INTRODUCTION

Psychiatric disorders in neurology are more frequent than verified in routine exam,
not only in the less developed but also in large and very developed neurological
departments.®) Furthermore, psychiatric symptoms in neurological disorders among

primary health care physicians and other specialties are often neglected® .

A high incidence of psychiatric disorders is found in patients attending neurologists
@, Among new outpatients, the prevalence of all disorders has been estimated at 50%.
Mood and anxiety disorders are present in 40% of patients, are associated with greater
disability and are persistent @. So-called "functional” (or psychogenic or
hysterical/conversion) symptoms are relatively infrequent in "neurological”
conditions, but very often unrecognized and not properly treated!. Treatment of
psychiatric symptoms in neurology, basically are not different than treatment of these

symptoms in psychiatry.

Frequent co-occurrence of psychiatric with neurologic symptoms should come as no
surprise, since psychiatric disorders, such as schizophrenia and the mood disorders,
can be induced by structural brain disease®: Presumably, brain dysfunction from
conditions that cause neurologic symptoms—such as seizures, and impairments in
movement, sensation, speech, or language—also affects areas of the brain that
regulate mood, emotion, cognition, and perception. For the most part neuropsychiatry
has lain relatively unexplored until experiencing resurgence in the last few decades .
More recently, it has been recognized that it is the diseased brain in many instances

that causes the psychiatric symptoms®:



In our study we have made small but solid attempt to observe the prevalence of such
psychiatric morbidities/co-morbidities either disorders or symptoms in neurology
OPD patients with analysis of sociodemographic profile of such patients and

statistical significance of variables to psychiatric conditions.



REVIEW OF LITERATURE

1. Inthe similar study of “Psychiatric morbidity in patients attending neurological
outpatient department” by Javid Ahmed et al.) psychiatric morbidity/co-
morbidity was common amongst age group of 16-30 years and above 60 years age
groups, more common in females”> more common in illiterates and more common
in housewives. Most common neurological diagnosis were migraine and epilepsy
and psychiatric co-morbidity was most common amongst them also®”

2. Inthe study of Psychiatric comorbidity in patients with headache'® using a short
structured clinical interview in a rural neurology clinic in Western India , 49 out
of 101 (48.5%) patients with headache suffered from depressive disorders
(dysthymia or depression or suicidality), 18 out of 101 patients with headache
(17.90%) suffered from anxiety related disorders (generalized anxiety disorder or

agoraphobia or social phobia or panic disorder). ( MINI scale used)

3. In the study of Psychiatric Comorbidity in Neurological Disorders in UAE ©9, of
the total 395 patients, seen individually, 154 (39%) patients showed symptoms of
clinical depression, while 137 (34%) patients showed symptoms of generalized
anxiety disorder within the clinical range. Of the 140 patients with concurrent

symptoms of both disorders. ( PHQ -9 , GAD-7)

4. In the study of Psychiatric Comorbidities and Outcomes in Epilepsy Patients in
U.S“0- the most prevalent psychiatric comorbidities present in epilepsy were

depression (13%) followed by psychosis (10.4%).



STUDY HYPOTHESIS:

In this study we hypothesize that the patients visiting primarily neurological opd

having coexisting psychiatric illness is frequent and often undiagnosed.



AIMS AND OBJECTIVES

Estimate prevalence of psychiatric morbidities in patients primarily

attending neurology OPD.

Know the most prevalent of psychiatric co- morbidities in neurological

patients in OPD.

Find relation of specific psychiatric morbidities to specific neurological

disease.

Find relation between age, gender ,occupation , education, marital status
, Socioeconomic status and occurrence of psychiatric morbidities or co-

morbidities.






MATERIALS & METHODS

STUDY DESIGN

Sample Size: 100
Type of study : Cross sectional study
Site of study : Neurology OPD at Civil Hospital, Ahmedabad
Study duration : May 2019 — September 2020

SUBJECT SELECTION

Inclusion criteria: Consenting the patients and relatives primarily attending

the neurology OPD.

Exclusion criteria: Unwillingness to participate in the study.



METHODOLOGY

The study was approved by the Institutional Ethics Committee, BJ Medical
College and Civil Hospital Ahmedabad.

