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ABSTRACT 

 

INTRODUCTION: 

 

Consultation Liaison Psychiatry involves both imparting knowledge to non 

psychiatric doctors as well as interdepartmental teamwork which includes referrals 

from Non psychiatric departments seeking Psychiatric care for their patients. Hence it 

becomes important to identify Psychiatric illness for referral and prompt management.  

 

OBJECTIVES: 

 

1. To study the sociodemographic profile of the patients with comorbid 

psychiatric conditions referred to psychiatry department.  

2. To identify the pattern of psychiatric illnesses in these patients.  

 

MATERIALS AND METHODS: 

 

It is a cross-sectional observational study done using MINI [Mini International 

Neuropsychiatric Interview] as well as structured sociodemographic Performa is used. 

The Patients who are referred to Consultation liaison services were screened with the 

questionnaire to find psychiatric Comorbidities and ICD 10 criteria is applied as well.  
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RESULTS:  

 

Most of the patients referred to the department are males at 62.5% and females are 

about 37.5%. It was found people who belonged to the geriatric population have had 

less referrals compared with other population. Most 

 of the patients referred to consultation liaison services had Psychiatric Comorbidities 

79.9% and about 20.1% had nil Psychiatric Comorbidities. Patients who are referred 

from Medicine Department are the Overwhelming majority at 74.4%.  

The majority of Patients diagnosed to have Alcohol Dependence syndrome 21.5% 

followed by Major Depressive Disorder 9.2%.Patients who had higher suicidality with 

comorbid Major depressive disorder amounting to 1.4% 

 

 

CONCLUSION: 

 The majority of patients diagnosed to have Alcohol Dependence syndrome 21.5% 

followed by Major 

 Depressive Disorder 9.2%. Depressive disorder and Suicidality are closely linked. 

Hence training of non-psychiatric doctors, Junior residents, Interns about Psychiatric 

illnesses is integral for prompt identification, referral of such  

identified cases to Psychiatry and commence the treatment.  

 

KEYWORDS:Consultation, Liaison, Services  
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INTRODUCTION:  

It is very pertinent to identify and treat the underlying psychiatric illness to hasten the 

recovery of the detected/existing medical illness. Since psychiatric illnesses are highly 

stigmatized in society, the number of patients voluntarily coming to the psychiatric 

outpatient department is usually less compared to other departments. More knowledge 

and awareness regarding mental health conditions should be emphasized in the 

community. Discrimination against mentally ill patients, as well as the treating 

psychiatrist, is not uncommon in Indian society. There are many patients who are 

referred from other departments, both medical and surgical specialties. 

According to Mental Health Survey in India done for common Mental disorders, it 

was found that the older population had a higher prevalence of Depressive disorders, 

both Lifetime and current, at 6.93% and 3.53% when compared with younger Adults 

at 4.96% and 2.54% respectively.1 In rural areas, the awareness and knowledge about 

mental illnesses are almost close to none. In contrast to urban settings, people are 

much more aware of their conditions like anxiety and depression, etc., and the 

technology to get any amount of knowledge in the snap of their fingers. So, in urban 

settings, people are much more likely to come forward to seek psychiatric help when 

needed.   Since people have little to no knowledge about their psychiatric conditions, 

a lot of false information, fear-mongering, and stigmatization towards mental illnesses 

in rural India affect the quality of mental health in the Indian population. Hence it has 

been decided to take up patients who are referred from other departments to evaluate 

them and to know the pattern of psychiatric illnesses prevalent among these patients. 

Hence it is important to psycho-educate them about their illnesses as well regarding 

their socioeconomic, interpersonal issues, etc., if any. Hence therapy forms an 
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inherent part of psychiatry itself. 

Psychological stressors like interpersonal relationship problems, sociocultural issues, 

and financial issues play a huge role in contributing to psychiatric morbidity in these 

patients. Diagnosing and treating the underlying psychiatric comorbidities helps in the 

speedy recovery of their physical illnesses as well. It is important for the clinician to 

identify common psychiatric conditions like depression and anxiety so that they can 

be referred to psychiatry OPD as and when required.   
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AIMS & OBJECTIVES 

Aim 

The aim of this study is to investigate the prevalence and types of psychiatric 

comorbidities present in patients who are availing consultation liaison services of a 

psychiatry outpatient department in a tertiary care hospital using a cross-sectional 

design. 

Objectives 

1. To examine the sociodemographic portrait of the participants with comorbid

psychiatric conditions referred to the psychiatry department.

2. To identify the pattern of psychiatric illnesses in these patients.
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HISTORY OF CONSULTATION PSYCHIATRY: 

The terminology of "liaison psychiatry" was primarily utilized in 1939 by Billings. 

After that, it has only been used in recent times. The main consideration was observed 

for a comprehensive diagnostic assessment of the patient on the basis of advice 

provided by a non-psychiatric physician.  Consultation Liaison Psychiatrists in the 

1950s and 1960s proposed several consultations: Patient-centric, crisis-centric, 

consultee-centric, situation-centric, and extended Psychiatric consultation.  

(b) the crisis-centric approach in which the consultant can do a quick examination of

a patient's illness and conjugant psychotherapy is required. (c) consultee-centric 

consultation, in which the consultant's observation of the Patient's Problem is 

addressed. (d) a situation-centric consultation is mainly based on the close 

communication of the clinical team members and the patients, and (e) an expanded 

psychiatric consultation can be deemed as the inclusion of both Patient's Family and 

clinical healthcare team members. 

Liaison research can be of two types: evaluative studies and clinical research at the 

intersectional connection aligning the field of medicine and clinical psychiatry. 

Evaluative studies involve research about Psychiatric morbidity in the clinical 

population of those who seek consultation from non-psychiatric physicians.  

And (ii) research at the interface between medicine involves aetiology, therapeutic 

response outcome, and Psychiatric complications due to physical illness. 2 

Lipowski discusses that the secondary and primary function of C-L psychiatry is 

teaching. CL psychiatrists should impart education to various students pursuing 

clinical courses and the residents. Psychiatric residents. It is essential and should be 
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done during CL rotations.  

C-L psychiatry involves dealing with the Patient’s reaction to the illness, mechanisms

for coping, caregiver burden, psychiatric complications on the physically ill patients, 

consumption of psychotropic drugs, and the implementation of various behavioural 

therapeutic interventions and which are also related to the medical/surgical problems 

in patients. 

EPIDEMIOLOGY 

DELIRIUM:  

The condition of Delirium or also known as the acute state of mind being confused is 

a medical emergency in which there is a clouding of consciousness accompanied by 

auditory or visual hallucinations, Delusions, impaired recent memory, and disoriented 

to name, place, and person. Patients with Delirium can have either increased or 

decreased [hypoactive Delirium] Psychomotor activity. They have sleep disturbances, 

confusion, irritability, etc. Delirium patients typically have worsening symptoms at 

night, becoming more agitated or restless, commonly called sundown phenomena.  

Usually, Delirium is quite common in intensive care settings. Causes for Delirium 

include Electrolyte disturbances, infections, drug interactions, post-operative period, 

arrhythmia, reduced sensory input, old Age, dementia, stroke, fractures, neurological 

diseases, Alcohol withdrawal, and severe medical conditions. Delirium can be 

superimposed on dementia as well. Complete Hemogram, Random blood glucose, 

ECG, and Arterial blood gas analyses can be sent. If there are abnormalities, they 

should be corrected and managed accordingly.  
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Since Delirium can be due to multifactorial causes, it can be resolved by treating the 

cause. Sometimes untreated Delirium is indeed fatal. Hypoactive Delirium is often 

overlooked since the Patient looks as if sleeping and also has slow speech and 

apathetic mood but is delirious. Hence it is quite vital to check orientation in Intensive 

care units regularly. Treatment includes reorientation to the surroundings. Low-dose 

Antipsychotics are beneficial for patients with perceptual abnormalities, Agitation, 

and reversal of the sleep-wake cycle.3 

In a study by Samer El Hayek on liaisons offering psychiatry consultation mainly 

during COVID-19 times, Delirium is the most common referral. The Hypothesis is 

likely that the state of confused mind or Delirium usually developed at enhanced rates 

during COVID-19. 4 

According to Wang C, patients with a positive COVID-19 and a diagnosis of delirium 

are at greater risk for a more serious infection, longer hospital stays, admission to the 

intensive care unit, and death. Therefore, the primary objective should be early 

recognition and treatment of delirium.5

Key findings from a systematic review and meta-analysis study were focused upon, y 

included the fact that despite the use of antipsychotics, which might have adverse 

consequences, including cardiac issues, delirium does not go away.6 In a study by E. 

Delgado-Parada, it was found that during the COVID pandemic, the referral 

to consultation liaison psychiatry services among Delirium 9.4% are more 

predominant, followed by adjustment disorders 7.8%. Many patients admitted were 

old. 7 

SUICIDALITY: 

Many suicides are either due to depression or impulse attempts. Risk factors include 

loneliness, Bereavement, financial loss, severe and chronic medical conditions, 



32 

Physical/verbal abuse, etc. Suicide is a Psychiatric emergency. If warning signs are 

not noticed, it will be at the cost of losing a life. The most vulnerable  

populations are marginalized groups, adolescents, the geriatric population, and 

physically challenged people. 

Although previously, as per the Indian Penal Code [IPC] 309, suicide was a crime, the 

Mental Healthcare Act [MHCA] in 2017 was passed by the Indian Government. 

Among the many provisions of the act, Section 115 legalised medical assistance in 

dying by suicide. As a result, the victim of the crime will experience less trauma as a 

result of this. For accurate diagnosis and early treatment, specialists in the field of 

mental health should regularly update their knowledge. 

A patient's suicidal attempt should be assessed thoroughly by the Psychiatrist through 

careful History taking and examination.Past history of previous suicidal attempts is a 

risk factor for another attempt. After examination, whether the attempt is alethal 

attempt to die, nonsuicidal self-injury, or an accident should be determined for further 

course of action. 

When a patient is admitted to the hospital  

After the patient has been stabilisedmedically, after a suicide attempt, they may be 

sent to a mental health facility if there is a significant risk that the patient would 

attempt suicide again while in the hospital. Repeated acts of self-harm need to be 

stopped before they start.8 According to research by Kumar et al., poisoning (50%) 

and drug overdose (35%), voluntary hanging (10%), Using sharp instruments, 

drowning, and falling from a height (5%) are among the most common means of 

attempting suicide. In addition, 48 percent of the people who participated in the study 

were found to have a mental health condition. 
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NONSUICIDAL SELF-INJURY:  

The term "nonsuicidal self-injury" (NSSI) is used to describe when someone 

intentionally causes harm to themselves without suicidal intent. Some of the most 

commonly observedbehavioural presentation features of this type of injury can be 

noted as cutting, burning, scratching, and banging or hitting. Another common 

presentation is self-harm and harm to individuals who are within the close vicinity of 

the vulnerable individual.10 

NSSI is correlated with emotional and psychiatric distress,11 it can increase the chance 

of suicide12 Adolescents are the most involved in NSSI. 13

NSSI participants should not, ideally, make the initial choice to end their lives. One 

does not have the option of ending their own life in this way. This is mostly a defence 

mechanism to temporarily relieve an individual's stress and suicidal ideation.14 

Dialectical behavioural therapy targets Patients who have made a Suicidal attempt and 

NSSI by reducing emotional pain through DBT-based coping skills.15 

In a study done by Anju Poudel, it was found that the presence of both NSSI and 

suicidal behaviour [S.B.] is usually on the higher side amongst adolescents. 

Depression was significantly correlated with NSSI and S.B.  

This behaviour was noted to be significant amongst males compared to their female 

counterparts. Patients with a prior NSSI diagnosis were more likely to develop SB.16 
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ALCOHOL USE DISORDER 

HISTORY OF ALCOHOL:  

Drinking has been present for the past 12,000 years, starting from ancient civilizations 

like the Greeks, Who specifically lived where they could cultivate the ingredients for 

Alcohol. Romans began to use Alcohol as well. Alcohol continued to grow leaps and 

bounds in the Middle Ages and flourished in the Renaissance around the 15th to 16th 

centuries. Alcohol was prescribed as a medication by Physicians. Throughout the 

years, lots many products have been promoted without knowing their significant side 

effects in the long term, and Alcohol is one of them. In the 17th Century, Wine was 

created by English people by fermenting yeast. It grew till the 20th century. After 

research advances, many countries started to prohibit Alcohol. 17 

In recent times, it has become that Alcohol is enjoyed socially hence the risk of 

people underestimating their issues with Alcohol and consequently decrease in 

treatment-seeking as well only if Patients have problems like Gastritis, Seizures, 

confusion, disorientation, Psychosis which people come to the hospital to seek 

treatment.  

Alcohol is a psychoactive substance that can be very addictive. Alcohol use disorders 

(AUDs) can cause a financial burden and interpersonal relationship issues and 

decrease productivity. It has a greater impact on the personal areas of an individual's 

life. According to research by Bridget F. Grant et al., People with alcohol use disorder 

for 12 months are at increased risk for developing mood and anxiety disorders, 

including Major Depressive Disorder, Panic Disorder, Antisocial and borderline 

Personality Disorders, Bipolar Affective Disorder Type I, and Generalized Anxiety 

Disorder.  Mental and social functioning were also much lower. Multiple substance 
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disorders were linked to AUD. 17 

According to CDC data, drunkenness can increase the risk of car accidents, 

unintentional falls, drownings, domestic violence, and intimate partner violence. 

Since alcohol is a depressant of the central nervous system, it increases the likelihood 

that sexually risky behaviour would occur, which could lead to unprotected sexual 

encounters. As was previously mentioned, these are only temporary results of alcohol 

consumption. Alcohol usage during pregnancy increases the risk of complications like 

miscarriage, stillbirth, and foetal alcohol syndrome. Blood alcohol content increases 

are associated with ataxia, slowed judgement, and slowed reaction times. If the blood 

alcohol concentration (BAC) is above 300–400 mg/dL, it can significantly increase 

sedation, impede respiratory drive, and even cause coma or death in a normal human 

being. 

