India Directory of 
services. The NIMH has also been involved in development and implementation of 
innovative care models suited for India. Other notable activities include the Annual 
National Seminar on Mental Retardation, the Annual Meet of Parent Organisations, 
the Special Olympics, and the National Meet of Special Employees. The institute 
has many regional centres all over India, mainly to provide services and run training 
courses for manpower development. Currently, there are numerous training centres 
in both public and NGO sectors, who train professionals in ID all over India.

8  Biomedical Research

One notable development in research has been on the description of syndromes 
and investigation into neurobiological and molecular genetic basis of ID. Genetic 
disorders that have been investigated include neurometabolic disorders, Down’s 
syndrome, fragile X syndrome, primary microcephaly, copy number variations, 
and the Rett’s syndrome. A collaborative study between the NIMHANS and the 
Indian Institute of Science on autosomal recessive primary microcephaly has 
reported a new gene mutation in this condition (Kumar et al. 2009), and has also 
found mutations in genes already reported earlier (Kumar et al. 2004; Bhat et al. 
2011). Recently, the NIMH has brought out a very useful compilation on research 
in ID in India (Reddy and Narayan 2007).

9  A Roadmap for the Future

As is evident from this update, there is no doubt there have many significant posi-
tive developments in a number fronts concerning ID. But, we have long way to 
go. Large sections of this population continue to under-served, and whatever 
facilities that are there are under-utilised. There is an urgent need to build compre-
hensive models to address all the needs of individuals with ID and their families 
and caregivers. Specific intervention packages at different stages in the life span 
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of individuals with ID have to be developed, especially during adolescence and 
adulthood. Coordinated action of all stakeholders, and inter-sectoral integration 
will ensure that services are not fragmented and smoothly flow into one another. 
Research focusing on biomedical and psycho-social aspects of ID has to continue, 
focussing on issues relevant to India. Development and evaluation of replicable 
models of service delivery, whether it is early intervention, family empowerment, 
health needs, education, training or CBR is a priority. Legislation, policy, and pro-
gramme development will ensure that systems are built and sustained to respond to 
the rights of persons with ID and their families.
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1  Background

The current chapter looks at the child mental health scene in India with respect to 
interventions, both historical and contemporary. The chapter will broadly review 
the interventions and developments with regard to common child psychiatric con-
ditions in India, such as depression, anxiety disorders, learning disorders, attention 
deficit hyperactivity disorder (ADHD), autism spectrum disorders, and intellectual 
disability. In addition to the various ‘Western’ treatment options, and indigenous 
‘home-based interventions’, the Indian family’s great tenacity in caring for the 
mentally ill, and their role as an invaluable resource in treatment and rehabilitation 
will be highlighted. The concluding section will present the challenges and oppor-
tunities for future in the field of child psychiatric interventions in India.

2  Child Psychiatric Disorders: Extent of Burden  
and Importance

2.1  Global Scenario

Children and adolescents constitute almost a third (2.2 billion individuals) of the 
world’s population of these, almost 90 % live in low-income and middle-income 
countries, where they form up to 50 % of the population (UNICEF 2008). Almost 
20 % of all children and adolescents are affected by mental health problems and at 
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least half of these show impaired schooling and social development (Sawyer et al. 
2000). Among children and adolescents, problems such as child abuse and neglect, 
conduct disorder, alcohol and drug abuse, depression, ADHD, and suicide are all 
becoming more common than they were initially thought to be (Rutter and Smith 
1995; Costello 1998). Furthermore, mental disorders (notably depression) are 
appearing at a younger age, and they also seem to be increasing in severity (Mrazek 
and Haggerty 1994). Children and adolescents with mental health problems are 
twice as likely to report feeling ‘very stressed’, three times more likely to have 
poor or fair physical health, three times more likely to perform below grade level at 
school, three times more likely to use alcohol and other drugs, and six times more 
likely to think about killing themselves (Zubrick 1995; Costello 1989).

Although most of child and adolescent psychiatry is practiced in industrialized 
countries, the vast majority of the world’s children live in the developing world. The 
mental health of children in developing countries is important, but a relatively under-
explored area. Methodological problems of epidemiological studies in this field 
include, in addition to other factors, the use of case definitions and disability criteria 
developed in the West and the assumption that dimensions of disorder and thresholds 
for reporting problems are similar to European and North American populations.

Psychiatric epidemiological studies from high-income countries indicate that more 
than a quarter of children and adolescents meet lifetime criteria for a mental disorder 
(Srinath et al. 2005); about 10 % have distress or impairment that is severe enough 
to warrant intervention (Brauner and Stephens 2006). Children and adolescents in 
low- and middle-income countries (LAMIC) constitute 35–50 % of the population. 
Although many studies report that the burden of child and adolescent mental health 
poses a significant public health burden, the major challenges are meager resources 
and manpower, low recognition, lack of much needed policy making, low priority for 
fund allocation, as well as limited research. For example, mental health research in 
child and adolescent mental health contributes barely 3–6 % of all published mental 
health research in the world (Patel and Sumathipala 2001; Saxena et al. 2006, 2007).

2.2  Indian Scenario: Some Recent Epidemiological Data

India is a developing country with a population of more than 1 billion (which is 16 % 
of the world population), and children below 16 years of age constitute more than 
40 % of its population. India presents a unique case, not only in terms of this big vol-
ume of child and adolescent population, but also in terms of its immense diversity 
in the languages spoken, levels of literacy, and social and cultural practices, includ-
ing the child-rearing practices. Despite our strengths in terms of great tradition and 
culture and above all abundance of family support, on downside, we have low budg-
etary resources, interference from competing and conflicting healing systems, scar-
city of mental health personnel, ‘brain drain’, and the stigma against seeking help for 
problems related to the mental illnesses. In the developed world application of meth-
odological developments such as structured and semistructured diagnostic interviews, 
statistical methods for estimating prevalence and correlates of mental disorders have 
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established the prevalence of mental disorders, patterns of co-morbidity, correlates 
and risk factors for mental disorders, and service patterns. In contrast, Indian studies 
have not as yet definitively and consistently established epidemiological data on men-
tal disorders in children and adolescents. Some notable studies are outlined below:

Attempts at estimating the burden of child and adolescent psychiatric disorders in 
India have only consisted of a few methodologically sound studies among community 
samples. These have reported overall point prevalence rates of 9.4 % in children aged 
8–12 years (Hackett et al. 1999), 12.5 % in children aged 0–16 years (Srinath et al. 2005), 
and 1.81 % in adolescents aged 12–16 years (Pillai et al. 2008). In a study from North 
India (Malhotra et al. 2002a), the prevalence rate of psychiatric disorders in the age group 
of 4–11 years was found out to be 6.33%; in this sample, enuresis was the most common 
disorder. In the first ever study on the incidence of child psychiatric disorders in India 
(Malhotra et al. 2009), which followed up children after 6 years, the research team that 
included this author reported that the incidence of psychiatric disorders in a representative 
sample of school children from Chandigarh was 18 per 1,000 per year.

2.3  Specific Disorders: India in Comparison  
with Global Scenario

Prospective studies tracking the natural course of specific childhood and adoles-
cent mental disorders have not been conducted in Indian community samples. In a 
recent review (Malhotra and Pradhan 2013), the authors concluded that the preva-
lence and incidence rates found in the Indian studies are lower than those reported 
in developed countries; however, further studies clarifying the reasons for these 
lower rates are needed. The epidemiological data described below are taken from 
an editorial specifically addressing this issue (Sharan and Sagar 2008).

Mood disorders: The median prevalence estimate of major depression in chil-
dren and adolescents in studies conducted in developed countries is 4.0 % (range: 
0.2–17 %), which is in contrast to much lower rates found in limited studies avail-
able from Indian subcontinent.

Anxiety disorders: The median prevalence rate of all anxiety disorders in chil-
dren and adolescents was reported to be 8 % (range: 2–24 %) based on studies 
conducted in developed countries; much lower rates have been found in limited 
studies, which are available from Indian subcontinent. Though school-based sam-
ples from India report a higher prevalence of internalizing disorders in girls, the 
gender difference in the prevalence of anxiety disorders in children and adoles-
cents has not been established in community samples.

Externalizing disorders: The median prevalence rate of ADHD in studies con-
ducted in the developed countries is reported to be 4 % (range: 1.7–17.8 %). 
However, in some Indian studies, the point prevalence estimate for hyperkinetic dis-
order is 1.6 %. In one such two-stage study, which specifically assessed ADHD, a 
prevalence of 12.2 % in preschoolers selected from kindergartens was reported. The 
median 12-month prevalence rate of disruptive behavior disorders (i.e., conduct dis-
order or oppositional defiant disorder) is 6 % (range: 5–14 %) in studies conducted 
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in developed countries, whereas one Indian study has reported a point prevalence for 
conduct and oppositional defiant disorder to be 1.3 %. A school-based study from 
India (Shenoy et al. 1998) showed that the prevalence of externalizing disorders is 
higher among boys; however, a definitive statement regarding gender distribution of 
externalizing disorders awaits replication in community samples.

Substance abuse and dependence: The median estimate of alcohol or drug 
abuse or dependence in community surveys of adolescents in developed countries 
is 5 % (range: 1–24 %). The complete absence of substance abuse in a sample 
from Bangalore, India (Srinath et al. 2005) was linked to the low response rate 
for the diagnostic interview, youths’ unwillingness to reveal such information, and 
parents’ ignorance about the abuse.

Learning disorders: A study in rural India found that more than 80 % of the 
172 children in a group of dropouts suffered from learning disability, as diag-
nosed by a psychological screening test (Pratinidhi et al. 1999). A survey of 1,535 
primary school children drawn from schools in Bangalore city found that 15 % 
suffered from learning disability. Learning problems were associated with a low 
quality of academic work, poor concentration, not carrying out tasks, low motiva-
tion, and under-achievement (Shenoy et al. 1998).

Disorders in very young children: With the exception of pervasive develop-
mental disorders, there has been considerable controversy about the validity of 
diagnosis of mental disorders in very young children (age < 5 years). Egger and 
Angold (2006) summarized the rates of childhood mental disorders as follows: 
ADHD (2–5.7 %), oppositional defiant disorder (4–16.8 %), conduct disorder 
(0–4.6 %), depression (0–2.1 %), and anxiety disorders (0.3–9.4 %). There was 
a high degree of co-morbidity in young children with mental disorders; of those 
with one disorder, approximately 25 % had a second disorder. The proportion of 
children with co-morbidity increases about 1.6 times for each additional year from 
age 2 (18.2 %) to 5 (49.7 %) years. In contrast, Srinath et al. (2005) reported that 
the most common diagnoses in the 0–3 year age group were pica (2 %), behavior 
disorder NOS (1.8 %), expressive speech disorder (1.4 %), and mental retardation 
(now called ‘intellectual disability’, 1.4 %).

Childhood sexual abuse: There are very few reports on child sexual abuse, 
from developing countries. In a study of school-based adolescents in India, 6 % 
reported a lifetime experience of coercive sexual intercourse; other types of sexual 
harassment and abuse were commonly experienced, and sexual abuse was strongly 
associated with educational failure, poor physical health, and mental health (Patel 
and Andrew 2001).

In summary, it is evident that the overall rate of psychiatric disorders may be 
lower in India compared to developed countries. Moreover, the range of disorders 
may be different in the two settings. In particular, Indian children and adolescents 
seem to have markedly lower rates of depression, substance use disorders and dis-
ruptive behavior disorders, and a greater rate of sub-syndromal disorders (e.g., 
behavior disorder NOS) and mono-symptomatic conditions such as enuresis and 
stuttering. It is difficult to disentangle whether the difference in rates and pattern 
of disorders are due to real differences or due to methodological issues.
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3  Interventions from Historical Perspectives:  
Global and Indian

3.1  Across the Globe

3.1.1  Recognition of Child Psychiatry as a Distinct Discipline

An important antecedent to the specialty of child psychiatry was the social recogni-
tion of childhood as a special phase of life with its own developmental stages, start-
ing with the neonate and eventually extending through adolescence. Kraepelin’s 
psychiatric taxonomy, published in 1883, ignored disorders in children (Kanner 
1960). It was Sigmund Freud who made initial major contributions about establish-
ing a conceptual framework about childhood as a significant phase of life. Later on, 
several other intellectuals such as Anna Freud, Eric Erikson, Melanie Klein, Donald 
Winnicot, Margaret Mahler, and Peter Bloss added developmental dimensions to 
psychoanalysis, making it applicable to assessment and treatment of disorders among 
children and adolescents. The term ‘child psychiatry’ was in use in French as early 
as 1899, (Manheimer 1900). However, the Swiss psychiatrist Moritz Tramer (1882–
1963) was probably the first to define the parameters of child psychiatry in terms 
of diagnosis, treatment, and prognosis within the discipline of medicine, in 1933 
(Eliasberg 1964). The first academic child psychiatry department in the world was 
founded in 1930 by Leo Kanner (1894–1981), under the direction of Adolf Meyer at 
the Johns Hopkins Hospital, Baltimore, USA. In 1936, Kanner established the first 
formal elective course in child psychiatry at the John Hopkins Hospital.

Psychopharmacology: The use of medication in the treatment of children also began 
in the 1930s, when Charles Bradley opened a neuropsychiatric unit and was the first to 
use amphetamine for brain damaged and hyperactive children. But it was not until the 
1960s that the first National Institute of Health (NIH) grant to study pediatric psychop-
harmacology was awarded. The era since the 1980s flourished, in large part, because 
of contributions made in the 1970s, a decade during which child psychiatry witnessed 
a major evolution as a result of the work carried out by Michael Rutter and colleagues 
in their first comprehensive population survey of 9- to 11-year-olds, carried out in 
London and the Isle of Wight. In this influential work, the investigators demonstrated 
specific continuities of psychopathology over time and the influence of social and con-
textual factors in children’s mental health. They determined the prevalence of ADHD, 
identified the onset and prevalence of depression in mid-adolescence and the frequent 
co-morbidity with conduct disorder, and also explored the relationship between various 
mental disorders and scholastic achievement (Rutter 1990).

3.2  Ancient India: Child Care Guidelines Formulated  
by the Sage Teachers

To treat a child from a developmental perspective was known even to people of 
ancient India as evidenced by the clear writings in the Kashyapa Samhita (an ancient 
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treatise of Ayurveda, meaning ‘collections of the sage teacher Kashyapa’), the entire 
writings of which are devoted to childcare. Kashyapa Samhita describes 46 disorders 
out of which 12 are described as disorders of children (bala roga). Quite in tune with 
the modern models of ‘integrated maternal and child mental health’, in ancient India, 
the mother and infant were seen as a single unit. The central themes in the Kashyapa 
Samhita are not only the concept of mother–child unit, but also the ‘developmental 
stage model,’ which describes the various stages of physical as well as psychologi-
cal stages of development of the child from conception till adulthood. In addition, 
this system of child care was in perfect accordance with Mother Nature. For exam-
ple, a baby was taken out to see the moon in the 3rd month and the sun in the 4th 
month after its birth; the molding of the front portion of the head (Chuda karana) 
was done around the 6th month to ensure proper fontanel closure; ear piercing was 
done around the 1st year of the child, the thread ceremony (Upanayana, meaning 
child is cognitively developed enough (a similar ceremony in Christian culture in the 
West is called Communion) is performed around the age of 7 years (which is amaz-
ingly in accordance with the modern studies in cognitive development by theorists 
such as Piaget and others that at age of 7 years, a child achieves preliminary logical 
thinking). Devoted readers can refer to the story of Jivaka (Vriddha Jivaka Tantra, 
i.e., the doctrines of old Jivaka Srikrishnamurthy 2002) for further details.

3.3  Modern India: From the First Child Guidance Clinic 
(1937) to 12th Five-year Plan (2012)

The first Child Guidance Clinic (CGC) was established in India in 1937. By 2003 
in India, 164 CGCs were running. However, these were mostly in urban areas, and 
the rate of about two-and-a-half new CGCs every year is hugely insufficient to 
cater to the huge burden mental health needs of Indian children. Of note, is the fact 
that 74 % of Indian children live in rural areas. The National Policy for Children 
was formulated in 1974. This provided some impetus for further work in policy 
making and implementation. The National Plan of Action for Children was formu-
lated in 2005, which contributed subsequently to the inclusion of a child-centered 
focus in the 11th five-year plan in 2007. One of the major advances in epidemiol-
ogy during the past decade has been the increasing focus on the impact and burden 
of mental disorders. These data will be very crucial for planning interventions.

The11th five-year plan: This was definitely a child-centered plan. This plan started 
in 2007 and was completed in March 2012 (Planning Commission 2012). In this 
plan, the focus rightly shifted to child mental health policy, school mental health pol-
icy, including school-based mental health programs, as well as mental health policy 
for the disabled. This has sparked a renewed interest in the research on interventions 
in child and adolescent mental health, as well as increased involvement of the non-
governmental organizations (NGOs) into the research and service delivery aspects in 
this field. Despite the recent progress in India in this area, there is still a wide gap 
between identifying needs, planning, developing policies and effective implementa-
tion to bring a difference. Child psychiatry in India indeed has a long way to go.
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The 12th five-year plan: This is ongoing as we speak. Independent India has 
taken fairly good steps in addressing issues such as child literacy and child health, 
but program implementation in organized manner is not a success story at all. There 
is neither an independent, nor an integrated child mental health policy in India.

4  Community Needs Versus Service Utilization in India

Ten percent of the child population is in need of special care and treatment, whereas 
only 1 % gets some care and treatment. Children with borderline intellectual func-
tioning and various learning, speech, and visual and hearing difficulties are conserva-
tively estimated to be 20 % of the total child population (Shastri et al. 2010). Factors 
associated with service utilization include impairment, co-morbidity, suicide attempts, 
parental recognition, help-seeking attitude, and family burden. Studies on utilization of 
services are clearly needed in India. In contrast to adult mental disorders, the economic 
impact of childhood mental disorders has not been widely studied, and the burden of 
childhood and adolescent mental disorders is not acknowledged in the global burden 
of disease estimates. Unlike in the developed nations, a very small number of preven-
tive and promotional interventions have been evaluated in developing countries such as 
India. For example, in a systematic review (Flament 2007), out of 47 separate programs 
reviewed, only one had been implemented in the low- and middle-income countries.

5  Specific Interventions in Child Psychiatry in India

More so since 2007, after the implementation of the 11th five-year plan, some more 
progress in various aspects of child psychiatry including service delivery and research 
is almost palpable. This is reflected by the fact that in the last few years, accredited 
fellowship programs in child psychiatry have been made available in two national 
centers, i.e., the National Institute of Mental Health and Neurosciences (NIMHANS), 
Bangalore, and recently the Postgraduate Institute of Medical Education and 
Research (PGIMER), Chandigarh. Despite these very welcoming developments, 
child psychiatry, more so the intervention aspects of it, has a long way to go. For 
understandable reasons (some of which have been outlined under the next section: 
‘Barriers to effective interventions’), research literature on outcome of child psychi-
atric intervention is quite meager. Searching the database, one does not come across 
randomized controlled trials on interventions in this subcontinent but rather sparse 
case reports and some proposals addressing the felt needs or conceptualizing various 
desirable service delivery methods that should be implemented.

There have been some published studies about child psychiatric interventions in 
India, as will be described below:

About interventions on autism, apart from national centers such as NIMHANS, 
PGIMER, and All India Institute of Medical Sciences (AIIMS), autism inter-
ventions are available in India through organizations such as Action For Autism 
(AFA). These interventions involve elements of Treatment and Education of 
Autistic and related Communication-handicapped Children (TEACCH), applied 
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behavior analysis (ABA), verbal behavior analysis (VBA), and various forms of 
assistive and augmentative communication (AAC) including picture exchange 
communication systems (PECS). Many Indian families try ayurvedic and home-
opathic treatments, and a number of centers and doctors in India have begun to 
advertise their services specifically as it relates to autism. Some descriptions of 
these can be found in the website www.autism-india.org and other web resources.

In a study (Juneja 2012) examining the efficacy of a parent-based intensive 
behavioral intervention program in Indian autistic children, 16 children with autis-
tic disorder undergoing the intervention for at least 6 months were enrolled. The 
mean development, social, expressive, and receptive language quotients, and the 
Childhood Autism Rating Scale (CARS) and Autism Behavior Checklist (ABC) 
scores were compared before and after the intervention. The average duration 
of therapy was 19.5 ± 11.78 months. There was a significant improvement in the 
development quotient (P = 0.015), social quotient (P = 0.004), expressive language 
quotient (P = 0.03), CARS (P = 0.001), and ABC (P = 0.014) scores. The authors 
concluded that parent-based behavioral intervention programs have a promising role 
in the management of children with autism in resource-constraint settings.

In another study (Malhotra et al. 2002b) involving parent-based interventions 
for autism, psychological intervention was carried out with parents of 5 children 
with autism. The treatment package included a mix of behavioral, supportive, and 
educational techniques, delivered in 3–6 sessions of 45–60 min each, in the setting 
of a child psychiatric clinic of the PGIMER. Results showed that on the whole, 
parents found this brief contact helpful. They rated emotional aspects of the sup-
port offered to be the most helpful.

In a study (Malhotra  2006) examining effects of early interventions on primary 
prevention in child psychiatric disorders, simple intervention consisting of paren-
tal counseling, focusing on recognition of the child’s temperamental and cogni-
tive individuality, the use of appropriate parenting strategies, and understanding of 
normal developmental changes were able to contribute to lowering the incidence 
of mental disorders in children. This intervention contributed to lowering the inci-
dence of mental disorder to 10 per 1,000 per year, in contrast to children in a con-
trol group (18 per 1,000 per year) who did not receive any intervention.

In an empirical study (Pradhan, BK, 2005, unpublished data) involving an open 
trial of yoga and meditation (concentrative type) in symptomatic management of a 
group of 10 children with attention deficit hyperactivity disorder (ADHD), it was 
found out that culturally accepted indigenous interventions such as yoga and con-
centrative-type meditation were able to decrease impulsivity and improved con-
centration and focus in children with ADHD.

In another controlled study (Goyal 2006), with 122 normal and 117 emotion-
ally disturbed adolescents, a standard package of training in life skills and psy-
chosocial competence benefitted all adolescents, and resulted in symptomatic 
improvement in about 80 % of adolescents with internalizing disorders.

Despite these preliminary studies, it cannot be overemphasized about huge 
need of randomized controlled trials on specific child psychiatric interventions 
examining efficacy of these interventions in Indian setting in treatment of attention 

http://www.autism-india.org
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deficit and hyperactive disorder (ADHD), depression, bipolar disorder, anxiety 
disorder, learning disorders, mental retardation, as well as research on preventive 
interventions in child psychiatry.

6  Importance of Utilizing Indigenous Interventions

As mentioned before, our major strengths have been extended family system, 
indigenous ‘home-based interventions’, Indian family’s great tenacity in caring for 
mentally ill population, and their role as great resource in treatment and rehabili-
tation. In India, the extended family system has provided extremely good family 
support over the centuries, which has provided an effective buffer against stress 
and mental illness. Even today grandmothers living in the homes of Indian fami-
lies help a great deal in child care. However, there are very few studies regarding 
the role of grandparents and their impact of these aspects of family structure and 
parenting styles, and on overall growth and the development of the child. These 
must be evaluated in the appropriate sociocultural context. There is a strong need 
to study and evaluate the role traditional beliefs and practices play in child devel-
opment, and how these can be used for promotional or preventive interventions.

Developing a service structure that mimics those used in more developed coun-
tries is not feasible in developing countries. Developing widely based community 
and primary health care is the only feasible, acceptable, and affordable approach 
for catering to the mental health needs of Indian children (Saxena et al. 2006, 
2007). Similarly, there is considerable scope for using culturally sensitive and fea-
sible psychotherapeutic approaches such as yoga and meditation in care and stress 
management among children and adolescents with psychiatric disorders.

7  Barriers to Effective Interventions

1. Poverty: Evidence thus far suggests that the greatest vulnerability to disorder 
arises when poverty is associated with food scarcity leading to under-nutrition, 
or when other factors such as family dysfunction, family violence, criminality, 
and high levels of neighborhood danger coexist. These factors may be more 
common among urban as compared to the rural poor.

2. Stigma about mental health and lack of education and awareness: Beliefs about 
mental illnesses influence help-seeking attitudes and patterns in people. In a study 
from Bangalore (Srinath et al. 2005), only 37.5 % of the families of children and 
adolescents with mental disorders perceived that their children had any problem. 
Another qualitative study from Goa, India found that even parents of children 
with ADHD attending a child guidance center rarely used biopsychosocial mod-
els to explain their child’s behavioral problems (Wilcox et al. 2007).

3. Methodological limitations in the studies leading to lack of clear data for 
planning effective interventions: When research is so meager, planning for 
intervention as well as effective implementation is difficult. Perhaps the 
most problematic of all methodological issues has been validity of screening 
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instruments and the inclusion of specific learning disorders (Merikangas et al. 
2009). There is no consensus in India on the inclusion of learning disorders in 
prevalence estimates of mental disorders in children and adolescents, despite 
their substantial presence.

4. Another major problem is evaluating the efficacy of interventions. A particular 
challenge for promotional interventions is to operationalize and quantitatively 
assess mental well-being in a manner that defines well-being in a positive way, is 
culturally valid, and goes beyond establishing the presence or absence of disorders.

5. Large gaps exists in the area of prevention, mental health promotion, and early 
intervention programs. There are limited child and adolescent mental health 
services in India. Mostly such services are restricted to urban areas. Access to 
mental health services for children with a mental, emotional, or behavioral dis-
order is substandard, not provided early enough, not in sufficient supply, and 
accessible only to a fraction of children and adolescents.

6. Problems with policy making, resource allocations, as well as service delivery 
system: There is a great need for more training as well as integration with pri-
mary care to increase access to interventions.

8  Some Proposed Solutions

8.1  For Improving Data

Clearly, culture-specific assessment instruments must be developed to aid the iden-
tification of certain psychiatric disorders. A more rigorous and systematic approach 
to addressing the challenges of cross-cultural research is needed, through strategies 
such as using detailed interview-based measures in addition to questionnaires; exam-
ining the internal consistency of questionnaire subscales; comparing inter-informant 
agreement; and including a qualitative component to research projects.

Important role of non-governmental organizations (NGO): Many NGOs are 
seeking to integrate child psychiatry interventions within a broader child health 
agenda. This needs to happen at a larger scale to cater to the huge mental health-
care needs of children and adolescents.

Better policy making: Mental health policies need to be child friendly. These 
should be geared toward effective legislation, better resource allocation, as well as 
should be encouraging for mental health promotion and effective early intervention.

8.2  Implementation—The Need for Effective Service 
Delivery Methods

Despite some research, the fact remains that there is virtually no evidence at all specifi-
cally for child and adolescent psychiatry outcomes in India. In order to achieve desired 
outcomes, one should embrace all the services in a multidisciplinary model, which 
contribute to the mental health care of children and adolescents, whether  provided 
by health, education, social services, or other agencies. It is also crucial to develop 
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partnerships with services whose primary function is not mental health care, such as 
general practitioners (GPs) and schools. They can always contribute by offering general 
advice and treatment for less severe problems, contribute toward mental health promo-
tion, identify problems early in their development, and refer to more specialist services. 
This would explicitly acknowledge that supporting children and adolescents with men-
tal health problems is not the responsibility of specialist services alone. The plan should 
include primary mental health workers, psychologists, and counselors working in GP 
practices, pediatric clinics, schools, and youth services. They can offer consultation to 
families and other practitioners, outreach to identify severe or complex needs, which 
require more specialist interventions, assessment, treatment, and training where needed.

9  Conclusions

Children are a supremely important asset for any nation. Their nurture and care are our 
responsibility. Children’s programs should find a prominent part in our national plans. 
There are very few evaluated child and adolescent psychiatry interventions in India. The 
highest priority in this area must be given to increased resources to develop, implement, 
and evaluate intervention in child and adolescent psychiatry in India. The key findings 
of the limited numbers of studies in the developing countries about the effective inter-
ventions are that parenting, nutritional, and educational interventions improve psycho-
social development in disadvantaged populations and that interventions which combine 
both nutritional and psychosocial components (such as promoting mother–infant inter-
action), and those which are implemented as early as possible and for the longest dura-
tion have the greatest impact, This positive impact is evident for many years after the 
intervention. Child mental health is a shared responsibility, and for any intervention to 
be effective, there should be a synergy between efforts being made by different stake-
holders to address the issues. There is a need to create a mechanism that will make such 
a synergy possible. All children and adolescents, from birth to their 18th birthday, who 
have mental health problems and disorders, need to have access to timely, integrated, 
high-quality, multi-disciplinary mental health services to ensure effective assessment, 
treatment, and support. There has been noticeable progress in addressing the vari-
ous lacunae related to the interventions in the field of child and adolescent psychiatry. 
However, there is still a long way to go in terms of developing a locally and nationally 
relevant and reliable database, effective implementation of legislation and policies, and 
the development of effective, accessible, and affordable interventions.
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1  Introduction

India is a large country, and the Indian culture, often labelled as an amalgama-
tion of several cultures across centuries, spans across the Indian subcontinent and 
includes traditions that are several millennia old. The dimensions and the diversity 
of this country have created an overwhelming opportunity for research. However, 
this potential has been challenged by the lack of resources, motivation and differ-
ent priorities in medical practice. Addiction as a phenomenon is known in Indian 
literature from time immemorial. But apart from a few scattered studies, this area 
remained unexplored till about 50 years ago. This inertia was disappeared with 
the commencement of regional-level, followed by national-level, epidemiological 
research. Over the years, more research in clinical, psychosocial and biological 
areas has been undertaken. Though the volume of published studies might not be 
enormous, nevertheless, it has reached to a level in which an honest and compre-
hensive appraisal of the present and the past is highly warranted and worthwhile.

After important but sporadic reports in the earlier parts of the last century, research 
in various aspects of substance use and addiction has increased voluminously over the 
past 40 years. This chapter summarises the major trends in research in this area. This 
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chapter is divided into two major sections. The first section deals with epidemiology. It 
is subdivided into studies in general population (national as well as regional or local), 
treatment-seeking populations and special populations (women, children, elderly, medi-
cal profession and other workers and the prison population). The second major section 
covers the research regarding individual categories of substances predominantly used in 
India (alcohol, opioids, tobacco, cannabis and inhalants) and emerging newer concerns 
(newer drugs such as ‘club drugs’ and non-substance (‘behavioural’) addictions.

2  Epidemiology

Epidemiology is the scientific study of extent, determinant and distribution of dis-
ease in a defined geographic area. The knowledge of which is essential to document, 
understand, control and prevent such conditions, of which substance addiction is an 
important one. Epidemiological studies in relation to substance abuse can be grouped 
into two broad categories: studies among general and studies among special popu-
lations. In both these subgroups, there may be community-based and clinic-based 
research studies. In India, there is an overall paucity of epidemiological research 
especially of community-based studies. In a review by Basu and Mattoo (1999), this 
is noted to be ‘all the more surprising’, because of the clinical evidence for a rapidly 
increasing and changing trend of substance dependence over the last few decades.

3  Studies Among General Population

3.1  Findings from the National-Level Community-Based 
Studies

3.1.1  Prevalence of Substance Use in the Community

The National Household Survey (NHS) studied the prevalence of substance use in 
the general population. It reflects the overall level of drug use and lists commonly 
abused substances among general population in the country as a whole. It covers 
40,697 males in the age group of 12–60 years (Table 1).

Among current opiate users, the largest proportions were opium users, followed by 
heroin, cough syrup and other opiate users. A small number of subjects reported the use 
of volatile substance, hallucinogens and stimulants. Only 0.1 % individuals reported 
‘ever’-injecting drugs, and the category is referred to as injectable drug users (IDUs).

As per the National Family Health Survey-2 (NFHS-2),1 17 % of the men 
drank alcohol, 29 % males aged 15 years or more and smoked tobacco and 28 % 
chewed tobacco. Two percent of the women drank alcohol, 3 % smoked tobacco 
and more than 10 % used smokeless tobacco. Rani et al. (2003) studied prevalence 
of tobacco consumption from samples of NFHS-2 and found it to be 30 % among 

1 National Family Health Survey India-2. Available from http://www.nfhsindia.org/nfhs2.html.

http://www.nfhsindia.org/nfhs2.html
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individuals 15 years or older. The NFHS-32 showed that 11 % of the women and 
57 % of the men used tobacco in any form. Only 2 % of the women and one-third 
of the men drank alcohol.

3.1.2  Prevalence Among Treatment-Seeking Population

The drug abuse monitoring system (DAMS) component of the National Survey 
obtained data on personvs taking treatment for the substance use disorder. As 
reported by the treatment-seeking population, alcohol was the commonest drug of 
abuse (43.9 %). This was followed by opiates (26 %) and cannabis (11.6 %). Other 
drugs of abuse such as barbiturates and amphetamines and cocaine were reported 
by 0.2 and 1.7 % of patients, respectively. Use of tobacco and its products was 
reported by 10.9 % of the respondents.

3.1.3  Prevalence in Hidden Substance Using Population Not Seeking 
Treatment

The multicentric rapid assessment surveys (RAS) attempted to obtain data from 
hidden and inaccessible drug users in the community. The RAS was carried out in 
14 towns of India (Sethi 2001). The highest proportion of subjects was currently 
(last one month) abusing heroin, followed by other opiates (propoxyphene, opium, 
buprenorphine and pentazocine) at 28.6 %.

4  Findings from the Regional-Level Community-Based 
Studies

In India, many investigators have studied the prevalence of various psychiatric disor-
ders, including the substance use disorders over period of time. Following are the stud-
ies, which have investigated the prevalence of substance use disorders (with or without 
studying the prevalence of other psychiatric disorders) in the community (Table 2).

2 National Family Health Survey India-3. Available from http://www.nfhsindia.org/nfhs3.html.

Table 1  Prevalence of drug use among males (N = 40,697)a

aData from the National Household Survey (NHS)

Substances Ever use (lifetime) in % Current use (last 
1 month) in %

Dependent user as per 
ICD-10 criteria (in %)

Tobacco 57.9 55.8

Alcohol 25.9 21.4 3.6

Cannabis 4.1 3 0.77

Opiates 1 0.7 0.15

Sedative and 
hypnotics

0.1 0.1

http://www.nfhsindia.org/nfhs3.html
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Table 2  Regional-level epidemiological studies of alcohol and drug use

Author (year) State/city Population Prevalence (per 
1,000)

Outcome studied

Elnager et al. 
(1971)

West Bengal 1,383 13 Alcohol and drug 
addiction

Dube and Handa 
(1971)

Uttar Pradesh 16,725 22.8 Alcohol and drug 
abuse

Varghese et al. 
(1973)

Tamil Nadu 2,904 4.8 Chronic 
alcoholism

Thacore (1972) Uttar Pradesh 2,696 18.55 Habitual exces-
sive use (A, C)

Nandi et al.  
(1975)

West Bengal 1,060 0.94

Lal and Singh 
(1979)

Punjab 6,699 203.9 Six-month period 
prevalence for
current users 
(alcohol and 
drugs)

Sethi and Trivedi 
(1979)

Uttar Pradesh 2,415 214 Drug abusers 
A 43.5 %; C 
39.2 %; O 1.4 %

Mohan et al. 
(1979)

Punjab 3,600 57.6 Opium use

Varma et al. 
(1980)

Punjab 1,031 237 Current alcohol 
users

Sundaram et al. 
(1984)

Rajasthan 4,670 247-alco-
hol abuse; 
30-dependence

Alcohol abuse 
and dependence

Ponnudorai et al. 
(1991)

Tamil Nadu 2,334 167 Alcoholism 
(MAST score ≥5)

Premranjan et al. 
(1993)

Pondicherry 1,115 34.5 Alcohol depend-
ence syndrome

Jena et al. (1996) Bihar 1,157 A-288, C-251 Alcohol/drug use

Ghulam et al. 
(1996)

Madhya Pradesh 5,326 386 Current drug use

Singh et al.  
(1998)

Uttar Pradesh 1,806 104 Alcohol users

Chaturvedi et al. 
(1998)

Mizoram 375 M-566, F-457 Tobacco use

Hazarika et al. 
(2000)

Assam 312 T-40 %;  
A-36.5 %;  
IDU-1.28 %; 
Petrol 
inhal a tion-0.64 %

Drug users

Sharma and  
Singh (2001)

Goa 4,022 1 Alcohol 
dependence

Mohan and Ray 
(2001)

Delhi 6,004 and 5,599 
households in two 
surveys

T-276, A-126, 
C-3, O-4

Dependent drug 
users

(continued)
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5  Findings from Treatment-Seeking Populations

A recent retrospective chart review by Basu et al. (2012) studied the profile of 
subjects attending a drug de-addiction and treatment centre in North India over a 
period of three decades. This study reported an increase in the number of registered 

Table 2  (continued)

Author (year) State/city Population Prevalence (per 
1,000)

Outcome studied

Mohan et al. 
(2002a, b)

Delhi 10,312 M-59/year/1,000 
F-12/year/1,000

Incidence of 
substance use 
disorders

Mohan et al. 
(2002a, b)

Delhi 10,312 only T-181, only 
A-33, A + T-96

Substance use 
disorder

Meena et al. 
(2002)

Haryana 4,691 198 Alcohol and sub-
stance abuse

Silva et al.  
(2003)

Goa 1,013 213 Hazardous drink-
ing of alcohol

Gupta et al.  
(2003)

Maharashtra 50,220 188 Current alcohol 
users

Benegal et al. 
(2003)

Karnataka 21,276 153 Alcohol use

Chaturvedi et al. 
(2003)

Meghalaya 1,831 29.4 %-T, 
12.5 %-A, 
4.9 %-O

Substance use

Chaturvedi et al. 
(2004)

Arunachal 
Pradesh

5,135 30.9 %-T, 
30 %-A,  
4.8 %- O

Substance use

Gururaj et al. 
(2004)

Bangalore 10,168 90 Alcohol users

Gururaj et al. 
(2006)

Bangalore 28,507 320 Alcohol users

Medhi et al. 
(2006)

Assam 2,264 A-592;  
A+T-547

Alcohol and 
tobacco users

Chavan et al. 
(2007)

Chandigarh 59,470 68.8 Alcohol and drug 
dependence

John et al.  
(2009)

Tamil Nadu 345 Lifetime use  
467, use in the 
past year 348  
and hazardous  
use of alcohol  
was 142

Hazardous use of 
alcohol (AUDIT 
scores >8)

Reddy and 
Chandrasekhar 
(1998) 
meta-analysis

All India 33,684 6.9 Alcohol/drug 
addiction

Joshi et al.  
(2010)

Gujarat 2,513 329 Current chewable 
tobacco users
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patients with a decrease in the age of presentation. The use of synthetic opioids 
demonstrated a rising trend. Alcohol, benzodiazepines and use of multiple sub-
stances have also been increased over the last few decades. Venkatesan and Suresh 
(2008), Munjal and Jiloha (1986) and Sachdeva et al. (2002) echoed the same 
changing pattern. A study from Delhi showed a higher prevalence of heroin use, 
along with other substances (Sharma and Sahai 1990). A gradually increasing trend 
was also noticed with respect to heroine use (Saxena and Mohan 1984; Adityanjee 
et al. 1984). Not only the traditional substances, Basu et al. (2014a) reported 5 
patients with cocaine dependence and Sarkar et al. (2012) reported 7 patients with 
tramadol dependence who presented to a de-addiction centre for treatment.

There were a few studies from the general medico-surgical or emergency 
settings. A study on substance abusers using emergency services showed that 
majority of them were alcohol abusers, followed by opioid abuse. Importantly, a 
substantial proportion of opioid users are intravenous drug users (IVDUs) (Bhalla 
et al. 2006). Babu and Sengupta (1997) studied more than 300 new admissions 
in the wards of medicine, general surgery and orthopaedics in a general hospital. 
They found that problem drinking was present in about 15 % of the inpatients. Sri 
et al. (1997), who had assessed problem drinking with CAGE questionnaire, found 
a relatively higher prevalence. Similarly, Sampath et al. (2007) observed around 
10 % subjects with alcohol dependence in consecutive hospital admissions.

Among studies from psychiatry outpatient settings, Gupta et al. (1987) found 
10 % heroin dependence in a tertiary care hospital. Lavania et al. (2012) studied 
deliberate self-harm in non-depressed patients with substance dependence; their 
study demonstrated that opioid dependence predisposed to deliberate self-harm.

There is one study from a self-help organisation. Shastri and Kolhatkar (1989) 
conducted this study in three Narcotics Anonymous Meeting Centres and two 
drug addiction rehabilitation centres situated in different areas of Mumbai and its 
suburbs. It was found that all the subjects were taking either cannabis or heroin. 
Psychosocial issues in the family seemed to predispose to substance abuse.

6  Substance Use in Special Populations

The social stigma and the legal restriction attached to substance addiction make 
epidemiological studies challenging and difficult. To circumvent such problems, 
innovative and specialised research has been undertaken throughout the globe to 
trace the hidden, but important subset of substance-dependent population. Though 
in India, the extent of studying such ‘special’ populations is not too comprehen-
sive, the amount of research is reasonably good and gradually expanding.

6.1  Epidemiological Studies in Women

The use of the substance in women outside religious, cultural or medicinal con-
texts has been seen in India for centuries. The use of substance outside these con-
texts has not been recognised until recently in India. Even the large national-level 
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study of substance use in India did not include females in their study. Instances 
of women using substances have emerged in literature in India from around the 
1980s. Recently, there are several studies done on female substance use at the 
national level; regional studies and the hospital-level data on the use of substances 
by women have also become available. The available studies have some meth-
odological limitations, but the broad findings, which have emerged, have been 
described below.

The National Family Household Survey-3, which screened a representative 
sample of 124,385 for use of alcohol and tobacco throughout India, showed that 
2 % women aged 15–49 years use alcohol and 11 % of them use tobacco. Among 
those who use alcohol, 15 % drink alcohol daily and 84 % once a week, or less 
than once a week. Among those who smoke, 1 % use smoking forms of tobacco 
and 8 % use smokeless forms. Around one-fourth of smokers report they smoke 
10 or more cigarettes or bidis. Tobacco use was more prevalent than alcohol use 
in almost every state. All forms of substance use were more prevalent in rural, 
than in urban areas. Substance use decreased with increased level of education 
and income (NFHS-3). There was a change in the trend in the form of increased 
use of tobacco in National Family Health Survey-3, compared to National Family 
Health Survey-2, but the use of alcohol remained same. The National-level House 
to House Survey of 6,266 women in 25 states in India revealed that predominant 
substances used were alcohol (91.7 %), opioids (87.9 %) and tobacco (85.6 %) 
(Murthy et al. 2009). Another national-level survey of 1,865 women users by 
110 NGOs showed that women who used substances were in their 20s or 30s, and 
married. The common substances used were alcohol, tobacco, opioids, sedatives 
and cannabis. Among users, 25 % had lifetime history and 24 % had been inject-
ing in the previous month. The reasons for initiation of the substance use were due 
to childhood difficulty, peer influence, partner influence and stress (Murthy 2008).

A survey of 4,648 users in 14 cities found that 8 % of the users were women. 
These users were single, educated, employed and started using before 20 years 
of age. The common substances were opioid, alcohol, cannabis and minor tran-
quilisers. The reasons for initiation of the substance were influence of friends, 
spouse or partner, and stress and ‘tension’. Among them, 40 % were IDUs and 
were involved in unsafe practices, unprotected sex and drug peddling (Kumar 
2002). The Gender, Alcohol and Culture: An International Study (GENACIS) 
assessed alcohol and other substance use across 5 districts of Karnataka among 
1,464 females. Most females were middle aged, poorly educated (<6 years), 
married and earning less. Around one-third of the women users had hazardous 
drinking, more than a third had husbands who used alcohol and a tenth drank 
exclusively. Only about 6 % of female drank less than once in the last 12 months 
(Benegal et al. 2005). A study of 7,445 adult men and 6,919 adult women from 
South India found that the average consumption on typical drinking occasions, 
in both men and women, was five standard drinks (12 g of ethanol per drink) 
(Benegal et al. 2003). Another study in South India found that one-fifth of the 
people who frequented pubs on weekends were girls aged between 13 and 
19 years in Bangalore city (Kumar and Sharma 2008).
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6.1.1  Hospital-Based Studies

These data are derived from the people visiting the hospital for substance-related 
problems. According to the drug abuse monitoring survey (DAMS) of treatment-
seeking people in government-sponsored de-addiction centres, 1 % (N = 117) of 
treatment seekers were female during period of September 2006–August 2007. 
The treatment seekers were middle aged, illiterate, married and doing household 
activities. The predominant substances used were tobacco, alcohol, opioids, seda-
tives and cannabis. Majority (87.2 %) of them were first-time treatment seekers. 
The reason for visiting the hospital was due to physical complications (33.3 %) 
of substance use (Ray 2004). There are few hospital-based data about the female 
substance users. The main findings of these studies were that females were mid-
dle aged (in their late 30s), married, housewives and poorly educated. They were 
using alcohol, opioids, tobacco, benzodiazepines and cannabis. They had high 
physical (34–69 %) and medical comorbidity (23–70 %) (Murthy et al. 1992; 
Grover et al. 2005).

6.2  Substance Use in Children

There are very few national-level studies, particularly about substance use in chil-
dren. Though majority of the studies on children have been done on inhalant use, 
literature is also available for other substance use. Majority of the data have been 
obtained from the regional studies from the metropolitan cities and from the hospi-
tal-based studies. The regional studies are mostly on substance use in street children.

The National Household Survey on Drug Abuse surveyed 40,697 males of 
whom 8,587 were children (aged 12–18 years). Of these, 3.8 % were using alco-
hol, 0.6 % were cannabis, and 0.2 % were using opiates (Ray et al. 2004).

In a study of 300 street child labourers in slums of Surat, it was observed that 
135 (45 %) used substances. The substances used were smoking tobacco, followed 
by chewing tobacco, snuff, cannabis and opioids (Bansal and Banerjee 1993). 
A study of inhalant use in street children in Bangalore showed that tobacco was 
the predominant substance, followed by inhalants, alcohol, cannabis and opioids 
(Benegal et al. 1999). Nearly a decade later, in another study of street children 
from Bangalore, it was observed that inhalants are the commonest substance of 
abuse, followed by tobacco, alcohol, heroin, cannabis and pharmaceutical prepara-
tions. Substance use in street children helps them cope with the rigours of living in 
the streets (Benegal et al. 2008). A study in the Andamans demonstrated that onset 
of regular use of alcohol in late childhood and early adolescence is associated with 
the highest rates of consumption in adult life, compared to later onset of drink-
ing (Benegal et al. 2008). Another study among street children found that among 
163 street boys, 132 (80.98 %) were substance abusers. The common substances 
used were nicotine by 104 (63.8 %), inhalants by 78 (48 %), alcohol by 60 (37 %), 
sedatives and stimulants by 42 (26 %) and cannabis and opioids by 31 (19 %). A 
significant portion of the street children had been sexually abused 52 (31.9 %), and 
87 (53.3 %) had been physically abused (Gaidhane et al. 2008).
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6.2.1  Hospital-Based Studies

There are several case reports of use of the substances in children (Basu et al. 
2004a, b; Kumar et al. 2008). A chart review of 85 child and adolescent patients 
from Chandigarh found that the primary substance of use was opioids, nicotine, 
alcohol, cannabis, sedatives and inhalants. The reason for use of the substance was 
curiosity and peer pressure (Saluja et al. 2007).

6.3  Other Populations

A clinic-based study on elderly population has demonstrated a slow but increasing 
trend of registered elderly patients suffering from substance dependence. There is 
a preponderance of alcohol dependence, which is followed by opioid dependence 
(Grover et al. 2008).

A study of the substance use in the 250 auto-rickshaw pullers in New Delhi 
shows that majority of them used tobacco (79.2 %), followed by alcohol (54.4 %), 
cannabis (8.0) and opioid (0.8 %). The substance used helped them to remain 
awake at night while working (Gupta et al. 1986a, b). A study in industrial popu-
lation about psychiatric prevalence has shown that harmful substance use or sub-
stance dependence (42.83 %) is the most common psychiatric condition (Dutta 
et al. 2007). Another study among industrial workers from Goa estimated a prev-
alence of 211/1,000 with hazardous drinking using the Alcohol Use Disorder 
Identification Test (AUDIT) (Silva et al. 2003).

Substance use among medical students has also been examined in several 
studies (Kumar and Basu 2000; Seshadri 2008). As early as 1977, a drug abuse 
survey in Lucknow among medical students revealed that 25.1 % abused a drug 
at least once in a month. Commonly abused drugs included minor tranquilis-
ers, alcohol, amphetamines, bhang (cannabis) and non-barbiturate sedatives. 
In a study of internees on the basis of a youth survey developed by the WHO 
in 1982, 22.7 % of males ‘indulged in alcohol abuse’ at least once in a month 
and 9.3 % abused cannabis, followed by tranquilisers. Common reasons cited 
were social reasons, enjoyment, curiosity and relief from psychological stress. 
Most reported that it was easy to obtain drugs such as marijuana and ampheta-
mines (Ponnudurai et al. 1984). Another study in New Delhi of 2,135 medical 
students showed that current alcohol, tobacco (chewable or smoked) and illicit 
substance use reported by 7.1, 6.1 and 6.7 % of the respondents, respectively. 
Use of illicit substances was strongly associated with use of tobacco, alcohol 
and non-prescription drugs (Rai et al. 2008). A monograph on substance use in 
the prison population revealed that among the inmates, nearly 80 % had diagnos-
able psychiatric disorders, and a substantial proportion of them were dependent 
on substances.

The majority of Indian studies on the special populations have tried to establish 
the extent of substance use in these populations. Not much work has been done 
on the treatment-related aspects of substance use in special populations, except 
among street children using substances.
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7  Individual Substance-Related Areas

An attempt has been made to describe the available literature from India on differ-
ent substances of abuse. To ensure that this section is comprehensive, inclusive and 
lucid, each of the substance-related sections is further stratified into several subsec-
tions based on clinical, biological or treatment-focused research. But, due to paucity 
of available research in some of these subsections, they are not of uniform length. 
Studies on comorbid psychiatric disorders, commonly referred as the ‘dual diagno-
sis’, are not always substance specific. Hence, there has been some inevitable overlap 
in this area. This brief summary is based only on original studies and not on reviews 
of the subject. As expected, most of the published studies are on alcohol problems, 
followed by opioid dependence. Overall, clinical and psychosocial research substan-
tially outnumbers biological research. Moreover, the majority of these studies have 
been carried out only in a few centres. Nevertheless, it is encouraging to note that the 
volume of Indian research is this area is increasing with time.

8  Research on Alcohol-Related Areas

Though the constitution of India has asked for a prohibition for the use of all ‘intoxi-
cants’ including alcohol, it still remains as one of the most commonly used substances of 
addiction, as reported by different epidemiological studies. India’s reputation as a coun-
try with a culture of abstinence especially in matters regarding alcohol is underserved. 
The country, which has seen a rapid proliferation of city bars and nightclubs in recent 
years, is fast shedding its inhibitions about alcohol as a lifestyle choice (Prasad 2009).

8.1  Studies on Harmful Effects Incurred by Alcohol Use

Hospital admission rates due to the adverse effects of alcohol consumption are dispro-
portionately high. Several studies indicate that nearly 20–30 % of admissions or con-
sultations are due to alcohol-related problems (direct or indirect) in different healthcare 
settings but are under-recognised by primary-care physicians (Sri et al. 1997; Benegal 
et al. 2001). Alcohol misuse has been implicated in over 20 % of traumatic brain inju-
ries (Gururaj 2002; Sabheshan and Natarajan 1987) and 60 % of all injuries reporting 
to emergency rooms (Benegal et al. 2002). It has a disproportionately high associa-
tion with deliberate self-harm (Gururaj and Isaac 2001), high-risk sexual behaviour 
(Chandra et al. 2003), HIV infection, tuberculosis (Rajeswari et al. 2002), oesoph-
ageal cancer (Chitra et al. 2008), liver disease (Sarin et al. 1988) and duodenal ulcer 
(Jain et al. 1999). Association between alcohol dependence and seizures is well recog-
nised. Seizure prevalence of 8–16 % among patients with alcohol dependence has been 
reported (Matto et al. 2009b). Importantly, a confident diagnosis of withdrawal seizure 
could be made only in minority of instances (Murthy et al. 2007; Mattoo et al. 2009a, 
b). A recent estimate from surveillance of major non-communicable diseases in India 
placed the burden due to alcohol use as most important among all non-communicable 
disorders (Anand 2000). Hence, huge healthcare expenditure is being incurred due to 
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alcohol use. Using their findings in the Bangalore study, researchers from NIMHANS 
calculated that the direct and indirect costs are attributable to alcohol addiction to be 
more than three times the profits of alcohol taxation and several times more than the 
annual health budget of Karnataka. Extrapolating their findings to the whole of India, 
they estimated that the total alcohol revenue for the period of 2003–2004 was 216 bil-
lion rupees, which fell 28 billion rupees short of the total cost of managing the effects of 
alcohol addiction (Benegal et al. 2000; Gururaj et al. 2006). Alcohol abuse also causes 
social dysfunction. In a study from India focusing on the distress of the family members 
of patients with alcoholism, it was found that relatives of all patients reported behav-
iours such as excessive spending and disturbance of peace at home to be distressful 
(Chand and Chaturvedi 2010).

The other side of the coin, the alcohol industry, promotes and nurtures a con-
cept called ‘responsible drinking’. The concept, though lucrative for the global 
trade and excise, should be critically viewed from a health perspective. In a 
review, it was concluded that currently, there is not enough evidence to promote 
drinking of alcoholic beverages, even at so-called responsible levels, from a public 
health and policy perspective (Banerjee et al. 2006).

8.2  Studies on Comorbidity or ‘Dual Diagnosis’

Research on ‘dual diagnosis’ can be well classified into two broad categories based on 
the locus of the study. Research has been done primarily either in the psychiatry or in 
the de-addiction clinics, looking for the presence of either of these groups of disorders. 
Trivedi et al. screened 1,000 consecutive patients presenting to a psychiatric hospi-
tal and found that about 8 % of them abused alcohol. The figure indicates that almost 
half of the all substance abusers were using alcohol. Alcohol was observed to be more 
commonly used by patients with bipolar and neurotic disorders, rather than patients suf-
fering from schizophrenia (Trivedi and Sethi 1978). Among the second group of stud-
ies, Basu and Gupta (2000) noted that the prevalence of drug use among people with 
mental illness was twice that found in the general population. The prevalence was 16 % 
in bipolar disorder, 14 % in schizophrenia, 5 % in organic psychosis and 2 % in non-
psychotic disorders. Kishore et al. assessed the lifetime prevalence of comorbidity in 43 
patients with substance dependence and the chronology of such comorbidity from the 
de-addiction centre of a tertiary hospital at Lucknow. The substance most commonly 
used was alcohol. A study was conducted in the Regional Institute of Medical Sciences 
(RIMS), Manipur, also replicated the findings of higher psychiatric comorbidity among 
patients with alcohol dependence, compared to controls (Singh et al. 2005). A rela-
tively older clinic-based study from North India, which compared the prevalence of 
both axis I and axis II psychiatric disorders in patients with alcohol and opioid depend-
ence, found no difference between these patients. The overall prevalence figure for 
alcohol and opioid dependence was about 60 % (Vohra et al. 2003). In a recent retro-
spective chart-based review of consecutive patients from the same centre, 13 % patients 
were found to have any psychiatric disorders. Mood disorders were the commonest 
comorbidity in both of these studies. A study on ‘dual diagnosis’ schizophrenia found 
that patients ascribed hedonistic pursuit as the principal reason for substance use, but 
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reduction in symptoms and distress were also cited as reasons. A trend was discovered 
for alcohol to be used more for self-medication purposes, compared to opioids and can-
nabis (Goswami et al. 2003). Another clinic-based study has shown that there is a high 
frequency of psychiatric comorbidity, predominantly affective disorders, in patients 
with alcoholic liver disease (ALD) when compared with alcohol dependence alone 
(Kakunjee 2012). The same group of researchers also found out a substantial and equal 
occurrence of personality disorders in both ALD and non-ALD groups (Kakunji et al. 
2012). Another study, which attempted to assess the prevalence of sexual dysfunction 
in a clinical sample with alcohol dependence, demonstrated that 72 % had one or more 
sexual dysfunctions, the most common being premature ejaculation, low sexual desire 
and erectile dysfunction. The amount of alcohol consumed appeared to be the most 
significant predictor of developing sexual dysfunction (Arackal and Benegal 2007). 
Externalising disorders in childhood and adolescence have been found to predate alco-
hol dependence. Childhood attention-deficit hyperkinetic disorder, which is a member 
of this group of disorders, was found to be significantly associated with the early-onset 
subtype of alcohol dependence (Sringeri et al. 2008). In a study from Chandigarh, with 
a larger sample and better methodology, the same finding was replicated and extended 
to other childhood disruptive disorders (conduct disorder and oppositional defiant disor-
der) and adult attention-deficit hyperkinetic disorder (Ghosh 2013). Substance abuse not 
only predisposes subjects to psychiatric disorders, but also complicates the course of the 
same. This fact has been substantiated in both patients with alcohol and opioid depend-
ence, where an increase in substance abuse preceded schizophrenic exacerbation in one-
third of the patients with ‘dual-diagnosis’ disorders (Goswami et al. 2003).

8.3  Studies on Other Clinical Issues

Not only psychiatric disorders, but also alcohol dependence is also associated with 
certain personality traits. In a study to evaluate their personality traits, patients 
with alcohol dependence obtained significantly higher scores on a variety of traits 
(Chaudhury et al. 2006). Experience and expression of anger and subsequent lower 
quality of life were found more commonly among patients with alcohol dependence 
(Sharma et al. 2011). Individuals with alcohol dependence had significantly lower 
self-esteem compared with control subjects, and significantly, more of the patients 
were identified as alexithymic. The same study has also commented on the lim-
ited value of MAST and CAGE in the diagnosis of alcohol dependence (Ray and 
Chandrasekhar 1982). Cross-system diagnostic concordance is contradicted by 
results from two different studies (Basu et al. 2000a, b; Ray and Neeliyara 1989). 
Typology of alcohol dependence, which has been studied extensively elsewhere, has 
not attracted much research attention in India. In a study, multivariate cluster analytic 
approach to classify alcohol dependence was found to be superior as compared to the 
univariate one, both in terms of concurrent validity and in terms of predictive valid-
ity (Basu et al. 2004a, b). Another study was aimed at finding out clinical, personal-
ity and behavioural correlates of age at onset of alcohol dependence. Results showed 
that early-onset patients with alcohol dependence were higher sensation seek-
ers, higher on the Psychopathic Deviate Scale of the multidimensional personality 
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questionnaire (MPQ) and tended to display aggression, violence and general disin-
hibition when drinking. On the contrary, late-onset patients with alcohol dependence 
(age at onset of alcohol dependence more than 25 years) were anxiety prone and guilt 
ridden and had less alcohol-related problems (Varma et al. 1994). Individuals with 
chronic alcohol abuse show impairments in several cognitive functions. A study of 
frontal lobe functions and their association with alcohol consumption variables found 
that chronic alcohol dependence affects visual scanning, set-shifting and response 
inhibition abilities. Patients with a fewer number of days of alcohol intake during the 
past 1 year performed relatively better (SriGowri et al. 2008).

8.4  Studies on Initiation and Course of Alcohol Use

Consumption of alcohol has been attributed to different reasons by consumers. 
Attitude and knowledge about the substance and addiction can be influenced 
by the cultural background of the individual. In an effort to develop an instru-
ment to assess the attitude towards drinking, four factors have emerged to the 
forth, namely ‘acceptance’, ‘avoidance’, ‘rejection’ and ‘social dimension’ (Basu 
et al. 1998). A recent study examining the reasons for alcohol intake and the 
belief about addiction in people with different ethnic backgrounds has found that 
societal acceptance and pressure, as well as emotional problems, appear to be 
the major aetiology, leading to higher prevalence of substance dependence in 
the tribal community (Sreeraj et al. 2012). Another study on information tech-
nology professionals has implicated higher rates of professional stress and risk 
for developing depression in the development of harmful alcohol use (Darshan 
et al. 2013). Three phases have been defined and characterised in the downhill 
progression of alcohol dependence (Mattoo and Basu 1997). The early phase is 
characterised by the absence of any problems; the middle phase, beginning with 
daily drinking and ending with the use of a bottle of spirits a day, is character-
ised mainly by social problems; the late phase begins with the onset of morn-
ing drinking and is characterised by the onset of physical problems. In a recent 
effort, the chronology of criteria of dependence in alcohol dependence syndrome 
was examined (Mattoo and Basu 1997). In order-wise chronology, either crav-
ing or tolerance was present as the first criterion and the presence of craving, 
tolerance or loss of control was observed as the first criterion in more than half 
of the subjects. Relapse of alcoholism is a rule rather than exception in depend-
ent patients. Lack of cognitive vigilance was observed to be the most common 
precipitant of relapse. Family and patients’ perceptions about the precipitants of 
relapse were found to be concordant (Malhotra et al. 1999).

8.5  Studies on Biology of Alcohol Dependence

Alcohol abuse disorders result from the interaction between an individual’s genetic and 
environmental susceptibility and repeated intake of alcohol over time. It is not possi-
ble to become dependent on alcohol without repeatedly consuming alcohol, but only a 
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small percentage of all drinkers develop alcohol dependence. Although the prevalence 
of alcohol dependence in the Asian population is low, a sizable number of people in 
India suffer from alcohol use disorders. Genetic polymorphisms, particularly those 
of the alcohol-metabolising enzymes alcohol dehydrogenase (ADH) and aldehyde 
dehydrogenase (ALDH), have been largely implicated in the development of alco-
hol dependence. Though India represents about one-sixth of the world’s population, 
there are limited data on genes or polymorphisms that confer susceptibility to alcohol 
dependence in this population. In a study, aldehyde dehydrogenase (ALDH) levels in 
patients with alcohol dependence and their first degree non-dependent relatives and 
controls were compared (Murthy et al. 1996). Findings indicated that low erythrocyte 
ALDH may be considered as a biochemical trait marker associated with alcoholism. 
Another study from the northern part of India highlighted the uniquely high frequency 
of the ALDH2*2/*2 genotype (among subjects with alcohol dependence) being a risk-
conferring factor for alcohol dependence. Recently, males with alcohol dependence 
belonging to six ethnic populations, from four linguistic groups of India, were stud-
ied for a single nucleotide polymorphism (SNP) of ALDH2 gene. The small number 
of haplotypes coding for low-level enzyme activity in this region suggests the strong 
linkage disequilibrium across the region and confirms the global long-range linkage 
disequilibrium around the ALDH2 locus (Vaswani et al. 2009). In addition to ALDH 
polymorphism, it is well established that the central dopaminergic reward pathway is 
likely involved in alcohol intake and the progression of alcohol dependence. Dopamine 
transporter (DAT1) mediates the active re-uptake of dopamine from the synapse and is a 
principal regulator of dopaminergic neurotransmission. A study from the southern part 
of our country demonstrated a population-specific DAT1 polymorphism determining 
the vulnerability to alcohol dependence (Bhaskar et al. 2012). Another study provided 
preliminary insight into genetic risk of alcohol dependence in Indian men (Prasad et al. 
2010). It demonstrated two polymorphisms in the DRD2 gene, which may have clinical 
implications among Indian men with alcohol dependence.

In addition to the molecular genetic studies, neurobiological and neurophysi-
ological investigations have been undertaken in India. These studies have looked 
into the high-risk population for alcohol dependence, consisting of either person 
with family history of alcohol dependence or person having externalising disor-
ders. A study aimed to evaluate corpus callosum morphometry in subjects at high 
risk for alcoholism found that smaller callosal areas had a negative association 
with externalising behaviours and might represent yet another marker of suscepti-
bility to alcoholism in high-risk subject (Benegal et al. 2006; Venkatasubramaniam 
et al. 2007). On similar lines, an electrophysiological study on high-risk subjects 
showed lower P300 amplitudes over frontal brain areas (Benegal et al. 1995; 
Murlidharan 2008). Differences were greater in the young, tending to converge 
with increasing age. There was a strong association between this reduced brain 
activation and an excess of externalising behaviours in high-risk individuals. 
Another study in this area concluded that P300 amplitudes varied inversely with 
the presumed continuum (children with high family loading of alcohol depend-
ence, early-onset alcohol dependence and late-onset alcohol dependence) of risk in 
those at high risk for developing alcoholism (Silva et al. 2007).
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8.6  Studies on Treatment of Alcohol Dependence

Among studies on interventions related to withdrawal and relapse prevention, drug tri-
als outnumber studies on psychosocial interventions. In substance abuse treatment, it is 
always essential to determine the treatment setting prior to the initiation of actual treat-
ment. Unfortunately, there is no published literature from India on the relative efficacy 
or indication of inpatient or outpatient treatment. The only retrospective review of inpa-
tient treatment to determine the long-term outcome of both alcohol dependence and opi-
oid dependence revealed that those who were following up at the time of evaluation had 
significantly longer duration to relapse. Hence, putting emphasis on the follow-up could 
result in a better long-term outcome (Singh et al. 2008). To ensure an optimal follow-up 
of patients, it is quite essential to have a multidisciplinary approach.

Lorazepam and chlordiazepoxide are both popular treatments for alcohol-
withdrawal syndrome all over the world and so also in India. In a double-blind 
randomised control trial that was done to compare their efficacy, lorazepam and 
chlordiazepoxide showed similar efficacy in reducing symptoms of alcohol with-
drawal as assessed using the revised Clinical Institute Withdrawal Assessment 
(CIWA) for Alcohol Scale (Kumar et al. 2009). No difficulties in drug discontinua-
tion or differences in impairing adverse events were observed with either drug. Then 
again, another study has highlighted the problem with mega doses of lorazepam 
(Chand and Murthy 2003). Another study demonstrated an increase in the low activ-
ity of aldehyde dehydrogenase (ALDH) following administration of either diazepam 
or chlordiazepoxide in alcohol withdrawal, explaining their efficacy (Murthy 1992).

In India, disulfiram is still the most commonly used agent for relapse prevention, as 
it is cheap and easily available. Disulfiram in alcohol use disorders in the Indian context 
is a useful treatment, particularly when compliance with the drug regimen is overseen 
by family members (Grover and Basu 2004; Grover et al. 2007a, b). An open-label ran-
domised control trial compared the efficacy of disulfiram (DSF) and topiramate (TPM) 
for preventing alcoholic relapse in routine clinical practice in India (Sousa 2008). 
Though DSF proved to be more efficacious in terms of time spent in abstinence, TPM-
treated patients did show less craving than DSF-treated patients. Another study with 
similar methodology comparing the efficacy of disulfiram and naltrexone (NTX) dem-
onstrated superior efficacy of DSF in terms of time to relapse (Sousa and Sousa 2004). 
The third study concluded that DSF is superior to acamprosate (ACP) for prevent-
ing relapse in men with alcohol dependence with good family support (Sousa 2005). 
Comparison of efficacy with DSF and NTX in adolescent population has demonstrated 
superiority of the former in terms of reducing relapse rate (Sousa 2008). These findings 
were also replicated in the elderly population (Sousa and Jagtap 2009). All these studies 
were from same centre and were done by the same research team. Moreover, they had 
recruited patients with good family support and also provided psychosocial interven-
tions. Hence, the findings of these studies should be interpreted within these limitations. 
Further comparisons between these drugs in different treatment settings and populations 
are, thus, warranted. In a retrospective chart review, patients with alcohol dependence 
who received treatment from an addiction centre were studied to compare those on ACP 
or NTX versus those on no prophylactic drugs with regard to their demographic and 
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clinical background and short-term outcome after treatment (Basu et al. 2005). Results 
showed a superiority of ACP over NTX, or no drugs, both in the short term and during 
follow-up. Despite the popular notion of DSF’s potential dangerousness, it has rarely 
been implicated in serious adverse events. A study was conducted to evaluate the short-
term safety of DSF in patients with alcohol dependence with chronic smoking (Galgali 
et al. 2002). Finding suggested that disulfiram does not significantly alter forced expira-
tory volume in the first minute (FEV1) values and airway reactivity during the treatment 
period, thus, could be used safely. Though there is no systemic study on the adverse 
reactions of these prophylactic medications, there is one case report of possible DSF-
induced delirium after 6 weeks of initiation of the medication (Basu 2010).