The samples were collected from out-patient section of Department of
neurology.

Out of 300 patients every 3" patient willing to give consent were included in
the study.

Semi-structured proforma was then filled for each patient.

Brief psychiatric rating scale 4.0(BPRS) was then applied to each patient.
Based on the BPRS scoring, participants were divided into groups of pure
neurological disorder (no psychiatric symptoms-score 24) and patients with
psychiatric morbidity/co-morbidity in form of symptoms or disorder( score
more than 24).

Patients with score more than 24 were interviewed using DSM-V structured
clinical interview looking for a particular disorder.

Data was entered into Microsoft excel data sheet and was analysed using SPSS
22 version software.

Categorical data was represented in the form of Frequencies and proportions.
Chi-square test or Fischer’s exact test (for 2x2 tables only) was used as test
of significance for qualitative data.

Graphical representation of data: MS Excel and MS word was used to
obtain various types of graphs.

P value (Probability that the result is true) of <0.05 was considered as
statistically significant after assuming all the rules of statistical tests.



e Statistical software: MS Excel, SPSS version 22 (IBM SPSS Statistics,

Somers NY, USA) was used to analyse data.
INSTRUMENTS

1. Semi-structured proforma which was used for recording socio-demographic
data, comprising of information about age, sex, marital status, education, occupation,

family income, socioeconomic class and locality.
2. Brief Psychiatric Rating Scale (BPRS) version 4.0

This form consists of 24 symptom constructs, each to be rated in a 7-point scale of
severity ranging from 'not present' to 'extremely severe' .If a specific symptom is not

rated, mark ‘NA' (not assessed).

Symptoms/observations include -- Somatic concerns ,Anxiety ,Depression
Suicidality, ,Hostility, Elated mood,Grandiosity , Suspiciousness ,Hallucinations,
Unusual thought content ,Bizarre behavior ,Self-neglect , Disorientation , Conceptual
disorganization , Blunted affect ,Emotional withdrawal ,Motor retardation ,Tension
,uncooperativeness, Excitement , Distractibility ,Motor hyperactivity , Mannerisms

and posturing.
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RESULTS

The data of 100 patients was analysed and findings of the study are tabulated below

in the following order:

1. Distribution of patients according to Socio-demographic characteristics such
as age, sex, marital status, education, occupation, family income,
socioeconomic class and locality. ( Tables 1 to 7 and their respective charts)

2. Distribution of patients according to presence of pure neurological findings
and presence of psychiatric co morbidity/morbidity.(table 8 and chart)

3. Distribution of patients according to prevalence of neurological
disorder.(Table 9)

4. Distribution of patients according to prevalence of psychiatric diagnosis(Table
10)

5. Distribution of patients according to prevalence of psychiatric diagnosis in
epilepsy patients (Table 11 and chart)

6. Distribution of patients according to prevalence of psychiatric diagnosis in
migraine/headache patients (Table 12 and chart)

7. Demographic profile wise distribution of psychiatric diagnosis amongst
patients with percentage and statistical comparison between variables after

dividing demographic data into two parts( Tables 13,14)
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Table 1: Age wise distribution of 100 patients attending neurology OPD

Age | No of No of No of No of patients with | No of patients
group | patients patients patients psychiatric co- with
inage | withpure | with pure | morbidity(disorder) | psychiatric
group | neurological | psychiatric co-morbidity
diagnosis | morbidity (symptom)
<40 60 28 5 8 19
years
40 40 18 6 4 12
years
and
above
Total 100 46 11 12 31
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Table 2: Gender wise distribution of 100 patients attending neurology OPD

Gender | No of No of No of No of patients with No of
patients patients patients psychiatric co- patients
in with pure | with pure | morbidity(disorder) with
group | neurological | psychiatric psychiatric
diagnosis morbidity co-
morbidity(
symptom)
Male 55 31 6 3 15
Female 45 15 5 9 16
Total 100 46 11 12 31
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Table 3: Occupation wise distribution of 100 patients attending neurology OPD

occupation | No of No of No of No of patients with No of
patients | patients patients psychiatric co- patients
in with pure | with pure | morbidity(disorder) with
group | neurological | psychiatric psychiatric
diagnosis | morbidity Cco-
morbidity
(symptom)
Semiskilled 58 23 4 10 22
and above
Below 42 23 7 2 9
semiskilled
Total 100 46 11 12 31
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Table 4. Education wise distribution of 100 patients attending neurology OPD