Alcohol poisoning can also be deemed as a medical emergency which usually results 

due to increased levels of blood glucose levels. Long Term Health Risks include 

Hypertension, cardiovascular disorders, Liver disorders, Pancreatitis, and Cancer of 

the breast, mouth, throat, oesophagus, Larynx, liver, colon, and rectum. Alcohol can 

decrease immunity increasing the chance of developing diseases such as tuberculosis. 

18   

In alcohol metabolism, ethanol is metabolized to acetic acid from three different 

enzymatic systems in the liver cells: 1. Alcohol dehydrogenase (ADH) metabolizing 

alcohol to acetaldehyde. 

PSYCHIATRIC COMORBIDITIES: 

 Heavy alcohol consumption can cause psychiatric problems like depression, anxiety, 

and psychoses, typically called alcohol-induced disorders. People with substance use 

disorders are a risk of Psychiatric comorbidities and vice versa. Alcohol withdrawal 
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can be simple or complicated withdrawal. It is secondary to either decreasing 

the quantity of Alcohol taken or stopping the Alcohol suddenly. While simple 

withdrawal may not be as severe  

as complicated, both need prompt and adequate treatment. 20 

NEUROLOGICAL AND MEDICAL COMPLICATIONS OF 

ALCOHOL: 

Alcohol can cause pellagra, fetal alcohol syndrome myopathy, alcoholic dementia, 

alcoholic cerebral atrophy, cardiomyopathy, anemia thrombocytopenia, leukopenia, 

meningitis hypothermia hyperthermia hypotension, respiratory depression, Toxic 

Encephalopathy, electrolyte imbalances including Hypoglycaemia, Hyperglycaemia, 

hyponatremia, hypercalcemia, hypomagnesemia hypophosphatemia, increased 

incidence of trauma like hematoma, spinal cord injury, liver disease, gastrointestinal 

diseases, malabsorption syndrome, pancreatic encephalopathy, compressive 

neuropathies.21 

CATEGORIZATION OF ALCOHOL USE DISORDER:  

According to ICD 10 criteria, Alcohol is characterized by some diagnostic guidelines, 

which include, 

1. Strong craving or urge to consume the substance.

2. Difficulty managing the use of the substance in terms of when and how much

is consumed.

3. Use of the substance to alleviate or prevent withdrawal symptoms when use is

reduced or stopped.

4. Need for higher doses of the substance to achieve the same effects as before.
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5. Decrease in participation in other enjoyable activities or interests because of

substance use, as well as

6. more time and effort dedicated to obtaining and consuming the substance.

Clinically and diagnostically, Alcohol harmful use is less severe than alcohol 

dependence syndrome. 22 At lower amounts, alcohol can have an anxiolytic effect, 

causing one to feel relaxed and less inhibited in social situations. Sedation, decreased 

respiratory drive, unconsciousness, and even death can occur at blood concentration 

levels above 300–400 mg/dL. It is important to note that both pharmaceutical and 

nonpharmaceutical approaches are used to treat alcohol use disorder. Drug treatments 

can be used in conjunction with other therapies, including rehabilitation and 

detoxification. 

Nonpharmacological interventions aim to reduce alcohol consumption to increase the 

period of abstinence. The Patient is encouraged to be compliant with the medications, 

and the Family should be given Psychoeducation regarding the same. Family plays a 

huge role in the Patient maintaining abstinence in terms of reducing 

criticality and being supportive of the Patient. 23 

Benzodiazepines like Lorazepam, Chlordiazepoxide, and Diazepam remain the first 

line of treatment intervention for enabling effective withdrawal of Alcohol for 

patients being managed within in-patient and outpatient clinical settings. They have 

the potential to be habit-forming; hence it is to be given in the short term only. They 

will be tapered according to the symptoms or front loading in high-risk patients. 

Vitamins like Thiamine must be given to replenish storage and to prevent Wernicke 

Korsakoff’s Syndrome.  Anti-craving Medications need to be started, which include 

Baclofen, and Naltrexone needs to be started to reduce the desire to take Alcohol. It 

should be continued after discharge to decrease the chances of relapse. Aversive agent 
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Disulfiram should be only started if necessary. Patients are motivated to abstain, and 

patients should be warned before starting the drug. 21 Understanding one's addiction, 

increasing one's drive to change harmful behaviours, instructing one in healthy coping 

mechanisms, and optimising one's recovery are all goals of behavioural therapy for 

addiction. 22 

TWIN STUDIES: 

Research on twins has shed light on the significant role that hereditary factors play in 

addiction. When comparing monozygotic and dizygotic twins' groups, it was found 

that monozygotic twins had greater concordance for addiction. 19 According to the 

review by Javier Romeo, Alcohol Consumption in Moderation can have a protective 

effect on immunity. The types of Alcohol mentioned are wine and beer, and it is for 

adults to consume, not for children, adolescents, and the elderly.24 

ADOPTION STUDIES:  

Children of parents who had alcohol disorders were adopted, and no contact with their 

biological parents was studied. It can probably answer the question of whether the 

disorders develop due to biological abnormalities [Nature] or Environmental causes 

like peer pressure, psychological stressors, etc. [Nurture]. 19 

NICOTINE USE DISORDER: 

Tobacco is used by Native Americans and Europeans. In the 1950s, It was assumed 

that tobacco smoke was deemed addictive. And it has the potential for increased risk 

of lung cancer. By 1971, New evidence brought to was light which found that 

Nicotine present in tobacco is responsible for addiction. If Nicotine is stopped, 

Withdrawal symptoms occur, and it was studied. The Fagerstrom Test of Nicotine 

Tolerance and Dependence was established as the gold standard for measuring 

nicotine addiction. Researchers were able to analyse Nicotine addiction treatment 
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options because of this study. 25 

According to the Food and Drug Administration [FDA], tobacco plants contain 

extremely addictive nicotine. Cigarettes, cigarillos, smokeless tobacco, electronic 

cigarettes, hookah tobacco, chewing tobacco, and most e-cigarettes contain nicotine. 

Smoking can cause nicotine addiction.26 

EPIDEMIOLOGY:  

Tobacco usage is the primary avoidable factor in cancer development. Clinical studies 

from the World Health Organization confirm the widespread use of tobacco, 

estimating that 1.27 billion people smoke cigarettes every day. Nearly 5.4 million 

fatalities annually can be attributed to tobacco use alone, and if global tobacco 

consumption continues at its current rate, one billion lives could be lost by the end of 

the millennium.  

E-Cigarette [Electronic Cigarette] seems to be the trend and is on the rise in many

countries. Nicotine can cause many adverse effects, which include Lung cancer, and it 

affects the Cardiovascular system, Reproductive system, and Kidney.  

Nicotine can be absorbed by the oral mucosa, lungs, skin, or gastrointestinal tract. 

Desensitization of inhibitory GABAergic neurons can be induced by persistent 

activation. As a result, dopamine's inhibitory impact may be diminished. Resulting in 

nicotine cravings are possible. The CYP2A6 gene has been associated leading to 

heritable dependence on Nicotine.27 

Nancy A Rigotti discusses that Nicotine dependence should be treated with both 

pharmacological and nonpharmacological methods. The first step is asking the Patient 

about Nicotine use, initiation, Age of onset, withdrawal symptoms, Cravings, attempts 

to quit using Nicotine, Frequency, and Types of Nicotine used; hence many users 

consume more than one type of Nicotine. Second-hand cigarette smoking should be 
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asked about as well.  Giving Psychoeducation about the Harmful effects of Nicotine 

by Physicians to the Patient has a possibility of reducing the use of Nicotine or 

Abstinence. After assessing the patient's motivation to stop nicotine and their 

willingness to begin treatment, it is important to brief them on Nicotine replacement 

therapy. 

Pharmacological treatment includes using Nicotine Patches, Chewing gums, and 

lozenges. The use of Drugs like Bupropion or Varenicline is beneficial. The use of 

Pharmacotherapy in Nicotine Replacement therapy is recommended for at least a 

minimum of three months. It can be extended up to a year if there is the possibility 

of relapse. If comorbid depression is present, thenthe Continuation of therapy is 

recommended. Others include E-cigarettes, Nortriptyline, Clonidine,Selective 

serotonin reuptake inhibitors, and Nicotine Vaccine.  

E-cigarettes are another effective option for managing smoking addiction and

extensive use of different types of smoking methods by the subject. However, the 

long-term safety of the drug is uncertain. The role of e-cigarettes in Nicotine 

replacement therapy [NRT]is still unclear. A meta-analysis of previous studies 

supports their claims. Although this may not work as a treatment, it can help avoid 

future complications and improve clinical results. Multiple study participants were 

found to have maintained their e-cigarette use following the intervention, according to 

a second meta-analysis. Since the long-term effect of E-cigarettes is unknown, this 

could be risky.28 

CANNABIS USE DISORDER: 

Cannabis use dates to 12,000 years in Central Asia, and studies suggest that it was 

cultivated by farmers as a part of fooding options. Ancestors carefully cultivated in a 

way that a more psychoactive THC female counterpart was chosen rather than the 
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Male cannabis plant, which is less psychoactive. It is possible that the fact that the 

euphoric effects of heated cannabis are discovered in the resin generated by female 

plants is just a coincidence. Lord Shiva of Indian mythology is claimed to have had a 

taste for marijuana. For thousands of years, people have relied on the healing benefits 

of cannabis in Ayurveda to alleviate symptoms, including nausea, vomiting, anxiety, 

poor appetite, insomnia, muscle tension, and pain. Ancient references to cannabis use 

can be discovered in multiple historical records from China, Rome, Saudi Arabia, 

Japan, Austria, and England. British physician J. Russel Reynolds recently wrote an 

article for the Lancet Journal in which he discussed his decades of experience with 

cannabis. He found that the major disadvantage was that Cannabis only could be used 

with THC, the agent which causes psychoactive properties which affected the dosing 

at the time. Separation of the psychoactive compound was found many years later, in 

1964. He had found cannabis to be useful in facial neuralgia, migraine, dysmenorrhea, 

numbness, and other paraesthesia.  

TREATMENT OF CANNABIS USE DISORDER:  

Pouliquen reviewed that Interventions for the treatment of cannabis use disorder 

include Cognitive Behavioural Therapy, Motivational Interviewing, Therapy based on 

social support, and Psychoeducation. 30 The term Medical Marijuana refers to the use 

of oral cannabinoids, which are non-intoxicating products used to alleviate symptoms. 

Epidiolex is the only FDA-approved CBD medicine, and it's a pure version of CBD 

used to treat Lennox-Gastaut syndrome and Dravet syndrome. 

Literature states that cannabis can have anxiolytic, antipsychotic, antidepressant, and 

anti-craving qualities. It is also used for sleep disorders, PTSD, ADHD, and skincare. 

Common ways to use Cannabis are through sublingual, oral, edible products, 

smoking, Topical lotions, ointments, and capsules. Adverse effects of using CBD can 
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include sedation, diarrhoea, sleep disturbances, weight loss, and the chance of 

psychoactive effects if used with THC.  

Concerns for using CBD in pregnancy include affecting the foetal brain. CBD at 

moderate doses does not have addiction potential, but at high doses, it can have some 

subjective effects. Vapourised CBD can evoke a feeling of ‘high.’ Patients with 

underlying liver disease should be cautious in using CBD. 31

A case report by NantananJengsuebsant observed a man who had two years of 

cannabis use had an increased amount of smoking cannabis one day, following which 

he felt an erection followed by a sharp pain in his penis.He severed his penis using 

scissors, eliminating the pain. His psychosis was determined to be cannabis-related. 

An immunoassay for THC in the patient's urine was positive.32 

Among the 45,570 Swedish conscripts Sven Andréasson and his colleagues followed 

for 15 years, 21 cases of schizophrenia were found among the 752 who had used 

cannabis more than 50 times. This finding is proportional to a risk that is six times the 

group mean. Even though they had a greater than three-to-one risk of developing 

another psychiatric disorder, none of these 21 participants had been diagnosed with 

schizophrenia when they were first screened at age 18. The authors interpreted the 

results as causative, suggesting that cannabinoids play a role in the development of 

schizophrenia (Hypothesis 1). However, they also admitted the Second Hypothesis, 

which states that individuals with certain personality or other traits prior to the start of 

schizophrenia are more likely to experiment with cannabis. 33 

Patients with first-episode psychosis who do not respond to therapy with 

antipsychotic medicines, as well as those who are hesitant to use antipsychotics due to 

worries about side effects and stigmatization, may benefit from CBD, as discussed in 

a review by Edward Chesney.34 
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OPIOID USE DISORDER:  

HISTORY:  

In the 1990s, Opioid pain medications were used to reduce cancer and acute pain. 

Increased opioid use started, Oxycontin was approved, and In 1998 Fentanyl was 

approved for treating cancer pain. Fentanyl was approved in 1998. It carried a risk of 

potential abuse. It was later included in the category of Transmucosal immediate 

release Fentanyl Products. But in ethe early 2000s, overdose-related deaths became 

more especially related to OxyContin. Additional warnings to Label Oxycontin as a 

potential abuse drug were given by FDA. 35

In 2017, opioid-related mortality reached an all-time high, and the U.S. government 

declared a public health emergency. In 2016, 64,000 people died from fentanyl 

overdoses, accounting for 20,000 drug overdose deaths and 42,000 opioid-related 

deaths. Opioids were considered safe and used to treat chronic pain a decade ago. 

However, opioid use is rampant and should be controlled by strict policies. Utmost 

importance should be given to controlling illicit drug use. Multidisciplinary teams, the 

general public, legislators, pharmaceutical companies, and educators must ensure the 

epidemic does not continue. 36 

Several case studies have demonstrated that opioid painkillers are among the most 

effective treatments available, although the consequences of long-term use remain 

debatable. There is a concern for overtreatment or undertreatment of the condition. 

