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INTRODUCTION

Western studies show there is a high proportion
of somatization of psychiatric disorders among
presenters in medical outpatients. Many of these
patients go through unnecessary investigations and
remain undiagnosed for a significant length of time.
These not only add to the suffering of the patients,
but also lead to wastage of important resources
and manpower. Similar studies have not been
replicated in Indian corporate hospital set up using
validated questionnaires. In fact, there is dearth of
well organized integrated mental health units in
corporate hospital setting in India.
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Our whole idea was to explore the prevalence
of psychiatric illnesses presenting in the general
health clinics, both somatoform disorders, and other
psychiatric illnesses comorbid with physical illness.

For any given population, a significant proportion
will suffer from some kind of psychological illness
and disability. The prevalence of common mental
disorder in general population was assessed by
one household survey based study in London.The
results are depicted with a pie chart (Fig.1).

Fig. : Disposition according to prevalence of different types
of Common Mental Disorders in a House-hold survey!'.
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The existence of co-morbid psychotic illnesses associated with major physical disease forms are given in a

table (Table 1).

Table 1. : CMDs associated with Medical Conditions

psycho-active substance withdrawal symptoms

System Disease Associated Common Mental Disorder Ref
Arrhythmias Psychosocial stress, Depression [2]
Myocardial Infarction | Stress, Depression (31%) & Major Depressive Disorder, [3-6]
Cardiovascular Type-A personality, Type-D personality [7-9]
Essential Stress [10]
Hypertension
Respiratory Asthma Major Depressive Disorder, Panic Attacks, General Anxiety [11]
System COPD Depression (20-60%), Delirium, panic attacks (38%), phobia [12]
Pulmonary Sudden anxiety, panic attacks
Embolism
Sleep Apnea Sleep disturbances, day-time somnolence, Depression,
Irritability, Personality changes.
Gastrointestinal Esophageal Axis-1 psychiatric illness, like Major Depressive Disorder [13]
Disorder Dysmotility (52%), Generalized Anxiety (36%), Somatization Disorder
(20%) and Substance related Disorder (20%).
Irritable Bowel Panic (26%), generalized anxiety (26%), social phobia (26%), [14]
Syndrome major depressive disorder (23%)
Inflammatory Bowel Depression, Stress [15]
Disorder
GERD and Ulcer Anxiety Disorder [16]
Metabolic Obesity Eating Disorder, Depression
Disorder Wilson's Disease Irritability, Aggression, Disinhibition, Recklessness, [17]
Depression
Hepatic Substance abuse [18]
encephalopathy
Endocrinal Diabetes Mellitus Anxiety (45%), Depression (33%), [19]
Disorder
Hyperthyroidism Anxiety, Depression [20]
Hypothyroidism Depression [21]
Hyperparathyroidism | Lethargy, Drowsiness, impaired concentration, confusion, [22]
psychosis
Hypoparathyroidism | Delirium, Neuropsychiatric symptoms
Cushing Syndrome MDD (50%), Alcoholism, Anorexia nervosa, Panic disorder, [23]

Addison’s Disease

MDD, Personality disorder, dementia, somatoform disorder.
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System Disease Associated Common Mental Disorder Ref
Autoimmune SLE Psychosis, delirium, seizures, cognitive impairment, [24-26]
Disorder Depression, memory disorder, learning difficulty
Renal Disorder ARF Delirium, Somnolence, Asterixis, neuromuscular irritability

CRF with ESRD Irritability, lethargy, insomnia, anorexia, seizures, restless [27]
legs syndrome, dementia, depression
Hemodialysis Personality disorders, mood disorders, phobia, panic
disorders, substance related disorders, adjustment disorders,
cognitive disorders
Hematological Anemia Dementia, depression [28]
Disorder Leukemia Anxiety, Depression [29]
Hemorrhagic Anxiety, Depression, stress [30]
Disorders
Infections STDs Anxiety, Depression, Personality change, PTSD [31]
Chronic Diseases Anxiety, depression [32]
Encephalitis psychosis [33]
Surgery Delirium, Cognitive dysfunction, Depression [34]
Cancer therapy Depression [35]
Obstetric and Infertility Depression [36]
Gynaecological Hysterectomy Depression [37]
disorders
Stroke Anxiety, depression, panic [38,39]
Parkinson’s disease Anxiety [40]
Neurological Multiple Sclerosis Depressive disorder [41]
disorders Brain tumour Mixed anxiety depression [42]

Using confirmatory factor-analysis (CFA) to analyse
the BHPS data Y.B. Cheung compared various
models found that the 3-factor model proposed by
Graetz gave the best fit. The factors are anxiety and
depression (4 items), social dysfunction (6 items),
and loss of confidence (2 items)®3!,

A prospective cohort study involving a sample of
800 adults using GHQ-12 concluded that negative
illness attitude the presence of physical and
psychiatric disorders, health anxiety, changes in
psychological distress, reported physical symptoms
and demographic factors the such as age and sex
were independently associated with frequent
consultations at general practitioners clinics over 5
years period 4.