There are only a handful of studies on psychosocial interventions for alcohol 
dependence. A five-year follow-up study of 150 patients treated for alcohol depend-
ence using a primarily Alcoholics Anonymous approach reported a modest improve-
ment in outcome, both in short term and in long term (Kuruvilla and Jacob 2007). 
In a recent study conducted in South India, it was found that individuals randomly 
assigned to dyadic relapse prevention (i.e. involvement of both patient and family 
members in the intervention) consistently performed better than those assigned to 
treatment as usual (Nattala et al. 2010). Intervention was more effective for relapse 
prevention in terms of reduction in quantity of alcohol, drinking days and number 
of days with dysfunction in family, occupational and financial dimensions. Another 
study demonstrated the effectiveness of training community volunteers in imparting 
knowledge and skills to identify and motivate persons with alcohol and drug depend-
ence to seek treatment (Manickam 1997). Keeping patients with alcohol dependence 
in the treatment net is one of the most difficult yet a crucial task. Tracing techniques 
such as home visits were found to be effective in increasing follow-up rates in 
patients with alcohol dependence (Mahadevappa et al. 1987). Along the same lines, 
follow-up support and continued care appeared to significantly improve longer-term 
recovery in this group of patients (Murthy et al. 2009).

Study on the predictors of outcome following alcohol de-addiction treatment 
has mentioned younger age, higher psychosocial problem index, family history of 
alcoholism and delayed follow-up after relapse among the few negative predictors 
(Kar et al. 2003).

9  Research on Opioid-Related Areas

Opium poppy has been cultivated in India since the tenth century. The first Indian 
text to mention the use of opioids was possibly the ‘Dhanvanatari Nighantu’, an 
ancient Indian medical treatise of the tenth century, which lists opium as a remedy 
for a variety of ailments. There has been a long-standing history of not only opioid 
addiction in India, but also managing this addiction through providing access to 
opioids in a regulated fashion, akin to the agonist maintenance treatment of today. 
Apart from the epidemiological studies, which have been already mentioned else-
where, there are only a few biological, clinical and treatment-related studies on 
opioid dependence from India.
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9.1  Studies on Harmful Effects Incurred by Opioid Use

Injecting drug use (IDU) has been strongly associated with HIV. In India too, among 
all risk groups, prevalence of HIV is highest among IDUs. High prevalence of hepa-
titis C has also been described among Indian IDU populations. In a review, hepatitis 
C virus infection is found to co-occur in 30–50 % of IDUs in general and 60–90 % 
in some high-risk pockets. Hence, the figure indicates an appreciable magnitude of 
problem that may turn into an epidemic. This review also points towards glaring lacu-
nae of studies on risk behaviours associated with acquiring hepatitis C virus infection 
in IDUs (Basu 2010). Taking cue from the same, the author has tried to address this 
issue in a recent study. It was found that seroprevalence of anti-HCV antibody is high 
in IVDUs compared to non-IVDUs and is primarily related to injecting risk behav-
iour (Basu et al. 2012, 2013). In a study of consecutive patients, 12.5 % was found 
to have seizures and most of these were associated with substance use (Mattoo et al. 
2009a). Dextropropoxyphene (DPP), a weak opioid, is often abused as a psychoac-
tive substance in India. A retrospective chart review from PGIMER, Chandigarh, 
has demonstrated that DPP-induced epileptic seizures are common (one in five) and 
much more frequent than seizures in patients using other opioids. Those with seizures 
had significantly greater duration of DPP use and higher rates of medical comorbidity 
compared to patients without seizure (Basu et al. 2009a). Metabolic syndrome (MS) 
is an emerging condition in present psychiatric literature. A study from India, con-
ducted in Chandigarh, has demonstrated that almost one in three of opioid-dependent 
patients has metabolic syndrome, and the figure is more than the prevalence of MS in 
alcohol dependence in the same study. Moreover, the prevalence of MS in both dis-
orders is in turn greater than the general population prevalence (Mattoo et al. 2011).

Studies on comorbidity or ‘dual diagnosis’: No research till date has exclusively 
looked into prevalence of psychiatric disorders among patients with opioid depend-
ence. Rather opioid dependence has been studied as a subset of the entire spectrum 
of substance dependence. In Trivedi et al.’s previously mentioned study, opium was 
the least sought-after substance among patients with psychiatric illnesses. But, in 
another study from a de-addiction clinic of Lucknow, opioids were found to be the 
second most common substances of abuse in patients with dual diagnosis (Kishore 
et al. 1994). Possibly, the locus of research can explain the discrepancy.

9.2  Studies on Other Clinical Issues

Though subtypes of alcohol dependence have been studied extensively, there are only a 
few studies on subtyping or profiling of opioid dependence. A study from Chandigarh 
has shown that the early-onset group was characterised by a significantly younger cur-
rent age, more urban and unemployed subjects, a higher severity of opioid use, higher 
sensation seeking and higher global psychopathology in terms of MPQ. These results 
indicate that the age-at-onset typology in opioid dependence is a feasible way of clas-
sifying patients with opioid dependence, and this subtyping has some similarities to 
age-at-onset typology in alcoholism (De et al. 2003). A recent study from the same cen-
tre has sparked renewed the interest in the area of opioid typology. This has compared 
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early- and late-onset opioid patients with opioid dependence on five explanatory 
domains including clinical (severity), genetic (family history), psychological (sensation 
seeking and impulsivity), neuropsychological (attention concentration and executive 
functions) and neurophysiological (P300 evoked response potential). Taking a cue from 
the classic categorical versus dimensional debate in clinical psychiatry, this research has 
emphasised that age of onset of opioid dependence is meaningful when the diagnosis of 
dependence is used as dimension rather than a category (Basu et al. 2014b).

9.3  Studies on Initiation and Course of Opioid Use

Initiation of substance abuse is undoubtedly affected by psychosocial factors. In one 
study, peer influence was found to have a significant role in initiation of heroin use 
(Chowdhury and Sen 1992). Sometimes medical prescriptions can initiate opioid use. 
In a case series of tramadol dependence, prescription of the same medication as an anal-
gesic was found to precede its regular use (Sarkar et al. 2012). Likewise, psychologi-
cal traits have also been implicated. High sensation seeking combined with alienation, 
leading to an inability to meet the demands through a socially sanctioned channels, has 
been hypothesised to foster opioid dependence (Basu et al. 1995). Relapse is a com-
mon and distressing aspect of substance dependence mediated by several biological 
and psychosocial factors (Mattoo et al. 1997, 2009a). A study examined the associa-
tion between demographic variables, clinical parameters and certain psychosocial fac-
tors and relapse among patients with either alcohol or opioid dependence. Patients who 
had relapsed were significantly more likely to have a positive family history, to have a 
higher number of previous relapses, to be using maladaptive coping strategies and to 
have been exposed to a higher total number of ‘high-risk’ situations and undesirable life 
events. Conversely, those who had remained abstinent tended to use significantly more 
number of coping strategies, principally adaptive ones, and scored significantly higher 
on all measures of self-efficacy. Another study has highlighted on the role of craving in 
relapse of heroin dependence (Dhawan et al. 2002). Craving was found to be inversely 
proportional to the duration of abstinence and was not influenced by socio-cultural fac-
tors. In a clinic-based study on patients with buprenorphine addiction, a chronic but 
slowly improving course was ascertained. Substance substitution was found to compli-
cate the overall course and outcome (Basu et al. 2000a, b).

9.4  Studies on Biology of Opioid Dependence

The opioid receptor mu1 (OPRM1) mediates the action of morphine. A study demon-
strated the role of OPRM1 receptor polymorphism in the development of opioid addiction 
(Deb et al. 2010). The same group of researchers also found out the contribution of c-AMP 
receptor-binding element (CREB) polymorphism to opioid dependence (Kumar et al. 
2011). Investigating endophenotypes is an emerging concept, especially for opioid depend-
ence (Singh and Basu 2009). A study has demonstrated maximum abnormality in P300 
latency and amplitude, and executive function, in patients with opioid dependence, followed 
by their healthy relatives, with least abnormalities in the control group (Singh et al. 2009).
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9.5  Studies on Treatment of Opioid Dependence

The treatment of opioid dependence syndrome constitutes of treatment for intoxi-
cation, withdrawal and relapse prevention. No studies on the treatment of opioid 
intoxication have been undertaken in India. Buprenorphine has been found to be 
an effective agent for management of opioid withdrawal symptoms. When com-
pared to clonidine, buprenorphine was found to be efficacious both in terms of less 
subjective symptoms and in terms of no change in the ‘liking’ for opioids (Ray 
et al. 2011). Another study has been conducted to correlate the effect of clonidine 
in opioid withdrawal with the opiate receptor activity. Clonidine seems to mitigate 
kappa receptor effects earlier than the mu receptor effects and does not have much 
effect on delta receptor effects (Chaturvedi 1994).

For long-term management of opioid dependence, one approach is opioid substitu-
tion or agonist therapy. Methadone, which has been extensively studied in the West, has 
been launched only recently in India and is being implemented as a pilot project at five 
sites in India. The initial clinical experience is encouraging; however, the adequate dose 
for Indian patients is yet to be determined. Early observations indicate that most Indian 
patients would require doses ranging between 40 and 80 mg/day. But, there are quite 
a few studies on the efficacy of another agonist, buprenorphine. A study has demon-
strated the low abuse liability of buprenorphine in higher doses (Singhal et al. 2007). De 
et al. (2001) in a double-blind randomised controlled trial compared different doses of 
sublingual buprenorphine (2 and 4 mg/day) in an inpatient setting for long-term phar-
macotherapy among opiate-dependent subjects. The results indicated that both 2 and 
4 mg doses of buprenorphine were effective in pharmacotherapy of opioid dependence 
without significant difference. Mohan and Ray (1997) did a quasi-experimental study 
of community-based treatment with buprenorphine for heroin dependence in an urban 
slum of Delhi. It was seen that 70 % subjects improved with no use or very little use of 
heroin. Dhawan and Sunder (2008), in a brief overview of buprenorphine substitution 
in India, have concluded that buprenorphine substitution programmes have been suc-
cessful in decreasing the harm associated with drug use, as well as decreasing the drug 
use per se and improving the quality of life. In another study carried out by the All India 
Institute of Medical Sciences (AIIMS) in Nagaland, 54 patients with opioid depend-
ence on buprenorphine maintenance were followed up for 6 months. There was signifi-
cant improvement in ‘Drug and family domain’ of the Addiction Severity Index (ASI), 
and the subjective well-being scale. Similarly, the treatment centre of TT Ranganathan 
Clinical Research Foundation, Chennai, found improvement in patients maintained 
on buprenorphine in their drug use pattern, life functioning, general health, high-risk 
behaviour, crime rate and arrests. In a multisite study on buprenorphine, Dhawan et al. 
(2010) reported that the mean dose required was 6 mg/day. Results showed significant 
abstinence and reduction in addiction severity with buprenorphine at this dose. A recent 
study found out that buprenorphine and naloxone combination had a higher adherence 
rate, compared to buprenorphine when used for opioid substitution therapy (Balhara 
and Jain 2012). In another study, buprenorphine maintenance was found to be helpful 
not only in terms of diminished use, but also in improving the quality of life (QoL) of 
patients with opioid dependence (Dhawan and Chopra 2013). Slow-release oral mor-
phine (SROM), a natural derivative of opium and a mu receptor agonist, is relatively 
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cheap with a long duration of action. In India too, SROM has been tried for patients 
with opioid dependence as a maintenance agent at the Nation Drug De-addiction 
and Treatment Center (NDDTC), AIIMS, New Delhi. It has been found to be a safe 
drug with minimal side effects and can be administered in once-daily dosage. Patients 
showed definite improvement, with a decrease in heroin consumption, improved func-
tioning and a decrease in illegal activities (Rao et al. 2005, 2012). Though opioid sub-
stitution therapy has been researched reasonably well, opioid antagonist treatment has 
been studied rarely. In an open-label study, opioid antagonist naltrexone was found to 
be efficacious with an overall abstinence rate up to 50 %. It also proved to be acceptable 
to the patients (Malhotra et al. 2003).

A study, which evaluated sexual dysfunction among men with opioid depend-
ence receiving buprenorphine and naltrexone maintenance therapy, showed a high 
and equal prevalence of sexual dysfunction in both groups (Ramdurg et al. 2012).

There is an emerging interest of addictive potential of narcotics in pain man-
agement, especially in palliative care. A study to determine the extent to which 
nurses are able to correctly identify drugs as narcotics and to ascertain their per-
ception of the addiction potential of opiates when used for pain management, has 
shown a lack of appropriate knowledge both in identification and in perception of 
addictive potential (Desai and Chaturvedi 2003).

10  Research on Tobacco-Related Areas

Tobacco is a unique substance in a sense; it has been studied more by other health 
professionals rather than the psychiatrists, owing to its wide range of health-related 
effects, thus culminating in a huge database, which is beyond the scope of this current 
chapter. Hence, only aspects relevant to psychiatric practice will be discussed here.

10.1  Studies on Harmful Effects Incurred by Tobacco Use

Tobacco-related mortality in India is very high. It increases the number of premature 
deaths. In a nationally representative sample among both men and women, smok-
ing was associated with twice the mortality when compared to the general population. 
Smoking was associated with reduction of median survival rate by 6–8 years. Excess 
deaths among smokers, as compared with non-smokers, were chiefly from tubercu-
losis and from respiratory, vascular or neoplastic diseases (Jha and Chaloupka 1999). 
The association of smokeless tobacco with oral cancer is very high. The use of chew-
able tobacco is associated with coronary vasoconstriction and significant hemodynamic 
alterations. Although there is no systemic study, it is estimated that 8.3 million cases of 
coronary artery disease and chronic obstructive airway diseases are also attributable to 
tobacco each year (Murthy and Saddichha 2010). The economic costs of tobacco use 
are equally devastating. In addition to the high public health costs of treating tobacco-
caused diseases, tobacco kills people at the height of their productivity, depriving fami-
lies of breadwinners and nations of a healthy workforce (Jiloha 2012).
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10.2  Studies on Comorbidity or ‘Dual Diagnosis’

For tobacco, primary study samples are almost always the patients with psy-
chiatric illnesses. In a group of 70 patients with schizophrenia, Aich et al. (2004) 
found that 54.3 % had comorbid substance abuse. Tobacco was one of the com-
monly abused drugs along with cannabis.

10.3  Studies on Other Clinical Issues

Spontaneous quit attempts in the Indian population are very low, and it has been 
suggested that only 2 % of users have quit on their own (Jha and Chaloupka 1999). 
However, one-third of tobacco users had made a quit attempt in the previous year. 
Among persons who sought a health consultation, less than 50 % have been asked or 
advised to quit tobacco and less than 10 % provided any form of counselling or phar-
macotherapy. Misconceptions among physicians could also influence intervention. In 
a recent study from South India, about one-third of the doctors believed that smok-
ing only becomes harmful when the number of cigarettes per day was six or more 
(Thankappan et al. 2009). Smokeless tobacco users are even less likely to have received 
any intervention. A recent study has demonstrated a differential pattern of cue-con-
trolled craving for the smoked and smokeless form of tobacco (Sarkar et al. 2013).

10.4  Studies on Treatment of Tobacco Dependence

Unfortunately, it appears that patients with tobacco dependence who are unable to 
stop by themselves are not even advised to stop, let alone not assisted with phar-
macotherapy. This possibly explains the alarming paucity of research related to 
treatment of tobacco dependence. Studies have been carried out either in clinic-
based or in community-based settings. Overall, providing simple counselling with 
proper use of pharmacotherapy is more cost-effective in Indian settings, rather 
than specialised and more intensive counselling (Murthy and Saddichha 2010; 
Murthy and Subodh 2010; Thirthalli and Chand 2009).

In a large tobacco cessation clinic-based study from India, use of nicotine replace-
ment therapy (NRT) (along with behavioural counselling) was reported among 10 % 
of the clients (Varghese et al. 2012). Bupropion was found to be the most commonly 
used medication. But, studies from India have not consistently found the effective-
ness of bupropion among patients with tobacco dependence. Two clinic-based stud-
ies among treatment seekers for chest aliments (one open-label study and the other 
a small randomised controlled trial) demonstrated the effectiveness of bupropion for 
patients with tobacco dependence, compared to that of counselling. Another open-
label non-randomised clinic-based trial also found higher abstinence rates with bupro-
pion (Kumar et al. 2007). But, a small randomised placebo-controlled trial failed to 
replicate the efficacy of bupropion (Singh and Kumar 2010).

In a multicentre, naturalistic study from tobacco cessation clinics, the efficacy 
of combined psychosocial and pharmacological intervention was examined among 
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a large number of patients from India, who were receiving some form of behav-
ioural counselling. The use of nicotine gum as well as bupropion was low. At the 
end of six-week follow-up, 36 % either had quit tobacco or reduced its use by half. 
Less than 20 % received pharmacotherapy. Among men, use of smokeless tobacco 
and younger age were associated with good outcome. Behavioural counselling 
combined with pharmacotherapy was more useful. Having longer-term contact 
has been associated with better outcome and increasing motivation to quit tobacco 
in Indian settings (Murthy and Subodh 2010; Varghese et al. 2012). Encouraging 
results have been published from the Tobacco Cessation Centre at Delhi, the com-
bined group fared better than the counselling only group (Kumar et al. 2007).

Community-based approaches have also been evaluated for their efficacy in tobacco 
cessation and eventual health benefits (Anantha et al. 1995). In a study from Karnataka, 
health education was given to the community in the form of screening of films, exhibits 
and personal contact. In the experimental area, there was a significant decline in tobacco 
usage both in males and in females. Education using personal and mass media com-
munication in Kerala showed 5-year quit rates of 9.4 % among the experimental group 
compared with 3.2 % in the control group (Gupta et al. 1986). Annual age-adjusted 
rates of leukoplakia also decreased in the experimental group at 8–10 years of follow-up 
(Gupta et al. 1992). Other community interventions have compared minimal and more 
intensive community-based approaches. A study carried out in the Vaishali district of 
Bihar used potential volunteer groups and individuals in the community, trained to pro-
vide cessation activities. The intervention led to a 4 % quit rate, 3 % dose reduction 
rate and 2 % reduction in multiple habits (Sinha et al. 2006). The study concluded that 
community-centred mass approaches with minimal sustained intervention were more 
effective than a clinic-centred, intensive, individual approach.

11  Research on Inhalant-Related Areas

Published research on inhalants is mainly on socio-demographic and clinical pro-
files of subjects with inhalant use.

Shah et al. (1999) reported a series of 9 children and adolescents with gasoline 
abuse. Most of the subjects used gasoline daily, and all subjects reported alcohol abuse 
in their fathers. All subjects also reported a withdrawal syndrome consisting of irrita-
bility, psychomotor retardation, anhedonia, dry mouth, sleep disturbances, craving and 
increased lacrimation. Waraich et al. (2003) studied 10 children with inhalant abuse. 
Three of them presented to the clinic in a city in North India; the remaining children 
were contacted by the community team. Most of the children were from a low socio-
economic background and had dropped out of school. All the children were abusing 
correction fluid and its thinner, containing toluene. Petrol and nail polish remover 
were the other solvents used by these children. Other commonly used substances in 
this group were tobacco, cannabis and alcohol (in descending order). The children 
reported using the correction fluid because of its easy accessibility, cheap price, the 
small size of the container (making it easy to conceal), its fast onset of action and the 
regular ‘high’ that it provided. Basu et al. (2004a, b) reported a series of 5 patients 
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with inhalant abuse coming for treatment. They found that most of the patients had 
started inhalant abuse during adolescence. All patients, except one, abused typewriter 
erasing fluid and thinner which contains toluene. All the patients reported using inhal-
ants as addictive substance because of their easy accessibility, cheap price, their faster 
onset of action and the regular ‘high’ that they provided.

Praharaj et al. (2008) also described 9 street children with inhalant abuse; these 
were boys 10–17 years of age, school dropouts and had run away from their homes. 
In two-thirds of these children, there was a history of domestic violence and conflict 
in their family, along with physical abuse by family members; in one-third, it was 
due to alcoholic fathers. The most common method of use was huffing. Kumar et al. 
(2008) studied the profiles of 21 subjects with inhalant use attending a tertiary care de-
addiction centre. These young men were single (100 %), with a mean age of 19 years, 
unemployed (43 %) or students (38 %), middle socio-economic status (76 %) and 
poor social support (62 %). They were dependent on inhalants (81 %), inhalants being 
the only substance of abuse (33 %) and of first or second preference (76 %). Duration 
of inhalant use ranged 6–60 (mean 16) months. All subjects abused typewriter eras-
ing fluid by sniffing (67 %), huffing (19 %) or bagging (14 %). Initiation was out of 
curiosity (62 %), under peer pressure (24 %) or as a substitute (14 %). Almost half of 
the patients (48 %) had a family history of substance dependence. Seth et al. (2005) 
studied the misuse of toluene among street and working children of Delhi and found 
emotional deprivation and frustrations, socio-cultural aspects such as work-driven 
need, others’ attitudinal response towards them and their work and lack of parental 
support as the important determinants of misuse. Verma et al. (2011a) retrospectively 
reviewed the records of 36 subjects with inhalant abuse or dependence presenting to 
a drug de-addiction clinic over a period of 2 years. They found that 86 % were ado-
lescents with a mean age of initiation of 14 years. The commonest cause of first use 
reported by the subjects was experimentation (94 %), and 97 % of them came to know 
of inhalant use from their inhalant using friends. They also reviewed the records of 
25 adolescents with inhalant use presenting to a tertiary care de-addiction centre over 
a period of one year. The mean age of the initiation of inhalant use was 11.6 years. 
Experimentation was reported as the reason of the first use by all the adolescents, and 
all were introduced to inhalants by friends. Sixteen per cent met the DSM-IV criteria 
for inhalant dependence, and the rest met the criteria for abuse. Concurrently used sub-
stances included tobacco (84 %), cannabis (36 %), alcohol (24 %), opioids (16 %) and 
benzodiazepines (12 %) (Verma et al. 2011b). Narayanaswamy et al. (2013) reviewed 
the case record of subjects with inhalant use who had utilised psychiatric services over 
a 10-year period and reported a similar profile. Ray et al. (2009) undertook a national 
study of misused toluene products among street children in India. A total of 100 inhal-
ant users and 30 non-users were assessed. The mean age of users was 12.8 years with 
age of first use being 9.3 years (standard deviation 2.8 years). Only four of the users 
were girls. All the users were working, whereas 16 % of the non-users were students. 
Most users lived alone on footpaths, streets or railway platforms. The most commonly 
misused product containing toluene was eraser fluid (83 %), followed by glues (34 %) 
and petroleum products (3 %). Although toluene was the primary substance of misuse, 
most children used other drugs concurrently, most frequently tobacco, followed by 
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alcohol, cannabis, raw opium, heroin, sleeping tablets and cough syrups. Sinha et al. 
(2009) found that the majority of street children who misused volatile substances did 
not attend school and were employed as unskilled labour and that the nature of their 
occupation was a significant contributor to their substance misuse. A study on inhal-
ant use among street children in Bangalore found that many inhalant users reported 
using a variety of drugs, in the preceding two weeks and in the last 24 h. Very few 
of them knew that inhalant was harmful (22.2 %) and were aware of the harm due 
to substance use (25.0 %). Majority of them reported that it was difficult to survive 
in the streets without inhalants (83.3 %). Majority of the inhalant users used inhal-
ants in groups of 1–5 people (75 %) and never felt that using the substance was 
a problem (81 %). Benefits felt by the inhalant use were that it drove away hunger 
(36 %), drove away pain (28 %), produced emotional blunting (19 %), reduced pain 
(11 %) and made then bold (6 %) (http://www.nimhans.kar.nic.in/deaddiction/CAM/
Drug_abuse_among_street_children.pdf).

Praharaj and Kongasseri (2012), Srivastava and Nair (2012), Verma et al. 
(2011c), Das et al. (1995), Pahwa et al. (1998), Mahal and Nair (1978), Gupta 
et al. (2009), Sood and Sood (2009) and Patra et al. (2011) have all reported sev-
eral patients of inhalant abuse in the form of naphthalene balls, typewriter correc-
tion fluids, kerosene, petrol and glue inhalation.

11.1  Studies on Treatment of Inhalant Dependence or Abuse

There are only a few studies till date addressing this emerging problem. Following a 
brief intervention consisting of a single viewing of an animated video film and 2 or 3 
workbook sessions, a large number of the street children (78 %) had stopped or reduced 
use of solvent drugs (Benegal et al. 1998). An intervention package using a cognitive 
behaviour model for street children from streets in Bangalore using inhalant and other 
substances was devised (Benegal et al. 2008). The sessions were delivered in a group 
of 5–10 people over 2–3 days. Results showed a significant reduction in the use of sub-
stances by street children, increase in the awareness about substance use and increase 
in help seeking for substance use after 48 h of intervention. Among pharmacological 
research, only one study from India has examined the effects of baclofen on 3 patients 
with inhalant dependence; baclofen was found to be effective in reducing the with-
drawal (non-specific) symptoms experienced by them (Muralidharan et al. 2008a, b).

12  Research on Cannabis-Related Areas

In India, cannabis has been used for thousands of years in the worship of the Lord 
Shiva. It is used in an orally administered form called bhang, which can be either 
the wet resinous leaves of the cannabis plant formed into pills, or added to a drink 
made of milk, cannabis and various other spices, or by smoking the flowering buds 
of the cannabis plant. This practice is codified in the ancient Vedas as well (Godlaski 
2012). A substantive amount of research has been done in India on cannabis abuse.

http://www.nimhans.kar.nic.in/deaddiction/CAM/Drug_abuse_among_street_children.pdf
http://www.nimhans.kar.nic.in/deaddiction/CAM/Drug_abuse_among_street_children.pdf
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12.1  Studies on Dual Diagnosis

Chopra and Smith (1974) studied psychotic reactions following cannabis use in 
200 patients. Of these patients, 45 % had no previous psychopathology. Most patients 
recovered fully. Among those with the most severe pre-existing pathology, some 
patients had a less favourable course; drug psychoses in this group were occasionally 
dominated by schizophrenic and paranoid symptoms. Potency and dosage schedule of 
cannabis, as well as a younger age, were generally related to occurrence of a toxic 
psychosis. Grossman (1969) reported 6 patients with emotional disorders associated 
with the use of ganja, bhang and hashish, products prepared from the plant Cannabis 
sativa var. indica, by Westerners in India. The major psychiatric problems seen were 
anxiety reactions of moderate-to-severe intensity and psychotic reactions of schizo-
phrenic and schizoaffective types. Basu et al. (1999) carried out a case-control study 
using a retrospective chart review. The subjects with cannabis psychosis, in contrast 
to the acute schizophrenic group, had a psychosis of shorter duration characterised by 
reactive and congruent affect, relative absence of schizophrenic formal thought disor-
der and a predominantly polymorphic clinical picture. Relapse was always preceded 
by cannabis use. In an older study, patients with cannabis psychosis of the paranoid 
type and patients with paranoid schizophrenia were compared (Thacore and Shukla 
1976). Most of the patients with cannabis psychosis were violent and panicky and 
demonstrated bizarre behaviour, but they possessed some insight into the nature of 
their illness. Patients with schizophrenia manifested these disturbances and charac-
teristics less frequently. Subjects with cannabis psychosis showed rapid ideation and 
flight of ideas, whereas the characteristic schizophrenic thought disorder was found 
mostly in schizophrenic patients. Kulhalli et al. (2007) observed patients with canna-
bis-related psychosis for 7 days in a drug-free protected environment. At the time of 
presentation, they had unusual thought content, excitement, grandiosity, hallucinatory 
behaviour and uncooperativeness. Almost half of them presented with cognitive dys-
function. Affective psychosis was the predominant diagnosis. At the end of 1 week of 
abstinence from cannabis, there was a significant improvement in psychopathology. A 
recent retrospective file review has implicated cannabis as the commonest substance 
(20 %) responsible for substance-induced psychotic disorders (Aggarwal et al. 2012a).

12.2  Studies on Other Clinical Issues

The psychological correlates of users of cannabis demonstrated that they reacted 
slowly, had poor concentration and time estimation and had higher neuroticism 
and greater perceptuo-motor disturbance, than controls (Menhiratta et al. 1978). 
Charas smokers showed poor memory, lowered psychomotor activity and poor 
size estimation. Another study also found that users of cannabis were found to 
react slowly in perceptuo-motor tasks, but not to differ in intelligence or mem-
ory tests. The users suffered disability in personal, social and vocational areas and 
had higher psychoticism and neuroticism scores (Varma et al. 1988). Other studies 
have revealed that compared to non-users, cannabis users had significantly lower 
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intelligence and memory quotients (Wig and Varma 1977). The users also had sig-
nificantly lower scores on the speed marking test and made greater errors in cor-
rectly perceiving time. However, Ray et al. (1978) did not find any difference in 
psychosocial factors among chronic users of cannabis, compared to the non-user 
control group. Physical health and nutrition were relatively poor in users of can-
nabis, and there were more respiratory complaints. In the social sphere, users of 
cannabis had a history of poor work record, family maladjustment and episodes 
of violent behaviour, more often (Mehndiratta and Wig 1975). Chaturvedi et al. 
(1991) studied the profiles of 100 users of cannabis and found that one-third of 
them were in the age group 21–30 years and around 37 % of them use 4–6 g/day. 
The most common cause of starting the use of bhang reported was ‘pleasure’.

12.3  Studies on Biology of Cannabis Dependence

A PET scan study found that the mean regional glucose metabolisms were higher 
in bilateral lateral temporal regions in the cannabis-dependent group, as compared 
to non-drug using controls. The higher metabolism in the left lateral temporal 
region was statistically significant (Parkar et al. 2010). In another similar study, 
the same authors found that the cannabis dependence group differed significantly 
from the schizophrenia group and normal volunteers in their temporal uptakes of 
cerebral glucose. There was also significant difference in glucose uptake in the 
medial and lateral temporal regions and the left parietal region between the canna-
bis dependence group and the schizophrenia group (Parkar et al. 2011).

12.4  Studies on Treatment Related to Cannabis

Detection of cannabis use is complicated by unreliability and inadequacy of infor-
mation. In these cases, objective evidence could be proven as gold standard. Sharma 
et al. (2012) found that the high-performance thin-layer chromatographic analysis of 
urine was sensitive, reproducible and cost-effective, compared to commercial kits.

The sole published research in this area is on cannabis withdrawal. Nanjayya 
et al. (2010) have investigated and found out the efficacy of Baclofen in a treat-
ment-seeking population of South India. Unfortunately, though widely abused, 
treatment of cannabis dependence is the least researched area.

13  Research on Non-substance (‘Behavioural’) Addiction

Growing evidence indicates that people indulge in certain behaviours to the extent that 
these could be labelled as addictive behaviours. The term ‘behavioural addiction’ is used 
to depict non-substance-related pattern of excessive behaviour, which includes pathologi-
cal gambling, Internet addiction, hypersexual behaviour, compulsive shopping and many 
other related problems. Research on behavioural addiction in India is still in infancy. 
There are a few epidemiological studies though; the majority of these are on Internet 
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addiction. The importance of the diagnostic instrument in influencing the prevalence fig-
ures for behavioural addictions is underscored by an online survey, which showed a prev-
alence of Internet addiction as 3.8 and 52 % as per Young’s Internet Addiction Diagnostic 
Questionnaire and ICD-10 diagnosis respectively (Grover et al. 2010).

In a study on the resident doctors from India evaluating their pattern of mobile 
phone use, nearly 40 % of the participants fulfilled the ICD-10 substance dependence 
criteria, while 27.1 % of the subjects scored two or more on the CAGE questionnaire. 
Finally, 23.4 % of the subjects self-rated themselves to be ‘addicted’ to mobile phones. 
The authors concluded that among those with excessive use of mobile phones, some 
may be addicted to their use (Aggarwal et al. 2012a, b). This may impact their work 
performance and may have health consequences for them. Another study from India, 
which evaluated young college students, reported that about one-third of the partici-
pants met three or more of the ICD-10 diagnostic criteria for substance dependence and 
more than half (57.1 %) fulfilled two or more items on the CAGE questionnaire (Nehra 
et al. 2012). Those who fulfilled the dependence criteria spent more time each day on 
the mobile phone, and this had harmful consequences on various aspects of their life. A 
recent study seeks to provide a historical overview of gambling and contemporary anti-
gambling legislation in India. A surprising lack of contemporary curiosity and scholarly 
literature on pathological gambling from the region has been underscored in the study 
(Benegal 2012).

14  Conclusions

Overall, there is substantive amount of research on substance abuse and depend-
ence in India, but with some notable exceptions, the research appears to be spo-
radic, uncoordinated and conducted from limited centres. Further, some of the 
major epidemiological and other related data are already old. Substance use and 
addictions, as well as their clinical features and management, are not static—they 
change patterns over the years and across places. There is an urgent need to con-
duct large-scale, multicentre collaborative projects in addiction research in India.
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1  Introduction

Mankind has been using substances since time immemorial. India is no exception to 
this universal historical trend. While the ancient Indian mythological texts mention 
the consumption of alcohol by demons (Asuras) as well as gods (Devas), others doc-
ument recreational and medicinal use of alcohol, opium and cannabis throughout his-
tory (Chopra and Chopra 1965). The Mughal period saw the curtailment of the use of 
alcohol due to the influence of the Islamic traditions; however, it is recorded that the 
emperors made recreational use of opioids and encouraged the cultivation of opium 
(Ganguly 2008). When the British took over from the Mughals, they used the opium 
farming and trade to increase the state revenue. Opium trade to China led to the 
British China Opium War of 1839–1842 (Cherry et al. 2002). Much later, the British 
in India tried to kerb and control the use of opium, distributing it through the opium 
registries of traders and users. District Medical Officers issued licenses to the users to 
purchase from the traders. Since independence, while this medicalised use of opium 
has receded, the use of licit and illicit alcohol and drugs has increased gradually.

While the rise in the use and abuse of alcohol is attributed to the globalisation 
or westernisation, the rise in the abuse of drugs in India, especially in the recent 
times, has been attributed to a variety of geopolitical circumstances (Charles and 
Britto 2002). India is located between the two major opium growing regions of 
the world: the Golden Triangle (Laos, Myanmar and Thailand) and the Golden 
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Crescent (Afghanistan, Pakistan and Iran). Large quantities of opioids have 
been traditionally smuggled into India and trafficked ahead. The geopolitical 
situation since the late 70s (the Russian invasion followed by US intervention in 
Afghanistan, the Indo-Pak conflict, the Khalistan movement and terrorism in 
Punjab and the LTTE movement in Sri Lanka), led to the use of opioids as a cur-
rency in the arms trade. Moreover, the problem was accentuated with raw opium 
being gradually replaced by heroin, which is easily transported, less bulky, more 
potent and gives a greater rush when injected. This is not to undermine the fact 
that India is the largest producer of licit opioids being utilised for medicinal pur-
poses (United Nations Office on Drugs and Crime 2012).

Substance use disorders pose a significant problem in India. As a large and 
diverse country, based on the cultural context and availability of substances, it has 
a different profile of substance use in different geographical regions. The survey, 
‘Extent, Pattern and Trends of Drug Abuse in India’ revealed that the country has 
approximately 62.5 million alcohol users, 8.7 million cannabis users and 3 million 
opioid users (Ray 2004). A meta-analysis concluded that the prevalence of substance 
use in India is 6.9/1,000 population (Murthy et al. 2010). Such a large quantum of 
substance using population makes adequate de-addiction services a basic necessity. 
De-addiction services refer here to the provision of care to reduce or stop substance-
taking behaviour and to decrease the harms associated with the use of substances.

Even though the use of different substances varies across different time periods, it 
is nonetheless associated with a considerable morbidity and mortality and poses a sig-
nificant healthcare burden (Rehm et al. 2003, 2006). There are also related increases 
in social problems and criminality, translating into indirect costs to the society 
(Thavorncharoensap et al. 2009). Hence, to manage the issue of substance use and to 
reduce the medical and psycho-social problems associated with it, effective de-addic-
tion services are required. This chapter deals with the de-addiction services in India, 
in a historical perspective. It discusses the service delivery pathways, the models how 
services are provided, followed by the components of the service delivery. The exist-
ing infrastructure and legal framework are discussed, followed by the future outlays 
and programmes. The needs of special populations are also touched upon.

2  Framework for the Evolution of De-addiction Services  
in India

Various approaches have been tried to curtail substance use disorders and the con-
sequent harms. Substances had been categorised into licit and illicit substances 
with initial thrust on implementing legislative measures to control drug-taking 
behaviours. By bringing possession and consumption of wide range substances 
under probationary control, it was attempted to regulate the drug abuse problem in 
the country. However, despite enforcing such punitive measures, a marked decre-
ment in drug-taking behaviours had not been observed, suggesting that deterrence 
may not work in isolation, and a need for expansion of treatment facilities was felt.

Thus, treatment services were organised, both through the governmental (primary 
health care, secondary health care, medical colleges and special de-addiction units) 
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and outside of governmental facilities (non-governmental organisations (NGO) and 
private de-addiction centres). In therapeutic service too, the focus has been initially 
on abstinence-oriented treatment. Abstinence from any drug-taking behaviour was the 
aim and was effectuated through detoxification and maintenance on deterrent/antago-
nist treatment. With time it has been seen that abstinence-based treatment does not 
necessarily work, and elements of harm reduction were considered. Harm reduction 
strategy dwells on reducing the harms associated with substance use. Opioid substitu-
tion therapies and needle exchange programs are some of the harm reduction meas-
ures, which have received attention and have been found to be beneficial in patients 
with substance use disorders who otherwise have not been able to achieve abstinence.

3  Service Delivery Pathways

De-addiction services can be provided through various pathways and agencies which 
include the government facilities, the private practitioners, the NGOs or the self-help 
groups (Abou-Saleh 2006). Government de-addiction services are provided through 
the government hospitals, primary healthcare clinics and specialised de-addition cen-
tres. The funding is provided by the central and/or the state governments. The services 
are varied in terms of the intensity, expertise and funding. The common feature is that 
these services are provided for free or at a minimal cost. More intensive de-addiction 
services are provided mainly at specialised centres at the larger teaching hospitals, 
though efforts are being made to provide services at the primary care setting, by train-
ing the medical officers at the primary health centres. Less intensive detoxification, 
or mere counselling, may be provided by the less specialised general medical offic-
ers. The government service quite often suffers from issues of inadequacy of funding, 
poor staff motivation and large patient loads. Nonetheless, they provide the backbone 
of the de-addiction services to the masses.

The private sector de-addiction services are provided through the clinics and 
rehabilitation centres of private physicians and de-addiction specialists. These 
operate on fee-for-service basis, and the patients or the families pay for the treat-
ment costs. The profit motive ensures some degree of efficiency and modulation of 
services according to the demand of the population. However, the services may not 
be accessible to the poor and downtrodden, who constitute the majority of the pop-
ulation, and whose social and financial spiral is accentuated due to substance use.

The NGO sector comprises of various providers who are not under direct govern-
ment control and generally work on not-for-profit basis. They often get grants from 
the government or other benefactors, but work on their particular agenda towards 
relieving problems affecting the community. Their services can include drug aware-
ness programmes, needle–syringe exchange programmes and rehabilitation shelter 
programmes. These programmes are useful adjuncts to the existing services and 
often promote proper utilisation of the services by the substance users (Patel and 
Thara 2003). However, due to the vast multitude of NGOs with differing interests 
and inadequate communication with each other, their efforts may not be directed 
in an efficient manner. For example, many different NGOs may be working in one 
urban locality on needle–syringe exchange, but with different motives of AIDS 
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control, hepatitis prevention, as a component of opioid substitution, as an inter-
mittent outreach or follow-up or awareness programmes, leading to duplication of 
efforts in one particular area, while other geographical areas lack in services.

Self-help groups provide yet another pathway of services. Organisations like 
Narcotic Anonymous, Alcoholic Anonymous, Al-Anon (for friends and family of 
alcoholics) and Alateen (for teenage or younger family members of alcoholics) pro-
vide good support to the substance users and their family members who are also 
affected due to the patient’s substance use problem. Through their weekly or more 
frequent meetings, these organisations provide inspiration from other’s successes at 
abstinence and foster bonds that promote abstinence from the substance using or sub-
stance use promoting behaviours. These are particularly useful in helping in maintain-
ing sobriety and directing to other services when need arises. However, such self-help 
groups are concentrated in cities and towns and are not available everywhere.

The different service pathways do not necessarily operate exclusive of each other. 
Patients often shuffle from one service delivery system to another. Also, many a 
times, these service pathways provide complementary and concurrent services. Apart 
from the above mentioned modes, patients also take consult from the faith healers 
and religious institutions, who may help in cessation of substance use through pre-
scription of rituals (e.g. 40 days jamaat) and proscription of certain behaviours.

4  De-addiction Treatment Components

De-addiction psychiatry is being increasingly recognised as a specialised branch 
with requires some degree of training for managing the patient with substance abuse 
problems. The management of patients with substance use disorders begins with the 
in-depth assessment of the pattern of substance use, physical harms due to substance 
abuse and associated psychiatric conditions. The treatment per se involves multiple 
components of pharmacotherapy, psychotherapy and counselling and rehabilitation 
measures. All of these are important in improving the outcomes of the patient.

4.1  Pharmacotherapy

Pharmacotherapy for substance use disorders includes medications for either 
detoxification, or for maintenance. Medications for detoxification vary with the 
type of substances consumed. Detoxification for alcohol is carried out using long-
acting benzodiazepines (diazepam or chlordiazepoxide) or hepatic safe benzodiaz-
epines in cases of liver dysfunction (lorazepam or oxazepam). Detoxification from 
opioids is carried out using either opioid agonists (like buprenorphine) or other 
drugs for symptomatic control of withdrawal signs and symptoms (like a combi-
nation of clonidine, ibuprofen and nitrazepam). Pharmacoprophylaxis intends at 
prevention of resumption of substance use or a relapse. This is accomplished by 
the use of deterrent agents (disulfiram), anti-craving drugs (baclofen or acampro-
sate) and antagonists (naltrexone). Another approach is to prevent the use of illicit 
substances by providing through a legalised medical channel the licit medications 
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like agonist agents (buprenorphine or methadone). Many of these agents have 
been shown to be efficacious in systematic reviews and meta-analyses (Fareed 
et al. 2012; Minozzi et al. 2011; Rösner et al. 2010). Compliance to these agents is 
important to maintain abstinence and prevent relapses.

4.2  Counselling and Psychotherapy

It has been seen that pharmacotherapy alone does not work effectively in treatment 
of substance use disorders. Hence, de-addiction services usually employ some 
form of ‘talk’ therapy elements, in varying degrees. These are delivered know-
ingly or unknowingly and formally or informally while developing rapport with 
the patient and working with the patient long term in the quest for maintaining 
abstinence. The formal structured psychotherapies include psychoanalytic, cog-
nitive-behavioural, mindfulness-based, marital and family therapies, eclectic and 
dialectical therapies among others. In relation to de-addiction services, motiva-
tion enhancement therapy and relapse prevention counselling has been found to be 
of considerable usefulness and effective for treatment of substance use disorders 
(Dutra et al. 2008).

4.3  Rehabilitation

Apart from pharmacotherapy and psychotherapeutic measures, rehabilita-
tion services are also of relevance to substance users. As substance use disor-
der progresses, the process of procuring the substance, its use and enjoyment of 
the effects become the predominant occupation of the patient. As substance use 
ceases, the patients may have a lot of free time on their hands, which they may 
find difficult to fill, resulting in re-association with substance using peers and 
descending again into the loop of substance use and consequent harms. Hence, 
vocational rehabilitation and engagement can help these patients to remain 
abstinent. The family, friends or other social supports can play a crucial role in 
occupational rehabilitation. Social re-integration can also act as a safety net for 
preventing the person going back to substance use.

4.4  Managing Comorbid Illnesses

De-addiction services need to pay attention not only to the problem of substance 
use, but also to the issue of other co-morbid medical and psychiatric illnesses. 
Respiratory disorders, gastrointestinal problems, cardiac problems and poor nutrition 
are fairly common with substance use disorders. Among other psychiatric illnesses, 
personality disorders, affective disorders, anxiety disorders and psychotic disorders 
are frequently encountered. Treatment of these additional disorders can be carried 
out by the trained physician or psychiatrist dealing with the substance use problem 
or can be referred to suitable facilities/specialists where these can be addressed.
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5  Service Delivery Models

De-addiction services can be delivered through various models of care: outpatient, 
inpatient, therapeutic communities and through camps and community outreach 
programmes to schools, colleges and religious institutions (Bruckner et al. 2011). 
Service delivery is modified when delivering de-addiction services to special popu-
lations like prison inmates, women, street children and patients with dual diagnosis.

The majority of the patients with substance use disorders can be dealt on the 
outpatient basis. The outpatient services involve patients seeking consultation for 
substance use disorder and prescription of initial detoxification regimen followed 
by maintenance pharmacoprophylaxis. Counselling and psychotherapeutic inter-
ventions are invariably incorporated into the outpatient treatment programmes, 
and motivation enhancement is attempted. The outpatient facility requires minimal 
infrastructure and is able to cater to a large number of patients per therapist.

For patients who have multiple substance dependencies, poor health condi-
tion, comorbid psychiatric conditions, multiple failed detoxification attempts or 
lack of supervision, inpatient treatment is better. The inpatient treatment is usu-
ally of short stay and involves stabilisation of the medical or psychiatric condition, 
detoxification, initiation of pharmacoprophylaxis or agonist agent and relevant 
counselling inputs. The inpatient services provide round-the-clock observation 
and monitoring, and medical assistance close at hand. Longer inpatient stays are 
recommended in certain situations when additional psychiatric disorders are pre-
sent, which require time to remit. Night hospitalisations can be considered in situ-
ations where patient engages in productive work in the daytime and rests in the 
substance-free environment of the inpatient facility in the night.

Therapeutic communities are residential set-ups, which are geared towards mak-
ing de-addiction services available for a relatively longer duration. The patients are 
typically voluntarily admitted to the therapeutic community, where they stay and 
interact with other patients with substance use disorders and try to mend ways of 
behaving. The focus is on reinforcing abstinent behaviour. There is a hierarchy of 
residents in the therapeutic community and patients who have recovered guide oth-
ers towards recovery. There is lesser emphasis on medical management and greater 
emphasis on changing the psyche to attain recovery. The original model of thera-
peutic community has been modified in many ways including relaxation of rules, 
changes in structure and hierarchy, and effective use of adjunct medications.

Another approach that has been utilised has been the camp approach and com-
munity outreach. This involves holding ‘camps’, in which awareness is generated 
in the community, and preliminary treatment is provided to the identified substance 
users (Chavan et al. 2003; Purohit and Razdan 1988). The aim of such programmes 
is to generate awareness about the harms of substance use and the treatment modal-
ities available. Since many substance users are unwilling to seek treatment in for-
mal settings due to stigma or other inhibiting factors, this approach attempts to 
bridge the service gap by bringing the initial treatment to the community at the 
doorstep of the substance user. However, since treatment of substance use disorders 
usually requires prolonged contact, the patients are referred to relevant services for 
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further ongoing management. Awareness programs are also conducted in high-risk/
vulnerable populations/groups such as schools, colleges, factories, industries and 
others with information about the services and referral to appropriate centres.

6  Existing Policies and Programmes in India

Supply reduction and demand reduction are the two ways through which the prob-
lem of substance use is being tackled in the country. Supply reduction activities aim 
at reducing the availability of substances (Ray 2009). These are taken care of by 
the Ministry of Home Affairs, Ministry of Finance and the Department of Revenue 
and are executed by various enforcement agencies. These measures involve pric-
ing and taxation of the substances, such as alcohol and tobacco, regulation of sale 
(for example, prohibition of sale to minors) and curtailment of public consumption. 
Prohibition of sale and consumption of substances is another measure through which 
supply reduction can be achieved. This has been achieved through legal enforcement 
of bans against illicit substances, but also has been tried for alcohol in specific states.

Demand reduction focuses upon awareness generation, treatment and reha-
bilitation services, which are looked after by the Ministry of Health and Family 
Welfare (MOHFW) and Ministry of Social Justice and Empowerment (MSJE).

The Drug De-addiction Programme (DDAP) was started by the MOHFW in the 
year 1987–1988 and was later modified in 1992–1993. The programme was initiated 
as a scheme with funding from the central government and implementation through 
the states. A one-time grant in aid of Rs. 8 lakhs was given for construction of each 
drug de-addiction centre, and a recurring grant of Rs. 2 lakhs was given to those 
established in North Eastern states. Under this programme, a national nodal centre 
was established in Ghaziabad and two centres have been upgraded, one at PGIMER, 
Chandigarh and the other at NIMHANS, Bangalore. The nodal centre at Ghaziabad, 
the National Drug Dependence Treatment Centre (NDDTC) is a 50-bedded facil-
ity and provides outpatient and inpatient care. The centre runs specialised clinics: 
tobacco cession clinic, dual diagnosis clinic and adolescent substance use clinic. It 
is also actively involved in community programmes, training of the primary health-
care doctors and other trainers. The centre is actively involved with provision of ser-
vices and research regarding opioid substitution therapy. The centre oversees other 
de-addiction centres and provides resource personnel for formulation of policies and 
support services. The de-addiction centre in NIMHANS which has been rechris-
tened as Centre for Addiction Medicine is recognised as the Regional Centre for the 
Southern India. The centre runs a specialised tobacco cessation clinic and is actively 
involved in research and planning pertaining to substance use disorders.

The centre at PGIMER Chandigarh is a 20-bedded facility and provides ser-
vices to a wide range of substance users. The centre provides inpatient and out-
patient care and rehabilitative services. The centre runs a tobacco cessation clinic 
and a dual diagnosis clinic. Integrated management of medical conditions is pro-
vided by the attached personnel from internal medicine. With an efficient record 
keeping, the centre is able to assess the long-term outcome with well documented 
follow-ups. The centre actively partakes in community de-addiction services by 
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organising awareness camps in the community and in the schools and colleges. 
The centre is also actively involved in providing guidance to the states of Punjab 
and Haryana pertaining to matters regarding substance use disorders.

Presently there are about 120 de-addiction centres in India, many of which have 
been placed at the district hospitals and medical colleges. A considerable proportion 
of the de-addiction centres are in the North East due to the high prevalence of inject-
able drug use. The centres in the North East have been functioning better than some 
other centres due to recurrence of grants to the North East. In some centres, the 
places marked for de-addiction services is being utilized for a variety of purposes, 
some of them not directly related to treatment of substance use disorders.

Parallel to the above services, the MSJE has been implementing the Scheme 
for Prohibition and Drug Abuse Prevention since the year 1985–1986. The scheme 
aims to provide financial assistance to organisations involved in awareness and pre-
ventive education, establishing drug awareness and counselling centres, treatment 
and rehabilitation centres, and workplace prevention programs and de-addiction 
camps. Under the scheme, the major portion of the cost of services is borne by the 
government, and NGOs provide actual services through various means. The MSJE 
has set up a National Centre for Drug Abuse Prevention (NCDAP) in the National 
Institute of Social Defence (NISD) for capacity building and training of NGOs run-
ning counselling and de-addiction centres. The MSJE has also formed a National 
Consultative Committee on De-addiction and Rehabilitation (NCCDR), as a con-
sultative mechanism at the national level to advise Central and State Governments 
on issues connected with drug demand reduction, especially education/awareness 
building, de-addiction and rehabilitation. Under the umbrella of the MSJE, the 
Federation for Indian NGOs in Drug Abuse Prevention (FINGODAP) has been cre-
ated to facilitate networking amongst member NGOs (essentially those funded by 
the Government of India), so as to gain from each other’s experience and also to 
ensure self-restraint towards implementation of minimum standard of services.

The National Mental Health Programme (NMPH) is the guiding force for the devel-
opment of mental health services in India (Murthy 2004). Though the initial years of 
the NMHP did not yield phenomenal strides, the District Mental Health Programme 
(DMHP) has emerged as a consequence of the NMHP. It aims to decentralise decision-
making to the districts and strengthening of the services at the district level at the same 
time. The other important thrust has been manpower development and emphasis on 
information–education–communication services. Substance use disorders being com-
mon mental disorders have received attention, both in the NMHP as well as the DMHP.

The high prevalence of substance abuse in northern India coupled with the inad-
equate services resulted in mushrooming of de-addiction centres run by ex-patients. 
Some of these centres indulged in objectionable activities such as forced deten-
tion of the patients, and physical and emotional abuse in the name of treatment or 
therapeutic community, and no, or inadequate medical care leading to deaths of the 
inmates, resulted in legal intervention by the Punjab and Haryana High Court. A 
court established committee of experts, officials and NGO representatives made 
some recommendations for the checks and balances for operationalising the non-
governmental de-addiction centres. Guided by these recommendations, the states 
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of Punjab and Haryana and the Union Territory of Chandigarh are implementing 
licensing frameworks for such private de-addiction centres.

The state government of Punjab has also endeavoured to follow a three-tiered 
system (primary, secondary and tertiary) of provision of de-addiction services. 
Apart from services of PGIMER, three more model drug de-addiction centres in 
Patiala, Jalandhar and Faridkot are planned with an outlay of Rs. 10 crores for set-
ting up these centres. Also, Rs. 15 crore has been sanctioned for setting 31 ten-bed-
ded de-addiction units at district and sub-division levels. Trained medical personnel 
are allocated for delivering the services in these de-addiction centres. To acknowl-
edge the issue of de-addiction in jails, it has been decided to screen the entire 
inmate population as well as staff for drug use in the course of a general medical 
examination. It has been planned to create de-addiction facilities in all eight cen-
tral jails with separate barracks with 50 beds for initial treatment and 100 beds for 
recovering patients. Training of the physicians who tend to the inmate population 
has already been started at PGIMER for management of substance use disorders.

Infrastructure for dealing with substance use disorders has been lacking, given 
the extent of the problem of substance use disorders in the country. The services 
are being provided by de-addiction centres, government hospitals, private centres 
and others. That they are grossly inadequate is well recognised by all the stake 
holders. But there is no reliable data about the deficit between the requirement of 
de-addiction services and that actually provided. The relative lack of services is 
not surprising, considering that the overall healthcare systems in the country are 
inadequate. Though suggestions have been made about requirement of basic infra-
structure at de-addiction centres (Arya and Dube 2009), whether these standards 
are met need to be looked at. Concrete data are not available at present to discern 
the needs deficit of the de-addiction services in the community.

7  Special Situations and Populations

7.1  Migrants and Drug Use

Migrant populations present as a unique challenge among the substance users. It 
is because of their mobile nature that these populations are in a flux and hence dif-
ficult to provide services to. Migrants can include rural to rural, rural to urban and 
state to state migrants moving in search of work. Due to the stress of the reasons of 
shift, acculturation to the new community and often living alone and without the 
customary social support systems, this population may have higher rates of sub-
stance use. This applies not only to males, but also to females (Verma et al. 2010). 
Substance use disorders have been reported to concur with the spread of sexually 
transmitted diseases in this population (Gupta et al. 2010). Again, difficulties may 
be experienced in accessing care by the migrants due to unfamiliarity with health-
care facilities and nuances of accessing in the newer place of residence. Providing 
appropriate services to this population not only would help in controlling substance 
use disorders, but might also stop the spread of other communicable illnesses.
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7.2  North Eastern Scenario

Drug abuse has become a major problem in the North East. High rates of unemploy-
ment coupled with the easy availability of opioids from the Golden Triangle region 
has led to the surge in the rates of use of heroin and other opioids in states of Manipur, 
Nagaland and Mizoram (Kermode et al. 2009). Given the proximity to Myanmar, one 
of the largest producers of heroin in the world, trafficking in drugs is common, which 
is used to fuel arms procurement for insurgent activities (Lama 2001). Heroin is com-
monly referred to ‘number 4’ in the region, and people resort to injectable drug use as 
a cheaper option for this highly addictive drug. The problem of injecting drug use is 
substantial, with approximately 2 % of the population injecting drugs, both heroin and 
pharmaceutical agents (Kermode et al. 2010). Injecting drug use has added the problem 
of transmission of HIV, leading to high rates of HIV positivity in the region. This area 
has received concerted attention from the government, and NGOs in the form of active 
work of providing opioid substitution therapy as well as promoting safe injecting prac-
tices (Kumar et al. 2009). But further work needs to be undertaken to improve the out-
comes of patients in the region and control the epidemic of drug abuse and HIV.

8  Legal Framework for Services

Legal provisions are available for management of substance use disorders. The 
Narcotic Drugs and Psychotropic Substances (NDPS) act of 1985 has provisions for 
treatment of substance users in lieu of their imprisonment. The Section 64A of the 
Act provides for medical treatment of the person charged under the provisions of the 
act for possession of small quantities of substances in lieu of immediate conviction. 
However, the treatment can be carried out only for detoxification or de-addiction 
from a hospital or an institution maintained or recognised by the Government, and 
then the court decides whether the conviction should be annulled.

Apart from this, the NDPS also has provisions that empower the government to 
establish centres for identification, treatment, education, after care, rehabilitation, social 
reintegration of substance users and for supply, of any narcotic drugs and psycho-
tropic substance (as prescribed by concerned Government) to the users registered with 
government, and to others where such supply is a medical necessity. This falls under 
Section 71 of the Act and provides for treatment with substances like buprenorphine, 
where it is considered a necessity and beneficial in patients’ and community’s interest.

9  Conclusions

De-addiction services have been provided through a variety of pathways and in dif-
ferent settings ranging from outpatient, inpatient, community outreach and therapeu-
tic communities. The extent and variety of substance using population necessitates 
different formats of services being available as one size does not fit all. The different 
services, pathways and models complement and supplement each other. However, 
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the existing de-addiction services are grossly inadequate to meet the needs of the 
population, and further planning and implementation of effective and acceptable de-
addiction services is likely to help to curtail the scourge of substance use disorders.
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1  Introduction

The celebration of the Golden Jubilee of the Department of Psychiatry, Postgraduate 
Institute of Medical Education and Research (PGIMER), Chandigarh, is a special 
occasion for the department and in the lives of all of us associated with the institution. 
The theme of the International CME, ‘The journey from madness to mental health: the 
next 50 years of psychiatry’ is an opportunity to look back to the road taken and think 
ahead for the future. Of the many aspects of psychiatry, community mental health is 
closest to the theme of the CME. The present chapter covers this vast canvas of the past 
developments and presents a personal view towards mental health in the next 50 years.

In India, among the developments in various sectors of the society during the last 
65 years of independent India, lack of adequate development in the health sector 
would be the most significant. Reviewing the scene, a recent book, ‘An Uncertain 
Glory’ (Dreze and Sen 2013), refers to this as follows: ‘the lack of effective public 
involvement with health matters in India has played no small part in the resilience 
of India’s health predicament’ (p. 148). Further, calling for ‘the need for impatience’ 
(p. 276), they note the need for ‘the struggle against injustice has to be clearly con-
nected with constructive demands for essential public services and basic entitle-
ments’ (p. 281) and identify this as ‘one of the principal challenges facing India 
today’ (p. 287). The authors call for ‘the need for impatience’ as follows: ‘and yet the 
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democratic policies of India do offer opportunities for the most deprived Indians to 
reflect on their own strength, and to demand that the critically important inequalities 
that ruin the lives of so many people in the country be rapidly remedied. This is, of 
course, partly a matter of political organisation, but there is also an important role 
for a clear-headed understanding of the extensive reach and peculiar nature of dep-
rivation and inequality in India. This is surely one of the principle challenges facing 
India today’ (p. 287). Further, they emphasise that ‘there is a strong case for forceful 
public demand for much larger allocations to basic public services…’ (p. 276).

The importance of the public demand and individual initiatives was consid-
ered one of the defining themes of the twenty-first century by Mr. Gopalakrishnan 
of Infosys, Bangalore, in a BBC programme on ‘Changing Fortunes’ (July 20, 
2013), where he referred to the current century as one of ‘individual capacities and 
power’. These two themes of demand creation and individual empowerment are 
relevant to the community mental health movement of India.

Much of what is said about health care in particular and social services in gen-
eral could be said about the mental health care in the country. The current account 
reviews the progress and identifies the way forward for the coming years and dec-
ades. The progress of mental health care in independent India and the community 
mental health has been extensively documented (Chavan et al. 2012; Agarwaal 
et al. 2004; Srinivasa Murthy 2004a, b, 2007a, b, 2008, 2011, 2012a, b). The 
details are not repeated here, and the following is a summary of the developments 
as the background for looking to the future, which is the theme of this book. The 
Department of Psychiatry, PGIMER, has been a pioneer in the development of the 
community mental health in the country, and this rich contribution of the department 
makes this chapter special on the occasion of the golden jubilee of the department.

2  Historical Developments

Community psychiatry is an important approach to the organisation of mental health 
care in both economically rich and in low- and middle-income (LAMI) countries. 
This development of the community psychiatry movement, all over the world, is part 
of series of phases of development of mental health care over the last 200–300 years, 
starting from setting up special institutions for the care of the persons with mental 
disorders (asylums), to the humane treatment of the ill persons, deinstitutionalisation 
and recognition of the rights of the ill persons with mental disorders (WHO 2001; 
Thornicroft and Szmukler 2001; Thornicroft et al. 2011; Srinivasa Murthy 2011).

3  Challenging Mental Health Situation in India

Throughout the period of independent India, there have a number of challenges faced 
by the professionals in organising the care programmes (Box 1), (Dube 1963; Gururaj 
and Issac 2004; Srinivasa Murthy 2011, 2012a, b). The story of community mental 
health is the way India has addressed the key mental health barriers in the country, 
namely lack of access, affordability, acceptability and stigma of mental disorders.
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Box 1: Challenges for mental health care in India

1. There is a large ‘unmet need’ for mental health care in the community;
2. There is poor understanding of the psychological distress as requiring 

medical intervention in the general population;
3. There is limited acceptance of the modern medical care for mental disor-

ders in the general population;
4. There are severe limitations in the availability of mental health services 

(professionals and facilities) in the public health services;
5. There is poor utilisation of the available services by the ill population and 

their families;
6. There are problems in recovery and reintegration of the persons with 

mental illnesses.
7. Institutionalised mechanisms for organisation of mental health care are 

not adequate in the country.

4  Development of Mental Health Services in India

In contrast to the economically rich countries, the development of community 
psychiatry in India occurred against the background of almost no mental health 
services, and special challenges of lack of awareness in the community, existing 
systems of traditional care, stigma and poorly functioning institutions (NHRC 
1999, 2008). Almost all of the persons with mental disorders are living in the com-
munity, most often without any organised services, with the family providing the 
care in whatever form they are able to do (ranging from isolation to committed 
care). In a way, community psychiatry has developed in India as ‘the service’ and 
not as an ‘alternative’ to institutionalised care. This distinction of the develop-
ment of community psychiatry is important to understand the developments in the 
movement (Srinivasa Murthy 2004a, b, 2008, 2011, 2012a, b).

At the time of India’s Independence, there were almost no mental health services 
in the country. For a population of about 300 million, there were only 10,000 psy-
chiatric beds, in contrast to over 150,000 psychiatric beds for about 30 million in 
United Kingdom at that time. The initial period of 1947–1966 focussed on doubling 
of the psychiatric beds (Dube 1963; Sharma 1990), along with development of train-
ing centres to train psychiatrists, clinical psychologists, psychiatric social workers 
and psychiatric nurses. The period of 1960s to the 1970s saw the emergence of gen-
eral hospital psychiatric units (GHPUs) in a big way both as service providers and 
training centres (Wig 1978). Community psychiatry initiatives were taken up ini-
tially in the 1970s, and in a big way from the 1980s, following the adoption of the 
National Mental Health Programme (NMHP) in August 1982 (DGHS 1982).

A striking aspect of the developments of mental health services in India is as much 
the location of the care in the community (where most of the ill persons were already 
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living), as the utilisation of a wide variety of community resources. For example, in 
the initial phase, family members were the focus, followed by the utilisation of the 
existing general health care infrastructure through integration of mental health services 
with general health services. This was followed by increased use of school teachers, 
volunteers, counsellors, mentally ill persons, survivors of disasters, parents of children 
with mental disorders and personnel of the education system (Srinivasa Murthy 2006). 
In this way, the three principles of community psychiatry—meeting population based 
needs, use of range of resources and accessibility—were partially addressed.

5  Community Mental Health Initiatives in India

5.1  Family Support

At the time of independence, in India, there were only 10,000 psychiatric beds for over 
300 million population. This was in contrast to over 190,000 psychiatric beds in the 
UK for less than one-tenth of the population of India. In this context, most of the ill 
patients were living with their families or in the community. What challenged the psy-
chiatric community was the need to provide care with almost no specialised resources. 
Recognising the cultural factor of commitment of the families to their ill family mem-
bers, psychiatrists looked to the family members of the ill persons as the answer. India 
is a pioneer in involving the family members in the care of their ill relatives from the 
early 1950s. It is significant to recall that at that time period in the development of 
psychiatry in the rest of the world, families were thought to be ‘toxic’ to the patient 
and excluded from the mental health interventions. In India, the story is different. 
This occurred first at the Amritsar Mental Hospital (Vidya 1973) and soon followed 
by the Mental Health Centre at Vellore (Kohmeyler and Fernandes 1963; Chacko 
1967; Verghese 1971) and mental hospital at Bangalore (Narayanan and Reddy 1968; 
Narayanan et al. 1972; Narayanan 1977; Geetha et al. 1980; Bhatti 1980; Bhatti et al. 
1982). In India, family involvement was started in the 1950s (Vidya 1973; Carstairs 
1974, 1980; Srinivasa Murthy 2007a, b). Indian initiatives relating to families and 
mental health care have depended on the family support for the mentally ill persons. 
Since 1950s, families have been formally included to supplement and support the 
psychiatric care by professionals. During this period, literally, family members were 
admitted along with mentally ill to be part of the care of the patients. This has largely 
been the pattern in most of the LAMI countries. During the 1970s and 1980s, efforts 
were made to understand the functioning of families with an ill person in the family 
and their needs (Bhatti 1980; Bhatti et al. 1980, 1982; Bhatti and Verghese 1995).

Two centres, namely PGIMER, Chandigarh, and the National Institute of Mental 
Health and Neurosciences (NIMHANS), Bangalore, systematically studied the needs 
of the families, and the role of non-medical professionals in providing support to the 
families (Suman et al. 1980). In the NIMHANS, Bangalore, (Pai and Kapur 1982, 
1983; Pai et al. 1983, 1985), two similar groups of patients with schizophrenia under-
going two treatment modalities, namely hospital admission and home treatment 
through a nurse, were compared for the outcome in terms of symptoms, social dys-
function, burden on the family, cost of treatment and outcome at the end of 6 months. 
A nurse trained in patient follow-up and counselling visited the home regularly for 
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the purpose of patient assessment and treatment. The results found that the home 
treatment through a visiting nurse gives a better clinical outcome and better social 
functioning of the patient and greatly reduces the burden on the patients’ families. 
Further, the treatment modality is also more economical. A follow-up study observed 
that the home care group of patients had maintained significantly better clinical sta-
tus than the controls, and this group had been admitted less often. In a subsequent 
study, the focus of family care by visiting nurses was patients with a diagnosis of 
chronic schizophrenia; this found that only two of the home care group were admit-
ted to hospital over 2 years in comparison with eight patients in routine care. Along 
with this, there was study of factors contributing positively or negatively to the 
course and outcome of schizophrenia. Research into the special needs of mentally 
retarded and their families has also been studied (Russell et al. 1999, 2004).