Education No of | No of patients No of No of patients with No of patients
patients with pure patients with psychiatric co- with psychiatric
in group | neurological pure morbidity(disorder) co-morbidity

diagnosis psychiatric (symptom)
morbidity
High 48 21 4 7 16
school and
above
Below 52 25 7 5 15
high school
education
Total 100 46 11 12 31
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Table 5:Family Incomewise distri. of 100 patients attending neurology OPD

Family | No of No of No of No of patients with No of
Income | patients patients patients psychiatric co- patients
in with pure | with pure | morbidity(disorder) with
group | neurological | psychiatric psychiatric
diagnosis morbidity Cco-
morbidity
(symptom)
Below 60 27 7 7 19
18000
Rs per
month
18000 40 19 4 5 12
and
above
per
month
Total 100 46 11 12 31

No of patients with psychiatric co-
morbidity( symptom)

No of patients with psychiatric co-
morbidity(disorder)

No of patients with pure psychiatric
morbidity

No of patients with pure
neurological diagnosis

=7
4

,
—,

No of patients in group

0 10 20 30 40 50 60

118000 and above per month

M Below 18000 Rs per month
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Table 6:Marital status wise distribution of 100 patients attending neurology

OPD
Marital status No of | No of | No of | No of patients with | No of
patients | patients patients psychiatric co- | patients
in with  pure | with pure | morbidity(disorder) | with
group neurological | psychiatric psychiatric
diagnosis morbidity co-
morbidity
(symptom)
Married 69 31 9 6 23
Single( 31 15 2 6 8
Unmarried/divorced/widow)
Total 100 46 11 12 31
No of patients with psychiatric co-
morbidity( symptom)
No of patients with psychiatric co-
morbidity(disorder)
= Married
No of patients with pure psychiatric
morbidity 1 Single(
Unmarried/divorced/widow)
No of patients with pure
neurological diagnosis
No of patients in group
20 40 60 80 100
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Table 7: Residence wise distribution of 100 patients attending neurology OPD

Residence | No of No of No of No of patients with No of
patients | patients patients psychiatric co- patients
in with pure | with pure | morbidity(disorder) with
group | neurological | psychiatric psychiatric
diagnosis | morbidity Cco-
morbidity
(symptom)
Urban 85 38 10 8 29
Non- 15 8 1 4 2
urban
Total 100 46 11 12 31

100

[JNon-urban

M Urban
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Table 8 : psychiatric co-morbidity/ morbidity amongst 100 patients attending

neurology OPD

Psychiatric morbidity/co-morbidity

No. of patients

Only neurological disorder( No psychiatric co-morbidity) 46
Only psychiatric morbidity(primary psychiatric condition—No 11
neurological morbidity)

Psychiatric co-morbidity disorder(DSM-V) 12
Psychiatric co —morbidity symptoms( positive in BPRS scale 31
but not fitting in disorder as per DSM-V criteria)

Total 100

. _

B Only neurological disorder( No
psychiatric co-morbidity)

m Only psychiatric
morbidity(primary psychiatric
condition—No neurological
morbidity)

m Psychiatric co-morbidity
disorder(DSM-V)

Psychiatric co —morbidity
symptoms(not fitting in disorder
as per DSM-V criterias)
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Table 9: Neurological diagnosis-wise distribution of 100 patients attending

neurology OPD
Neurological diagnosis N(_) of
patients

Epilepsy /seizure disorder 44
Migraine and other Headaches 26
CV stroke 5
Parkinsonism and movement disorders 5
Peripheral neuropathy 4
Trigeminal neuralgia 3
Vertigo 1
Others 1
No neurological diagnosis( Primary psychiatric diagnosis) 11
Total 100
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Tablel0: Psychiatric diagnosis

wise distribution of 23 patients attending

neurology OPD having conclusive psychiatric diagnosis ( as per DSM-V)