Another prospective study of 330 first-time mothers
using GHQ-12 accurately picked up the number
of cases with post — partum depression®!. In
another study GHQ-12 was found to be reliable
and valid even when administered over phone in a
dermatology clinicl*l.

AIMS & OBJECTIVES

As mentioned above, there is ample data on

psychiatric illness presenting at the general
practitioners” (GP) clinics, medical clinics, and
elsewhere. GP and medical clinics data are fair
indices of prevalence of common mental disorders
(CMD) in community samples. Moreover, many
studies were done by household surveys!*lespecially

in western world™s,
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However, there is scarcity of similar data particularly
in corporate hospital setting, more so in India. This
may be explained by the fact that most corporate
hospitals function as tertiary centers and there
data may not reflect the true prevalence of CMD
in the population. Also, in Indian economic set-up,
corporate hospitals only cater for a selective group
of patients i.e. higher social classes, in which the
prevalence of CMD might not reflect the scenario of
the community as a wholel*l.

However, very much alike all other countries,
there will always be a ‘hidden population” who
will present at general medicine clinics with vague
symptoms like tiredness, fatigue, headaches, body
aches, weakness, lack of sleep and appetite etc. A
significant proportion will actually be suffering from
CMDs. Our main objective was to find and gauge
this “hidden population” in which an additional
psychiatric service will lead to a comprehensive
management of their illness with a much reduced
overall cost.

We aimed to use a validated questionnaire which
will detect CMDs in patients attending the general
health clinic. GHQ 12 is a well-established self-rated
screening instrument designed to detect possible
psychiatric morbidity in the general population.
Eachitem in the GHQ 12 consists of a question asking
whether the respondent has recently experienced
a particular symptom or feeling (e.g. happiness,
anxiety, sleep disturbance ) on a scale ranging from
“less than usual” to ‘much more than usual’.

We aimed to collect the first fifty completed
questionnaires and analyze the data to evaluate
prevalence of CMDs in our target population. We
also aimed to compare our data with previous
studies in different settings.

METHODOLOGY

We first arranged a training session for everyone
working at the general health clinic with the
researchers. The main project worker (NB) then
intimated them about our project.

The study had received approval from the hospital
ethics committee. The data were collected only after
receiving informed consent from the patients and
in such a way that the confidentiality of patients
would be maintained. Researchers remained blind
about which patient had submitted which particular
questionnaire. Total fifty consecutive responses
were collected.

RESULTS:

Out of the 50 attenders who participated in the study,
one failed to answer all the questions. We therefore
excluded the questionnaire from the study. We were
left with 49 appropriately answered questionnaires
to whom we were completely blind. The minimum
score was 4 and maximum being 30 (vide table 1).We
stratified the scores as follows 0-12, 13-15, 16-20 &
>20. 28 participants scored between 0-12, 8 between
13-15, 11 between 16-20 and 2 scored >20 (vide table
2). Further findings are shown in table 3.

Table 2
Scores No of participants
0-12 28
13-15 8
16-20 11
>20 12
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Table 3 : A Comparison between AMRI, Scottish House Condition Survey (SHCS)
and mental health survey 2004, England.

Mental
AMRI SHCS Healiht;004
2002 [62] [63]
Base : All respondents who answered the GHQ12 49 16537 1300
% % %
1. Been able to concentrate on what you're doing?
Better than usual 4.1 4 7
Same as usual 57.1 81 76
Less than usual 30.6 13 16
Much less than usual 8.2 3 2
2. Lost much sleep over worry?
Not at all 38.8 33 29
No more than usual 32.6 50 50
Rather more than usual 24.5 13 16
Much more than usual 4.1 4 4
3. Felt that you are playing a useful part in things?
More so than usual 4.1 8 12
Same as usual 75.5 79 75
Less so than usual 16.3 10 10
Much less than usual 4.1 3 3
4. Felt capable of making of decisions about things?
More so than usual 12.2 7 11
Same as usual 73.5 84 80
Less than usual 14.3 7 8
Much less than usual 0 1 1
5. Felt constantly under strain?
Not at all 20.4 24 22
No more than usual 28.6 55 52
Rather more than usual 42.8 17 20
Much more than usual 8.2 5 5
6. Felt you couldn’t overcome difficulties?
Not at all 38.8 36 35
No more than usual 32.6 53 51
Rather more than usual 24.5 9 11
Much more than usual 4.1 2 2
7. Been able to enjoy your normal day to day activities?
More so than usual 10.2 5 8
Same as usual 65.3 75 74
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Table 3 continued....