The treating physician, especially those involved in pain management, should follow 

guidelines. Other novel medications should be brought to market that is more 

effective and has lesser side effects.38 

MAJOR DEPRESSIVE DISORDER: 
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HISTORY:  

Kenneth S Kendler discusses Three phases of the Evolution of Melancholia 

categorized according to years. All of the important authors of the first historical 

epoch, which lasted from 1780 to 1830, stressed the mental disorder nature of 

melancholy, saying that it was often accompanied by a lack of interest in life. 

 William Cullen's (1710–1790) in his medical nosology, Melancholy, was categorized 

under the order and the class of neuroses nervous diseases. "A disturbance of the 

operations of the judging faculty of the mind, without fever or tiredness" is how it is 

described.41 

Melancholy was defined as "partial madness without dyspepsia," the omission of 

which distinguished it from hypochondriasis. According to Cullen, someone with 

partial insanity has delusions about only one specific topic while their other cognitive 

abilities remain unaffected. 

Hypomania is a form of depression first identified and named by Jean Esquirol (1772-

1840).43 Melancholy, also known as hypomania, is a mental disorder that we might 

describe as partial, chronic delirium in the absence of fever and the maintenance of a 

sorrowful, debilitating, or oppressive passion.44 

Phase 2 saw a challenge to the prevalent notion that melancholia is a main intellectual 

illness. Depression, as it is currently understood, was first conceptualized by Joseph 

Guislain (1789-1860). He went on to describe the new category of non-delusional 

melancholy as a pathological emotion that is characterized solely by an exaggeration 

of affective sensations such as sadness, grief, anxiety, dread, and panic. Mental 

capacity is not much diminished in this condition.45 

In Phase 3, Richard vonKrafft-Ebing (1840–1902), one of the neuropsychiatrists of 

the late 19th century, said, "The essential Psychic pain in its most basic form, or 
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mental depression, is a common symptom in melancholy insanity. Melancholia, 

which might be compared to peripheral neuralgia, turns ordinary psychological 

sensations into agony and misery. The experiences of those who are affected are 

repeatedly "painfully distorted," and "all his relations to the external world are 

different...he is unfeeling, homeless...with unbearable despair." 46 

Major depression is a common, severe, and recurring illness that has been linked to 

lower quality of life,impaired role functioning, increased medical morbidity, and 

death. 47 WHO reports that depression is the fourth leading cause of disability 

worldwide. By 2020 Global48 predicts it will have surpassed polio as the second 

largest cause of disability worldwide. 

AGE OF ONSET: 

Most cases of anxiety and depression, disrupting behavioural problems, and Severe 

Depressive Episodes [MDE] occur in late adolescence, early middle age, and late 

adulthood, while the majority of cases of substance use disorders occur during these 

same time periods.51 

Community epidemiological research consistently finds a link between depression 

andage, gender, and marital status. About twice as many women as men suffer from 

major depression; the risk is higher among the divorced and separated than among the 

married, and the occurrence of major depression tends to decrease with age. However, 

the majority of this data comes from research done in Western nations. The 

prevalence of depression gets lesser as people get older.  

EDUCATION:  

Numerous research demonstrates a link between early mental illness start and 

dropping out of school. In this research, the strongest connections between disruptive 

behaviour disorders and bipolar disorder and MDD (and in some studies, MDE) also 
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considerably increases the probability of not finishing secondary school by about 60% 

compared to otherwise comparable kids in high-income nations. However, these 

negative impacts are less pronounced in low-income countries. 

MARITAL STATUS: 

Numerous research has looked at links between mental health issues before marriage 

and later marriage. Early-onset mental problems indicate a low likelihood of ever 

being married, although they are either unrelated to or positively correlated with early 

marriage (before 18), which is associated with a number of poor consequences, and 

negatively linked with on-time and late marriage, which is associated with a number 

of positive consequences (e.g., social support, financial security). MDD is the most 

serious premarital mental illness. Divorce is substantially correlated with premarital 

mental illness. 

EMPLOYMENT: 

Although there is consensus that melancholy and joblessness go hand in hand, most 

studies have looked at how the former can lead to the latter rather than the other way 

around.52 

ENVIRONMENTAL FACTORS: 

The majority of life's traumatic events, such as losing a job, having trouble making 

ends meet, dealing with a chronic or life-threatening illness, witnessing or 

experiencing violence, getting divorced, or losing a loved one, happen to adults. 

Stressful life experiences that occurred around the time of development of MDD 

[Major Depressive Disorder], often during the preceding year, were the primary focus 

of the earliest epidemiological research.  

Recent studies have linked adverse childhood experiences to major depressive 

disorder in adulthood. There is undeniable evidence that the frequency and intensity 
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of unpleasant life events increase the likelihood, severity, and chronicity of MDD.54 

Neglect, physical or sexual abuse, witnessing marital violence, or losing a parent at a 

young age are all examples of traumatic experiences. 

The integrated neurobiological paradigm that seeks to explain the long-term effects of 

early trauma focuses on the hypothalamic-pituitary-adrenal (HPA) axis. Multiple 

animal investigations have revealed that early-life stress leads to persistent increases 

in the activity of brain circuits containing corticotropin-releasing hormone (CRH). 

55When exposed to standardised psychosocial stressors or following endocrine tests 

intended to reduce HPA axis activity, those who were physically or emotionally 

abused as youngsters have considerably higher HPA axis activity, according to 

clinical investigations. 56  

TYPES OF MAJOR DEPRESSIVE DISORDER: 

There are three distinct forms of depression recognised by the ICD 10 criteria. Major 

criteria include depressed mood, lack of interest and enjoyment, increased fatigability, 

and other symptoms in mild, moderate, and severe cases. 

a) Reduced ability to focus and concentrate

b) a loss of pride in oneself, and confidence

c) beliefs about one's own shame and unworthiness (even in a mild type of

episode).

d) A negative outlook on life in general.

e) Suicidal notions or attempts, or thoughts of doing so.

f) Disturbed sleep

g) loss of appetite

The diagnostic threshold for major depression across all three severity levels is two 

weeks. If the signs and symptoms are severe, a quicker time frame for diagnosis is 
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appropriate. Anhedonia, a lack of emotional responsiveness, waking up two hours or 

more early than normal, exacerbation of depressive symptoms in the morning, 

psychomotor slowness or agitation, marked loss of appetite, weight loss (typically 

defined as 5% or more of body weight in the last month), and marked loss of libido 

are all examples of somatic symptoms associated with major depressive disorder. 

Only after four or five of these symptoms have been met for doctors consider this 

Somaticcondition to be present. 

MILD DEPRESSION: 

Two of the Major criteria and at least two of the minor criteria are needed to clinically 

diagnose a Mild depressive Episode. The specifiers are With and without the somatic 

syndrome.  

MODERATE DEPRESSION:  

Two of the Major criteria and at least Three of four of the minor criteria should be 

present to diagnose a Moderate depressive episode. The moderate episode can be with 

or without the somatic syndrome.  

SEVERE DEPRESSION WITHOUT PSYCHOTIC SYMPTOMS: 

Suicide is a real risk in extreme situations because of the accompanying loss of self-

esteem, feelings of uselessness, rage, remorse, and hopelessness. There will be 

symptoms of the somatic syndrome. Those affected personally and professionally 

would suffer greatly. The patient would have Biological function disturbances as well.  

SEVERE DEPRESSION WITH PSYCHOTIC SYMPTOMS:  

Delusions and hallucinations are hallmarks of a manic or manic-depressive episode. 

The patient may internalise false beliefs about sin, material deprivation, and personal 

accountability as a result of these delusions. Most voices heard in a hallucination are 

malicious or accusing. Stupor can result from severe psychomotor impairment.57



49 

OTHER DEPRESSIVE EPISODES:  

ATYPICAL DEPRESSION:  

Atypical depression is characterized by increased sleep, appetite, Significant weight 

gain, and Leaden paralysisIn which increased weight is experienced in the legs and 

arms. Increased rejection sensitivity, perplexity, Agitation, paranoid features, respond 

well to electroconvulsive therapy (ECT). It is commonly experienced in Adolescents. 

It responds well to MAOI inhibitors compared to Tricyclic Depressants. Atypical 

depression has been found to affect women at a rate almost four times higher than that 

of men.58 

POST-STROKE DEPRESSION: 

Depression was noticeably more prevalent in stroke victims than in people with 

similar physical limitations. According to the first comprehensive longitudinal 

research of PSD, the severity of Substantial impairment in everyday living tasks, 

social interaction, and cognitive performance were all linked to the  

presence of PSD 59.

In a review article by Robert G Robinson, he discusses that treatment for post-stroke 

depression is by treatment of SSRI. But some risks such as Electrolyte imbalances, 

Falls, risk of stroke, and Myocardial infarction can be likely. Hence preventive 

measures are needed. 60 

POSTPARTUM DEPRESSION:  

Postpartum depression onset occurs within the first four to eight weeks after delivery. 

It could be triggered by a postpartum decline in reproductive hormones. Patients who 

are at risk for developing postpartum depression are strong family history or previous 
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history of depression for the Patient.61

MAJOR DEPRESSIVE DISORDER MANAGEMENT: 

Depressive disorder is categorized into mild, moderate, and severe. While Moderate 

to Severe depression can be treated with Pharmacotherapy, it would be best to treat 

Mild depression with Psychotherapy alone. 62  Drugs like SSRIs and SNRIs block the 

reabsorption of serotonin and noradrenaline, respectively (SNRIs). There are a variety 

of approaches to psychotherapy, including interpersonal therapy, CBT, problem-

solving therapy, MT, ACT, and psychodynamic therapy. 

COGNITIVE BEHAVIOURAL THERAPY:  

Cognitive-behavioral therapy can be useful in identifying the negative, distorted 

patterns of thought that cause depression and teaching the coping skills necessary to 

test and question these thoughts and substitute them with more realistic positive ones. 

BEHAVIOURAL ACTION TREATMENT: 

The goal of behavioural activation treatment is to increase the Patient's enjoyment or 

sense of mastery of their positive behaviours. The focus of this therapy is typically on 

recognizing and challenging avoidance mechanisms. 

PSYCHODYNAMIC THERAPY: 

In order to better understand how emotions, thoughts, and past experiences have 

contributed to current issues, The Patient in psychodynamic therapy is assisted in 

exploring and gaining insight into these patterns. A person can cope with and change 

these tendencies by being aware of them. 

PROBLEM-SOLVING THERAPY: 

Patients who receive problem-solving therapy learn an organized set of abilities to 

come up with original solutions to problems. Difficulties in recognizing and going 
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around potential roadblocks to achieving objectives and making wise decisions. 

INTERPERSONAL THERAPY: 

The goal of interpersonal therapy is to assist clients in recognizing and resolving 

issues that arise in interpersonal interactions, changes in social roles, and decreased or 

impoverished relationships. 

COGNITIVE BEHAVIORAL (Mindfulness)THERAPY: 

Mindfulness, which originates primarily in Buddhism and other contemplative faiths, 

is a meditation technique in which one learns to observe one's inner experience 

without judgment or attachment to any particular outcome.63   The best treatment for 

major depressive disorder would combine pharmaceuticals with talk therapy. 

RECURRENT DEPRESSIVE DISORDER: 

Repeated periods of depression without a history of independent episodes of mania or 

hypomania describe the illness known as Recurrent depressive disorder, which is 

classified in ICD 10 as mild, moderate, or severe depressive episodes. Onset typically 

occurs in one's 50s. Less frequent episodes last anywhere from three months to a year. 

Patients typically make good recoveries between episodes; however, some, especially 

as they get older, may have greater risk of recurrence of depression. Stressful personal 

conditions often come just before an individual's first episode, regardless of its 

severity. Manic episodes should lead to a diagnosis of bipolar affective disorder. 

Mild, medium, extreme, and remission are the categories used to classify recurring 

depression episodes.64 

There is conflicting evidence on the relationship between experiencing a traumatic 

incident and having a higher risk of experiencing a recurrence in the absence of social 

support. Decreased functioning in areas such as work, relationships, and leisure time 
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after full remission increases the risk of a recurrence of major depressive disorder. 

There is some evidence that a personality disorder can foretell future disorders. A 

higher rate of recurrence was associated with cluster B and C personality types in a 

trial of 50 patients that lasted 33 to 84 months. Conflicting Evidence in other studies 

has been found as well.  Additionally, the age of the index episode does not appear to 

be a factor in recurrence.65 

BIPOLAR AFFECTIVE DISORDER: 

Bipolar disorder is characterised by episodes of extreme depression (accompanied or 

unaccompanied by anxiety) and exhilaration. When people's moods shift as a result of 

stress, they also tend to become less active overall. Most of these conditions repeat, 

with stress often precipitating a new episode. Single-episode illnesses have been 

differentiated from multi-episode disorders like bipolar disorder because a large 

proportion of individuals have only a single episode of illness, and severity is 

prioritized. 

MANIC EPISODE: 

Improved disposition and a corresponding surge in both output and velocity of 

physical and mental activity. All the subcategories in this group should be reserved 

for a single manic episode. Bipolar affective disorder describes someone who has had 

more than one episode. 

MANIA WITHOUT PSYCHOTIC SYMPTOMS:  

Exuberance, ranging from carefree abandonment to nearly unbridled enthusiasm, 

characterises the patient's state of mind. Excessive activity, rushed speech, and a 

reduced need for sleep are all side effects of elation and a surge in energy. Disruption 

of normal social inhibitions, inability to maintain concentration, impulsivity, 

increased self-esteem, Abnormalities of perception such as experiencing colors as 
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unusually brilliant, excessive spending, or behaviour that is rude, sexually aggressive, 

or otherwise out of place. The mood during certain manic episodes is irritable and 

suspicious rather than elated. In most cases, the initial episode happens between the 

ages of 15 and 30, though it can happen at any point from late childhood through the 

seventh or eighth decade. To qualify as an episode, it must last for at least a week and 

be severe enough to significantly impair daily life. 