Psychiatric diagnosis Patients with Patient with Total
primary psychiatric psychiatric co-
diagnosis( DSM-V | morbidity disorder
criteria) (DSM-V criteria)
Major depressive 4 6 10
disorder(MDD) (43.47%)
Persistent depressive 2 1 3(13.04%)
disorder
Psychotic disorders 2 1 3(13.04%)
Somatic symptom 1 2 3(13.04%)
disorder
Bipolar mood disorder 1 1 2(8.7%)
Conversion disorder 1 0 1(4.35%)
Anxiety disorders 0 1 1(4.35%)
Total 11 12 23
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Tablell: Psychiatric diagnosis wise distribution of 44 patients attending
neurology OPD having epilepsy/seizure disorder ( as per BPRS scale and
DSM-V)

Psychiatric diagnosis Epilepsy /seizure disorder patients with psychiatric
co-morbidity (BPRS scale and DSM-V criteria)

Depression symptom 7 (15.9%)
Anxiety symptom 7(15.9%)
Somatic concern symptom 4 (9.1%)
Major depressive disorder(MDD) 4(9.1%)
Persistent depressive disorder 1(2.3%)
Bipolar mood disorder 1(2.3%)
Somatic symptom disorder 1(2.3%)

No psychiatric symptoms/disorder 24(54.5%)

Total 44

B Depression symptom

W Anxiety symptom

W Somatic concern symptom
Major depressive disorder(MDD)

54.50%

M Persistent depressive disorder

M Bipolar mood disorder

9.10%
Somatic symptom disorder

0,
2_30%j2.30% 2.30% No psychiatric symptoms/disorder

Pie Chart: Psychiatric diagnosis in epilepsy patients attending neurology OPD
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Table 12:Psychiatric diagnosis-wise distribution of 26 patients attending

neurology OPD having migraine/other headaches (as per BPRS scale &DSM-
V)

Psychiatric diagnosis Migraine/headaches patients with

psychiatric co-morbidity disorder (BPRS
scale & DSM-V criteria)

Anxiety symptom 11(42.3%)

Depression symptom 4 (15.38%)

Somatic concern symptom 3 (11.53%)

Major depressive disorder(MDD) 2(7.7%)

No psychiatric symptoms/disorder 10(38.46%)

Total 26

B Anxiety symptom

 Depression symptom

W Somatic concern symptom

Major depressive

disorder(MDD)

 No psychiatric
symptoms/disorder

Pie chart: Psychiatric diagnosis in Migraine/headaches patients attending

neurology OPD
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Table 13 : Demographic profile wise patient distribution

Demaographic Groups No of No of No of No of No of
profile patients patients patients patients patients
in with pure | with pure with with
group | neurological | psychiatric | psychiatric | psychiatric
diagnosis | morbidity co- co-
morbidity | morbidity
(disorder) (
symptom)
Age < 40 years 60 28 5 8 19
40 years and above 40 18 6 4 12
Gender Male 55 31 6 3 15
Female 45 15 5 9 16
education High school and above 48 21 4 7 16
Below high school 52 25 7 5 15
education
occupation Semiskilled and above 58 23 4 10 22
Below semiskilled 42 23 7 2 9
Family income Below 18000 Rs per month 60 27 7 7 19
18000 and above per month 40 19 4 5 12
Socioeconomic Upper and middle 57 26 5 6 20
class class(score more than 10)
Lower class(10 or less 43 20 6 5 11
score)
Marital status Married 69 31 9 6 23
Single( 31 15 2 6 8
Unmarried/divorced/widow)
Residence Urban 85 38 10 8 29
Non-urban 15 8 1 4 2
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Table 14 : Demographic profile wise patient distribution-percentage wise and