During the last 15 years, a more active role for families is emerging in the form 
of formation of self-help groups and professionals accepting to work with families 
in partnership (Srinivasan 2008). However, many of the leads provided by pilot 
studies and successes of family care programmes have not received the support of 
professionals and planners to the extent it could become a routine part of psychi-
atric care in the twenty-first century. It is very interesting that in the last decade 
there is recognition of the value of family involvement in mental health care in 
developed countries (Selis 2007; Shimazu et al. 2011).

However, it is important to recognise that there are large unfinished tasks to 
make families a part of the community mental health movement. Reviewing the 
scene, Shankar and Rao (2005) opine that ‘professional inputs have not kept pace’ 
and conclude that the ‘family movement in India is one of ‘unfulfilled promises or 
great expectations for the future’ as follows: ‘the vision for the family movement 
in India would see families from passive carers to informed carers, from receiv-
ing services to proactive participation, from suffering stigma to fighting stigma. 
And it is the responsibility of the mental health system to facilitate this journey 
of care givers from burden to empowerment’ (p. 285).

Many of the leads provided by pilot studies and successes of family care pro-
grammes have not received the support of professionals and planners to the extent 
it could become a routine part of psychiatric care. In the coming years, moving 
from passive utilisation of the families to partnership and true empowerment of the 
families has the greatest potential in organising mental health care in India. The 
advances in communication technology (mobile phones) and the widening avail-
ability of information technology (Internet) should be used creatively to share the 
caring skills with families, to bridge gap in professional resources. This will be 
building mental health care from the ‘bottom of the pyramid’ as it has happened 
in the other developmental and commercial areas in developing countries (Prahlad 
2006). This area should receive the highest importance in future efforts.

5.2  General Hospital Psychiatry (GHP)

Addressing the challenges of limited treatment facilities (mental hospitals), their loca-
tion limiting access to majority of the population, and the stigma associated with care 
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in these facilities, the GHP movement emerged. The development of organised mental 
health care is essentially a post-independence phenomenon. Though the first 15 years 
of the independence saw doubling of the mental hospital beds to 20,000, pharmaco-
logical advances in the treatment of mentally ill persons and the closing down of the 
mental hospitals in Western countries gave a big push to the development of general 
hospital-based psychiatric services. The initial GHPUs in Calcutta and Bombay came 
in the 1930s and the 1940s (IPS 1964). The big spurt in the GHPUs occurred in the 
1960s at academic centres at Chandigarh, Delhi, Madurai, and Lucknow. These cen-
tres also became centres for training of psychiatrists and for mental health research 
(Wig 1978). It is relevant to note that the generation of psychiatrists in the 1960s and 
1970s faced the challenge of moving mental health care beyond the isolated mental 
hospitals and bringing mental health care to the general medical care settings (liaison 
psychiatry). It was these two forces that led to the development of the GHPU. Another 
striking aspect of Indian GHPUs is their function as primary centres for mental health 
care. It has been a slow and silent change but in many ways a major revolution in 
the whole approach to psychiatric treatment. The GHPUs offered numerous advan-
tages over traditional mental hospitals, like accessibility, decreased stigma to seek 
care, multidisciplinary care, limited legal restrictions, active involvement of the family 
members in day-to-day care and shorter duration of stay. In the last decade, psychiat-
ric units in all major hospitals has become a reality. This shifting of the place of care 
to the general hospital setting has contributed significantly to the process of destig-
matisation of psychiatric illnesses and psychiatric care. The research contributions of 
Prof. N.N. Wig and the Department of Psychiatry, PGIMER, Chandigarh, have been 
significant (Srinivasa Murthy 2010, 2011).

5.3  Integration of Mental Health with General Health Care

Increasing access to care has called for decentralisation and deprofessionalisa-
tion of mental health care. As an effort at taking services beyond the isolated and 
centralised mental hospitals, to GHPUs, the integration of mental health with gen-
eral health services is the next major innovation. This measure is one of the most 
important community mental health initiatives in India.

India was the first developing country to formulate a NMHP in 1982 (DGHS 
1982). Twenty-five years later, the WHO again re-emphasised the approach 
through the recommendation in the World Health Report, 2001 (WHO 2001), to 
‘provide treatment in primary care’.

In India, training primary health care workers for mental health and integrating 
mental health with general health care was started in 1975 at centres in Bangalore 
and Chandigarh (Srinivasa Murthy et al. 1978; Wig and Srinivasa Murthy 1980; 
Wig et al. 1981; Chandrashekar et al. 1981; Parthasarathy et al. 1981; Issac 
et al. 1982, 1986; Sartorius and Harding 1983; Srinivasa Murthy and Wig 1983; 
Srinivasa Murthy et al. 1988). These experiences formed the basis of the NMHP 
formulated in 1982. Currently, the government supports over 125 district-level 
programmes in 22 states, covering a population of over 200 million (GOI 2007). 
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Following initial studies, other efforts to understand the integration of mental 
health with primary health care have occurred (Gautam 1985; Chisholm et al. 
2000; James et al. 2002) and have been extensively reviewed elsewhere.

During the first 10 years of the NMHP, the initial small-scale models of care (1975–
1984) by integrating mental health care with general health care were systematically 
evaluated (ICMR—DST 1987). Recognising the limited mental health resources in the 
country, from 1985 to 1990, the district-level model in the Bellary District of Karnataka 
was developed and evaluated (Issac et al. 1986; Naik et al. 1996). These efforts domi-
nated in the first decade of the community mental health movement in the country, and 
often, it is confused as the only community psychiatry model in the country. During 
the next 15 years, (1993 onwards) the district model called the district mental health 
programme (DMHP) was initially extended to 27 districts and later on to 127 districts. 
Thus, within a relatively short time, the basic approach to integrate mental health with 
general health care was taken to a larger coverage of the population (GOI 2007).

The developments between 1946 and  2003 have been critically and compre-
hensively covered by different professionals (Agarwaal et al. 2004) and more 
recently by Srinivasa Murthy (2011). Though the NMHP came up in 1982, the 
subsequent three five-year plans did not make adequate funding allocation (Reddy 
et al. 1986). Further, even the funds allotted were not fully utilised. It was only in 
the 9th Five-Year Plan that a substantial amount of Rs. 28 crores was made avail-
able, and it was increased in the 10th Five-Year Plan to be about Rs. 140 crores. 
The availability of funds in 1995 for the DMHP has shown that once funds are 
available states are willing to take up intervention programmes, and profession-
als are willing to be part of integrating mental health with primary health care and 
taking up a wide variety of initiatives for mental health care.

However, the missing element of the NMHP has been the lack of continuous 
technical inputs, development of local initiatives (state and district-level pro-
grammes to suit the local needs), and mechanisms for monitoring and evaluation 
on a continuous basis (Srinivasa Murthy and Wig 1993; Kapur 2004; ICMR 2009; 
Jadhav and Jain 2009; Srinivasa Murthy 2004a, b, 2008, 2011, 2012a, b).

5.4  Effectiveness of Care at the Community Level

The question is not only the feasibility and desirability of taking care of the peo-
ple, but also its effectiveness. This issue has been addressed by a number of recent 
research studies. During the period starting from 1980s, efforts have been directed to 
develop and evaluate the community-based mental health care programmes. One of 
the first such studies was that from Chandigarh, examining the utility of the team of 
a psychiatric nurse and psychiatric social workers in providing care in the community 
for persons suffering from chronic schizophrenia (Suman et al. 1980). This was soon 
followed by a major research effort on the comparison of home-based care versus 
hospital care (Pai and Kapur 1982, 1983; Pai et al. 1983, 1985). Recent research stud-
ies have addressed the situation of persons suffering from schizophrenia living in the 
community and the effectiveness of community-level interventions (Chatterjee et al. 
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2003, 2009; Srinivasa Murthy et al. 2004; Thara et al. 2008; Thirthahalli et al. 2009a, 
b). These studies show that about half of the patients of schizophrenia are living in the 
community without treatment. It is further seen that such patients have significant dis-
ability and cause a lot of emotional and financial burden on the family and caregivers. 
It is important to note that all of these studies show the benefits of regular treatment 
in decreasing the disability, the burden on the family and costs to the families. These 
studies also emphasise the need for community involvement in the care programmes 
‘community-based initiatives in the management of mental disorders however well 
intentioned will not be sustainable unless the family and the community are involved 
in the intervention programme with support being provided regularly by mental health 
professionals’. If the mindset that chronicity of schizophrenia can be reduced and 
every person with schizophrenia can improve is coupled with an enthusiastic, aggres-
sive management comprising of both medical and social interventions, then it is possi-
ble that many patients can improve or recover and have meaningful, productive lives.

5.5  Utilisation of ‘Non-specialists’ for Mental Health Care

Limited human resources in terms of mental health specialists have been a perpet-
ual barrier to providing mental health care to all the needed persons. Recognising 
the need to develop services to reach the total population, against the background of 
limited trained professionals, professionals have utilised a large variety of commu-
nity resources for delivery of focussed mental health care (Srinivasa Murthy 2006). 
These have included health workers, school teachers, volunteers and lay workers 
with specific training to care for specific groups like persons with dementia. A large 
number of mental health resources have been developed for the training of non-spe-
cialists (Wig and Srinivasa Murthy et al. 1980; Wig and Parhee 1984; Sharma, 1986; 
Srinivasa Murthy et al. 1988; Issac et al. 1984, 1994). A recent document has brought 
together over three dozen experiences of ‘Mental health by the People’ (Srinivasa 
Murthy 2006). The initiatives have not only included the health and education sectors, 
but have also included family caregiver initiatives for the mentally ill and the mentally 
retarded, the parent movement for learning difficulties, initiatives to reach the elderly 
population, suicide prevention by volunteers, disaster mental health care by non-
professionals, and efforts by voluntary agencies to fight stigma and discrimination. 
However, this initiative raises crucial questions (Srinivasa Murthy and Wig 1983; 
Srinivasa Murthy 2007a, b). However, in view of the wide variations in the special-
ist human resources available in the country (Thiruvanakarasu and Thiruvanakarasu 
2010), there is a need to examine the human resources in each state and identify tasks 
on the seven areas outlined above and allocate responsibilities to the different catego-
ries of personnel. In addition, these programmes need to be periodically reviewed and 
the experience utilised for upgrading, modifying educational training programmes, 
and tasks or responsibilities of different categories of personnel.

Two books ‘Mental Health by the People’ (Srinivasa Murthy 2006) and ‘NGO 
innovations in India’ (Patel and Thara 2003) cover the community psychiatry 
movement in India and show that the need is not for a ‘single model’ programme, 
but a wide variety of initiatives involving variety of community resources.
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5.6  Community-Level Rehabilitation

Another important development in community psychiatry in India is the increasing 
role of the voluntary organisations in developing small-size locally relevant commu-
nity-based psychiatric care facilities like day care centres, vocational training centres, 
sheltered workshops, half-way homes and long-stay homes (Patel and Thara 2003). 
These facilities have the advantage of limiting long-term institutional care, incorpo-
rating the cultural sensitivities of the clientele and utilisation of the local resources. 
However, evaluation of these experiences is missing and there is an urgent need for 
evaluation of psychosocial care in community settings (Srinivasa Murthy 2010).

5.7  Public Mental Health Education

Developing programmes to educate the general population about the modern under-
standing of mental disorders and their treatment has been an important activity of pro-
fessionals. These efforts have been directed not only to fight stigma and discrimination 
but to promote mental health, through mental health literacy efforts (Wig 1987). There 
is a wide use of the mass media for these efforts in addition to folk measures. Notable 
are the programme ‘DATE’ in the 1980s, the currently running national-level TV-based 
programme, ‘Mann Ki Baat’ (over 30 episodes), and the state-level programme in 
Karnataka, titled ‘Manochintana’ (over 70 episodes) taking mental health information 
to the general population. The efforts of individual psychiatrists and other professionals 
to write books for the general public have been very impressive. The next frontier in 
this area is for the wider use of the information technology and communication (mass 
media, mobiles, print media). This area has great potential to bring about changes in 
the general population along with a potential to stimulate ‘self-care’ and ‘informal care’ 
and is considered in detail in the next section (Srinivasa Murthy 2012a, b).

5.8  Social Changes and Mental Health

The above efforts have focussed on the care of persons with mental disorders, though 
there have been smaller-scale attempts at promotion of mental health and preven-
tion of mental disorders. There is also growing recognition of the impact of social 
changes on the mental health of the population (e.g. growing suicide rates, domestic 
violence, violence in children, elderly mental health, migrant populations, displaced 
populations and sexual violence). All these societal changes require that the future 
mental health programmes should include promotion of mental health, prevention of 
mental disorders along with care and rehabilitation of persons with mental disorders.

5.9  Department of Psychiatry, PGIMER, Chandigarh, and 
the Community Mental Health Movement of India

The Department of Psychiatry, PGIMER, provided leadership for community men-
tal health movement in India and other developing countries. This contribution 
is important as it was the most important need of the country in the 1970s, as it 
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occurred at a time in India in which there were only about 500 psychiatrists and it 
required taking professional positions often not supported by others in the profes-
sion. Prof. N.N. Wig, founder professor of the department, has played a stellar role 
in this development. It is significant to recall that one of the first papers of Prof. 
Wig, in 1959 (4 years prior to starting the Department in PGI) was titled ‘Problems 
of Mental Health in India’. His setting up of the department of psychiatry in a gen-
eral hospital setting was a reflection of his belief of taking psychiatry to the people.

In this area, the thesis of Dr. B.C. Khanna on the 2-year analysis of the patients 
seen in the department laid the foundation. This research illustrated Prof. Wig’s 
approach to ‘learning from the data’ and total commitment to the care of the general 
public. The findings of the analysis were multifold. The most important finding of 
this analysis of routine clinical records, was the large numbers of patients not fully 
utilising the treatment from the outpatient services. This study of Dr. Khanna was 
followed by a small series of focussed studies about characteristics of patients and 
their treatment utilisation, and the general public attitude to mental disorders and 
psychiatric treatment. Following these studies, small in nature but significant, most 
professionals would have been satisfied with their work and considered the issues of 
‘dropout’ as not important. However, the department responded differently.

What followed is a remarkable development of interest to India and other develop-
ing countries. Coincidentally, Chandigarh was one of the 7 centres of the WHO mul-
ticentric project ‘Strategies for Extending Mental Health Care’ (1975–1982). Prof. 
Wig, along with Dr. Srinivasa Murthy, led the team to a series of efforts to understand 
the needs of the mentally ill persons in the rural areas and measures to address the 
unmet mental health needs in the rural population. The setting up of a rural psychiat-
ric clinic and village-level surveys to understand the unmet psychiatric needs of the 
rural population led to the realisation that the way to provide mental health care to the 
rural population is through integration of mental health care with primary health care. 
The WHO study, using a research framework, provided evidence for the integration 
of mental health care with primary health care. This study used the baseline studies-
intervention—repeat baseline studies model. The variables were (i) the knowledge of 
health personnel, (ii) the screening of general health clinic patients for mental disor-
ders and (iii) community attitude to mental disorders. The need for simplification of 
the mental health care resulted in training programmes for the general practitioners 
and the first mental health manual for the primary health care personnel.

It is significant that this body of research, along with that from NIMHANS, 
Bangalore, under the leadership of Prof. R.L. Kapur contributed to the formu-
lation of the NMHP in August 1982. Prof. Wig, Prof. B.B. Sethi of Lucknow, 
Prof. R.L. Kapur of Bangalore, Prof. A. Venkoba Rao of Madurai, Prof. Pande of 
Ranchi, Prof. S.D. Sharma of Ranchi, and Dr. H.L. Sell of the Regional Office 
of WHO-SEARO, New Delhi, met on a number of occasions and drafted the 
NMHP. Prof. Wig organised a national-level meeting at New Delhi (20–21 July 
1982). Sixty-eight professionals from different parts of India were present to dis-
cuss the draft document. There were war clouds about the inappropriateness of the 
move to deprofessionalise mental health care, as it meant giving responsibility of 
mental health care to non-specialists. For example, one of the most dramatic com-
ments in the meeting by Prof. K.C. Dube, of Agra, is ‘We will fly by helicopters 
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to see each and every mentally ill, rather than allow the non-specialists to treat 
them’. The second meeting of 30 professionals reviewed the draft document 
and finalised the same on 2 August 1982. Following the two tumultuous meet-
ings, there was less than a month for the Central Council of Health and Family 
Welfare (CCH & FW) meeting (18–20 August 1982). It is historical fact that the 
CCH&FW did debate and recommend the NMHP as follows: ‘Mental health 
must form an integral part of the total health programme and as such should 
be included in all national policies and programmes in the field of Health, 
Education and Social Welfare. Realising the importance of mental health in 
the course curricula for various levels of health professionals, suitable action 
should be taken in consultation with the appropriate authorities to strengthen 
the Mental Health Education components. While appreciating the efforts of the 
Central Government in pursuing legislative action on Mental Health Bill, the 
joint Conference expressed its earnestness to see that the bill takes a legal shape 
at the earliest.’ The formulation of the NMHP, the passion with which Prof. Wig 
pursued the same is a creditable national-level contribution.

Prof. Wig continued his interest in this area following his move to AIIMS, New 
Delhi, addressing the problem of mental disorders in an urban slum and its impli-
cations for mental health care at primary health care, assessment of functioning of 
non-psychiatric physicians in the management of psychiatric emergencies and a 
manual for primary health care physicians. Further, when he moved to work with 
the WHO as Regional Advisor on Mental Health at the Eastern Mediterranean 
Regional office, in 1984, he carried this mission to the 22 countries of the Middle 
East (from Pakistan to Morocco). He has contributed richly with technical and 
administrative support to the development of community mental health in Pakistan 
and school mental health programmes in Egypt.

Prof. Wig has written extensively about the need and approaches to organising 
mental health care in India and developing countries on ‘Rational treatment in psy-
chiatry: perspective on psychiatric treatment by level of care’, ‘Evaluation of the 
progress in mental health in India since independence’ and ‘Development of regional 
and national mental health programmes’. He continues to share his thoughts, as in 
his article in The Tribune 2009, on the occasion of World Mental health day (Mental 
health care-need to expand the reach, Wig and Srinivasa Murthy 2009).

Prof. Wig’s Vision of Mental Health Psychiatry in India by the year 2020 (Wig 1989):

1. To make the benefits of modern psychiatry available to all sections of the 
population, rich and poor, urban and rural, men and women.

2. To combine both the biomedical and psychosocial approaches in psychi-
atric practice.

3. To effectively utilise emerging technologies to solve our national problems.
4. To make psychiatry more relevant for Indian cultural needs.
5. To keep a balance between psychiatry and mental health.
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Prof. R. Srinivasa Murthy, who moved from PGI in 1982, to NIMHANS, Bangalore, 
took on a number of responsibilities for the implementation of the NMHP. He 
received financial support for 5 years, from ICMR, New Delhi, for a Centre for 
Advanced Research in Community Mental Health (1985–1990). He was part of the 
team lead by Prof. Mohan Issac, who developed the Bellary District Mental Health 
Programme (DMHP) (1985–1991), which has formed the model for the develop-
ment of the over 120 DMHP in the country. Prof. Murthy worked with a number of 
developing countries to share the Indian experiences and support the mental health 
programmes in those countries like Yemen, Iran, Pakistan, Bhutan, Afghanistan, 
Sudan, Somalia and Iraq. He was the chief editor of the historic WHO Report of 
2001 on ‘Mental Health-New Understanding and New Hope’. Most recently, he has 
authored the chapter in the Oxford Textbook of Psychiatry (2011) on development of 
mental health care in LAMI countries (Srinivasa Murthy 2011).

A very important recent initiative of the Department headed by Prof. Savita 
Malhotra is the ‘telepsychiatry’ programme. This programme has the great poten-
tial to reach the largest numbers of care providers using the modern technology. In 
this project, funded by the Dept. of Science and Technology, Government of India, 
the department, in collaboration with the Tata Consultancy Services, has devel-
oped a model telepsychiatry application for diagnosis and treatment of psychiatric 
disorders. This application has been used in over a thousand patients in PGIMER 
and three peripheral sites in the neighbouring hill states.

Similarly, the new leadership provided by Prof. Ajit Avasthi and Dr. Debhasish 
Basu in developing deaddiction services in Punjab is in the best traditions of the 
department of psychiatry. The Punjab Government has approved setting up of five 
new deaddiction centres in the state. It was decided that all government hospitals 
at district level and all the health centres at subdivision and block levels would 
be strengthened by providing training to all the doctors and other supporting staff 
members in a phased manner. Suggestions to bring reforms in the health set-up in 
the jails in Punjab were also accepted.

5.10  Personal Reflections of the Last Six Decades (Srinivasa 
Murthy 2012a, b)

I have been a part of the community psychiatry movement in the country from the 
1970s.

I have been a participant of many of the initiatives and witness to other devel-
opments. In reviewing the progress, it would be inappropriate to view the wide 
variety of developments from the current time perspective. Each of the successes 
and failures have to be placed in their historical perspective-realities, policies, 
socio-economic factors, personalities, national and international developments. An 
overview of the community psychiatry developments of the last six decades, pre-
sents a picture of a large number of initiatives. These initiatives have been largely 
the response to a specific need at a specific time period. For example, in the 1950s, 
the lack of human resources in mental hospitals was addressed by bringing the 
families to become part of the care programmes. In the 1960s, the availability of 
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the psychopharmacological agents for the treatment of mental disorders and the 
growing general hospitals, resulted in the setting up of GHPUs. During the 1970s, 
the growth of the public sector health services, the influence of the Alma Ata dec-
laration guided the development of the community mental health programmes and 
the formulation of the NMHP in 1982. During the decades of 1980s and 1990s, 
the need for non-mental hospital facilities for rehabilitation resulted in setting up 
of a number of community care facilities in different parts of India, mainly by the 
voluntary organisations. The recognition of the human rights of the mentally ill 
persons is reflected not only in the improvement of the mental hospitals, but also 
with revision of the mental health legislation. Each of these initiatives have been 
started and guided by visionary professionals and have occurred at a particular 
time period and to address a specific need perception.

One striking aspect is the innovativeness of the professionals and voluntary agen-
cies to address the multiple needs using the available community resources. This has 
occurred in a number of areas. This, I consider is the strength of Indian mental health 
movement. The negative side of these developments is the lack of depth in most 
of the initiatives. Even when the initial results have been very positive (e.g. nurse 
involvement in community care) the innovations has not received the type of expan-
sion and in depth understanding that should have occurred. The lack of evaluation is 
seen uniformly in all the programmes, and I have considered the need for this aspect 
in each of the sections. The other aspect of significance is the largely person-centred 
specific nature of the initiatives. There has been limited effort to join hands, carry 
forward to work beyond the initial initiators. A result of all of these factors is the lack 
of theory building and influencing the policies at the national level. It is important 
that the next phase of development will address some of these in a focussed manner.

6  Future of Community Psychiatry in India

In the beginning of the chapter, I referred to the story of community mental health 
is the way India has addressed the key mental health barriers in the country, 
namely lack of access, affordability, acceptability and stigma of mental disorders. 
The progress of the last half century has partially addressed these challenges, and 
much needs to be solved in the coming 50 years.

There are two important areas for future development of community mental 
health in the country. Firstly, the many areas of community mental health reviewed 
in the earlier sections need greater attention and increased clarity and depth, espe-
cially about evaluation and study of outcomes.

Secondly, there is need to shift focus from delivering services to ‘empower-
ment of the people for mental health’.

The following are some of the components of this shift from professionals to 
people. The recent developments in the areas of information technology, mobile 
connectivity, the explosion of the mass media and the many people movements 
to address social issues make this the most appropriate approach to take mental 
health forward in the country. Towards this goal, there are many initiatives that 
need to be undertaken by the mental health professionals.
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Firstly, we must move from ‘madness’ to ‘mental health’ (the theme of the 
deliberations) so that we are referring to ‘mental health needs of all, rather than 
few ill persons’. There is no doubt about the changing world that we are living in 
(technology, social, political, economic, philosophical changes and the breakdown 
of social institutions etc.). The changing world has implications for mental health, 
both in terms of increasing demand for mental health services with a wide range of 
the mental health needs of the community and possibilities for interventions. In a 
way, mental health has reached from the mental hospitals to psychiatric clinics to 
the people in the community, somewhat similar to what happened when the shift 
occurred from mental hospitals to the clinics in the middle of the last century. Our 
future professional work will have ‘people’ as the focus of all of our work.

Secondly, mental health has to be a movement of ‘people’. The persons 
intervening to address the multiple mental health needs in the community will 
be not only be the mental health professionals. Today, in India, everyone is doing 
mental health interventions, whether it is the celebrities on their chat shows, the 
help lines or the number of voluntary organisations providing ‘counselling ser-
vices’. Currently, most of these initiatives are based on emotional responses and 
not on sound mental health knowledge and skills. It will take some time for some 
order to come to these ‘quick fix’ responses. It is important for mental health pro-
fessionals to recognise this growing army of ‘persons in mental health field’.

Thirdly, mental health professionals have to take up leadership of the move-
ment. Professionals have an opportunity to take mental health people to the peo-
ple riding on the wave of raised awareness and explosion of help giving avenues. 
Leadership from the professionals would require a sense of openness to share 
mental health skills, innovation and partnership between professionals and ‘peo-
ple’. Sharing of knowledge cannot be only scientific information but a mixture of 
information and entertainment (often referred to as infotainment). This embracing 
of the ‘others’ in mental health has to be a proactive and planned activity.

Fourthly, there is need for innovation in all of our activities. The chief respon-
sibility of the mental health professionals would be to undertake the following 
activities: (i) continuous review, synthesis and simplification of mental health 
information to share with the general population; (ii) study of impact of social 
changes and mental health; (iii) compilation of the social coverage of mental 
health issues in different parts of the country and in the different forms of mass 
media; (iv) systematic examination and recording of the mental health profession-
als’ work with the community; and (v) identification of the areas for collaboration 
between professionals, non-professionals and people.

Fifthly, the interventions using community resources have to be a continuous 
effort and not a one-time activity. We have to create structures and mechanisms for 
such long-term involvement, interactions and evaluation of people-level interventions.

Sixthly, networking with other disciplines to utilise the strengths of the dif-
ferent sectors and disciplines. For example, life skills education initiatives have 
demonstrated the important role education sector can play towards advancement of 
mental health of students (Srikala Bharath and Kishore Kumar 2010).

Seventhly, advocacy for mental health with the different institutions of the soci-
ety like the central and state governments, local governments, religious organisation, 
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special population groups and all manner of stakeholders in the society. Our role 
would be to sensitise and support these groups to mental health issues of the society.

In conclusion, in the last 50 years, there have been many advances that 
changed the way mental health care is practiced. The building of mental hospi-
tals, the discovery of the pharmacological interventions, the community mental 
health movement and recognition of the human rights of the mentally ill persons 
are some of these milestones. We are on the cusp of a similar milestone with the 
growing importance of information and communication technology (ICT). It is 
for us mental health professionals to utilise these opportunities for the good of the 
community. Economically rich countries have addressed the community psychia-
try movement from the institutionalised care to community care building on the 
strengths of their social institutions. India has begun this process more recently 
and has made significant progress utilising the strengths of the community. There 
is need to continue the process by widening the scope of the mental health inter-
ventions, increasing the involvement of all available community resources and 
rooting the interventions in the historical, social and cultural roots of India. This is 
a continuing challenge for professionals and people in the coming years.
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1  Introduction

1.1  The Need for Primary Health Care

The Alma-Ata declaration of 1978 (Primary Health Care 1978) affirmed that health, 
including mental health and social well-being, is a fundamental human right, and 
primary health care is the key to attain this worldwide goal. The World Health 
Organization (WHO) in its World Health Report of 2008 stressed the urgent need to 
strengthen primary health care worldwide. The existing health delivery systems fail 
to meet the populations’ health care needs. People all over the world deserve a health 
system that is person centred and comprehensive, provides continuity, and is well 
integrated. A well-planned primary-care health system can meet all these objectives.

1.2  The Need for Integrating Mental Health in Primary 
Care and General Health Care

Mental health despite being a leading cause of disability worldwide is not well incor-
porated at the primary-care level even in the most developed countries. Patients with 
mental illnesses remain under-treated in both low- and high-income countries (Ormel 
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et al. 2008; Sharma and Copeland 2009). Most people with mental illness seek help 
from their primary-care doctors and many of them present with physical symptoms. 
Health professionals in general often fail to recognise mental illnesses, especially 
when they coexist with physical conditions. It is worth noting that people with phys-
ical illness have a raised psychiatric morbidity. A cross-national study (Scott et al. 
2009) of the joint effect of mental and physical conditions on disability found that 
co-morbidity exerts detrimental synergistic effects. It therefore recommended that 
clinicians need to deal with both mental and physical conditions giving them equal 
priority, if they are to manage co-morbidity and reduce disability. Overall, about 
one-third of patients admitted to medical wards also suffer from diagnosable men-
tal illness ranging from acute organic brain syndrome, dementia, depression, anxi-
ety, and psychosis and somatisation disorder to adjustment disorders and alcohol 
abuse. However, only a few of them undergo a mental health assessment or receive 
appropriate treatment. This is consistently reported in different parts of the world and 
among patients of all age groups (Sim et al. 2001; Hansen et al. 2001; Ames and 
Tuckwell 1994; Ndetei et al 2009). Untreated mental illness leads to longer times 
spent in the hospital with increased health care costs (Verbosky et al. 1993).

2  Barriers to Recognition and Treatment of Mental Illness 
in Primary Care

It is important to understand the reasons for poor recognition and treatment of men-
tal disorders in general so that positive steps can be taken at all levels to address this 
issue effectively. The main barriers occur at three levels. Firstly, patients may find it 
hard to acknowledge that their problems are mental health related, especially if they 
are experiencing the problem for the first time (Olsson and Kennedy 2010). Equally, 
people find it hard to accept they have a mental illness, even if they acknowledge that 
they suffer from mental health problems. The findings of the National Co-morbidity 
Survey-Replication of people with common mental disorders in the USA (Mojtabai 
et al. 2010) concerning patients’ perceived barriers to mental health treatment 
revealed that (a) a low perceived need for treatment was the main reason for not seek-
ing help especially among those who only had mild to moderate problems; (b) the 
majority of people with more severe disorders reported they wished to handle their 
problems on their own. About a quarter felt that the problem was not severe enough to 
seek help or would be likely to recover spontaneously; (c) Over one-third of respond-
ents who dropped out of treatment altogether reported an “attitudinal/evaluative bar-
rier” such as stigma, negative therapeutic experience, or poor quality of treatment.

Secondly, barriers occur at service provider level, mainly due to the primary-
care and general health-care service providers’ attitudes towards mental illness, 
their knowledge, training, and experience of dealing generally with mental disor-
ders. A meta-analysis of 36 studies (Cepoiu et al. 2008) of patients in a general 
hospital ward showed that barriers due to service providers’ included their con-
cerns about the ill effects of potential patient stigma, their own time pressures, 
a belief that making a proper diagnosis of mental illness was burdensome, inad-
equate knowledge about diagnostic criteria or treatment options, general lack of a 
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psychosocial orientation, and inadequate insight into the different cultural presenta-
tions of mental disorders. It could be concluded that general health professionals’ 
inadequate training in mental illness, recognition and management coupled with a 
lack of available user-friendly clinical facilities for the diagnosis, and treatment of 
mental disorders in general hospital settings could be an important service barrier.

The third barrier, the most important one occurs at an organisational level due 
to the State’s mental health related policies and those created by local systems. 
The priorities directed at mental health care are sometimes half-hearted, rang-
ing from public health policy to the resources provided for care, for the “hard to 
reach” groups (Dowrick et al. 2009). Local system barriers include productivity 
pressures, limitations of third-party mental health coverage, restrictions on special-
ists, psychotropics, and psychotherapeutic care, lack of a systematic method for 
detecting and managing such patients, and inadequate continuity of care.

3  Primary Health Care in India

3.1  Current State

India has a complex system of health-care delivery ranging from largely unregulated 
indigenous practitioners to highly equipped private hospitals. People have the com-
plete freedom to choose between these services depending on their beliefs, access 
to services, and their ability to pay for these services. The health delivery system is 
far from a comprehensive and well integrated one. In that context, the primary-care 
health service is largely underdeveloped in most parts of the country, and there is no 
universal health-care coverage for its population as compared to developed countries 
such as the UK, where primary care is the backbone of its National Health Service.

The 12th Five Year Plan (2012–2017) of the Planning Commission of India 
highlights the following weaknesses of health-care system:

Inadequate resources and coverage: Health-care services from the public and 
private sectors put together are quantitatively inadequate. The numbers of doctors 
is only half, and the numbers of nurses and auxiliaries merely one-fourth of the 
expected numbers required to provide adequate services. Rural areas are served 
even worse (Khandelwal et al. 2004).

Variable quality of care: The quality of service provided by qualified as well 
as many unqualified doctors and other health professionals varies considerably in 
both the public and private sector. Standards and regulatory systems are not prop-
erly defined, and as result the health-care services are poorly regulated.

Lack of affordability: The vast majority of the population is unable to pay the 
cost of adequate health care, especially in tertiary care. This is largely due to lack 
of extensive and adequately funded public health services. This results in people 
having to access private health services at a great personal expense. Even in public 
sector hospitals, patients may have to pay for their medicines in many places. The 
families are put through a very high financial burden, especially when affected by a 
chronic and severe illness. Only a small proportion of the population is covered by 
health insurance and that too fails to cover outpatients and expenses on medicines.
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Future trends of health-care needs: The problems are likely to worsen in future 
due to several factors e.g. rising life expectancy with increasing long-term medical 
conditions, increase in public awareness of treatment possibilities leading to rise in 
demand for quality medical care, increase in lifestyle related diseases such as diabetes 
and heart conditions with rising prosperity, and an increase in accidents and injuries.

Very low base of public expenditure on health: The public expenditure on health 
was on only 27 % of overall expenditure on health in 2008–2009. This is very low 
by any standards.

These enormous challenges have led the commission to formulate a health plan-
ning and delivery strategy under the 12th Five Year Plan that may take two or three 
planning cycles to implement. The new strategy focuses on universal health cov-
erage. Addressing all the key issues, the strategy emphasises on the efficient and 
effective use of resources, a holistic approach of care delivery, public–private part-
nerships, and greater integration in health delivery systems. The health planning and 
delivery strategy also proposes a major role for primary health care in its national 
health package, i.e. a high quality primary care provided free at the point of delivery.

Good quality primary-care health services are lacking in both rural as well 
as urban communities in India. The National Rural Health Mission (NRHM), 
(National Rural Health Mission 2010) a government funded public health system 
set up subcentres with health workers serving 5–6 villages, primary health centres 
with doctors (PHCs) for 30–40 villages, and community health centres (CHCs), 
based on a polyclinic model to serve about 100 villages. In addition private quali-
fied and non-qualified health workers fill the gap to large extent. In urban areas, 
the lion’s share of diagnostic and treatment services is provided by private clinics 
and hospitals with limited training in primary care (Rao and Mant 2012).

4  Mental Health and Primary Care in India

Public mental health services are traditionally provided by mental health institu-
tions or psychiatric departments of teaching hospitals. In recent years, an increas-
ing number of psychiatrists are working at the level of district hospitals. At the 
same time, there are increasing numbers of private psychiatric clinics and hospitals, 
usually based in urban areas, which provide direct care to people with mental ill-
nesses. Rural communities in India still have poor access to mental health services.

The Department of Psychiatry at the Postgraduate Institute of Medical Education 
and Research (PGIMER), Chandigarh is one of the leading centres in India that has 
provided vision and leadership in taking mental health to the community and pri-
mary-care level (Wig 2001). One of the recognised models is based on the Raipur 
Rani Project lead by Dr. Murthy and Dr. Wig, based at the psychiatry department 
of the PGIMER (Murthy and Wig 1983). In this model, primary-care health workers 
received training in mental health and were supported by a team of psychiatrists from 
the department, in detecting and treating patients in rural and urban centres, located 
in a district near the hospital (Ambala). The programme resulted in a large number of 
patients being recognised and treated for their mental illness in the community.
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Murthy in a review of mental health initiatives in India from 1947 to 2010 (Wig 
2000) described the progress made in developing community mental health services, 
especially in recent years (Murthy 2011). The National Mental Health Programme 
(NMHP) is the main framework to foster integration of mental health services in pri-
mary care, through its District Mental Health Programmes (DMHPs). A number of 
states have taken initiatives in introducing mental health training at the primary-care 
level through their DMHPs. Recently a primary-care project in Goa (Pereira et al. 
2011) found that training lays counsellors in common mental disorders and linking 
them to primary-care physicians supported by a visiting psychiatrist assisted patients 
in accessing services for their mental health problems. This also helped in integrat-
ing mental health in general health care at the primary-care level.

Rao and Mant (2012) in their recent review of strengthening primary care in 
India sharing the experience of the National Health Service in the UK recom-
mended that such services are best delivered by a multidisciplinary team of profes-
sionals. Multi-skilling (training individuals to perform tasks within their capacity, 
but beyond their traditional professional roles) allows the available workforce 
in the team to be deployed most efficiently. Enhancing skills of frontline health 
workers in diagnosing and treating people with mental illness at primary-care level 
is important part of this multi-skilling process.

5  The UK Experience

The author has a special interest in mental health service development at the pri-
mary-care level. Working within the National Health Service in the UK, he led the 
Primary Care Mental Health Project in Liverpool to develop a model of integrated 
mental health service delivery with primary health care.

The Liverpool Primary Care Mental Health Project (Sharma et al. 2000) has dem-
onstrated that a specialist mental health team can work closely with general practice. 
The model of working appears beneficial for patients as well as for general practi-
tioners. This project has given us an opportunity to examine the process of integrat-
ing services between primary and secondary care. The project demonstrated several 
advantages of integration of mental health with general health in primary care. These 
included patients attended in their familiar place and were seen by their known prac-
tice staff; complete health records were readily available, particularly the informa-
tion about investigations and treatments they were receiving; any new prescription 
or change of medication was done straight away; face to face contact with the pri-
mary-care doctors (GPs) gave the opportunity to discuss their patients’ management 
in some detail; this contact also has an educational value for GPs, primary health 
care members, as well as mental health team members; a new and enhanced role of 
community mental health nurse linked to the general practice assisted in integration 
of the services and provided continuity of care; the team provided a seamless service 
by accepting patients of common mental disorders for assessments, yet concentrat-
ing on the care of severely mentally ill people; integration of mental health services 
with primary care helped in reducing the stigma attached to the mental illness.
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(Description of models, their principles, efficacy, and their limitations could be 
added.)

6  Mental Health Delivery Models

Specialist service model: In that mental health services are provided by specialist 
mental health professionals and teams using a top–down approach. Specialised men-
tal health institutes are centres of excellence for service provision as well as training. 
They then extend their services to district and village level through mental health 
workers through mental health clinics. They may raise awareness of mental illness in 
primary-care teams as well as in public, but retain service provision as their respon-
sibility. This approach appears attractive, as it can easily be managed and moni-
tored. In addition, people with mental illness get treatment from experts in mental 
health. But the benefits come with serious limitations. This requires huge numbers 
of trained mental health personnel to serve the whole population that is not possible 
to recourse in any country. Besides, this keeps mental health to be separate from the 
mainstream health. In addition, primary-care and general health care professionals 
get deskilled in identifying and managing mental health problems. Retaining mental 
health separate also adds to reinforcing stigma attached to mental illness.

Integrated service model: In this model, mental health is a part of overall health 
provision for the community (Balarajan et al. 2011). The primary-care services become 
the backbone of identifying and managing mental illness with the support of mental 
health specialists. The role of specialists becomes supportive to all health profession-
als especially to primary-care health teams. The primary-care workers are trained in 
detecting and managing mental illness along with other conditions. This is a preferred 
service delivery model to meet the population need but not without huge challenges. 
The barriers include willingness for primary-care workers to learn and apply skills in 
detecting and managing mental illness as well as commitment from mental health spe-
cialists to train, support, and work with primary-care workforce. This model requires a 
huge shift in the mindset of health professionals as well as policy makers.

7  Can Mental Health Services Be Integrated with Primary 
Health Care in India?

Recent successful projects of training health-care workers in detecting and man-
aging mental disorders in primary care in different states of India (Pereira et al. 
2011; Jayaram et al. 2011; Chisholm et al. 2000; Armstrong et al. 2011) reveals 
the real scope of such integration. The real challenge is in reaching vast major-
ity of remote rural communities. The size of the mental health problem keeps 
increasing and new problems keep appearing, e.g. Behere and Behere (2008) have 
recently reported a raised suicide rate among farmers in India. At the same time, 
rapid economic and technological development raises opportunities to strengthen 
the workforce by increasing the number of mental health staff who can take part in 
training and supporting primary-care health workers.
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Malhotra et al. (2013) from PGIMER have suggested an innovative approach 
of telepsychiatry using modern technology to fill the enormous diagnostic and 
treatment gap that exists for sufferers of mental disorders in India. The technol-
ogy could make training and expert advice for primary-care health workers readily 
available and accessible.

The author (Sharma) has developed a computer-assisted assessment, diagnostic, 
treatment and training tool—the Global Mental Health Assessment Tool/Primary 
Care (GMHAT/PC) (Sharma et al. 2004). The GMHAT/PC has been developed to 
assist general practitioners and other health professionals to carry out a quick, con-
venient, and comprehensive standardised mental health assessment. It has proved to 
be a reliable and valid tool based on the number of research studies in primary-care 
and general health settings (Sharma et al. 2004, 2008, 2010, 2013; Krishna et al. 
2009). The GMHAT/PC has now being translated into other European, Asian, and 
African languages. Further studies (done in India, UAE, and Belgium) have proved 
that this can be used in different cultures. The average time taken for the interview 
is around 15 min. Any health professional with training can administer the GMHAT/
PC. It gives useful output including diagnosis, ratings of symptoms, and treat-
ment guidelines. Following validation of its Hindi version, studies are underway in 
Maharashtra and Rajasthan of its use in primary-care and in general health settings. 
The GMHAT/PC may be a useful addition to other training and diagnostic methods 
available to frontline workers to diagnose and treat mental disorders in primary care.

8  Future Challenges and Proposed Solutions

There are number of practical challenges in providing integrated mental health 
services at the primary-care level including the following: (a) an inadequate 
workforce, specially of dedicated mental health trainers (leaders) and support 
staff with a mindset for improving community mental health and well-being, (b) 
the lack of acceptance of such services by the community, especially in the rural 
areas where people still rely on faith healers, and (c) the willingness for primary-
care health workers to learn about mental illness and treat such patients without 
considering this as an extra burden placed on them. One has to look at all other 
community resources in achieving this objective; that may include voluntary 
workers and NGOs. A “fit for purpose” training on mental health for nursing and 
medical students highlighting the importance that managing mental health prob-
lems are everybody’s business will certainly help in long run in bringing mental 
health in mainstream health. Such a programme for medical undergraduates is 
in progress in Delhi (Sood and Sharan 2011). There is a need for incorporating 
training in family medicine and mental health in these programmes for doctors. 
The government should take the responsibility of funding mental health services 
for all; arrangements should be made with the private sector to allow it to work 
in concert with public sector to fill the service gap. Generic medications for 
mental illness should be made available free or at a minimal cost at the primary-
care level.
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1  Introduction: Psycho-oncology—A Specialty  
of Oncology and Psychiatry

Psycho-oncology is the study of psychiatric and psychosocial aspects of can-
cer, which may be related to the development, course, or outcome of cancer. 
Psychiatric oncology as a sub-speciality focuses on a number of issues, which 
include the role of life events, stress, and other psychological factors in the causa-
tion, maintenance, and prognosis of cancer; psychological and emotional reactions 
to the diagnosis of cancer, its recurrence, metastasis; psychiatric disorders in rela-
tion to cancer and its treatment; psychological methods of treatment, and coun-
selling, communicating with cancer patients and their relatives; terminal care and 
palliative care; study and management of grief and bereavement related to can-
cer; and staff stress and burnout among professionals treating cancer patients. This 
chapter discusses some of these aspects.

2  Psychiatric Morbidity in Cancer Patients

The commonest psychiatric disorder observed in cancer patients is depression. 
Depression was considered as the only emotional response to cancer for a long time. 
A patient with cancer is expected to have a certain level of psychological distress. 
Assessing distress has now become routine as the sixth vital sign (Chaturvedi 2012a).
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A majority of the studies report a significant level of psychiatric morbidity among 
patients with cancer. Generally, these studies have found adjustment disorder as the 
commonest psychiatric syndrome among patients with cancer, with major depression, 
delirium, and anxiety disorders as the next common diagnoses. Conditions such as 
personality disorders, psychoses, and substance abuse are comparatively infrequent. 
In clinical practice, and in epidemiological studies of patients with cancer, depression 
and anxiety disorders have been noted in 20–60 % of the (Chaturvedi and Uchitomi 
2012). In the Indian setting, 38 % of patients with cancer were found to have identifi-
able DSM-III-R anxiety or depressive disorder (Chaturvedi et al. 1994a, b, c). Recent 
meta-analytical-pooled prevalence for DSM-defined major depression was about 
16.5 % in palliative care, haematological, and oncological settings (Mitchell et al. 
2011). The common psychiatric disorders related to cancer are described below.

Adjustment disorders: These are the commonest psychiatric syndrome seen 
among patients with cancer. A majority of these patients are found to have adjust-
ment disorder mainly with depressed mood, anxious mood, and mixed emotional dis-
turbances. The prevalence of adjustment disorder alone was 15.4 % in palliative care 
settings and 19.4 % in oncological and haematological settings (Mitchell et al. 2011).

Major depression: Depressive symptoms can be caused by the disease process 
directly, by the various chemotherapeutic agents used for the treatment of cancer, 
or as a functional response to the disabilities. Feelings of worthlessness and guilt 
were found to be powerful discriminants between normal sadness seen in cancer 
and major depression. Recurrent thoughts of suicide are common in patients with 
cancer, but morbid intensity of the desire to commit suicide, if present, helps to 
differentiate major depression from a normal reaction.

A number of risk factors for developing depression in patients with cancer 
have been identified. These include uncontrolled pain and low performance status. 
Abnormalities in electrolyte levels (sodium, potassium, and calcium), nutritional 
deficiencies (vitamin B12 and folate levels), and abnormalities in levels of hormones 
such as parathyroid and thyroid hormones, ACTH, and cortisol have also been found 
to increase the risk of developing depression. Other physical states or conditions that 
raise the risk of depression are cachexia, paraneoplastic syndrome, primary and met-
astatic brain tumours, vascular vulnerability, and. Parkinsonism. Medications such 
as corticosteroids, interferon, interleukin-2, vincristine, vinblastine, procarbazine, 
paclitaxel are common risk factors. Additionally, a history of depression and suicide, 
and substance abuse contribute to the onset of depression. Finally, social factors 
such as young age, living alone, recent life events, recent loss of spouse, poor social 
support, and financial breakdown also have a role to play in the onset of depression 
among patients with cancer (Chaturvedi and Uchitomi 2012).

Anxiety disorders: Anxiety symptoms are observed as part of depression in patients 
with cancer. Anxiety can also be a part of the normal stress response, adjustment dis-
order, or delirium. Patients with cancer become anxious when there is uncertainty and 
communication with the health-professional has not been appropriate or satisfactory. 
Other situations, which can make a patient with cancer anxious, are costs of their treat-
ment, the future of their family members, lack of adequate response to cancer treat-
ment, and other unfinished businesses they may have. Effective communication skills 
and breaking the bad news properly can reduce or minimise much of this anxiety.
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Delirium: Delirium can be produced either by cancer directly and its treatment, 
or because of associated mental disorders and their treatment. The commonly used 
medications, which produce delirium, are narcotic analgesics such as morphine and 
methadone, sedatives, hypnotics mainly benzodiazepines, drugs with anti-cholinergic 
effects, and drugs with psychoactive side effects such as digitalis and anti-hyperten-
sives. Metabolic encephalopathies, organ failure, electrolyte, imbalance, nutritional 
deficiencies, infection, and hypoxia are some of the related medical disorders caus-
ing delirium (Chaturvedi and Uchitomi 2012). Besides delirium, other organic men-
tal syndromes such as dementia are also seen among patients with cancer.

Post-traumatic stress disorders: A number of patients have post-traumatic stress dis-
order (PTSD) like experiences in relation to discovery of an abnormal growth, which 
can turn out to be cancer, when the bad news of having developed cancer is broken to 
them, when they have to be hospitalised, and when they have unpleasant experiences 
during their treatment. Patients get distressing memories, flashbacks of these unpleas-
ant experiences, panic attacks, and symptoms of hyper-arousal when they have PTSD.

Somatoform disorders and abnormal illness behaviour: Somatoform symptoms 
and somatisation are noted in patients who have recovered from their cancer, or 
those who have residual symptoms of the disease. These are in the form of fatigue, 
tiredness, and pain. These take the form of abnormal illness behaviour and are usu-
ally misinterpreted by the patients as signs of the disease coming back, a relapse, or 
spread of the disease. Presence of a somatoform disorder in cancer can create man-
agement problems resulting either in delaying the treatment or over treating psycho-
somatic symptoms (Chaturvedi and Maguire 1998; Chaturvedi et al. 1993, 2006).

Psychosexual dysfunctions: Sexuality and intimacy are altered following mas-
tectomy. Wellisch et al. (1978) found that approximately 36 % husbands reported 
that mastectomy had a ‘bad’ or ‘somewhat bad’ influence on their sexual relation-
ships. Maguire et al. (1980) found that one year after their wives’ mastectomy, 
29 % of the husbands reported moderate to severe sexual difficulties.

Anticipatory nausea and vomiting (as a conditioned response to chemotherapy): 
Such conditioned side effects to chemotherapeutic treatment are thought to develop 
through classical conditioning. These conditioned responses can occur before, dur-
ing, or after chemotherapy. Anticipatory nausea and vomiting were found to be asso-
ciated with a higher anxiety level in one study (Ingle et al. 1984). Post-chemotherapy 
nausea and vomiting are also reliable predictors of such anticipatory side effects.

Miscellaneous disorders: Other psychiatric syndromes worth mentioning are 
substance abuse-related problems such as alcohol, narcotic, and other drug with-
drawal syndromes.

3  Psychiatric Disorders Related to Disease and Treatments

 (a) Effect of the cancer: Psychiatric symptoms sometimes occur due to the 
direct effect of the disease process. Psychiatric symptoms are seen in almost 
all patients with supratentorial tumours and are the presenting symptoms in 
25 % of patients. A common presentation of carcinoma of pancreas is depres-
sion. Physiologically active tumours of endocrine glands such as the thyroid, 
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pituitary, and the parathyroid can also manifest as psychiatric syndromes. In 
the advanced stage, cancer can produce psychiatric symptoms by metastasis 
and other modes as paraneoplastic syndromes (Chaturvedi 2012a, b).

Impact of the diagnosis: Diagnosis of cancer evokes a far greater emotional 
reaction than diagnosis of any other disease, regardless of mortality rate or treat-
ment modality. The normal reaction can vary from person to person. The inten-
sity and duration of emotional distress and the degree to which it interferes with 
the patient’s life seem to determine whether the emotional response is normal or 
abnormal. The role of relatives and collusion about disclosure of diagnosis, com-
plicates the picture, and needs cautious handling.

(b) Morbidity associated with treatment modalities: Differentiation of psychiat-
ric morbidity related to the cancer as such or from its treatment is rarely clear. 
Psychiatric morbidity associated with cancer therapies ranges from 18 to 40 %.

Due to surgery: Cancer surgery often generates fear of the procedure and grief over 
the lost body parts. Mastectomy, which has been studied extensively, causes a nega-
tive body image and persistent negative feelings among patients about their bodies. 
Colostomy, laryngectomy, and hysterectomy are the other surgical treatments studied. 
Patients who have undergone colostomy have significantly more depression, sexual 
dysfunctions, and other social problems than patients undergoing bowel resection 
without colostomy. Depression, anxiety, and disturbances in familial and social rela-
tionships have been noted as main problems among patients who have had laryngec-
tomy done (Chaturvedi et al. 1994a, b, c, 1996a, b). In a comparison of pre-operative 
and post-,operative laryngeal and oral cancers in India, concerns about disease and its 
treatment significantly reduced following laryngectomy, but the concerns about speech 
and communication were reported by 76 % of laryngectomees following surgery. 
These needed the attention of a speech therapist (Chaturvedi et al. 1996a, b, 1999).

Due to radiotherapy: Radiation treatment (RT) is associated with highly unpleas-
ant side effects. These side effects include nausea, vomiting, and increasing fatigue. 
A prospective study of patients receiving radiotherapy had shown significant psy-
chiatric problems in first three months (Chaturvedi et al. 1996a, b; Chandra et al. 
1998a). The unpleasant fatigue usually seen among patients undergoing radiother-
apy has a high correlation with psychiatric morbidity. Radiotherapy has also been 
reported to cause nausea, a peculiar enervating kind of fatigue, poor psychosocial 
adjustment, and unrealistic expectations about the outcome and non-engagement 
with the physician. In a prospective study on the levels of anxiety and depression 
in patients receiving RT in a cancer hospital in India (Chandra et al. 1998a), anxiety 
and depressive disorders were detected frequently both prior to treatment and later 
during follow-up. The frequency of anxiety increased significantly after initiating 
RT, but later reduced during follow-up assessments after a few months.

Due to chemotherapy: In some of the neoplastic disorders such as Wilm’s 
tumour or Hodgkin’s disease, chemotherapy produces dramatic improvement. 
However, most often prolongation of life is achieved at the cost of distressing 
adverse effects and a negative impact on quality of life (QOL). In fact, the concept 
of QOL has gained momentum and significance with the developments of newer 
life saving, but toxic chemotherapeutic agents.
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Psychiatric morbidity in advanced cancer: Advanced cancer is associated 
with increased psychiatric morbidity due to physical symptoms such as pain, nau-
sea, vomiting, and weakness causing emotional distress; fear of death and disfig-
urement; and disease process or its spread and metastasis.

4  Management of Psychiatric and Psychosocial Problems 
in Cancer

Psychopharmacological management: There are several reports on the efficacy of 
antidepressants in depressed patients with major physical disorder and on the useful-
ness of antidepressants in patients with cancer who suffer from depression. Although 
the use of antidepressants in patients with cancer has grown, there is still some reluc-
tance to use these medications in these patients (Chaturvedi et al. 1994a, b, c). Selective 
serotonin reuptake inhibitors (SSRIs), such as citalopram and sertraline, can be the 
preferred medications while initiating antidepressant treatment, because of their bet-
ter safety profiles and lower incidence of adverse effects. Mirtazapine, duloxetine, 
and venlafaxine are also considered especially for patients with cancer pain. Although 
SSRIs and selective non-adrenergic reuptake inhibitors (SNRIs) have been shown to be 
effective in treating hot flushes in women with a history of breast cancer, paroxetine (an 
irreversible inhibitor of CYP2D6) use during tamoxifen treatment is recently reported 
to be associated with an increased risk of death from breast cancer. Tricyclic antide-
pressants are usually avoided because of their anti-cholinergic and anti-alpha-adrener-
gic properties, except for patients with neuropathic cancer pain. Vulnerable and elderly 
patients should be started at low doses with careful dose escalation and monitored 
every 1–2 weeks for adverse effects and response (Chaturvedi and Uchitomi 2012).

Psychosocial methods of treatment: The types of psychological interventions 
used in cancer patients are many and diverse, such as behaviour therapy, cognitive 
therapy, and supportive psychotherapy. The aims of the psychological interventions 
are as follows: to reduce anxiety, depression, and other emotional distresses, to 
improve the psychological adjustment to cancer by imparting a positive attitude, to 
promote a sense of personal control over cancer and its treatment, to improve the 
patient’s communications with the spouse or other family members, and to encour-
age the open patients to openly express their emotions expression of emotions. 
Supportive psychotherapy can be done in individual as well as group settings.

Individual supportive therapy: Here, a one-to-one format helps develop a rela-
tionship of trust, so that patient can talk freely. Efforts should be made to reduce 
denial, but maintain hope. Meaningful activities should be encouraged for as long 
as possible. Simply listening, understanding, and sometimes just sitting quietly 
with the patient also prove to be helpful and are described as important compo-
nents of individual supportive therapy.

Group supportive therapy: Support groups are frequently employed in psychosocial 
intervention to provide emotional support. Groups of patients with cancer, those who 
have recovered from cancer and those who have undergone surgery, chemotherapy, or 
radiotherapy can be very effective in alleviating distress among participants. Spouses 
or family members also benefit from attending such groups (Chaturvedi 1990a).
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Counselling: While counselling a patient with cancer, the therapist should be on 
the lookout for ‘cues’ to emotional distress, which are likely to be given out by the 
patient. The aim is to optimise the therapeutic environment, to enable the patient 
to disclose his or her distress, and to facilitate emotional expression by patients. 
Counselling sessions may progress through several levels before becoming effec-
tive. At the first level, the patient will give a lot of information about the physical 
condition, physical symptoms, family or other issues, but not anything about emo-
tions. On reaching the second level, the patient besides giving information about 
physical aspects may talk about emotional distress, but would not express or show 
the feelings. The third level would have not only information about physical and 
psychological aspects, but it would also have the expression of emotional distress. 
The therapist should attempt to achieve this third level to be effective in his role.

5  Indian Contributions to Psycho-oncology

The research on psycho-oncology in our country has focused on the areas of can-
cer pain (Chaturvedi 1986a, b, 1989), detection of psychiatric morbidity, QOL 
measurements, and issues related to communications. Somatisation in cancer has 
been another area of work.

Coping methods: Though the different coping methods described in Western lit-
erature are also noted in Indian patients with some modifications and variations, the 
common coping methods noted in our studies in Indian settings have been denial, 
resort into religion, putting it on to fate / or karma, and sheer helplessness. Using these 
mechanisms, however, resolution was noted in less than 40 % of the frequent concerns 
(Chaturvedi et al. 1996a, b). In the Indian setting, 38–53 % of patients with cancer were 
found to have identifiable DSM-III-R psychiatric disorder. In a large study including 
903 cancer patients attending a hospice, a general hospital and the neurosurgery depart-
ment of NIMHANS, psychiatric disorders were identified in 48 %, of which 44 % had 
adjustment disorders, whereas the prevalence of psychiatric disorders in a cancer hos-
pital was 53 % (depressive disorders 22 %, sleep disorders 15 %, adjustment disorders 
9 %, mixed anxiety and depression 6 %, and anxiety disorders in 1 %) (Chaturvedi 
et al. 1994a, b, c; Chaturvedi 2012a, b). The substitution of physical symptoms to diag-
nose depression in medical disorders needs to be considered (Chaturvedi 1990b).

The coping and concerns checklist developed in the Cancer Research Campaign’s 
Cancer Research Centre and adapted for use in India which helps in detecting common 
physical and psychosocial problems among patients with cancer. In the NIMHANS 
study, 90 % of the patients’ cancer had at least one concern, of which 44 % had 1–3 
concerns and 46 % had 4 or more concerns (Chaturvedi et al. 1994a, b, c, 1996a, b).

Detection: For rapid assessment of psychiatric morbidity in cancer patients, the 
Hospital Anxiety and Depression Scale (HADS) has been adapted to screen Indian 
patients with cancer. The cut-off score of 7 on the anxiety subscale gives a sensitiv-
ity of 87 % and specificity of 79 %; for the depression subscale the cut-off score of 8 
gives a sensitivity of 75 % and specificity of 76 %. If one uses the total scale scores, 
the cut-off of sixteen gives a sensitivity of 85 % and a specificity of 88 % (Chaturvedi 
et al. 1994a, b, c, 1996a, b). The HADS scale, though simple and convenient, has 
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problems for use among Asian populations and with its factor structures (Chaturvedi 
1990a, 1991a). In a prospective study on levels of anxiety and depression in patients 
receiving RT in a cancer hospital in India (Chaturvedi et al. 1996a, b), anxiety and 
depressive disorders were detected frequently, both prior to treatment and later dur-
ing follow-up. The frequency of anxiety disorders increased significantly after initiat-
ing RT, but later reduced during follow-up assessments after a few months. Similarly, 
subjective well-being changed as the RT progressed (Chandra et al. 1998a).

Somatisation in cancer: Expecting functional or nonorganic symptoms in an 
established medical disease is not easily accepted by health professionals. In a study 
conducted during my Commonwealth Fellowship at Christie Hospital and Cancer 
Research Campaign, Manchester, common somatic complaints in a study were sen-
sory symptoms (30 %), tiredness or exhaustion (30 %), multiple symptoms (27 %), 
weakness (22 %), reduced energy (19 %), pain (19 %), and fatigue or lethargy (17 %). 
In this group, depressive disorders were diagnosed in 53 %, anxiety disorders in 
12 %, and atypical somatoform disorders in 27 % of the patients with cancer; somatic 
concern and preoccupation were noted in 40 %. During follow-up, somatisers with 
depression showed clinical improvement, whereas those with atypical somatoform 
disorder showed no improvement or deteriorated (Chaturvedi et al. 1993, 1998, 2006).

Communication related: Communicating with cancer patients is very challeng-
ing, especially in our culture. In one of our studies (Chandra et al. 1998), it was 
surprising to note that, even in patients attending a cancer hospital for treatment, 
the awareness about diagnosis was noted in 54 %, whereas 46 % were unaware 
that they had cancer, though they were regularly coming for treatment and were 
aware about the name of the cancer hospital.

Breaking the bad news is a skill, which most doctors and nurses are not trained 
in, and this is an integral part of cancer care. Psychiatrists are called upon to train 
cancer specialists in skills of breaking the bad news (Chaturvedi and Chandra 
2010; Chaturvedi et al. 2008).

Family members urge the doctor not to discuss diagnosis with the patients, 
due to fear of upsetting the patient, while the patient who is aware of the diag-
nosis does not want this to be shared with the family members due to a similar 
fear (Chaturvedi et al. 2009). Dealing with collusion and breaking collusion sensi-
tively is important to maintain trust and communication between patient and fam-
ily members without the conspiracy of silence. Handling difficult questions like, 
“What will happen in future, will one become alright, How long will one live, 
Why me?” and talking about death and dying (Chandra et al. 1999; Chaturvedi 
and Chandra 2010; Chaturvedi et al. 2008) also requires a great degree of skill.

It has been reported that antidepressants are grossly underused in cancer 
patients for fear of addiction or dependence, and the fear of adverse side effects 
and drug interactions (Chaturvedi et al. 1994a, b, c). Another reason for this 
underuse is the frequently held, but mistaken belief that depression among patients 
with cancer is a natural reaction and will disappear with time, without the need for 
antidepressants (Chaturvedi and Chandra 1996).

Quality of life and cancer: QOL has emerged as the most important outcome fac-
tor in cancer care and palliative care (Chaturvedi 1994, 1998). In a study on what is 
important for QOL among Indian patients with cancer, it was noted that satisfaction 
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with functioning, rather than the level of functioning, was more important. Further, 
peace of mind, spiritual satisfaction, and social satisfactions were considered to be 
very important by nearly two-thirds of the subjects. Individual’s functioning and level 
of physical and psychological health were given much less significance. Level of sat-
isfaction was valued much higher than the level of functioning (Chaturvedi 1991b).

Due to non-availability of a satisfactory measure of QOL for patients with cancer in 
India, the relationship between number of concerns and QOL was explored, and it was 
noted that the number of concerns was a clear indication of poorer QOL. The finding 
that the number of key concerns indicates the QOL was replicated. Patients with cancer 
in a general hospital had 2.6 concerns, whereas those in a hospice had an average of 4.7 
concerns. QOL was poorest among the hospice patients as expected. On the positive 
side, QOL improved following interventions (Chaturvedi 2012a, b). QOL studies show 
relatively better QOL for patients with brain tumours (Chaturvedi et al. 2000a; Pathak 
et al. 2000), despite appreciable psychiatric morbidity (Chaturvedi et al. 2000; Sharma 
et al. 2000), and difficulties faced by their caregivers (Jacob and Chaturvedi 2000).

Ethical aspects: Psychosocial care of patients with cancer is full of ethical 
dilemmas for professionals, including communication issues such as disclosing 
the diagnosis to patients or their relatives (Chaturvedi 2008). This invariably leads 
to collusion, a conspiracy of silence and an atmosphere of mistrust in the family 
(Chaturvedi et al. 2009). Another issue in a financially impoverished family is to 
decide whether to spend hard earned money on the family or invest on expensive 
cancer care. Decision-making and making choices can be very stressful for all. 
The role of traditional healers and complementary and alternative medicine pro-
viders, qualified and unqualified, is another issue in our country, where such tradi-
tional methods are relatively inexpensive and accepted by the public and popular 
press (Chaturvedi and Chandra 1998). Ethical dilemmas are also common in deal-
ing with requests for euthanasia, caring for the dying person, answering questions 
about death and dying, and about how to provide spiritual care (Chandra et al. 
1999; Chaturvedi 2007; Chaturvedi et al. 2008; Kandaswamy et al. 2011).

A number of important studies on psychological aspects of cancer have 
been conducted at the Department of Psychiatry of the Postgraduate Institute of 
Medical Education and Research (PGIMER), Chandigarh. These have been very 
informative. These studies have focused on cervical cancer (Kulhara et al. 1988; 
Sharma et al. 2003), haematological malignancies (Kulhara et al. 1990, 1998), 
breast cancer (Mattoo et al. 1985a, b), and children suffering from leukaemias 
(Rao et al. 1992; Sharan 1995, 1999a, b).

6  Current and Future Prospects of Development  
of the Area in India

Thus, in India, psycho-oncology has made some advances in the understanding 
of psychiatric disturbances and care of patients with cancer. The role of psychop-
harmacological and psychological intervention in increasing survival of patients 
with cancer, or influencing the outcome among such patients, is far from convinc-
ing from the point of view of the oncologists. Research on psychiatric oncology 
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is gradually overcoming the methodological deficiencies, and hopefully, the com-
ing years would yield results acceptable to the scientific community. Psychiatric 
oncology relevant to Indian conditions has been described in some of the recent 
publications (Chaturvedi 2012a, b; Chaturvedi and Venkateswaran 2008).

For the future, predictors of treatment response among cancer patients to psy-
chiatric intervention will be of clinical significance. Research in psycho-oncology 
is an exciting area despite numerous challenges and the principles are as applica-
ble for consultation liaison psychiatry. India does not have an active society or a 
group of psychiatrists or mental health professionals who could form an associa-
tion. Most cancer centres still do not have a full-time psychiatrist or a psycholo-
gist. Some do have social workers. Nevertheless, research would continue in the 
area of psycho-oncology. It would, however, be a challenge to educate the medi-
cal, surgical, and radiation oncologists about this field.
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1  Introduction

Delirium is a complex neuropsychiatric syndrome characterized by disturbances 
of consciousness, attention, cognition, perception, emotions, sleep, and psychomo-
tor activity. It develops acutely or subacutely and fluctuates through its course. It 
usually lasts from few days to as long as few months, but typically resolves in 
10–12 days (American Psychiatric Association 1999). Delirium has also been 
shown to be independently associated with significant increases in the length of 
hospital stay, inpatient mortality, long-term mortality, cognitive decline, require-
ment for institutional care, functional decline, health-care costs, and distress to the 
patient and family (Trzepacz and Meagher 2005; Siddiqi et al. 2006; Inouye et al. 
1998; McCusker et al. 2002; Tennen et al. 2009; Grover and Shah 2011; Grover 
et al. 2012c). Taking all these facts into consideration, it is very important to iden-
tify and manage delirium as early as possible to improve the morbidity and mortal-
ity and reduce the associated distress in patients and caregivers.

