free download: www.indianpsychiatryez.org

EASTERN JOURNAL OF

PSYCHIATRY

OFFICIAL PUBLICATION OF THE INDIAN PSYCHIATRIC SOCIETY: EASTERN ZONE
ISSN 0974-1313 Volume 12, Number 1& 2 February - August 2009

Journal Advisory Committee
Chairperson
Dr. Vinay Kumar

Members

Dr. D. Bhagabati (Assam)

Dr. Jiban Chakraborty (Tripura)
Dr. PK. Mohapatra(Orissa)
Dr. Prabir Paul (West Bengd)

Journal Committee
Chairperson

Dr. Kangkan Pathak

Members

Dr. PK.Singh (Bihar)

Dr. S. Akhtar (Jharkhand)

Dr. S.K. Das(Orissa)

Dr. R. R. Ghosh Roy (West Bengal)
Dr. Gautam Saha(West Bengal)

Ex-Officio Members

Dr. A. B. Ghosh
Dr.C. L. Narayan

Editorial Board

Editor
Dr. Kangkan Pathak
Associate Professor of Psychiatry

Eastern Journal of Psychiatry is the official\
publication of Indian Psychiatric Society —Eastern
Zonal Branch. Eastern Journal of Psychiatry
publishesorigind work inal fiddsof Psychiatry. All
correspondenceinc uding manuscriptsfor publication
should be sent to the Honorary Editor, Eastern
Journal of Psychiatry, L.G.B. Regiona Institute of
Mental Health, Tezpur, Assam, 784001, E-mail:
drkpathak@gmail.com

The material published in the Eastern Journal of
Psychiatry doesnot necessarily reflect the views of
the Editor or thelndian Psychiatric Society —Eastern
Zona Branch. The publisher isnot responsiblefor
any error or omission of fact.

The appearance of advertisements or product
information in the Journal does not constitute an
endorsement or approval by the Journal and/ or its
publisher of thequality or valueof the said product
or of clamsmadefor it by itsmanufacturer.

J

Published by
Editor, Indian Psychiatric Society,
Eastern Zonal Branch

Printed at

L.G.B. Regional Instituteof Mental Health, Tezpur, Assam, 784001 Bgoani Offset & Imaging SystemsPut. Ltd.

E-mail: drkpathak@gmail.com

Members

Dr. Kamal Narayan Kalita(Assam)
Dr. (Mrs,) KamalaDeka (Assam)
Dr. (Ms.) M. Jahan (Jharkhand)
Dr.N. M. Rath (Orissa)

Dr. SanjibaDutta (Sikkim)

Dr. Uday Chaudhury (West Bengal)

7 Lachit Lane, Rgygarh Road,
Guwahati-781007, Assam, India.

Distinguished Past Editors
Dr. S. Akhtar: 1998-2000
Dr. V.K.Sinha: 2001-2002
Dr. Vinay Kumar: 2003-2005

Onlineat : www.indianpsychiatryez.org

":F' Eastern J. Psychiatry. Vol.12, 2009



free download: www.indianpsychiatryez.org

Sofrk ﬁyallilgw A Division of ing

AculiplAculip -H

Amitiptyling M35 mg 125
SHITOL-200 Tab et S gk
Carbarmsrepire-23] mg L
sl 8 SHINE- 10/25/75 Tab
Fergizin sodum: M mgEmg Amitriptyline Bl 10 mg25 mgT5 mg
ol . XL - 25/50/100 Tab
Flvrpuie Socurs-20 mginl
Lona .52 Tab Seriraline- 25 mg/50 mai0d mg

gl g

AL - Tab & Syrup [ - 240

7 bt Vo290 g 8 Sy 206 gt Paniopeazok- 20 mgid mg
/" Soval Chrono328 Panido ']
,- Cavrded rdman Scdnm Vi proas + alros: w0k Paniogramia- 40 + Domparidomperidene 10 mp Tab

i Te Semirw Valproais - 300 mglDd mgitid mg Panido EEH

- - Pantoprazcle 4l mp + Domperidane 31
Anti-Psychotic Range Sustoad Halfiee Capuiies g