statistical significance

Demographic Groups No of No of No of (p-Value)
profile patients patients patients with Statistical
in with pure psychiatric significance
group | neurological | morbidity/co g
diagnosis morbidity
Age < 40 years 60 28 (46.67%) | 32 (53.33%) 0.87
40 years and above 40 18(45%) 22(55%)
Gender Male 55 31(56.37%) | 24(43.63%) 0.02
(significant)
Female 45 15(33.33%) | 30(66.66%0)
education High school and above 48 21(43.75%) | 27(56.25%) 0.66
Below high school 52 25(48.08%) | 27(51.92%)
education
occupation Semiskilled and above 58 23(37.94%) | 36(62.06%0) 0.09
Below semiskilled 42 23(57.15%) | 18(42.85%)
Family income | Below 18000 Rs per month 60 27(45%) 33(55%) 0.80
18000 and above per month 40 19(47.5%) 21(52.5%)
Socioeconomic Upper and middle 57 26(45.62%) | 31(54.38%) 0.92
class class(score more than 10)
Lower class(10 or less score) 43 20(46.52%) | 23(53.48%)
Marital status Married 69 31(44.9%) 38(55.1%) 0.79
Single( 31 15(48.39%) | 16(51.61%)
Unmarried/divorced/widow)
Residence Urban 85 38(44.7%) | 47(55.3%) 0.54
Non-urban 15 8(53.33%) | 7(46.66%)
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Table 15: Percentage wise Psychiatric diagnosis ( symptom/disorder —as per
BPRS scale and DSM V criteria) in 100 patients attending neurology OPD

Psychiatric diagnosis ( as per BPRS scale and | No/percentage of patients out

DSM-V criteria where applicable) of Total 100 OPD patients (

BPRS scale and DSM-V
criteria)

Anxiety( symptom) 14

Major depressive disorder(MDD) 10

Depression (symptom) 7

Anxiety with depression(symptoms) 4

Persistent depressive disorder 3

Psychotic disorders 3

Somatic symptom disorder 3

Bipolar mood disorder 2

Anxiety ,depression & somatic 2

concern(symptoms)

Somatic concern (symptom) 2

Conversion disorder 1

Anxiety disorders 1

Anxiety with somatic concern(symptoms) 1

Depression with somatic concern(symptoms) 1

No psychiatric diagnosis(symptom/disorder) 46

Total 100
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[ No/percentage of patients out of Total 100 OPD patients ( BPRS scale and DSM-V...

Depression with somatic...
Anxiety with somatic...

Anxiety disorders
Conversion disorder
Somatic concern (symptom)

Anxiety ,depression & somatic...

Bipolar mood disorder
Somatic symptom disorder
Psychotic disorders

Persistent depressive disorder

Anxiety with...

Depression (symptom)
Major depressive disorder(MDD)
Anxiety( symptom)

14
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DISCUSSION

e Prevalence of psychiatric morbidity/co-morbidity in Neurology OPD

In our study, we found 54% patients with psychiatric co-morbidity/ morbidity out

of 100 patients in neurology OPD .

Similar study of “Psychiatry Morbidity In Patients Attending Neurological
Outpatient Department “by Javid Ahmad. et al found 300 patients (60%) out of 500

had psychiatric diagnosis.®

The prevalence of psychiatric illness (as determined by the psychiatric interview) in
neurology inpatients in a tertiary referral center was found to be 51.3% in Psychiatric

disorders in inpatients on a neurology ward by Kate Jefferies et.al in 2007®-(4)-

The results of our study show similar results with regard to co-morbidity and

morbidity as studies mentioned above.

This clearly emphasizes that neurological and psychiatric issues are not mutually
exclusive. Not only both can co-exist but also sometimes one can be mistaken for
other. Therefore, there is urgent need for the neurologist to have high degree of
suspicion for the existence of psychiatric complaints in patients primarily attending
neurology OPD so this huge amount of psychiatric morbidity does not go

unaddressed.
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¢ Prevalence of psychiatric symptoms in neurology OPD patients

In our study, patients with anxiety are 14% , depressive symptoms are 7% , both

symptoms are 4% . There are 10% patients with major depressive disorder.

In the similar study “Psychiatric Co-morbidity in Neurological Disorders: Towards
a Multidisciplinary Approach to lliness Management in the United Arab Emirates by
Taoufik Alsaadi, Seada Kassie et al”®% | there was 39% prevalence of depressive
symptoms , 34% rate of anxiety and 35.4% concurrent rate of both disorders. There

the sample size was 395 patients.
This difference in both studies may be due to small sample size .
e Prevalence of psychiatric co-morbidities in epilepsy/seizure patients.

In our study , out of sampled patients with epilepsy and seizure disorders ,there were
15.9% patients with depressive symptoms and 9.1% with major depressive disorder.

Overall 45.4% patients with epilepsy had Psychiatric Comorbidity or Morbidity.