Although studies from the West have addressed delirium for quite some time, 
most of the studies from India have come over the last decade.

In contrast to the studies from the West, which have focussed on delirium mainly 
in the elderly, those admitted to Intensive Care Unit (ICU), or those suffering from ter-
minal illnesses, studies from India have evaluated patients of delirium who are mostly 
young and seen in the consultation liaison psychiatry services. However, some of the 
studies have also evaluated patients admitted into various intensive care settings and 
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have evaluated delirium in children and adolescents. In this chapter, the global literature 
on delirium, as well as research data emerging from India, is reviewed.

2  Epidemiology of Delirium

Many studies from West have evaluated the incidence and prevalence of delirium in 
different settings. Folstein et al. (1991) using the DSM-III criteria reported a preva-
lence rate of 0.4 % in community sample aged more than 55 years. With regard to 
incidence and prevalence of delirium in hospitalized patients, in a review of mostly 
prospective studies, Fann (2000) reported that incidence of delirium ranged from 3  to 
42 %, and the prevalence ranged from 5  to 44 % in hospitalized patients. However, the 
incidence and prevalence rate figures are much higher in patients admitted to ICU (Ely 
et al. 2001a, b, c, 2004a, b; Bergeron et al. 2001; Kishi et al. 1995). Some of the recent 
studies, which have evaluated the prevalence of delirium throughout the period of hos-
pital stay, especially in severely ill patients, have reported the prevalence of delirium to 
be as high as 82 % (Ely et al. 2004a, b). Overall, it is said that 50–80 % of ventilated 
patients develop delirium and 20–50 % of subjects with less severe physical problems 
develop delirium during the ICU stay. Further, delirium persists in 10 % of subjects 
at discharge (Ely et al. 2001a, b, c, 2004a, b; Bergeron et al. 2001; Kishi et al. 1995). 
Onset of ICU delirium occurs commonly on 2 ± 1.7 days after being admitted to ICU 
and commonly lasts 4.2 ± 1.7 days (Ely et al. 2001a, b, c; McNicoll et al. 2003).

With regard to epidemiology of delirium in India, Chaudhury et al. (1991) 
reported an incidence of 4.3 % in a 1-year prospective study of post-cataract surgery 
patients. Two studies from different centers have evaluated prevalence rate of delir-
ium in patients aged more than 65 years admitted to medical wards and have reported 
27–27.42 % prevalence rate of delirium (Khurana et al. 2002, 2011). In their study, 
Khurana et al. (2002) reported that 19 % (70 % of total found to have delirium) of 
patients had delirium at first assessment done within 24 h of admission and 8 % 
developed delirium more than 24 h after admission. In the other study, evaluating the 
elderly patients, 85.5 % of patients were found to have delirium at admission, while 
the remaining 14.5 % developed it after hospitalization (Khurana et al. 2011). Sood 
et al. (2006) reported delirium in 3 % of 528 inpatients aged more than 65 years. A 
study from PGIMER, Chandigarh, which reviewed psychiatric referrals received over 
a 6-year period from different wards of a multi-specialty hospital, reported 1,050 out 
of the 3,092 cases as having delirium; each year delirium constituted the single largest 
diagnostic category accounting for 30.77–38.95 % for all ages and 48.72 % for those 
aged more than 60 years (Grover et al. 2009b). Another study reported 21 % (17/81) 
cases of hip fracture developing delirium in postoperative period (Chrispal et al. 2010).

Studies have also evaluated the incidence and prevalence of delirium in vari-
ous ICUs. A study from PGIMER, Chandigarh, which evaluated patients admitted 
to the respiratory ICU, reported a prevalence rate of 53.57 % and the incidence 
rate to be 24.41 %. However, the prevalence rate of delirium was higher (64 %) 
in mechanically ventilated patients (Sharma et al. 2012). When the prevalence of 
delirium was assessed according to the age of the patients, the prevalence rate in 
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those less than 65 years of age was 44.82 %, while 95.83 % of those more than 
65 years of age had delirium (Sharma et al. 2012). Another study from the same 
center evaluated the epidemiology of delirium in patients admitted to coronary 
care unit (CCU) and reported a prevalence rate of 26.21 % and an incidence rate of 
9.27 % for delirium (Lahariya et al. 2014).

Thus, it can be concluded that the epidemiology of delirium in India is similar 
to that reported from the West.

3  Etiology and Risk Factors Associated with Delirium

In general, there is some overlap in the risk factors and etiological factors associ-
ated with delirium. According to the literature, these have been described together 
or separately.

Researchers have divided the risk factors for delirium into predisposing and 
precipitating factors. Predisposing factors are conceptualized as those that are pre-
sent in the individual at the time of admission and reflect the underlying vulnera-
bility to delirium. Precipitating factors are those noxious insults or hospital-related 
factors that contribute to the development of delirium. Studies have shown that the 
predisposing risk factors tend to have a relatively greater contribution to the devel-
opment of delirium than for the precipitating factors. The various predisposing 
factors discussed in the literature include the visual impairment, poorer functional 
ability, older age, male gender, severity of illness, comorbid illnesses, alcohol 
abuse, and use of medications (prescribed or non-prescribed). The various pre-
cipitating factors include malnutrition, any iatrogenic event during hospitalization, 
physical restraints or bladder catheter, more than three newly prescribed medica-
tions, high number of procedures during early hospitalization (X-rays, blood tests, 
etc.), intensive care treatment, prolonged waiting time before surgery, type and 
duration of operation, type of anesthetic, intra-operative blood loss, postoperative 
pain and problems in pain management, infection and use of drugs with a high 
anticholinergic activity, opiates, benzodiazepines, and corticosteroids (Mattoo 
et al. 2010). Among the various risk factors, certain risk factors such as increased 
age, preexisting cognitive impairment, severe coexisting illnesses, and exposure to 
medication are considered as robust risk factors (Mattoo et al. 2010). Few stud-
ies from India have also looked at the risk factors associated with development 
of delirium. A study with 100 general medical ward geriatric inpatients identified 
preexisting cognitive deficits, neurological illnesses, urinary tract infections, visual 
impairment, hearing impairment, current pneumonia, leukocytosis, raised blood 
ammonia, hyponatremia, and hypo-/hyperkalemia as important risk factors for 
development of delirium (Khurana et al. 2002). Another study identified various 
predisposing factors for development of delirium during the postoperative phase 
in patients with hip fracture as the presence of underlying dementia, longer dura-
tion of surgery (>2.5 h), and use of preoperative packed cell volume; and various 
precipitating causes such as postoperative infections, metabolic abnormalities, and 
vascular events (Chrispal et al. 2010).
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Studies from the West have specifically looked at the factors associated with 
development of delirium in patients undergoing cardiac surgery. A recent review 
looked at the data for risk factors leading to development of delirium in patients 
undergoing cardiac surgery and identified 27 risk factors—12 predisposing and 
15 precipitating factors for delirium after cardiac surgery (Koster et al. 2011). 
The predisposing risk factors that were related to development of delirium were 
atrial fibrillation, cognitive impairment, ongoing episode of depression, history of 
stroke, older age, peripheral vascular disease, presence of diabetes mellitus, ele-
vated Euroscore, and preoperative cardiogenic shock. Of these, atrial fibrillation 
and depression are factors that can be modified in some way. The precipitating risk 
factors that were identified included red blood cell transfusion, an abnormal albu-
min level, low cardiac output and the use of an intra-aortic balloon pump (IABP) 
or inotropic medication, acute infection, electrolyte imbalance, hemocrit less that 
30 %, intra-operative hemofiltration, longer duration of cardiac bypass surgery, 
operating time >3 h, low cardiac output after surgery, subjective memory com-
plaints, postoperative cardiogenic shock, prolonged ionotropic support (>12 h), 
and urgent operation. Recent studies evaluating the patients admitted to CCU or 
cardiothoracic unit have also alluded to the role of hemodynamic instability and 
impaired cardiac output, electrolyte abnormalities, frequent occult infections, high 
serum cortisol level, number of comorbidities, history of delirium, alcohol use, 
and type of surgery (Mu et al. 2010; Koster et al. 2013).

One study from India evaluated the risk factors associated with delirium in 
patients admitted to CCU (Lahariya et al. 2014). In the multivariate analysis, 
the risk of development of delirium was found to be highest with hypokalemia 
(highest odds ratio) and this was followed by sequential organ failure assessment 
(SOFA) score. Other risk factors for which odds ratio was more than 10 included 
presence of cognitive deficits, receiving more than 3 medications, sepsis, and 
hyponatremia. The variables with odds ratio between 6 and 10 included pres-
ence of cardiogenic shock, having undergone coronary artery bypass grafting, left 
ventricular ejection fraction <30, and currently receiving opioids. Other variables 
with odds ratio of more than one included age more than 65 years, presence of 
diabetes mellitus, presence of uncontrolled diabetes mellitus, history of seizures, 
presence of congestive cardiac failure, having undergone angioplasty, presence of 
atrial fibrillation, ongoing depression, currently receiving/taking benzodiazepines, 
warfarin, ranitidine, steroids, nonsteroidal anti-inflammatory drugs, higher total 
number of medications, presence of raised creatinine, anemia, hypoglycemia, high 
acute physiology and chronic health evaluation-II (APACHE-II) score, and high 
Charlton score (Lahariya et al. 2014).

Other studies from India, especially PGIMER, Chandigarh, have evaluated 
the etiological factors associated with delirium, using self-designed checklists or 
the Delirium Etiology Checklist. Irrespective of the assessment instrument and 
treatment setting (i.e., consultation–liaison services or ICU), studies suggest that 
development of delirium is most commonly associated with metabolic and endo-
crine disturbances and the mean number of etiologies associated with delirium 
vary from 3 to 5.39. The other commonly associated etiologies include sepsis, 
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organ insufficiency, substance withdrawal, and postoperative stage (Sharma et al. 
2012; Aarya et al. 2013; Jain et al. 2011; Mattoo et al. 2012; Grover et al. 2013a). 
A study from another center reported sepsis to be the most common etiology fol-
lowed by metabolic abnormalities (Khurana et al. 2011).

4  Symptom Profile of Delirium

The symptoms of delirium include a constellation of physical, biological, and 
psychological disturbances. Many studies have looked at the symptom profile of 
delirium. However, one of the major limitations of studying phenomenology was 
lack of instruments covering the broad range of symptoms of delirium till recently. 
In recent times, Delirium Rating Scale-Revised-98 version has emerged as one of 
the standard instrument for assessment of symptom profile of delirium. Further, 
another limitation of study of phenomenology of delirium has been the fact that in 
many studies, the diagnosis of delirium is based on screening instruments which 
can be useful in making a diagnosis of delirium in the hands of non-psychiatrists, 
but many of these are not sufficient to study the phenomenology of delirium. To 
further characterize the symptoms of delirium, many studies have used factor anal-
ysis to study the symptom clusters of delirium, whereas other studies have tried to 
assess the relationship of cognitive and non-cognitive symptoms of delirium.

Broadly, the symptoms of delirium are divided into cognitive and non-cogni-
tive symptoms. The cognitive deficits in delirium involve domains of attention, 
memory, orientation, comprehension, vigilance, visuospatial abilities, and execu-
tive functioning (Gupta et al. 2008). Inattention is a consistent feature and is an 
important diagnostic criterion. Attention is impaired in all its aspects, and stud-
ies have shown that subjects with delirium have difficulty in mobilizing, shifting, 
and sustaining attention. Both short- and long-term memory are also impaired with 
particular disruption of recent memory due to diminished capacity to incorporate 
new experience. Disorientation to time, place, and person is also common and is 
often used to screen for disturbed cognition in clinical settings, but it is prone to 
inaccuracy due to its fluctuating nature. Visuospatial disturbances impair patient 
functionality in ward environments (Marquis et al. 2007).

The non-cognitive symptoms of delirium include speech and language distur-
bances (Trzepacz and Meagher 2005). Sleep–wake cycle disturbances range from 
napping and nocturnal disruptions to severe disintegration of the normal circadian 
cycle. Motoric disturbances often encountered range from hyperactive to hypoac-
tive presentations. Other symptoms include psychotic features and affective labil-
ity (Gupta et al. 2008).

In a review of 21 studies from the West, Gupta et al. (2008) reported the fre-
quency of different symptoms of delirium. Most of the studies from India which 
have studied the frequency of different symptoms have come from PGIMER, 
Chandigarh, and are based on DRS-R-98 and have assessed patients of delirium seen 
in psychiatry consultation–liaison services and ICUs (respiratory ICU and CCU). 
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Additionally, these studies have also tried to compare the DRS-R-98 profile across 
different age groups, like children and adolescents, and adults and elderly. As is 
evident from Table 1, the findings from India are comparable to that reported from 
the West, with minor differences. In general studies, from the respiratory ICU have 
reported much lower prevalence of psychotic symptoms such as delusions and hallu-
cinations (Sharma et al. 2012); however, the prevalence of these symptoms has been 
comparable across different studies involving patients seen in CLP services.

Phenomenology in special populations: Very few studies from the West have 
evaluated delirium in children and adolescents (Hatherill and Flisher 2010). Two 
studies from India have evaluated the clinical profile of delirium in children and 
adolescents. One of these was a retrospective study which included patients seen 
by the CL psychiatry team and reported that sleep–wake cycle disturbance, impair-
ment in orientation, attention, short-term memory, and agitation are the common 
symptoms of delirium in children and adolescents (Grover et al. 2009b). In another 
study, authors rated 30 children and adolescents (age 8–18 years) diagnosed with 
delirium on DRS-R-98 and showed that delirium commonly manifests in children 
and adolescents in the form disturbance in attention, orientation, sleep–wake cycle 
disturbances, fluctuation of symptoms, disturbance of short-term memory, and motor 
agitation. Delusions and motor retardation were the least commonly observed symp-
toms (Grover et al. 2012b). In another retrospective study, the authors studied the 
clinical profile of delirium in elderly and reported that delirium in elderly commonly 
manifests in the form of sleep–wake cycle disturbance, disturbance in orientation, 
attention and short-term memory impairments, fluctuation of symptoms, temporal 
onset of symptoms, and a physical disorder (Grover et al. 2012a).

Comparison of symptoms across different age groups: Occasional study 
from the West has compared the symptom profile of delirium across different 
age groups. A study that compared children and adolescents with adults showed 
that compared to adults, the children and adolescent had higher average scores 
for acute onset, hallucinations, delusions, psychomotor symptom, and lability of 
mood, but lower scores for cognitive deficits, fluctuation, and sleep–wake dis-
turbance. Further, when compared to the elderly, the children and adolescent 
had higher average scores for acute onset, hallucinations, delusions, psycho-
motor symptoms, and lability of mood, but lower scores for cognitive deficits, 
fluctuation, and sleep–wake disturbance (Leentjens et al. 2008). A study from 
Chandigarh compared children and adolescents with adults and elderly and 
showed that compared to adults, children and adolescents had lower frequency 
of long-term memory and visuospatial disturbances, whereas, compared to the 
elderly, children and adolescents had higher frequency of lability of affect. In 
terms of severity of symptoms, children and adolescents had lower severity of 
sleep–wake disturbances, motor agitation, orientation, attention, short-term 
memory, long-term memory, and visuospatial abilities compared to the adults. 
When compared to the elderly group, children and adolescents had higher sever-
ity of lability of affect and lower severity of short-term memory and visuospa-
tial abilities (Grover et al. 2012b). Another study compared symptom profile of 
adults and elderly in a larger sample size and reported that the prevalence and 
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severity of various symptoms of delirium as assessed on DRS-R-98 were sim-
ilar across the two age groups except for the fact that adult group had higher 
prevalence and severity scores for thought process abnormality and lability of 
affect (Grover et al. 2013a). From the above, it can be concluded that there are 
more similarities than differences in terms of prevalence and severity of different 
symptoms of delirium across different age groups. This suggests that delirium 
manifest similarly across all age groups.

Factor analytic studies: Factor analysis as a tool has been extensively used 
to delineate the phenomenology of delirium. It is thought that factor analysis 
can help in understanding the correlations among different symptoms (Trzepacz 
and Dew 1995). Studies from the West have been limited to the elderly (Camus 
et al. 2000; Trzepacz et al. 1998; Saravay et al. 2004; de Jonghe et al. 2005), 
critically ill (van der Mast 1994), or those with malignancies (Trzepacz and 
Dew 1995; Franco et al. 2009). Many of these studies have small sample size 
as a limitation (Trzepacz et al. 1998; Saravay et al. 2004; de Jonghe et al. 2005; 
Fann et al. 2005).

The factor analytic studies from India (Table 2) have used larger sample 
sizes and have mostly involved DRS-R-98; however, occasional study has car-
ried out factor analysis of the Memorial Delirium Assessment Scale (MDAS) 
(Shyamsundar et al. 2009) and another study used 3 scales, i.e., DRS-R-98, 
MDAS, and Confusion State Evaluation (CSE) (Jain et al. 2011). A study evalu-
ated the factor structure of Intensive Care Delirium Screening Checklist (ICDSC) 
(George et al. 2011). Studies from India have more consistently showed 3-fac-
tor structure (except 2 studies), with minor differences across the composition of 
symptoms across different factors. In most of these studies, the cognitive symp-
toms cluster together, the motoric and psychotic symptoms cluster together, and 
the third factor consists of language, thought process abnormality, and diagnostic 
items. In general, the motoric and psychotic symptoms factor appears to be more 
consistent across different studies. However, it is important to remember that most 
of these studies have included patients with heterogenous etiologies for delirium.

Relationship between cognitive and non-cognitive symptoms: Very few 
studies from West have evaluated the relationship between cognitive and non-
cognitive symptoms and motoric subtypes of delirium. Meagher et al. (2007) 
reported that among the cognitive symptoms of delirium, inattention was the 
most frequent and disorientation the least frequent. About one-fourth of sub-
jects had no evidence of disorientation on the DRS-R-98, and only half had 
evidence of a greater than mild disturbance of orientation on the Cognitive 
Test for Delirium (CTD). The authors concluded that use of disorientation as 
a key indicator of delirium may lead to missed cases, and the use of inatten-
tion would be a more reliable way of screening cases for suspected delirium. 
They also reported that poor performance on attention and vigilance items on 
CTD was significantly related to the degree of disturbance on all other cognitive 
items on both the CTD and DRS-R-98, though much less so for non-cognitive 
items. The level of functioning on the CTD comprehension item (comprising 
a combination of language and executive function) was associated with more 
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non-cognitive DRS-R-98 items than the other CTD items. Among the non-
cognitive symptoms, neither delusions nor hallucinations were associated with 
cognitive impairments. The authors did not find any relationship between psy-
chotic symptoms and motoric items, highlighting the fact that patients with 
quieter presentations also experience disturbing psychotic symptoms. Another 
prospective study of stem cell transplantation patients found that non-cognitive 
features dominated in the early stages of delirium, while cognitive impairment 
peaked after 1 week and dominated thereafter (Fann et al. 2005). Grassi et al. 
(2001) evaluated subjects with delirium on MMSE, DRS, and MDAS scale and 
reported high correlations between individual MDAS items and the MMSE total 
score than individual DRS items and the MMSE score. Non-cognitive items 
(e.g., perceptual disturbances, sleep–wake cycle disturbances) of both scales 
and certain specific DRS items (i.e., lability of mood, physical disorder) showed 
lower correlations with the MMSE.

A study from PGIMER, Chandigarh, evaluated the relationship of cognitive 
and non-cognitive symptoms of delirium as assessed on DRS-R-98 and CTD 
in 64 patients seen by the consultation liaison psychiatry services (Aarya 
et al. 2013). This study showed that poor attention on DRS-R-98 is associated 
with significantly higher motor retardation and higher DRS-R-98 severity 
scores. On CTD, higher attention deficits were associated with higher dys-
function on all other domains of CTD. Further, the study showed significant 
correlations between individual cognitive domains as assessed on CTD and 
total DRS-R-98 score (except for vigilance), DRS-R-98 severity score and 
DRS-R-98 severity score without the attention item score. Significant correla-
tions also emerged between the total CTD scores and DRS-R-98 total scores, 
DRS-R-98 severity scores, DRS-R-98 severity score minus attention scores, 
total score of cognitive items of DRS-R-98, and total score of non-cognitive 
items DRS-R-98. Further, all these correlations persisted even when total 
CTD scores minus attention deficits score was used for correlations. On the 
basis of the findings of this study, it can be concluded that with the increase 
in severity of delirium, there is increase in cognitive deficits. This relation-
ship is not dependent on attention deficits alone. Additionally, the relationship 
between severity of delirium exists with each domain of cognitive function 
(Aarya et al. 2013).

5  Subtypes of Delirium

Several attempts have been made to subclassify delirium based on phenomenolog-
ical or etiological differences. Candidates for subtyping delirium include hyper-
active versus hypoactive, cortical versus subcortical, anterior versus posterior 
cortical, right versus left hemisphere, psychotic versus non-psychotic, acute versus 
chronic, etc. (Meagher 2009). The most commonly used classification of subtypes 
of delirium is the one proposed by Lipowski (1983). Lipowski (1989) suggested 
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‘hyperactive’ and ‘hypoactive’ as labels for delirium subtypes, before adding a 
third ‘mixed’ category in recognition that many patients experience elements of 
both within short time frames (Lipowski 1989). Later, some of the authors have 
added another subtype to the above three subtypes. Liptzin and Levkoff (1992) 
described hyperactive, hypoactive, mixed, and neither subtype of delirium. 
O’Keefe and Lavan (1997) described hyperactive, hypoactive, mixed, and no sub-
type of delirium.

In view of the above described subtypes, studies from the West have used the 
descriptions of agitation and retardation from the MDAS, the Delirium Rating 
Scale, the Delirium Rating Scale-Revised-98, or visual analog scales, clinical 
observation, and agitation/sedation scale ratings to define motor subtypes.

Prevalence of various subtypes: Studies that have tried to characterize the 
subtype of delirium suggest that hyperactive delirium is the most common sub-
type in patients seen in CL psychiatry services (Mittal et al. 2006). In contrast, 
studies done in various other treatment settings suggest that mixed or hypoactive 
subtypes are more common compared to hyperactive subtype (Stagno et al. 2004). 
Studies that have evaluated subtypes of delirium using Delirium Motor Subtype 
Scale (DMSS) in palliative care setting suggest that hypoactive delirium is the 
most common subtype of delirium (Meagher et al. 2012, 2011). It has been sug-
gested that some of the differences in incidence and clinical profile of motor sub-
types can be attributed to assessment methods and population studied. Meagher 
et al. (2008) highlighted the inconsistency of current approaches by reporting con-
cordance of motor subtype attribution with four different approaches applied to 
a single population as being a mere 34 %. Following this, Meagher et al. (2008) 
collated 30 clinical features used in different subtyping methods to define motor 
subtypes and developed a Delirium Motoric Checklist (DMC). Next, they identi-
fied 11 items that by virtue of frequency, correlation with independent measures 
of motor behavior, and relative specificity for delirium and constructed the DMSS 
(Meagher et al. 2008), which can be rated by both medical and non-medical staff 
and has been shown to have good concurrent and predictive validity (Leonard 
et al. 2003; Godfrey et al. 2010).

In contrast to the studies from the West, most of the studies from India have 
used DMSS to study the prevalence of various motoric subtypes of delirium. In 
a small sample study, Aarya et al. (2013) classified 64 patients of delirium using 
DMSS and reported nearly equal prevalence of hyperactive (39.1 %) and hypo-
active delirium 35.93 %. One-eighth (12.5 %) of patients had mixed subtype of 
delirium, and 11 % of patients could not be classified into any of the three motoric 
subtypes. Sharma et al. (2012) subtyped patients of delirium admitted to RICU 
using RASS scores as suggested by Peterson et al. (2006) and reported hypoac-
tive delirium (45.33 %) to be the most common subtype, followed by hyperactive 
(37.33 %) subtype, and only a small proportion (17.33 %) of patients were found 
to have mixed subtype. In the study which evaluated patients admitted to CCU 
for delirium, based on the DMSS, hyperactive (56.8 %) was the most common 
subtype of delirium, followed by hypoactive subtype (26 %). Only about 10 % of 
patients were categorized into mixed subtype, and 5 % could be categorized into 
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any of the 3 subtypes and were defined as ‘no subtype.’ On further analysis, it was 
seen that incidence cases more commonly had hyperactive delirium (70 %), with 
no case of mixed subtype, whereas half (51 %) of the prevalence cases were cat-
egorized into hyperactive subtype, 26 % had hypoactive delirium, 15 % had mixed 
subtype, and 7 % had no subtype (Lahariya 2012). Another study evaluated motor 
subtypes in a large sample (N = 321) seen in CL psychiatry services showed that 
hyperactive subtype (50.15 %) was the most common motoric subtype of delirium, 
followed by mixed subtype (24.61 %), hypoactive subtype (19.93 %), and ‘no sub-
type’ (5.3 %) being the least common (Grover et al. 2014b).

Relationship between motor subtypes with other features of delirium: 
Studies from West suggest that psychosis is more common in the hyperactive 
subtype (Sandberg et al. 1999), while others report no difference in occurrence 
of psychosis between hyperactive and hypoactive subtypes (Breitbart et al. 2002) 
and no difference in antipsychotic responsiveness between the 2 groups (Platt 
et al. 1994). Greater sleep–wake cycle disturbance (Gupta et al. 2005) and mood 
lability (Gupta et al. 2005; de Rooij et al. 2006) have been reported in hyperac-
tive subtype, while higher prevalence of language disturbance has been reported 
in hypoactive patients (Gupta et al. 2005). Evidence also suggests that there is 
no difference in mood alteration (Sandberg et al. 1999) between the hyperactive 
and hypoactive subtypes. Studies have also shown that motoric subtypes share 
core elements of delirium with similar degrees of cognitive impairment (Koponen 
et al. 1989; Meagher et al. 2000; Ross et al. 1991). However, the earlier studies 
from the West which evaluated cognitive impairment had done so using Delirium 
Rating Scale, which had only one item for assessment of all the cognitive domains 
(O’Keeffe and Lavan 1997). Meagher et al. (2000) using DMSS reported that sub-
jects with hypoactive delirium scored lower than the hyperactive group for delu-
sions, mood lability, sleep–wake cycle disturbances, and variability of symptoms, 
but lower than the mixed group only for mood lability. However, the three groups 
did not differ on cognitive functions.

Few studies from India have also tried to characterize the relationship of motor 
subtypes with other features of delirium. A study that evaluated delirium sub-
types in small sample reported that lability of affect and motor agitation are more 
common in hyperactive subtype, whereas language disturbances, thought process 
abnormality, and motor retardation are more common in the hypoactive subtype. 
On CTD, different motor subtypes do not differ on various cognitive domains 
except that patients with hyperactive subtype had higher mean scores for memory 
(Aarya et al. 2013). A recent large sample study compared the symptoms of delir-
ium as assessed on DRS-R-98 across different motor subtypes and showed that 
hyperactive and hypoactive groups differed significantly in terms of prevalence 
of perceptual disturbances, delusions, thought process abnormality, motor agita-
tion, and motor retardation. All the symptoms were more common in hyperac-
tive subtype but for thought process abnormality and motor retardation. When the 
hyperactive and mixed motoric subtype groups were compared, it was seen that 
patients with mixed subtype had significantly higher prevalence of thought pro-
cess abnormality and motor retardation. When the mixed and hypoactive subtypes 
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were seen, significant differences were seen for perceptual disturbances, delusions, 
and motor agitation, all more commonly seen in patients with mixed subtype. No 
significant differences emerged across the different motor subtypes in terms of 
cognitive symptoms as assessed on DRS-R-98, i.e., disorientation, attention, short-
term memory, and long-term memory (Grover et al. 2014b). The lack of difference 
across different motor subtypes supports the finding from the West and supports 
the notion that delirium is primarily a cognitive disorder.

Another study that evaluated the patients admitted to CCU found that compared 
to those with hypoactive delirium, patients with hyperactive delirium have signifi-
cantly higher prevalence of motor agitation and lower prevalence of motor retar-
dation and deficits in visuospatial ability. Those with hyperactive delirium were 
also more likely to have total DRS-R-98 score of 18 or more. In terms of severity, 
those with hyperactive delirium had significantly higher severity score on the item 
of motor agitation and significantly lower scores on the items of motor retardation, 
deficits in visuospatial ability, and total DRS-R-98 cognitive score (Lahariya 2012).

Motoric subtypes and risk factors for delirium: A study from India, which 
involved patients admitted to CCU, evaluated the relationship of motoric subtypes with 
risk factors for delirium and showed that those with hypoactive delirium had higher 
prevalence of diabetes mellitus, uncontrolled diabetes mellitus and were less frequently 
receiving opioids, frusemide and steroids. Further, those with hypoactive delirium more 
frequently had cardiogenic shock, hypocalcemia, hypoglycemia, and acid base imbal-
ance and less frequently had history of alcohol and tobacco use (Lahariya 2012).

Motoric subtypes and outcome of delirium: Studies from West have variedly 
reported that prognosis of delirium is similar across different subtypes, whereas 
other studies have reported poorer prognosis for hypoactive, hyperactive, and 
mixed subtypes (Meagher 2009). The study from India which evaluated patients 
admitted to RICU showed that hypoactive subtype was more common in patients 
who did not survive (Sharma et al. 2012). Similarly, another study that evaluated 
predictors of mortality of patients seen in CL psychiatry services reported that 
hypoactive subtype was one of the predictor of mortality in patients of delirium 
(Grover et al. 2012c). The study that involved patients admitted in CCU also 
showed that hypoactive subtype of delirium was more frequently associated with 
mortality at the time of discharge or at 1-year follow-up (Lahariya 2012).

6  Etiological Models

In contrast to the West, in India, family is the major support for patients with severe 
illnesses, both mental and physical. When a medically ill patient develops mental 
symptoms of delirium (especially misrecognition, delusions, and hallucinations) 
which are associated with stigma, it leads to a panic in the caregivers and they tend 
to seek alternate modalities of treatment and cure, which at times may be harmful 
for the patient. Hence, in the Indian context, it is important to recognize the causal 
models held by them, as this can influence their help seeking. A study from our 
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center evaluated the cause of delirium as perceived by the caregivers. Half of the 
caregivers had poor understanding about the cause of delirium in their patients. 
About one-third of the caregivers attributed the symptoms of delirium to non-organic 
causes such as supernatural causation, mental stress due to physical illness, tension 
due to social causes, attention seeking, religious disobedience, and homesickness, 
rather than an organic cause, and another 8.3 % of the caregivers could not give 
any reason for the altered mental state of the patient (Grover and Shah 2012). This 
causal belief pattern of caregivers of patients with delirium was similar to the causal 
models for schizophrenia existing in our community (Charles et al. 2007; Srinivasan 
and Thara 2001). On the basis of the findings, the authors suggested that the con-
sultation–liaison psychiatrist and the treating physicians should always explain the 
caregivers about the organic etiology of symptoms of delirium and its short lasting 
nature. This can reduce the distress of caregivers and help them cope better with the 
crisis and act in an informed manner (Grover and Shah 2012).

7  Distress in Patients and Caregivers

Although studies have evaluated the impact of delirium with respect to physical 
morbidity and mortality, very few studies have evaluated the psychological impact 
of delirium on the patients and their caregivers who stay with the patients during 
the acute delirious phase.

Studies from the West which have addressed the issue of psychological conse-
quences in patients suggest that a significant proportion (53.5–94 %) of patients 
recall their experiences during the episode of delirium (Breitbart et al. 2002; 
Cohen et al. 2009) and describe these experiences as distressing and disturbing 
(Laitinen 1996; Minnick et al. 2001; Asbury 1985; Holland et al. 1997; Stein-
Parbury and McKinley 2000; Jones et al. 2000). The dominant emotions are of 
fear, anxiety, and feeling threatened (Schofield 1997). The commonly remembered 
experiences include perceptual disturbances such as illusions and hallucinations, 
and short verbal commands from nurses during these periods of altered perception 
(O’Malley et al. 2008), others described their delirium as incomprehensible expe-
rience for them.

Only one small study from India has evaluated this aspect (Grover and Shah 
2011). This study suggested that only 28.3 % of patients are able to remember the 
experience of being confused. Those who remembered their experience, in gen-
eral, described it as a state of fearfulness, anxiety, confusion, and feeling strange. 
Other experiences, which were recollected, were those of visual hallucinations 
and illusions. About one-fourth of those who could remember their experience 
had moderate level of distress, another 40 % had severe distress, and one-third had 
very severe level of distress. Among those who could not remember their delir-
ium experience, most of them had moderate (44.7 %) to severe (26.3 %) distress 
(Grover and Shah 2011). Keeping these facts in mind, it is very important for the 
treating team to take appropriate measures to reduce the distress.
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Very few studies from the West have evaluated the impact of delirium on the 
caregivers and nurses, and those that have suggest high level of distress (Breitbart 
et al. 2002; Cohen et al. 2009; Bruera et al. 2009). These studies suggest that the 
level of distress is significantly higher for spouses or caregivers than the patients 
themselves (Breitbart et al. 2002; Bruera et al. 2009). A study, which evaluated 
hospitalized patients with cancer and delirium, reported severe distress in 76 % of 
spouses or caregivers and in 73 % of nurses (Breitbart et al. 2002). Predictors of 
family distress were hyperactive delirium and poor functional status, while severe 
delirium and perceptual disturbances were the strongest predictors of nurses’ dis-
tress (Breitbart et al. 2002). However, these studies have been limited by the fact 
that they do not provide any information about the symptoms of delirium, which 
are associated with higher levels of distress. To overcome this limitation, one study 
from PGIMER, Chandigarh, evaluated the distress experienced by the caregiv-
ers of delirium due to symptoms of delirium (Grover and Shah 2013). For this, 
the authors designed a scale called the caregiver experience and distress due to 
delirium scale (CEDDDS), which was a semi-structured interview designed spe-
cifically for this study by the authors. It has 32 items, based on the commonly 
seen symptoms of delirium and items of the DRS-R98 and the Delirium Motor 
Checklist. Symptoms of delirium which were associated with severe or very 
severe distress in more than two-thirds of the caregivers included the following: 
decreased sleep, increased motor activity, attempts to remove intravenous lines or 
tubes, and attempts to get out of bed when they were actually required to lie down. 
In terms of mean distress scores, highest level of distress was associated with 
sleep disturbances, hyperactivity, trying to pull out the tubes or lines inserted as 
part of the treatment, trying to get out of the bed, low frustration tolerance and irri-
tability, confusion, distraction, excessive reactivity to the surroundings, and lack of 
awareness about the surroundings. Further, it was seen that the distress associated 
with most of the behaviors of the patients correlated positively with baseline DRS-
R98 severity score. The authors concluded that the finding of negative correlation 
between DRS-R98 scores and items suggestive of hypoactive delirium can have 
important clinical implications with respect to the fact that hypoactive delirium 
may be considered as a respite by the burdened caregivers and hence may lead 
to poor care and neglect of the patient. Taking this into consideration, the authors 
suggested that medically ill patients should be routinely screened for delirium, and 
when found to have delirium, appropriate management strategies should be insti-
tuted as early as possible to reduce the symptoms/severity of symptoms and result-
ant distress in the caregivers (Grover and Shah 2013).

8  Pharmacological Treatment of Delirium

Besides treating the underlying illness, which contributes to delirium, pharma-
cological treatment of delirium largely consists of antipsychotics and benzodiaz-
epines. Although antipsychotics, especially haloperidol, continue to be the most 
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commonly used medications for management of delirium, till recently, data arising 
from randomized controlled trials were sparsely available. Further, in recent times, 
due to tolerability issues with haloperidol, many authors have tried to use atypical 
antipsychotics in the management of delirium.

An open-label trial from India evaluated the effectiveness of risperidone in 7 
patients with delirium (hyperactive subtype in 6 cases). Most of these patients 
were young with a mean age of 32 years (range: 24–67 years) and had delirium 
of 5.29-day duration prior to institution of risperidone. The mean daily starting 
does was 1.14 mg (range: 0.5–2.0 mg), and the average dose used in the study was 
1.07 mg (range: 0.5–1.5 mg). It was seen that over the period of 48 h, all patients, 
except one with hypoactive delirium, significantly improved or recovered; none 
developed extrapyramidal symptoms or any other serious side effects (Gupta et al. 
2005).

In a randomized controlled single-blind study from India, the authors compared 
haloperidol with olanzapine and risperidone. This study included 64 patients with 
20 in the haloperidol group, 21 in the risperidone group, and 23 subjects in the 
olanzapine group. The patients were evaluated at the baseline, at 3 days and at 
6 days. The primary efficacy measure used in the study was the DRS-R-98, and 
the MMSE was used as a secondary measure of efficacy. It was seen that all the 
three antipsychotics were efficacious. No significant difference was seen in the 
reduction in DRS-R98 severity scores and significant improvement in the MMSE 
scores over the period of 6 days between the three groups. Very few patients (4 
in haloperidol group, 6 in risperidone group, and 2 patients in olanzapine group) 
experienced some side effects. On the basis of their findings, the authors con-
cluded that olanzapine and risperidone are as effective as haloperidol in the man-
agement of delirium and can be used in the management of delirium (Grover et al. 
2011b).

Besides these studies, data from India suggest that haloperidol is the most com-
monly used antipsychotic in patients of delirium (Grover et al. 2009b), and this is 
followed by use of risperidone (Grover et al. 2009a), even in the children and ado-
lescents (Grover et al. 2009b).

9  Mortality and Outcome

Studies from the West have indicated a high mortality rate among patients with 
delirium. Most of these studies have evaluated the inpatient and follow-up mortal-
ity rates in patients with delirium who are elderly or admitted to the ICUs (Inouye 
et al. 1998; McCusker et al. 2002; Tennen et al. 2009; Ely et al. 2004; Leslie et al. 
2005; Adamis et al. 2006; Curyto et al. 2001). Very few studies have evaluated 
the mortality rates of medical–surgical inpatients with delirium referred for psy-
chiatric consultation. Studies have shown that 9–34.5 % of patients with delirium 
die during their inpatient stay (Inouye et al. 1998; McCusker et al. 2002). Tennen 
et al. (2009) studied the 1-year mortality rate of medical–surgical inpatients 
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referred for psychiatric consultation and reported that 15.2 % died within 1 year 
of referral for psychiatric consultation. Among the various predictors of mortal-
ity, delirium was the only psychiatric diagnosis which was associated with higher 
1-year mortality (52.2 % vs. 29.9 %, p = 0.01; hazard ratio = 1.7).

In the initial retrospective study from India, which involved data of psychiatric 
referrals over the period of 6 years, the authors reported a mortality rate of 6.6 % 
(Grover et al. 2009b). This study also shows that about three-fourths of patients 
with delirium (74.7 %) improve or recover from their delirium episode during the 
inpatient stay (Grover et al. 2009b). However, in one of the first longitudinal stud-
ies from India, which evaluated the outcome of patients with delirium referred to 
the consultation-liaison psychiatry team, it was seen that 12.1 % expired during their 
hospital stay, which was higher than the mortality seen in other patients referred to 
consultation-liaison psychiatric services during the same period, and diagnosed with 
other psychiatric disorders (4.43 %), or who had no psychiatric diagnosis (no death) 
and were referred to consultation-liaison psychiatry services. The mortality rate in 
patients of delirium was also significantly higher than that seen in all admissions to 
the hospital during the study period (6.79 %; 2,119 deaths in 31,190 admissions; chi-
square value 4.73; p = 0.02). At 3-month follow-up, another 12 out of 54 patients 
and at 6-month follow-up another 3 out of 42 contactable patients died. Overall mor-
tality associated with delirium at 6 months was 27.83 %, which was in the range 
reported in studies from the West. None of the demographic or clinical factors were 
found to predict mortality (Grover et al. 2012c).

Another recent study evaluated the inpatient mortality rate and the predictors 
of mortality of patients referred to psychiatric liaison team and diagnosed to have 
delirium. The study included 321 patients of delirium diagnosed to have delirium. 
The inpatient mortality rate was 12.4 %, and it was seen that mortality was associ-
ated with younger age group (i.e., age <65 years), alcohol dependence and use of 
restrains prior to development of delirium. However, in logistic regression analy-
sis, only age less than 65 years emerged as the significant predictors of mortality 
(Grover et al. 2013b).

A study evaluated the mortality associated with delirium in patients admitted 
to respiratory ICU (Sharma et al. 2012). None of the patient without delirium dur-
ing the RICU stay died. In contrast, 30.7 % of patients with delirium died during 
the RICU stay (Sharma et al. 2012). It was seen that those who died were younger 
than those who survived. Further, it was seen that mortality was higher in those 
who more frequently had malignancy and multi-organ failure. Among the delirium 
variables, mortality was associated with higher DRS-R-98 severity scores, higher 
DRS-R-98 total score, and hypoactive delirium (Sharma et al. 2012).

Another recent study evaluated patients admitted to CCU for delirium and 
outcome. It was seen that about one-fourth (27 %) of patients with delirium died 
during their CCU/hospital stay, this was in contrast to 2 patients (0.8 %) in the 
non-delirium group, and the difference between the two groups was statistically 
significant. At 1-year follow-up of these patients, additionally 23 % patients who 
had delirium during their CCU stay died, in contrast to 9.2 % in the non-delirium 
group. In total, half (50.6 %) of patients who developed delirium died at the end 
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of 1 year, in contrast to 10 % mortality in those who did not develop delirium, 
and this difference was statistically significant. Most of the existing literature has 
not evaluated the role of phenomenology/symptoms of delirium in predicting mor-
tality. This study evaluated the same and showed that the predictors of mortality 
during the hospital/CCU stay in patients of delirium were presence of percep-
tual disturbances, disturbance in language, motor retardation, long-term memory, 
visuospatial ability all being more common in those who died in the hospital and 
motor agitation being more common in those who were alive. In terms of severity 
of symptoms, it was seen that those who died in the hospital in general had higher 
severity for cognitive symptoms as seen on DRS-R-98 and MDAS, thought abnor-
mality and language disturbances on DRS-R-98, reduced level of consciousness 
on MDAS, and overall severity of delirium. All these findings were also true when 
the frequency and severity of symptoms were compared between those who were 
alive at 1 year and those who died. On the basis of this, the authors concluded that 
clinical picture of delirium can also predict mortality. In terms of other predictors 
of mortality, it was seen that presence uncontrolled diabetes mellitus, cardiogenic 
shock, and sepsis had highest odds ratio for predicting in-hospital/CCU mortality. 
Other predictors of mortality in the hospital/CCU were presence of diabetes melli-
tus, higher APACHE-II score, higher SOFA score, and higher Charlton comorbid-
ity score (Lahariya et al. 2014).

10  Validation and Development of Scales for Delirium

Most of the instruments used for assessment of various aspects of delirium have 
been developed in the West (Grover and Kate 2012).

Very few studies from India have evaluated the psychometric properties of 
different scales used in delirium research. One study reported the reliability and 
validity of diagnosing delirium with the MDAS in 121 consecutive patients admit-
ted to medical and cardiac ICUs, who were neither mute nor intubated. Interrater 
agreement and test–retest reliability of MDAS were 0.92 (95 % confidence inter-
val, 0.81–0.96) and 0.93 (95 % confidence interval, 0.83–0.97), respectively. The 
internal consistency of the scale was good, with Cronbach’s alpha of 0.89 and 
Guttman split-half coefficient of 0.71. Factor analysis revealed a 2-factor struc-
ture, namely cognitive disturbances and behavioral abnormalities. The sensitivity 
(100 %), specificity (95.45 %), positive predictive value (75 %), and negative pre-
dictive value (100 %) of the scale were also found to be very high (Shyamsundar 
et al. 2009).

In a study from south India, authors validated the ICDSC in non-intubated 
ICU patients in a resource-poor medical intensive care setting in south India. 
The authors proposed a cutoff of 3 or more for delirium, which had a sensitivity 
of 90 % and specificity of 61.54 %. Interrater reliability of the scale was found 
to be 0.947, and the internal consistency was found to be good with Cronbach 
α of 0.754 and Guttman split-half coefficient of 0.71. Factor analysis revealed a 
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2-factor structure, namely altered sensorium/psychopathology and sleep–wake 
cycle problems (George et al. 2011). Another recent study evaluated the validity 
of DMSS in assessment of motor subtypes of delirium in patients seen in consulta-
tion–liaison psychiatry services. Using factor analysis, the authors replicated the 
findings of original DMSS and additionally described certain items, which were 
combined with the original scale with overlap of 3 hyperactive items and 6 hypo-
active items. Additional items were also found to load on the hyperactive and 
hypoactive factors. On the basis of the replication and comparison with the origi-
nal DMSS scale, the authors described the amended DMSS scale, which has 13 
items (5 hyperactive and 8 hypoactive). The amended DMSS has 1 item substi-
tuted in the hyperactive subtype of the original DMSS and 1 additional item for 
describing the hypoactive subtype compared to the original DMSS. After addition 
of few items to the original scales, the authors concluded that the amended DMSS 
may have broader generalizability than the original DMSS (Grover et al. 2013).

Another study that assessed the distress associated with symptoms of delirium, 
the authors developed an instrument called CEDDDS. It is a semi-structured inter-
view with 32 questions, which were designed based on the phenomenology of delir-
ium commonly seen in consultation–liaison psychiatry setting, items of DRS-R98 
and Delirium Motor Checklist. Each question has provision for the following rat-
ings: Did the patient have these symptoms (e.g., did he become confused as to where 
he was?)—this is rated as yes/no based on the presence or absence of the symptoms 
throughout the period of delirium, and if the symptom is present, the caregivers are 
further required to rate the duration of the symptom taking the whole duration of 
delirium into consideration on a five-point Likert scale with ‘not at all’ rated as 0 and 
‘almost always’ rated as 4. Then, the caregivers are asked to rate their distress due 
to these symptoms on a five-point Likert scale with ‘not at all’ rated as 0 and ‘very 
severe’ rated as 4. The distress score is analyzed as frequency count, and mean dis-
tress score can also be calculated (Grover and Shah 2013c).

11  Delay in Psychiatry Referral for Delirium

Evidence from the West suggests that physicians and surgeons fail to identify 
the patients with delirium in the early phase, and this leads to delay in psychi-
atric referral. However, only occasional studies have evaluated the predictors of 
delay in psychiatry referral for delirium. A study from PGIMER, Chandigarh, 
showed that presence of delirium at the time of hospitalization, presence of 
sleep–wake disturbance, and surgical specialty of referral were significant pre-
dictors of delayed diagnosis (Gupta et al. 2010). Another study from the same 
center, which included much larger sample, showed that older age, presence 
of and higher severity of sleep disturbance, presence of and higher severity of 
motor retardation, presence of visuospatial disturbances, presence of fluctua-
tion of symptoms, being admitted to medical ward/medical ICUs, and absence 
of comorbid axis-1 psychiatry diagnoses were associated with longer duration 
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of psychiatric referral after the onset of delirium. Of these, only 4 variables 
(presence of sleep disturbance, presence of motor retardation, being admitted to 
medical ward/medical ICUs, and absence of comorbid axis-1 psychiatry diagno-
ses) were associated with longer duration of psychiatric referral in the regression 
analysis. On the basis of their findings, the authors concluded that efforts should 
be made to inform the primary team members about the signs and symptoms and 
risk factors of delirium to reduce the referral delay and improve the outcome of 
delirium (Grover et al. 2014a).

12  Conclusions

Over the years, many studies from India have evaluated the various aspects of 
delirium. Findings suggest that delirium is the most common diagnosis in patients 
seen in psychiatry consultation–liaison psychiatry services. The phenomenology 
of delirium in India is similar to that reported from the west, and in general, there 
is no difference in the frequency of various symptoms and severity of symptoms 
of delirium across different age groups. However, the phenomenology of delirium 
in ICU patients is different from those seen in the consultation–liaison psychia-
try services. Findings also suggest that the symptoms of delirium cluster into 2–3 
groups in various factor analytic studies. Delirium is a multifactorial disorder 
associated with multiple etiologies, with metabolic causes being the most com-
mon. Findings also suggest that delirium is associated with excessive mortality, 
both inpatient mortality and mortality after 6 month to 1 year after development of 
delirium. Data also indicate that as a syndrome, delirium is very distressing for the 
caregivers and also for those patients who remember their experiences of delirium. 
As reported by studies from other parts of the world, evidence from India also sug-
gests that atypical antipsychotics such as risperidone and olanzapine are as effica-
cious as haloperidol in management of delirium.
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For age is opportunity no less
Than youth itself, though in another dress,
And as the evening twilight fades away
The sky is filled with stars, invisible by day

(HW Longfellow-Morituri Solutamus. L. 281)

1  Introduction

Population ageing is a global phenomenon as a result of declining trends in fer-
tility and mortality rates over the past century. In 2000, for the first time ever in 
history, people aged 60 years or above exceeded the number of children below 
5 years of age. This demographic transition is unprecedented, pervasive and likely 
to be enduring in future with profound implications, especially for developing 
countries (United Nations 2002, 2013; Census of India 2011).

The health care needs of an ageing population are likely to be different, with a 
higher prevalence of chronic non-communicable diseases and neuropsychiatric dis-
orders compared to adult population. Further, several age-related risk factors may 
increase the likelihood of psychiatric morbidity. The care and support of elderly in 
India has been a prerogative of families rather than the state. However, in recent 
times, with a gradual breakdown of joint families, changing value systems and 
urbanization, there is an emerging need to pay greater attention to elderly care and 
elderly mental health issues (Ageing in India 2003; Krishnaswamy et al. 2008).
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This chapter discusses the sociocultural context of ageing, reviews the geriatric 
psychiatric research from India and provides future directions for elderly mental 
health services, research and policy. A vast amount of Western literature is avail-
able but has not been covered as the present chapter aims to focus on the Indian 
contributions in geriatric psychiatry.

2  Elderly in India

2.1  Demographics

In India, the legal and policy framework considers those aged 60 years or above as 
senior citizens, and most geriatric studies from India have also used a similar cut-off.

Elderly (aged ≥ 60 years) comprise 8.3 % of the Indian population as per the 
provisional data from latest census (Census of India 2011). The elderly popula-
tion in some states like Kerala, Himachal Pradesh and Tamil Nadu had crossed 
10 % about a decade back (Census of India 2001). In absolute numbers, India has 
world’s second largest elderly population (100 million). Further, the 60 years plus 
age group is the fastest growing segment of Indian population, with a projected 
increase of 3.5 times in their percentage between 2000 and 2050 (United Nations  
2013). There are more females in the elderly age group (1,022 per 1,000 males), 
with a considerable increase among the oldest old due to a relatively higher life 
expectancy for females (Census of India 2011).

These numbers indicate that India has a huge burden to look after its elderly 
population, which may have mental health needs. Unfortunately, India is still not 
well geared to the burden of elderly mental morbidities, and this burden is likely to 
increase in future too with more and more people surviving well in old age.

2.2  Socio-economic Profile and Health Status

The National Sample Survey (60th round) was devoted to assess the socio-eco-
nomic and health status of elderly in the country (National Sample Survey 2004). 
It will be useful to have a quick look at the elderly situation in order to better 
understand their mental health aspects.

Only 50 % of elderly men and 20 % of elderly women have any formal educa-
tion. About 65 % of elderly have to depend on others for day to day maintenance. 
Elderly women often face a triple jeopardy, that of being old, female and finan-
cially insecure (National Sample Survey 2004).

Nearly one-third reported suffering from an ailment, and 5.6–9.1 % were hospi-
talized over past year. Approximately 6 % of elderly live with a physical disability. 
It is noteworthy, however, that the subjective perception of health was reported to 
be fair or good by a vast majority of elderly. More than half of those with a sick-
ness also perceived their health to be fair or good, indicating a possible acceptance 
of ailments as part of normal ageing (National Sample Survey 2004).

The socio-economic status creates a major challenge among the elderly group 
coupled with the health status also being compromised. This has to be seen in the 
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light of the fact that the health expenditure in India is borne by the individuals to 
the tune of 80 %, and the state spends only 20 % of total expenses. This kind of 
expenditure erodes into the meagre savings of the elderly people and pushes them 
further into the cycle of poverty and debt.

3  Ageing in India: Sociocultural Perspectives

3.1  Religious–Philosophical Perspectives

Prevalent religions of India e.g. Hinduism and Buddhism offer a cyclical view 
of human existence (sāmsāra), with a belief in an endless cycle of birth, ageing, 
death and rebirth. Old age is met with a gradual preparation and acceptance in 
India and several other Asian societies, in contrast to Western societies with denial 
or postponement of ageing for as long as one can.

In India, an element of detachment from worldly pursuits (māyā) and 
engagement in a meditative and contemplative life is prescribed for later years. 
Upanishads state that the anxiety associated with ageing helps to drive the sensi-
tive thinker to break out of the condition of being human and transcend it. Ancient 
texts encourage the pursuit of appropriate tasks for each stage of life, which facili-
tate a smooth and easy transition to old age. Hindu Vedic philosophy conceptual-
izes the life as four stages (āśramas), each with its own goals and purpose (Lipner 
2010). The latter two stages, that is vanaprastha (forest dweller) and sannyasa 
(ascetic), are particularly relevant for elderly years.

During vānaprastha (50–75 years), a person gradually moves away from mate-
rialistic ties and starts living in a simple and detached way. The main components 
of this stage include a personal spiritual quest, involvement in religious activities 
and sharing the wisdom with others. This is considered as a phase of partial renun-
ciation, in preparation for next phase of complete renunciation.

During sannyasa (75 years onwards), one renounces the world and detaches 
from all emotional and social relations. All activities are directed purely towards 
attainment of mokśa (liberation) through self-realization.

In his writings, Prof. Wig reflected on the relevance of vānaprastha āśrama in 
the modern times and suggested that its core features are as relevant and meaningful 
today as they were during the ancient times. An adaptation is required, where instead 
of retreating to the forest, one can still try to withdraw from rush of life, contribute to 
societal welfare and pursue a spiritual path during the life after retirement (Wig 2010).

3.2  Cultural Practices, Joint Family System  
and Changing Scenario

Indian culture, like several other Asian cultures, has a strong sense of filial 
piety and duty. The elderly are considered as head of the families and continue 
to make several important decisions (Krishnaswamy et al. 2008). They usu-
ally have strong familial and social networks which provide them support and 
care. A wide range of social traditions, cultural practices and religious beliefs 
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reinforce the respect and authority for older people. Looking after one’s parents 
in their old age is akin to paying a debt (pitra karz) one owes to parents for the 
rearing and paves the way for salvation. Culturally, the outlook of Indian elderly 
is also different. Most elderly in India prefer less to be independent and perceive 
their children as their old age security, even in face of conflicts and differences.

In contemporary India, there has been a gradual decline of extended fam-
ily systems due to various factors e.g. urbanization, migration, female workforce 
participation and changes in cultural values and beliefs. There is a gradual shift 
towards individualism and materialistic culture leading to isolation and alienation 
of elderly. The unconditional respect, power and authority that older people used 
to enjoy in rural extended traditional families are gradually being undermined by a 
multitude of these changes (Krishnaswamy et al. 2008; Jamuna 2000). The global 
trend towards having fewer children assures that there will be less elder care and 
support by the families in the future.

4  Psychological Aspects in Elderly

Elderly people have to deal with a variety of stressors and issues which are unique to 
old age. Individuals in late adulthood may face a crisis of ‘integrity versus despair’ as 
proposed by Newton and Erikson (2007). Retirement from active work life may be 
one of first psychosocial stressors of old age. It may entail a search for an alternate 
identity especially if work had occupied a central position in life earlier. Elderly may 
have to cope with reduced income, change of status and power, lot of free unstruc-
tured time and, at times, unfinished familial tasks such as marriage of daughter. 
Decline in health status, income insecurity, problems of isolation, loneliness and the 
‘generation gap’ are other prominent areas of frustration among Indian elderly (Raju 
2011). Many elderly turn to religion for overcoming the feelings of anxiety or isola-
tion during old age. Even though Indian culture is oriented towards respect and care 
for the elderly group, but some elders do suffer verbal, psychological or physical 
abuse from family members which adds to psychological ill health (Soneja 2013).

5  Geriatric Psychiatric Research in India

5.1  Epidemiological Studies

The geriatric psychiatric research in India began with the pioneering studies 
of Ramachandran and Venkoba Rao on prevalence and pattern of morbidity in 
older persons. Several epidemiological studies have been conducted in commu-
nity (Table 1) (Ramachandran et al. 1979; Seby et al. 2011) as well as in hospital 
settings (Prasad et al. 1996; Prakash et al. 2007). The prevalence of psychiatric 
morbidity among elderly (≥60 years) residing in community has ranged between 
8.5 and 42.2 %. Recent surveys from Lucknow, supported by Indian Council of 
Medical Research (ICMR), found that 17.3 % of rural elderly and 23.5 % of urban 
elderly suffer from a psychiatric illness (Tiwari et al. 2010; Seby et al. 2011).

Mood disorders especially depression is the commonest disorder among the elderly.
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5.2  Studies on Mental and Behavioural  
Disorders in Indian Elderly

5.2.1  Depression

Some community surveys have specifically looked for depression among elderly 
population (Rajkumar et al. 2009; Barua and Kar 2010; Deshpande et al. 2011; 
Reddy et al. 2012). These are summarized in Table 2. Between 21.7 and 47 % 
of elderly screened positive for depression, while a more definitive diagnosis of 
depression was found in 12.7–19 % of elderly.

Depression is also common among elderly users visiting the general health 
settings and those residing in old age homes (Dey et al. 2001; Tiwari et al. 2012 
Ganguli et al. 1999). For use in illiterate elderly, Ganguli et al. (1999) developed 
and validated a Hindi version of the geriatric depression scale (GDS-H).

The prevalence rates of depression in elderly are considerably higher than the 
general population rates in India (very low to 15 %) (Reddy and Chandrashekhar 
1998; Poongothai et al. 2009). Further, the prevalence is also higher than the 
elderly residing in other countries of Asia, America and Europe. A meta-analysis 
of 74 community-based surveys of elderly population across the world (includ-
ing 6 Indian surveys) found that the proportion of depressed elderly in India was 
higher compared to rest of the world (Barua et al. 2010). Further, there appears to 
be an upward trend in prevalence of elderly depression in India.

Female gender and an advanced age are two non-modifiable risk factors for 
elderly depression. Several other factors have been found to increase the likeli-
hood of depression, which include illiteracy, financial difficulties, living alone, low 
social/emotional support, widowhood, economic or physical dependency and pres-
ence of chronic physical illnesses or disability of any kind (Barua et al. 2010).

Studies also found that life events, including a perceived family crisis, are an 
important precipitating event for depression (Agrawal and Jhingan 2002). Venkoba 
Rao et al. observed that the stressors were related to ‘bereavement’, ‘occupation’ 
and ‘family and social relationships’ in the 2 years preceding onset. Living in joint 
families does not, by itself, guarantee a good social integration, as old ones in fam-
ily can be ‘lonely islands’ (Venkoba Rao 1981). Having a good social support and 
having more confidants emerged as protective factors for elderly depression.

Not much work is available on biological aspects of elderly depression. A 
recent study reported that persons with ApoE4 allele have 4.7 times more risk of 
developing depression in old age (Sureshkumar et al. 2012).

Some phenomenological differences have been observed in elderly depression, 
which include an increased agitation, restlessness rather than retardation, rarity of 
ideas of sin and guilt and a higher somatic presentation. The commonest symp-
toms of depression in elderly using the 40-item WHO assessment schedule were 
sadness (93.3 %), somatic symptoms (71 %), suicidal ideas (66.6 %), and among 
others (Venkoba Rao 1981, 1983). The other manifestations of adult depression, 
viz. depressed mood, lack of energy and fatigue, decline in work and interest and 
anorexia have poor discriminatory power for the diagnosis of elderly depression 
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(Khandelwal 1995, 2001). The depressed elderly are more likely to have undiag-
nosed physical disorders and multiple illnesses compared to controls (Sagar et al. 
1992). The use of a substance or abuse of a prescription medication should be asked 
specifically from elderly patients. The medications used for physical conditions need 
an enquiry for their potential to cause or aggravate depression (Sagar et al. 1990).

The course and outcome of depression remain under-researched in Indian elderly. 
In a one-year follow-up of 50 elderly patients with depression, 28 % had recovered, 
30 % partially recovered, 23 % had intermittent relapses, 6 % had been continuously 
ill, 11 % had died, and 6 % had dementia (Jhingan et al. 2001). Factors predicting a 
good outcome were shorter duration of episode and those living in joint families.

5.2.2  Mania

Mania appears to be uncommon in elderly surveys. In a recent descriptive study of 30 
elderly with mania, 50 % had delusions and/or hallucinations (Prakash et al. 2009). 
The psychotic and cognitive symptoms were higher in elderly mania compared to 
depression. A significant proportion had neurological disorders (10 %), substance 
abuse (53.3 %) and medical comorbidity (66.6 %). Venkoba Rao (1983), in his series 
of elderly patients with affective disorders, found that depression occurred thrice more 
common after 60 years than mania (3:1) (Venkoba Rao 1983). Few case reports are 
available which have described an unusually late age of onset or an association with 
hyperthyroidism (Aggarwal et al. 2010; Nath and Sagar 2001). A thorough examina-
tion and investigations are required in late-onset cases of mania to rule out secondary 
causes. Safety profile appeared to be main consideration in choosing a medication.

Overall, mania in elderly is an uncommon clinical presentation and needs more 
research attention.

5.2.3  Anxiety Disorders

Anxiety disorders were common in community surveys of elderly, point preva-
lence ranging between 6.4 and 10.4 % (refer Table 1). The clinic-based studies 
have reported neurotic disorders in 5–19.8 % of elderly, a significant proportion 
of which are likely to be anxiety disorders (Prasad et al. 1996; Singh et al. 2004; 
Prakash et al. 2007). Not much original research from India is available on other 
aspects of anxiety disorders in the elderly.

5.2.4  Elderly Suicide

The data derived from various sources e.g. Government of India statistics, suicide 
prevention centres, suicide autopsies, geropsychiatric clinics and surveys indicate an 
upward trend in suicide among the elderly. The average annual suicide rate among 
elderly (≥55 years) is 189 per 100,000 in a study from South India, which is con-
siderably higher than the national average. The male:female ratio was 1.5:1. Further, 
the age-specific suicide rates increased with advanced age (Abraham et al. 2005).
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Among the autopsy cases of elder suicide over a 10-year period (n = 43) at a tertiary 
care centre, the age range was 60–87 years, commonest being 60–69 years age group. 
Males were over-represented (60 %) in this sample. Hanging, followed by poisoning, 
appear to be common methods of suicide by elderly (Abraham et al. 2005; Behera 
et al. 2007). Depressive illness is the leading cause for suicide, and nearly two-thirds 
of depressed elderly had suicide ideation (Venkoba Rao and Madhavan 1983). Lack 
of family and social integration is more important risk factor rather than ‘living alone’. 
Certain ethical, religious and familial factors [described as suicide counters by Venkoba 
Rao (1985)] may hold back the person from attempting suicide. Suicides in older peo-
ple are often associated with high intent, long planning and involve highly lethal meth-
ods. Further, elderly are medically fragile and may live alone, thereby increase the 
probability of a fatal outcome (Suicidal Behaviour in Special Population 2007).

5.2.5  Psychotic Disorders

Very few Indian studies have described psychotic disorders among the elderly population. 
Venkoba Rao reported a series of patients with late paraphrenia (onset after 60 years), 
which formed about 4 % of geropsychiatric clinic patients. Most had accompanying 
visual or hearing impairment (Venkoba Rao and Madhavan 1981). The late-onset cases 
(defined as onset ≥45 years) formed nearly 2 % of all schizophrenia patients presenting to 
a tertiary care centre in North India over a two-year period. Further, female preponderance 
was seen in the late-onset cases, with female to male ratio being 1.67:1 among those with 
onset after 40 years and 10: 1 among those with an onset after 45 years of age (Jayaswal 
et al. 1987; Jayaswal et al. 1988; Adityanjee et al. 1989; Khandelwal 1999). Another study 
described the profile of late-onset schizophrenia (mean age: 53.5 years), majority being 
treatment-naive. Delusion of persecution was universal, followed by delusions of refer-
ence in 85 % and, less commonly, hallucinations (Bhuyan et al. 2009; Kulhara et al. 1999; 
Shaji et al. 2009). Follow-up study of late paraphrenia series revealed a sustained remis-
sion for 4–5 years in 75 % of patients with treatment (Khandelwal 1999). There is a need 
for more hospital-based studies for late-onset psychosis.

5.2.6  Substance Use Disorders

Studies on elderly substance use are relatively infrequent. Among rural elderly, the 
overall prevalence of smoking is 51–71.8 % among males and 5–41 % among females 
(Goswami et al. 2005; Jotheeswaran et al. 2010; Shaji 2002). In a large-scale popula-
tion study, the current use of alcohol varied between 10 and 28 % among 50 years plus 
age groups, majority being current heavy users (Mohan et al. 2002; Gupta et al. 2003). 
In a clinic-based review, alcohol (60 %) and opioid (35 %) were commonly misused 
substances (Grover et al. 2005). Individuals over 60 years should be routinely screened 
for substance use, especially in the presence of depressive symptoms.

In the oldest-old group, substance use is likely to decline. Isolated reports have 
described continued use of substances e.g. poppy tea dependence in octogenarian 
age group (Subodh et al. 2010).
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5.2.7  Delirium in Elderly

Only a few Indian studies have separately focused on delirium occurring in the 
geriatric patients (Grover et al. 2009; Pinto 2010). Available studies on delirium 
in elderly had sample sizes ranging between 100 and 400, from hospital settings. 
Nearly two-thirds had hospital-emergent delirium (Grover et al. 2012). Hypoactive 
delirium was relatively common than other forms. Most patients had sleep–wake 
cycle disturbance, disturbance in orientation, attention and short-term memory 
impairments, fluctuation of symptoms, temporal onset of symptoms and a physical 
disorder. Most common aetiologies were sepsis followed by metabolic. The mor-
tality rate was nearly 15–16.5 % (Grover et al. 2012; Chrispal et al. 2010).

There are no specific Indian studies on treatment aspects or long-term course 
and outcome of elderly post-discharge.

5.2.8  Dementia

Nearly two-thirds of the world’s elderly with dementia reside in developing coun-
tries (Alzheimer’s & Related Disorders Society of India 2010). Several commu-
nity surveys from India, with samples ranging from 740 to 24,000, have found the 
prevalence to range between 0.8 and 4.9 % among those aged 65 years and above 
(Shaji et al. 1996; Rajkumar et al. 1997; Chandra et al. 1998; Vas et al. 2001; Shaji 
et al. 2005; Mathuranath et al. 2009; Saldanha et al. 2010). Concerns have been 
raised that milder cases may be missed out, pointing to a need to operationalize 
the criteria to diagnose dementia in community (Prince et al. 2003). Using the 
10/66 dementia research group algorithm, a higher prevalence rate for dementia 
was found (urban Chennai: 7.5 % and rural Vellore: 10.6 %) (Llibre Rodriguez 
et al. 2008). Vellore screening instrument was developed after employing the 
‘activities of daily living’, which are not influenced by education and culture and 
can reduce the false-positive rates in community studies (Stanley et al. 2009).