Mental
AMRI SHCS Health 2004
2002[ 62]
[63]
Less so than usual 16.3 15 14
Much less than usual 8.2 4 4
8. Been able to face up to your problems?
More so than usual 10.2 5 9
Same as usual 77.6 85 81
Less than usual 10.2 8 8
Much less than usual 2
9. Been feeling unhappy or depressed?
Not at all 36.7 40 42
No more than usual 32.7 43 38
Rather more than usual 24.5 13 16
Much more than usual 6.1 4 4
10. Been losing confidence in yourself?
Not at all 53.1 47 49
No more than usual 26.5 40 36
Rather more than usual 16.3 10 12
Much more than usual 4.1 3 3
11. Been thinking of yourself as a worthless person?
Not at all 75.5 64 67
No more than usual 14.3 28 25
Rather more than usual 8.2 5 7
Much more than usual 2
12. Been feeling reasonably happy, all things considered?
More so than usual 20.4 10 14
Same as usual 69.4 79 75
Less so than usual 6.1 8 10
Much less than usual 4.1 3 2

DISCUSSION

Our main objective was to assess prevalence of
common mental disorders (CMD). To detect the
psychoticillness weneed a well-tested questionnaire.
The 12 - item GHQ has been widely used in many
countries for detecting psychological morbidity.
Some major national studies such as the British
Household Panel Survey (BHPS) also employ this
instrument®.

While the longer versions of the GHQ are normally
considered multidimensional, the GHQ - 12 is often
regarded as measuring only a single dimension of
psychological health™!l.

Corti analyzed the GHQ-12 data in the BHPS and
maintained that the high Cronbach’s alpha value
indicated the unidimensionality of this instrument.
However, several authors suggested that the GHQ-
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12 contained two or three meaningful factors. Using
principal component analysis Politi identified two
factors, general dysphoria & social dysfunction®.
Graetz (1991) proposed three different three-factor
models®®.

Stratification of available data is always statistically
useful and helps to understand the epidemiology
better. Likewise, if we left a box with options
male or female, and asked the respondents to tick
appropriately, we would be able to stratify our data
according to sex.

Moreover, if we left another box for the respondent
to write their age, further stratification according
to age groups would be possible. This would have
helped us to better understand the epidemiology
and would allow us to compare our data with
similar previous studies.

However, we had a few serious issues to consider :
By no means were we prepared to compromise with
the confidentiality and confounders and biases.

The original GHQ 12 in its present form doesn’t have
options of age or sex. It is validated or reliable only
in its present form and any alterations may interfere
with its validity.

The most important of all was, the GHQ 12 is a
screening tool and not a diagnostics one. It is not
operational and doesn’t aid to arrive at a diagnosis
of any mental illness parse.

So even if we stratified our data further, we wouldn’t
really add anything to our current epidemiological
knowledge. Hence, we decided to stick to our
original objective of evaluation of prevalence of all
psychological illness in our given sample.

The GHQ manual says: in a Likert scale ranging like
“not at all / no more than usual/ rather more than
usual / much more than usual’, the scrolling should
be 0, 1, 2, & 3 respectively™. Accordingly, every
questionnaire can yield a minimum score of zero to

a maximum of 36 (12 questions). The GHQ manual
advises that scores between 11 and 12 are typical,
scores above 15 will mean psychological distress
and scores above 20 will mean severe psychological
problems/®,

According to these guidelines, we had 4.1%
respondents scoring over 20 and 11 respondents
scoring between 16 and 20 (22.4% of the final sample
size). So, 4.1% of sample had severe problems and
another 22.4% were in some kind of psychological
distress.

This will mean 73.5% were psychologically stable.
This is strikingly similar figure with many other
previous studies either as door-to-door survey or
GP clinic based survey.

However, the GHQ manual doesn’t clarify what
they mean by score of 11-12 being ‘typical’. Is it the
mean, median or mode? Understandably, this score
cannot be median. Our study showed scores ranging
from 4 to 30 with a median of 17. The mode was 9
(score by 8 participants). We calculated the mean
score of 49 participants to be 12.2. It seems the term
“typical”, as used by the GHQ manual is fairly close
to the mean score of our study.

Weich et.al.2003, following a cross sectional survey
of several electoral wards in England, Wales &
Scotland commented “little evidence was found of
statically significant variance in the prevalence of
common mental disorders (CMD) between wards,
which ranged from 18.8% to 29.5%.....” %

It is interesting to note that our figure of CMD’s at
the General Health Clinic of 22.4% falls well within
this range despite being done in a completely
different setting and being a hospital based
rather than community study. Our figures were
comparable to two other similar studies done
previously viz. SHCS and Mental Health Survey,
England, 2004. We have also given an elaborate
breakdown of individual questions and their
responses.
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LIMITATIONS

The major limitation of our study is its small sample
size, especially in comparison to the previous
studies on the same area. In the analysis of data a
more sophisticated model could have been used to
show further relations of psychiatric comorbidities
with various other socio demographic and clinical
parameters. The subjects were included in the study
without any clear inclusion or exclusion data. And
finally we had used a self-rated questionnaire which
was not translated to a language that is spoken by
the subjects. This will raise doubt about the validity
of the instrument in this particular study.

CONCLUSION

Psychiatric comorbidities in general medical patients
are as common in our hospital as it is in various
other parts of the world. So an integrated competent
mental health team in this sort of hospitals would
definitely be quite useful in the holistic management
of all these patients. However in view of some
limitations of the current study our findings should
be cautiously generalized.
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