MANIA WITH PSYCHOTIC SYMPTOMS:  

Grandiose beliefs and exaggerated self-worth can turn into delusions, and hostility 

and suspicion can turn into persecution fantasies. In extreme situations, grandiose or 

religious illusions of identity or role may be prevalent, and the person may become 

incoherent due to a flight of thoughts and pressure on their speech. Neglecting to  

Eat, drink, or practice good hygiene can result in dangerous states of mind, while 

intense and prolonged physical activity and excitement can cause hostility or violence. 

Associated with decreased Self-care and dehydration.64 

Initial symptoms of bipolar disorder typically appear in one's early twenties. 

Community studies typically show much younger ages of onset and highlight the 

prevalence of manic and hypomanic episodes, even in teenagers and young adults. 

First onset of mania and hypomania in 3021 people participating in prospective, long-

term community research (EDSP, Early Developmental Stages of Psychopathology 

Study). 2.3% of people in this age range reported having hypomanic episodes at least 

once, but only one point five percent reported experiencing full-blown manic 

episodes. There was a mean age of 14.9 years for the beginning of hypomania 

and 14.5 years for mania in these individuals. There were 11.4% new instances of 

unipolar major depression in 2015 (mean age of onset of 17.2 yr). Both hypomania 

and mania were predicted to have a 4.7% and 2.6% cumulative lifetime occurrence 
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throughout two 5-year follow-up periods.66 

TREATMENT OF BIPOLAR DISORDERS:  

Treatment included the use of lithium as well as second-generation antipsychotics 

such as carbamazepine, valproate, and chlorpromazine. Overall, 68 randomized 

controlled trials examining 13 medications were evaluated in a meta-analysis of 

combination therapies (16, 073 participants). This research found clinically significant 

variations amongst the drugs studied, both in terms of their effectiveness and their 

safety profile. Manic episodes don't seem to respond as well to lithium or 

anticonvulsants as they do to antipsychotics. The medications olanzapine, risperidone, 

and haloperidol are also beneficial in treating schizophrenia. As a result, antipsychotic 

drugs are often the most effective short-term therapeutic treatment, while lithium may 

be preferable when continued pharmacological therapy is desired due to better long-

term evidence of effectiveness. 

Lithium is used as a maintenance treatment for bipolar illness. A meta-analysis of five 

placebo-controlled lithium-maintained trials (n=770) found that lithium reduced the 

risk of manic relapse by 38% and the risk of depressive relapse by 28%. In 

randomized controlled trials, lithium was the only anti-suicide medicine to reduce 

suicide risk by more than half. Lithium has a few drawbacks, such as a low 

therapeutic index and adverse effects on renal function. Although the likelihood is 

smaller, using lithium during pregnancy can result in congenital abnormalities in the 

foetus. Before stopping lithium, the risk-benefit ratio should be taken into account. 

Before and during treatment, calcium concentrations should be evaluated, as well as 

thyroid function tests and parathyroid hormone blood tests. 

Valproate's role in long-term prevention is still poorly supported by placebo-

controlled research. According to the BALANCE experiment, lithium prevents mood 
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episodes more effectively than valproate. Lithium plus valproate therapy is superior to 

valproate monotherapy as a form of treatment. Antipsychotics are the most effective 

therapies for acute mania; for this reason, they are continued even after remission. 

Despite the lack of long-term studies, lithium is a more effective antipsychotic than 

other drugs. Hence the role of antipsychotics in long-term therapy is questionable or 

unclear. 

PSYCHOTHERAPY FOR BIPOLAR DISORDER:  

Family-focused therapy is based on the observation that carer anger and criticism 

increase mood disorder and schizophrenia relapse risk. Family-focused treatment 

includes psychoeducation, communication, and problem-solving for patients and 

carers. Family-focused therapy and pharmaceutical medication reduced relapse, 

rehospitalization, and severe symptoms in the 1-2 years after a manic, mixed, or 

depressed episode by 30-35% compared to case management28 or equally intensive 

solo treatment. Two randomized controlled trials with symptomatic bipolar I and II 

patients yielded these outcomes. 

There is strong evidence linking alterations in circadian rhythms to mood instability in 

bipolar disorder. The connection between emotion and sleep. It appears that 

disturbances are reciprocal. Bipolar disorder recurrences and diurnal mood 

fluctuations are linked to polymorphisms in the CLOCK gene. In one animal model, 

mice with CLOCK gene mutations exhibited behaviourssimilar to manic episodes in 

humans (e.g., increased activity and decreased sleep), which were reverted by lithium 

administration.67 

GENERALIZED ANXIETY DISORDER:  

Persistent and continual anxiety are hallmarks of generalised anxiety disorder. These 

include anxiety that is all over the place (about money, family, health, the future), is 
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out of proportion, and is hard to regulate. The prevalence of GAD is high in primary 

care settings. which 7-8% of patients are affected. Patients rarely express concern 

about the disease. Physical symptoms are the most prevalent presenting condition in 

primary care (such as headaches or gastrointestinal problems). When children suffer 

from GAD, they may experience physical symptoms like stomach ache or other issues 

that could lead them to skip school. Thirty-five percent of people with generalised 

anxiety disorder also self-medicate with alcohol or other drugs. This pattern of use is 

associated with an increased risk of alcohol and drug dependence. Adverse childhood 

experiences, such as intimate partner violence, alcoholism, drug use,sexual or 

physical abuse, and neglect,  are risk factors for generalised anxiety disorders, as are 

low socioeconomic position and a lack of educational opportunities. 

Although Low mood might be hard to distinguish from nervousness due to various 

nonspecific symptoms, it is common for major depression to coexist with 

GAD.Fatigue and sleep disturbances can be associated as well.  Generalized anxiety 

disorder is not characterised by persistent feelings of apathy. In contrast to the 

hopelessness that may be experienced by those suffering from clinical depression, 

patients frequently describe feeling helpless. Deliberate self-harm, including suicide 

attempts, is more common among people who suffer from generalised anxiety 

disorder. Differential Hypochondriasis, OCD, Social Phobia, and PTSD are all 

examples of diagnostic labels associated with GAD. Patients with GAD have 

increased amygdala activity in response to emotional faces, as detected by functional 

magnetic resonance imaging. 

TREATMENT OF GENERALIZED ANXIETY DISORDER: 

The Generalized Anxiety Disorder 7 (GAD-7) scale is a helpful, fast screening 

measure. The purpose of this assessment is to measure the intensity of the symptoms 



57 

and the success of the treatment.65 Generalized anxiety disorder has a variety of 

potential treatments, but the first-line treatments are cognitive behavioural therapy 

and medication with an SSRI or SNRI. Both buspirone and pregabalin can be used as 

a supplementary or secondary therapy.68A high economic burden was related to GAD 

due to decreased work productivity and a noticeable impairment in role functioning 

and social life. GAD causes substantial social impairment on par with that 

 caused by chronic somatic disorders.69 

PANIC DISORDER: 

HISTORY:  

The concept of irritable heart syndrome may be the basis for panic disorder, which 

Jacob Mendes DaCosta (1833–1900), a doctor, observed in soldiers in the Civil War 

in America. Many psychological and somatic symptoms were present in DaCosta's 

syndromeSigns that are now part of the diagnostic criteria for panic disorder. 

Sigmund Freud first proposed the idea of anxiety neurosis in 1895, in which bodily 

and psychological problems are both severe and persistent.70 

A panic attack is a sudden, sharp wave of extreme fear or discomfort that begin in a 

calm or apprehensive state. Usually, the symptoms peak within minutes and disappear 

within an hour. During the episode, a person exhibits at least four symptoms out of 

the thirteen symptoms listed below. Palpitations, Sweating, Tremors, shortness of 

breath, choking sensation, Chest discomfort or pain, nausea or discomfort in the 

abdomen, feeling dizzy, Feelings of heat or cold, Paraesthesia, Depersonalization or 

derealization, Fear of "becoming insane" or losing control, and Fear of death.  One 

episode of a panic attack is not sufficient to make a diagnosis of the panic disorder. 

Patients report having frequent, unprovoked panic attacks, as well as anxiety about 

future attacks or unfavorable changes in behaviour connected to the attacks, for at 
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least one month.  

EPIDEMIOLOGY: 

An extensive review of 13 European research found a prevalence rate of panic 

disorder among the general population of 1.8% over a 12-month period. Panic 

disorder occurs among primary care patients atthe double the rate of the general 

population (4-8% vs. 2%-4%). The average first symptom appearance is between the 

ages of 24 and 25. Reduced incidence is seen in those over the age of 60. About 2% of 

males and 5% of females will get the condition in their lifetime. Agoraphobia is a 

complication of panic disorder that manifests as a person's avoidance of places where 

it would be difficult to exit in the event that they experience panic or other 

embarrassing symptoms. About a third of the population will have a panic episode at 

some point in their lives, making them more common than the panic disorder itself. 

Instead of seeing a mental health professional, people with panic disorder frequently 

go to general physicians. People with persistent or unexplained symptoms of panic 

disorder frequently seek medical attention. Numerous emergency room visits and 

medical evaluations, the use of several drugs, and frequent tests to rule out medical 

illness. Electrocardiograms, Endoscopy, and cardiac tests are frequently taken.  

Panic disorder and its differential diagnosis and panic attack causation sometimes 

coexist and are difficult to disentangle. Medical comorbidities include illnesses like 

asthma, COPD, arrhythmias, vestibular dysfunction, and gastrointestinal disorders 

like irritable bowel syndrome. Psychiatric comorbidities include mood disorders, 

anxiety disorders, PTSD, and substance use disorders. In an effort to cope, some 

people with panic disorder turn to substances like alcohol or sedatives. Substance 

usage may temporarily alleviate anxiety and panic symptoms, but this relief is often 

followed by a worsening of these conditions as blood levels of the substance are 
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reduced. Before deciding that someone has panic disorder, it's important to rule out 

other possible diagnoses. 70 

Pharmacotherapy includes treatment with SSRI, while other medications, including 

SNRI, tricyclic antidepressants, monoamine oxidase inhibitors, and benzodiazepines, 

have shown effectiveness in treating panic disorder. It is for people who have had a 

poor response to SSRIs.  SSRIs are preferred over other antidepressants because of 

their comparatively low risk of side effects and safety during an overdose. SSRIs have 

undergone the most clinical testing of any medicine for panic disorder and have been 

found to be effective when compared to a placebo. 

Headaches, agitation, Gastrointestinal distress, sleeplessness, and sexual dysfunction 

are typical SSRI adverse effects. All patients prescribed SSRIs under the age of 25 

experience an elevated risk of suicidality; this risk is expected to be similar in those 

with panic disorder and depression.71 panic disorder with agoraphobia is linked to 

high levels ofdistress, functional impairment, and social expenses. Cognitive Behavior 

Therapy (CBT) is used as a treatment and has been demonstrated in numerous 

research. The CBT regimens, however, that have been shown to be the most 

successful require regular exposure to the specific surroundings that the agoraphobic 

patient fears. Research is being conducted on repeated exposure through VR rather 

than in vivo. There has already been some encouraging research on the use of virtual 

reality and exposure treatment for anxiety problems. 72

SOCIAL PHOBIA: 

A prevalent disease known as social anxiety disorder (SAD), commonly referred to as 

social phobia, is marked by extreme worries of scrutiny, shame, and embarrassment in 

social or performance contexts, which can cause serious distress or functional 

impairment. Usually starting in childhood or adolescence, SAD can lead to significant 
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depression, substance misuse, and other mental health issues. If left untreated, the 

condition can be linked to. Significant functional impairment and a lower quality of 

life. People with social anxiety disorder frequently feel humiliated, criticized, and feel 

negatively evaluated by others. They often struggle with anticipation anxiety. 

They exhibit social phobias covering most interpersonal and performance settings, 

which might sometimes result in withdrawal from social activities. They could engage 

in subtle avoidance tactics like avoiding eye contact or starting up topics. After 

leaving a social setting, people with SAD frequently dwell on their perceived flaws, 

criticize themselves, and experience low moods.  Social phobia can be manifested 

physically in the form of a panic attack in social or performing situations, 

characterized by flushing, perspiration, trembling, and palpitations. May experience 

embarrassment while eating or drinking in public. Present with social phobias that are 

restricted to public settings. Individuals with SAD experience low levels of positive 

emotions. This interferes with social connectedness. SAD can be associated with 

significant disability, with impairments in school and work functioning. 

Individuals with SAD are more likely to act timid during a diagnostic interview, 

making little to no eye contact and providing short, brief replies. However, some 

people with social anxiety may be hesitant to talk to a doctor about their symptoms 

out of shame, fear of being labelled as unreasonable, or a lack of confidence in the 

clinician's ability to help them. SAD sufferers may benefit from using the Mini-Social 

Phobia Inventory. Since avoidance is frequently the most disabling part of SAD, 

studying its prevalence and severity is essential.  

Keeping tabs on the treatment's efficacy as time goes on is also crucial. 