Few studies are available on the incidence of dementia in Indian settings. It 
varies between 1.74 and 11.67 per 1,000 person years, which is lower than the 
Western figures (Chandra et al. 2001; Mathuranath et al. 2009; Raina et al. 2009).

Alzheimer’s disease appears to be more common than vascular dementia in some 
studies, though results are conflicting in Indian studies. The risk factors found in 
Indian studies include an advanced age, female gender, low socio-economic status, 
low education, family history, urban living, lack of exercise, depression, presence 
of diabetes, hypertension and hyperlipidemia. Living in joint families, being mar-
ried and increased intake of polyunsaturated fats were protective factors (Shaji et al. 
1996; Rajkumar et al. 1997; Mathuranath et al. 2009; Saldanha et al. 2010).

The behavioural and psychological symptoms of dementia (BPSD) were described 
by Khandelwal et al. (1992) in one of the earliest studies from India. The delusion that 
‘people are stealing thing’ was most common (27 %) followed by believing that ‘one’s 
house is not one’s own’ (10 %). Depressive and anxiety, features, agitation, wandering 
and paranoid ideation were observed to be common features in patients with dementias 
(Khandelwal et al. 1992; 10/66 dementia research group 2004). BPSD appear to be 
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more common in Alzheimer’s disease compared to vascular dementia and have been 
associated with an increase in caregiver burden (Shaji et al. 2009).

Presence of dementia in elderly is associated with twice the risk of mortality 
after adjusting for age and gender. The mortality risk is linearly correlated to the 
severity of cognitive impairment (Jotheeswaran et al. 2010).

Given the huge deficits of mental health resources in country, there is a need to 
develop locally based, low-cost models of dementia identification, care and sup-
port. The local community health workers in rural Kerala could identify the pos-
sible dementia cases in community after being trained for 2.5 h only (Shaji 2002). 
Another study from Goa described a randomized trial of a low-cost home-based 
intervention, which was feasible, acceptable and led to significant improvements 
in caregiver mental health and burden (Dias et al. 2008).

5.3  Informal Care Resources: Dementia Caregivers

Family members caring for a disabled elderly may themselves suffer adverse 
mental health consequences. In a preliminary study on dementia caregivers, 
Khandelwal and colleague (1996) described reduction of leisure time, social 
restriction, embarrassment and financial difficulties. The caregiver burden and 
deterioration in their physical/mental health have been reported in subsequent 
studies (Shaji et al. 2003; Pattanayak et al. 2010). Females in a household were 
more often the primary caregivers for elderly with dementia. The multiplicity of 
roles and responsibilities for a female in a traditionally oriented household may 
lead to a higher perception of stress among female caregivers, even among those 
caring for otherwise healthy elderly (Soneja 2013).

The family-based care of elderly is rooted in Indian tradition, but in view of 
considerable strain on families, there is a need to take steps towards supporting, 
empowering and strengthening the caregivers.

6  Elderly Welfare in India: Policy and Legal Aspects

The geriatric issues were not high in priority till late 1990s. The year 1999 was 
declared as the International Year of Older persons by UN general Assembly, and to 
coincide with the same year, the Ministry of Social Justice and Welfare, Government 
of India, developed and adopted the National Policy for Older Persons in India 
(National Policy on Older Persons 1999). The ensuing year (2000) was declared as 
the National Year of Older Persons by the Government of India.

Various schemes and programmes have been launched under National Policy 
for Older Persons (National Policy on Older Persons 1999; Panda and Nayak 
2012) (see Box 1). The more challenging aspect is the implementation and the 
extent of coverage of elderly under these schemes.

A recently introduced legislative provision, the Maintenance and Welfare of 
Parents and Senior Citizens Act (2007) makes it obligatory for children and relatives 
to provide need-based maintenance for senior citizens, with penal provisions for 
elder neglect (Maintenance and Welfare of Parents and Senior Citizens Act 2007).



50525 Geriatric Psychiatry in India …

Box 1: Governmental programmes, schemes and initiatives for elderly 
welfare in India

Ministry of Health

•	 Linking geriatric health care to National Rural Health Mission (NRHM)
•	 Separate registration queues for elderly in public hospitals
•	 Establishment of geriatric medicine clinics in several hospitals
•	 National Programme for Health Care of Elderly in 11th five-year plan 

(2007–2012)

(a) strengthening of geriatrics centres
(b) dedicated facilities at PHC/CHC and at the district hospital, including 

10 beds
(c) community-based health care, home visits by trained workers under 

NRHM
(d) mainstreaming of AYUSH for geriatric care

Ministry of Social Justice and Welfare

•	 Setting up of old age pension fund for unorganized sector workers
•	 Free food grain distribution (10 kg/month) for destitute elderly under 

Annapurna scheme
•	 Old age pension for elderly below poverty line (proposed increase from 

Rs 200/- to Rs 500/- per month, with an equal amount of contribution 
from state) under National Pension Scheme

•	 Training and orientation of health professionals (e.g. geriatric care courses 
by National Institute of Social Defence)

•	 Assistance for production and distribution of material on geriatric care
•	 Promotion of healthy ageing and preventive aspects
•	 Under the Integrated Programme for Older Persons (2008), the capacity build-

ing of Panchayati raj institutions/NGOs/self-help groups/voluntary organiza-
tions is done through a one-time financial aid meant for any of following:

– Old age homes; Respite care/continuous care; Dementia care centres; 
Multi-service centres

– Mobile medicare units, Physiotherapy clinics, Disability aids
– Mental health care and specialized care for older persons
– Helplines and counselling centres; Community awareness and sensiti-

zation of younger generation
– Training of caregivers to older persons
– Regional resource and training centres
– Formation of vridha sangha (senior citizen associations)

Ministry of Railways (and roadways of some states)

•	 Concessional railway and air fares
•	 Reserved/fare concession in some states for bus travel

Ministry of Finance

•	 Taxation and savings benefits
•	 Allowing entry into general health insurance schemes till 65 years of age.
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7  Future Directions for Geriatric Mental Health in India

The characteristics of Indian elderly population can be summarized as:

•	 most residing in rural areas, females over-represented
•	 many participate in workforce well beyond 60 years of age
•	 a large percentage live in poverty and have no pension/insurance benefits
•	 majority reside in joint/extended families with children and grandchildren
•	 subjective health reported to be fair to good in vast majority in spite of physical 

ailments or disabilities
•	 mental and behavioural disorders are common (10–40 %), especially depres-

sion, anxiety disorders and dementia.
•	 physical comorbidities are frequent
•	 inadequate coverage and implementation of welfare policies

The state of geriatric mental health care has to be seen in the context of general men-
tal health care which is still evolving and struggling with a huge deficit of resources 
and inadequate infrastructure (Soneja 2013; Lipner 2010). The District Mental 
Health Programme is struggling with issues related to implementation. The future 
road involves a multi-sectoral collaboration and broad-based approach to elderly 
care. There is something for all the stakeholders to contribute towards the welfare of 
elderly mental health. Several different measures are needed at various levels from 
policy to research to community care (Tiwari and Pandey 2012; Shaji 2004).

As far as geriatric mental health measures are concerned, some of the critical 
elements are emphasized here:

•	 Provision and strengthening of mental health care services which are ‘closer to 
home’

 Treatment seeking is generally low among elderly. As two-thirds of elderly 
reside in rural areas, while specialized geriatric care is available only at select 
few places. Therefore, it is paramount that the availability of mental health ser-
vices should be closer to the doorsteps at the primary care level. Most elderly 
suffer from common mental disorders, and the trained primary care staff can 
provide basic care and counselling. The next 12th five-year plan proposes 
an expansion of services to all districts and strengthening the primary care. 
Following would be useful for strengthening of services in community:
– Awareness and health camps (aimed at both physical and mental health)
– Local support networks of the caregiver
– Collaboration with NGOs working in the communities
– Collaboration with local bodies (panchayati/social sector agencies)
– Provision/distribution of free essential medicines for mental disorders in elderly
– Home visits, as needed

•	 Integration with National Rural and Urban Health Missions (NRHM/NUHM)
 There can be some amount of integration with other flagship programmes 

e.g. NRHM which are already functional. The primary health workers can be 
sensitized to identify elderly problems. It has been previously observed that, 
with as little training, these workers can detect dementia in elderly residing in 
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communities [124] . The early diagnosis can help in early treatment seeking and 
delay of disability. Similarly, other professionals e.g. physicians can detect and 
intervene for the mental morbidities after a basic orientation and training.

•	 Manpower and resource development
 It is the most crucial step in ensuring long-term geriatric care. There is a need 

to incorporate the geriatric care in the curriculum of all professional courses 
(e.g. MBBS, B.Sc Nursing). Further, there is a need to have separate multi-dis-
ciplinary geriatric-specific services in medical colleges and teaching hospitals, 
which can facilitate the training of students across various disciplines. For pro-
fessionals already working in the field, there is a need to organize regular short-
term training courses (2 weeks) to sensitize and empower them to geriatric care. 
Dementia care is a specialized area which can be taken up as a diploma course. 
These teaching/training activities shall need a national coordinating centre as 
well as resource centres at the regional levels.

•	 Research aspects and development of low-cost models of elderly care
 Most of available research is on epidemiological aspects, and very few studies 

have evaluated the course and outcomes. The patient and caregiver needs con-
tinue to remain under-explored. Further, there is a dearth of studies aimed at 
evaluating the mental health interventions for elderly patients and their families. 
Research evidence is needed not only for improving the mental health services, 
but also to influence policy decisions. There is a need to focus on developing 
the culturally acceptable, easily deliverable, low-cost models of care of geriatric 
patients, preferably with involvement of local community.

•	 Need for a policy framework for geriatric mental health care
 There is a need to have a policy framework under which various programmes 

for mental health of elderly can be initiated and facilitated. The National Policy 
on Older Persons is geared mainly towards welfare aspects, but not mental 
health aspects per se. It remains to be seen that how much emphasis has been 
given to the geriatric aspects in the mental health policy draft.

•	 Community participation
 There are a lot of untapped resources in the community which can be utilized for 

generating support for the elderly mental health activities. Any community-based 
programme is successful only if it can be sustained at very low cost and becomes 
self-sustaining after a while with active contribution of members of community. 
Dignity Foundation, a not-for-profit non-governmental organization in Mumbai, is 
such an example. It is a non-profit organisation, committed to changing the way 
people look at ageing in India. It enables senior citizens to lead active lives through 
easy access to trusted information, opportunities for productive ageing and social 
support services. Similarly, HelpAge India is another not-for-profit organization 
which has been actively working towards elder care, protection of their rights, pro-
motion of awareness and advocacy for issues related to aged population.

•	 Support and strengthen the family-based caregiving for elderly
 Indian family system is supportive and extends care to elderly, both during 

health and illness. However, there is a need to strengthen these informal care 
resources which are providing almost all of geriatric chronic care in the coun-
try. The local NGOs can be involved for empowering the caregivers to carry out 
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caregiving activities by providing information/technological help devices and 
caregiver networks can be strengthened to extend emotional support to each 
other. Certain governmental initiatives are needed for supporting the caregivers 
who take on the role of caring for chronically disabled elderly.

•	 Promotion of elderly as a useful resource rather than burden
 In the long term, the younger generations in India will be providing care to 

elderly of future. There is a need to promote the value of aged as a repertoire 
of experience and wisdom. Often, there is a tendency to view elderly as a bur-
den on society, which is not true. Many elderly males continue to be a part of 
workforce, working part time or full time. Elderly contribute to supervision of 
household, child-rearing functions, social welfare activities and participate in 
local community matters. It is pertinent that elderly are protected and promoted 
as valuable resources in the coming generations as well.

8  Conclusion

Families form the backbone of elderly care in India, but with familial and societal 
changes, the elderly care may pose a problem in the times to come. Further, car-
egivers do experience considerable burden and receive very little external support. 
There is a need for a broad-based, multi-sector approach to geriatric mental health 
care. The elderly welfare measures initiated by government are far from ade-
quate. The critical elements for future geriatric mental health care would involve 
strengthening of primary care services, integration and collaboration, training and 
manpower development, community involvement and most importantly, strength-
ening the traditional family-based system of care of elderly.

The ages roll
Forward; and forward with them, draw my soul
Into time’s infinite sea.
And to be glad, or sad, I care no more;
But to have done, and to have been, before I cease to do and be.

Owen Meredith (Lord Lytton), The Wanderer, Book IV, A Confession and 
Apology, Stanza 9.
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1  Introduction

Marital and psychosexual problems are among the more common disorders, but are 
infrequently brought to clinical attention. Issues of privacy and a general embar-
rassment in discussing marital and psychosexual problems often lead to overlook-
ing these problems and disorders in clinical settings. The patient may not volunteer 
information, particularly if adequate efforts are not made to put the patient at ease. 
At the same time, marital and psychosexual disorders are a cause of intense distress 
to the patient as well as his or her partner. These disorders are a cause of concern for 
patients for several reasons and affect their day-to-day functioning. Hence, there is a 
need for dealing with these disorders in an appropriate manner.

Sexual problems are common in both males and females (Simons and Carey 
2001). These disorders are present in populations who seek medical help, as well 
in those who do not seek medical help. Initial studies from India suggested a rate 
of sexual dysfunction of around 10 % in psychiatric outpatient services (Bagadia 
et al. 1972; Nakra 1971). The rates may be even higher in patients being treated 
with psychotropic medications (Krishna et al. 2011). Patients with psychosexual 
disorders are often referred from other specialties like urology. A large proportion 
of these patients can be helped effectively.

Similarly, marital problems are common in cohabitating couples. When two people 
live together, there are bound to be instances when opinions differ, and differences 
expressed verbally and non-verbally. A successful marriage requires a considerable 
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degree of adjustment, and either of the partners may be unwilling or unable to adjust. 
The difficulties in adjustment can manifest in many ways—as an outburst on the other 
partner, or a silent displeasurable suffering, or a combination of the two. Though 
intermittent tiffs are common among most couples, matters spiral downwards when 
relations deteriorate, at times to physically alarming proportions. Marital functioning 
has been seen to be impaired in psychiatric patients (those suffering from depression 
or dysthymia), as compared to healthy controls (Subodh et al. 2008).

This chapter primarily discusses the research arising from India on various aspects 
of psychosexual disorders and marital problems. The epidemiology of psychosexual 
disorders is discussed, and sexual attitudes and knowledge in the Indian scenario are 
delved into. Thereafter, the Dhat syndrome, a culture-bound sexual neurosis of India, 
is explored. Other issues, which are covered, include the effect of psychosexual dis-
orders on the spouses and on marital functioning, women’s sexual issues and role of 
psychotropics in causing sexual dysfunction. Finally, psychological and pharmaco-
logical treatments for the psychosexual and marital disorders are touched upon.

2  Epidemiology of Psychosexual Disorders

Having an estimate of the problem of sexual dysfunction would help in under-
standing the gravity of the situation and would also help in planning concerted 
efforts made to deal with the issue. However, drawing accurate inferences about the 
prevalence of sexual disorders is a challenging task. Patients with sexual disorders 
may not be forthcoming due to a general secrecy about the matter. Also, the qual-
ity of sexual experience is a subjective concept and comparing sexual functioning 
between individuals poses difficulties in ascertainment. Moreover, some conditions, 
which are encountered in clinical settings in India (e.g. apprehension about sexual 
potency), do not find mention in the current diagnostic systems (Kulhara and Avasthi 
1995). Nonetheless, many clinic-based studies (Bagadia et al. 1972; Nakra 1971; 
Nakra et al. 1978, 1977) have been conducted in India looking at the rates of sexual 
disorders, primarily erectile dysfunction and premature ejaculation.

In one of the earlier studies, Bagadia et al. (1972) evaluated cases coming with 
complaints of sexual dysfunction to a teaching hospital in the general outpatient 
setting. They found that in the married group of patients, impotence, premature 
ejaculation and passage of semen in the urine were the most frequent presenting 
complaints. In the unmarried group, nocturnal emission and passage of semen in 
urine were the commonest presenting complaints.

Nakra and colleagues (Nakra 1971; Nakra et al. 1978, 1977) studied sexual dis-
orders in male subjects and found that these were present in 9.2 % of all patients 
seen in the psychiatric outpatient. The commonest disorder was impotence, fol-
lowed by premature ejaculation. Nearly 20 % of the patients were diagnosed as hav-
ing the Dhat syndrome. Sexual behaviours of patients prior to the development of 
sexual problems were also explored (Nakra et al. 1978). It was found that nearly 
75 % of the patients had practiced masturbation before developing the sexual prob-
lems, and a sizeable number of them had associated guilt. Nocturnal emissions were 
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reported by 95 % of the subjects with 60 % of them having associated guilt feelings. 
Loss of semen was thought to be injurious to health by 64 % of the participants.

A study from the Postgraduate Institute of Medical Education and Research 
(PGIMER) explored the prevalence of various sexual disorders in 66 patients attend-
ing a marital and psychosexual clinic (MPC) (Avasthi et al. 1994). Erectile dysfunc-
tion was the main diagnosis in 30 % of the cases, premature ejaculation in 12 % of 
cases and a combination of erectile dysfunction and premature ejaculation in 45 % of 
the cases. Nearly 38 % of the patients dropped out even before treatment was insti-
tuted. Initial dropout was associated with chronic and continuous sexual dysfunc-
tion. Of those patients who could be treated, about 44 % had improvement. It was 
observed that better outcome was associated with the greater number of visits to the 
clinic. Better short-term outcome (within 1 year) indicated good long-term outcome 
(at 7 years). Another study examined the prevalence of various sexual disorders in a 
set of 464 new patients examined in the MPC of PGIMER over a period of 7 years 
(Avasthi et al. 1998a). It was observed that erectile dysfunction was the most com-
mon disorder encountered, closely followed by a combination of erectile dysfunc-
tion and premature ejaculation. Marital discord was present in 8 % of the patients. A 
fifth of the patients dropped out of treatment after evaluation, before therapy could 
be instituted. Of the patients who followed up, about 30 % had partial and complete 
improvement, while no improvement was noticed in about 40 % of the patients.

In another study from Ranchi, Kar and Varma (1978) looked at the sexual and 
marital functioning in patients with psychiatric disorders and compared them to con-
trols who were the healthy relatives of these patients. They found that patients with 
psychiatric disorders had greater rates of premature ejaculation and erectile dysfunc-
tion at the time of consummation of marriage. The state of marriage was described to 
be unpleasant by a considerably greater number of patients than controls. In another 
clinical sample attending a psychosexual clinic, premature ejaculation was reported 
to be the commonest disorder encountered, followed by erectile dysfunction study 
(Kendurkar et al. 2008). Certain other studies focusing on specialised groups like 
opioid- and alcohol-dependent patients have found significant rates of sexual dys-
function in these group of patients (Arackal and Benegal 2007; Mattoo et al. 2010; 
Ramdurg et al. 2012). It is thus evident from the literature that sexual dysfunction 
is a common reason for seeking psychiatric consultation in India and that premature 
ejaculation and erectile dysfunction are the commonest disorders encountered.

3  Sexual Knowledge and Attitudes

In any culture, the way sexuality is discussed or remains a taboo determines the 
knowledge people have about sexual matters. Inadequate sexual knowledge can 
give rise to misconceptions and doubts, leading to untamed curiosity or frustration. 
It may also cause embarrassment or confusion about sexual matters. Since a degree 
of apprehension surrounds any discussion of sexuality, more so in the Indian cul-
ture, the knowledge about sexual matters in both the genders may be questionable. 
Also, the attitude towards sexual matters, which includes beliefs, liking–disliking 
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as well as action tendencies, may differ between people with the same degree of 
knowledge. Clinical experience suggests that in many cases of psychosexual dis-
orders, sexual ignorance, misconceptions and attitudes play a significant role in the 
causation and perpetuation of the disorder. Hence, understanding a person’s knowl-
edge and attitude towards sexuality is useful for treatment planning.

One of the earlier studies (Singh et al. 1987) aimed to find the differences in sexual 
attitudes and knowledge in medical and non-medical postgraduate students. The inves-
tigators assessed sexual knowledge and attitude using a modified version of Sexual 
Knowledge and Attitude Test (SKAT) among male hostel-residing students at Panjab 
University and PGIMER, Chandigarh. The results showed that as compared to medi-
cal students, non-medical students had poorer knowledge and a relatively conservative 
attitude towards sexual matters. This suggested that knowledge and attitude differences 
existed between medical and non-medical students, presumably due to exposure to 
accurate anatomical and physiological information among medical students.

Various scales have been in vogue for measuring sexual knowledge and attitude. 
The Sex Knowledge and Attitude Questionnaire II (SKAQ II) was among the first 
such validated instrument developed in India. It was developed after Hindi translation 
of SKAT was done to create SKAQ I. The numbers of items were reduced further to 
yield a 55-item scale in Hindi. This well-validated scale measures sexual knowledge 
and attitudes (Avasthi et al. 1992). Out of the 55 items, 35 pertain to sexual knowledge 
(rated in a ‘yes’ or ‘no’ format) and 20 to sexual attitudes (rated on a Likert scale). The 
scale is easy to administer and score. Higher scores reflect a greater knowledge and a 
liberal attitude. Test–retest reliability of the test has been evaluated in a sample of 60 
subjects (20 with psychosexual disorder, 20 normal males and 20 normal females) and 
was found to be fair. The validity of the scale was checked in 80 subjects (20 experts, 
20 patients with psychosexual disorders, 20 normal males and 20 normal females). It 
was seen that males were more liberal in their attitudes towards sex than females, and 
experts had the most liberal attitudes among all the groups (Avasthi et al. 1992).

A scale has also been developed to assess the knowledge and attitude towards 
condoms (Avasthi et al. 1998b). This scale has a special relevance with the increasing 
number of patients with sexually transmitted diseases (STDs) and acquired immu-
nodeficiency syndrome (AIDS). The scale was developed by pooling items relating 
to the awareness and attitudes towards condoms. The final form of the scale had 62 
items: 26 items pertaining to knowledge and answered in a ‘yes’ or ‘no’ format, and 
36 items relating to attitudes rated on 5-point Likert format. The scale was field-
tested in a set of 60 healthy controls, 30 patients with STDs and 15 resident doctors. 
The scale was found to have good validity and reliability (Avasthi et al. 1998b).

A study was conducted at the PGIMER (Avasthi et al. 2005) to evaluate the 
impact of sexual knowledge and attitude on treatment outcome. The sample com-
prised of patients with premature ejaculation, erectile dysfunction or the combina-
tion of two. Knowledge and attitude was measured using the SKAQ. It was seen 
that patients in all the three groups had poor knowledge and a conservative attitude 
towards sexual matters. There were no significant relationship between the overall 
knowledge and attitude scores and the outcome. In an effort to improve the sex-
ual knowledge of subjects attending the clinic, a guide book on sex education was 
developed by Avasthi and Banerjee (2002).
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4  Dhat Syndrome: A Culture-Bound Neurosis in India

The term Dhat syndrome was coined by Prof Wig (1960), referring to a common 
culture-bound preoccupation with loss of semen in the Indian subcontinent. It 
is considered a form of culture-bound sexual neurosis (Bhatia and Malik 1991), 
which commonly affects young adult and adolescent males.

The evolution of the concept of Dhat syndrome can be traced to the teachings 
of Ayurveda. Ayurveda states that there are seven essential components of the body 
(the seven Dhatus). Semen is considered as the most concentrated and precious 
of these components. It is said that 40 meals make one drop of blood, 40 drops of 
blood make one drop of marrow and 40 drops of marrow make one drop of semen. 
Sushrut samhita writes that loss of semen in any form leads to draining of physical 
and mental energy. Charak samhita describes a disorder of shukrameha (draining 
of the semen), an entity similar to the present-day Dhat syndrome. Thus, ancient 
scriptures give paramount importance to conservation of semen.

The Dhat syndrome is usually presented as the loss of semen in young men, 
while passing urine or straining for stools. The associated symptoms commonly 
include vague and multiple somatic and psychological complaints like fatigue, list-
lessness, loss of appetite, lack of physical strength, poor concentration and for-
getfulness (Avasthi and Jhirwal 2005). These symptoms are usually accompanied 
by anxious or dysphoric mood. These patients may also have other disorders of 
sexual dysfunction, like premature ejaculation or erectile dysfunction. The patient 
ascribes his symptoms, including sexual dysfunction, to the passage of Dhat 
(semen or some whitish substance presumed to be semen) in the urine, or exces-
sive indulgence in sexual activity, masturbation or nocturnal emissions. Apart from 
a whitish discharge with urine, there are no other urinary symptoms. The patient 
may insist on passage of semen in the urine, though there is no objective evidence 
of the presence of semen. Neurotic depression (dysthymia) and generalised anxi-
ety disorder are the commonest disorders encountered in patients with the Dhat 
syndrome (Avasthi and Jhirwal 2005).

The Dhat syndrome is encountered not only in India, but also in other coun-
tries in the subcontinent like Nepal, Bangladesh and Pakistan (De Silva and 
Dissanayake 1989; Mumford 1996). Masturbation, excessive indulgence in sex-
ual activities, venereal diseases, urinary tract infections, overeating, constipation, 
worm infestation, disturbed sleep or genetic factors are believed to be the main 
aetiological factors (Bhatia and Malik 1991). A majority of the patients get infor-
mation about the Dhat syndrome from friends, colleagues or relatives, whereas 
some from posters, advertisements in mass media, magazines or quacks. The Dhat 
syndrome has also been described in females (Rajpal et al. 2013; Singh et al. 2001).

Standardised instruments have been developed for the assessment of the Dhat 
syndrome (Grover et al.; Sharan et al. 2003). The Dhat Syndrome Questionnaire 
(DSQ) is a comprehensive instrument looking at various aspects of the Dhat 
syndrome, including situations of passage of semen, reasons for passage, conse-
quences of passage, accompanying symptoms and common comorbidities (Grover 
et al. n.d.). The other instrument comprises of 13-item semi-structured question-
naire and is meant to be used as an interview schedule (Sharan et al. 2003).
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The treatment of Dhat syndrome poses some challenges. Explanation and reas-
surances do not prove to be of much use as they do not match with the culturally 
ingrained beliefs. Hence, some workers have recommended emphatic listening, 
a non-confrontational approach, reassurance and correction of mistaken beliefs, 
along with the use of placebo, anti-anxiety and anti-depressant medications, wher-
ever required (Wig 1998). A standardised treatment package for single males pre-
senting with the Dhat syndrome has been developed (Avasthi and Gupta 2002), 
which mainly includes sex education and relaxation exercises. Sex education mainly 
focuses on anatomy and physiology of sexual organs, with reference to masturba-
tion, semen, nocturnal emissions and the functioning of genito-urinary system. 
Relaxation therapy includes the Jacobson’s Progressive Muscular Relaxation 
Technique along with biofeedback. If there is the presence of associated anxiety or 
depressive symptoms that may impede the process of therapy, anxiolytics and/or 
antidepressants can be added for the minimum possible time and in minimum possi-
ble doses. This kind of treatment has been found to be quite useful for patients with 
the Dhat syndrome. A cognitive behavioural model of treatment has also been devel-
oped and tested for patients with the Dhat syndrome and comprises of assessment, 
psycho education and cognitive behavioural interventions (Abdul Salam et al. 2012).

Occasional case reports have also reported a female counterpart of the Dhat 
syndrome, which is characterised by subjective complaints of excessive passage 
of discharge per vaginum, associated with complaints of weakness and lethargy. 
These symptoms are attributed to passage of discharge per vaginum (Singh et al. 
2001; Rajpal et al. 2013).

5  Psychosexual Disorders and Effect on Spouses

Sexual intimacy can be considered an integral part of married life and can be a 
mutually satisfying experience. Hence, sexual disorders are likely to have an 
impact on the well-being of the marital unit and the spouse may also be affected. 
Moreover, various forms of marital and sexual therapies require the active coop-
eration of spouses. Here, we enumerate some studies that have assessed the impact 
of psychosexual disorders on spouses.

Kumar et al. (1999a, b) assessed the level of distress among wives of patients 
with psychosexual dysfunction and its relationship to marital adjustment. Their 
sample comprised of wives of 30 male patients with psychosexual dysfunction. 
The PGI Health Questionnaire N1 was used to ascertain the physical and psy-
chological distress, the Dyadic Adjustment Scale was used to assess marital func-
tioning, and the Dysfunctional Analysis Questionnaire was used to assess the 
dysfunction. A majority of the male patients suffered from combination of prema-
ture ejaculation and failure of genital response. Wives were found to be signifi-
cantly more distressed than husbands and exhibited higher degree of psychosocial 
dysfunction. However, wives still had normal marital adjustment. There was a sig-
nificant and positive association between distress and psychosocial dysfunction. 
Marital adjustment showed a significant negative association with both the distress 
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experienced and psychosocial dysfunction. These findings have important impli-
cations for the management of these disorders, as wives with more distress were 
likely to have poorer marital functioning and greater dysfunction.

A study by Avasthi et al. (2010) aimed to examine the psychosexual function-
ing of spouses of men with non-organic erectile dysfunction in terms of their sexual 
satisfaction, psychological problems, marital adjustment, quality of life and level of 
dysfunction. This study was a methodological advancement over the previous study 
(Kumar et al. 1999a, b). Fifty spouses of men with erectile dysfunction were com-
pared with fifty spouses of men without any psychosexual dysfunction. A wide vari-
ety of variables, which could affect sexual functioning were taken into consideration 
in this study. The Marital Questionnaire was used for assessing marital adjustment, 
the Quality of Life Enjoyment and Satisfaction Questionnaire was used to assess the 
degree of enjoyment and satisfaction, the Symptom Questionnaire was used to meas-
ure degree of distress and hostility, the Dyadic Adjustment Scale was used to assess 
marital adjustment, the Dysfunction Analysis Questionnaire was used to measure 
present level of functioning, and the Sexuality Scale was utilised to assess sexuality. 
It was seen that spouses of men with erectile dysfunction had significantly lower lev-
els of marital and sexual satisfaction, and higher levels of psychiatric symptoms than 
controls. Furthermore, spouses of men with non-organic erectile dysfunction also 
reported poor quality of life in most domains and had a greater level of dysfunction. 
The study emphasised that spouses of men with erectile dysfunction faced many dif-
ficulties, which also need to be recognised and attended to in clinical practice.

From the above studies, it can be postulated that if the psychosexual disorders 
are treated effectively, it is likely that the psychiatric symptoms, the marital adjust-
ment and the quality of life of the spouse may all improve. In case it is not possi-
ble to ameliorate the psychosexual disorders completely, it may still be worthwhile 
to attempt to reduce the distress and dysfunction in the spouses and offering medi-
cal assistance when needed.

6  Female Sexual Health

Female sexual health has been a relatively understudied area in India. Agarwal (1977) 
reported a case series of 17 females who had frigidity as one of their main complaints. 
All these patients had sought treatment for neurotic or somatic complaints, except 1 
patient who had sought treatment for frigidity. Ignorance regarding sexual activity, 
fear of pregnancy, marital disharmony, lack of proper residential accommodation, 
tiredness and poor precoital attention were cited as the factors responsible for frigidity.

Avasthi et al. (1998a) in their descriptive study of the attendees of a special 
clinic dealing with marital and sexual dysfunctions found that the number of 
female patients was only 13 out of a total sample of 464 patients (i.e. about 3.5 % 
of the total attendees). Vaginismus, dyspareunia and lack of sexual desire were the 
main problems reported.

Singh et al. (2009) assessed the sexual dysfunction in women attending a tertiary 
care medical clinic in south India. The researchers administered a Tamil version of 
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the Female Sexual Function Index to 149 married women. A high degree of sex-
ual dysfunction was found, and scores above the cut-off were present in two-thirds 
of the sample. Difficulties with desire were present in 77.2 % subjects; arousal 
in 91.3 %; lubrication in 96.6 %; orgasm in 86.6 %; satisfaction in 81.2 %; and 
pain during sexual intercourse in 64.4 %. Greater sexual dysfunction was present 
with increasing age. Sexual dysfunction was attributed by these women to physi-
cal illness in themselves or the partner, relationship problems and cultural taboos. 
Varghese et al. (2012) evaluated 150 young married clinic-attending women in 
South India. They found that a third of the sample met DSM-IV criteria for female 
sexual dysfunction. The common disorders were hypoactive desire (16.67 %), 
decreased arousal (14.67) and orgasmic disorders (18 %). Women with a diagnosis 
of sexual disorder had poorer quality of life and impaired social relationships.

Avasthi et al. (2008) conducted a study to assess the sexual functioning in young 
married women attending the paediatrics outpatient clinic of the PGIMER with non-
critically ill children. They found that out of the 100 subjects assessed with the Brief 
Index of Sexual Functioning for Women and the SKAQ II, most subjects considered 
sex as an important aspect of life. A majority of the participants were able to com-
municate their sexual desires to their spouses. More than half of the sample admitted 
having inhibition or anxiety while performing sexual activity. Most subjects revealed 
that both partners were satisfied with their sexual relationship. Peno-vaginal inter-
course was considered as the most frequent mode of sexual behaviour followed by 
kissing, foreplay, mutual masturbation and oral sex. A total of 17 % participants 
encountered one or more difficulties during sexual activities, and the study showed 
that the females had adequate knowledge and liberal attitudes.

Though there is some literature on female sexual functioning, more compre-
hensive data in this area are required as women constitute about half of the world 
population.

7  Impact of Psychotropics and Medical Disorders  
on Sexual Functioning

Psychotropic medications and medical conditions are known to cause sexual 
dysfunction. There have been a few studies assessing the impact of psychotropic 
medications in the Indian population. These have focused upon antipsychotics as 
well as antidepressants, the two common classes of drugs known to cause sexual 
dysfunction.

Grover et al. (2012) studied female patients attending the psychiatric outpatient 
and receiving a single antidepressant. It was seen that 21 % of the women tak-
ing antidepressants reported decreased sexual functioning after the initiation of 
antidepressants. Sexual dysfunction assessed using a structured instrument (the 
Female Sexual Function Index) revealed that 95 % of the sample had decreased 
desire, 60 % had decreased arousal, 37.5 % had decreased lubrication, 63.8 % 
had decreased orgasm, 55 % had decreased satisfaction and 25 % had pain dur-
ing sexual activity. Problem with lubrication were most frequent with tricyclic 
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antidepressants and problems of orgasm with mirtazapine. Another cross-sectional 
study of impact of antidepressants on sexual functioning in married women [meas-
ured with the Arizona Sexual Experience Scale (ASEX)] showed that sexual dys-
function was present in four-fifths of the sample of 76 patients (Kate et al. 2013).

Nebhinani et al. (2012) assessed the rate and typology of sexual dysfunction 
in male subjects with psychotic disorders at the PGIMER receiving trifluopera-
zine, risperidone or olanzapine. This is one of the few studies worldwide, which 
have assessed sexual dysfunction with more than one scale, i.e. the ASEX, the 
Psychotropic Related Sexual Dysfunction Questionnaire (PRSexDQ), and the 
sexual function section of the modified Udvalg for Kliniske Undersøgelser Side 
Effect Rating Scale (UKU) in the same study population. The rate of sexual dys-
function varied from scale to scale among the subjects (25 % on the ASEX, 37 % 
on the PRSexDQ and 40 % on the UKU). The rate of sexual dysfunction was high-
est for risperidone, followed by trifluoperazine and olanzapine. In a study from 
south India involving 102 subjects using Sexual Functioning Questionnaire (SFQ), 
Nagaraj et al. (2009) also found that risperidone was associated with greatest 
extent of sexual dysfunction.

Krishna et al. (2011) attempted to estimate the prevalence and impact of sexual 
dysfunction in patients with depression in remission and receiving antidepressants. 
Sexual functioning was assessed in 100 patients using the ASEX. Twenty-three 
percentage of subjects were found to have sexual dysfunction. 9 subjects had dys-
function in the domain of desire, 5 had arousal difficulty, 6 subjects had problem 
with erection, and 8 had a problem with orgasm. Sexual dysfunction was asso-
ciated with poor dyadic adjustment and quality of life. Sexual dysfunction did 
not translate into impairment in global assessment of functioning scores or poor 
compliance.

Another study evaluated the quality of life (QoL) of men (using World Health 
Organization Quality of Life-Bref version-WHOQOL-BREF) with type 2 diabetes 
mellitus (T2DM) suffering from erectile dysfunction and compared the same for 
men with diabetes mellitus without erectile dysfunction. Patients with erectile dys-
function had poorer QoL in all domains (except the physical domain); however, 
the differences between the two groups were significant only for the environmen-
tal domain (Avasthi et al. 2011).

Male sexual dysfunction has also been studied in patients attending the 
Department of Urology at the PGIMER. Lokanadham (1993) studied sexual 
functioning in patients undergoing prostatectomy and compared them to controls 
undergoing abdominal surgery. It was found that sexual functioning decreased and 
impotence occurred more frequently in those undergoing prostatactomy as com-
pared to that of controls. Jagadeesha (1995) compared sexual functioning in males 
undergoing procedures for urethral strictures. It was observed that optical internal 
urethrotomy was associated with considerable improvement in a significant pro-
portion of cases.

Thus, over the years, evidence is being consolidated regarding the extent of 
sexual dysfunction in patients with psychiatric disorders receiving psychotropic 
medications and patients with medical problems.
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8  Treatment Aspects

Treatment of psychosexual and marital disorders requires careful assessment. It is 
important to undertake detailed assessment of the patient and ascertain the pres-
ence of additional psychiatric disorders, which may contribute to the disorder or 
impair recovery. For psychosexual disorders, it is important to assess for medi-
cal causes like diabetes and arteriosclerosis which can explain or contribute to the 
causation of the disorder. Treatment approaches vary with the type of sexual dis-
order being encountered and include both pharmacological and psychotherapeutic 
means. Indian guidelines are available which have been developed on behalf of the 
Indian Psychiatric Society (Avasthi et al. 2006).

9  Pharmacological

A wide array of pharmacological options is available for treatment of erectile dys-
function. Among the oral agents, sildenafil citrate, a Phosphodiesterase E (PDE5) 
inhibitor (Avasthi and Biswas 2004), seems to be the most commonly used first-line 
drug for erectile dysfunction. The medication can be utilised on as-needed basis, 
about half an hour before the intercourse, and it has a short duration of action. The 
medication acts on non-adrenergic and non-cholinergic neurons of the corpus cav-
ernosa and releases nitric oxide. It has been shown to be fairly safe and efficacious 
in many randomised-controlled trials. However, it can cause hypotension in patients 
with coronary heart diseases receiving nitrates. Other longer-acting PDE5 inhibitors 
like vardenafil and taladafil are also being used. Lodenafil, mirodenafil, udenafil, sul-
foaildenafil and nitrosoprodenafil are the other PDE5 inhibitors that are available.

Other oral drugs that have been used for treatment of erectile dysfunction 
include yohimbine, trazodone, apomorphine and phentolamine mesylate. Certain 
intracavernosal injections have been tried for treatment of erectile dysfunction 
and include phentolamine mesylate, papaverine, vasoactive intestinal peptide and 
alprostadil (Fallon 1995). Combinations of these agents have been suggested as 
they might improve outcomes and require lesser amounts of the individual drugs. 
The intracavernosal injections have the potential side effects of priapism, pain, 
corporal fibrosis and scar tissue formation. Intraurethral therapy using alprostadil 
has also been tried in the treatment of erectile dysfunction.

For treatment of premature ejaculation, lidocaine has been utilised among the 
topical agents and SSRIs and tricyclic antidepressants among the oral medica-
tions. Among the SSRIs, fluoxetine and paroxetine have been found to be effective 
in treatment of premature ejaculation. Meta-analytic data support the efficacy of 
paroxetine in increasing the intravaginal latency time. Dapoxetine, a newer SSRI 
with a relatively short duration of action, has been widely utilised in recent times 
for treatment of premature ejaculation (Buvat et al. 2009). The medication can be 
used half an hour prior to intercourse on as-needed basis and can be combined 
with oral erectogenic drug like sildenafil. The drug can avoid the side effects of 
long-term use of SSRIs. There is some suggestion that PDE5 inhibitors can also be 
useful in increasing ejaculatory latency.
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Judicious use of pharmacological agents can help in effective treatment of psy-
chosexual disorders, especially when combined with psychotherapeutic interven-
tions. However, it must be emphasised that there is a relative lack of studies from 
India to evaluate patient preference, efficacy and tolerability of these pharmaco-
logical agents in India.

10  Psychotherapeutic Measures

Various forms of martial therapy and counselling are available for treating the 
problems and interpersonal issues encountered in the marital unit (Avasthi and 
Khurana 2005). The approach can be psychodynamic, cognitive–behavioural, 
interpersonal, eclectic and others. The techniques used in therapy vary from situ-
ation to situation. Psychodynamic therapy would include interpretation of behav-
iours in the light of past experiences and relationships of each of the partners. 
Cognitive behavioural measures would typically include emphasis on clear com-
munication between the couple, spending quality time with each other, and try-
ing to resolve contentious issues in an amicable manner. The type of intervention 
delivered in practice depends upon the theoretical background. Given the wide 
variety of marital units in different cultural backgrounds in India, ranging from the 
traditional to the modern, the type of intervention would need to be tailored.

Therapy for psychosexual disorders also often involves the couple. The Masters 
and Johnson’s technique is the most studied technique worldwide for psychosex-
ual disorders, wherein the couple is dealt with by a pair of male and female thera-
pists. Psycho education and selected exercises like caressing, foreplay and sensate 
focusing are utilised. For premature ejaculation, exercises like the ‘start and stop’ 
technique are used. The results of this therapy seem to be quite promising. In the 
Indian setting, the Masters and Johnson’s technique is likely to be utilised in high-
income group patients, with liberal attitudes, and with stable partners (Avasthi 
et al. 2003). Due to peculiar challenges faced in the Indian scenario and high rates 
of dropout, variations of the Masters and Johnson’s technique have been tried. It 
has been suggested that the dual-sex therapist team as well as the requirement for 
daily sessions can be dispensed with (Avasthi et al. 2003). However, no systematic 
studies are available from India exploring efficacy of marital therapy.

Apart from the above, standardised manuals have been developed for the treat-
ment of psychosexual disorders in single males (Avasthi and Gupta 2002). As sin-
gle men quite often present to the outpatient and are reluctant to bring in sexual 
partners, or approach for sexual ‘weakness’, manuals focusing on treatment on 
single males have significant empirical use. These manuals provide session-wise 
guidance for intervention with these patients.

Yoga has been tried in India for treatment of psychosexual disorders in both 
males and females with promising results (Dhikav et al. 2010a, b, 2007). Male 
and female sexual functioning had improved after a course of yoga in a camp in 
non-controlled trials (Dhikav et al. 2010a, b). In a comparative trial, it was seen 
that yoga was as effective, if not better than fluoxetine for premature ejaculation 
(Dhikav et al. 2007).
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11  Further Research and Training

Comparatively less attention has been focused upon marital and psychosexual 
disorders in the Indian setting. The need and importance of these disorders is 
reflected in the suggestion to establish a section in Indian Psychiatric Society 
dealing with sexual medicine (Sathyanarayana Rao and Avasthi 2008). Further 
research in these disorders is needed.

At present, many studies at the PGIMER are evaluating sexual dysfunction in 
alcohol- and opioid-dependent patients, and those patients being maintained on 
pharmacoprophylactic medications like naltrexone, disulfiram and acamprosate. 
These studies would further our knowledge about sexual dysfunction in these 
special groups of patients. Studies are also evaluating sexual dysfunction associa-
tion with mood stabilisers, and impact of sexual dysfunction on drug compliance 
is also being assessed. Phenomenology of the Dhat syndrome and its relationship 
with alexithymia is being looked into.

Qualitative studies about taboo, practices and biases regarding sexuality can 
help in enlightening about the cultural aspects of sexuality in India. Large-scale 
community studies on sexual disorders as well as normal sexuality can help in bet-
ter understanding of psychosexual functioning in the country. The course of the 
sexual problems can be better studied from clinic-based cohorts followed up at 
regular intervals. Treatment studies looking at impact of each component of thera-
peutic approach (suggestion, education and pharmacotherapy) can be undertaken. 
Treatment studies of the Dhat syndrome can be undertaken with blinded ratings on 
predefined efficacy measures. Marital issues can be explored in research settings, 
especially focusing on the distinction that differentiates pathological and normal. 
The marital typology can be dissected to know what interventions delivered would 
help a particular marital unit.

Effective help for treatment of psychosexual and marital problems requires some 
degree of training. Training of personnel, including psychiatrists, general practition-
ers, nurses as well as paramedical staff, should include awareness about sexual issues 
and problems. Training should also include ensuring privacy and confidentiality and 
showing sensitivity in dealing with sexuality and marital discord. Hopefully, with 
adequate impetus, the distress and dysfunction arising due to psychosexual and mari-
tal disorders can be ameliorated and those persons in need can be helped effectively.
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1  Introduction

This chapter contains a review of the practice electroconvulsive therapy (ECT) and 
research from around the world, but focuses mainly on the Indian developments 
from around the 1980s to the present.

ECT has been an effective, safe, evidence-based, but most controversial treat-
ment method in psychiatry for past few decades. The technique of ECT has under-
gone several modifications over the years to minimize the adverse effects of the 
procedure. The practice of ECT has also been extensively investigated, as have the 
mechanisms underlying its effect.

ECT has been quite frequently used for the treatment of psychiatric disorders in 
developing countries. There is a considerable body of Indian research on the different 
aspects of ECT. Approximately 250 research papers have been published in different 
journals, and more than half have been in the Indian Journal of Psychiatry (Gangadhar 
et al. 2010). Of note is the fact that Dr. DLN Murthy Rao published first ever article 
in 1958, describing the “Ectonus” method ECT stimulation with positive results. This 
method however became obsolete after newer developments in ECT administration. In 
India, there has been an ongoing debate regarding the recent ban on the use of unmod-
ified ECT by the Health Ministry. Nevertheless, many psychiatrists believe in effec-
tiveness of ECT and have opined that it must be continued as a method of treatment. A 
brief discussion on this  vsubject has also been included as part of this chapter.
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2  History

The journey of ECT began in 1938, when Ugo Cerletti and Lucio Bini started the 
practice of electrically inducing convulsions in people who had schizophrenia and 
noted startling improvements among these patients. This method quickly replaced the 
earlier insulin coma therapy and camphor-induced convulsive therapies. Though it was 
initially tried only in patients with schizophrenia, its effectiveness in depression was 
established soon after. Throughout the 1940s, the use of ECT quickly became wide-
spread, and it was used as a first-line therapy for schizophrenia and major depression.

Several modifications to the procedure quickly ensued during the 1950s, to enhance 
its safety and acceptability, such as the use of monitoring, anaesthesia and oxygenation. 
Its use however declined in the 1970s and the 1980s, when there came about several 
new developments in psychopharmacology. With the widespread use of pharmaco-
logical agents as first-line treatments for major psychiatric disorders, ECT is now more 
commonly used for patients with resistance to pharmacotherapy, except in the case of 
life-threatening illness due to inanition, severe suicidal symptoms or catatonia.

Work continues to explore the underlying mechanisms and biological charac-
teristics of effective ECT treatments, with interest in having the treatment focus on 
appropriate neural networks with a more efficient stimulus as a method of reduc-
ing cognitive side effects.

Despite the advent of several newer forms of somatic treatments, the efficacy 
of ECT has been unparalleled, and it continues to remain the most predominant 
method of brain stimulation till date.

3  Practice Parameters

Over the last few decades, several controlled trials have been done, which have 
measured the effect of various aspects of ECT administration on response rates 
and adverse cognitive effects, most frequently the types of electrode placement 
and stimulus dosing strategies.

Several guidelines have been published, which have evidence-based recommen-
dations about all aspects of the ECT technique. The most comprehensive and widely 
accepted amongst these are the American Psychiatric Association’s guidelines 
(Weiner 2001) and the Royal College of Psychiatrists’ guidelines (Scott 2005).

Leiknes et al. (2012) reviewed use and practice of ECT worldwide. A systematic lit-
erature search from 1990 to 2010 was carried out by the authors. The authors of this 
review have concluded that there is a considerable variation in administration of ECT 
worldwide. Unmodified ECT is substantially used today, not only in Asia (Over 90 %), 
Africa and Latin America, but is also practiced in Europe (Russia, Turkey and Spain). 
The authors found that the most common electrode placement is bilateral, but some 
places in Europe and Australia/New Zealand prefer unilateral ECT as first choice. 
Brief-pulse wave current devices are used worldwide. In Western countries (Europe, 
USA, Australia and New Zealand), unilateral ECT is preferably administered to elderly 
females with depression. In some places (Africa, Asia, Latin America and Russia), 
unmodified ECT is still administered to young and male patients with schizophrenia.
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4  Modified and Unmodified ECT

Earlier, unmodified ECT was practiced everywhere, but in this decade, modified 
ECT using general anaesthetic agents and muscle relaxants is the internationally 
accepted standard (Weiner 2001; Scott 2005) Despite this, many patients continue 
to receive unmodified ECT. Reasons has put forth for not practicing modified 
ECT include lack of anaesthetists, contraindication for anaesthesia and the cost 
involved in administering modified ECT. Some have suggested that there are cir-
cumstances, in which unmodified ECT is to be preferred than no ECT (Andrade 
2010). A decade earlier, a postal questionnaire survey of members of the Indian 
Psychiatric Society found that only 42 % of respondents who practiced ECT 
always administered modified ECT, while 24 % always practiced unmodified ECT 
(Andrade 1992, 1993). Another survey of teaching hospitals in 2001–2002, found 
that of 66 hospitals surveyed, 44(67 %) reported use of muscle relaxant (Andrade 
2010). So trend towards using modified ECT has been noted.

5  Electrode Placement

There have been many studies worldwide on facilitation of ECT response with 
electrode placement, but conclusive results are lacking. Bilateral ECT is more 
effective than unilateral, though cognitive side effects are found to be higher in 
bilateral ECT. Unilateral ECT requires a much higher stimulus in order to main-
tain efficacy, and this may nullify the advantage of having lesser cognitive adverse 
effects. Bi-temporal electrode placements are the most common method of admin-
istration. Although there has long been a theoretical interest in greater localization 
of the effects produced by electroconvulsive stimulation in brain tissue, neuro-
physiological and clinical findings related to the interaction of electrode placement 
and stimulus intensity have rekindled interest in concentrating current density in 
prefrontal areas by manipulating electrode placement. Viswanath et al. (2011) 
compared bi-frontal with bi-temporal electrode placements and found lesser cog-
nitive side effects with bi-frontal electrode placement.

6  Type of Stimulus

The original sine wave form of delivering current was replaced with constant-current 
brief-pulse machines in 1976, due to significant cognitive side effects with sine wave 
current. However, Andrade 1988 found that significantly more patients responded to 
Sine wave than to Brief pulse ECT. The last decade has seen the advent of an ultra-
brief-pulse stimulus, which when used in right unilateral ECT has been shown in con-
trolled trials to be as effective as both unilateral and bilateral brief-pulse ECTs, with 
almost no effect on cognitive functioning. Ultra-brief right unilateral ECT at six times 
the seizure threshold is equally effective as both brief-pulse bilateral ECT and brief-
pulse right unilateral ECT. Ultra-brief bilateral ECT at 2.5 times the seizure threshold 
was, however, an ineffective treatment. Patients with Schizophrenia and Depression 
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when treated with ECT -Bilateral 1.5 times the threasold level require similar ECT 
sessions as in threasold level but patients with  Mania showed clinical improvement at 
lesser ECT sessions when suprathreasold dose was used (Thirthalli et al. 2009).

7  Stimulus Dosing

According to American Psychiatric Association Task Force, on ECT 1990, the sei-
zure threshold can help guide the selection of the electrical stimulus dose at ECT. 
This threshold is smallest dose that can produce seizure.

A study by Janakirammaih et al. (1992) shows decrease in seizure duration 
reflecting increased seizure threshold, when compared between thrice weekly and 
twice weekly ECT treatments.

Gangadhar et al. (2003) examined the low and high pulse frequencies of stimu-
lus on seizure threshold and physiological response to ECT. The seizure threshold 
and no of sub-convulsive stimulation were lower with 50 pulses per second (PPS), 
compared to 200 PPS. Lower stimulus frequencies were more efficient in induc-
ing a seizure without compromising the physiological response to ECT. Gogoi 
et al. (2009, Unpublished) studied 21 patients on “stimulus dose, seizure duration, 
post-ictal disorientation and cognitive status following modified ECT” and found 
that as the number of ECT increased, the stimulus dose required also increased, 
more so in those who had received ECT earlier, while seizure duration decreases 
and post-ictal duration to reorient decreased; those with greater seizure duration 
took longer time to reorient. This study did not find any cognitive impairment 
with ECT; rather improvement was noted in domains of attention and concentra-
tion, immediate and delayed recall, visual retention and recognition and recent and 
remote memory among patients with schizophrenia.

8  Utilization Rates

There has been a large variation in the ECT utilization rates and clinical practice. 
The worldwide review on these parameters by Leikenes et al. (2012) found that

1. The treated person rate (number of ECTs per 10,000 population) ranges from 
0.11 to 5.1

2. Inpatient prevalence rate (i.e. inpatients who received ECT) was highest in 
Africa (21–28 %), in Asia it ranged from less than 9–26 % and in USA it was 
lowest at 0.4–1.3 %.

Average number of ECTs administered in Asia remains between 6 and 8, while in 
other countries it is higher. With regard to frequency of ECT administration, twice 
weekly seems to have better balance between therapeutic outcome and adverse 
effect in depressive disorder using bilateral ECT. Increasing frequency though 
associated with increase improvement in depression but would cause cognitive 
adverse effect  reviewed by Gangadhar and Thirthalli (2010)
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9  Efficacy of ECT

Evidence for ECT’s efficacy derives from several different sources. In the 1940s, open 
clinical series and case studies cited response rates of 80–90 % with the use of ECT as 
a first-line treatment. Decreased chronicity of illness, decreased morbidity and the sug-
gestion of decreased mortality were frequently cited as benefits of ECT. From the 1950s 
through the 1980s, ECT was subjected to randomized clinical trials with sham ECT and 
psychotropic medications as comparators. In the sham versus real ECT trials, anaesthe-
sia alone was used for comparison groups, because of a concern that there were benefits 
from its repeated use. ECT was shown to be consistently superior, and the further use of 
sham conditions has been abandoned in studies of major depression.

10  Indications

In the West, the most common indication for ECT is affective disorders, particu-
larly major depression (Leikenes et al. 2012), a survey of major teaching hospitals 
in India (Chanpattanna et al. 2007) found the most common indication for ECT in 
India is schizophrenia (36.5 %), major depression (33.5 %) and mania (17.9 %).

11  Schizophrenia

A review by Sackeim (1989), of double-blind studies at England from 1970 till 1980, 
found that real ECT is more effective than sham ECT in schizophrenia. Abraham and 
Kulhara, in 1987, studied 22 patients of schizophrenia, randomly allocated to real 
ECT and sham ECT. Patients with real ECT showed more improvement than simu-
lated ECT as measured by BPRS. But at the end of 6 months, superiority of real ECT 
was not confirmed. A double-blind study conducted on response of ECT in treatment-
resistant schizophrenia from India found favourable results (Goswami et al. 2003). 
The authors concluded that the recovery may be maintained with maintenance ECT. 
Non-affective catatonia which did not respond with lorazepam 6–8 mg per day for 5 
days showed good response to ECT administered in a double-blind trial; hence, ECT 
was proposed to have superior efficacy compared to lorazepam in non-affective cata-
tonia (Girish and Gill 2003). Painuly and Chakrabarti (2006) conducted a review and 
metaanalysis all the Indian research, which had examined the combination of ECT and 
antipsychotics in schizophrenia. They found that the ECT–antipsychotic combination 
was more efficacious than drugs used alone in the first few weeks of treatment. The 
effect, however, was short-lasting, and there was no significant difference between the 
two groups (ECT and antipsychotics vs. antipsychotics alone) after more than 5 weeks 
of treatment. Tharyan and Adams in 2005 published a systematic review of all double-
blinded RCTs done worldwide on ECT in schizophrenia. The findings suggested that 
ECT, combined with treatment with antipsychotic drugs, may be considered an option 
for people with schizophrenia, particularly when rapid global improvement and reduc-
tion of symptoms is desired. There was no evidence however that this early advantage 
for ECT is maintained over the medium to long term, except in some cases where 
there was resistance to medications.
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Phutane et al. (2011) studied indications of schizophrenia prescribed ECT in 
a 1 year period and did a frequency analysis. The authors found that among 202 
patients with schizophrenia, the most common indication was “to argument phar-
macotherapy” (n = 116), and the most common target symptoms were catatonic 
symptoms (n = 72). Overall, ECT appears to be effective in schizophrenia and 
may improve response to medication. Catatonic as well as paranoid symptoms 
and other positive symptoms respond the best. Bilateral high-dose treatments are 
preferable, titrating their number to response. Augmenting medication (even clo-
zapine) with ECT and using ECT for prevention of relapse appears justified by 
existing research, but there is a need for more specifically designed studies to pro-
vide conclusive data in this regard.

12  Depression

From the 1950s onward, there has also been interest in the relative efficacy of anti-
depressants and ECT. In these reports, ECT has been found to be 20–40 % more 
effective than medications, and there has not been a study that found medication to 
be superior to ECT.

Many of the antidepressants investigated in the past have been superseded by 
newer compounds, such as the specific serotonin reuptake inhibitors and pharma-
cologically unique agents such as bupropion and mirtazapine. Unfortunately, there 
is little data to inform comparisons of ECT and modern pharmaceuticals.

Janakiramaiah et al. (1992) studied seizure duration over ECT sessions in mel-
ancholic depression and found that the thrice weekly ECT failed to have adequate 
response and later cumulatively increased the seizure duration. Moreover, the 
add-on the third ECT treatment cost more; also treatment outcome did not differ 
between twice weekly and thrice weekly groups.

13  Mania

With the advent of pharmacological agents, particularly lithium and anticonvul-
sants and atypical antipsychotics, which have become the mainstay of manage-
ment of manic episodes, the use of ECT is generally reserved for patients with 
very severe symptoms of mania or patients resistant to medications.

Evidence of ECT use in mania has reported 75–80 % response rates, most of 
the evidence being in the form of uncontrolled case series. Mixed states, rapid-
cycling disorder and delirious manic states are known to particularly show good 
response to ECT.

Sikdar et al. (1994) compared real ECT with sham ECT in patients of mania, 
among patients simultaneously treated with chlorpromazine in a double-blind con-
trolled study. They demonstrated that a combination of ECT and a moderate dose 
of an antipsychotic was extremely effective in rapidly aborting an acute episode of 
mania.
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A double-blinded randomized controlled trial compared the efficacy and safety 
of bi-frontal with bi-temporal electrode positioning in patients of acute mania 
(Hiremani et al. 2008). It found that patients in the bi-frontal placement group had 
significantly more rapid improvement rates, compared to the bi-temporal place-
ment group. In addition, there were no significant differences in cognitive func-
tioning between the two groups after the fifth ECT.

ECT in Bipolar disorder has been reviewed by Bharadwaj et al. 2012 and 
found that nearly 90 % of  patients of bipolar disorder especially mania with psy-
chotic symptoms and severe depression with psychotic symptoms showed >50 % 
improvement in standard rating scales and 3/4th of them achieved remission.

14  Others Diagnoses

Neurological conditions such as the neuroleptic-induced extrapyramidal symp-
toms improved when ECT was used to treat underlying psychiatric conditions 
(Gangadhar et al. 1983; Goswami et al. 1989). Bilateral ECT was used in psycho-
sis associated with Parkinson’s disease with good improvement of psychosis and 
had no cognitive side effects (Muralidharan et al. 2011). ECT in mental retarda-
tion in patients with different psychiatric disorders was studied, and a favourable 
outcome was found among those resistant to pharmacotherapy (Chopra and Sinha 
2002). A pre-pubertal (11 years) patient of catatonia was prescribed ECT with 
effective results that reported in a case study by Thakur and Dutta in 2001.

15  Maintenance ECT

Continuation and maintenance ECT has been found to be safe and effective treatment 
for relapse and recurrence prone patients who have responded to a course of ECT. 
Few prospective as well as retrospective studies are available from India (Table 1).

Table 1  Prospective and retrospective studies available from India

CM-ECT means weekly for 1st month, every 2 weeks for 2 months and 3rd month, and than 
monthly
DT = Drug Therapy; FU = Follow up

Author Design Sample Result

Srinivasan 
et al. (1995)

Prospective study
CM—ECT + DT at low doses 
(6–24 months) FU/E = 8–24 months 
after CM-ECT

N = 4
2 MDD and 2 BD

Improved and 
better response 
to drugs after 
CM-ECT

Gupta et al. 
(2008)

Case–control study
CM-ECT versus no CM-ECT 
administered.
FU/E during CM-ECT and 4 years 
afterwards. Mean interval between 
session—2.5 weeks

N = 38, elderly chronic 
depressives and recur-
rent depressives

Significant 
decrease in 
the number 
of admissions 
and in days of 
hospitalizations
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16  Mechanism of Action

Effects of ECT on platelet serotonin uptake in patients with major depression have 
been studied by Dalal and Lal in 1998. In this case–control study, platelet sero-
tonin uptake was significantly raised after ECT, which was significantly lower in 
depression. This was indicative of the role of the serotonergic system in explain-
ing effects of ECT. Jayakumar and Girish in 2001 tried to detect cerebral oedema, 
1 day prior to the first ECT and at 2 hours after second ECT. Magnetic resonance 
imaging T2 relaxation time, which is an indicator of brain water content, was 
measured in the hippocampus and the thalamus of patients with depression receiv-
ing unilateral ECT; no differences were found. The authors concluded that ECT 
did not produce any brain oedema, and so ECT treatment may be considered safe. 
An animal model was used to study the effect of single ECT on dopamine auto-
receptor down-regulation in the rat brain. The results suggested that ECT did not 
produce any acute and time dependent dopamine autoreceptor effects (Gangadhar 
et al. 1990).

17  Side Effects of ECT

Fractures of long bones are evident in many studies in unmodified type of ECT 
use. This was one main reason for advocating modified ECTs. Side effects associ-
ated with direct ECTs are not seen in modified type, although the adverse effects 
do occur in other areas which are evident in many studies. However, Gangadhar 
et al. (1983) found that ECT-treated patients reported fewer subjective side effects 
than imipramine-treated patients.

ECG abnormalities such as sinus tachycardia, ventricular premature beats, 
minor ST-T wave changes, increased amplitude, prolonged QTC intervals and ele-
vated blood pressure lasting for more than 30 min are seen after ECT.

Cognitive side effects have been the main concern related to ECT. Jain et al. 
(2008) studied 373 patients who received ECT over 8 years. Of them, 56 (16 %) 
were more than 60 years of age; 66 % had a comorbid medical illness, and this 
was associated with higher risk of cognitive side effects. Again cognitive impair-
ment has been found to be associated with ictal increase of blood pressure. 
20 patients of depression with melancholic features were administered ECT and 
assessed before the first and after the second ECT. It was found that ictal systolic 
blood pressure was negatively correlated with the non-verbal memory score, but 
not with verbal score. This is hypothesized to be due to generalization of seizure 
or the stimulus administered.

Andrade et al. in 2000 studied 50 patients who had received bi-fronto tempo-
ral unmodified ECT. The results showed that 52 % of the patients complained of 
backache, of which 14 % had severe backache, and this was found to be more 
common in older patients. Gender, height or body weight did not predict the pres-
ence or severity of backache. One patient had vertebral fracture, which was not of 
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serious kind. This study concluded that incidence of musculoskeletal morbidity is 
much less than it was thought earlier (20–40 % incidence in earlier studies).

18  Predictors of Response

Several studies have evaluated predictors of response in depression. Melancholic 
features, psychotic symptoms and catatonic symptoms are some of the clinical 
predictors of good response to ECT. Gupta et al. 2000 could identify duration of 
past episode, suicidal thought and somatic symptom that could distinguish good 
and poor responders of ECT in severe depressives. The effects of duration of the 
seizure and EEG characteristics have also been evaluated in Indian studies. A 
smaller post-seizure EEG fractal dimension after the first ECT predicted subse-
quent response to ECT in the course of depression (Gangadhar et al. 1999).

Cardiovascular changes that occur in ECTs pointed to potency of seizure and 
indicated the therapeutic efficacy of ECT in another study (Gangadhar et al. 2010). 
The authors concluded that ictal rate pressure product (RPP = heart rate × sys-
tolic blood pressure) can be an additional clinical measure, as ictal RPP increased 
when there was an adequate cerebral seizure (Gill et al. 2002). Saravanan et al. 
(2002) reported RPP response to ECT recorded under no Atropine condition pre-
dicted therapeutic  response in depressive disorder.

Though medication-resistant patients respond to ECT, it predicts poor response 
to ECT in mania when compared with those in whom ECT was used as first-line 
treatment (Mukherjee et al. 1994). Symptoms of anger, irritability and suspicious-
ness are associated with poor response to ECT.

19  Use in Special Populations

19.1  Children and Adolescents

The American Academy of Child and Adolescent Psychiatry (AACAP) issued a 
guideline titled “Practice parameter for use of ECT with adolescents” (Ghaziuddin 
et al. 2004). ECT use is recommended for adolescents with serious psychiatric dis-
orders, such as persistent major depression, schizoaffective disorder, schizophre-
nia or history of manic episodes, with or without psychotic features, catatonia and 
neuroleptic malignant syndrome. Patient’s symptoms must be severe, persistent 
and significantly disabling, what can include life-threatening symptoms, such as 
refusal to drink or eat, uncontrollable mania, florid psychosis, severe suicidal risk 
and lack of treatment response (at least two adequate trials of appropriate drugs, in 
association with other therapeutic modalities). ECT may be considered earlier in 
cases when psychopharmacological treatment is not tolerated by the patient, when 
adolescent is significantly incapacitated, not being able to take medication or when 
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waiting for response of psychopharmacological treatment may put the patient’s 
life at risk.

Despite clear evidence that ECT is as safe and effective in children and ado-
lescents as in adults, its use is much debated and has been restricted. Adolescents 
subjected to ECT accounted for only 1.4 % of the total in India (Chanpattanna 
et al. 2005), as compared to around 6 % in Asia overall (Chanpattanna et al. 2010).

A retrospective study in India (Grover et al. 2013) showed this rate to be higher 
(5.7 %) in one centre, and the most common indication was for schizophrenia and 
other psychotic disorders, commonly with catatonic symptoms. ECT was effective 
in 76 % of the cases, and the most common side effects were headache or nau-
sea and prolonged seizures (8 %). There was no significant cognitive impairment 
following ECTs identified in any of the patients. The same has been reported in 
Western literature; children and adolescents have less cognitive impairment than 
adults following a course of ECT.

19.2  Elderly

Depressive disorders are very common in the elderly, are more likely to be severe, 
with higher risk of suicide, and frequently require hospital admission. Due to the 
high prevalence of physical comorbidity, problems associated with the concomi-
tant use of several medications and suicidality, ECT remains an important modal-
ity for treatment of depression in elderly. Although studies have shown that, 
treatment with ECT is safe and effective, its use in the elderly population is still 
mired in controversy. In a study by Jain et al. in 2007, elderly patients made up 
15 % of those who received ECT. An overwhelming majority had depression, and 
most were severely ill and medication resistant. Comorbid physical problems were 
common and seemed to contribute to cognitive side effects. However, side effects 
were usually mild and not incapacitating. About 80 % showed some response to 
treatment. Those who had received more than three ECTs and had inadequate 
antidepressant treatment prior to ECT were more likely to respond. Thus, ECT 
appears to be a safe and effective treatment in elderly patients. However, particular 
caution needs to be exercised in the subgroup with comorbid physical problems, 
which may be more vulnerable to cognitive adverse effects.