In the study of Psychiatric Comorbidities and Outcomes in Epilepsy Patients: An
Insight from a Nationwide Inpatient Analysis in the United States by Rikinkumar S
Patel, Ahmed Elmaadawi et al“? of 440 epilepsy patients , 13% had depression. It is
estimated that there is 39.9% prevalence of psychiatric morbidities in patients with

epilepsy: 101D
There is similarity in percentage of patients in Epilepsy with depression.

In the study of Psychiatric disorders in Neurology at department of Neurology at

Tuzla University, the prevalence of depression in Epilepsy ranges from 20 to 55 %.
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Depression that occurs in epilepsy tends to be episodic and appears most often when
the epileptic foci affect temporal lobe of the non-dominant cerebral hemisphere. The
importance of depressive symptoms may be attested to by the increased incidence of
attempted suicide in people with epilepsy. So, if early diagnosis of depression is made
with high degree of suspicion in such epilepsy patients having long course of illness
and addressed/ treated timely, patient can have good quality life and better

compliance for treatment to primary illness-epilepsy.

e Prevalence of psychiatric co-morbidities in migraine/headaches patients.

In our study, out of patients with Migraine and other headaches , 42.3 % have anxiety
symptoms , 15.38% have depressive symptoms, 7.7% with Major depressive

disorder.

In the Study of psychiatric co-morbidity in patients with headache using a short
structured clinical interview in a rural neurology clinic in Western India by Soaham
Dilip Desai et al. , 49 out of 101 (48.5%) patients with headache suffered from
depressive disorders (dysthymia or depression or suicidality), 18 out of 101 patients

with headache (17.90%) suffered from anxiety related disorders
The results may be different due to different population sample.

Migraine and other chronic daily headaches are common in people who suffer from
anxiety disorders. Also people who suffer from migraine have anxiety regarding
future episodes of migraine due to debilitating nature. Anxiety can be in form of
generalized anxiety disorder, panic disorder, panic attacks and specific phobias. So,

detection and treatment of anxiety disorders can be helpful in migraine.
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Role of Socio-Demographic factors with Psychiatric morbidities/

comorbidities.

1. Age: In our study, one group of patients with age < 40 years included 60 % of

total patients - out of which 53.3% patients had some psychiatric morbidity/co-
morbidity.
Remaining group of patient with age 40 years and above included 40% of total
patients-out of which 55% patients had some psychiatric morbidity/co-
morbidity.
The minimal difference amongst these two groups was found to be statistically

insignificant (p-value 0.87 on chi-square test).

. Gender: In our study, male patients included 55 % of total patients - out of

which 43.63% patients had some psychiatric morbidity/co-morbidity. Femal
patients included 45% of total patients-out of which 66.66 % patients had some
psychiatric morbidity/co-morbidity.

The difference amongst these two groups was found to be statistically
significant (p-value 0.02 on chi-square test).

In the spectrum of mental health, women are two to three times more likely to
be diagnosed with depression and anxiety, some reasons being violence against
women, hormonal changes during menarche, pregnancy and postmenopausal

phases, social adjustment issues etc.

. Marital Status: In our study, married patients included 69 % of total patients

- out of which 55.1% patients had some psychiatric morbidity/co-morbidity.
Single patients (unmarried/divorced/widowed ) included 31% of total patients-

out of which 51.61 % patients had some psychiatric morbidity/co-morbidity.
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The difference amongst these two groups was found to be statistically

insignificant (p-value 0.79 on chi-square test).

. Education: In our study, patients with below high school level education
included 48 % of total patients - out of which 56.25% patients had some
psychiatric morbidity/co-morbidity.

Patients with high school level and above education included 52 % of total
patients - out of which 51.92% patients had some psychiatric morbidity/co-
morbidity.

The difference amongst these two groups was found to be statistically

insignificant (p-value 0. 66 on chi-square test).

. Occupation: In our study, patients with semiskilled and above level
occupation included 58 % of total patients - out of which 62.06% patients had
some psychiatric morbidity/co-morbidity.

Patients with below semiskilled level occupation included 42 % of total
patients - out of which 42.85% patients had some psychiatric morbidity/co-
morbidity.

The difference amongst these two groups was found to be statistically

insignificant, however.( p-value 0. 09 on chi-square test).