Several additional mental health issues, such as avoidant personality disorder, 

significant depression, alcoholism, schizoaffective disorder, eating disorders, and 
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anxiety disorders, often occur together with SAD. According to studies, seasonal 

affective disorder (SAD) may have both genetic and environmental roots. Studies 

have not consistently identified specific genes. Psychosocial aspects include early 

adversity, parental and peer influences, and social context. 73 

SPECIFIC PHOBIA:  

A clinically significant dread of a specific object, situation, or person is the hallmark 

of specific phobia, which typically manifests as avoidance behaviour. Some common 

phobias are those of animals, insects, heights, water, enclosed spaces, driving, flying, 

seeing blood, injections, choking, and vomiting. Exposure to the stimulus, exposure to 

the trigger, or even hearing the name of the stimulus stated aloud may all provoke the 

phobicanxiety. Anxiety about experiencing physical symptoms, the possibility of 

physical injury, or the feeling of revulsion may all play a role in the development of a 

phobia. 74 

POSTTRAUMATIC STRESS DISORDER: 

EPIDEMIOLOGY:  

Roughly between 10-14% of women and 5-6% of men in the United States have 

PTSD, making it the 4th most common psychiatric ailment. People who have directly 

experienced or witnessed severe injury or death or have 

A loved one involved in such an event is more likely to develop PTSD compared to 

just learning about a traumatic event happening to a loved one. Traumatic events have 

a strong emotional response that can lead to multiple mental and physical health 

issues. Those who have gone through trauma are more likely to have PTSD, 

depression, anxiety, substance abuse, and physical issues like hypertension, asthma, 

and chronic pain. 



62 

For a person to be diagnosed with post-traumatic stress disorder (PTSD), they must 

have experienced a traumatic event to which they reacted with extreme anxiety, 

helplessness, or terror. They need to be excessively attentive, constantly reliving the 

experience, and avoiding reminders for at least a month. Reliving the event is used to 

describe unwelcome flashbacks, nightmares, or other memories of the experience. 

Avoidance symptoms include avoiding anything that might serve as a reminder of the 

incident, including people, places, or even ideas connected to it. Hyperarousal 

symptoms include physical manifestations like sleeplessness, irritability, poor focus, 

hypervigilance, and heightened startle responses. 

Studies on the cause of PTSD have revealed changes in the brain's amygdala and 

hippocampus, areas linked to memory and fear, as well as changes in the hormones, 

chemicals, and physiological systems that control the body's stress response. An 

important aspect of treating PTSD is creating a safe and supportive environment for 

dealing with traumatic experiences and their effects, educating the patient on the 

disorder's causes, and reducing the distress caused by memories and reminders of the 

traumatic event. PTSD can be treated effectively with a variety of approaches, such as 

medication, cognitive therapy, and exposure therapy. 

TREATMENT OF POSTTRAUMATIC STRESS DISORDER: 

A primary care doctor can recommend medications that can help traumatized patients. 

Drugs such as tricyclic antidepressants, monoamine oxidase inhibitors, and selective 

serotonin reuptake inhibitors have been shown to alleviate PTSD symptoms and 

promote improved general functioning in clinical trials. SSRIs are the go-to for 

treating mental health issues since they are less likely to cause negative side effects 

and are more effective overall. The FDA has given the drugs sertraline, and 

paroxetine approved for Nefazodone can be provided if 
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there is no improvement after eight weeks. A mood stabilizer such as Divalproex is 

added if there is only a partial response. In patients with PTSD, benzodiazepines 

should be avoided or administered exceptionally sparingly. Benzodiazepines such as 

alprazolam and Clonazepam, if used after a traumatic event, do not seem to be 

showing any response.  

Psychoeducation to Patients and explaining that biological stress response is the 

reason for the illness and that the disease itself does not mean a sign of weakness. 

Giving victims of trauma information, a sense of security, and support is crucial to 

treating them. People who have experienced trauma are notoriously reluctant to seek 

treatment for their symptoms, especially from mental health professionals. 

Reducing the level of distress brought on by recollections of the event and calming 

the ensuing physiological reactions are part of the treatment. Research has shown the 

value of approaches like exposure therapy, cognitive therapy, anxiety management, 

and interpersonal therapies in helping patients process their thoughts and feelings and 

confront unpleasant memories and emotions (assisting patients to understand how the 

traumatic event continues to affect relationships and other aspects of their lives). 

Additionally, group therapy might help to lessen stigma and loneliness.75

PSYCHOSIS: 

Psychosis is a contributor to impaired functioning and inhibits involvement and 

production in all of these disorders. As a result, neurologists and psychiatrists devote 

a lot of time and energy to figuring out what's wrong with their patients who present 

with psychosis and then treatingthem. Delusions are symptoms of defective reality 

testing because they are held steadfastly despite overwhelming evidence to the 

contrary, and the present classification system for psychosis defines the impairment of 

reality testing by defining the symptoms that serve as evidence of such impairment. 
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When a person is having hallucinations, they may not be able to tell the difference 

between their hallucinations and real life. Hallucinations are perceptions that occur 

without accompanying external or bodily cues. 

DELUSIONAL MISIDENTIFICATION SYNDROMES: 

Capgras and Fregoli syndrome come under delusional misidentification syndromes. 

Although they are frequently seen in people with mental diseases, particularly primary 

psychotic disorders, 20% to 40% of these cases involve problems of the right 

hemisphere's nervous system. Therefore, the existence of these delusions should 

trigger an examination for any neurologic diseases that may be possibly curable.  

Certain types of bizarre delusions, as described by Schneider, are "first-rank" 

indicators of schizophrenia. This includes but is not limited to, beliefs that one can 

manipulate one's own thoughts through methods like thought withdrawal and thought 

insertion. Schizophrenia can be diagnosed based on bizarre delusions alone, without 

the presence of additional symptoms (such as negative thoughts, speech, and 

behavioural abnormalities). Psychotic symptoms and other characteristics can vary 

widely in severity, frequency, and persistence across the range of schizophrenia 

disorders. 

Schizotypal disorder or schizotypal personality disorder can severely impair social 

functioning and lead to intense discomfort in interpersonal settings. Illusions and 

cognitive biases are two symptoms that typically occur together with these deficits. 

Similar to, but less extreme than, the delusional certainty experienced by people with 

schizophrenia, these individuals may experience ideas of reference, suspicion or 

paranoia, unusual beliefs, or magical thinking. 

DELUSIONAL DISORDER: 
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One month without hallucinations and at least one delusion characterizes the 

diagnostic criteria for delusional disorder. There must be a correlation between 

hallucinations and the delusional theme if they are present (e.g., a patient's delusions 

of parasitosis included skin-crawling insect hallucinations). 

SCHIZOPHRENIFORM DISORDER:  

Schizophreniform disorder exists in a range between a brief psychotic episode and 

full-blown schizophrenia. Delusions, hallucinations, disorganized speech indicative of 

formal thought disorder, abnormal psychomotor behaviour, such as excessively 

disorganised or catatonic behaviour, and negative symptoms are all indicative of this 

illness. There must have been at least one month and no more than six months of 

these symptoms. 

TREATMENT OF PSYCHOSIS: 

Pharmacological treatments should be carefully chosen with the goal of providing the 

greatest benefit while causing the least amount of harm. This will entail using atypical 

or second-generation antipsychotics at their lowest potential effective dose wherever 

possible. 

It is important to reduce the risk of extrapyramidal symptoms in patients taking 

antipsychotic medication in order to increase their likelihood of taking their 

medication as prescribed in the future. Although conventional antipsychotics may be 

equally effective as atypical antipsychotics in reducing positive psychotic symptoms, 

they are typically less well tolerated, even at low doses. As a first line of defence, 

atypical antipsychotics should be given at a low dose and gradually increased over a 

period of weeks. Initial target doses that are appropriate for the vast majority of 

people include 2 milligrams per day of risperidone or 7.5-10.0 milligrams per day of 

olanzapine. First-target dosages have not yet been determined for other medications 
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such as amisulpride, ziprasidone, and quetiapine. After the first dose, between 50 and 

70 percent of patients will have a reduction in their positive psychotic symptoms 

within three weeks. 

If the patient's reaction to the antipsychotic is insufficient, the dosage can be 

increased, but only gradually and under close observation for sedation and the 

development of extrapyramidal side effects (after the initial titration, which usually 

lasts 14-21 days). Frequent assessments of response and danger are necessary. It is 

recommended to try a different atypical antipsychotic if the response at therapeutic 

dosages is still unsatisfactory after 6-8 weeks. When traditional antipsychotics are 

necessary, they should be given in extremely low doses (1-2 mg of haloperidol or an 

equivalent) and titrated very carefully, keeping extrapyramidal side effects in mind. 

Clozapine and cognitive behavioural therapy are clearly the best solutions for dealing 

with persistent problems. Psychological education on illnesses, treatments, and 

outcomes for families is important. Relapses or a delayed rate of recovery may 

necessitate a more intensive and prolonged psychoeducational and supportive 

intervention for families. Risk factors for relapse should be discussed with the patient 

and their loved ones. 

It is possible that a patient who refuses treatment will require depot medication if they 

demonstrate a pattern of high-risk, suicidal, or aggressive behaviour; have chronic 

symptoms; relapse often; or experience multiple relapses. Knowing that this 

unfavourable outcome has a limited duration can motivate people to take 

preventative measures or encourage them to stick with treatment plans. All forms 

ofRestraints need to be assessed frequently and stopped when needed. All symptoms 

of depression, suicidal ideation, substance misuse, and social anxiety should be 

looked for and treated. 
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Antipsychotic prescription side effects, such as weight gain, erectile dysfunction, and 

sleepiness, can impede recovery and should be frequently evaluated. Slow reduction 

of antipsychotic dosage should be undertaken once Psychosis has been successfully 

treated.It is unknown how long maintenance antipsychotic therapy should last in order 

to reduce the chance of relapsing into the initial psychotic episode. Current clinical 

practice ranges from suggesting antipsychotic maintenance therapy for one year to an 

unlimited amount of time  after treatment begins. 

People who choose to stop taking their medications, whether intentionally or 

unintentionally, should still be closely watched and given continuous care. In every 

situation, careful psychoeducation regarding the likelihood of relapse and its 

symptoms should be given, together with regular review and support and unrestricted 

access to early psychiatric care in the case of relapse. Determine the lowest effective 

dose. In the critical phase, psychological and psychosocial treatments should be 

essential components and should be employed to help control secondary comorbidity, 

resolve persistent positive and negative symptoms, and encourage recovery and good 

mental health. Work on recovery should place a strong emphasis on the need to 

understand the psychotic experience and gain power over it.77 

ANTISOCIAL PERSONALITY DISORDER: 

ASPD is a pervasive and maladaptive cognitive process that prioritizes antisocial, 

delinquent, and criminal behaviour without remorse on the part of the affected 

individual. Similar to narcissistic, borderline, and histrionic disorders, ASPD is 

classified as a member of clusterB in the DSM V. 

ETIOLOGY: 
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 Multiple theories have been proposed to explain the origin of ASPD, including 

genetic and environmental factors. In the past, researchers have estimated heritability 

at anything from 38% to 69%. Environmental factors linked to the emergence of 

antisocial personality disorder include exposure to physical and sexual abuse, neglect, 

and behavioural issues in childhood. Peer groups and family dynamics are just two 

examples of influential environmental factors. The 2p12 region of chromosome 2, 

AVPR1A variation, and oxytocin receptor gene variation are all thought to contribute 

to the wide range of behaviours seen in people with antisocial personality disorder 

(OXTR). 

EPIDEMIOLOGY 

Lifetime prevalence estimates place ASPD anywhere from 1-4% of the population. 

Six percent of men and two percent of women in the general population have been 

identified as having ASPD, demonstrating a gender distribution that favors men. 

While there is evidence of a negative correlation between education and intelligence, 

with a higher prevalence of ASPD among those with lower IQs and reading levels, 

drug abuse has been found to have a strong correlation with the diagnosis of ASPD. 

Changes in personality traits with age and higher death rates associated with antisocial 

personality disorder behaviour have been proposed to explain this age-dependent 

variation. 

TREATMENT OF ANTISOCIAL PERSONALITY DISORDER: 

A psychiatric hospital's atmosphere is disrupted by the presence of people with 

ASPD, which has an adverse effect on the treatment of other patients who require 

therapeutic care. Hospitalization is only appropriate for concurrent substance use 

disorder and withdrawal or recent suicidal behaviour.  There is insufficient data to 
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support psychological treatment for adults with ASPD. 

No pharmacological treatment for ASPD has been demonstrated, but medications for 

comorbid conditions like aggression are required.Quetiapine (100–300 mg/day) and 

risperidone (2–4 mg/day) are two examples of second-generation antipsychotics used 

in the initial stages of treatment. Mood stabilizers like lithium and carbamazepine and 

SSRIs like sertraline (100–200 mg/day) or fluoxetine (20 mg/day) are second and 

 third-line therapies for aggression, respectively. Carbamazepine and oxcarbazepine 

are two anticonvulsants that have been shown to reduce impulsivity. Bupropion and 

atomoxetine are common medications used to treat ADHD.78

ANTISOCIAL PERSONALITY DISORDER AND ITS 

ASSOCIATION WITH PSYCHOPATHY: 

The most common overlap between the psychopathy concept and antisocial 

personality disorder may exist. Despite not being included in the DSM 5 diagnostic 

criteria, psychopathy is a term used to characterize people who exhibit many of the 

same traits as ASPD, as well as a unique set of interpersonal and affective traits, such 

As callousness, shallow effect, and superficial charm. While some people with ASPD 

may exhibit psychopathic symptoms, others might not. Some contend that while 

ASPD and psychopathy share many characteristics, the underlying psychobiological 

mechanisms may be different.79 

CONSULTATION LIAISON PSYCHIATRY: 

The American Board of Psychiatry and Neurology recently suggested that 

consultation-liaison psychiatry be given subspecialty designation and the name 

"psychosomatic medicine." Patients' psychiatric requirements will always persist, 

insightful clinical observations must be made and investigated, and fresh, successful 

Interventions must be implemented. The necessity to aid in our co-workers’ education 
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is more important than ever in this technology age. As a result, consultation-liaison 

psychiatry, or as it has been suggested psychosomatic medicine, should endure and 

grow because its widespread practice results in better medical care thanks to its 

practitioners' direct clinical work as well as their teaching and research.80 

In India, the CLP specialty has rapidly expanded over the past few decades. However, 

there is still much work to be done. In addition to addressing mental diseases, 

psychiatrists must be made aware of and educated about their medical role. Providing 

holistic and individualized care should be the main focus of psychiatry training rather 

than the major psychiatric illnesses. Psychiatrists should be aware that they can 

contribute significantly to the evaluation of organ transplant candidates and recipients, 

pain management, the prevention, diagnosis, and treatment of delirium in intensive 

care units, gender reassignment surgeries, Cosmetic surgeries, addressing the needs of 

cancer patients, palliative care, etc. Primary care physicians and other specialists must 

also be a priority for centers with telepsychiatry facilities in addition to providing 

services to their fellow psychiatrists. If telepsychiatry services are not offered, then 

CLP services can be made available to all professionals with the least amount of 

financial outlay, thanks to the widespread availability of high-speed internet, video 

calling capabilities, and smartphones. 