20  Attitudes, Knowledge and Perceptions Among Users

Studies on understanding the factors influencing patient choice of ECT provide a 
source of insight into the interplay between measures of response and perceived 
value of this treatment to patients, lending perspective to patient-centred quality 
improvement efforts.

In a study by Rajagopal et al. in 2012, patients who received ECT were found 
to be largely unaware of the procedure. Though most did not find the experience 
of ECT upsetting, sizeable proportions expressed dissatisfaction with aspects 
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such as informed consent, fear of treatment and memory impairment. Although 
patients were mostly positive about ECT, ambivalent attitudes were also com-
mon, but clearly negative views were rare. Relatives were significantly likely to 
be more aware, more satisfied with the experience and have more favourable atti-
tudes towards ECT, than patients (Grover et al. 2011; Rajagopal et al. 2012, 2013). 
Patients are many a times not well informed about ECT (Chakrabarti et al. 2010a).

21  Legal Aspects of ECT in India

The draft of the Mental Health Care Bill, 2011 (Thippeswamy et al. 2012), pro-
hibits the administration of unmodified ECT. In several parts of the country, 
unmodified ECT still continues to be practiced owing to lack of anaesthesiologists, 
specialized equipment and cost factors. When viewed against the risk of muscu-
loskeletal complications such as fractures, the immediate administration of ECT 
would be life saving in conditions such as catatonia. Rather than not giving ECT 
at all, giving a sub-optimal form of treatment may be justifiable in these circum-
stances. However, it is still debated if such a ban would be reasonable.

The draft also disallows the administration of ECTs in any form to minors. It 
has however been seen that ECT is the most effective form of treatment in certain 
situations—such as catatonia and severe suicidality. Several psychiatrists, in view 
of the fact that it may be a life-saving treatment in these conditions, have opposed 
such a blanket ban on ECTs in children and adolescents.

22  Future Perspectives

Research definitely shows much evidence for efficacy of ECT rather than its 
adverse effects. ECT treatment in recent decade is more sophisticated. The ECT 
machine has EEG and EKG monitoring, stimulus dose can be titrated and seizure 
may be measured even though debate on prescribing ECT is endless. However, in 
our opinion, the patient’s perspective has a great role in prescribing ECT, as I have 
seen patients with depression and relatives of patients of depression and schizo-
phrenia in our setup asking for ECT treatment. Perhaps the perception of efficacy 
with ECT is no longer hidden to the public or misconception of brain damage or 
stigma with ECT is no more prevalent, but this needs further research in psychia-
try setup and in the community as well. The term electroshock (earlier used) must 
be totally replaced by the term ECT while taking informed consent, even though 
at times patients and relatives do enquire about whether ECT is a shock therapy. 
Though unmodified ECT is better than no ECT, modified ECT must be practiced 
all over India as long as this option is available. For those who cannot afford ECT, 
treatments may be offered at a subsidized cost. Further research especially in the 
area of cognition and ECT is needed; double-blind trials on different aspects of 
efficacy and studies examining the mechanism of ECT will guide us towards a 
more conclusive opinion about use and practice of ECT.



544 K. Deka and S. Balachander

References

Abraham, K. R., & Kulhara, P. (1987). The efficacy of electroconvulsive therapy in the treatment 
of schizophrenia. A comparative study. BJP, 151, 152–155.

American Psychiatric Association, Committee on Electroconvulsive Therapy, Weiner R. D. 
(2001). The Practice of Electroconvulsive therapy: Recommendations for Treatment, 
Training and Privileging: A task force report of the American Psychiatric Association, 2nd 
Edition, Washington DC: American Psychiatric Association.

Andrade, C. (1992). The practice of electroconvulsive therapy in India: Considerable room for 
improvement. Editorial. Indian Journal of Psychology Medicine, 15, 14.

Andrade, C. (1993). Seizure duration and related issues in ECT for endogenous depression. 
Indian Journal of Psychiatry, 35, 43–47.

Andrade, C. (2010). Variations on a theme of unmodified ECT: Science or heresy? The Journal 
of ECT, 26, 30–31.

Andrade, C., Rele, K., Sutharshan, R., & Shah, N. (2000). Musculoskeletal morbidity with 
unmodified ect may be less than earlier believed. Indian Journal of Psychiatry, 42, 156–162.

Andrade, C., Gangadhar, B. N., Subbakrishna, D. K., Channabasavanna, S. M., & Pradhan, N. 
(1988).  A Double-Blind Comparison of Sinusoidal Wave and Brief-Pulse Electroconvulsive 
Therapy in Endogenous Depression. Convulsive Therapy, 4(4). http://journals.lww.com/ectjo
urnal/toc/1988/04040

Bharadwaj, V., Grover, S., Chakrabarti, S., Avasthi, A., & Kate, N. (2012). Clinical profile and 
outcome of bipolar disorder patients receiving electroconvulsive therapy: a study from north 
India. Indian Journal of Psychiatry, 54, 41–47.

Chakrabarti, S., Grover, S., & Rajagopal, R. (2010a). Electroconvulsive therapy: A review of 
knowledge, experience and attitudes of patients concerning the treatment. World Journal of 
Biological Psychiatry, 11, 525–537.

Chakrabarti, S., Grover, S., & Rajagopal, R. (2010b). Perceptions and awareness of electrocon-
vulsive therapy among patients and their families: a review of the research from developing 
countries. The Journal of ECT, 26, 317–322.

Chanpattana, W., Kramer, B. A., Kunigiri, G., Gangadhar, B. N., Kitphati, R., & Andrade, C. 
(2010). A survey of the practice of electroconvulsive therapy in Asia. Journal of ECT, 26, 
5–10.

Chanpattana, W., Kunigiri, G., Kramer, B. A., & Gangadhar, B. N. (2005). Survey of the practice 
of electroconvulsive therapy in teaching hospitals in India. Journal of ECT, 21, 100–104.

Chopra, V. K., & Sinha, V. K. (2002). ECT in mentally retarded subjects with psychiatric illness. 
Indian Journal of Psychiatry, 44, 57–64.

Dalal, P. K., Lal, N., Trivedi, J. K., Seth, P. K., Agarwal, A. K., & Khalid, A. (1998). Active plate-
let 5-HT uptake in major depression. Indian Journal of Psychiatry, 40, 60–66.

Gangadhar, B. N., Choudhary, R. J., & Channabasavanna, S. M. (1983). ECT and drug induced 
Parkinsonism. Indian Journal of Psychiatry, 25, 212–213.

Gangadhar, B. N., Phutane, V. H., & Thirthalli, J. (2010). Research on electroconvulsive therapy 
in India: An overview. Indian Journal of Psychiatry, 52, S362–S365.

Gangadhar, B. N., Ramadevi, G., Andrade, C., & Pradhan, N. (1990). Single electroconvulsive 
shock and dopamine autoreceptors. Indian Journal of Psychiatry, 32, 302–304.

Gangadhar, B. N., Subbakrishna, D. K., Janakiramaiah, N., Motreja, S., NarayanaDutt, D., & 
Paramehwara, G. (1999). Post-seizure EEG fractal dimension of first ECT predicts antide-
pressant response at two weeks. Journal of Affective Disorders, 52, 235–238.

Gangadhar, B. N., & Thirthalli, J. (2010). Frequency of electroconvulsive therapy sessions in a 
course. Journal of ECT, 26, 181–185.

Gangadhar et. al. (2003). Seizure asymmetry with greater amplitude on the stimulated side 
in unilateral ECT. Paper presented at the 51st Annual National Conference of Indian 
Psychiatric Society, India:Hyderabad.

http://journals.lww.com/ectjournal/toc/1988/04040
http://journals.lww.com/ectjournal/toc/1988/04040


54527 Electroconvulsive Therapy: Research from India

Ghaziuddin, N., Kutcher, S., & Knapp, P. (2004). Practice parameter for use of electroconvulsive 
therapy with adolescents. Journal of American Academy of Child and Adolescent Psychiatry, 
43, 1521–1539.

Gill, N. S., Girish, K., & Gangadhar, B. N. (2002). Ictal RPP—A supplement to cuff method in 
detecting ect-induced cerebral seizure. Indian Journal of Psychiatry, 44, 29–33.

Girish, K., & Gill, N. S. (2003). Electroconvulsive therapy in lorazepam non-responsive catato-
nia. Indian Journal of Psychiatry, 45, 21–25.

Girish, K., Jayakumar, P. N., Murali, N., Gangadhar, B. N., Janakiramaiah, N., & Subbakrishna, 
D. K. (2001). ECT and T2 relaxometry: A static walter proton magnetic resonance imaging 
study. Indian Journal of Psychiatry, 43, 22–24.

Goswami, U., Kumar, U., & Singh, B. (2003). Efficacy of electroconvulsive therapy in treatment 
resistant schizophreinia: A double-blind study. Indian Journal of Psychiatry, 45, 26–29.

Goswami, U., Sunil, D., Kuruvilla, K., Eva Papp, Andras, P. (1989). Electroconvulsive therapy in 
neuroleptic-induced parkinsonism. Biological Psychiatry, 26(3), 234–238. http://www.biolog
icalpsychiatryjournal.com/issue/S0006-3223(00)X0372-1

Grover, S., Chakrabarti, S., Khehra, N., et al. (2011). Does the experience of electroconvulsive 
therapy improve awareness and perceptions of treatment among relatives of patients? Journal 
of ECT, 27, 67–72.

Grover, S., Malhotra, S., Varma, S., Chakrabarti, S., Avasthi, A., & Mattoo, S. K. (2013). 
Electroconvulsive therapy in adolescents: A retrospective study from north india. Journal of 
ECT, 29(2), 122–126. http://journals.lww.com/ectjournal/toc/2013/06000

Gupta, S., Tobiansky, R., Bassett, P., & Warner, J. (2008). Efficacy of Maintenance 
Electroconvulsive Therapy in recurrent depression: A naturalistic study. Journal of ECT, 24 
(3), 191–194.

Gupta, N., Avasthi, A., & Kulhara, P. (2000). Clinical variables as predictors of response to elec-
troconvulsive therapy in endogenous depression. Indian Journal of Psychiatry, 42, 60–65.

Hiremani, R. M., Thirthalli, J., Tharayil, B. S., & Gangadhar, B. N. (2008). Double-blind rand-
omized controlled study comparing short-term efficacy of bifrontal and bitemporal electro-
convulsive therapy in acute mania. Bipolar Disorders, 10, 701–707.

Jain, G., Kumar, V., Chakrabarti, S., & Grover, S. (2008). The use of electroconvulsive therapy in 
the elderly: a study from the psychiatric unit of a north Indian teaching hospital. Journal of 
ECT, 24, 122–127.

Jain, G., Kumar, V., Chakrabarti, S., & Grover, S. (2007). Use of electroconvulsive treatment in 
elderly: A clinical audit. Indian Journal of Psychiatry, 49, 31.

Janakiramaiah, N., JyotiRao, K. M., Praveen, J., Sujatha, L., Gangadhar, B. N., & Subbakrishna, 
D. K. (1992). Seizure duration over ECT sessions: Influence of spacing ECTs. Indian 
Journal of Psychiatry, 34, 124–127.

Leiknes, K. A., Schweder, L. J. V., Høie, B., & 283. (2012). Contemporary use and practice of 
electroconvulsive therapy worldwide. Brain Behavior, 2(3), 283–344.

Mukherjee, S., Sackeim, H. A., & Schnur, F. B. (1994). Electroconvulsive therapy of acute manic 
episodes: A review of 50 years’ experience. American Journal of Psychiatry, 151, 169–176.

Muralidharan, K., Thimmaiah, R., Chakraborty, V., & Jain, S. (2011). Bifrontal ECT for drug-
induced psychosis in Parkinson’s disease. Indian Journal of Psychiatry, 53, 156–158.

Painuly, N., & Chakrabarti, S. (2006). Combined use of electroconvulsive therapy and antipsy-
chotics in schizophrenia: the Indian evidence. A review and a meta-analysis. Journal of ECT, 
22, 59–66.

Phutane, V. H., Thirthalli, J., Kesavan, M., Kumar, N. C., Gangadhar, B. N., & 149. (2011). Why 
do we prescribe ECT to schizophrenia patients? Indian Journal of Psychiatry, 53, 149–151.

Rajagopal, R., Chakrabarti, S., & Grover, S. (2013). Satisfaction with electroconvulsive therapy 
among patients and their relatives. Journal of ECT, 29(4), 279–286. (Epub ahead of print).

Rajagopal, R., Chakrabarti, S., Grover, S., & Khehra, N. (2012). Knowledge, experience & atti-
tudes concerning electroconvulsive therapy among patients & their relatives. Indian Journal 
of Medical Research, 135, 201–210.

http://www.biologicalpsychiatryjournal.com/issue/S0006-3223(00)X0372-1
http://www.biologicalpsychiatryjournal.com/issue/S0006-3223(00)X0372-1
http://journals.lww.com/ectjournal/toc/2013/06000


546 K. Deka and S. Balachander

Sackeim, H.A. (1989 Review). In The Practice of Electroconvulsive Therapy: Recommendations 
for Treatment, Training and Privileging(2nd Edn.). American Psychiatric Association

Saravanan, E. S., Gangadhar, B. N., Janakiramaiah, N., Pandey, R. S., Murthy, H. S., & 
Subbakrishna, D. K. (2002). Does higher cardiovascular response to ECT predict early anti-
depressant effect? Journal of Affective Disorders, 69, 101–108.

Scott, A. I. F. (2005). The ECT Handbook (2nd Edn). London: Royal College of Psychiatrists.
Sikdar, S., Kulhara, P., Avasthi, A., & Singh, H. (1994). Combined chlorpromazine and electro-

convulsive therapy in mania. British Journal of Psychiatry, 164, 806–810.
Srinivasan, T. N., Suresh, T. R., & Jayaram, V. (1995). Issues in the use of maintenance electro-

convulsive therapy. Indian Journal of Psychiatry, 37, 139–142.
Thakur, A., Dutta, S., Jagadheesan, K., & Sinha, V. K. (2001). Electroconvulsive therapy in pre-

pubertal catatonia: A case study. Indian Journal of Psychiatry, 43, 354–356.
Tharyan, P., & Adams, C. E. (2005). Electroconvulsive therapy for schizophrenia. Cochrane 

Database Systematic Reviews. 18: CD000076.
Thippeswamy, H., Goswami, K., & Chaturvedi, S. (2012). Ethical aspects of public health legis-

lation: The mental health care bill, 2011. Indian Journal of Medical Ethics, 9, 46–49.
Thirthalli, J., Kumar, C. N., Bangalore, R. P., & Gangadhar, B. N. (2009). Speed of response to 

threshold and suprathreshold bilateral ECT in depression, mania and schizophrenia. Journal 
of Affective Disorders, 117, 104–107.

Viswanath, B., Narayanaswamy, J. C., Thirthalli, J., & Gangadhar, B. N. (2011). Effectiveness 
of bifrontal ECT in practice: A comparison with bitemporal ECT. Indian Journal of 
Psychological Medicine, 33, 66–70.



547

Chapter 28
Newer Somatic Treatments: Indian 
Experience

S.K. Praharaj, R.V. Behere and P.S.V.N. Sharma

© Springer India 2015 
S. Malhotra and S. Chakrabarti (eds.), Developments in Psychiatry in India,  
DOI 10.1007/978-81-322-1674-2_28

1  Introduction

Psychopharmacological and non-pharmacological interventions have inherent 
limitations in the treatment of neuropsychiatric disorders. The somatic treatment 
approaches such as modified electroconvulsive therapy (ECT) are associated with 
risks of anaesthesia and cognitive adverse effects. Therefore, there is a recent surge 
of interest in newer somatic treatment approaches in psychiatric disorders, which 
are device-based, circuit-based and which have more focal actions in the key tar-
get regions of the brain. Several such approaches are being studied including tran-
scranial magnetic stimulation (TMS) or recurrent transcranial magnetic stimulation 
(rTMS), transcranial direct current stimulation (tDCS), vagus nerve stimulation 
(VNS) and deep brain stimulation (DBS). In this chapter, Indian studies using these 
treatment modalities for various neuropsychiatric disorders have been reviewed.

2  Transcranial Magnetic Stimulation (TMS)

TMS is a non-invasive tool, which is used for studying cortical functions, and it 
has therapeutic applications in various neuropsychiatric disorders. It works on the 
principle of electromagnetic induction, involving a bank of capacitors, which dis-
charges very large current (peak current  ~5,000 A), which rapidly flows through 
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a simple circuit and then through a copper wire coil. This subsequently results in 
the induction of a brief and pulsed magnetic field (rise time ~0.1 ms, field strength 
~2 T), which is perpendicular to the electric current. When the copper coil is held 
to the head of the subject, this induced magnetic field generates an electrical cur-
rent, which is parallel to the plane of the coil and of adequate intensity to cause 
localised depolarisation of superficial, cortical and subcortical neurons, generating 
a propagating action potential, which is then used to study the various neuronal 
functions (George et al. 2002). The application of TMS can produce immediate 
(within seconds) effects, such as quick jerky movements and perception of flashes 
of light. Different frequencies of TMS have been found to result in divergent inter-
mediate-term (seconds to several minutes) biologic effects. Studies have revealed 
that repeated stimulation of a single neuron at low frequency produces long lasting 
inhibition of cell-to-cell communications, which is called as long-term depression 
(LTD; Bear 1999); conversely, repeated high-frequency stimulation can improve 
cell-to-cell communication by long-term potentiation (LTP; Malenka and Nicoll 
1999). In low-frequency rTMS (or slow rTMS), stimulation of less than 1 Hz is 
applied for a longer duration (10–15 min), resulting in LTD of cortical neurons, 
whereas high-frequency rTMS (or fast rTMS) involves greater 1 Hz frequency 
stimulation for a shorter duration, manifested as neuronal LTP (Wassermann et al. 
1996). Long-term (days to weeks) effects have also been observed with TMS 
administration, reflected as sustained changes in neurotransmitter release, signal-
ling pathways and gene expression (Post and Keck 2001).

2.1  rTMS in Depression

The therapeutic effects of rTMS have been robust in the field of depression as 
shown by meta-analysis of the studies, though only small to medium effect sizes 
have been reported (Berlim et al. 2013a, b). Two major strategies have been used, 
which have similar antidepressant effect: high-frequency rTMS to the left prefron-
tal cortex (PFC) and low-frequency rTMS to the right PFC, the latter is better tol-
erated with lower risk of seizure (Rachid and Bertschy 2006).

Ray et al. (2011) conducted a randomised controlled study on the efficacy 
of adjunctive high-frequency rTMS of the left PFC in 45 patients with moder-
ate-to-severe depression. These patients received 10 daily sessions of active or 
sham rTMS (10 Hz, 90 % of resting motor threshold—MT, 20 trains, 6 s dura-
tion, 1,200 pulses/day). Depression and psychosis were rated using the Structured 
Interview Guide for the hamilton depression rating scale (SIGH-D) and brief psy-
chiatric rating scale (BPRS), respectively, before and after rTMS. There was sig-
nificant effect of treatment over time for both SIGH-D and BPRS scores, with high 
effect sizes. Similar results were observed with the psychotic subgroup. Another 
randomised, double-blind, controlled trial by Lingeswaran (2011) on a smaller 
sample (n = 23) using six sessions of rTMS (10 Hz, 100 % of MT, 10 trains, 5 s 
duration, 1 min inter-train interval) over the left PFC failed to find a difference 
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between active and sham stimulations. The small sample size and fewer rTMS 
sessions could have resulted in lack of efficacy of active rTMS in their study 
(Praharaj 2011).

In an open-label study (Jhanwar et al. 2011a, b), 21 patients with treatment-
resistant major depressive disorder (defined as failing to respond to an adequate 
trial of at least 2 antidepressants) received add-on high-frequency rTMS (10 Hz, 
110 % of MT) over the left PFC for 4 weeks. An intention-to-treat analysis 
showed significant reduction in mean HAM-D17 scores from 30.80 (SD 5.00) to 
19 (SD 6.37). In a case study, Chatterjee et al. (2012) used high-frequency rTMS 
over the left PFC in a patient with treatment-resistant depression who went into 
complete remission following treatment. Although the authors described it as 
maintenance rTMS, they had used a prolonged course of rTMS (20 sessions) only 
during the depressive episodes. The number of pulses delivered was high (2,000–
3,000 pulses per session), which could have led to the greater than expected 
improvement. In another single case study, Bagati et al. (2012) used high- 
frequency rTMS over the left PFC of a patient with treatment-resistant depres-
sion, who subsequently developed a seizure during the fourth rTMS session. He 
received further rTMS sessions under the cover of antiepileptic drug valproate and 
improved without any recurrence of seizures.

In a novel design, Nongpiur et al. (2011) compared the efficacy of adjuvant, 
frequency-modulated, active-priming rTMS with sham-priming stimulation in 
the theta range in patients with moderate-to-severe depression receiving low- 
frequency rTMS. 40 patients with moderate-to-severe depression were  alternately 
assigned to receive add-on, active-priming rTMS (4–8 Hz; 400 pulses, at 90 % of 
MT) or sham-priming stimulation followed by low-frequency rTMS (1 Hz; 900 
pulses at 110 % of MT) over the right PFC. They were rated with the SIGH-D, 
the BPRS, and the Clinical Global Impression-Severity of Illness (CGI-S) scale at 
baseline, after the 5th and 10th rTMS, and 2 weeks post-rTMS treatment. For the 
SIGH-D scores, there was a significant improvement in the active group over time. 
Stepwise linear-regression analysis showed that age at onset significantly pre-
dicted the SIGH-D scores after the 5th rTMS session in the active-priming group. 
Pre-stimulation with frequency-modulated priming stimulation in the theta range 
had greater antidepressant effect than low-frequency stimulation alone.

Venkatesh Babu et al. (2012) studied the efficacy of add-on high-frequency 
rTMS over the right parietal cortex in patients with moderate-to-severe, unipolar 
depression. 30 patients were randomly assigned to receive active or sham rTMS 
(10 Hz; 1,200 pulses at 90 % MT). They were rated with the Structured Interview 
Guide for the Hamilton Depression Scale (SIGH-D), the Beck’s depression 
Inventory (BDI), the Hamilton Anxiety Scale (HAM–A) and the CGI-S at base-
line, after the 5th and the 10th rTMS and 2 weeks post-rTMS treatment. There was 
a significant effect of treatment over time as shown by changes in the SIGH-D, the 
BDI and the CGI-S scores in the active group, compared to sham group.

Udupa et al. (2007) examined the effect of rTMS versus treatment with esci-
talopram on cardiac autonomic parameters, including heart rate variability in 67 
patients with major depressive disorder. Heart rate variability measures suggested 
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a significant improvement in sympathovagal balance in the group receiving rTMS, 
as compared to the escitalopram group. In an extension of this study, which 
included three patients groups (n = 94) receiving either rTMS or tricyclic antide-
pressants (TCAs) or selective serotonin reuptake inhibitors (SSRIs), Udupa et al. 
(2011) found that measures of cardiac autonomic function improved in rTMS 
group, worsened in TCA group, and there was no change in the SSRI group. 
These preliminary studies suggest a cardioprotective role for rTMS in patients 
with depression. This finding is important in the context of evidence suggesting 
enhanced risk of cardiovascular events in patients with depression.

In a single case study, Mehta et al. (2013) found enhanced mirror neuron activ-
ity (change in motor evoked potential from resting to observation phase) during 
catatonia in a patient with bipolar depression, which disappeared after resolution 
of catatonia.

2.2  rTMS in Schizophrenia

In schizophrenia, hypoactivity of prefrontal cortex plays a role in the pathophysi-
ology of negative symptoms, for which high-frequency rTMS of the prefron-
tal cortex has been used, whereas for positive symptoms such as hallucinations, 
which are associated with hyperactivity of temporoparietal areas, low-frequency 
rTMS has been studied (Mishra et al. 2011).

Goyal et al. (2007) studied the efficacy of adjuvant 10 Hz suprathreshold 
left prefrontal rTMS in negative symptoms of schizophrenia in a double-blind, 
controlled design in 10 patients with psychopathology, depression and global 
improvement ratings before and after the rTMS sessions. Compared to sham treat-
ment control group, active rTMS significantly improved negative symptoms, irre-
spective of change in depressive symptoms.

Bagati et al. (2009) studied the efficacy of low-frequency left temporopari-
etal rTMS for auditory hallucinations in schizophrenia. Forty patients were ran-
domised to experimental or control groups. The experimental group received 
add-on low-frequency rTMS (1 Hz, 90 % MT) over left temporoparietal cortex 
for 10 days, and the control group received only antipsychotics. The changes in 
the psychopathology scores for the auditory hallucinations were recorded using 
the auditory hallucination recording scale. A significant improvement was found 
in auditory hallucinations in the experimental group as compared to the control 
group.

Garg et al. (2013a, b) studied high-frequency cerebellar vermal rTMS in a 
patient with treatment-resistant schizophrenia. This patient received 10 sessions of 
rTMS in the theta frequency range (5 Hz for the first 7 trains, 6 Hz for the next 
7 trains and 7 Hz for the rest 6 trains), at 100 % MT, 20 trains of 30 pulses each 
to a total of 600 pulses. There was a worsening of auditory verbal hallucinations, 
whereas an improvement was seen in anergia and thought disorder.
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Thirthalli et al. (2008) in a single case study have described use of maintenance 
rTMS in a patient with treatment-refractory auditory hallucinations. rTMS (1 Hz, 
100 % motor threshold) was administered over the left temporoparietal cortex ini-
tially once daily, 5 times a week for 2 weeks. Maintenance rTMS was then contin-
ued at a frequency of once weekly for 6 weeks, once fortnightly for 6 fortnights 
and once monthly for 3 months. The patient achieved near total remission in audi-
tory hallucinations, with significant improvement in functioning levels at week 4, 
which was maintained at the end of 8 months.

In an observational study, Mehta et al. (2012) examined mirror neuron activity 
using single-pulse TMS in schizophrenia patients (n = 27). There was significant 
correlation between mirror neuron activity (as measured by the per cent change in 
motor evoked potential from resting to observation stage) and emotion recognition 
index (a measure of social cognition).

2.3  rTMS in Mania

There are only a few studies on the therapeutic efficacy of rTMS in the manic 
phase of bipolar disorder. High-frequency rTMS of the right PFC has been found 
to be effective in mania, suggesting that the therapeutic effect may show a lateral-
ity effect opposite to that in depression.

Praharaj et al. (2009) studied the efficacy of adjunctive right prefrontal high-
frequency suprathreshold rTMS treatment in patients with bipolar affective disor-
der, mania, compared to sham stimulation. Forty one right-handed patients with 
mania were randomised to receive daily sessions of active or sham rTMS (20 Hz, 
110 % of MT, 20 trains, 10 s inter-train interval) over the right dorsolateral pre-
frontal cortex for 10 days. Mania was rated using the Young Mania Rating Scale 
(YMRS) and the Clinical Global Impression (CGI) at baseline and after the 5th 
and the 10th rTMS. There was a significant effect of treatment over time for both 
the YMRS and the CGI-S scores suggestive of add-on therapeutic efficacy.

Pathak and Sinha (2008) examined the efficacy of adjunctive right prefrontal 
high-frequency (rapid) and left prefrontal low-frequency rTMS treatment in chil-
dren and adolescents with manic episodes. 28 patients were administered rapid 
rTMS (20 Hz right prefrontal rTMS, 20 trains per session, each train for 2 s and 
inter-train interval of 10 s) and 25 low-frequency rTMS (1 Hz left prefrontal 
rTMS, 20 trains per session, each train for 40 s) for 2 weeks each. In both groups, 
patients were randomly assigned to active and sham group. They were rated using 
the YMRS and the CGI at baseline, after the 5th and the 10th rTMS. There was no 
significant improvement in psychopathology rating scores (YMRS and CGI-S) in 
the patients receiving active rapid rTMS or low-frequency rTMS as compared to 
sham controls. The results of this study do not support an active therapeutic effect 
of add-on rapid right prefrontal or low-frequency left prefrontal rTMS in children 
and adolescents with mania.
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2.4  rTMS in Substance Abuse

Studies have also revealed the potential anticraving effects of rTMS in substance 
dependence. Muralidharan et al. (2008) explored the differences in the functioning 
of cortical inhibitory systems in high-risk (n = 15) and low-risk (n = 15) patients 
with alcohol dependence using single-pulse TMS. High-risk subjects had sig-
nificantly shorter contralateral and ipsilateral (iSP) silent periods and a relatively 
higher prevalence of ‘absent’ iSP. They had significantly higher mean externalising 
symptom scores than low-risk subjects, and there was a significant negative cor-
relation between iSP duration and externalising symptom scores. These findings 
suggest that high-risk subjects have relative impairments in cortico-cortical and 
transcallosal inhibitory mechanisms resulting in central nervous system hyperex-
citability, which may be aetiologically linked to the excess of externalising behav-
iours. In another study (Muralidharan et al. 2013), resting motor threshold (the 
minimum stimulus intensity required to elicit a motor evoked potential of greater 
than or equal to 50 μV in at least 50 % of trials) and motor threshold 1 (defined 
as the lowest stimulus intensity required to elicit a motor evoked potential greater 
than 1 mV in at least 50 % of trials) was not significantly different in high-risk 
(n = 16) and low-risk (n = 12) patients with alcohol dependence, using single-
pulse TMS.

In a similar study, Mishra et al. (2010) examined the anticraving efficacy 
of high-frequency rTMS in patients with alcohol dependence. 45 patients with 
alcohol dependence syndrome were allocated to active and sham rTMS in a 2:1 
ratio. Stimulation was given over the right PFC (10 Hz, 4.9 s per train, inter-train 
interval of 30 s, 20 trains per session, total 10 sessions). The Alcohol Craving 
Questionnaire (ACQ-NOW) was administered to measure the severity of alcohol 
craving at baseline, after the last rTMS session and 1 month after the last rTMS 
session. There was a significant reduction in the post-rTMS ACQ-NOW total score 
and factor scores in the group allocated active rTMS, compared to the sham stimu-
lation, with high effect sizes.

2.5  rTMS in Obsessive Compulsive Disorder (OCD)

Studies evaluating the therapeutic efficacy of rTMS in OCD are limited, and the 
results have been rather inconsistent. Sarkhel et al. (2010) studied the efficacy of 
adjunctive right prefrontal high-frequency rTMS treatment in OCD patients. 42 
patients were randomly assigned to receive 10 sessions of active rTMS (10 Hz, 
110 % of motor threshold, 4 s per train, 20 trains per session) or sham stimulation. 
They were rated on the Yale Brown Obsessive Compulsive Scale (YBOCS), the 
Hamilton Rating Scale for Depression (HAM-D), the Hamilton Rating Scale for 
Anxiety (HAM-A) and the CGI-S at baseline, day 14 and day 28. There was no 
effect of treatment over time for the YBOCS, but a significant effect of treatment 
over time was found for both the HAM-D and the HAM-A scores, with medium 
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effect sizes. It was concluded that adjunctive high-frequency right prefrontal rTMS 
does not have any significant effect in the treatment of OCD. However, it was 
modestly effective in the treatment of comorbid depressive symptoms in patients 
with OCD. In a case study, Bishnoi and Jhanwar (2011) administered an extended 
course of rTMS (60 sessions, initially 5 sessions per week for 6 weeks, then once 
weekly for 6 months) over the right PFC in a patient with treatment-resistant OCD 
and found significant reduction in the YBOCS score, which was maintained at 
3 months following discontinuation of treatment.

Kumar and Chadda (2011) studied add-on rTMS over the supplementary 
motor cortex in treatment-refractory OCD patients. 12 right-handed persons 
with medication-resistant OCD were administered rTMS as an add-on treatment. 
Stimulation was given at 1 Hz for 10 s followed by 15 s pause and 100 trains of 
stimulus over the supplementary motor area (SMA) per session for 5 days in a 
week. Assessments were done on Y-BOCS at baseline and after rTMS. Mean 
scores on Y-BOCS reduced significantly from 26.17 to 17.17 at the end of 
treatment.

3  Transcranial Direct Current Stimulation (tDCS)

tDCS involves the continuous passage of a very small current between electrodes 
at least one of which is placed upon a specific site on the head. The amplitude of 
the current is usually in the region of 1–3 mA, and the stimulation time is usually 
about 20 min. tDCS has been found to be efficacious in the treatment for major 
depression (Berlim et al. 2013). There have been no studies of tDCS in depression 
from India.

3.1  tDCS in Schizophrenia

Rakesh et al. (2013) in a case study used tDCS as monotherapy for auditory hal-
lucinations in schizophrenia. Stimulation was carried out with the anode over left 
dorsolateral prefrontal cortex (midway between F3 and FP1) and the cathode over 
left temporo-parietal junction (midway between T3 and P3) at 2 mA for 20 min. 
The sessions were conducted twice a day (separated by at least 3 h) on 5 con-
secutive days. There was cessation of auditory hallucinations after first two tDCS 
sessions, which was maintained after the last session along with improvement in 
insight.

Andrade (2013) studied tDCS in a 24-year-old female schizophrenia patient who 
had severe, clozapine-refractory, continuous auditory hallucinations. The tDCS cath-
ode was placed midway between T3 and P3, and the anode over F3, in the 10–20 elec-
troencephalogram electrode positioning system. Once daily, 20-min tDCS sessions 
at 1 mA intensity produced noticeable improvement within a week: cognitive and 
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psychosocial functioning improved followed by attenuation in the experience of hal-
lucinations. There was greater than 90 % self-reported improvement within 2 months. 
Benefits accelerated when the current was raised to 3 mA, treatment duration was 
increased to 30 min sessions, and session frequency was increased to twice daily. The 
patient improved from a psychosocially vegetative state to near-normal functioning. 
Once- to twice-daily domiciliary tDCS was continued across nearly 3 years and is still 
ongoing. Benefits attenuated or were even lost when alternate day session spacing was 
attempted or when electrode positioning was changed; benefits were regained when 
the original stimulation protocol was reintroduced. There was confirmation of benefit 
in 2 separate on-off-on situations, which occurred inadvertently and under blinded 
conditions. There were no adverse events attributable to tDCS.

4  Vagus Nerve Stimulation (VNS)

VNS is performed by stimulation of the left cervical vagus nerve using a subcu-
taneous generator that sends an electrical signal to the nerve. The generator is 
implanted into the left chest wall, and the bipolar electrodes are wrapped around 
the left vagus in the neck through a special incision and tunnelled under the skin 
towards the chest. The stimulation parameters, which can be adjusted by the physi-
cian, include current intensity, pulse width, frequency and duration of the on and 
off periods. VNS has been found to be effective in treatment of depression (Martin 
and Martín-Sánchez 2012), but there are no reported studies from India.

5  Deep Brain Stimulation (DBS)

DBS is based on the assumption that chronic high-frequency stimulation of the 
brain areas might be similar to surgical ablation of these areas. The DBS elec-
trodes are implanted in the brain using stereotactic techniques. Stimulation can 
be programmed to continuous or intermittent firing or to on and off cycles dur-
ing fixed time intervals. DBS is reversible, and the stimulation parameters can be 
changed according to patient’s symptoms or disease progression. DBS has been 
suggested as a treatment for psychiatric disorders, such as depression (Anderson 
et al. 2012) and obsessive-compulsive disorder (Mian et al. 2010).

6  Other Newer Somatic Treatments

Several others methods of focal neuromodulation such as transcranial low-voltage 
pulsed electromagnetic fields stimulation (Martiny et al. 2010), magnetic seizure 
therapy (MST; Lisanby et al. 2003) and direct cortical stimulation (Nahas et al. 
2010) have been investigated for various psychiatric conditions.
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7  Conclusions

TMS and tDCS are promising modes of somatic treatments. These treatment 
modalities have the advantage of being non-invasive in nature and can provide 
site specific stimulation of target brain areas. Preliminary evidence from stud-
ies performed in India suggests a beneficial role for these treatment modalities in 
depression, schizophrenia, mania, substance use disorders and OCD. However, 
larger randomised controlled trials are needed to establish safety and efficacy of 
the newer somatic treatments, before they can be advocated for routine clinical use 
in the Indian context. Future research should also focus on DBS and VNS as treat-
ment modalities for psychiatric disorders.
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1  Introduction

Psychosocial interventions occupy a unique place in the comprehensive care of 
patients with diagnosable mental health concerns. However, the term ‘psychoso-
cial intervention’ has been referred to in the published literature in a variety of 
contexts and with various meanings. The term has been utilised in the field of 
psychiatry, psychology, sociology, nursing, behavioural medicine and many other 
allied disciplines. In its simplistic and broad meaning, the term refers to ‘a system-
atic attempt to modify a psychosocial process’ (Glass 2000). According to such a 
definition, any measure undertaken to change a social or psychological attribute 
may be considered as a psychosocial intervention. Such a broad definition would 
encompass any intervention at the individual, family, workplace, community and 
population level that attempts to change the psychological or social situation.

Having such a broad definition is of scant practical use, as this would include 
interventions such as structured psychotherapy, pharmacotherapy, legislative meas-
ures to curb substance use, health insurance regimens and community awareness 
programmes under the fold of psychosocial interventions. This chapter utilises a 
narrower definition of psychosocial intervention in the context of mental health 
services. Those interventions have been considered as psychosocial interventions, 
which have utilised psychological and social measures delivered in a relatively non-
technical setting that act at the individual and family level to improve psychosocial 
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functioning of the patient. The present definition is a pragmatic one to limit its scope 
and differentiate it from interventions like pharmacological management, structured 
psychotherapy and population-based implementation of policies. Thus, the definition 
suggests inclusion of measures such as psycho-education, family education, compli-
ance enhancement and others under the purview of psychosocial interventions. Such 
a differentiation may look artificial on face value, but is necessary to focus upon the 
important group of interventions which are not of clinically administered ‘therapies’, 
but nonetheless may positively impact the psychosocial functioning.

Some related and overlapping terms should be considered while discussing this 
field. Counselling is defined by Gustad (1953) as a learning-oriented process car-
ried in a one-to-one social environment, in which a counsellor who is profession-
ally competent in psychological skills and knowledge seeks to assist a client by 
appropriate methods to make the client happier or a more productive member of 
the society. Social work is defined as a profession that promotes social change, 
problem-solving in human relationships and the empowerment and liberation of 
people to enhance well-being (Hare 2004). Psychotherapy has been defined as the 
treatment by psychological means of problems of an emotional nature in which a 
trained person deliberately establishes a professional relationship with the patient 
with the object of removing, modifying or retarding existing symptoms, of mediat-
ing disturbed patterns of behaviour and of promoting positive personality growth 
and development (Wolberg 2005). Appraising these related terms is important for 
a clearer conceptualisation of the term ‘psychosocial intervention’.

2  Salient Attributes of Psychosocial Situation in India

Many factors make the psychosocial milieu in India distinct and unique when com-
pared to the West. This translates to salient distinctions in the manner in which psy-
chosocial interventions can be delivered and are actually done. Firstly, the family 
set-up and the modes of family function in India are different from those of the some 
of the Western countries. The family in India has been described as a stable cohe-
sive unit, with patriarchal outlook with multi-generational families being common 
(Avasthi 2010; Kohlmeyer and Fernandes 1963). Interdependence among the family 
members is the norm. Personal distance and formality in inter-personal relations are 
uncommon in the family context. The family due to its closeness has been shown to 
provide substantial support and care to the mentally ill (Sethi 1989). Due to greater 
tolerance and better acceptance of the mentally ill patients by the families in India, 
cohort of patients with schizophrenia showed better outcome (Leff et al. 1990).

The second issue that distinguishes psychosocial scenario in India is with respect 
to the extent and mechanisms of provision of social security and heath care services. 
Most people in India do not have health insurance and pay out of pocket for treat-
ment of health conditions or depend upon government hospitals and clinics. The 
governmental health sector is relatively overburdened, as is often not able to deliver 
quality services to all the patients. Moreover, there are no disability benefits to 
patients with chronic mental conditions. Such patients have to depend upon their own 
resources or those of their family members to make a living and obtain treatment 
and mental health care services. To fill up the void, non-governmental organizations 
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(NGOs) have taken commendable initiatives, but the provision of care and services 
has been patchy, driven by restricted agendas and lack common planning.

Thirdly, the perspective of patients and their family members about the causa-
tion and treatment of psychiatric illnesses is at a variance with the west. Magico-
religious beliefs are common, and family members often attribute the genesis of 
the illness to supernatural forces (Kulhara et al. 2000; Srinivasan and Thara 2001). 
Thus, many patients approach the mental health services after being channelled 
through the faith healers and are quite often delayed in seeking appropriate care. 
Taking a second opinion from a faith healer is common for some patients who have 
shown partial response to treatment, with the hope that complete recovery could be 
achieved by countering the effects of black magic or by placating the Gods. Such a 
practice is common not only to the uneducated, but also among the educated.

Fourthly, the willingness to undergo certain forms of treatment, especially psy-
chotherapy, is somewhat different. It has been remarked that the psychological 
sophistication of patients from India may not be as high, resulting in poor interest, 
adherence or impact of psychotherapeutic measures (Manickam 2010; Neki 1975; 
Varma 1982). This could be due to generally lower levels of education in India. 
However, such a situation does not mean that psychotherapy cannot be practiced at 
all, but careful selection of patients is required.

Thus, there are certain specific facets, which need to be considered while 
appraising psychosocial interventions conducted in India, so that interpretation of 
the findings is made in the right perspective.

3  Research on Psychosocial Interventions from India

A wide variety of psychosocial interventions have been attempted successfully in 
individuals and families with psychiatric disorders. These have grouped according 
to the type of intervention and are as follows.

3.1  Involvement of Families in the Care of Hospitalised 
Patients

Family members can contribute a lot to the management of patients with psy-
chiatric disorders. In fact, in India, they are the primary caregivers at home and 
are involved in the day-to-day issues of the patients. However, previously, when 
patients with psychiatric disorders were hospitalised in the psychiatric institutions, 
the hospital staff looked after the patients and family members had little to do with 
patient care. The outlook began to change with time, especially with the efforts of 
Vidyasagar in Amritsar and Narayanan and others in Bangalore, who encouraged 
active involvement of family members in the treatment process, so that early rein-
tegration with the society could be achieved (Narayanan et al. 1972).

Verghese (1988) systematically studied the role and advantages of family mem-
bers in the treatment of patients with psychiatric disorders. At his centre in Vellore, 
two relatives of patients were required to stay during the period of admission in 
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the ward. The assistance of the relatives was taken in the day-to-day care of the 
patients. Group meetings of the relatives were conducted with the social workers, 
nurses and occupational therapists discussing about various aspects of mental ail-
ments. In an assessment of 100 relatives who were evaluated at time of admission 
and at 4 weeks, it was seen that over the course of ward stay, the perception about 
the illness improved and considerable information was gained by the relatives 
about the aetiology of the disease, treatment and rehabilitation process.

Other programmes have also suggested that the inclusion of the family members 
in the treatment process led to better outcomes (Shanker and Menon 1991). Hence, 
deinstitutionalisation has been suggested to manage the patients at the community 
level with the active help of the family members (Krishnamurthy et al. 2000).

3.2  Psychoeducation

Psychoeducation refers to a set of measures aimed to increase patients’ and the 
family members’ knowledge of the illness and its treatment and to develop some 
degree of insight in the process (Xia et al. 2011). It can be presented in the form 
of individual sessions with the patient or the family member or caregiver, a session 
involving the entire family together, or conducted in groups. It can be delivered in 
a set of the structured sessions, with each session having a particular agenda, or in 
the form of unstructured sessions, wherein the queries are answered sequentially.

A few studies have studied psychoeducation of the patients and the family in India. 
Kulhara et al. (2009) conducted a randomised controlled study comparing nine once-a-
month structured psychoeducation sessions with routine care in a cohort of 76 patients. 
The intervention was delivered by two trained mental health professionals using specific 
training manuals developed for the study. Structured psychoeducation intervention was 
found to be significantly better than routine outpatient care on several measures includ-
ing psychopathology, disability, caregiver support and caregiver satisfaction. The psy-
choeducation intervention package was simple and was considered quite feasible. The 
intervention was quite cost effective and required around $25 per patient-family unit.

Other researchers have also carried forth substantive work for exploring the useful-
ness of individual and family educational programmes in patients with schizophrenia 
and other psychiatric illness (Ponnuchamy et al. 2005; Shihabuddeen and Gopinath 
2005; Thara et al. 2005). Open group formats in which many caregivers aggregate 
and discuss about the illness under the supervision of a therapist, counsellor or social 
worker seem to be an easily carried out modality for delivering psychoeducation. 
Apart from the educational component, these incorporate elements of support among 
the members of the group. These forums, typically conducted once a month, provide 
an opportunity to clarify doubts, demystify myths, developed coping, learn from oth-
ers’ experiences and ventilate about their own difficulties and emotional distress.

Many programmes have included psychoeducation as one of the compo-
nents of the total intervention package (Chatterjee et al. 2003; Patel et al. 2010). 
Identifying the exclusive role of psychoeducation may be difficult in such studies. 
Nonetheless, these studies do emphasise the need for psychoeducation for com-
plete and effective programme delivery.
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3.3  Community Outreach

Community outreach interventions involve modifications of the standard service 
delivery by bringing therapeutic processes closer to the patient. It involves provi-
sion of service at the doorstep of the patient and reduces dropouts and non-adher-
ence. Such a community outreach usually involves psychosocial inputs.

The Raipur Rani project (Wig et al. 1981) was one of the first systematic struc-
tured community intervention projects in India. The project was carried out in the 
Raipur Rani block of Ambala district in Haryana, north India, and covered a popula-
tion of around 60,000 in about 100 villages. Neuro-psychiatric cases such as psycho-
sis, epilepsy, mental retardation and depressive and anxiety neurosis were identified, 
and a limited list of needed drugs was drawn up for providing to the patients. At the 
primary health centre, a weekly psychiatric clinic was set up, which brought psy-
chiatric care services closer to the community. It was seen that regular follow-up at 
the centre depended upon the accessibility and distance from patient’s residence. 
Training of the health personnel was undertaken with the aim of building acceptabil-
ity of services, easy access of care, expanding the workforce to deliver psychiatric 
treatment and maintain continuity of care. The services, especially that of follow-up 
care, were decentralised to the sub-centres, where brief assessment and provision of 
treatment was conducted by health workers under the overall supervision of psychia-
trists. The project proved successful and paved way for other such projects.

Suman et al. (1980) studied 30 patients with schizophrenia attending a com-
munity clinic, exploring the problems encountered. Further interventions that were 
tried included regular home visits, family counselling, marital counselling, con-
tact with social welfare agencies and providing an understanding about the illness. 
They observed multiple issues in these patients such as high level of expectation, 
excess emotional involvement, problems with long-term treatment, problems with 
marriage, rehabilitation issues and residual symptoms.

A project was initiated from National Institute of Mental Health and Neurosciences 
(NIMHANS) (Chandrashekar et al. 1981) catering to about 120 villages around the 
rural health centre of Sakalwara. The centre was manned by a psychiatrist, a psychi-
atric social worker and a psychiatric nurse. The strategies involved free prescription of 
drugs and rigorous attempts to keep the patient under follow-up. Severe and chronic 
psychotics showed a good response to treatment, and persuasive efforts were required 
to make patients accept long-term medications.

Apart from the Raipur Rani Project and Sakalwada Project, other community 
outreach and intervention programmes have been developed and introduced. The 
Bellary project was launched in Karnataka to cover an entire district (Murthy 
1998), the success of which led to expansion of psychiatry through the National 
Mental Health Programme and the District Mental Health Programme to bring the 
services closer to the community.

In a set of studies by Pai and Kapur (1982, 1983), routine inpatient care was 
compared to home visits by nurses. The frequency of visits was determined by the 
severity of patient condition. It was seen that home visits by nurses was associ-
ated with better clinical outcomes. The nurse home care group had better social 
functioning of the patients and greatly reduced the burden on the families. This 
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modality of intervention also was associated with lower costs. Chatterjee et al. 
(2003) in a community intervention study of patients with psychotic disorders 
concluded that an comprehensive intervention comprising psychotropic medica-
tion, psychoeducation, adherence management, psychosocial rehabilitation and 
support for employment was associated with greater reductions in disability. Thus, 
we see that community outreach has a positive impact on the outcome of patients.

3.4  Camps

The camp approach has been quite successful in providing mental health and de-
addiction services to the community. In this modality, ‘camps’ are organised 
with the involvement of a host organisation involved in social welfare activities. 
Resources and infrastructure for the camp are mobilised from the community. 
Awareness is spread about of the conduct of the camp. During the camp, patients 
are evaluated by trained physicians and psychiatrists. Counselling is provided, and 
medications are supplied wherever possible. Aftercare and follow-up are provided, 
and referrals are made for serious cases. This kind of intervention helps those 
patients to seek help who otherwise do not approach structured health care systems.

The outcomes of these camps have been evaluated by many researchers. Purohit 
and Razdan (1988) conducted 14 camps for opioid-dependent patients in rural areas 
of Rajasthan. They found that many of the camp attendees never sought formal treat-
ment and continued substance use. The outcome of patients treated at the camp was 
comparable to that of hospital-treated patients. Such an approach has been also found 
useful for the treatment of alcohol-dependent patients (Ranganathan 1994). It has 
been observed that the incidence of alcohol abuse decreases over time due to the 
community involvement consequent to the camps. In a study by Chavan et al. (2003), 
outcomes of camp inpatient detoxification were found to be comparable to hospital 
inpatient detoxification. Many other researchers have also concurred that camps have 
a positive impact in promoting abstinence (Chavan and Arun 1999; Raj et al. 2005).

3.5  Rehabilitation

Very few studies from India have focused upon the rehabilitation services of the 
patients with psychiatric disorders. Menon and Ramachandran (1976) in their 
study of patients with a diagnosis of chronic schizophrenia found that many 
patients could be gainfully employed in the occupational therapy section and then 
an industrial training centre. This suggested that when given adequate opportuni-
ties, patients can be reinstituted into productive vocations.

Nagaswami et al. (1985) assessed the rehabilitation needs of 59 patients with a 
diagnosis of schizophrenia using a structured questionnaire. The most important 
need endorsed was that for employment, stressing the requirement for rehabilita-
tive job services. One-fourth of the men and about half of the women in this study 
expressed need for vocational training services. The authors had concluded that it 
would be meaningful to have a community-based approach to rehabilitation and 
provision of secure employment opportunities.
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Chatterjee et al. (2009) in their cohort of patients with psychotic disorders found 
that intervention in the form of self-help groups, community networks and lay coun-
sellors led to improved outcomes. It was seen that the majority of patients in the 
programme had been taking part in normative community activities such as attend-
ing marriages, participating in community festivals, visiting relatives in another vil-
lage, attending gram sabhas and exercising electoral rights. A large proportion also 
secured employment in the National Rural Employment Guarantee (NREG) scheme 
consequent to the intervention. In another study, Chatterjee et al. (2003) found that 
the community-based rehabilitation programme fared better than usual outpatient-
based services, especially in cases of non-compliant or poorly compliant patients.

Thus, studies from India suggest that psychosocial interventions would work in 
rehabilitation of patients with psychiatric disorders.

3.6  Interventions for Children

A psychosocial-based intervention has been described by Malhotra et al. (2002). 
The intervention had comprised of behavioural interventions in the form of com-
munication enhancement and Treatment and Education of Autistic and related 
Communication handicapped CHildren approach (TEACCH), supportive inter-
ventions in the form of understanding and comforting the caregivers, and impart-
ing educational information about autism and guidance about other facilities. The 
intervention was found to be helpful by the family members and could be better 
delivered in playroom setting in a comfortable environment. They found that the 
support, reassurance and empathy (understanding and comforting techniques) to 
be the most useful ingredients of this particular treatment package.

An inpatient-based family intervention has been developed by Narayanan et al. 
(1988) that focuses on the training of parents of children with mental retardation. 
The intervention included overlapping stages of detailed assessment and investiga-
tion, followed by priming the parents by giving information about mental retarda-
tion. Thereafter, individualised parent training was initiated, and targets were set for 
each child based on developmental level. The children were then discharged and 
followed up. Such an approach was found useful in demonstrating small gains with 
the help of training, thus improving the motivation of parents to train the child.

School-based programmes provide an excellent opportunity to target the youth who 
are at risk of developing substance use disorders. In a randomised controlled study, 
thirty schools in Delhi were randomly assigned to 3 conditions: school-based and fam-
ily-based interventions, school-based intervention only, or control group (Reddy et al. 
2002). A total of 4,776 seventh grade students were recruited. The school interven-
tion included posters, booklets, classroom activities, debates and a signature campaign 
in relation to smoking. The family intervention involved home activities. The study 
showed that students receiving active intervention were significantly less likely than 
controls to have been offered, received or experimented with the use of tobacco. One 
of the programmes that involved 32 schools in two big cities of India (Chennai and 
Delhi) involved over 8,000 participants (Bate et al. 2009). The programme Mobilizing 
Youth for Tobacco-Related Initiatives in India (MYTRI) involved four components in 



566 S.K. Padhy et al.

the form of classroom sessions, school posters, parent postcards, and peer-led health 
activism. It was seen that conduct of the programme was associated with less likeli-
hood of pupils receiving offers of using tobacco or using it themselves.

3.7  Disaster Situations

Psychosocial interventions focusing on mental health concerns of people affected 
by natural disasters have been studied. In the wake of the tsunami that affected the 
south eastern coast and Andaman and Nicobar Islands, psychosocial intervention had 
been carried out and the efforts documented (Vijaykumar et al. 2006). Immediately 
after the tsunami, the World Health Organization conducted an Orientation for Master 
Trainers who trained the relief workers serving the affected areas. In the wake of tsu-
nami, the Schizophrenia Research Foundation (SCARF) conducted a rapid needs 
assessment in the areas surrounding Chennai. Requirement of psychological help 
was identified as one of the most prominent needs reported by 52 % of the partici-
pants. A short training course was provided to the staff of NGOs, self-help group 
members, volunteers and others native to the region focusing on understanding the 
reactions of the affected, providing counselling and referral of severe cases. A short 
film in Tamil about the tsunami was shown to dispel superstitious myths about it. The 
common reactions observed in the initial period after the tsunami were emotional 
outbursts, crying, lack of motivation, anxiety, depression, guilt and features of acute 
stress disorder. Active listening, emotional support, collective grieving, externalisation 
of interests (like recreation), guidance and practical help in housing helped in nor-
mal reintegration of most of the people. During the intermediate period post-traumatic 
stress disorder, depression, anxiety, drug and alcohol dependence and exacerbation of 
symptoms of previous mental illnesses were commonly encountered and were catered 
to using intensive counselling and medications. Another NGO—SNEHA—worked 
intensely in helping the tsunami affected, especially the youth. A temporary shelter 
was drawn up at one of the worst affected areas of Chennai, and support services to 
the individuals and families were provided. To bring back a semblance of normalcy at 
the locality, a cultural and sport activity was organised, with large participation, with 
the aim of encouraging creative expression and sublimation of grief and anxieties.

3.8  Others

Psychological interventions by lay health counsellors have been studied in patients with 
anxiety and depressive disorders presenting to the primary health care services (Patel 
et al. 2010). Clustered random sampling was utilised to allocate 24 public and private 
health centres into intervention (which included collaborative stepped-care case man-
agement and psychosocial interventions through lay health counsellor, supplemented by 
antidepressant drugs by the primary care physician and supervised by a mental health 
specialist) versus enhanced usual care groups. The lay counsellors from the community 
underwent 2-month training and delivered interventions in the form of psychoeducation 
and interpersonal therapy. Patients with ICD-10-confirmed common mental disorders in 
the intervention group were more likely to have recovered at 6 months than those in the 
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control group. This suggested that lay counsellor-led collaborative care led to better out-
comes in treatment at the primary care setting. Another integrated psychosocial treat-
ment has been tested in patients with schizophrenia (Stanley and Shwetha 2006). The 
integrated intervention package included pharmacotherapy, psychosocial therapies and 
spiritual therapy. Significant reduction in patient symptoms as well as caregiver burden 
was found with intervention as was enhanced quality of life.

Patients with drug abuse problems often have difficulties in finding gainful 
employment and securing credit for setting up their personal businesses. To this 
effect, micro-credit-based rehabilitation has been studied in patients with opioid 
dependence being maintained on opioid substitution therapy (Yadav et al. 2010). 
In this project, 55 male patients were given small amounts of money to start 
their own enterprises. The micro-credit financing was successful in a proportion 
of patients and enabled social and occupational reintegration. Such micro-credit-
based interventions have also been found to be useful in females with psychiatric 
illnesses that have a positive impact on the outcomes (Rao et al. 2011).

4  A Narrative View

Over the years, many experts and researchers have commented upon the need and 
implications of psychosocial interventions in India. Such views have been criti-
cal in developing services, shaping policies and stimulating research endeavours. 
They may not amount to evidence base in usual sense, but are true reflections of 
the ground realities and future promises.

Evaluating the family studies in the context of provision of care to patients with 
psychiatric illnesses, Murthy (2003) has made crucial recommendations. He sug-
gests that families need to be supported by professionals to acquire skills of care 
and be supported emotionally; families should be supported financially by state at 
least partially due to economic disadvantage and hardships encountered, and part-
nerships of the professionals with the families should be developed for better care 
of the patients. The changing family lives in India has led to some issues including 
the growing urbanisation, breaking down of the traditional joint and extended fam-
ilies and their support, familial distress due to economic deprivation, social mar-
ginalisation, substance use, and chronic illnesses, and requirement of the elderly 
caregivers for the taking care of their psychiatrically disturbed wards.

Some authors suggest that NGOs can play a larger role in developing, testing 
and providing psychosocial-based interventions to the community (Murthy 2011; 
Thara and Patel 2003). These organisations can play an important part in suicide 
prevention services, school mental health programmes, education-based interven-
tions, providing access to care, home visits and compliance enhancement, occu-
pational rehabilitation and by many other means. Coordination between various 
NGOs can help to facilitate a dialogue, develop priorities, avoid duplication of 
efforts and to reorient services to meet deficits and gaps in services.

Rehabilitation services have been considered quite important in the patients 
with chronic mental health conditions. In one of the earlier reports, Gupta et al. 
(1968) found that many schizophrenic patients were being just kept in the hospital 
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just for social reasons and the lack of rehabilitation services. They suggest that 
rehabilitation services need to be expanded and all mental hospitals should have 
at least one occupational therapist. Thus, rehabilitation work should be given an 
important consideration for patients to resume social roles.

Many authors have also expressed and emphasised the need to develop psy-
chosocial interventions in different medical and psychiatric conditions (Chatterjee 
2005; Chaturvedi 1994). This is usually based upon the demonstration of the 
magnitude of psychiatric problems in health-related conditions such as cancer. 
However, intervention studies have not kept up pace due to difficulties in conduct-
ing studies. Carefully planned psychosocial interventions can help answer ques-
tions about what kind of interventions may be helpful in such conditions.

5  Issues in Research for Psychosocial Interventions

Multiple issues need to be considered while evaluating psychosocial intervention 
research. The first and foremost involves the definition of the intervention. The psycho-
social intervention being studied needs to be properly operationalised and the compo-
nents distinguished. It should be clear in the programme content about what constitutes 
the intervention (e.g. psychoeducation sessions by lay workers) and what does not (e.g. 
cognitive behavioural therapy by psychiatrist). A manual may be developed to clearly 
define and document the workings of the intervention and how will it be delivered.

Another issue in such research involves what components of the intervention 
are actually of benefit. To answer such a question, a dismantling design is useful 
in which certain components of the intervention are delivered to specific groups 
and role of each part is evaluated. Another design that can answer such a question 
is one where each component is incrementally added and assessments are made at 
each level. Paying heed to such a question can help to retain the effective compo-
nents in the programme and remove out the components that do not work.

The third issue involves obtaining a relevant and useful control. The control 
group provides a reference point for making comparisons while establishing effi-
cacy. Randomisation is a well-accepted method of deriving control participants 
and tries to ensure equitable distributions of the confounders. Other methods of 
using controls include case–control design for retrospective data, intervention 
and non-intervention groups in cohort studies, and the wait list controls when 
using phased or delayed implementation of the intervention. A related issue 
involves what should be used as a control: whether no treatment, attention, wait 
list, another efficacious treatment should be used requires careful consideration. 
Getting a ‘placebo’ intervention may not be actually possible in a psychosocial 
intervention research situation. What constitutes a best control for a particular 
intervention is dependent upon many factors and should be considered carefully.

The fourth issue deals with blinding. Blinding of the participants is difficult if not 
impossible in studies involving psychosocial interventions. It has been seen that even 
therapist and intervention attention may lead to bias due to expectancy of effect. In such 
situations, it is prudent to use raters who are blinded to the group allocation and make 
efforts to minimise disclosure of information about group during the evaluation process.
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Another issue that is quite relevant to psychosocial intervention research 
involves the ethical aspects. Whether and how consent is obtained, how confidenti-
ality is maintained, whether effective treatment is withheld, and whether any harm 
due to the intervention is foreseeable are some of the queries that need to be ade-
quately addressed by protocol of the research.

The sixth issue concerns establishing validity by independent replication of 
the findings by another group of researchers. Often, funded projects show good 
results in a particular place/institution till funding and resources are adequate. For 
the results to be generalisable, a replication of the results in another geographical 
setting by researchers unrelated to the ones who developed and professed an inter-
vention is advised, but is infrequently attempted and established.

As in any research, the funding needs and constraints cannot be overlooked. 
For doing justice to the resources being utilised, the research should be able to 
answer clinically relevant questions and be translatable into practice.

The above-mentioned issues reflect upon the current research practices and make 
suggestions about considerations for future research endeavours. Probably in the future, 
more methodologically rigorous studies evaluating psychosocial interventions would be 
conducted. The present evidence base for psychosocial intervention research in India is 
fairly limited, and more work is desired and required. Pilot projects are useful means of 
testing whether an intervention is feasible to be carried out before launching on a larger 
scale to evaluate efficacy. Translating the initial findings of studies to a larger confirma-
tory study to clinical practice remains a challenge that needs to be answered.

6  Conclusion

Many psychosocial interventions have been utilised and evaluated in India for 
addressing mental health problems. These include a variety of individual as well 
as family-based interventions, conducted in the domains of psychoeducation, fam-
ily involvement in treatment, rehabilitation services, school-based interventions, 
community outreach, camp-based approach and a combination of these. Further 
research interest would expand the evidence base of the psychosocial research in 
India and provide practical means of interventions for the benefit of the patients.
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1  Introduction

Psychiatric rehabilitation or ‘psychosocial rehabilitation’, as it is now frequently 
termed, has been variously defined. The scope might include achieving social integra-
tion by reducing the impact of disability and handicapping conditions through various 
measures (WHO 1980), improving the capabilities and competence of a person suf-
fering from mental illness through improvement in their environment (Anthony et al. 
1984), helping a person to adjust to their deficits by using residual abilities (Benett 
1978), or a therapeutic approach that encourages a mentally ill person to develop to his 
or her fullest capacity through learning and environmental support (Bachrach 1992).

In 1996, the World Health Organization (WHO) and the World Association for 
Psychosocial Rehabilitation (WAPR) jointly came out with a ‘consensus statement’ 
on psychosocial rehabilitation. This statement defines psychosocial rehabilitation as a 
strategy that facilitates the opportunity for individuals impaired or disabled by mental 
disorder to reach their optimal level of functioning in the community, by improving 
individuals’ competencies and introducing environmental changes.

The essential elements of all rehabilitation programs are similar (Bachrach 1992):

(a) Enable a person with mental illness to develop to the fullest extent of their 
capacities despite the existence of mental illness.

(b) Rehabilitation has to happen in the context of the individual’s environment.
(c) Rehabilitation is directed towards exploiting the individual’s strength.
(d) Restoration of ‘hope’ for those with mental illness is a distinctive feature of 

rehabilitation.
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(e) Optimism about vocational potential of people with mental illness.
(f) Reaching beyond work activities to cover other concerns of individuals.
(g) Active involvement of individuals and primary caregivers.
(h) Maintaining continued care.
(i) Establishing a strong relationship between patient and the caregiver.

People with psychiatric disabilities also have the same life aspirations and wishes as people 
without disabilities. They do desire to have their own houses, choice of education, career, 
social relationship, participation in community activities with equal rights and so on.

The overall philosophy of psychiatric rehabilitation in mental disorders comprises 
of two intervention strategies—individual-centred strategies and ecological strategies. 
Individual-centred strategies are aimed at developing patients’ skills in interacting and 
handling the stressful environment, while ecological strategies are directed towards 
developing environmental resources to reduce potential stressors. Most of the persons 
with disability need a combination of both these approaches (Rossler 2006).

2  Steps in Psychiatric Rehabilitation

The starting point for an adequate understanding of rehabilitation is that it is con-
cerned with the individual person in the context of his or her specific environment and 
is carried out under real-life conditions. Thus, rehabilitation practitioners have to take 
into consideration the realistic life circumstances that the affected person is likely to 
encounter in his or her day-to-day living (Bachrach 2000). The second step is helping 
the disabled person to identify their personal goals. This is not a process where the per-
son simply lists his needs. Motivational interviews provide a better approach to iden-
tify the individual’s personal costs and benefits associated with the needs (Corrigan 
et al. 2001). Assessing the individual’s readiness for change is also required (Rogers 
et al. 2001; Liberman and Glick 2004). Subsequently, the focus of rehabilitation pro-
cess is on the patient’s strengths (Bachrach 2000). Irrespective of the degree of psy-
chopathology in a given patient, the therapist must work with the ‘well part of the ego’ 
as ‘there is always an intact portion of the ego to which treatment and rehabilitation 
efforts can be directed’ (Lamb 1982). Often those with disabilities lack not only confi-
dence, but also hope and so rehabilitation should also focus on restoring hope to such 
people. As Bachrach (2000) states, ‘it is the kind of hope that comes with learning to 
accept the fact of one’s illness and one’s limitations and proceeding from there’.

Psychiatric rehabilitation cannot be imposed. The individual’s right as a 
respected partner and endorsing his or her self-determination concerning all 
aspects of the treatment and rehabilitation process is important. The rehabilitation 
values are also incorporated in the concept of recovery (Farkas et al. 2005). Within 
the concept of the recovery, the therapeutic alliance plays a crucial role in engag-
ing the patient in his or her own care-planning (Priebe et al. 2002). In addition to 
working with the patient, engaging the family in recovery planning is very crucial, 
more so in the Indian context where the family is closely involved in the recov-
ery path. Research has also shown that social support is associated with recovery 
from chronic diseases, greater life satisfaction and enhanced ability to cope with 
life stressors (Rogers et al. 2004). Corrigan et al. (2005) have found that the most 
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important factor facilitating recovery is the support of peers. Therefore, psychiatric 
rehabilitation is also an exercise in network building (Cutler 1985).

Finally, people with mental disorders and their caregivers prefer to see themselves 
as consumers of mental health services. This consumerism allows for due considera-
tion of the affected persons’ perspective and to seriously consider courses of action 
relevant for them (Kopelwicz and Liberman 1995). In this context, physicians should 
also acknowledge that disagreement about the illness between themselves and the 
patient is not always the result of the illness process (Bebbington 1995). Unlike the 
West, there is very little effort in our settings to engage the patient and his caregivers 
in the treatment planning, including rehabilitation. However, the consumerism move-
ment and the rights-based approach have started making inroads in India and the 
families and patients, through self-help groups have started verbalising their needs 
and rights. In the experience of authors, the compliance and retention into care is bet-
ter when the family was allowed to participate in treatment planning.