PROZINE-50/100/PLUS L0040 LV INJ.
s e i08 o SRRt Mt allng Tt :.#Mmm
LIeIW -1.5/5/10 Tab Exuivslect o Parcprazole 41 g
Hulopardol-1. 8mpiml & 10 mpinl
NEDOL-LIQUID BXT NEUROFIT Cop
Hakiperipe 2ngimi & 10 mgiel Fimcetam - mg
DELISTETT -1 mi Amp. NEQROFIT Cap

e Piracetam-500 mgS i
OLTHA -[A 2.5/5/7.5/10/15/20 ol
Eanzaping Mouth Heacking Tabs fjﬂfm s
Shiclam-5 Tab
m..;:.dm ‘ mﬂmmm:
Shiclam Plus-5/10 Tab Panal .
o it Ay
REPADONE- 1 /2 /3 /4 Tab :

P— |
Misperidone-1 mgizm ptimgitmy — !
S48 1Y RO 2O i
CERTIRCATIIN Y RANG -
. 1509001 _
we - Reghreed b
Mo ey | g

A Pharmaceutical House having
GMP and IS0 9001-2000 Certification by KPMG

Eastern J. Psychiatry. Vol.12, 2009 ':.E'



free download: www.indianpsychiatryez.org

EASTERN JOURNAL OF PSYCHIATRY

OFFICIAL PUBLICATION OF THE INDIAN PSYCHIATRIC SOCIETY: EASTERN ZONE

ISSN 0974-1313 Volume 12 Number 1&2 February - August 2009

CONTENTS

EDITORIAL
Psychiatry Education and 11" five year plan

ORIGINAL ARTICLES

Impacts of mine closure on the quality of life of the
neighboring Community

Ethnicity and Deliberate Self-harm

A comparative study of liver function test in agroup of
persons with alcohol dependence disorder

Culture and Somatization: A Psycho Social Perspective

Memory deficitsamong chronic alcoholics-
A hospital based study

Efficacy of psycho-education with the patients of
schizophrenia

Rel ati onship between executive function and problem
solving ability of schizophreniapatients

Prevalence of suicidal ideationin hospitalized
psychiatric patients

REVIEW ARTICLES
Physical complications of intravenous drug abuse:
A comprehensive review

Practical Management of Attention Deficit Hyperactivity

Disorder

CASE REPORTS
Folie Smultanée : A case report

Psychotherapeutic intervention of reactionsin amputation

: Two case studies

VIEW POINT
Effectiveteaching and training

CURRENT THEME
Suicidal Behavior in Drug Abused Patients

COMMUNICATION FROM ABROAD
Traumarepetition: interventionin psychologicaly safe
places

K. Pathak

PM.Rao, Khanindra Pathak
Aasifa Zaineb
AnumitaPushilal,

Kamal Narayan Kalita

Arif Ali, S.P Deuri, A.Baruah,
S.K.Deuri

L Roshan Singh, S GojendraSingh,

M Akshayakumar Singh, N Heramani
Singh and R.K. Lenin Singh

Pushpa, Divya Prasad, Smita Hemrom,
Masroor Jahan, A.N.Verma,

Amool R. Singh

Susmita Halder, Akash Kumar Mahato

Rajni Bala, Masroor Jahan

Kaustav Chakraborty, Debasish Basu

Rajeev Banhatti and K. Dwivedi

C.L.Narayan, Mridula Narayan

Akash Kr. Mahato, Susmita Halder

K.N. Dwivedi

Arabinda Brahma

Claudio Mochi

10
16

37

41

49

71

"F' Eastern J. Psychiatry. Vol.12, 2009



free download: www.indianpsychiatryez.org

Ouetiapine fumarate

FUSTaieD Felaase 10000 T00my
Paliris
PALIPERIDONE
Extended Release Tablets 3/6/9 mg