An additional study must be conducted. The goal of the study should be to improve 

patients' overall outcomes by creating native instruments, practice models, and 

interventions. From single-center studies with a small sample size to multicentric 

studies, the research should proceed.8
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 MATERIALS AND METHODS:  

STUDY TOOLS:  

1. SEMI-STRUCTURED SOCIODEMOGRAPHIC PROFORMA SHEET

2. MINI [MINI INTERNATIONAL NEUROPSYCHIATRIC INTERVIEW]6.0

STUDY SETTING  

It is a hospital-based, cross-sectional, observational study conducted among all the 

patients referred from other departments to the psychiatry department.  

STUDY POPULATION  

All patients were referred to the psychiatry department in R.L Jalappa hospital from 

other departments, including the emergency department in the hospital.   

INCLUSION CRITERIA: 

1. Patients who are referred from other departments to psychiatry OPD for

consultation-liaison services.

2. Patients who agree to participate in the study with written informed consent.

3. Patients who belong to the age group 18-65 years old

EXCLUSION CRITERIA 

1. patients who have known cases of psychiatric illnesses and are currently on

treatment.

2. patients who belong to the pediatric age group below 18 years old.

3. Patients who have delirium and complex withdrawal seizures.

4. Patients who are not willing to participate in the study.

5. Patients who have speech or hearing impairment.

6. Patients who belong to the geriatric age group above 65 years.
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SOURCE OF DATA  

At RL. Jalapa Hospital and Research Centre from 2021 – 2022 will be included in this 

study. The investigator sees the referral patients and conducts an interview after their 

written informed consent. Patients are screened 

 for diseases like panic disorders, eating disorders, neurotic disorders and psychotic 

disorders, suicidality, etc. A detailed history from a reliable informant and a detailed 

MSE will be made.        

STUDY COURSE- January 2021 to March 2022 

DURATION OF STUDY – 1 year and two months.  

STUDY DESIGN– Cross-sectional observational study. 

METHOD OF COLLECTION: Sample data will be collected from January 

2021 to March 2022. 

METHODOLOGY:the scale of measurement in our study will be MINI [Mini 

international neuropsychiatric interview] 

All patients who are referred to consultation liaison psychiatry services from other 

departments are taken as part of the study subjects. Patients who give consent to 

participate in the study are included. Patients who fit the exclusion criteria are 

excluded from the study. Patients have explained the aim of the study by the 

investigator. Reasons for referral and the location where they are referred will be 

noted. Patients will be diagnosed using a structural and validated scale using MINI.  

The sociodemographic details of the patient are recorded. By applying the MINI 

scale, the underlying psychiatric disorders which were not previously thought of can 

also be brought to light so that the patient receives appropriate treatment.     
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STATISTICAL ANALYSIS: 

Data were entered into a data sheet created in Microsoft Excel, and the SPSS 22 

version software was used to perform the analysis. Frequencies and percentages were 

used to depict the categorical data. 

For qualitative data, a test of significance was performed using either the Chi-square 

test or Fischer's exact test(only for use with 2x2 tables). The continuous data was 

shown as a mean and standard deviation. 

A statistical test for significance was performed using an Independent t-test to 

determine the average difference between two numerical variables. 

Statistics data representation in graph form: Microsoft Excel and Microsoft Word 

were used in order to create a variety of graphs. 

P value With the standard assumptions made for statistical tests, a (Probability that 

the result is true) of 0.05 was deemed statistically significant. 

Statistical software:  MS Excel, SPSS version 22 (IBM SPSS Statistics, Somers, 

NY, USA) was used to analyze data. 

METHOD OF COLLECTION OF DATA, INCLUDING 

SAMPLING PROCEDURE: 

Previous research by Mudgal V, Rastogi P, Niranjan V, et al. found that anomalous 

behaviour was the most common reason for referral (n=45, 26.2%), followed by a 

history of suicidal ideation or self-harm (n=42, 24.4%), anxiety (n=18, 10.5%), 

substance abuse (n=17, 10%), and confusion (n=13, 7.6%). 

Sample Size: 293 

Calculation:  Z α
2(p) (1-p) x DE d2 

ABSOLUTE ERROR; 5% 
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RESULTS 
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Table 11:- Distribution of subjects according to Mini Scale 

Frequency Percent

ADS 63 21.5

ADS,ASPD 1 .3

ADS,MDD 1 .3

ADS,MDD[CURR] 3 1.0

ADS,SUI-MILD 1 .3

ADS,SUI-MOD 2 .7

ADS,SUI,MDD[CURR] 1 .3

AL ABU 10 3.4 

CAN DEP,ADS,PSY[CURR] 1 .3 

CAN DS 2 .7 

DEP DIS 1 .3 

DEP DIS SUI-MOD 1 .3 

GAD 1 .3

MANIA -PAST 1 .3 

MANIA [CURR] 1 .3 

MDD,SUI-MOD 1 .3

MDD[CURR] 27 9.2

MDD[CURR], SUI-MOD 1 .3 

MDD[CURR],AL ABU 1 .3 

MDD[CURR],SUI-HIGH 1 .3

MDD[CURR],SUI-MOD 1 .3

MDD[CURR]SUI-MILD 1 .3

MISC 2 .7

MOOD PSY 2 .7 
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MOOD WOT PSY[CURR] 1 .3 

NDS 1 .3

PANIC DIS 7 2.4 

PSYCHOSIS-CURR 4 1.4

PSYCHOSIS-LIFE 10 3.4

PSYCHOSIS,AL ABU 1 .3 

PTSD 1 .3

RDD 2 .7

RDD[CURR] 1 .3

SOCI PHOB 3 1.0 

SUB ABU-OPIOID 1 .3 

SUI- LOW 18 6.1 

SUI- MILD 6 2.05 

SUI- MOD 24 8.2 

SUI-HIGH 9 3.1

SUI-HIGH,MDD[CURR] 4 1.4

SUI-LOW,AL ABU 1 .3 

SUI-MILD,AL ABU 1 .3 

SUI-MILD,ASPD 1 .3

SUI-MOD, MDD[CURR] 1 .3 

SUI-MOD,ADS 2 .7

SUI-MOD,AL ABU 1 .3 

SUI-MOD,MDD[CURR] 4 1.4

SUI-MOD,OSDD 1 .3

SUI,ADS 1 .3

SUI,ASPD 1 .3
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The majority of Patients diagnosed to have Alcohol Dependence syndrome 21.5% 

[63], followed by Major Depressive Disorder 9.2%[27]. Patients who had Moderate 

Suicidality were 8.2% [24], and Lower suicidality was 6.1%[18]. Higher suicidality 

would be 3.1%[9]. Patients who had higher suicidality with comorbid Major 

depressive disorder amounting to 1.4%.[4] Patients who had a Psychosis lifetime 

diagnosis, as well as Alcohol Abuse, is at 3.4% [10]. Major Depressive disorder and 

Suicidality are closely linked. Panic Disorder amounts up to 2.4[7]. Suicidality and 

Alcohol abuse seems to be associated with each other as well. Overall, Alcohol 

dependence syndrome and Suicidality are the most diagnosed disorders in most cases 

who were referred for consultation services. Panic Disorder diagnosis amounts to 

2.4%[7]. Other Disorders like Post-traumatic Stress Disorder[PTSD], Generalized 

Anxiety disorder are at 0.3%[1]. Mood Disorder like Mania in the past as well as the 

current episode, amounts to 0.3%[1] 

Table 12:- Frequency Distribution of Previous History, Previous Family History, and 

Suicidal attempt 

Frequency Percent

Previous  History 17 5.8 

Previous Family 

History 
17 5.8

Suicidal attempt 10 3.4 

Patients who had Previous Family History of Psychiatric Illness amount to 5.8%[17]  

and Patients who had Previous History of Psychiatric illness amount to 5.8%[17] as 
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Figure 13:- Graph showing Distribution of subjects according to Psychiatric 

comorbidities and sex. 

Table 15:- Distribution of subjects according to Psychiatric comorbidities and 

education  

Absent Present

N % N %

Illiterate 9 26.5% 25 73.5%

Primary 13 21.0% 49 79.0%

10TH 18 24.7% 56 75.3%

12TH 11 13.8% 69 86.3%

Graduate 7 17.5% 33 82.5% 

Post Graduate 1 33.3% 2 66.7% 

P Value 0.598, there was no statistically significant difference found between 

Psychiatric comorbidities and education. 
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Figure 16:- Graph showing the Distribution of subjects according to Psychiatric 

comorbidities and education 

 

Table 16:- Distribution of subjects according to Psychiatric comorbidities and 

occupation.  

Absent Present

N % N %

Unemployed 40 36.0% 71 64.0% 

Homemaker 0 .0% 7 100.0% 

Professional 1 100.0% 0 .0% 

Semi 

Professional 
1 25.0% 3 75.0%

Skilled Worker 1 6.3% 15 93.8% 

Unskilled 

Worker 
16 10.4% 138 89.6%

P Value <0.001, there was a statistically significant difference found between 
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Figure 17:- Graph showing the Distribution of subjects according to Psychiatric 

comorbidities and area 

Table 19:- Distribution of subjects according to Psychiatric comorbidities and religion 

Absent Present

N % N %

Christian 2 66.7% 1 33.3%

Hindu 52 19.0% 221 81.0%

Muslim 5 29.4% 12 70.6%

P Value 0.103, there was no statistically significant difference found between 

Psychiatric comorbidities and religion. 
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Figure 22:- Graph showing the Distribution of subjects according to Psychiatric 

comorbidities and previous history  

Table 22:- Distribution of subjects according to Psychiatric comorbidities and 

previous family history  

Absent Present

N % N %

NO 57 20.65% 219 79.45%

YES 2 11.8% 15 88.2%

P Value 0.095, there was no statistically significant difference found between 

Psychiatric comorbidities and Psychiatric comorbidities and previous family history 
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Figure 22:- Graph showing the Distribution of subjects according to Psychiatric 

comorbidities and Psychiatric comorbidities and previous family history. 

Table 23:- Distribution of subjects according to Psychiatric comorbidities and suicidal 

attempt 

Absent Present

N % N %

NO 59 20.8% 224 79.2%

YES 0 .0% 10 100.0%

P Value 0.221, there was no statistically significant difference found between 

Psychiatric comorbidities and suicidal attempt  
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Figure 23:- Graph showing Distribution of subjects according to Psychiatric 

comorbidities and suicidal attempt  

Table 24: - Distribution of subjects according to Psychiatric comorbidities and other 

comorbidities. 

Absent Present

N % N %

NO 34 19.0% 145 81.0%

YES 25 21.9% 89 78.1%

Patients P Value 0.553, there was no statistically significant difference found between 

Psychiatric comorbidities and other comorbidities. 
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Figure 24:- Graph showing the Distribution of subjects according to Psychiatric 

comorbidities and other comorbidities.
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DISCUSSION 
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Consultation Liaison Psychiatry deals with Treating other medical or surgical 

comorbidities in a patient with Psychiatric illness or vice versa. The psychiatry unit of 

a general hospital is not adequate without C-L services. According to biopsychosocial 

theory, every disorder has a psychological and social component. As a result, its 

importance is seen in the context of a holistic approach to care that considers both the 

factors of the psychological and physical aspects of any condition.83 This collective 

environment is not possible to only minimize hospital stays but also better patient 

quality and essence of life and lessen the economic burden of medical conditions.  

GENDER 

In our study, Males 62.5% of [183] Encompass people were an inclusive part of the 

study.  In the other Study by Gopal Goyal, it was found that Females 51.2% of [81] 

were more in the Number who were referred for consultation-liaison services.82 In a 

study by Santosh Ramdurg, It was found that Males are the most referred people in 

the Hospital compared to females in Psychiatry.83,85,86, Which is Comparable to our 

Study.  

MARITAL STATUS 

In our Study, the Majority of the people who have been referred had been married, 

which is in concordance with the other two studies as well. 82,83 In a study by Mudgal 

V, Similar to our Study, the Number of people who were referred to the department 

who were single less when compared to Married people, which is concordance with 

our Study. 84 

AGE RANGE:  

In our Study, the Predominant age group of people who were referred belonged to 21 

-30 years, 30.7%. In the other Study, most of the people referred belonged to 31-45



104 

years.82 In a study by P Patra, most of the patients referred for consultation belong to 

middle age.88

In a study by G.S Bhogale, 70.26% of patients belonged to the range of age group of 

16 years to 45 years, as noted for the psychiatric inpatients, which, when compared to 

our Study, is within the age range of our Study.  

RELIGION: 

More Patients follow Hinduism in our Study, 93.2%, which is comparable to other 

studies as well.82,83 In our Study, after Hinduism, some people follow the Muslim 

religion, 5.8%, which is in concordance with the other Study. 84 

EDUCATIONAL STATUS: 

Predominantly Educational status of the patient is up to 12th standard [2nd PU] 

followed by 10th std 24.9%. Whereas in another study, most of the people referred to 

belong to the 10th standard.82 In another study by Mudgal V, Most of the patients 

Studied up to Primary School followed by Illiterate, which is contrary to our Study. 