3  Role of Government in Rehabilitation and Recent Initiatives

3.1  Persons with Disability Act and Development of the 
Indian Disability Evaluation and Assessment Scale

The recognition of disability due to mental disorders came very late in India. Disability 
due to mental disorders was officially recognised for the first time when it was included 
as one of the disabilities in the ‘Persons with Disability Act (PWD Act)’ in 1995. 
Before this Act, care of the disabled as a whole was treated as a charity by the govern-
ment and the civil society. They received whatever was left out after fulfilling the needs 
of so-called abled people, whose greed left very little for the persons with disability and 
the underprivileged. The PWD Act of the Ministry of Social Justice and Empowerment, 
Government of India, has been rated as the most powerful Act in the field of disability. 
It has restated that the persons with disability have similar rights and the government 
is duty bound to protect these rights. The most significant among these is the protec-
tion of employment. In addition to 3 % reservation in jobs (1 % each for physically, 
visually and hearing impaired), if a person acquires disability, including disability due 
to mental disorders, he or she cannot be removed from the job and will continue to 
get all the benefits including promotion and increment, at par with other employees. 
If a department does not have jobs where the person with disability can be engaged, 
he can be adjusted in other departments. The person with disability will retire at the 
due time. Before this Act, many patients suffering from major mental disorders used to 
hide their illness fearing loss of their jobs. The facilities and concessions under Persons 
with Disability Act such as income tax rebate up to rupees 75,000, concession in rail 
travel along with escort, free travel in the state roadways buses, free assistive devices, 
provision of passing on the family pension to persons with disability, and disability 
pension have helped many persons with disability. The Act also provide safeguards for 
protection of rights and any discrimination against a person with disability, such dis-
crimination can be reported to the State Commissioner for Disability, who has been 
given judicial powers to summon a person and announce punishment, if found guilty. 
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For availing any benefit under the disability category, the disability certificate is a must 
which should indicate the type and degree of disability.

Initially, there was no tool to assess the degree of disability caused by mental disor-
ders. Thus, the persons suffering from mental disorders were deprived of these benefits. 
This vacuum was filled after the development of the screening tool called the ‘Indian 
Disability Evaluation and Assessment Scale’ commonly referred to as the ‘IDEAS’. 
The task for developing this tool was initiated by the Indian Psychiatric Society (IPS) 
and a tentative instrument formed was field-tested in eight centres all over the coun-
try with the Schizophrenia Research Foundation (SCARF) being the coordinating cen-
tre. The IDEAS was gazetted by the Government of India, Ministry of Social Justice 
and Empowerment, in February 2002 as the official instrument to measure psychiat-
ric disability for the purpose of certification. Assessment with the IDEAS can be done 
by trained social workers, psychologists or occupational therapists, while the diagnosis 
and certification can be done by a psychiatrist only. This was thus a giant step towards 
rehabilitation of people with mental illness in India. The IDEAS gave importance to 
functional disability, rather than diagnosis alone. The disability score obtained after 
assessing personal care, communications, social interactions, work and duration of ill-
ness can be converted into percentage of disability.

The National Trust Act, 1999: The National Trust Act is also a landmark legal pro-
vision for the care and rehabilitation of persons with intellectual disability, autism, 
cerebral palsy and multiple disabilities. The Act has made it easier to appoint a guard-
ian once the person has become major (more than 18 years as per our constitution). 
Instead of going to court, a local-level committee (LLC) at each district, consisting of 
the deputy commissioner, a person with disability and a parent representative of an 
NGO registered with the National Trust has been given semi-judicial powers to appoint 
a guardian. The LLC has powers to remove the guardian in case it is found that the 
guardian is neglecting the person with disability or not utilising the funds of this person 
properly. The guardian is supposed to file an annual return of all transactions to the 
satisfaction of the LLC. The parents of these children had a fear that their relatives and 
family members will grab the property and money after their death. After enactment 
of this Act, they are now satisfied that somebody is there to safeguard the interest of 
their wards, when they will be no more in this world. The National Trust Act has also 
created residential facilities for women, orphaned mentally challenged and ‘below pov-
erty line’ families with a person suffering from any of the four disabilities in the name 
of SAMARTH. The emphasis of the National Trust Act is on family living, through 
empowerment of persons and their families through specific training programmes.

The Rehabilitation Council of India: Another landmark initiative by the govern-
ment was the establishment of the Rehabilitation Council of India. The Parliament 
enacted the Rehabilitation Council of India (RCI) Act in 1992 to give powers to the 
Rehabilitation Council of India for regulating the training of rehabilitation profes-
sionals and maintenance of a central rehabilitation register for their registration and 
related matters. The vision of the body is ‘to provide quality services to persons with 
disabilities, matching with the best in the World’. The RCI Act was amended in the 
Parliament in 2000 to make it more broad based. Thus, disability due to mental ill-
ness was included within the purview of RCI in 2000. Similar to the role of MCI in 
regulating the standard of medical education in the country, the RCI Act develops 
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curriculum for various courses in the field of disability, inspects the institutions 
desirous of starting the course and supervises the examination standard.

4  Rights of Persons with Disabilities and the UNCRPD

The United Nations Convention on Rights of Persons with Disabilities (UNCRPD) 
was indeed a silver lining for the persons with disabilities, which clearly empha-
sised on the rights and privileges that this section of people should enjoy. The 
rights and privileges of people with various disabilities in general, and those with 
mental illness in particular, can be described aptly through an understanding of the 
UNCRPD. The UNCRPD was adopted by the United Nations General Assembly 
on 13 December, 2006 and was opened for signature on 30 March 2007. It came 
into force from 3 May, 2008. It is unique in the sense that it is both a development 
and human rights instrument. It is cross-disability and cross-sectoral and is also 
legally binding. India ratified the UNCRPD on 1 October, 2007. India was the 7th 
country in the world and one of the important countries to do so. The Convention 
sought to ensure equality and non-discrimination of the disabled people.

The following rights in the Convention have tried to bring those with disability 
at par with persons without disability:

 1. Equality before the law without discrimination (Article 5)
 2. Right to life, liberty and security of the person (Articles 10 & 14)
 3. Equal recognition before the law and legal capacity (Article 12)
 4. Freedom from torture (Article 15)
 5. Freedom from exploitation, violence and abuse (Article 16)
 6. Right to respect physical and mental integrity (Article 17)
 7. Freedom of movement and nationality (Article 18)
 8. Right to live in the community (Article 19)
 9. Freedom of expression and opinion (Article 21)
 10. Respect for privacy (Article 22)
 11. Respect for home and the family (Article 23)
 12. Right to education (Article 24)
 13. Right to health (Article 25)
 14. Right to work (Article 27)
 15. Right to adequate standard of living (Article 28)
 16. Right to participate in political and public life (Article 29)
 17. Right to participation in cultural life (Article 30).

Thus, the Convention set out to promote, protect and ensure the full and equal 
enjoyment of all human rights and fundamental freedoms by all persons with dis-
abilities, and to promote respect for their inherent dignity.

5  Facilities for Rehabilitation in Psychiatry

Half-way homes: A half-way home is a rehabilitation facility for individuals suf-
fering from mental illness or substance use disorder who no longer require the 
complete facilities of a hospital, or other institutions, but who are not yet prepared 
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to return to their communities. Half-way homes assist persons who have left 
highly structured institutions and are preparing to re-enter the society. These 
persons need to re-learn the societal norms, which they lost or failed to acquire 
due to mental illness. The intervention is targeted at improving social and inter-
personal communication and to provide vocational training. In India, many half-
way homes have come up, all established by NGOs. Some of the well-known 
ones are Richmond Fellowship India (Delhi and Bengaluru), Roshni (Guwahati), 
Paripurnata (Kolkata), Banyan (Chennai) and many others (Chavan et al. 2012a).

In Chandigarh, the Department of Psychiatry, Government Medical College, 
is running a half-way home for the chronic mentally ill patients. The patients are 
accepted on the recommendation of consultant psychiatrists. They are looked after 
by a trained and experienced medical social worker along with a caregiver. In fact, 
this half-way home is a joint venture of the department and a self-help group called 
‘Prayatan’, which is formed by the family members of the patients. The facility is 
directly supervised by a faculty of the department. Transport facilities are also pro-
vided to the patients on nominal charges. Once the patient is admitted to this facil-
ity, a base-line assessment of dysfunction is done using the ‘Dysfunction Anlysis 
Questionnaire’. The assessment is carried out again at the end of 3 months to find 
out the progress. During their stay in the half-way home, each patient is expected to 
participate in regular activities such as yoga, exercise, helping in the kitchen, nurs-
ery and gardening and envelope making. Vocational activities such as painting earthen 
lamps and making greeting cards are also undertaken for specific occasions such as 
Diwali and New Year. Additionally, there are daily activities, which include games, art 
competition, telling stories and singing songs. These daily activities are planned well 
ahead in the form of ‘monthly activity’. Every day the patients are awarded ‘token 
points’ on the basis of their performance and participation. At the end of every month, 
the top three patients on the basis of their total points are awarded trophies, and their 
photographs and products are displayed in the home for next one month. Although, no 
formal assessment has been carried out to see the effectiveness of these facilities, the 
personal experience of the staff involved in the regular care of patients suggests that 
these facilities promote recovery and thus play an important role in rehabilitation.

Self-help groups (SHGs): Self-help groups (SHGs) are voluntary, small groups 
of persons facing similar problems, who come together for a special purpose. They 
are usually formed by caregivers who come together for mutual assistance for sat-
isfying a common need, overcoming a common handicap or life disrupting prob-
lem. The initiators and members of such groups perceive that their needs are not 
addressed by existing government programmes and social institutions. Self-help 
groups emphasise face-to-face social interactions and the assumption of personal 
responsibility by their members. They often provide material assistance, as well as 
emotional support; they are frequently cause-oriented, and ‘promulgate an ideol-
ogy or values through which member may attain an enhanced sense of personal 
identity’. This definition, provided by Katz and Blender (1976), is possibly the 
most comprehensive definition of self-help groups (Chavan et al. 2012b).

The concept of SHGs originated in the West in the late nineteenth century. SHGs 
are involved in solving the practical problems and psychological sorrows of suffer-
ers (Lock 1986) and are involved in curative, preventive, promotional, palliative and 
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rehabilitative services (Nayar et al. 2004). SHGs are complementary to medical ser-
vices and not substitutes to medical treatment (Moeller 1983). A characteristic of 
SHGs is that their members are service providers as well as receivers.

The effectiveness of SHGs is not easy to find out, and the evidence in their favour is, 
at best, equivocal. The members of the Alcoholic Anonymous (AA) have often claimed 
to have maintained abstinence for significant durations. Studies in India have also 
shown that among a cohort of 187 AA attendees at baseline, at one year, and at 5 years, 
the sobriety rate was 33.3 and 16.5 %, respectively (Kuruvilla et al. 2004; Kuruvilla 
and Jacob 2007). Systemic studies such as reviews and meta-analyses have also failed 
to give a clear picture. A literature review published in 2008 (Groh et al. 2008) argued 
for their effectiveness. Proponents of SHGs, however, reject attempts to make self-help 
‘evidence-based’, stressing the need to understand health in a holistic way (Nayar et al. 
2004). Moreover, evidence, which supports the positive role and good results achieved 
by self-help groups in the overall improvement of the mentally ill, does exist (Galanter 
1988; Kennedy 1990; Kurtz 1988; Lieberman et al. 1979; Powell et al. 2000; Raiff 
1984; Roberts et al. 1999). In Chandigarh, the Prayatan is a SHG of families of men-
tally ill persons, who got registered as a NGO, and are working closely under the guid-
ance of the Department of Psychiatry, GMCH. This group has taken up few projects 
which are complimentary to the facilities provided by the department.

Day care centres and rehabilitation centres: These are meant for patients who 
can visit the centres and attend the available services regularly. The Schizophrenia 
Care and Research Foundation (SCARF) runs a day care centre at Chennai, 
which has about eighty regular patients. The ‘Chetna’ is a day care centre run by 
the Richmond Fellowship Society at Bengaluru and serves the needs of forty-
five patients. The day care centres run by the Richmond Fellowship Society give 
admission to any person between 18 and 45 years of age with a diagnosis of 
schizophrenia, or any other major psychiatric disorder, or mild mental retarda-
tion. The facilities available include vocational training units for using computers, 
typing, printing, plastic moulding, tailoring and embroidery, arts and craft, yoga, 
vocational and instrumental music, dancing, painting, and vocabulary building. 
In addition to vocational training, the centre has therapeutic programmes such 
as structured daily activities and afternoon group activities, namely community 
meetings, group therapy, recreational activities such as going to movies, picnics, 
group games and horticultural activities. Regular individual and family therapy 
sessions and family support group meetings are also provided. The period of stay 
of members is generally up to 18 months. Therapeutic services are provided by a 
team of counsellors from the field of social work and psychology (Ponnachamy 
et al. 2005). At the ‘Banyan’, wandering mentally ill women on the streets are 
brought to the shelter and clinically assessed by a psychiatrist and put on medi-
cation. Various therapies are available such as individual counselling, music, art, 
yoga and vocational training (candle making, greeting cards, block printing on nap-
kins, table linen, basket making, threading flowers and making bouquets, etc.). The 
inmates are entrusted with some housekeeping responsibilities and also take care 
of other residents. They are given an opportunity to attend meetings for a limited 
audience, to speak for their cause of inclusion. Recreation includes outings to the 
beach, movies, celebrating festivals and sports. As the inmate improves, her family 
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address is elicited and traced. The family is educated about the illness, the woman’s 
stay at the Banyan and the need for continuous medication. The duration of stay at 
the Banyan varies from less than 3 months to more than 3 years (Rao 2004).

6  Role of NGOs

Non-governmental organisations (NGOs) are institutions, recognised by governments 
as non-profit or welfare-oriented, which play a key role as advocates, service pro-
viders, activists and researchers on a range of issues pertaining to human and social 
development (Thara and Patel 2010). Currently, about 50–75 % of specialised men-
tal health services are provided by the government sector and about 33–50 % by pri-
vate sectors. Only 2–3 % of services are provided by NGOs (Desai et al. 2004; Arun 
et al. 2012). However, the facilities provided by NGO’s might be much more in the 
field of rehabilitation. The mental health NGOs (MHNGOs) such as the SCARF have 
played an important role for patients with schizophrenia, providing facilities such as 
day care centres, residential centres, and even long-term care for some of the chroni-
cally ill. MHNGOs, such as the National Addiction Research Centre of Mumbai, also 
provide drug de-addiction services for the urban poor. In Chandigarh, ‘Umeed’ has 
been involved in rehabilitation of the mentally challenged persons for quite some time. 
In addition to these specific services provided to certain groups, the MHNGOs also 
provide domiciliary care, community-based programmes through community outreach 
clinics and suicide prevention services. Some of the MHNGOs have developed mod-
els of care and rehabilitation, which are replicable in diverse settings. The absence of 
trained staff to carry out psychosocial rehabilitation has led to the development of dif-
ferent modules of psychosocial rehabilitation in urban as well as rural settings by these 
MHNGOs. Activities carried out by these MHNNGOs towards rehabilitation include 
individual and group counselling, vocational rehabilitation and livelihood skills train-
ing, self-help groups, and recreation and leisure activities. Specific interventions for 
children and the elderly are also provided by these MHNGOs (Thara and Patel 2010).

7  Interventions for Specific Deficits in Mental Disorders

A person with mental illness, especially with severe mental illness, may have defi-
cits in cognition, social skills as well as vocational skills. Often the deficit is in 
more than one area, severely affecting their quality of life. However, intervention 
strategies can be devised to help the individuals overcome these deficits.

 (a) Cognitive Skill Deficits

Neurocognitive dysfunction has been postulated as a core deficit in many major mental 
illnesses. Individuals with schizophrenia present severe impairments in attention, exec-
utive functions, working memory and processing speed. Studies have suggested that 
patients with other psychotic disorders could also demonstrate a disruption of normal 
cognitive performance, but results have not always been consistent (Reichenberg 2010). 



58130 Rehabilitation Psychiatry

Two recent studies (Zanelli et al. 2010; Reichenberg et al. 2009) involving large epide-
miological samples have compared neuropsychological functioning between psychotic 
patients with a diagnosis of schizophrenia, bipolar mania and depressive psychosis and 
have shown that differences in neuropsychological performance between schizophrenia 
and other psychotic disorders are quantitative and not qualitative. Cognitive deficits are 
present in all psychotic disorders, but are most severe and pervasive in schizophrenia, 
and least so in bipolar mania. Schizophrenia and mood disorders are characterised by 
deficits in various domains of cognition, e.g. learning memory, working memory, exec-
utive function, attention, verbal fluency and information processing. Cognitive distur-
bances are considered a major determinant of social outcome (Sumiyoshi 2012).

Assessment of Neurocognitive Deficits

(i) The NIMHANS, Neuropsychology Battery, (Rao et al. 2004) is based on 
Luria’s method. It is the first neuropsychology battery developed in the coun-
try. It measures the domains such as speed (motor and mental), attention 
(focused attention, sustained attention, divided attention), executive functions 
(verbal fluency, category fluency, design fluency, working memory, planning, 
set shifting, response inhibition), comprehension, learning and memory (ver-
bal and visual) and visuospatial construction. It comprises of 19 subtests.

(ii) The PGI battery of brain dysfunction or PGI-BBD (Pershad and Verma 1989) 
is used to assess cognitive dysfunctions in patients. Its subtests include the 
PGI Memory Scale, the Revised Bhatia’s Short Battery of Performance Tests 
of Intelligence, the Verbal Adult Intelligence Scale, the Nahor Benson Test 
and the Bender Visual Motor Gestalt Test.

Cognitive enhancement therapy (CET) has been tried for overcoming deficits in social 
and cognitive domains among persons with chronic mental disorders. There are two 
main techniques in cognitive rehabilitation- remediation and compensatory approaches.

Cognitive remediation is designed to stimulate new learning, or re-learn-
ing of cognitive tasks, and thus, to improve domains of deficit. Early Cognitive 
Remediation (CR) programmes used paper and pencil tasks, but now most are 
computerised. Some remediation programmes use a mix of general educational 
software, but many train participants with specialised computer software designed 
to improve cognition. Often the software is adapted from computer exercises 
for remediation of age-related cognitive decline, brain injuries and patients with 
psychosis (Fisher et al. 2010; Hogarty and Flesher 1999). Many remediation 
programmes use a form of drill and practise training, which refers to the use of 
hundreds of trials of the same exercise to ‘push’ intrinsic learning systems, which 
are hypothesised to be intact in schizophrenia (Koch et al. 2007). However, as 
these are repetitive kind of exercises, the patients may get bored over time. So 
computer games with motivation and rewards, colours, noises, increasing scores, 
and encouraging words are used quite often. Several models of cognitive reme-
diation are available. The features of the models of cognitive remediation vary 
from case to case. While some models emphasise drill practice of isolated cogni-
tive skills (Delahunty et al. 1993), some are offered in conjunction with vocational 
training (McGurk et al. 2007).
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The compensatory approach is designed to make improvements in the patient’s 
functioning by avoiding areas of impairment and recruiting other intact cogni-
tive domains, or by creating a supportive external environment (Kern et al. 2009). 
Compensatory approaches improve cognitive functioning by reducing errors in 
the learning process and also minimise impediments to activities of daily living. 
Errorless learning (EL) and cognitive adaptation training (CAT) are two compen-
satory approaches, which have demonstrated successful outcomes in patients with 
schizophrenia (Tomas et al. 2010).

The ultimate goal of all the programmes is the successful transfer of gains 
made in CR to improvements in functional outcome and quality of life. Multiple 
studies have shown improvements in measures of functional capacity or functional 
outcome after CR. In addition, improvements in global cognition as a result of CR 
have been demonstrated to mediate improvements in measures of functional out-
come (Eack et al. 2010).

(b) Social Skill Deficit

Schizophrenia leads to substantial problems in cognition, affect and behaviour. 
Social deficits are prominent in this disorder (Bellack 1997) and generally take 
the form of social skill deficit (Bellack et al. 1990). Even in affective disorders, 
social skill deficits may be present and there is evidence to indicate that many 
people with depression exhibit deficits in social skills (Segrin 2000). Individuals 
with mental illness may have problems in expressing positive feelings, making 
requests, listening to others, expressing unpleasant feelings and so on. In order to 
restore harmony to these people, social skills training (SST) is very useful.

The term ‘skills’ refers to acquired behaviours, which are based on learning 
experiences (Kopelowicz et al. 2006). Social skills represent constituent behav-
iours, which when combined in appropriate sequences and used with others in 
appropriate ways, enable an individual to have success in daily living reflected 
by social competence (Bellack et al. 2004). Social competence can be defined as 
the ability to achieve legitimate personal goals through interacting with others in 
all situations: work, school, recreation, shopping, consumer services, medical and 
mental care and legal agencies (Knapczyk and Rodes 2001). Social skills training 
(SST) consists of behaviourally based instruction, modelling, corrective feedback, 
and contingent social reinforcement aimed to improve social competence, through 
the acquisition of social skills, self-care and independent living skills (Heinssen 
et al. 2000).

Social skills deficits may vary from person to person, so a thorough assessment 
of the social functioning is critical for SST to be effective. Information about the 
client should be gathered from a variety of methods. Interview with the client, 
indirect observation, direct observations that includes the Social Skills Checklist, 
role-play and the Maryland Assessment of Social Competence (MASC) can be 
used to find out the social functioning of an individual. Assessment is an ongoing 
process and continues till the end of treatment. Therapists can monitor homework 
and observe behaviour during sessions to gauge progress and evaluate the effec-
tiveness of learned social skills.
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The interventions may include simple advice in some cases, while in others, it 
requires elaborate combination of operant conditioning and social learning models. 
Steps involved in social skills training are as follows (Kaur and Rozatkar 2012):

1. Problem identification: Made in collaboration with patient by acknowledging 
‘barriers’ and ‘goals’ of the patient.

2. Goal setting: Short-term, near-approximation goals that patient and therapist 
find feasible.

3. Behaviour rehearsal or role-play: Patient demonstrates the verbal, non-verbal 
and para-linguistic skills required for successful social interaction.

4. Corrective feedback: Required for behaviour exhibited in role-play.
5. Social Modelling: Demonstration by the therapist of desired interpersonal 

behaviour in a form that can be learnt by the observing patient.
6. Behaviour practice: Facilitate its use in real-life situations.
7. Positive social reinforcement: Contingent upon those behaviour skills, which 

showed improvement.
8. Homework assignment: To motivate the patient to implement the learned skill 

in real-life situations.
9. Positive reinforcement and problem solving: To address issues arising out of 

the patient’s experiences due to the use of acquired skills.

Social skills training in psychiatric rehabilitation is now widely used. A proponent 
of social skills training, Robert Liberman has designed systematic and structured 
skills training since the mid 1970s (Rossler 2006). He and his colleagues devel-
oped skills training in the form of modules with different topics, which focused 
on medication management, symptom management, substance abuse management, 
basic conversational skills, interpersonal problem solving, friendship and intimacy, 
recreation and leisure, workplace fundamentals, community re-entry and fam-
ily involvement. The modules are composed of skills areas, which are taught in 
exercises with demonstration videos, role-play and problem solving exercises and 
homework assignments (Liberman and Kopelowicz 2002; Rossler 2006).

Social skills training is now in use for more than three decades in developed 
nations. Its efficacy in diverse treatment settings, when by diverse practitioners 
such as psychiatrists, psychologists, mental health nurses and social workers, and 
covering a broad range of skills (illness management, smoking cessation, securing 
and retaining jobs), has shown gratifying results (Kopelowicz et al. 2006). SST has 
been found to be very effective, even in disorders such as schizophrenia. In recent 
times, Kurtz et al. (2008) conducted a meta-analysis of randomised, controlled tri-
als of social skills training for schizophrenia. Outcome measures from 22 studies 
including 1,521 clients were categorised according to a proximal-distal continuum 
in relation to the presumed site of action of skills training interventions. Results 
showed content of mastery tests and performance-based measures of skills to be 
most proximal, community functioning, negative symptoms intermediate and gen-
eral symptoms and relapse to be the most distal. Results revealed a large weighted 
mean effect size for content-mastery exams (d = 1.20), a moderate mean effect 
size for performance-based measures of social and daily living skills (d = 0.52), 
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moderate mean effect sizes for community functioning (d = 0.52) and negative 
symptoms (d = 0.40), and small mean effect sizes for other symptoms (d = 0.15) 
and relapse (d = 0.23). These results support the efficacy of social skills training 
for improving psychosocial functioning in schizophrenia.

(c) Vocational skill deficit

 The beneficial effects of work for mental health have been known for centuries 
(Harding et al. 1987; Rossler 2006). Work is considered therapeutic and essen-
tial for both the psychological survival and psychological well-being of people in 
contemporary societies (Chan et al. 1997; Perrone et al. 2000). Hence, vocational 
rehabilitation professionals have consistently advocated for work as a fundamental 
human right of people with disabilities (Rubin and Roessler 1995).

Vocational rehabilitation can be defined as, ‘a dynamic process consisting of 
a series of actions and activities that follow a logical, sequential progression of 
services related to the total needs of a person with a disability. The process begins 
with the initial case finding or referral, and ends with the successful placement 
of the individual in employment. Many activities and developments occur con-
currently and in overlapping time frames during this process’ (Chan et al. 1997). 
Vocational rehabilitation is based on the idea that work not only improves sociali-
sation, activity and productivity, but it also shows positive results in related areas 
such as self-esteem and quality of life. These in turn improve adherence to reha-
bilitation of even individuals with impaired insight. Work and employment helps 
an individual re-integrate into the society (McElroy 1987; Rossler 2006).

A person with chronic mental illness may have deficits in several areas, 
which may work in combination or independently, resulting in problems related 
to vocational activities and work. These may be in the form of physical defi-
cits (mobility, balance and coordination), psychological deficits (such as lack of 
motivation, anxiety and apprehension regarding return to competitive employ-
ment), cognitive deficits (such as poor attention and poor problem solving 
capacity) and communication deficits and social skill deficits (such as ability to 
respect personal space of co-workers, spontaneously exchanging pleasantries 
and recognising position in the organisation). Hence, it is very important to do 
a detailed vocational assessment and evaluation of an individual before planning 
out the vocational strategies.

Vocational assessment is defined as the global appraisal of an individual’s work 
or training background, general functional capacities, and social and behavioural 
characteristics. It usually includes an evaluation of medical factors, psychologi-
cal makeup, educational background, social behaviours, attitudes, values, work 
skills and abilities (Chan et al. 1997). Vocational evaluation, on the other hand, 
is a specific process that involves the appraisal of a person’s work-related char-
acteristics, which are important for education and training to obtain and maintain 
employment. It includes a comprehensive review of specific work characteristics, 
including but not limited to occupational interests, specific job skills, worker traits, 
general intelligence, temperaments, physical capacities, strength, range of motion 
and other work-related functions and aptitudes (Chan et al. 1997).
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Most vocational assessment takes a holistic approach. Following areas are usu-
ally assessed (Perry 2009):

 1. History, education, employment and background.
 2. Psychosocial strengths and development, including relevant psychological 

issues such as motivation, self-esteem, social and communication skills, and 
family situation.

 3. Independent living skills such as self-care and grooming.
 4. Literacy.
 5. Knowledge of the world of work.
 6. Abilities or aptitudes (assessing intelligence, dexterity, physical capacity and 

work tolerance).
 7. Technical or job skills (by interviewing, using performance-based tests, and 

situational assessments).
 8. Generic work behaviours (social and communication behaviours).
 9. Job seeking skills (by interviewing, observation, and by result of job searching).
 10. Job readiness (by looking at aspects such as realistic goals, management of 

money and understanding of the nature of job).

Vocational rehabilitation plan: The following strategies can be used for rehabili-
tation of patient suffering from mental illness.

(a) Return to work, i.e. re-employment by the same employer in the same job and 
work setting, with part-time hours until patient can build to full-time

(b) Modified work, i.e. re-employment by the same employer in the same job, but 
with changes or modifications to the work process or environment to accom-
modate the patient’s physical or cognitive restrictions

(c) Alternative work, i.e. re-employment by the same employer in a similar or dif-
ferent position that is within the patient’s limitations

(d) Direct placement, i.e. employment with a new employer in a new or pre-injury 
job that utilises remaining skills

(e) On-the-job training, i.e. employment with a new employer and new training to 
do a new job

(f) Formal school or training, i.e. vocational schooling or academic instruction for 
employment in a new position. Computer Preparation: Evaluation, Training, and 
Employment (COMPETE) is training for cognitively impaired young adults 
in information-age machines, such as computers and fax machines, which has 
resulted in the employment of a significant number of individuals (17 out of 27) 
who were unemployed before the training (Mann and Svorai 1994)

(g) Self-employment, i.e. establishing an independent, self-sustaining business
(h) Transitional employment: Here, a temporary work employment is provided to 

teach vocational skills which enables the person to move on to competitive 
employment

(i) Individual placement model (Robert Drake & Deborah Becker): Disabled per-
sons are placed in competitive employment according to their choices as soon 
as possible and receive all support needed to maintain their position. The sup-
port provided is continued indefinitely (Rossler 2006).
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Today, the most promising vocational rehabilitation programme is Supported 
Employment (SE) (Rossler 2006). In the past most studies evaluated short follow-
up periods (12–18 months), and it was not known which individual would ben-
efit from SE and who would not (Mueser et al. 1998). In recent times, it has been 
demonstrated that those who have found long-term employment through SE had 
improved cognition and quality of life and better symptom control (Bond 2004; 
Salyers et al. 2004).

Whatever be the model, there cannot be any doubt that vocational rehabilitation 
is required and is an important entity for those with mental illness.

8  Challenges and Future Directions

In India and other developing countries, opportunities for rehabilitation are limited 
either due to inadequate staff, infrastructure or training. Even where opportunities exist, 
occupational activities such as making of envelopes or baskets provide little initiative 
and may not change the quality of life (Deva 2006). Community-based rehabilitation 
under government agencies is virtually non-existent, leaving the field entirely to NGO 
run rehabilitation centres, which provide mainly shelter with very little emphasis on 
rehabilitation. These facilities are also quite expensive and unaffordable for the com-
mon people. Other than issues of infrastructure and manpower, various other factors 
are responsible for the poor focus on psychiatric rehabilitation. Mental illness in India 
has poor visibility due to a lack of cohesive patient and family groups to showcase the 
problems faced by this group of population. This could be attributed to stigma, pov-
erty and poor awareness, and most of the caretakers’ energies being expended on tak-
ing care of livelihood. The lack of visibility and lobbying for patients’ rights lead to 
neglect in framing government rules and regulations, allocation of funds as well as 
providing other supportive programs such as vocational opportunities. For example, 
mental illness was the last group to be recognised as causing disability in the ‘Persons 
with Disability Act’, 1995. The aggressive marketing by the pharmaceutical industry 
is another reason for which the pharmacological interventions get precedence while 
caring for those with chronic mental illness. The industry offers pill for every deficit, 
and thus doctors are driven towards this pill. The research evidence brought forward 
by these companies is also often sponsored by them, thus doubting its genuineness. 
Most psychiatrists do not acquire all relevant skills needed in psychiatric rehabilitation 
during their training, which is predominantly hospital-based. Young psychiatrists are 
primarily trained in diagnostic procedures and prescription of medications, mostly to 
control symptoms, and not trained much in integrating pharmacological and psycho-
social interventions (Liberman and Glick 2004; Rossler 2006). Thus, the whole train-
ing in psychiatry now requires an overhaul, so that there is enough trained manpower 
in the field of rehabilitation psychiatry. Exclusive centres and institutions are required 
to provide training to the professionals who are interested in rehabilitation. There is 
a need of developing newer and innovative strategies for training and rehabilita-
tion of persons recovering from mental disorders. These approaches might vary from 
place to place depending upon the local need and resources. In Chandigarh, ‘Umeed’ 
has come up as an innovative and sustainable model for job placement of mentally 
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challenged persons. This model was the best in the country in 2003 and received the 
national award. Currently, 60 mentally challenged persons are employed under Umeed. 
Similarly, the Department of Psychiatry, Government Medical College, Chandigarh, 
runs a half-way home in collaboration with ‘Prayatan’, a self-help group of family 
members of mentally ill persons for last 10 years. The patients who are discharged 
from the hospital after control of acute symptoms attend this half-way home. Through 
recreational, social and vocational skills training, patients are prepared to take up the 
work. Depending upon the interest and capabilities, some of the patients are engaged 
in production work carried out at the half-way home, and they are paid remuneration 
depending upon their production. Others are employed with Prayatan at its outlets at 
different places in Chandigarh. The profit from these outlets is paid as monthly wages. 
The wages are linked to profit rather than fixed salary.

However, the psychiatric rehabilitation or psychosocial rehabilitation has not 
made much progress in India. The government has to redesign and adopt poli-
cies enabling the disabled to re-integrate into the society. Keeping the UNCRPD 
in mind, a disabled friendly environment has to be created, which ensures equal 
rights and privileges for all. Reservation for the chronically mentally ill in jobs and 
availing of government facilities for self-employment is required. At present, only 
3 % of the government jobs are reserved for the physically disabled in grade ‘C’ 
and grade ‘D’ posts. Sadly, there is no reservation for the people disabled due to 
mental illness. Likewise, though there is provision of 7.5 % reservation in dealer-
ships or agencies provided by Oil Companies for physically handicapped or gov-
ernment personnel (other than defence personnel), disabled on duty or widows 
of government personnel (other than defence personnel who die in the course of 
duty), there is no reservation for persons with chronic mental illnesses.

Equal rights also means equal rights as citizen, including the right to vote, but 
again there is much confusion regarding the eligibility to cast vote by those with 
mental illness, especially when they are in remission. Again, the facilities for 
rehabilitation such as rehabilitation centres, half-way homes and day care centres 
should also be increased keeping in mind that at present in India there are over two 
crore persons with serious mental disorders and about 5 crore people with com-
mon mental disorders (Chandrashekar et al. 2009). These are but, a few instances 
where much is required to be done.

India has miles to go in the field of rehabilitation psychiatry, but we have surely 
taken our first step, and thus our journey begins.
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The principle fault of the present-day medical curriculum is that it is 
mainly cadaver centred, lab oriented and organ minded. The whole 
man never finds a place in the medical curriculum. Our whole 
medical system is oriented towards living long and not living well 

Neki et al. (1965).

1  Introduction

On examining the current medical curriculum including psychiatry at undergradu-
ate level, the above statement of 1965 seems to hold true even today. Undergraduate 
medical training in India suffers from a multitude of problems. It is ineffective and 
lacks practical and scientific application. It needs modifications keeping in view the 
ever-increasing load of mental health problems. Moreover, it has no parity with the 
medical education in the developed countries. In India, undergraduate psychiatry 
teaching needs to be upgraded, as at present, it is appended to medicine without 
proper emphasis.
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2  Magnitude of Mental Health Problems

The magnitude of people suffering from mental disorders in the country is alarming. 
At any given point of time, 20 % of adult population is likely to be suffering from 
mental illness (Math and Srinivasaraju 2010). The Government of India’s National 
Commission on Macroeconomics and Health Report (2005) highlighted that, even 
on ignoring minor mental illnesses, rough estimates suggest that nearly 70 million 
people in the country are seriously mentally ill. This population is more than the pop-
ulation of many European countries. Further, these disorders contribute much more 
than the physical illnesses such as tuberculosis, HIV, cancers and chronic obstruc-
tive lung diseases to the disability-adjusted life years (DALYs) (Thiruvanakasru and 
Thiruvanakasru 2010). The morbidity and mortality statistics are certainly important 
in planning the health care services, but in the case of chronic diseases that affect the 
productivity and growth of a nation, DALYs has advantages over mortality statistics.

3  Manpower for Health Care

India has around 355 medical colleges with an annual intake of 44,250 MBBS stu-
dents per year (MCI 2013). The potential of our medical graduates and postgradu-
ates can be realised from the fact that nearly one-third of them migrate to other 
countries, including the United States and the United Kingdom for higher educa-
tion or employment every year (Supe and Burdick 2006). As our undergraduate 
course is not recognised in most of the European countries, health professionals 
of Indian origin face a lot of hardship in getting acceptance in these countries, but 
once accepted, their contribution in health care programmes of other countries is 
openly acknowledged (Chaudhry 2010; Ghambheera and Williams 2010; Kalra 
and Bhugra 2010; Srivastava and Natrajan 2010).

Compared to the resources for undergraduate training, we have only 142 medi-
cal colleges providing facilities for postgraduate courses in psychiatry and 49 col-
leges have facilities for training for Diploma in Psychological Medicine (DPM). 
Surprisingly, training facilities in psychiatry are available only to about 0.4 % of 
graduates passing out every year (MCI 2013) in the country that supports 16 % 
of the world’s population. The number of psychiatrists available is much less than 
required. The survey of national mental health resources based on the 2001 census 
suggests a gross deficit of mental health professionals in the country. Taking the 
ideal requirement as 1 psychiatrist for one lakh population, there is a shortage of 
psychiatrists in almost all the states, ranging from 50 to 90 %. Only few states 
such as Chandigarh, Delhi, Goa and Pondicherry are exceptions and have a surplus 
of psychiatrists (Thiruvanakasru and Thiruvanakasru 2010).

The ideal requirement for psychiatrists one per lakh population recommended 
by the Health Survey Report (2002) as cited by Thiruvanakasru and Thiruvanakasru 
(2010) is calculated arbitrarily. This requirement is much less than what is projected 
by the Western countries. Even on accepting that, we have not been able to catch up 
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with the targets suggested at that time, and the situation is likely to deteriorate. The 
District Mental Health Program (DMHP) was launched in 1983 with the hope of pro-
viding mental health care at the primary care level. But, its implementation has been 
quite slow due to administrative, financial and time resources and manpower reasons. 
It is currently only being implemented in 127 of 625 districts (Murthy 2011).

Another approach to improve mental health care resources could be to 
strengthen our undergraduate medical curriculum in psychiatry so that we may 
reach the unreached (Jugal et al. 2007). The medical graduate and a primary care 
physician of the present day have a negative attitude towards psychiatry. Even 
psychiatric consultation is not utilised by physicians. Physicians could help their 
patients better or seek psychiatric consultation, if they had been properly exposed 
to psychiatry during their undergraduate training (Chadda and Some 1996).

This scenario of training the doctors in mental health skills in India opens up 
a pile of questions about the mental health care delivery in the country. We have 
a handful of psychiatrists in the country. The Directory of the Indian Psychiatric 
Society (IPS), 2012, lists 3,947 psychiatrists in its membership till 2011(IPS 
2012). This is about 25 % of the required strength of psychiatrists in the country. 
Our postgraduate training programme would take at least 50 years to make up the 
numbers required for the present. On the other hand, training undergraduates ade-
quately seems to provide a viable solution within five years. Therefore, the focus 
must be on the mental health training at undergraduate level. The advantage of 
teaching psychiatry at the undergraduate level would provide adequate manpower 
to manage the burden of mental illness in a cost-effective manner. It would also 
improve the attitude of physicians and community towards mental health.

4  The Challenge of Undergraduate Training

Long ago in 1975, the World Health Organization (WHO) had recommended that 
mental health objectives in each country should be defined by taking into account the 
nature, extent and consequences of the mental disorders, the resources available and 
time constraints (Wig et al. 1981). However, it seems that while planning our mental 
health care policy, we somehow forgot about the resources and time limits. For a long 
time, it has been realised that our mental health training at the undergraduate level 
has been unsatisfactory for a variety of reasons. Some of these reasons, which have 
been highlighted, include insufficient teaching hours, inadequate teaching faculty, 
ambiguity and controversies surrounding many psychiatric concepts, lack of inter-
est and sensitivity of the students and non-psychiatric faculty towards psychiatry and 
mentally ill, stigmatisation, no separate examination for the subject and inadequate 
training during internship (Bhaskaran 1990). On flipping the pages from the archives 
of the Indian Journal of Psychiatry, it is evident that inadequacy of teaching of psy-
chiatry has frequently been emphasised by many medical educationists and psychia-
trists (Kallivayalil 2012; Reddy 2007; Thirunavukarasu 2007). Integrating psychiatric 
training with that of community medicine, which at present is a full subject in the 
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MBBS curriculum, seems to be viable solution to make up for the deficiency in the 
mental health training. But, training in mental health needs to be allotted sufficient 
time (Sood and Sharan 2011, 2012). However, the efforts done to improve upon these 
deficiencies had been lacking. We must have the answers to the reasons for our failure 
to overcome these problems, before we embark upon any new strategy (Table 1).

5  Undergraduate Psychiatry Is Not a Mini  
Postgraduate Training

The psychiatric trainers in our country have undergone training, which is not in 
keeping with the aims and objectives of undergraduate curriculum. Due to the 
shortage of mental health professionals in the country, the psychiatric trainer in 
most of the medical colleges today is a young postgraduate, who has undergone 
training based on Western models. He or she has had practically no exposure to 
psychiatry at undergraduate level. During postgraduate training, the trainee has 
extensively dealt with the diagnostic and therapeutic controversies of major psy-
chiatric syndromes. He or she has had extensive clinical exposure in the hospital, 
but has rarely gone to the community to know whether the mental health needs 
there. In other words, the psychiatric teacher of today has been trained as a spe-
cialist clinician and researcher, rather than a health care provider at community 
level, which is the aim of undergraduate medical training. On the other hand, a 
teacher for psychiatry for undergraduates needs to be sensitive about the needs of 
the students and the expectations of the community. Due to inappropriate train-
ing at postgraduate level, undergraduate teaching gets reduced to a stereotypic 
ritual of telling them about how to fit a patient in the category of schizophrenia or 
bipolar disorders, instead of focusing upon the common mental disorders seen in 
the medical outpatient clinics. MBBS students who are new to psychiatry find the 
postgraduate trainers talk full of ambiguities, technicalities and dry jargon. This 
kind of exposure strengthens the culturally prevalent stereotyped image about the 
psychiatry and psychiatrist. Undergraduate students never seem to get taught about 
what the community needs from a mental health care provider. However, post-
graduate students can be an asset for undergraduate psychiatric training for two 
major reasons; firstly, they are mostly engaged in clinical work; therefore, they can 

Table 1  The challenges of undergraduate teaching in Psychiatry

1. Shortage of mental health trainers
2. Inadequate orientation to the needs of undergraduate among trainers
3. Negative attitude towards psychiatry in community, among physicians and students
4. Improper cultural orientation towards psychiatry
5. Inadequate exposure to social sciences in the early MBBS years
6. Inadequate emphasis on psychiatry as a full subject
7. Lack of political and administrative motivation towards psychiatry
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give the “actual feel” of patient with psychiatric problems; secondly, they make up 
for the shortage of trainers in psychiatry, which is likely to persist for many years 
to come (Polan and Riba 2010). Therefore, the postgraduate trainer too needs to 
train well according to the needs of the community. Due to the gross discrepancy 
between our community mental health needs and the Westernised training at post-
graduate level, psychiatrists prefer to go abroad whenever there is an opportunity 
and prefer never to come back, despite the adverse mental health situations and 
attitude of the country (Patel 2003; Mellor 2003; Thirunavukarasu 2007). Those 
who get trained in psychiatry abroad would naturally feel less interested in coming 
back to India (Patel 2003).

As teachers in psychiatry, we have observed over years that many of aspirants 
choose psychiatry for postgraduate training not as a choice but as compulsion. The 
moment they see a chance, the choice of discipline is quickly changed. All these 
facts, though not very well researched, are common knowledge. During the postgrad-
uate career in psychiatry, due to many constraints including manpower, the doctor is 
primarily trained as a “psychiatric drug prescriber” and a “psychiatric philosopher”, 
rather than an undergraduate teacher. To impart a community-need-oriented training 
at undergraduate level, we need to reorient our postgraduate training curriculum too. 
We need to make it more Indian with a focus on community mental health needs.

6  Providing Need-based Training

There is so much of cultural influence on understanding and practice of psychia-
try that it cannot be refuted by any argument (Avasthi 2011). The students both 
at the postgraduate and undergraduate level read either Western or Westernised 
textbooks on psychiatry, which are devoid of any description of Indian culture. 
We have a strong need of mental health literacy in India, and this need is quali-
tatively different from the Western needs due to the sociocultural influences. We 
need to follow a different Indian approach to the treatment of psychiatric, espe-
cially neurotic disorders. The Western psychotherapeutic approach to such disor-
ders may not be equally suitable to our patients due to cultural inappropriateness 
and inadequate mental health resources. Indian patients are not aware of their 
rights as in the West. Consequently, doctors in India have more accountability 
towards the health of their patients. Most of the patients instead of being an equal 
partner in the treatment process prefer to leave the decision on the doctor and fol-
low his or her advice. Under such circumstances, the doctor–patient relationship 
is much more important than anywhere else in the world. The undergraduate cur-
riculum of psychiatry, adopted by the MCI, the discipline that should emphasise 
this aspect of treatment the most, does not lay any emphasis on it. Going further, 
most of our patients enjoy good family support. Dr. Vidya Sagar recognised this 
fact and involved the family members along with the patient in mental hospitals. 
Unfortunately, none of these aspects are adequately addressed in the present-day 
academic curriculum for undergraduates (Undergraduate taskforce-IPS-2010). 
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Even when we know what we need to train about, how we need to train our under-
graduates has been a matter of concern to all of us for a long time (Sharma 1984).

7  Changing Attitudes: Stigma a Silent Inhibitor

Before joining medical school, the undergraduate student carries the cultural stereo-
type image of psychiatric patients with him or her. When suddenly exposed to the 
patient with psychiatric problems with inadequate preparation, this often evokes a 
feeling of fear and hate in the student. During the two-week posting in the psychi-
atric ward, each student is exposed to two or three patients. The history and mental 
status examination recorded by them clearly reflect their anxiety and disinterest in 
the patient. Many students find it very easy to skip the posting as they need only 
50 % attendance in psychiatric theory and clinics. When they leave the posting, 
they carry the same negative attitude with them, which they had brought (Chawla 
et al. 2012; Lingeswaran 2010). Even at the end of two-week posting in psychiatry, 
students are still not able to empathise with the patient. They are not aware of aetio-
logical factors for mental illness and believe supernatural factors responsible for the 
mental disorder. Modified ECT remains an undesirable treatment option to them. 
Majority of the students even after their posting are not very keen on choosing psy-
chiatry as career (Chawla et al. 2012). The earlier studies too highlighted that fact 
that only a few final year students wish to take up psychiatry as their career, as 
they too find it less rewarding (Alexander and Kumaraswamy 1993; Tharayan et al. 
2001). Perhaps the current medical curriculum is not designed to dispel the myths 
and stereotypes a medical student carries as a part of societal beliefs. Even today, 
people with minor emotional and psychological problems approach the general 
physician at first level. With such negative attitudes even if the student prefers to 
become a general physician, the impact on the community about patients with psy-
chiatric problems would still be the adverse. The studies quoted above all reflect a 
need to modify the psychiatry training curriculum at MBBS level.

8  Inadequate Duration for Training

The MCI has neglected psychiatric training at the undergraduate level (MCI 1997; Sethi 
1978). The council recommends 20 h of didactic lectures and two-week posting in the 
psychiatry ward during MBBS course. The duration is much less in comparison with our 
national needs (Jacob 1998; Kattimani 2010; Yerramilli and Murty 2012; Chawla et al. 
2012; Rajagopalan and Kuruvilla 1994). The time allotted for teaching is just about 1.4 % of 
the total training time during the four-and-a-half-year MBBS course (Thirunavukarasu and 
Thirunavukarasu 2010). In the United Kingdom, which has a population comparable to any 
single state of India, the General Medical Council recommends training for 80 h in behav-
ioural sciences and a 36-week clinical posting. In Denmark, the psychiatry curriculum has 
much superior status compared to paediatrics and gynaecology. The current training is not 
sufficient as the medical graduates are unable to diagnose common psychiatric problems in 
the emergency room (Balhara et al. 2010).
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9  Psychiatry Is Not a Main Subject  
in the Undergraduate Curriculum

For decades, the IPS is fighting for psychiatry to be accorded the status of a full sub-
ject. However, such efforts have not yielded the desired results. The biggest problem 
at present seems to be creating some space for psychiatry in the already overbur-
dened undergraduate curriculum. It must be realised that a positive attitude towards 
a particular discipline and its growth is not feasible till it is allowed to be an essen-
tial part of the curriculum. Certain specialities such as paediatrics and orthopaedics 
are good examples of this approach. The clinical posting and number of theory lec-
tures prescribed in these subjects far exceed what has been prescribed for psychiatry. 
Not just that attending classes in these subjects is compulsory, but the students at 
undergraduate level are also examined in these subjects in their final examination 
by the concerned specialists. Both these compulsions make the undergraduate stu-
dent “serious” towards the speciality. Certainly, creating space for any speciality in 
the undergraduate curriculum is an uphill task, when the demands of already exist-
ing subjects are also increasing due to the rapid advancements in the field. In the 
UK, it was felt that the undergraduate curriculum is loaded with unnecessary factual 
details, which a student simply needed to reproduce as such without any advantage 
in the training. Omitting these details reduced the academic burden by about 35 % of 
the training time (GMC 1993). Similarly, there is an urgent need to revise our train-
ing programme so as to make it suitable for the needs of the community, to make it 
less burdensome for the students and get sufficient time slots for the subjects such 
as psychiatry. The MCI seems to have overlooked the state of the country’s mental 
health problems, while responding to the call from the IPS for making psychiatry a 
complete subject at the MBBS level. The MCI, in its letter dated 20 August 2011, as 
stated by Kallivaylil (2012) gave psychiatry a respectable status in the MBBS cur-
riculum, but denied the status of full examination subject due to the overburdened 
curriculum. This step is, thus, less likely to bear the desired results as we know 
that students take a subject seriously only if they have to take up an examination in 
the subject. The current MBBS curriculum is considered as one of the most over-
loaded of all academic curricula. Mental health needs special attention in the under-
graduate curriculum (Das et al. 2002) and should be given the need-based priority it 
deserves. It needs to be revised according to the recommendations of the Taskforce 
on Undergraduate Training of the IPS and the World Psychiatric Association to meet 
the national needs and international standards (Murthy and Khandelwal 2007).

10  Political and Administrative Motivation

India is a large developing country. It has multiple demands and needs for ade-
quate community and economic development. For that reason, priorities for devel-
opment keep on changing from time to time. It has been realised that only those 
issues for which our leaders are sensitised get a place in policies and become a 
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priority for development. The IPS has made seminal efforts to make the admin-
istrators and policymakers aware of the mental health needs of the country. 
However, political still seems to be lacking. Policymakers either have a negative 
attitude towards mental health needs or seem to be unaware of mental health prob-
lems. It is possible that this is the reason why whenever mental health issues of the 
country are a matter of concern, policymakers find it very easy to circumvent this 
priority (Mellor 2003).

11  Our Effort to Improve Undergraduate Psychiatry

As per a national report, 856,065 MBBS doctors who are registered were with the 
Indian medical register till 31 July 2011 (PTI 2011). India ranks 67th among the 
developing countries, with the doctor–population ratio in the country estimated to 
be around 1:2,000 (PBI 2013). But, this number is quite significant keeping in view 
that many graduates opt for training or working abroad despite facing hardships. On 
the other hand, we have only 23 % of the required number of psychiatrists in the 
country (TNN 2011). We must bear in mind that the health care system in India is 
still based on the quality of primary care. It is, therefore, the quality of training at 
the undergraduate level, which influences the health care outcome. Thus, we need 
to strengthen mental health training at the undergraduate level in order to meet the 
current mental health needs of our country. In 1946, the Bhore Committee recom-
mended setting up of separate departments of psychiatry in the existing general hos-
pital for specialist training within the teaching institution itself, instead of sending the 
students elsewhere for training (Bhore 1946). This suggestion led to opening up of 
many general hospital psychiatry units and psychiatry departments within the medi-
cal colleges. Consequently, we now have 149 medical colleges offering postgradu-
ate training in psychiatry in comparison with almost none in the 1950s. Since then, 
the efforts to improve undergraduate training in psychiatry have been continuing. The 
Committee also stressed that the aim of undergraduate training in psychiatry should 
be to enable the medical student think, observe and take decisions by themselves. 
Training the medical graduates in social aspects was also recommended so that the 
undergraduate student became aware of mental health needs of not just patients with 
mentally illness, but also of the emotional problems of patients with medical prob-
lems. The social aspect of training could never be properly imparted due to the lack 
of sufficient trainers. Consequently, undergraduate students continue to have nega-
tive attitudes towards the mentally ill patients and psychiatry. The first seminar on 
teaching psychiatry to undergraduates was held at the Central Institute of Psychiatry 
(CIP), Ranchi, in 1965. A task force for training in psychiatry at undergraduate level 
was also constituted. In the first meeting of the IPS Subcommittee on Undergraduate 
Psychiatric Education (1965), it was pointed out the “if all five year plans are geared 
to make up for the deficiency of psychiatrists in the country, it would take 100 years 
to fill the gap”. Undergraduate students were also found apathetic to psychiatry. The 
reasons for such apathy that could be identified are as follows:
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1. They had poor background of the basic subjects such as psychology and sociology
2. Inadequate use of the teaching methods
3. Non-integration of psychiatry in the mainstream teaching
4. Lack of regulations for compulsory attendance in psychiatry
5. Lack of post-MBBS house surgeon posts in psychiatry departments.

Due to all these factors, medical graduates considered psychiatry as the odd man 
out in the whole academic curriculum. To overcome these deficiencies, the follow-
ing reforms were proposed by the task force (Neki et al. 1965):

1. Introduction of basic behavioural sciences in the preclinical years
2. Modular teaching methods involving use of multiple teaching technology, real-

ity and practice based instead of didactic teaching
3. Introduction to psychopathology and history taking in the early clinical years 

with exclusive psychiatric teaching to make the student identify and manage 
common psychiatric syndromes and emergencies. One month of such training 
was felt to be the bare minimum in order to give the medical student a “feel-
ing” of psychiatric disorders

4. Collaborative teaching: teaching psychiatry to the undergraduate students in 
community settings or in the liaison clinics with other specialties

5. Accommodating the psychiatric curriculum in the main curriculum. The committee 
proposed to include psychiatry as one of the main subjects, with “bare minimum” 
requirements, keeping in view the already overcrowded medical curriculum

6. At the end of the course, an examination was also considered necessary
7. The expert committee also proposed the staff requirements, minimum infra-

structural requirements for the “minimum curriculum”.

In the mid-1970s, the Srivastava Committee, a group of educators commis-
sioned by the Indian government, advocated reorientation of medical education in 
accordance with national needs and priorities. They recommended the formation 
of a medical education committee to implement reforms. A National Workshop 
on Undergraduate Training in Mental Health was held at Jawaharlal Institute of 
Postgraduate Medical Education and Research, Pondicherry (JIPMER), in 1983. A 
National Workshop on Social and Behavioural Sciences in Mental Health was held 
at the All India Institute of Medical Sciences, New Delhi (AIIMS), in 1994. It was 
observed that the one of the main reasons for the undergraduate not being keen on 
studying psychiatry was lack of orientation towards behavioural sciences. A work-
shop and teachers’ training programme on undergraduate training in psychiatry 
was held in the National Institute of Mental Health and Neurosciences, Bengaluru 
(NIMHANS), in 1989, for teachers from 10 medical colleges, which identified 
the necessary steps to improve undergraduate training and teaching. One of the 
important recommendations of this workshop to the MCI was giving psychiatry 
the status of a full-fledged subject at the MBBS level. We still need to persist in 
our efforts for this status for psychiatry.

In 1986, the Bajaj Committee and, in 1993, Katker and Adkoli advocated to 
updating the course content, introducing revisions in student assessment and 
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innovative teaching methodology. To implement these changes, they suggested 
faculty development, establishing medical education units and making educational 
funding more transparent. These recommendations were reiterated in 2004 by the 
Majumdar Committee in a government-commissioned report, in which the need 
for political commitment and leadership to achieve relevant, evidence-based medi-
cal education was emphasised. Efforts were continuously put in. But these could 
not bring any noteworthy change in the medical curriculum, especially in psy-
chiatry (Reddy 2007; Thirunavukarasu 2007). This undergraduate psychiatry task 
force is continuing to review undergraduate training and submitted its latest rec-
ommendations under the leadership of Prof. Jiloha and Prof. Parkar in 2010 to the 
MCI (Jiloha and Parkar 2010; Manohari 2013). They stated that a medical student 
on graduation should be able to deliver mental health services at primary care level 
as was proposed by Trivedi (1998). The following were listed as the main objec-
tives for undergraduate teaching:

1. Ability to identify signs and symptoms of common psychiatric illnesses
2. Ability to identify developmental delays, including cognitive delays
3. Ability to understand the nature and development of normal human behaviour
4. Ability to appreciate the interplay between psychological and physical factors 

in medical presentations
5. Awareness of common psychopharmacological interventions in clinical prac-

tice of psychiatry
6. Ability to apply basic counselling skills and be comfortable while discussing 

common psychiatric issues with patients or their relatives
7. Awareness of statutory and educational provisions with regard to psychiatric 

illnesses and disability
8. Ability to develop a helpful and humane attitude towards psychological, psy-

chiatric and behavioural difficulties
9. Ability to deliver mental health services at the primary care level.

As cited by Kallivayalil (2012), responding to these recommendations, the MCI, 
in a letter dated 20 August 2011 addressed to the Ministry of Health and Family 
Welfare, Government of India, stated that the following have been incorporated 
into the curriculum for psychiatry, for the undergraduate MBBS course:

1. The teaching hours in psychiatry were to be increased from 20 to 40 h
2. The clinical posting in psychiatry was to be increased from 2 to 4 weeks
3. Marks for questions in psychiatry in the theory paper for medicine were to be 

doubled to 20, and it was agreed that the questions for psychiatry would be 
made mandatory

4. Internal assessment in psychiatry was to be made mandatory for the final 
examination

5. Psychiatry posting in internship was to be made mandatory, instead of it being 
an elective posting

6. The subject was to be taught in an integrated manner, especially with commu-
nity medicine.
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Of these recommendations to the Ministry of Health, there are still many yet to 
be implemented. There is still a 20-h teaching course in psychiatry, and questions 
on psychiatry have not been made mandatory in the final examination. Internal 
assessment in psychiatry too has not been uniformly adopted by the all medical 
colleges. Integration with the other subjects is also pending.

The IPS is continuing in its efforts to get psychiatry the status of complete 
undergraduate subject and has represented to the MCI and the Ministry of Health 
regarding this. On 25 November 2011, the Ministry of Health seemed to be con-
vinced with the evidence provided by IPS on granting psychiatry the status of 
full subject with separate exam. The decision, however, is still pending for imple-
mentation (Kallivayalil 2012). Clearly, our record on psychiatric teaching at the 
undergraduate level has been dismal. Despite several good recommendations 
of many Indian and international bodies, we still need to improve our teaching 
psychiatry for medical students. Teaching psychiatry in an effective, need-based 
manner is the immediate requirement. We do hope that through repeated 

Table 2  Steps to improve Skills, Aptitude and Training in Psychiatry (adapted from Kallivayalil 2012)

Changing negative attitudes of clinicians towards psychiatry by working with them
Convincing policymakers about the burden of psychiatric disorders
To convince students that they need psychiatry for their professional and personal development, 
by incorporating behavioural sciences class in the preclinical curriculum
Making psychiatric teaching needs based by giving more importance to anxiety disorders, 
depressive disorders, substance use disorders, medically unexplained somatic symptoms, psy-
chosomatic symptoms and suicidal behaviour than schizophrenia or mania
Emphasise more on consultation liaison psychiatry and general hospital psychiatry than on 
specialised psychiatry
Make clinical postings interesting by incorporating new teaching methods such as demonstrat-
ing a video recording of interviewing a patient and asking students to evaluate the skill of 
interviewer
Encourage humanities in medicine, such as arts and literature to orient students to social sci-
ences and its application to the medical sciences
Soft skills such as communication skills, stress management and study techniques, which may 
help personal development may be included in training
Uniformity in training and examination schedule and module throughout the country based on 
some national guidelines for syllabus, class room teaching hours and practical training
An objective method of examination that should include multiple choice questions for evaluat-
ing psychiatric knowledge, objective structured clinical examination and objective structured 
long examination review in place of personal idiosyncratic methods of assessment in clinical 
skills and knowledge
Integrating psychiatric teaching with other clinical subjects such as general medicine (to dem-
onstrate a case of anxiety, depression or somatoform disorder) and specialties such as dermatol-
ogy (obsessive–compulsive disorder, trichotillomania, delusional parasitosis), cardiology (panic 
disorder or depression), gastroenterology (irritable bowel syndrome, peptic ulcers), surgery 
(delirium, head injury), neurology (dissociative disorder) and paediatrics (attention deficit 
hyperkinetic disorder, mental retardation) would decrease academic load and make teaching 
interesting
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regulations, the MCI would be able to do something to make psychiatric teach-
ing effective. Making psychiatry a full subject with a separate examination at the 
MBBS level conducted by the psychiatric faculty is the only way to make the 
undergraduate student appreciate the importance of the subject and help him or 
her to understand psychiatry better. At present, we need to be prepared with a 
proposal of 100 h of psychiatry teaching and examination scheme for the under-
graduates. Kallivayalil (2012) had proposed an action plan to improve psychiatric 
training, which is depicted in Table 2.

12  World Perspective on Undergraduate Psychiatry

The shortage of psychiatrists is not an Indian phenomenon, but it is globally preva-
lent depending upon the mental health needs of different countries (Bhugra 2009). 
Different countries differ in their emphasis upon psychiatric teaching during the 
undergraduate years. Denmark has put in the best effort making psychiatry a full 
subject at the undergraduate level. Teaching of psychiatry at the undergraduate level 
was well established in Denmark by 1912, and psychiatry acquired the status of a 
major clinical subject in the 1950s, rising to third place after surgery and medicine 
with approximately 240 h of teaching in psychiatry. In the USA, during the first 
2 years, there are about 60 h of teaching in various psychosocial areas. In the third 
year, 30 h are devoted to practical teaching of psychiatry. In the fourth year, there 
is a full-time posting of 8 weeks of psychiatric clerkship. Sri Lanka and Nepal give 
prominence to psychiatry, and medical students need to pass an examination in psy-
chiatry to qualify for medical degree (Kallivayalil 2012). But, in most countries, the 
status of psychiatry at the undergraduate level is in a developing phase.

There has been a global initiative on improving the undergraduate medical edu-
cation. The undergraduate curriculum has been recognised to be over-burdened since 
the middle of the nineteenth century. The recommendations of the General Medical 
Council of the UK in 1957 and 1967 were felt to be such that it needed the student 
to produce more factual data and restricted him or her from developing independent 
thinking. It was felt that about 35 % of the load due to factual data could be reduced 
from the medical curriculum. Along with this, a strong emphasis on public health 
aspects, i.e. preventive and promotional aspects, instead of learning more about dis-
eases and their diagnosis and treatment was required. It was also stressed that the 
curriculum should incorporate the latest advances in the field of medicine and sur-
gery and should encourage self-learning by the student, instead of memorising facts. 
Emphasis was also laid on changing epidemiological trends, disability and distress, 
family experiences in the wake of a disease, and the ability to recognise “non-organic” 
aspects of disease, so as to make the curriculum oriented towards human disease, 
instead of conventional orthodox views of illnesses. Besides making the curricu-
lum less heavy, emphasis was also placed on making it oriented to self-learning. A 
sound examination with the ability to test the students’ skills as per the aims of the 
undergraduate training and test his or her ability to practice independently was also 
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recommended. In order to meet these requirements, a core curriculum based upon 
modular learning was proposed. The basic structure of psychiatric module was as 
follows:

 1. The prevalence, presentation, aetiology and basic management of “core” 
psychiatric conditions were made mandatory. “Core” conditions included 
the following: affective disorders, substance dependence, anxiety, panic and 
phobias, post-traumatic stress disorder, normal and abnormal grief and adjust-
ment reactions, psychological problems complicating physical illnesses, 
acute confusional states, dementias, obsessive–compulsive disorder, conduct 
and emotional disorders of childhood and adolescence, and schizophrenia. 
Additionally, conditions such as somatic manifestations of psychological dis-
tress, eating disorders, psychosexual disorders, disorders of personality, devel-
opmental disorders and attention deficit disorders were also included

 2. The conditions, under which patients may be detained and treated against 
their will, were to be taught

 3. Common physical treatments in psychiatry, their indications, mechanisms of 
action and unwanted effects were included

 4. The principles of psychotherapy were to be taught
 5. The range of services and role of professionals in the community and the hos-

pital in care of the mentally ill were to be taught
 6. Common psychiatric conditions among people with learning disability and the 

range of services available for them were included
 7. The ability to communicate effectively with the mentally ill, take a history 

and carry out a mental state examination was to be taught
 8. The ability to produce a formulation commenting on differential diagnosis, 

aetiology, management and prognosis was to be taught
 9. Assessing family relationships and their impact on family members was to be 

taught
 10. Assessing the need for physical investigations and further psychometric 

assessment was to be taught
 11. Assessing a patient’s potential risk to others was to be taught
 12. Assessing a patient’s risk of suicide was to be taught
 13. Facilitating referral to more specialist health services was to be taught
 14. Demonstrating empathy, an understanding of the emotional problems of 

patients and of the psychological dimension of illness, was to be taught
 15. Demonstrating a commitment to maximising social integration of patients 

with mental health problems and a sensitivity to patient concerns about stigma 
was to be taught

 16. Appreciation of the importance of multi-disciplinary working in the field of 
mental health services was to be taught.

The GMC did not make the curriculum specifically assessment based, but issued 
only the guidelines for the individual schools to make their own assessment plan 
to include the different aspects of knowledge, skill and attitude.
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The World Psychiatric Association collaborated with the World Federation on 
Medical Education and recommended that psychiatry be an independent subject 
at the undergraduate level (WPA 2002). The structure of undergraduate training 
in psychiatry was developed with the task force’s appreciation of the tremendous 
diversity in psychiatric education across the globe. These recommendations of the 
task force were based on the observations that there was a massive burden of men-
tal health problem around the globe. The need for treating mental disorders was 
obviously a pressing one in both developed and developing countries. Due to the 
global shortage of psychiatrists, it was, therefore, evident that all physicians must 
know how to detect and manage psychiatric disorders and when to refer patients to 
a specialist. The recommendations of the WPA for improving mental health teach-
ing for undergraduates are included in Table 3.

In the United States, the Accreditation Council on General Medical Education 
(ACGME) has outlined six core competencies: patient care, medical knowledge, 
practice-based learning and improvement, interpersonal and communication skills, 
professionalism and systems-based practice (ACGME 2012). This is in addi-
tion to the extensive specialty-specific competencies. Focusing on specialists, the 
European Union of Medical Specialties (UEMS) outlines the psychiatrist’s main 
roles as expert or clinical decision-maker, communicator, collaborator, manager, 
health advocate, scholar and professional. The required competencies, according 
to these organisations, are based on an educational framework, within which prac-
tical decisions are made, that allows a consistent approach to the formulation and 
monitoring of the curriculum’s performance (WFME/AMSE 2007).