. Family income: In our study, patients with below 18000 per month family
income included 60 % of total patients - out of which 55% patients had some
psychiatric morbidity/co-morbidity.
Patients with high school level and above 18000 per month family income
included 40 % of total patients - out of which 52.5% patients had some
psychiatric morbidity/co-morbidity.
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The difference amongst these two groups was found to be statistically

insignificant (p-value 0. 80 on chi-square test).

. Socio-economic Status: The quality of life, reflected by socio-economic status
always has a major impact on both physical and mental health of individuals.
In our study, one group of patients with upper /middle class included 57 % of
total patients - out of which 54.38% patients had some psychiatric
morbidity/co-morbidity.

Remaining group of patient with lower socio-economical class included 43%
of total patients-out of which 53.48% patients had some psychiatric
morbidity/co-morbidity.

The minimal difference amongst these two groups was found to be statistically

insignificant (p-value 0.92 on chi-square test).

. Residence: In our study, urban patients included 85 % of total patients - out of
which 55.3% patients had some psychiatric morbidity/co-morbidity.
Non-urban patients included 15 % of total patients - out of which 46.66%
patients had some psychiatric morbidity/co-morbidity.

The difference amongst these two groups was found to be statistically

insignificant (p-value 0. 54 on chi-square test).
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SUMMARY

In our study of 100 patients, we found 54 % of patients attending neurology OPD
having psychiatric morbidities/co-morbidities, out of which 11 % had primary (pure)
psychiatric diagnosis instead of having any neurological disorder suggestive of
overlap of symptoms/perception of symptoms amongst neurology and

neuropsychiatry.

The socio-demographic factors —age, education, family income, socioeconomic class,
marital status had overall no statistically significant difference in prevalence of

psychiatric morbidities/co-morbidities when divided into two equivalent subgroups.

Factors like occupation and residence had differences in prevalence of psychiatric
morbidities/ co-morbidities but statistically these differences were insignificant (p
value > 0.05).

Females had significantly higher prevalence of psychiatric illness than males and the

difference was statistically significant when subjected to analysis (p-value 0.02).

Amongst psychiatric morbidities/co-morbidities, commonest was symptoms of
anxiety (14%) followed by major depressive disorder (10%) and depressive

symptoms(7%).

Most common neurological diagnosis were epilepsy/seizures (44%) followed by

migraine/headaches (26%).

Symptoms of anxiety (16%) and depression (16%) were most common of prevalent

psychiatric co-morbidities in epilepsy/seizure patients.
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Symptoms of anxiety (42%) were most common of prevalent psychiatric co-

morbidities in migraine/headache patients.

36



CONCLUSION

Psychiatric morbidities/co-morbidities account for more than half of neurology OPD
patients even at tertiary hospital having separate departments for neurology and
psychiatry. Symptoms of some neurological illness are overlapping with psychiatric
diagnosis and hence it is common for a layman to attend neurology OPD seeking help
despite of having psychiatric morbidity/ co-morbidity and it is quite evident in our
study also. Need of hour is creating awareness regarding possibility of presence of
psychiatric ailments in form of primary diagnosis or co-morbidity with neurological
disorder which will lead to seeking timely help of psychiatrist for early diagnosis

and treatment .

Cross-reference in tertiary hospital from neurology to psychiatry, higher referral from
primary health centre level to available psychiatrist, penetration of specialist services
of psychiatrist in remote places up to primary health care level and awareness
amongst patients/ layman regarding existence of psychiatric illnesses along with or

without neurological illnesses are requirements of present era.
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FUTURE SCOPE

® | arger studies in more than one institute could substantiate our findings
because sampling in our study included patient attending tertiary hospital in
urban locality. Data from health care facility at secondary or primary level and

data including rural population might give additional findings.
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ANNEXURES

® Consent Forms
® Semi-structured Proforma

® Brief Psychiatric Rating Scale version 4.0
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CONSENT FORM
Date:

[, ,am giving

consent voluntarily to enroll myself in the research project conducted by Dr .
KESHA M. KHETANI, who is a post graduate student in Psychiatry at B J
Medical College, Ahmedabad. This study is about “A Study of Psychiatric
Morbidity and Comorbity in patients attending Neuorology OPD ”. | am
informed about the procedure of this study. I know that it is a non-commercial and
educational study. I am informed that my identity and the results will be kept
confidential throughout the study and the results will be used for research purpose
only. I am not provided any remuneration for participation in this study. I also
know that | am free to withdraw the consent at any time during the study. I give

consent on my own free will.