Comparatively, this shows a better literacy rate in Rural Kolar.  

OCCUPATION: 

Most of the population occupation is unskilled workers in our Study, whereas, in 

another study, it is Homemaker 83. In another study conducted by Varchasvi Mudgal et 

al. Most of the people referred are unemployed. 84 

LOCALITY: 

In our Study, the Rural population of 95.9% [281] is the most predominant compared 

to the urban population of 4.1%[12], which is an expected outcome since the Study 

takes place in a Rural Tertiary care center. But in another Urban study population are 

the Majority compared to the Rural Population. 84 In our Study,Patients belonging 

Above Poverty Line are the Majority at 64.2% when compared to the below poverty 
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line at 35.8%.  

ORIGIN OF REFERRAL: 

In our research study, the main origin of referral is Medicine, an overwhelming 

majority when compared to other sources of referrals, which is comparable to another 

study as well.82,84,85 

REASON FOR REFERRAL:  

In a study done by P.Patra, the main issue for referral to consultation Liaison 

Psychiatry included altered sensorium behavioural abnormalities (21.65%), followed 

by alcohol-related cases (18.47%). 87 Whereas in another study, the most common 

contributory concern for this referral is baffling somatic symptoms.86, which is 

contrary to our Study. In another study done in Europe, the most common rationale 

and grounds for referral is suicide attempts 31%88, which is in concordance with our 

Study.  

In another conducted Study, the most common rationale for the purpose of referral 

was thatpsychiatric clearance was defined from the prospective of a kidney donor and 

bone marrow transplant (BMT). The total amount of stem cell transplant recipients 

was noted to be 23.1%. This was mainly followed by the overall assessment of current 

suicidal ideation and suicidal behaviourat 16.9% 

PAST HISTORY OF PSYCHIATRIC ILLNESS:  

In a study done by De Giorgio et al., 41.3% of the people who were referred had a 

Past History of Psychiatric Illness88, whereas, in our Study, Past history amounts to as 

low as 5.8%.  

In our Study, Patients having psychiatric comorbidities who were referred amounted 

to79.9%, and Patients who had nil Psychiatric illness amounted to 20.1%. 
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MOST COMMON PSYCHIATRIC DIAGNOSIS: 

The study conducted by us mainly focused on noting the most common Psychiatric 

diagnosis is Nil Psychiatric illness 23.9% according to the Screening by MINI scale. 

Whereas, after Applying the ICD 10 criteria, most patients diagnosed have substance 

use disorders at 34.4%, followed by Intentional self-harm at 30%. Neurotic and stress-

related disorders are the third most common diagnosis at 20.8%. Whereas in the other 

Study, Neurotic and stress-related disorders 41.7% are the Majority, followed by 

substance use disorders 12.7%, which cannot be considered within concordance with 

the findings of our study.86 

In another study conducted for a similar subject, the focus was laid on overall Alcohol 

dependence syndrome (ADS) and intentional self-harm. Both of these findings 

contributed to the overall percentage of (21% each). This was also noted commonly 

for the two psychiatric disorders which are defined under the sub-category of C-L 

psychiatry.8These results were found to be most resonating with our study.  

In another study, Depression seems to be the most commonly diagnosed Psychiatric 

condition at 24.4%, this was secondary to drug use disorder at 19.7%. Being one of 

the most common diagnoses, substance use disorder is hence in concordance with our 

Study.  

PHYSICAL DIAGNOSIS:  

According to this study, endocrine problems are the most common nonpsychiatric 

diagnosis, accounting for 49% of the referred population. This represents almost half 

of the total population. The second most frequent label is "others," which accounts for 

34% of cases. Whereas, other studies have found that poisoning, injury, or burns are 

the most common physical diagnoses (at 36.6%), followed by central nervous system 

abnormalities (10.5%). 84 
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ASSOCIATION OF OTHER VARIABLES:  

In our study, there seems to be a statistically significant difference found between 

Psychiatric Comorbidities and Sex at a P value of 0.001. there was a statistically 

significant difference found between Psychiatric comorbidities and occupation at P 

Value <0.001, and there was no statistically significant difference found between 

Psychiatric comorbidities and marital status at a P-Value of 0.868.  



108 

SUMMARY 
AND 

CONCLUSION



109 

CONCLUSION: 

Patients who were referred to Consultation Liaison Psychiatry were screened for 

Psychiatric illnesses. Patients who have been admitted to nonpsychiatric wards need 

to be screened thoroughly for the possibility of mental disorders. The Majority of 

Patients diagnosed have Alcohol Dependence syndrome 21.5% followed by Major 

Depressive Disorder 9.2% Patients who had Moderate Suicidality were 8.2%, and 

Lower Suicidality 6.1%. Higher Suicidality would be 3.1% Patients who had higher 

Suicidality with comorbid Major depressive disorder amounting to 1.4% Patients who 

had a Psychosis lifetime diagnosis, as well as Alcohol Abuse, is at 3.4%. Major 

Depressive disorder and Suicidality are closely linked. Warning signs of Suicide need 

to be identified on time, and measures need to be taken to prevent the same from 

occurring on the premises of the Hospital as well as in the future. Hence training of 

nonpsychiatric doctors, Junior residents, and Interns about Psychiatric illnesses is 

integral for prompt identification, referral of such identified cases to Psychiatry, and 

commencing the treatment. If needed, Patients who have Psychiatric emergencies 

need to be shifted to Psychiatric wards for Monitoring and treatment. 
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SUMMARY 

The following study was based on a cross-sectional observation which was conducted 

in a rural area of Kolar to study the sociodemographic profile of the patients with 

comorbid psychiatric conditions referred to the psychiatry department and to identify 

the pattern of psychiatric illnesses in these patients. Most of the patients referred to 

the department is males at 62.5% and females are about 37.5%. Most of the Patients 

who were referred for consultation belonged between 21 to 30 years old at 30.7%. It 

was found people who belonged to the geriatric population had fewer referrals 

compared with other populations. Most of the patients have completed Higher 

secondary schooling at 27.6%, followed by secondary schooling 24.9%Very few have 

completed their post-Graduation at 1.0% People who are illiterate at 11.6%. Many of 

the Patients are unskilled workers at 52.6%, followed by Unemployed at 37.9%. Only 

very few patients are Professionals, and Semi Professionals at 0.3%  

And 1.4%. The Majority of the Study sample belonged to Rural areas. 95.9% Urban 

population comprises a small percentage. Patients who are referred from Medicine 

Department are the Overwhelming Majority at 74.4%. Followed by Surgery Referrals 

at 11.9%. Other departments include Cardiology, Ophthalmology, Orthopedics, OBG, 

ENT, and EMD at 0.3%,0.7%,3.1%,2.0%,3.1%, and 4.4%, respectively.  

The Majority of Patients diagnosed to have Alcohol Dependence syndrome 21.5% 

followed by Major Depressive Disorder 9.2%. Patients who had Moderate Suicidality 

were 8.2%, and Lower Suicidality was 6.1%. Higher Suicidality would be 3.1%. 

Patients who had higher Suicidality with comorbid Major depressive disorder 

amounting to 1.4% 
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ANNEXURE 1 

SOCIODEMOGRAPHIC DATA 

1. NAME:

2. AGE:

3. GENDER:

4. EDUCATION: Illiterate/ Primary/ Upto 10TH Std / upto 12th

std/Graduate/Postgraduate

5. OCCUPATION: Professional /Semi-professional / Skilled worker/

Unskilled     worker/ Unemployed/Homemaker 

6. ADDRESS:

7. LOCALITY: RURAL/URBAN

8. RELIGION: HINDU/MUSLIM/CHRISTIAN/OTHER

9. UHID NO:
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10. WARD:

11. DIAGNOSIS OF THE PATIENT:

12. DEPARTMENT THEY ARE REFERRED FROM:

13. MARITAL STATUS:

14. CHIEF COMPLAINTS:

15. PREVIOUS H/O PSYCHIATRIC ILLNESS:

16. FAMILY H/O PSYCHIATRIC ILLNESS:

17.  PREVIOUS HISTORY OF SUICIDAL ATTEMPT [FOR

DELIBRATE SELF HARM CASES/DEPRESSION]

18. COMORBID MEDICAL HISTORY:
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19. SUBSTANCE ABUSE HISTORY:

20. Sleep- adequate/ disturbed

Appetite-

GENERAL PHYSICAL EXAMINATION : 

 Built and nourishment

 VITALS

 Pulse :

 BP :
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URE 2 - FFORMS 
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ANNEXURE 3 

INFORMED CONSENT FORM  

I, Mr./Mrs. __________ have been explained in my own understandable language that I will 
be included in a study which isPSYCHIATRIC MORBITIES IN PATIENTS AVAILING 
CONSULTATION LIAISON SERVICES IN A TERTIARY CARE HOSPITAL- A 
CROSS SECTIONAL STUDY  
I have been explained my participation in this study is entirely voluntary, and I can withdraw 
from the study at any time, and this will not affect my relation with my doctor or the 
treatment for my ailment. 
I have been explained the reason for this study in my own understandable language. 

I have understood that all my details found during the study are kept confidential and while 
publishing or sharing of the findings, my details will be masked. 

I have principal investigator mobile number for enquiries. 

I in my sound mind give full consent to be added in the part of this study.  

Signature of the patient Signature of the witness 

Name: Name: 

Date: Relation to patient: 

Place: 

NAME OF THE INVESTIGATOR: 

SIGNATURE OF THE INVESTIGATOR 
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INFORMED CONSENT FORM KANNADA 

ಮಾĿತಿಕಾನೆಸ್ಂಟಾಫ್ಮ್ರ್

ನಾನುļರ್ೕ / ļರ್ೕ. __________ ಅನುನ್ನನನ್ಸವ್ಂತಅಥರ್ವಾಗುವಭಾಷೆಯĹಲ್Ļವರಿಸಲಾಗಿದೆ,
ಇದುರೋಗಿಗಳĹಲ್ಸೈಕಿಯಾಟಿರ್ಕೊಮ್ಬಿರ್ಟೀಸ್ಆಗಿರುತತ್ದೆ,
ಇದುತಾತಾಕ್Ĺಕಆರೈಕೆಆಸಪ್ತೆರ್ಯĹಲ್ಕನಸ್ಲೆಟ್ೕಶನೆಲ್ೖಸನೆಸ್ೕವೆಗಳನುನ್ಪಡೆಯುತತ್ದೆ- ಕಾರ್ಸೆಸ್ಕಷ್ನಲಸ್ಟ್ಡಿ
ಈಅಧಯ್ಯನದĹಲ್ನನನ್ಭಾಗವĿಸುĻಕೆಯುಸಂಪೂಣರ್ವಾಗಿಸವ್ಯಂಪೆರ್ೕರಿತವಾಗಿದೆಎಂದುನನಗೆĻವರಿಸಲಾಗಿದೆ,
ಮತುತ್ನಾನುಯಾವುದೇಸಮಯದĹಲ್ಅಧಯ್ಯನದಿಂದĿಂದೆಸರಿಯಬಹುದುಮತುತ್ಇದುನನನ್ವೈದಯ್ರೊಂದಿಗಿನನನನ್
ಸಂಬಂಧಅಥವಾನನನ್ಕಾಯಿಲೆಗೆಚಿಕಿತೆಸ್ಯಮೇಲೆಪರಿಣಾಮಬೀರುವುದಿಲಲ್.
ನನನ್ಸವ್ಂತಅಥರ್ವಾಗುವಭಾಷೆಯĹಲ್ಈಅಧಯ್ಯನದಕಾರಣದಬಗೆಗ್ನನಗೆĻವರಿಸಲಾಗಿದೆ.

ಅಧಯ್ಯನದಸಮಯದĹಲ್ಕಂಡುಬರುವನನನ್ಎಲಾಲ್Ļವರಗಳನುನ್ಗೌಪಯ್ವಾಗಿಡಲಾಗಿದೆಮತುತ್ಸಂಶೋಧನೆಗಳನುನ್ಪರ್
ಕಟಿಸುವಾಗಅಥವಾಹಂಚಿಕೊಳುಳ್ವಾಗ,

ನನನ್Ļವರಗಳನುನ್ಮರೆಮಾಚಲಾಗುತತ್ದೆಎಂದುನಾನುಅಥರ್ಮಾಡಿಕೊಂಡಿದೆದ್ೕನೆ.

Ļಚಾರಣೆಗಾಗಿನನನ್ಬĺಪರ್ಧಾನತನಿಖಾಧಿಕಾರಿūಬೈಲಸ್ಂಖೆಯ್ಇದೆ.

ಈಅಧಯ್ಯನದಭಾಗದĹಲ್ಸೇರಿಸಲುನನನ್ಸಂಪೂಣರ್ಮನľಸ್ನĹಲ್ನಾನುಸಂಪೂಣರ್ಒಪಿಪ್ಗೆನೀಡುತೆತ್ೕನೆ.

ರೋಗಿಯಸĿಸಾŀಯಸĿ

ಹೆಸರು: ಹೆಸರು:

ದಿನಾಂಕ: ರೋಗಿಗೆಸಂಬಂಧ:

ಸಥ್ಳ:

ಇನೆವ್ľಟ್ಗೇಟಹೆರ್ಸರು:

ಇನೆವ್ľಟ್ಗೇಟನರ್ľಗೆನ್ೕಚರ್



146 

ANNEXURE 4 

PATIENT INFORMATION SHEET 

STUDY TITLE: PSYCHIATRIC COMORBIDITIES IN PATIENTS AVAILING 

CONSULTATION LIASION SERVICES OF PSYCHIATRY OPD IN A TERTIARY 

CARE HOSPITAL - A CROSS SECTIONAL OBSERVATIONAL STUDY 

STUDY SITE: R.L JALAPPA HOSPITAL, TAMAKA, KOLAR.  

AIM: to study the prevalence of psychiatric comorbidities in patients referred to 

psychiatry OPD.  