TOXETOL JXR

Chocarbazepine 150/300/460M00 mg tablats exianded releaso

Etirest

EtiZolam osn mg Tabkts

BENFOMET
IR SR P O

Symbimsis

B il S 1T e S B S et v T
sy mns At Bares Pasas, freled B Vkerdadd - 8 0 Sl

Eastern J. Psychiatry. Vol.12, 2009 @



free download: www.indianpsychiatryez.org

EDITORIAL

Psychiatry Education and 11* fiveyear plan

Kangkan Pathak

L.G.B. Regional Institute of Mental Health, Tezpur, Assam, 784001

Mental health though anintegral component of health has
often been neglected. Mental illnesses have gained
recognition asamajor public health problem only in recent
years. Why mental health needs important public health
priority is well-documented and extensively reviewed
elsewhere. Mental and behavioural disorders account for
12 per cent of global burden of disease. The WHO (World
health report, 2001) has drawn attention to the fact that
of the nearly 45 crores estimated to be suffering from
mental and behaviour disorders globally, only a small
minority is adequately cared for. The global prevalence
of mental and behavioural disorders among the adult
population is estimated to be 10 per cent and contributed
to four of theten leading causes of disability, with onein
four families suffering from burden. Populations living
under rapid social change, disasters, conflict situations,
migrant popul ations and poor, are at higher risk of mental
disorders and their psychosocial needs are more. It is
estimated that by 2020, 15 per cent of the DALY's lost
would be dueto mental and behavioural disorders, up from
10 per cent in 1990 and 12 per cent in 2000. Thelifetime
prevalence of developing one or more mental and
behavioural disordersisestimated to be 25 percent. Putting
together all neuropsychiatric conditions, the proportional
contribution to the total years lived with disability was
23.3 per cent (Male 24.2 per cent, female 24.9 per cent).
Theburdenis40 per cent if the most productive age group
(15-44 years) is considered (WHO, 2001)* 2. The
prevalence of major mental illnessisfoundto beequal in
both developing and developed countries. The minor
mental illnesses are several folds higher than this. About
sevento eight per cent of Indian population isfacing some
sort of mental problem, of which over 1.5 per cent need
specia care. So, the magnitude of the problem and its
direct and indirect burden in the community isenormous.
Unfortunately, majority of these cases remain
unrecognized and untreated in our country. The stigma
attached to mental illnesses, lack of awareness, non-
availability of health services, abysmally low trained
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mental health professionals, non-affordability are some
of the factors which prevent mentally ill personsto seek
treatment at an early stage. Effective interventions in
mental conditions include medicines, psychological
interventions, socia interventionsand rehabilitation. Based
ontheglobal experience, the collectiveclinical wisdomis
to provide caretothementally ill personinthe community
and not to isolate them within the four walls of mental
hospitals. The integration of mental health care with
primary health care is the widely accepted approach.
There is also sufficient evidence to show that specific
and focused care can be provided by a wide variety of
community resources like the family members, school
teachers, volunteers, and the ill-persons themselves® 4.
Besides curative approach, a number of measures can be
taken to prevent some of the mental disorders and to
promote mental health. Life skillseducation of adolescents
is known to enhance self-esteem and also to prevent a
number of mental health problems. Interventions at the
preschool level can prepare the children for better
development and fuller utilization of the educationinthe
schools.