Signature

Name:

Address:
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SEMI STRUCTURED PROFORMA:

Sr. No:
Name of the patient:
Age (in years):
Sex: Male/Female
Education: Profession /Postgraduate or Graduate/Post High School
Diploma/High School/Middle School/Primary School/llliterate
Occupation: Professional /Semi-professional/Clerical, Shop owner/Skilled
worker/Semi-skilled worker/Unskilled/Unemployed
Family Income: >41430/20715-41429/15536-20714/10357-15535/6214-
10356/2092-6213 2/<2091
Socioeconomic  class:  Upper/Upper  Middle/Lower  Middle/Upper
Lower/Lower
Marital Status: Single/Married/Seperated/Divorced/Widowed
Area of Residence: Rural/Urban
Neurological diagnosis :
Duration of symptoms of neurological diagnosis:
BPRS SCORE —
Presence of a DSM-V diagnosis: Yes/No If yes, diagnosis:
Time When Psychiatric Symptoms Started:
Past History :
Family History:

Substance History :
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Brief Psychiatric Rating Scale (BPRS]

(Version 4.0)

Patient Name: Date:

Rate items 1 through 14 on the basis of patient’s self-report during interview. Mark “NA" for symptoms
not assessed. Note items 7, 12, and 13 are also rated on observed behavior during the interview.

Provide examples. NA 1 2

3 4 5 [ 7
Not Not Very Mild  Moderate Moderately Severe Extremely
Assessed Present Mild Severe Severe

1. Somatic Concern
2. Anxiety
3. Depression
4. Suicidality
5.Guilt
6. Hostility
7. Elevated Mood
8. Grandiosity
9. Suspiciousness

10. Hallucinations

11. Unusual

Thought Content
172.7Biizar7r; Behﬁrﬁ
13. Self-neglect
14. Disorientation
Rate items 15 through 24 on' the basis of patient’s Sbsorvod be

15. Conceptual
Disorganization

16. Blunted Affect

17. Emotional Withdrawal
18. Motor Retardation
19. Tension

or ; h during the lntor\dow.

L

20. Uncooperativeness
21. Excitement

22. Distractibility

23. Motor Hyperactivity

24. Mannerisms and
Posturing

Sources of information (check all applicable): Explain here if validity is questionable:

Patient Symptoms possibly drug induced

Parents/relatives Underreported due to lack of rapport
Mental health professional Underreported due to negative symptoms
Chart Patient uncooperative

Difficult to assess due to formal thought disorder
Confidence in assessment: Other

1 =not at all — 5 = very confident

Adapted with permission from Manual for Expanded Brief Psychiatric Rating Scale [Expanded Version] developed at the UCLA Clinical
Research Center for Schizophrenia & Psychiatric Rehabilitation, Robert Paul Liberman, MD [Principal Investigator] and published in
Ventura J, Lukoff D, Nuechterlein KH, Liberman RP, Green MF, Shaner A. Training and quality assurance with the Brief Psychiatric
Rating Scale. Int J Methods Psychiatr Res. 1993,3:221-244.

MQ-36110 3000129001
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KEY FOR MASTER CHART

Name of column Key Details
Age 1 <40 Years
2 40 Years and above
Gender 1 Male
2 Female
Education 1 High school and above (Diploma, Graduate, Post-graduate,
professional)
2 Below high school (Middle school, Primary school,
illiterate)
Occupation 1 Semi-skilled and above (skilled, shop owner, semi-
professional, professional)
2 Below semi-skilled (unskilled, unemployed)
Family Income 1 <18,000 Rs.
(per month)
2 18,000 Rs. And above
Marital status 1 Married
2 Single
Area of 1 Urban
residence
2 Rural
Socio-economic 1 Score >10 (Upper, Upper-middle, Lower-middle class)
status
(Kuppuswamy
classification)
2 10 or less (Upper- lower, lower class)
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