Table 3  Essentials of psychiatry training for undergraduates (WPA Recommendations, 2002)

1. Clarifying what does a non-psychiatrist physician need to know about recognising and treat-
ing psychiatric problems and when to obtain a psychiatric consultation or make a referral
2. Develop six core competencies: patient care, medical knowledge, practice-based learning 
and improvement, interpersonal and communication skills, professionalism and systems-based 
practice
3. Faculty supervision of the medical students’ clinical work is central to all medical education, 
for integration of knowledge, clinical skills and attitudes to occur
4. The evaluation of the learned skill should be done in a phased manner depending upon what 
is the focus of learning at a particular stage
5. A permanent education committee, either for students chaired by the director, including repre-
sentatives from faculty responsible for major didactic and curricular components should evaluate 
and monitor the curriculum
6. Of equal to the importance of training is the attention to cultural and political influences on 
education. This requires acknowledging both the cultural context in which training is taking 
place and the anticipated practice locations of trainees
7. Health care financing must be taken into consideration for planning the curriculum, as 
inadequate number of psychiatrists and lack of finances make certain aspects of care, such as 
psychotherapeutic interviews an uncommon or non-existent part of clinical practice. However, 
appropriate financing for patient care and training is advocated
8. The use of technology and computer-based instruction may be preferred. Studies have found 
that lecture-based instructions and learning are cost effective, but computer-based instructions 
are far more time effective
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Keeping in view the above recommendations, our psychiatry curriculum for the 
undergraduates needs a thorough overhauling. The recommendations by the inter-
national bodies are based on the local and largely the global variations in the men-
tal health needs of different regions. Hence, these guidelines can be followed to 
tailor the curriculum to suit the requirements of the country.

13  Future Directions

The proposed action plan for undergraduate training in psychiatry is presented in 
Table 2. There is an urgent need to include psychiatry in the main MBBS curricu-
lum. It has been recognised for long that the stigma of psychiatric disorders cannot 
be removed, and adequate care of patients with such disorders cannot be ensured 
unless the primary care doctor is aware of the needs of patients with psychiatric 
disorders. If psychiatry can be included in the main curriculum, it would be much 
cost effective than the DMHP and training at the postgraduate level. Postgraduate 
training is needed in order to develop trainers in psychiatry and patient friendly 
treatment options in the field of mental health. The ultimate aim of the undergrad-
uate training should be to provide comprehensive care to the psychiatric patient 
according to the international standards and not just the treatment of common 
mental disorders. The international guidelines for the undergraduate training must 
be followed in the time to come.

We have the following suggestions for all medical educationists to reform the 
medical curriculum for the complete health care of the person and his or her mind.

1. Psychiatric teaching needs to be vertically integrated with the whole medical 
curriculum. In the preclinical years, relevant portions of psychology, sociol-
ogy and anthropology should be focussed upon, so that the student gets primed 
to understand the human behaviour and its determinants. This teaching would 
also help him in understanding biopsychosocial models of the disease and its 
treatment

2. The student must develop adequate skills in assessment of psychiatric disor-
ders. Assessment should be primarily communication based, which is possible 
through development of good language skills, understanding of the patient’s 
culture and empathic understanding and establishment of rapport. Psychiatry 
emphasises these skills a lot. Broadly speaking, these skills are not just 
required for psychiatry, but are important in all healthy human interactions. 
So later on, even if a medical graduate does not choose psychiatry as specialty 
for further training, these skills would be helpful in developing a good doctor–
patient relationship

3. During clinical years, psychiatry should be taught taking cultural aspects into 
consideration. Medical undergraduate should be informed about the influence of 
culture on the mental disorders. The popular cultural beliefs, myths and prac-
tices should be a major focus of teaching psychiatry to them. A specific mention 
about the Indian contribution of psychiatry at the international level must be a 
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focus, so that the students should “feel” psychiatry getting “Indianised”, and not 
just a Western speciality. Indian methods of treating neurotic patients would also 
be helpful in de-stigmatising psychiatry for the young minds

4. Drug treatment should focus on only few essential drugs for the treatment of 
psychiatric disorders, rather than loading them with complete textbook infor-
mation on psychopharmacology

5. Wherever possible an integrated “psychosomatic” approach towards the man-
agement of physical and psychiatric disorders should be followed, i.e. while 
discussing the medical disorder, psychological and emotional aspects should 
also be touched upon. This approach would help in better understanding about 
clinical features and management of physical disorders. This approach would 
also help in accommodating psychiatry in an effective manner in the already 
overloaded MBBS curriculum. We must make adequate room to accommodate 
the advancements in the other medical fields also. This approach may be dif-
ficult but once applied its benefits outweighs the difficulties (Doraiswamy and 
Radhakrishnan 2013; Jacob (1998))

6. During clinical years, the focus should be on the understanding and manage-
ment of common psychiatric disorders such as anxiety, somatoform and disso-
ciative disorders, rather than the stereotyped descriptions of schizophrenia and 
bipolar disorder. The understanding and medical management of the widely 
prevalent substance use disorders should be taught

7. Psychiatry should be made a full subject at the MBBS level, with an examina-
tion at the end of the training, so that the whole training is taken seriously. At 
present, psychiatric curriculum for BSc. Nursing is much better theoretically 
and practically, compared to the MBBS curriculum

8. Classroom blackboard-lecture-based teaching has become outdated with the 
recent advancements in mass communication technology. The students gener-
ally do not prefer the old-fashioned techniques. The best possible use of audio-
visual aids should be made. Instead of monotonous lectures, teaching should be 
didactic and interactive to gain attention of the students for the most of the time 
during teaching hours.
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1  Introduction

Science has progressed immensely in the realm of curing and treating various dis-
eases and disorders. The legal framework pertaining to diseases and disorders is 
also being strengthened with time. However, the same has not been the case of 
persons suffering from mental illnesses. Being a vulnerable section of the society, 
persons with such illnesses have been recurring victims of cruelty, ridicule, abuse 
and neglect of their legitimate rights. Mental disorders account for 13 % of the 
global burden of diseases (Kamra and Tiwari 2012).

Only 59 % people worldwide live in a country, where there is dedicated mental 
health legislation.1 In India, we have over 10 crore people suffering from a mental 
illness, there are just 43 mental hospitals and about 4,000 psychiatrists.2

Mental health services in the Indian subcontinent began with the establishment 
of mental hospitals. The need and demand of mental hospitals during the early 
British rule were influenced by the ideas and concepts as prevalent in England dur-
ing that period (Sharma 1987). The idea behind incorporating any measure with 
respect to mental illness was to isolate the affected patients, preferably in an insti-
tution, and keep them away from the mainstream society as much as possible. 

1 http://whqlibdoc.who.int/publications/2011/9799241564359_eng.pdf, visited on Jan 24, 2013.
2 http://week.manoramaonline.com/Cgibin/MMOnline.dll/portal/ep/theWeekContent.do?content
Id=11632435&programId=1073755753, visited on Jan 23, 2013.

R.C. Jiloha (*) 
Department of Psychiatry, Maulana Azad Medical College and G.B. Pant Hospital,  
New Delhi, India
e-mail: rcjiloha@hotmail.com

R.C. Jiloha, Director, Professor and Head

http://whqlibdoc.who.int/publications/2011/9799241564359_eng.pdf
http://week.manoramaonline.com/Cgibin/MMOnline.dll/portal/ep/theWeekContent.do?contentId=11632435&programId=1073755753
http://week.manoramaonline.com/Cgibin/MMOnline.dll/portal/ep/theWeekContent.do?contentId=11632435&programId=1073755753


612 R.C. Jiloha

Primarily, these hospitals or asylums were constructed away from the cities with 
high enclosures. The rules and the laws with respect to the admission care and 
discharge of the mentally ill have their origin in the English Acts such as Act for 
Regulating Private Mad Houses, 1774 and Country Asylums Act, 1808 (Kathleen 
1972). In the middle of the nineteenth century, Lord Ashley introduced three 
amended acts, the Lunacy Regulation Act, 1853, the Lunatic Care and Treatment 
Amendment Act, 1853 and the Lunatic Asylums Act, 1853 (Sharma 1987).

After the British Crown took over the reins of India from the East India 
Company, it enacted the first Indian Lunacy Act (No 36) of 1858 providing guide-
lines for establishment of lunatic asylums and to regulate procedure for admis-
sion of the mentally ill. This Act was later modified in 1883, with more elaborate 
instructions for admission and care of the mentally ill. The sole purpose of estab-
lishing lunatic asylums was to segregate mentally ill who were considered as trou-
blesome and dangerous to the society. It is obvious that the asylums constructed at 
that time were simply places for detention.

Due to deplorable condition of mentally ill in lunatic asylums and growing 
public concern, the government contemplated having a central supervision of 
these asylums in 1906 and Indian Lunacy Act 1912 (No 4) came with a racial bias. 
Separate institutions were established for European and Indian patients. In 1920, 
nomenclature was changed and the name Mental Hospital was substituted for 
lunatic asylum . Administrative control of these institutions was passed on to the 
civil surgeon of the district from the prison authorities (Kathleen 1972).

The Lunacy Regulation Act, 1853, the Lunatic Asylums Amendment Act, 1853, 
the Indian Lunacy Act, 1858 and the Indian Lunacy Act, 1912 were some of the 
archaic legislations that dealt with mental illness where persons suffering from 
such an illness were referred to as lunatics or idiots, were provided only custodial 
care, thereby ignoring the overarching principles of equality and dignity of indi-
viduals, as well as the International Instruments such as the Universal Declaration 
of Human Rights, which inter alia provides that all human beings are born free 
and equal in dignity and rights.3

The developments during the first half of the twentieth century brought newer 
insights into the understanding of mental disorders as medical illness requiring 
humane and sympathetic treatment. Introduction of general hospital psychiat-
ric units (GHPUs) and electroconvulsive therapy (ECT) in the fourth decade of 
twentieth century and anti-psychotics and anti-depressants in the 1950s and 1960s 
revolutionised the concept of treating mental disorders. The mentally ill no longer 
remained subjects of amusement, ridicule, neglect or affliction by supernatural 
powers, and they came in the domain of treatable medical conditions (Wig 1978).

The Indian Lunacy Act of 1912 fell short and could not keep pace with the 
fast-developing field of psychiatry. It soon outlived its utility as it was no longer 
relevant to the needs of the society and the mentally ill. The Bhore Committee 
Report (Sharma 1987) pointed out that the existing mental hospitals were quite 

3 http://www.firstpost.com/living/suicide-nation-can-the-mental-health-bill-change-anything-in-
india-503557.html, visited on Jan 24, 2013.

http://www.firstpost.com/living/suicide-nation-can-the-mental-health-bill-change-anything-in-india-503557.html
http://www.firstpost.com/living/suicide-nation-can-the-mental-health-bill-change-anything-in-india-503557.html
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out of date and were designed for detention and custodial care without regard for 
curative treatment. In 1949, the Indian Psychiatric Society drafted ‘Indian Mental 
Health Act Bill’ (Varma 1953). The Bill was introduced in the parliament several 
times, but due to political reasons, it took many years to be enacted. After 40 years 
of independence, in 1987, came the Act, arousing expectations, raising hopes, 
making promises and generally heralding a new, a better and a more decent life 
for the mentally ill living a stigmatising existence. The Indian Mental Health Act 
(Act 14), 1987 replaced the Indian Lunacy Act, 1912 and the Jammu and Kashmir 
Lunacy Act, 1977.

Following are the objectives of the Act:

1. The attitude of the society has changed, no stigma should be attached with 
mental illness and the mentally ill persons should be treated like any other 
patient.

2. With the rapid advancement in medical sciences and mental health, the Indian 
Lunacy Act, 1912 has become outmoded, and it is necessary to have fresh leg-
islation with provisions of treatment.

3. It is considered necessary:
(a) To regulate admissions and to protect the rights of the inpatients.
(b) To protect the society from patients who become a danger and a nuisance.
(c) To protect citizens from being detained without sufficient cause.
(d) To regulate responsibility for maintenance.
(e)  To provide facilities for establishing guardianship or custody of mentally 

ill who are unable to look after themselves.
(f) To establish Central and State Authorities for Mental Health.
(g) To regulate the powers of the government in relation to mental health.
(h) To provide legal aid to mentally ill at state expense in certain cases.

The general expectation was that the legislation would usher in a new era of 
proper care and dignified life for the psychiatric patients.

2  The Mental Health Act, 1987

The Act that is spread over 10 chapters and 98 clauses extends to whole of India 
and came into force on 1 April 1993. The Act represents a departure from the 
earlier Act by bringing the latest concepts and knowledge in the field of mental 
health. Following are the important features of the Act:

1. Nomenclature: The Indian Lunacy Act used terms, which were derogatory at 
the time and context. They undermined the human dignity of the mentally ill and 
were replaced by acceptable terms. Mental hospitals are known in the Act by the 
terms psychiatric hospitals or psychiatric nursing homes. The patients are not 
to be called as lunatics, meaning thereby idiots or persons with unsound mind. 
In the new Act, they are known as psychiatric patients who are in need of treat-
ment. An important departure from the earlier Act is that the mentally challenged 
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(retarded) have been excluded from the ambit of this Act, which has evoked a 
mixed response from the professionals. Change in nomenclature brings psychia-
try at par with other medical disciplines and de-stigmatises mental illness.

2. Supervision of psychiatric hospitals: The Chapter II of the Act deals with the 
creation of Mental Health Authorities both at centre and state levels, as watch-
dog bodies to assure quality of services. This brings mental health services 
under the ambit of the Mental Health Authority, making the services account-
able and responsible for the care of mentally ill. However, licensing of psychi-
atric nursing homes is perceived to be a different yardstick for those who wish 
to establish a private hospital or a nursing home (Antony 2000).

3. Admission procedures: While retaining the earlier modes of admission, i.e. 
voluntary and under reception order, a new category of admission procedure 
has been introduced under Section 19 (Chapter IV), which does not involve 
judiciary to admit an uncooperative or unwilling patient for a period of 90 days 
with the support of two medical certificates. This provision is helpful in emer-
gency situations where the patient requires immediate medical intervention, but 
is unable to give his consent. Experiences reveal that many professionals make 
use of this mode of admission as an easier option for admitting a patient who is 
unable to give consent. The procedure for admitting a voluntary patient is also 
simplified. Approval of members of Board of Visitors is not required for admit-
ting a voluntary patient according to the Mental Health Act, 1987.

4. Functioning of the Board of Visitors: Chapter V deals with inspection, dis-
charge, leave of absence and removal of mentally ill. The Act insists on inclu-
sion of psychiatrists and social workers as members of the board giving clear 
directions with respect to its working. Subsequently, members from judici-
ary were also added to the team. Patients’ records considered to be confiden-
tial by the medical officer incharge may not be accessible to the members of 
the board. To ensure regularity in members, visits to the hospital, the Act pro-
vides that a member absenting himself for three consecutive months forfeits his 
membership.

5. Judicial safeguards for patients’ rights: Chapter VI deals with judicial inqui-
sition regarding alleged mentally ill persons possessing property, custody of his 
person and management of his property. It incorporates some newer provisions, 
which are consistent with other civil laws and procedures governing management 
of such property by managers. The Mental Health Act, 1987 provides safeguards 
for the patients, and there is greater penalty for misuse of property by managers. 
Liability to meet cost of maintenance of mentally ill by government in certain 
cases is elaborately described. There is also a provision by which persons legally 
bound to maintain mentally ill persons are not absolved from such a liability.

6. Humanitarian provisions: Chapter VIII (Section 81) of the Act contains a 
progressive and explicit provision on ‘protection of human rights’ of the men-
tally ill persons. No mentally ill person during treatment is to be subjected to 
any indignity. No research, unless of direct benefit in diagnosis and treatment 
of the patient can be conducted. Letters or other communications of the patient 
cannot be intercepted, detained or destroyed.
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7. Penalty for detaining a patient in psychiatric hospital or nursing home 
other than the licensed ones: The Act provides for the punishment for deten-
tion of a patient in a hospital or nursing home other than the licensed ones.

The Act defines a mentally ill person to be a person who is in need of treatment 
by reason of any mental disorder. However, mental disorder as such is not defined 
(Trivedi 1989). The definition of mental illness excludes mental retardation, with-
out providing alternative options for the care of the mentally retarded. As a result, 
persons with severe and profound mental retardation who need comprehensive 
care from mental health experts are deprived of these services. While defining the 
psychiatric hospital or psychiatric nursing home, the Act includes these institu-
tions established and maintained by government or another person and excludes 
general hospitals or nursing homes established and maintained by the govern-
ment, but not those established and maintained by any other person. It means that 
the private general hospitals or nursing homes admitting psychiatric patients are 
treated like psychiatric hospitals or nursing homes meaning thereby, they have 
to follow the rules as laid down for psychiatric hospitals or nursing homes. This 
discriminatory approach has led to resentment among the psychiatrists, and it is 
observed during these 20 years that many psychiatrists do not admit their patient 
in privately run general hospitals for want of a license (Antony 2000).

The provision of admitting patients under special circumstances (Section 19) 
is indeed a welcome option for admitting unwilling patients without involving 
the judiciary (Sharma 1987). However, for some professionals, the experience of 
admitting patients under special circumstances has not been encouraging, because 
friends or relatives on whose behalf the patient was admitted fail to turn up to take 
the patient back after discharge (Dutta 1995).

Section 23 of the Act empowers the police officer to take in his custody the wan-
dering patient incapable of looking after himself, one who is dangerous to himself or 
to others, or the one who is cruelly treated in the household, within his jurisdiction 
and produce him before the magistrate within 24 h for reception orders.

However, a large number of mentally ill persons be wandering in public places in 
conditions of total neglect and squalor can still be seen. Police officials are very much 
aware of this fact. When we have such a large number of neglected patients in the 
public places, in all probability, we have a much larger number who are neglected, 
denied elementary creature comfort, cruelly treated in their home, and are allowed to 
perish. This shows that provision in the Act has failed to achieve the objective. Police 
officials need to be sensitised about their duty towards mentally ill (Trivedi 2002).

The lawmakers, with a lot of empathic consideration about human rights and 
human dignity issues of patients with psychiatric disorders, have introduced the 
provision of magistrate enabling to ‘consider applications for reception order 
in camera …’ [Section 22(7)]. The active role played by the Human Rights 
Commission and certain NGOs has brought tremendous improvement in the living 
conditions of most of the psychiatric hospitals in the country.

No doubt, the Act provides punishment for detention of a patient in a hospi-
tal or nursing home in contravention of the rules laid down. It is true that the Act 
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is stringent with erring hospitals and nursing homes, but it does not address the 
prevailing socially sanctioned customs permitting detention and treatment of men-
tally ill in an unscientific manner. The Act fails to achieve its objective of reduc-
ing stigma attached to mental illness. If the law does not address the social issues 
responsible for maltreatment of patients with psychiatric disorders, the prevailing 
attitude towards the mentally ill will continue to exist.

The directive of the Supreme Court for implementation of the Mental Health 
Act in its present form has brought about many controversies due to lack of proper 
understanding of the Act on the part of the government and the absence of organ-
ised Mental Health Authorities in some states. The Act gives more of a legal flavour 
and shows very little consideration for clinical and medical aspect of mental illness 
(Kamra and Tiwari 2012). Though it incorporates provisions relating to treatment 
and care, it retains the concept of custodial care and segregation of the patients from 
the community (Sharma 1987). In some states, even for running a psychiatry outpa-
tient clinic, the government insists that a license has to be procured (Trivedi 1989). 
No doubt, the Mental Health Act, 1987 is a positive step towards ameliorating the 
conditions of persons with mental illnesses in the country, and it has brought a lot 
of positive changes from the erstwhile draconian legislations, yet it has left a lot to 
be desired, particularly with respect to the fast-changing knowledge and attitudes in 
relation to mental illness (Kamra and Tiwari 2012).

The Persons with Disabilities Act (1995)4 includes mental illness as a disabil-
ity; however, it does not clearly define what mental illness actually amounts to. 
India is a signatory to the Convention on Rights of Persons with Disabilities, 2006 
and has ratified the said instrument in October 2007. The convention inter alia pro-
vides that every person with disabilities has a right to respect for his or her physi-
cal and mental integrity on an equal basis with others (Article 17).5

The states who are parties to the Convention must recognise the equal right of 
all persons with disabilities to live in the community, with choices equal to others, 
and shall take effective and appropriate measures to facilitate full enjoyment by 
persons with disabilities of their rights and their full inclusion and participation 
in the community (Article 19). Such states shall protect the privacy of personal 
health and rehabilitation information of persons with disabilities on an equal basis 
with others (Article 22). These states must recognise that persons with disabilities 
have the right to the enjoyment of the highest attainable standard of health without 
discrimination on the basis of disability (Article 25).

The National Health Policy, 20026 has also dealt with mental health, recognis-
ing that mental disorders have serious bearing on the quality of life of the person 

4 The Persons with Disabilities (Equal opportunities, Protection of Rights and Full Participation) 
Act, 1995 (1 of 1996) Published in part II, Section I of the extraordinary gazette of India. 
Ministry of Law, Justice and Company affairs. (Legislative Department), New Delhi.
5 Convention on the Rights of Persons with Disabilities, Dec 13, 2006, A/RES/61/106, Annex I, 
Accessed on Jan 29, 2013, from http://www.unhcr.org/refworld/docid/4680cd212.html.
6 The Ministry of Health and Family Welfare, Government of India, New Delhi. 
http://www.mohfw.nic.in/NRHM/Documents/National_Health_policy_2002.pdf.

http://www.unhcr.org/refworld/docid/4680cd212.html
http://www.mohfw.nic.in/NRHM/Documents/National_Health_policy_2002.pdf
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affected by it. The plan had envisaged a network of decentralised mental health 
services.

The World Health Organization in a document7 lists the 10 basic principles of 
mental health care law, which are as follows:

 1. Promotion of mental health and prevention of mental disorders.
 2. Access to basic mental health care.
 3. Mental health assessments in accordance with internationally accepted 

principles.
 4. Provision of health care which is the least restrictive.
 5. Self determination, i.e. consent is necessary before any type of action can be 

taken with respect to that individual.
 6. In case of difficulty in exercising consent or understanding the implications of 

the decision, the person may seek assistance with regard to the same from a 
known third person of his or her choice.

 7. Availability of a review procedure in case of decisions made by officials or 
surrogate decision makers.

 8. Automatic review system in certain cases.
 9. Decision makers to be qualified individuals.
 10. Respect for rule of law.

Mental health care has found mention in the approach paper for the 12th Five 
Year Plan. It has been provided that there must be a focus on the special 
requirements of different groups, e.g. integrated health care and other needs 
specific to the elderly, adolescents, health support services (and counselling) for 
victims of sexual or substance abuse and those infected with HIV/AIDS. 
Mental health services, including psycho-social care and counselling, should be 
prioritised, in settings of transition due to migration, areas of conflict and 
disturbances.8

In view of the fast-occurring changes, the experience with Mental Health Act, 
1987, has been far from satisfying. In order to devise a strong mechanism to 
address the concern of persons suffering with mental illness and to ensure compli-
ance with international instruments, the Draft Bill on Mental Health Care9 (Draft 
Mental Health Care Bill 201210; Chatur 2012) has been prepared by the Ministry 
of Health and Family Welfare.

7 Prevention and Promotion in Mental Health, World Health Organization. http://www.who.int/
mental_health/media/en/75.pdf, visited on Jan 24, 2013.
8 Issues for the Approach to the Twelfth Five Year Plan. http://planningcommission.nic.in/plans/
planrel/12appdrft/appraoch_12plan.pdf.
9 http://judis.nic.in/temp/334200131242002p.txt, visited on Jan 24, 2013.
10 Draft Mental Health Care Bill 2012, http://clpr.org.in/the-mental-health-care-bill-2012-an-
overview/, visited on 24.1.2013.

http://www.who.int/mental_health/media/en/75.pdf
http://www.who.int/mental_health/media/en/75.pdf
http://planningcommission.nic.in/plans/planrel/12appdrft/appraoch_12plan.pdf
http://planningcommission.nic.in/plans/planrel/12appdrft/appraoch_12plan.pdf
http://judis.nic.in/temp/334200131242002p.txt
http://clpr.org.in/the-mental-health-care-bill-2012-an-overview/
http://clpr.org.in/the-mental-health-care-bill-2012-an-overview/
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3  Draft Mental Health Care Bill (2012)

The Bill seeks to protect, promote and fulfil the rights of persons with mental ill-
ness and to provide treatment, care and rehabilitation to improve the capacity of 
the person to develop his or her full potential and to facilitate his or her integration 
into community life. The Mental Health Care Bill attempts to remedy the inaccu-
racies and ambiguities in definitions with respect to mental health.

Section 2(j) defines the term ‘least restrictive alternative’. This definition 
assumes importance as the Bill seems to comply with the basic requirements laid 
down by the WHO with respect to mental health legislation. Least restrictive alter-
native, option or environment means offering an option for treatment that meets 
with a person’s treatment needs and imposes the least restriction on person’s 
rights.

Section 2(r) defines ‘mental illness’ as ‘disorder of mood, thought, perception, 
orientation and/or memory, which causes significant distress to a person or impairs 
a person’s behaviour, judgment and ability to recognise reality, or impairs the per-
son’s ability to meet the demands of normal life, and includes mental conditions 
associated with the abuse of alcohol and drugs, but excludes mental retardation’. 
The Bill also lists the factors upon which mental illness shall be determined in 
accordance with Section 3.

The definition of ‘mental illness’ is a major improvement from the earlier Act 
which did not provide any guidance as to what would constitute mental illness 
except for stating that a person who was mentally ill was anyone needing treat-
ment and who did not come under the definition of mental retardation, while the 
2012 Bill seeks to understand mental illness from a social model, giving a broad 
and inclusive definition as to what may constitute mental illness. Section 20 of the 
Bill seeks to ensure that all persons with mental illness shall have a right to live 
with dignity and be protected from cruel and inhuman treatment.

Unlike the Mental Health Act, 1987, Section 25 of the Bill provides that 
patients will have the right to access complete information about their treatment, 
including all medical records. Such information shall only be withheld in excep-
tional circumstances where there is likelihood of harm to the patients or other per-
sons. The Bill imposes a duty under Section 23 upon health professionals treating 
the patients to keep information relating to their mental health strictly confidential.

Mental health services are sought to be integrated into general health-care ser-
vices at all levels of health care including primary, secondary and tertiary care 
level of health services and in all health programs run by the Government as pro-
vided under Section 18(5). The Insurance Regulatory Development Authority 
(IRDA) (1999) under the IRDA Act 1999 shall endeavour to ensure that insurance 
shall be provided for treatment of mental illness at par with that of physical illness 
as given under Section 21(2).

The Bill provides that any person with mental illness and his or her ‘nomi-
nated representative’ has the right to complain regarding deficiencies in provision 
of care or services, in the mental health establishment to the medical officer or 
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psychiatrist incharge of the establishment, and if not satisfied with the response to 
the State Mental Health Authority and if not satisfied with the response to the State 
Panel of the Mental Health Review Commission.

The Bill seeks to create various new bodies and completely overhaul the exist-
ing mental health-care system in the country. It provides for the establishment of 
the Central and State Mental Health Authorities, which would be responsible for 
the registration and oversight of mental health establishments by laying down min-
imum standards and a monitoring mechanism to ensure statutory compliance. The 
Bill also sets up the Mental Health Review Commission (MHRC) and state-wise 
Mental Health Review Boards (MHRB).

The MHRC and MHRB are to be equipped with several administrative and 
adjudicatory functions and will form the first level of interaction of any person 
with mental illness or his or her representative with the mental health-care system 
for violation of any of his or her rights. With the introduction of these new bodies, 
for the first time, a person with mental illness can directly approach a forum for 
protection of his or her rights.

The Draft Bill lists the following treatments that are prohibited from being per-
formed on persons with mental illness under Section 104:

1. The present Draft Bill seeks to prohibit the use of ECT treatment completely 
in case of minors. However, after consultation with doctors, administrators and 
state government officials, it was decided that such therapy could be allowed 
under anaesthesia and with the consent of the guardian and prior permission 
of the concerned board since in certain extreme cases involving minors it does 
prove to be a life saving exercise.

2. Prohibiting the sterilisation of any person with mental illness.
3. The Apex court took suo moto cognizance of the Erwadi episode (Venkatesan 

2002) and ordered [W.P (C) 334 of 2001] (see Footnote 7) a ban upon chaining 
of patients suffering with mental illness. The present Bill seeks to prohibit the 
chaining of patients in any manner.

4. Restrictions on the use of psychosurgery as a treatment has also been incor-
porated (Section 105) for persons with mental illness, and such a procedure 
shall only be undertaken when there has been an informed consent of the per-
son upon whom the surgery is to be performed and when an approval from the 
State Mental Health Authority has been taken to perform the surgery.

According to a recent report, WHO (Patel et al. 2013) estimates that about 170,000 
deaths by suicides occur every year in India. The maximum suicide rate is in the age 
bracket of 15–29 years. The Bill seeks to decriminalise attempt to suicide due to men-
tal illness under Section 124. Any person who attempts to commit suicide shall be pre-
sumed to have mental illness, and no investigation or prosecution shall be carried out. 
The government shall be duty-bound to take care of such a person and ensure his proper 
treatment and rehabilitation to reduce the risk of suicide attempts in future.

A provision under Section 114 has also been incorporated whereby a proof of 
a person’s past or present admission or treatment in a mental health establishment 
for mental illness shall not be a ground for divorce.
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Section 116 and Section 117 of the Act prescribe that mental health establish-
ments which have not been registered shall also be dealt with severely. A fine 
of 50,000 rupees shall be imposed for the first offence. A fine of 2 lakh rupees 
and thereafter a fine of 5 lakh rupees shall be imposed for subsequent offences. 
Persons knowingly serving in such unregistered mental health establishments shall 
also be liable to pay a fine of 25,000 rupees.

Contravention of any provision entails punishment by the State Panel of Mental 
Health Review Commission with imprisonment for a term up to 6 months and fine 
of 10,000 rupees. In case of a subsequent offence, the imprisonment shall be for 2 
years and a minimum fine of 50,000 rupees, which may extend to 5 lakh rupees. 
Under Section 91(4), where a mental health establishment does not comply with the 
orders of the Commission or the board, or wilfully neglects such order or direction, 
the Commission or the Board may impose a penalty of 5 lakh rupees, or can also 
order the central or state authority to cancel the registration of such establishment.

Chapter XII of the Bill deals with ‘Admission, Treatment and Discharge’. The 
Bill provides that as far as possible all admissions to the mental health establish-
ments should be independent admissions, i.e. where a person suffering from men-
tal illness has the capacity to take decisions regarding his or her illness without 
depending on anyone. But, it is imperative to understand that in certain cases, sup-
ported admissions become a necessity.

The Bill covers the circumstances of discharging independent patients; how-
ever, clarity is still lacking on the fate of patients who are unable to fathom the 
consequences of their judgment. The Bill also restricts the duration to 72 h under 
Section 103, for which emergency treatment in exceptional circumstances may be 
carried out.

Even though the previous legislations on mental illness incorporated provi-
sions for ameliorating the conditions of persons with mental illness, there was no 
provision or step considered necessary to reduce social stigma attached to such 
an illness. Unless this issue is addressed no matter how strong legislation may be 
drafted, the predicament of such persons shall never cease.

In 2009, the Delhi High court had ordered the creation of wards for women 
with mental illness, when a former model was found begging on the streets of 
Delhi.11 The present Bill mandates the government to take measures so that the 
provisions of the Bill are publicised and communicated to the general public. In 
order to reduce social stigma associated with mental illness, programmes shall 
also be devised and implemented.

Despite the attempts in the Bill to ameliorate the conditions of the mentally 
ill people, the Bill has been criticised severely, by disabled rights activists as an 
‘apartheid’ against mentally ill people, making it easier to forcibly confine a per-
son into a mental asylum. Some call it ‘anti-patient’ and some label it a ‘pro-doc-
tor’ Bill (Kamra and Tiwari 2012).

Thus, even before the draft has been tabled in the parliament, there have been 
protests from all corners as to certain provisions of the Bill, claiming that the Bill 

11 Special-units-for-mentally-ill-women-in-Delhi. http://www.igovernment.in/site/.

http://www.igovernment.in/site/
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still allows the practice of involuntary admissions. However, it must be seen in 
the context that sometimes there are circumstances when the patient is unable to 
take a decision on his or her own treatment, and due to the nature of his illness, it 
becomes imminent that special care be taken.

The Bill addresses even this issue by limiting such forced admissions to 30 
days (Section 98). There  is appreciation of patient autonomy as a ‘medico-ethical’ 
principle and in the absence or reduction of this decision-making capacity, the sec-
ond principle of ‘beneficence’ supersedes it. The question of surrogate decision-
making arises in this context across all medical fields, psychiatry included.

It is also deprecated, implying that it is argued that under the Bill, mental 
health-care professionals such as psychiatrists have been given power to decide 
whether a person needs to be put in a mental asylum or not. Under the Mental 
Health Act, 1987, such a power was with the Magistrate. Any mentally ill person 
admitted to a mental health establishment, or his or her relative or friend, may 
apply to the Magistrate for discharge of such person.

Under the Bill as mentioned, the Magistrate is removed from the picture com-
pletely and is replaced by mandatory reviews of all such cases by mental health 
panels, which comprise judges, and also administrators and persons with men-
tal illness and their caregivers. This has been called as taking away the voluntary 
admission aspect. But it should be noticed that, in a way this whole new regime is 
an improvement over the unbridled power to the Magistrate in the mental health 
system, which has now been reduced to only a few specific cases.

Also, it is argued by many groups that, even though there is a provision for 
an advance directive in the bill, which provides for a person to detail in advance 
as to what treatment he prefers in case of mental illness in future, the provision 
is watered down by giving the caregivers, relatives and NGOs the right to seek 
cancellation of such directives by appealing before the Mental Health Review 
Commission. It is also said that in a way, if the electroconvulsive treatment for 
children and without anaesthesia is barred, it would be much against scientific and 
logical thinking. Such things are best left to the experts. So is the restriction of the 
period of treatment, which should again be a professional case-by-case decision.

Moreover, the lenient rules regarding establishment of mental health establish-
ments or institutions with a general form and provisional registration within 10 
days is totally underestimating the importance of expertise needed in the treatment 
and care of mentally ill people. India has ratified the United Nations Convention 
on Rights on Persons with Disability in 2007, which advocates community health 
care, rather than the rapid mushrooming of such institutions, without any deter-
rents for those who run such institutions illegally. There is an argument for more 
community health-care provision, than more psychiatric facilities.

India needs to look at the experience of countries that have moved away from 
asylum-based treatments and embraced community integrated psychiatry as the 
treatment model, which has also been stressed by the Rights of Persons with 
Disabilities Bill 2012 recently unveiled by the Ministry of Social Justice and 
Empowerment (MSJE), which guarantees the ‘legal capacity’ and the ‘right to 
choice’ of all persons with disabilities, including those with psychosocial disabilities.



622 R.C. Jiloha

It is an undisputed fact that this Bill has addressed many problems faced by the 
persons with mental illness. It has definitely encouraged people to have a healthy dis-
cussion and debate on the protection and promotion of rights of the persons suffering 
from mental illness. The very fact that the Bill recognises that The Mental Health 
Act, 1987, has not been able to adequately protect the rights of persons with mental 
illness and promote access to mental health care in the country is a welcome step.

The proposed Mental Health Act, in its final form, should ensure proper care 
for the mentally ill, who are at the risk of harming either themselves or others. 
Provisions in the Act to make amendments based on feedback from stakeholders 
will go a long way in reducing concerns, which may arise out of local variations of 
needs and societal mores.12

Thus, persons with mental illness should be treated like other persons with 
health problems, and the environment around them should be made conducive to 
facilitate recovery, rehabilitation and full participation in society. The Bill brings 
about a rights-based protection of mentally ill persons, for the first time and defi-
nitely gives a humane perspective to the issue.
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Savita Malhotra:

The Golden Jubilee of the department is an opportunity to reflect and reminiscence 
about one’s life and journey in the department. I joined the department in 1974, as 
a house physician (when I was just 23 yrs of age) and never left it till today, which 
makes it 40 yrs so far, the longest anyone has ever spent.

A life time and the best time of my life have been given to the department. So 
great was the work environment and work culture that I had tremendous admiration 
for the place. Prof. NN Wig and Prof. VK Varma were my teachers and mentors who 
taught not only the basics of psychiatry but also the highest ethical and moral values 
associated with the discipline and practice of psychiatry. The department then was 
small with only eight Junior Residents, two Senior Residents and four faculty mem-
bers. Interaction was close and personal. From housejob to residency, then joining the 
faculty in 1979, and career progression thereafter was smooth sailing. Being a junior 
faculty member working with Dr Wig and Dr Varma was the greatest joy and honour.

Professionalism, pride in specialty, attention to detail, pursuit of perfection 
were some of the most valuable learnings. I could never imagine that this journey 
would be so intense, productive, and fulfilling. Each day for me, had a new lesson 
of life; was better and more exciting than the previous one.

I am thankful to the almighty and humbled to have reached the position of head 
of the same department that was headed by Prof. NN Wig, occupying the same 
office as he did. I always used to hold the magnificent facade of the Kairon Block 
of PGI in awe, and having an office in Kairon Block as Dean of PGI has been the 
crowning touch in my life.

I have had great friends and companions, and excellent juniors and students, 
who kept me young, contributed to my life, shared my joys and sorrows, and 
enriched my experience. Looking back, I have the greatest sense of satisfaction for 
being able to serve the department and the profession with my best possible ability.

Reminiscences
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A. Avasthi: A Journey Well Wrought

Since the time of my joining as a Senior Resident at Postgraduate Institute of 
Medical Education and Research (PGIMER), Chandigarh, I observed that train-
ees and clinicians have been hesitant in exploring marital and psychosexual his-
tory. Hence, I decided about learning and imparting training about marital and 
psychosexual problems in a structured manner to the residents, so that they do 
not overlook the patient’s complaints and delve deeper when situation requires. I 
started working with patients presenting with psychosexual and marital relation-
ship problems since 1982 with the active encouragement and guidance of Prof. 
V.K. Varma. This work was discontinued after I left PGIMER to work abroad for 
a while. After joining as a faculty member in PGIMER in 1987, a formal Marital 
and Psychosexual Clinic (MPC) was started for dealing with cases where marital 
and psychosexual issues were of prime concern. The MPC was a weekly clinic, in 
which junior residents worked up patients and discussed with consultants. By that 
time, little amount of research on psychosexual matters had been undertaken in 
the country. The MPC gave an opportunity for structured research in psychosex-
ual disorders and many studies were initiated. Liaison was also established with 
other departments like urology and endocrinology. At the time MPC was estab-
lished, pharmacological agents for treatment of sexual disorders were virtually 
negligible. Things changed with advent of sildenafil for potency disorders, though 
it was realised that many patients could not be helped by medications alone and 
psychotherapeutic interventions had a definite role. The MPC provides guidance 
for providing psychotherapy for marital and psychosexual disorders. The training 
imparted through the MPC hopefully has helped a generation of psychiatrists in 
the past and would surely be of use for a generation to come. With augmentation 
of resources, MPC should run daily with the primary responsibility of care shifting 
to senior residents with greater commitment of consultants in charge. Supervised 
training of junior residents can then focus upon sharpening their skills in psycho-
sexual therapies, marital and family therapies, and group therapies.

D. Basu: My Department and I—A Psychodynamic 
Formulation

I have been in the Department since 1987 till date—26 years: exactly half my 
age. Of these 26 years, other than 3 years abroad, the remaining 23 years of my 
existence has been in the Department—starting as a callous but rebellious Junior 
Resident (suspected to be a ‘latent schizophrenic’ by the then Acting Head of the 
Department), through by-my-standard hard-working years of Senior Residency 
and then through various stages of Faculty positions till I gloriously reached the 
“level of my incompetence” as Professor, faithfully demonstrating Peter Principle 
all along the way.
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Practically a piece of departmental furniture now (like the easy chair meant 
for the Consultant in the Rounds Room, which I have been seeing for all these 
years and which, it is rumored, hails from the times of Le Corbusier), I have vir-
tually internalized the Department; or should I say, the Department has internal-
ized me. It is said that the post-Eliot modern poets (or post-Tagore, in Bengal) 
all tried to vehemently defy their powerful predecessor in a conscious but vain 
attempt to get out of their towering influence in order to find their own style and 
identity in poetry. I have tried in my younger years, in vain, to defy, vilify, antago-
nize, rebel against and even ignore my department, to come out of my Oedipus 
Complex; waging a hopeless battle against the towering father figure of my 
Department. After suffering my quota of castration anxiety, I finally grew out of 
it exactly as old Freud would have predicted—by starting to assimilate the values 
of my Department, by identifying myself with its ethos and its culture, its beauty 
and its power, its dominance and its love, ……by becoming proud of it, by gradu-
ally developing the internalized departmental superego structure in my struggling 
psyche…….by becoming my Department.

P.B. Behere

The Post-Graduate Institute of Medical Education and Research (PGIMER) is one 
of the institutions of national importance for postgraduate medical education and 
research. The present author spent 1976–1979 and worked with stalwarts of Indian 
psychiatry. The author got an opportunity to work in various projects like ‘Strategies 
for Extension of Mental Health services,’ ‘Determinants of Outcome of Severe Mental 
Disorders,’ ‘Standardized Assessment of Depressive Disorders,’ and many more. This 
Department has been a leaderin many important areas of psychiatry and one of them 
was in community psychiatric research. This author has been privileged to be part of 
the community psychiatry research team at PGIMER that published many articles in 
this area. The author has also won many prestigious awards like the Marfatia award 
in 1981, the WHO fellowship in community Psychiatry in 1986, and the Dr. B.C. 
Roy National Award in psychosocial relief in 2006. In PGIMER, the author got inter-
ested in community psychiatry and decided to work in rural areas for the uplift of 
mental health services to rural masses. He is since then working for the rural commu-
nity and dealing with farmers’ suicides in Vidarbha in Wardha, Maharashtra.

R.K. Chadda

I am currently Professor of Psychiatry, at the All India Institute of Medical 
Sciences, New Delhi. I finished my MD in psychiatry from Post Graduate Institute 
of Medical Sciences and Research, Chandigarh (PGIMER) in June 1985 and later 
worked as senior resident till January 1987. I was in the Department from January 
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1983 to 1987. I have served as faculty in a number of prestigious institutions of the 
country, from 1988 to 1995 at the University College of Medical Sciences, Delhi, 
and from 1995 to 2004 at the Institute of Human Behaviour & Allied Sciences, 
Delhi. I have also served as a visiting faculty in March–April 1997 at the BP 
Koirala Institute of Health Sciences, Dharan, Nepal. I have also worked as a con-
sultant psychiatrist in National Health Service of UK from April 2004 to July 2005 
under International Fellowship Scheme.

I am currently the President of the Indian Association for Social Psychiatry. 
I have been a past President, Indian Psychiatric Society, North Zone. I am a 
Distinguished International Fellow of the American Psychiatric Association, a 
Fellow of the Royal College of Psychiatrists of UK and the National Academy of 
Medical Sciences (India).

I have about 160 publications to my credit, including 4 books. I have worked 
in areas of somatisation, caregiver burden in severe mental disorders, Dhat syn-
drome, help-seeking behaviour and psychiatric rehabilitation. I have been has been 
a recipient of 9 national awards in psychiatry including Indian Council of Medical 
Research’s Tilak Venkoba Rao Award and the National Academy of Medical 
Sciences’ Dr. Vimla Virmani Award.

I have very fond memories of the department of psychiatry at PGIMER, espe-
cially the 8 A.M. teaching programme, psychotherapy and psychodynamics 
classes by Professor Vijoy Varma, learning of presentation skills, annual picnics, 
the weekly movies at the Bhargava Auditorium, and visits to the faculty’s homes 
on occasions of Holi. It was a really a wonderful phase of my life.

S.K. Chaturvedi : Training at PGI

I completed my MD in Psychiatry at PGI from June 1979 to 1981, and later 
worked as a Research Officer and Senior Resident for a few months, before taking 
up a faculty position at the National Institute of Mental Health & Neurosciences, 
Bangalore. It was during the post MD period that I worked as a Research Officer 
in the ICMR pain project, which became an area of work and interest till the pres-
ent time.

The period of my training at PGI had some exciting developments. Professor 
Wig left PGI and joined AIIMS mid way of my post-graduation. It was also the 
short period during which we did not do any formal thesis or dissertation; rather, 
we were expected to do a small study to learn research methods. I did my research 
work on ‘Parental attitudes towards mental retardation’—a home based study, 
going all over Chandigarh in the Institute and department autos and jeep. I also 
got to do an exciting study completed in just a week, on renal transplant recipients 
and donors, who had assembled in PGI for a sports meet. This formed the research 
work of Dr. VLN Pant (now known as Dr. Voruganti). Same way, I was involved in 
Dr. Deepak Kelkar’s research work on Psychiatric emergencies in the Casualty and 
emergency department of PGI.
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On leaving PGI, I continued my association with the ICMR Project on chronic 
pain and cancer pain till about 1985. In 1986, I got an opportunity to present the 
renal transplant work at a Psychonephrology conference in New York and got a 
chance to visit to Memorial Sloan Kettering Cancer Centre, New York to work 
with Dr. Jimmie Holland. I had already started working and writing on cancer 
pain, since 1985, when I was a founder member and first vice president of the 
Indian Society for Study of Pain.

The major thrust on my work and interest on psycho oncology grew from 
1988 to 1990, when I was awarded the Commonwealth Medical Fellowship at 
Christie Hospital Manchester, UK, with Dr. Peter Maguire. I did small studies on 
use of antidepressants in cancer patients and Somatization in cancer. I trained in 
Communication skills training. This also started a series of studies on quality of 
life, starting with QOL studies in cancer. The next decade saw close work with 
cancer centers and Institutes, on many areas including detection of psychiat-
ric morbidity, quality of life (QOL) and subjective well being, head & neck can-
cers, awareness of diagnosis and on palliative care. Workshops on communication 
skills were held at regular intervals, as were other workshops on psycho oncology, 
grief, counseling and staff stress, with the help of international authority like Dr. 
Peter Maguire. Since 1996 there is an active collaboration and association with 
Palliative care centres and Hospice, Karunashraya, at Bangalore.

B.S. Chavan

I joined the Department of Psychiatry at the Postgraduate Institute of Medical 
Education and Research (PGIMER) in January, 1985 as junior resident, along 
with three other residents. Under the leadership of Prof. V.K. Varma as Head of the 
Department and Dr. P. Kulhara, Dr. Savita Malhotra, Dr. S.K. Varma, Dr. Dwarka 
Pershad and Dr. Ajit Avasthi, the learning in psychiatry started with a positive note. 
The atmosphere in the department was very strict, but stimulating for learning. In 
addition to psychiatry learning, there were many other things which attracted all of 
us. The department at that time enjoyed a prestigious position in the country. We 
saw our faculty enjoying excellent reputation and recognition in the field of psy-
chiatry. This made us feel proud. Although the atmosphere in the department was 
quite strict and tough, the smile on the faces of our seniors made us feel relaxed 
and hopeful. They became our guides and taught us not only psychiatry but also 
the working style and personal preferences and mannerism of each faculty. Since 
they were the first one to cross the tight boundary created by some of the faculty, 
we started becoming closer to them. Gradually we were taught the culture in the 
department, which included how to behave in the coffee room, during the rounds, 
how to present a case and how to enter in the office room of each faculty. Prof. 
Varma was an excellent teacher and human being. We enjoyed his psychotherapy 
classes. In fact, he also enjoyed teaching us. I still remember long discussions on 
small points. On occasions we took advantage of his cooperative nature and drew 
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his attention to irrelevant topics and made the excuse that we did not understand 
anything, and whatever was being taught has no basis. However, we never saw 
annoyance on his face. These are the qualities of a good teacher- be firm and strict 
where it is must, but don’t get biased and preoccupied and allow the students to 
clarify their doubts. Prof. P.K. Kulhara was another loveable teacher. He was very 
friendly with the residents and it was easy to interact with him. I still remember all 
the residents walking with him to have a cup of coffee after the rounds in the small 
cafeteria. He was very helpful and gave a lot of breathing space to the residents. 
Dr. Kulhara was full of knowledge and his interest in research motivated us to ini-
tiate at least thinking about it at that time. Dr. Savita Malhotra, the present Head of 
the Department was projected as a very tough teacher by our seniors and it made 
us scared to face her. As time went on, we found her strict and target oriented and 
it was impossible to escape the assigned work. I personally think, some degree 
of strictness is required for the students in the beginning of their career. Dr. Ajit 
Avasthi had joined the department just few months before our final exams. He did 
try to contribute to our training, but there was passive resistance from us. By that 
time, we had started feeling that our training and learning has already occurred 
and we were not prepared to learn new things. But, Dr. Avasthi could do it despite 
resistance. Now, I realize that we were wrong in our thinking, as the learning is 
never complete and definitely not when we were still students. I feel the depart-
ment which has more variety will be more visible and will be remembered for long 
and the Department of Psychiatry, PGIMER left permanent impression on our 
mind and heart which will never be erased. The rich culture of the department, in 
addition to training, including the annual picnic, annual dinner, the celebration of 
festivals and other functions in the ward with patients and their relatives, were all 
great occasions to bind us to the department. Many of these events have been used 
by many of us to lay the foundation of new department and I personally found it 
easier to develop a cohesive department. The legacy of the department has spread 
to many parts of the country and even to many parts of the world.

I joined AIIMS as faculty in May, 1988 and continued working there till March 
1996. We were seven faculty members who joined together at various positions 
in the National De-addiction Centre. Since the centre was a new service to be set 
up, there was not much work in the beginning and thus we had time to know each 
other and to get settled at the new place. Gradually, we started planning to add 
new services to the existing facilities, but faced lot of resistance from the residents 
and the Head of the Department, Prof. D. Mohan (who is no more now). Most of 
us were expected to work for the agenda driven by the head, with very little scope 
of innovation and variety. Such a culture led many of the faculty to start searching 
for alternatives and most of us did it at appropriate times. I feel that the head has 
very important role to make a department, but also to damage it. The damage is 
faster and I saw it happening. However, my stay of 8 years at AIIMS from 1988 
to 1996 was still productive and shaped my further growth and direction. I, along 
with my other colleagues, learnt to set—up the new service. In addition to clini-
cal services, we were involved into networking with government and NGO, devel-
opment of health education material, and training. Lack of patients in the centres 
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compelled us to look for them in the community and that was the beginning of my 
interest in community psychiatry. Later, I got an opportunity for WHO Fellowship 
in Community Psychiatry in Australia. This was the beginning of my journey of 
community mental health, which is still continuing.

After joining the department of psychiatry at Government Medical College 
in 1996 as professor and head, as I was in the process of setting—up the clini-
cal facilities in the department along with Dr. Priti Arun, I got an opportunity to 
take care of a government institute for mentally challenged children (the GIMRC), 
which was with education department earlier, but the education department had 
declined to run it due to lack of expertise. This opportunity allowed me to convert 
my ideas of rehabilitation into reality. I started new vocational courses for these 
children and initiated newer and innovative models of rehabilitation. The best of 
these is the ‘UMEED’ model in the field of job placement and it was declared as 
the best in the country in 2003 in the category of placement of mentally challenged 
children and I was given a presidential award for this work, by then President of 
India, Dr. A.P.J. Abdul Kalam. Since then, ‘Umeed’ has grown much bigger and 
has successfully employed 60 mentally challenged children at various outlets at 
important tourist places in Chandigarh. The ‘Umeed’ model of rehabilitation is self 
sustaining, replicable and rights based. In addition to earning a livelihood, there 
is inherent mechanism of social and personal growth. The skills learnt by these 
children before placement were just enough to seek employment, but the social 
and management skills required for the business are taught while working (on the 
job training). The expansion and addition of new services at GIMRC attracted 
many new families of children with special needs (CWSN) and gradually the space 
became inadequate. I was able to convince the Chandigarh Administration to allo-
cate bigger space. Gen (Retd.) JFR Rodriques, who was then the Administrator of 
Chandigarh and his wife Jean Rodriques had special sensitivity towards disabil-
ity, and I was able to capitalise on this. The Chandigarh Administrator allotted 10 
acres of land for setting-up Regional institute for mentally challenged Children 
(RIMH), which is being developed into state of art facility. RIMH is providing 
medical care, special education, vocational training, training courses in disability 
(approved by the Rehabilitation Council of India), school readiness programme, 
disability assessment and certification and community outreach activities for 
CWSN. RIMH caters to four disabilities- mental retardation, cerebral palsy, autism 
and multiple disabilities and currently it has approximately 400 children on its roll, 
this is in addition to daily intervention through intervention at OPD level.

My experience of setting up RIMH has been quite rewarding. I could contrib-
ute to field of disability and rehabilitation. This was my voluntary decision to take 
over the functioning of the GIMRC (now called the RIMH), but decision of mine 
has been instrumental in shaping my future work. Although, there were many 
challenges to begin, but I was successful in overcoming them. The biggest inspira-
tion to continue my journey was the little children, whose innocent smiles made 
me happy and satisfied. Their parents who followed me blindly continued to pro-
vide more energy as small improvement in the child made them happy, and this 
happiness was shared with me.
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The success of setting-up rehabilitation services for mentally challenged also 
encouraged me to start new services for mentally ill also. Some of these services 
include half way home, promotion of self help group of caregivers, promoting non 
government organizations (NGO’s) in the field of mental health, and day care ser-
vices for persons with chronic mental disorders.

K. Deka

It is indeed a great pleasure for me to be a part of the golden jubilee celebration 
of my Alma mater. I have been associated with PGI (Post Graduate Institute of 
Medical Education and Research) since 1991 when I joined into postgraduate 
course in psychiatry. Further I have done senior residency for almost a year. At pres-
ent I am working at Assam medical college, Dibrugarh as Professor of Psychiatry. 
Moments and memories of PGI are still fresh and alive. Flashbacks of seminar 
room, case conferences, discussions, experiences at the Child Guidance Clinic, 
the Psychosexual Clinic, of psychotherapy sessions, the Drug De-addiction and 
Treatment Centre and others still give me goosebumps. I have experienced the fra-
grance of excellent faculty and exuberant researchers, which the department is filled 
with. I am fortunate to have trained under such dedicated and wonderful teachers. 
To be named in the author’s list of the commemorative book to be published on the 
occasion of golden jubilee celebration will genuinely remain as an achievement.

S.C. Girimaji: A Personal Note on my Experiences at PGI

When I went to report to dept after selection in 1980, it was vacation time and Dr. 
Srinivasa Murthy was the in-charge head. To our amazement and pleasure we dis-
covered that he and my mother came from same place—Kollegal—a small town in 
Karnataka. This started a long association that continued in NIMHANS and I drew 
upon his dynamism and commitment.

The holistic, bio-psychosocial approach taught and practiced at the Department 
provided me a solid foundation and has had an enduring effect on my professional 
development. The rich academic zeitgeist and encouragement for independence of 
thinking were great influences on shaping my career. Chance to interact with col-
leagues from other Departments especially in the psychosomatic case conferences 
and referral postings were great learning experiences in how to effectively com-
municate and work along with our medical colleagues.

The nuances of child psychiatry that I learnt from Dr. Savita Malhotra helped 
me a lot when I moved to child psychiatry unit at NIMHANS. The scholarly and 
insightful lectures on psychotherapy and supervisory session by Dr. V.K. Varma 
kindled my interest in psychotherapy, which continues even today. The bonhomie 
that existed between my peers, senior residents and staff and trainees from sister 
disciplines made life quite enjoyable and full of vivid memories.
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R.C. Jiloha

The author of the chapter, The Mental Health Act of India, has been a student 
of PGIMER Chandigarh. He entered the department of Psychiatry at PGIMER 
Chandigarh as a post-graduate student on 1st January 1979. After completing his 
MD he worked in the department as a senior resident and research officer on a 
WHO research project on ‘Outcome of Acute Psychosis’. He left PGI on 18th 
March 1983. His training in psychiatry and exposure to research methodology and 
clinical and academic areas shaped his future career to be a successful clinician, 
teacher and researcher.

Immediately after leaving PGI, he joined the faculty at Maulana Azad Medical 
College & GB Pant Hospital, New Delhi, a premier medical institution known for 
its best clinical care and highest academic standards. He rose to be professor of 
Psychiatry in 1991 and head of the department in the year 2001. Currently he is 
heading the department in the capacity of Director Professor. During this period he 
has published around 140 research papers, received several academic awards, pro-
duced around 50 post-graduates in psychiatry and has conducted several national 
and international research projects.

Dr. Jiloha is closely associated with the working of Mental Health Act 1987. 
As a member of Board of Visitors to Institute of Human Behaviour and Allied 
Sciences he has closely seen the implementation of the Act and the difficulties 
faced thereof. As a member of the Mental Health Authority of Delhi state, he has 
been closely linked to licensing of psychiatric nursing homes of Delhi under the 
Mental Health Act. These experiences have taught about the limitations and the 
good points of the Act. As a member of the Draft Committee of the Mental Health 
Care Bill, he has contributed his inputs and has closely seen its drafting.

P. Kulhara

My association with the Department began in 1969 with my interactions with 
Prof. Wig, my teacher and mentor and departed from the Department end 
October 2011. It is not easy to condense all these years, full of sweet memories, 
in few lines. The time spent with teachers (Profs. Wig and Varma), which honed 
my skills and built my capacity, will always remain the most fond and cher-
ished memories of life. The mentorship of Prof. Wig and the involved discus-
sions with Prof. Varma still remain with me; the Coffee Room, and its tidbits, 
is still etched on my mind. Rejoining the Department after 12 years sojourn in 
the UK and then continuing till superannuation has its exciting, dull, frustrat-
ing and happy moments, so full that these defy penning down in few lines. The 
love, affection, respect and admiration that I got from colleagues and students 
has made my life so rich that without any hesitations I would opt for the same 
time and life again!
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R. Nehra: My Experience

The importance of clinical psychology in psychiatric practice cannot be overem-
phasised. The role of clinical psychologist remains a crucial one in competent 
clinical practice, through the use of structured psychological assessments and psy-
chodiagnostics. A lot of subtle and latently manifest findings may be gleaned from 
a patient or client, by a trained clinical psychologist. Thus, a clinical psychology 
is an extremely important field which complements and supplements the care of 
patients with psychiatric disorders who seek help.

I joined the Division of Clinical Psychology of the Department of Psychiatry 
in PGIMER, Chandigarh, in 1983. It had come under my observation that difficul-
ties were experienced in utilising psychological instruments in the Indian scenario. 
Firstly, few instruments were available which were validated for the Indian set-
ting, as many of the scales originating from the West were not culturally relevant. 
Secondly, the average patient in the department was not always psychologically 
sophisticated. Hence, I developed a keen interest in developing and adapting scales 
and instruments, which could be utilised in the clinical practice in India.

Over the years, many tests were developed by me and my colleagues at 
PGIMER. Few of these tests include Social Support Questionnaire, Sexual 
Knowledge and Attitudes Questionnaire, Scale for Knowledge and Attitudes 
towards Condom Use, Coping Checklist, EAT 26, Body Shape Questionnaire, and 
the PRIME MD Patient Health Questionnaire (PHQ). These scales were validated 
in our clinical and community populations. Many of these tests have been utilised 
in research originating around the country.

My role as a clinical psychologist at PGIMER, Chandigarh has been a satisfy-
ing and stimulating one. However, the journey of extending help to the patients is 
still unfinished. There is a need for greater endeavour for developing psychological 
instruments with wide applicability and ease of administration that gains widespread 
utilisation. The present clinical practice can also be enriched by further utilisation of 
the psychological and psychometric tests that have been developed till now.

S.K. Padhy

The department has a dynamic learning environment for professional and personal 
growth, brings information, makes the individual realise what is adaptive stress 
with real “guru-chella” relationship.

B. Pradhan

The Postgraduate Institute of Medical Education and Research (PGIMER) is one of 
the pioneering educational institutions of Asia for postgraduate medical education 
and research. To this present author (M.D. in Psychiatry from PGIMER in 2004) who 
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had the good fortune of working with and being mentored by some of the prominent 
 leaders in Indian psychiatry, PGIMER has been a temple of learning. The Department 
of Psychiatry at the PGIMER was one of the first major academic departments of 
psychiatry in a general hospital psychiatry unit (GHPU) setting. This Department has 
been a leader not only in many crucial aspects of psychiatry including community 
psychiatry, schizophrenia, mood disorders and psychometric research, but also in 
some of the major and pioneering research in child psychiatry. This author has been 
privileged to be part of the child psychiatry research team at PGIMER that published 
the first Indian study on incidence of childhood psychiatric disorders.

V.K. Sharma: Memories of PGIMER

PGIMER gave a complete package of professional and personal learning for me. 
Who can forget the trail of outstanding fragrance at 7.45 A.M. in the corridors; 
 coffee breaks at 11 A.M. with everyone; book clubs on Sunday mornings and long 
rides to Raipur Rani in an imported (Renault) car?

In my time the department was full of psychiatry giants, with Prof. Wig as the  
departmental father figure, Prof. V.K. Varma, Dr. R.S. Murthy, Dr. Raja Ghosh and 
Dr. Savita Malhotra (then Gupta) supported by Dr. Verma and Dwarka Prasadji 
and with Prof. Morris Carstairs as a special appearance.

English being a third language at school, I struggled with my English at PGI. 
One morning, when I presented a case to Dr. Varma, he quietly commented 
“Istarah to kam chalega nahiji; tum ko English keliye kuch karna padega” (“This 
won’t work. You have to something to improve your English.”). I thought that was 
the end of PGI for me! Any way Dr. Varma went to USA soon after for a period 
of three months that gave me a huge relief. On his return, I was very nervous to 
present cases to him, but had no choice. One day after my presentation he com-
mented—(I was shivering inside)—“Aap ko kya ho gayaji- English itnee improve 
kaise kar lee?” (“How did you improve your English so quickly?”), and you know 
what, I later emigrated to England!

S.K. Verma

It is not possible to live for 50 years in a place without falling in love with it—
with all that are associated with it. It still seems to say:

“Grow old with me,
The best is yet to be”.
I had spent less than 50 years with my late wife and know what it means to me, 

even now—Although I also know that—change is the law of nature.
“The old order changeth, yielding place to New. Lest one good order should  corrupt 

the world.” People come and go. The staff and students come and go, leaving old 
memories and unfinished works to be completed by another generation. This is how 
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progress is made and civilization, culture and their products grow. Change is always 
for better—and growth takes time. Speed of growth varies with time, place and per-
sons. It can never remain static. While taking credit for the growth, one also has to 
accept the responsibility for the slowness and other related drawbacks. Everything can-
not be achieved at once, but one has to oil the machinery and keep it ready to achieve 
more in future by better persons, with greater resources at their command. We can only 
hope and pray for the same.

It was indeed a privilege to have joined the Department of Psychiatry under 
the able guidance and leaderships of Professor N.N. Wig, so soon after getting 
the degree of Clinical Psychology and during the early stages of the Department 
itself. Both the things provided the necessary scope of developing professionally 
and personally. I was lucky enough to get this opportunity which proved to be a 
cornerstone in my professional life. I also did my Ph.D. work under his guidance 
in the department.

I have always believed that—
Work is worship, therefore—
The place of work is a place of worship,
Where I can enter only as a devotee—
In order to grow professionally and personally.

This faith got further strengthened with time in this ideal and beautiful environ-
ment. Even after 14 years of my retirement in 1998 from my active professional 
life in this beautiful place, it only reminds of what the poet Keats wrote many 
years ago:

“A thing of beauty is joy forever.
Its loveliness increases,
It will never pass into nothingness…”

I worked in this department for well over 30 years before my retirement, but I still 
love to visit this great Department—as and when I can and love to see the staff and 
students working there. But I hate to even think of my presence there distracting 
their attention—even for a moment from their work. This rather ambivalent atti-
tude (of love—hate relationship) still prevails—and prevents me from visiting the 
Department as frequently as I would have wished.

We all live in this world of sweet dreams, trying our best to convert those 
dreams into reality. But the cruel fact remains that all dreams however sweet 
they might be for us, are product of our own imagination and can never be fully 
realized in one lifetime, which by nature is a very short period. Besides, what a 
sweet dream may be for one person may not be the same for another person—
who lives now, replacing us in time and place. Perception of “burning issues” of 
things change with person, place and time. Also, the new generation of workers 
are entitled to have their own sweet dreams, which they want to realize in their 
own lifetime. Dreams differ, priorities differ, especially when there is limited time 
and resources to fulfill all our aspirations—past and present. I remember reading 
somewhere that “You must be mad working here, but if you are, it helps.”
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There is quite some truth in this blunt statement of facts—however unpleasant 
it might be for some of us, who love our dreams and are always making some 
attempts to realize them. Personally I would still prefer to be called “mad” rather 
than be called “unfaithful” to my dreams. Others are entitled to have their own 
preferences and priorities.

Another thing this beautiful place of worship provides us is the opportunity to 
grow, by learning even while you are teaching. I have done both, working at this 
place in both capacities and seeing for myself how both the things (teaching and 
learning) go side by side—provided one keeps ones eyes, ears and mind open to 
receive it. In a sense, it is often difficult to keep them separate. Gaps in our limited 
knowledge are automatically filled up by what the Gestalt school describes as clo-
sure principle and what others also call as insight or, Aha experience. For some, it 
can come as a shocking experience when suddenly it breaks the barriers in time, 
place and meaningfully joins different parts into a whole experience—generat-
ing something new/original at times—from old and frequently seen experiences. 
This is an ongoing process and capable of being continued throughout our life, 
no matter where one might be at the moment. Time and opportunities never wait 
for anybody. We have to grab it by the neck whenever opportunity comes, or, live 
to regret it forever. We can be wiser if we grab it in time and live wisely there-
after. Newer learning help also, by creating newer opportunities and finding new 
uses for old learned experiences and tools. Surprisingly for some, as our knowl-
edge goes on increasing, we also became more aware of our shortcomings—so 
far being ignored and/or denied. Our resolve to know more and to achieve more 
gets further strengthened this way. Instead of complaining that the glass is half-
empty, we learn to see it as half–full, with need to fill is further to make it full. 
Our own students—by asking specific, pointed, critical and important questions—
draw our attention to some areas ignored so far and thereby help us in looking for 
their answers. So, we all learn while we teach. We tend to look at old things with 
newer attention, thereby strengthening our need-achievement and need-knowl-
edge. Working together in the Department, we develop a new sense of belong-
ing—we belong to the Department and the Department also belongs to us. Social 
get-togethers within the Department, add to this sense of belonging and here one 
can see the social contribution of Mrs. Wig also, who almost always participated 
in all such functions along with Prof. Wig, interacting with staff, students and 
their families also. Increasing cohesiveness contributes indirectly to group morale. 
It reminds one to share each other’s experiences, achievements and efforts. The 
effect can be seen in sharing in each other’s researches also. In these functions, 
we tend to know more about each other’s extra-curricular activities and welcom-
ing new comers to the Department. Sharing each other’s happiness, which include 
awards, marriages, parenthood, promotions etc all add to the feeling of oneness 
in the Department. Timely publications of decades of progress includes achieve-
ments of the Department, bringing it the notice of all participants and gives further 
directions, that all can take to grow individually and socially. Direction for newer 
objectives like extension of services like rural community work, school coun-
selling, drug addiction, etc. also find its place. The Department also encourages 
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us to participate more and more in National Conferences of Psychiatry in India 
and abroad. We are encouraged to participate, to learn what other researchers are 
doing everywhere and to show others what we ourselves are doing. Looking at 
the work and contributions of the whole Department, we often get a feeling of our 
own ‘dwarfness’—yet it adds to our sense of pride that however small and tiny 
we might be, still we remain part of this great department. It gives us additional 
strength to contribute more and more to make it all the more strong and rich, while 
contributing to the mental health of the community and the nation. We can only 
hope and pray for more success in future years.
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