Creating mental health awareness in the general
population isan oft-repeated s ogan in different platforms.
Misconception and stigma related to mental illness is
rampant not only among theilliterate people—itiswidely
prevalent even among the educated section of the society.
Even today mental illnesses are often treated by faith
healers or by some traditional methods. People have
misconceptions about mental hospital and methods of
treatment. In spite of the National Metal Health
Programme, launched by the Government of Indiain 1982
and the Mental Health Act passed by the Supreme Court
of Indiain 1987, the scenario has not changed much. Itis
sad but true that some of the non-psychiatry specialists
and general practitionersare also not freefromthis stigma
and misconception. It is not very uncommon experience
for many mental health professional sthat our patientsare
denied the much-needed anesthesia, operation or some
other invasive procedure in the pretext of one or other.
But the solefactor whichisworking in such casesisstigma
and ignorance about mental illness. When a person with
some cardiac, neurological or other systemicillnessesare
aso suffering from psychiatric illness, which is severe
enough to affect the quality of life - often the concerned
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specialists are reluctant to refer him to psychiatrist lest
their patient will be offended. There are ample evidences
where the patient is willing to consult a psychiatrist for
their psychological problem but the treating specialists
forbid him /her to take psychotropics. Even mental health
professionals often fail to take a proactive role in such
cases. Lack of exposureto psychiatry in medical training
is to blame for all these unfortunate happenings.
Physicianswith favorabl e attitudestoward psychiatry have
had significantly more exposure to psychiatry coursesin
medical school®. Inclusion of psychiatry as examination
subject in the undergraduate curriculum like in the West
isconsidered asolution for these biases. The global burden
of disease dueto neuropsychiatric disordersistoo highto
beignored. Eventhe Bhore Committee ( 1946), Mudaliar
Committee (1962) and National Health Policy (1983)
emphasized training of undergraduates students in
psychiatry and training nonpsychiatrists in the basic
principlesof psychiatric diagnosisand treatment.” Though
Medical Council of Indiahasan ambitious curriculumon
psychiatry at M.B.B.S. level and in spite of
recommendations of various committees, including one
by Medical Council of Indiaitself, to make psychiatry a
separate subject, it isstill taught asan allied discipline of
Medicine?. In spite of sincereeffortsof Indian Psychiatric
Society for inclusion of psychiatry in undergraduate
curriculum there is no progress so far. From western
experiences it is suggested that an increase in the time
devoted to psychiatry in the undergraduate timetable is
not cost-effectivein terms of improved recruitment, but
surely it isamatter of quality not quantity®.

Indiawas one of thefirst devel oping countriesto develop
and implement aNational Mental Health Programme. The
National Mental Health Programme was started in 1982
with the objectives of making available basic mental health
careto all of the population; application of mental health
in social development and to promote community
participation using the existing public health infrastructure.
It was initiated by the Government of India to integrate
mental health with other health services at rura level.
The initia district level model developed in the Bellary
district of Karnataka extended to 27 districtsand later on
to 100 districtswith the basi ¢ approach to integrate mental
health with general health care to cover a larger
population.

The programme failed to achieve its objectives in many
ways. It came under criticism for its emphasis on
identifying and treating severe mental disorders, while
not addressing common mental disorders which areequally
disabling. Implementation of National Mental Health

Programme has been hindered by agreater focusonillness
rather than on comprehensive mental well-being. Scant
budgetary allocation in mental health isanother obstacle
for successful implementation of the programme. Till
recently lessthan one per cent of India stotal health budget
isspent on mental health, with alarge chunk being devoted
to communicable diseases. There are certain areaswhich
were not been given adequate attention in the National
Mental Health Programme. The life skills education for
adolescents and youth is still in itsinitial phase in few
centres. In spite of the attention to suicide by farmers,
thenumber of centresproviding suicidepreventionislimited
to a few centres only. The excellent model of disaster
mental health care has not been apart of the past National
Mental Health Programme efforts. The human resource
development to meet the needs has not been addressed.
The issues of rapid social change and the ways to help
populations experiencing theill effects of these changes
arestill not asubject of attention. The current modelsare
largely rural population oriented and viable models for
urban populations are far away in development.®