 Dr. V. Mano Ranjitha a postgraduate in psychiatry department is conducting a research/study 

about psychiatric illnesses that is prevalent among patients who also have some medical 

comorbid illnesses. please read the following information thoroughly then proceed to decide 

for your participation in the study. The primary treating physician suspects any kind of 

associated mental illnesses in his/her/their patients. They then proceed to refer the case to 

psychiatry outpatient department for further evaluation. Any number of cases like alcohol 

abuse/dependence, other substance abuse, neurotic illnesses such as obsessive-compulsive 

disorder, anxiety, depression, phobias, panic disorders and even psychotic disorders, eating 

disorders, suicidality are diagnosed. It is really important for a treating physician to be 

vigilant in quickly evaluating the patient so that they can refer to the consulting psychiatrist. 

The disorders are diagnosed by applying MINI [MINI INTERNATIONAL 

NEUROPSYCHIATRIC INTERVIEW]  

You are required to sign/ provide thumb impression only if you voluntarily agree to 
participate in this study. 
For any further clarification you can contact the study investigator: 
Dr. Mano ranjitha 
Mobile no: 8072411181 
e-mail id: manoranjithambbs@gmail.com
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PATIENT INFORMATION SHEET KANNADA  

ರೋಗಿಯಮಾĿತಿಹಾಳ  ೆ

ಅಧಯ್ಯನದļೕĽರ್ಕೆ:
ತಾತಾಕ್Ĺಕಕೇಹಾರ್ľಪ್ಟಲ್ ನĹಲ್ಸೈಕಿಯಾಟಿರ್ಆಪ್ಡ್ ನಕನಸ್ಲೆಟ್ೕಶನೆಲ್ೖಸೇಶನೆಸ್ೕವೆಗಳಲಭಯ್ĻರುವರೋಗಿಗಳĹಲ್ಸೈಕಿ
ಯಾಟಿರ್ಕಸ್ಂŴೕಜನೆಗಳು - ಕಾರ್ಸೆಸ್ಕಷ್ನಲ್ಒಬಸ್ವೇರ್ಷನಲಸ್ಟ್ಡಿ

ಮನೋವೈದಯ್ಶಾಸĈĻಭಾಗದĹಲ್ಸಾನ್ತಕೋತತ್ರಪದĻೕಧರರಾದಡಾ. Ļ.

ಮನೋರಂಜಿತಾಅವರುಕೆಲವುವೈದಯ್ಕೀಯಕೊūಬಿರ್ಡಾಕ್ಯಿಲೆಗಳನುನ್ಹೊಂದಿರುವರೋಗಿಗಳĹಲ್ಪರ್ಚĹತದĹಲ್ರು
ವಮನೋವೈದಯ್ಕೀಯಕಾಯಿಲೆಗಳಬಗೆಗ್ಸಂಶೋಧನೆ / ಅಧಯ್ಯನವನುನ್ನಡೆಸುತಿತ್ದಾದ್ರೆ.
ದಯĻಟುಟ್ಈಕೆಳಗಿನಮಾĿತಿಯನುನ್ಕೂಲಂಕಷವಾಗಿಓದಿನಂತರಅಧಯ್ಯನದĹಲ್ನಿಮಮ್ಭಾಗವĿಸುĻಕೆಯನುನ್ನಿ
ಧರ್ರಿಸಲುಮುಂದುವರಿಯಿರಿ. ಪಾರ್ಥಮಿಕಚಿಕಿತೆಸ್ಯವೈದಯ್ನುಅವನ / ಅವಳ /

ಅವರರೋಗಿಗಳĹಲ್ಯಾವುದೇರೀತಿಯಸಂಬಂಧಿತಮಾನľಕಕಾಯಿಲೆಗಳನುನ್ಅನುಮಾನಿಸುತಾತ್ನೆ.
ನಂತರಅವರುಹೆಚಿಚ್ನಮೌಲಯ್ಮಾಪನಕಾಕ್ಗಿಮನೋವೈದಯ್ಕೀಯಹೊರರೋಗಿĻಭಾಗಕೆಕ್ಪರ್ಕರಣವನುನ್ಉಲ ಲೆ್ೕಖಿಸ
ಲುಮುಂದುವರಿಯುತಾತ್ರೆ. ಆಲೊಕ್ಹಾĹನ್ಂದನೆ / ಅವಲಂಬನೆ, ಇತರಮಾದಕದರ್ವಯ್ಸೇವನೆ, ಗೀಳು-
ಕಂಪĹಸ್Ļಡ್ಸಾಡರ್ರ್, ಆತಂಕ, ಖಿನನ್ತೆ, įೕಬಿಯಾಸ್, ಪಾಯ್ನಿಕಿಡ್ಸಾಡರ್ಸಮ್ರ್ತುತ್ಮಾನľಕಅಸವ್ಸಥ್ತೆಗಳು,
ತಿನುನ್ವಅಸವ್ಸಥ್ತೆಗಳು, ಆತಮ್ಹತೆಯ್ಯಂತಹನರರೋಗದಕಾಯಿಲೆಗಳು.
ಚಿಕಿತೆಸ್ಯವೈದಯ್ರುರೋಗಿಯನುನ್ತವ್ರಿತವಾಗಿಮೌಲಯ್ಮಾಪನಮಾಡುವĹಲ್ಜಾಗರೂಕರಾಗಿರುವುದುನಿಜವಾಗಿಯೂ
ಮುಖಯ್ವಾಗಿದೆಇದರಿಂದಅವರುಸಲಹಾಮನೋವೈದಯ್ರನುನ್ಉಲೆಲ್ೕಖಿಸಬಹುದು. MINI [MINI

INTERNATIONAL NEUROPSYCHIATRIC INTERVIEW] 
ಅನುನ್ಅನವ್ಯಿಸುವಮೂಲಕಅಸವ್ಸಥ್ತೆಗಳನುನ್ಕಂಡುĿಡಿಯಲಾಗುತತ್ದೆ.
ನಿಮಮ್ಉತತ್ರಗಳನುನ್ಅವಲಂಬಿľಅವರಸೊľŴಡೆūಗಾರ್ಫಿಕೆಡ್ೕಟಾಸೇರಿದಂತೆಕೆಲವುಪರ್ಶೆನ್ಗಳನುನ್ನಿಮಗೆನೀಡ
ಲಾಗುತತ್ದೆ,
ಮನೋವೈದಯ್ಕೀಯರೋಗನಿಣರ್ಯವನುನ್ಮಾಡಲಾಗುತತ್ದೆಮತುತ್ಸಲಹಾಮನೋವೈದಯ್ರೊಂದಿಗೆದೃis◌ೀಕರಿಸ
ಲಾಗುತತ್ದೆ. ನಂತರನಿದಿರ್ಷಟ್ರೋಗನಿಣರ್ಯಕೆಕ್ಸೂಕತ್ವಾದಚಿಕಿತೆಸ್ಅಥವಾಚಿಕಿತೆಸ್ಯನುನ್ನೀಡಲಾಗುತತ್ದೆ.
ಕೆಲವುಪರ್ಶೆನ್ಗĺಗೆಉತತ್ರಿಸಲುನೀವುಬಯಸದಿದದ್ರೆ,
ನಿಮಮ್ಚಿಕಿತೆಸ್ಅಥವಾಯಾವುದೇಆರೋಗಯ್ಪರ್Ŵೕಜನಗಳನುನ್ರಾಜಿಮಾಡಲಾಗುವುದಿಲಲ್ಎಂದುನೀವುಅಧಯ್ಯನದಿಂ
ದĿಂದೆಸರಿಯಲುಆಯೆಕ್ಮಾಡಬಹುದುಎಂಬುದನುನ್ದಯĻಟುಟ್ತಿĺದುಕೊĺಳ್.
ಈಅಧಯ್ಯನಕೆಕ್ಸಂಬಂಧಿľದಂತೆನೀವುಯಾವುದೇಅನುಮಾನಗಳನುನ್ಕೇಳಬಹುದುಮತುತ್ತನಿಖಾಧಿಕಾರಿಅವರಿಗೆ
ಉತತ್ರಿಸಲುಅಹರ್ನಾಗಿರುತಾತ್ನೆ.
ಈಅಧಯ್ಯನದĹಲ್ಭಾಗವĿಸಲುನೀವುಒಪಿಪ್ದರೆನಾವುನಿಮಿಮ್ಂದಮಾĿತಿಯನುನ್ಸಂಗರ್Ŀಸುತೆತ್ೕವೆ
(Ūರ್ಫಾಮಾರ್ದಪರ್ಕಾರ). ಸಂಗರ್ĿľದಈಮಾĿತಿಯನುನ್ಪರ್ಬಂಧಮತುತ್ಪರ್ಕಟಣೆಗೆಮಾತರ್ಬಳಸಲಾಗುತತ್ದೆ.
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ANNEXURE 5 

KEY TO MASTERCHART 

OCCUPATION 

USW-unskilled worker 

SW-Skilled Worker  

UN-Unemployed 

HMR-Homemaker 

SEMI-Semiprofessional 

PROF-Professional 

SEMI-Semi Professional  

MARITAL STATUS 

Married 

Single  

AREA  

Rural 

Urban  

RELIGION 

H-Hindu

M-Muslim

C-Christian

REFERRAL 

MED-Medicine 

ENT 

ORTHO-Orthopedics 
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SURGERY 

CARDIO-Cardiology 

OBG-Obstetrics and Gynaecology 

EMD-Emergency Medicine 

OPHTHAL-Ophthalmology 

MINI SCALE 

AL ABU-Alcohol abuse 

ADS-Alcohol Dependence syndrome  

SUI-MOD-Suicide Moderate 

CAN DS-Cannabis Dependence Syndrome  

MDD-CURR-Major Depressive Disorder-Current

MISC-Miscellaneous  

SUI-MILD-Suicide Mild  

PSY CURR-Psychiatric Disorder-Current  

MOOD PSY-Mood disorder with Psychotic Symptoms 

PSY LIFE-Psychiatric Illness Lifetime 

MOOD PSY CURR-Mood disorder with Psychotic Symptoms current 

SUI HIGH-Suicide High 

SUI LOW-Suicidality Low  

ASPD- antisocial personality disorder 

MOOD WOT PSY -CURR-Mood disorder without Psychotic Symptoms  

RDD CURR-Recurrent Depressive disorder 

MANIA PAST 

MANIA CURRENT 
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SOCIAL PHOB-Social Phobia 

PANIC DIS-panic disorder 

GAD-Generalized Anxiety Disorder 

PTSD-Post traumatic Disorder 

Opioid abuse 

REASON FOR REFERRAL:  

DEADDIC-Deaddiction 

SLEEP DIS-sleep disturbances 

SUI ATT-Suicide Attempt 

Agitation 

Somatization 

Counseling 

Low Mood 

Psychiatric Illness 

Altered Behavior 

anxiety 

Unresponsiveness 

PREVIOUS HISTORY OF PSYCHIATRIC ILLNESS  

YES/NO 
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FAMILY H/O PSYCHIATRIC ILLNESS 

YES/NO 

PREVIOUS H/O SUICIDE ATTEMPT 

YES/NO 

COMORBIDITIES: 

H-hematological

R-Respiratory

I-Infective

E-Endocrine

CNS 

Metabolic  

G-Gastrointestinal

OBG 

GU-Genitourinary 

O-Others

ICD 10 DIAGNOSIS 

TDS- Tobacco Dependence Syndrome  

AHU-Alcohol Harmful use 

ADS SW-Alcohol dependence syndrome, 
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THU-Tobacco Harmful use 

ISH-Intentional self-harm  

ADJ-Adjustment disorder 

MOD DEP-Moderate depression 

OPIOD DEP-Opiod Dependence  

CAN IN PSYCHOSIS-Cannabis-Induced Psychosis 

ACUTE PSYCHOSIS 

SEV D PSY-Severe depression with Psychotic symptoms  

SCHIZO- Schizophrneia 

PSYCHOSIS 

MILD DEP- Mild depression  

SEV D NO PSY- Severe Depression with no Psychotic symptoms  

SEV D CATATONIA- Severe depression with Catatonia  

RDD SEV D PSY- Recurrent depressive disorder- severe depression with Psychotic 

symptoms  

RDD-MILD DEP-Recurrent depressive disorder- Mild depression  

DYS-Dysthymia  

MIXED ANX DEP-Mixed anxiety depression  

ADJ BR ANX REAC-Adjustment disorder-Brief anxiety reaction 
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BR DEP REAC- Adjustment disorder-Brief depressive reaction 

POST-STROKE DEP- Post-stroke depression 

SEC INSOMNIA- Secondary insomnia 

DEL PARASITOSIS-Delusional Parasitosis  

BPAD-C.E SEV D NO PSYCH- Bipolar affective disorder- current episode- severe 

depression with no  Psychotic symptoms. 

BPAD-C.E: MANIA PSYCHOTIC- Bipolar affective disorder- current 

episode-Mania with   Psychotic symptoms.  

DIS MOTOR DIS-  Dissociative motor disorder 

DISSO DIS- Dissociative Disorder 

DISSO DIS SEI- Dissociative Disorder Seizures 

NIL PSY – Nil Psychiatric Illness 

SOMATIZATION- Somatization 

SOMATOFORM PAIN DIS – Somatoform pain disorder  

HYPOCHON- Hypochondriasis 

DHAT SYN    Dhat Syndrome 

SATYRIASIS 

OPIOID HU- Opiod harmful use 

ALCOHOL INDUC MOOD DIS- Alcohol-induced mood disorder 
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DIESEASE CATEGORY OF ICD 10  

1] Substance use disorder

2] Intentional self harm

3] Mood disorders

4]Neurotic and stress related disorders

5] Personality Disorders

6] Schizophrenia

7] Nil Psychiatry

8] Sleep disorders

9] Others
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MASTERCHART 


