A large number of people with mental problems do not
seek help out of ignorance, for fear of stigmaor for lack
of service. The problem has been compounded as the
number of trained mental health professionals capabl e of
dealing with the problem was totally inadequate to the
proportion of population requiring the help. This is
considered an important reason for the poor achievement
of National Mental Health Programme. There are only
3,500 psychiatrists to treat around 9 per cent of the
population that suffers from mental disorders. The
professionals in the allied fields are also less. For every
100,000 people, Indiahas 0.4 psychiatrists, 0.04 psychiatric
nurses, 0.02 psychologists and 0.02 social workers and
0.25 psychiatric beds, according to 2001 figuresby WHO?.
Just one psychiatrist is available for every 3-lakh
population. The psychiatrist-populaionratioinrural areas
is estimated at less than one for every million. As per
recent government notification the estimated requirement
is 11500 psychiatrists, 17250 clinical psychologists, 23000
psychiatric social workers and 3000 psychiatric nurses.
So, there is acute shortage of qualified mental health
professionals. But the number of psychiatrists required
depends on the role of psychiatry, which changes from
generation to generation. It al'so varies from country to
country. The dearth of psychiatrists is not a problem of
developing country like India alone. Though the reasons
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are different, even the western countries are also facing
crisisinrecruitment in psychiatry. Crucia point iswhether
the psychiatrist’srole is confined to diagnosis and
prescription (or care planning) or whether it alsoinvolves
psychological treatment. Comprehensiveassessment can
bedoneonly by doctors, but psychotherapy and continuing
support can be provided by nursing staff, psychol ogists,
social workers and other professionals.

The existing training infrastructure in India produces
approximately 320 psychiatrists, 50 clinical psychologists,
25 psychiatric social workersand 185 psychiatric nurses
per year. Lack of manpower, both medical and non-
medical, isthe main obstaclein implementing the National
Mental Health Programmein the previous Five year plans
and to tackle this in the 11" five year plan (2007-2012)
the National Mental Health Programme isrevamped and
set for expansion with a proposed outlay of over Rs.1,
000 crores. The 11th Five Year Plan recognizes the
importance of mental health care and aimsto concentrate
on providing counselling, medical services, and establishing
help linesfor all, especially people affected by calamities,
riotsand violence. The need for mental healthinterventions
is also identified by National Farmers Commission to
address the growing problem of farmers’ suicides.

The Cabinet Committee on Economic Affairs recently
approved the National Mental Health Programme for
Manpower Development. At least 11 Centres of
Excellence of Mental Health & Neuro-Sciences are
proposed to be established by upgrading and strengthening
identified existing mental health institutes/hospitalswith
budgetary support up to Rs. 30 crores per center. This
would result in increase in at least 44 PG seats in
Psychiatry, 176 M.Phil seat Clinical Psychology and
Psychiatric Social Worker each and 220 seatsin Diploma
in Psychiatric Nursing. Other training centres like
Government Medical Colleges General hospitals/Staterun
mental health ingtituteswould also be supported for starting
PG courses or increasing the intake capacity for PG
training in mental health with support of upto Rs. 51 lakh
to Rs. 1 crore per PG department. Thisschemeisexpected
to further generate about 60 psychiatrists, 240 clinical
psychologists, 240 Psychiatric Social Workers and 600
Psychiatric nurses per year. The state government should
make a firm commitment to take over the entire funding
of the scheme after 11™ five year plan period. Suicide
prevention will be an important part of the programme
since such cases have shown an increase |ately.
Establishment of Regional Institutesof Mental Health and
Neuro Sciences, involving voluntary groups, raising

awareness about mental diseases and monitoring and
evaluation are some other components of the re-energised
National mental health programme. It isproposed to extend
the district mental health programmesto moredistrictsin
a phased manner. All mental health hospitals would be
modernized and the district authoritieswoul d be asked to
go for community mental health services, life skill
education and counseling in educational institutions.
Workplace stress management is also important
component of the district mental health programme. The
existing health staff in the districtswoul d be provided short-
term training to deliver basic mental health services. The
programme also requires setting up of State and District
Cellsfor implementing the programme, training being an
important component. The State Mental Health Cell will
be established with Central assistance to supervise and
implement the programme and function as technical
support team to assist the state nodal officer. There is
aso aplanto have drug distribution centres on the pattern
of Directly Observed Therapy Short-course (DOTS)
Tuberculosis centresfor easy availability of psychotropic
drugs and effective monitoring. In the 11" Plan more
pragmatic and serious efforts are being made to empower
the disabled and focusing special attention on monitoring
mechanismsin order to fulfill the commitment of “Reaching
the unreached”. From the “Welfare Approach” in the 9
Plan the approach and focus has been shifted to a* Rights
based approach” in the 11" Plan. 11" Plan is based on
the Personswith Disabilities-PWD (Equal Opportunities,
Protection of Rights and Full Participation) Act (1995),
National Policy for Persons with Disabilities (2006) and
United Nation Convention for Rights of Persons with
Disability (UNCRPD). In the PWD Act mental illnesses
areasoincluded as so-called “ seventh disability”. In 11™
Plan, Disability Division of Ministry of Social Justice and
Empowerment will be upgraded into a separate
department. Office of the Commissioner Disabilities to
be strengthened so that they can perform more effectively
and ensure different Ministries Departments performs
their function.

For manpower devel opment the Medical Council of India
has promised to create more awareness among students
in medical colleges to take up postgraduate course in
psychiatry. The Medical Council has granted permission
during 2005-2008 to start Doctors of Medicine (MD) in
Psychiatry courses at 18 institutes and Diploma in
Psychological Medicine(DPM) coursein 7 ingtitutes. The
council also asked four institutes to increase the number
of seatsin MD (Psychiatry) course. This has resulted in
addition of 25 seatsin MD (Psychiatry) course and 8 seats
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in DPM course. Recently Medical Council of India has
given letter of permission to start or increase PG course
inPsychiatry to 17 institutionsin theyear 2009. Similarly
to face the acute shortage of Clinical Psychologists and
Psychiatric Social Workers in the District mental health
programme, it is decided to recruit personswith M.A. in
Psychology and MSW in Social work ontemporary basis
and to train them for 3 months about the programme and
itsimplementation. Regional centersareidentified for the
training in different regions of the country.

But manpower generation cannot be the only answer for
aleviating mental health related problemsin the society.
It is suggested that the overall effort should be to create
structures that will meet the long-term mental health
programme development in the country, as against the
focus on only rapid expansion of the current models of
care. There is a need to recognize that no amount of
progress in private psychiatry in Indiawill take usto the
goal of providing essential mental health care for the
majority®. Maintaining the quality of the post graduate
education in mental health should also be given a high
priority. General objective of the psychiatric training
programme is to enable the candidate to acquire
knowledge, skillsand desirable attitudesin the principles
and practice of psychiatry and gain aparticular proficiency
in the widely accepted theories and technique. It is
extremely important for residents to develop skill and
critical thinking regarding all aspects of psychiatric
treatments by the end of their training period. The
uniformity of the curriculum of different centres must be
ensured. With the rapid devel opment of the neuroscience,
frequent revision of syllabus becoming mandatory.
Providing theresidentsthe exposure to asufficient number
of patients with a variety of psychiatric disorders is
essential for a successful training programme. Rotations
provide excellent volume of patients with appropriate
supervision. Either too few or too many patients are not
ideal for competency based |earning. Supervised treatment
of areasonable number of patientsisnecessary. Training
in psychotherapeutic skillsinvolvesacombination of formal
lectures, demonstrations, observation, and practice
throughout the training period. Monitoring the quality of
teaching of the proposed new departments will be a
challenging task for the regulatory bodies. How the newly
devel oped department will provide exposure to adequate
number of cases of Child and Adolescent Psychiatry,
Geriatric Psychiatry, Substance abuse, Consultation-
Liaison Psychiatry, Forensic Psychiatry, Neurology and
supervise the training is noteworthy. This is crucial
because mere increase in number of professional is not

thegoal. Evaluation of training al so needsreconsideration.
Just one assessment at the end of the training period is
unlikely to judge the capability of candidatein true sense.
Rather than conventional methods, the Objective
Structured Clinical Examination (OSCE) isincreasingly
used for assessment of students. Adaptation of OSCE is
also tried for training of psychiatric residents and found
to be convenient, cost-effective with limited demands on
resources'.

To change the negative attitude of medical students
towards psychiatry, the psychiatric training in the
undergraduatelevel should beimproved. Training of more
allied mental health professionalsisalso necessary. There
must be clear guidelinesfor the different paraprofessionals
like counselors, volunteers and family level carers etc.,
who are part of the mental health programme.

Psychiatric intervention must start with sensitizing thefirst
line of contact in the community — schools, workplaces,
emergency psychiatry and primary healthcare providers.
Till psychiatry isincluded in undergraduate curriculum,
basic training should be provided to doctors so that they
could understand the basic symptoms of any mental
disorder and provide necessary counselling and treatment
to the people at the district level. This can prevent the
discrimination of mentally ill persons. Creating manpower
alonewill not solvethe problem if proper planisnot made
to retain thismanpower in the programme. For the young
mental health professionals attraction of greener pasture
in the West is too tempting. There are enough evidences
that personswith negligible exposureto mental health are
doing private practice as self-proclaimed experts and
hoodwinking the gullible public. The government aswell
asthe professional bodiesarein blissful ignorancetothis.
Coordinated efforts of professionals, policy makers,
stakeholders and non-government organizations are
necessary for successful implementation of the revised
National Mental Health Programme.

In a recent development, a taskforce of Union health
ministry has decided to scrap all regulatory bodies,
including the Medical Council of India, Dental Council of
India, Pharmacy Council and the Nursing Council and form
a single regulatory body- National Council for Human
Resourcein Healthin order to revamp the health education
in the country®!, The change is warranted as the existing
councilsfailedtowiddinasynergistic manner. The council
will be constituted as an autonomous body independent of
government controlswith adequate power including quasi-
judicial. This Council will oversee seven departments
related to medicine, nursing, dentistry, rehabilitation and
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physiotherapy, pharmacy, public health/hospital
management and allied health sciences. Thehealth ministry
has already readied the National Council for Human
Resource in Health Draft Bill, 2009. The Council will
perform not only the regulatory functions but also the
functions of assessment and accreditation of medical and
health institutions across the country. The council will
coordinate the entire gamut of medical and health
educationin India. Thiswill include drafting courses and
period of study, including practical training, subjects of
examination and standards of proficiency, conditionsfor
admissionsto courses, provide guidelines on curriculum
planning, monitoring and overseeing theimplementation
of undergraduate/postgraduate courses with flexibilities
for local specific module. Though all central and state
universitieswill conduct their own examinationsand award
degrees, the national council will conduct national level
exit examinations to standardize undergraduate/
postgraduate medical and allied health courses. The task
force has proposed that prominent hospitals across the
country be allowed to offer post-graduate courses. Seats
in post-graduate courses are so few that students have to
study what is given to them rather than what they want to
pursue. Only timewill say how much emphasisthe council
will giveto mental health.
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ORIGINAL ARTICLE

| mpactsof MineClosureon thequality of lifeof theneighboring Community

P.M.Rao, Khanindra Pathak*

Department of MMRE, Southern I1linois University, Carbondale, * Department of Mining Engineering, Indian Institute

of Technology, Kharagpur

ABSTRACT

The quality of life in the society in the neighborhood
of mining is result of gradual adoption of a
characteristic life-style that is highly influenced by
mining industry. There are number of attributes of a
family and the society that are affected by mining.
The overall realization of these impacts is reflected
on the quality of life. In order to sustain the societal
developments beyond the mine closure, it is
essential to plan post mining activities in the area.
To minimize the societal impacts on the nearby
communities, it is necessary to predict

the impacts of mine closure before closure planning
is initiated. However, there are no comprehensive
indicators and methodology to measure social impact
of mine closure. This paper highlights the results of
a study to quantify the degree of adverse effects of
mine closure on the quality of life of neighboring
communities adopting the Structural Equation
Modeling (SEM) and the Latent Variables Interaction
Modeling (LVM) techniques

Keywords : Mine closure, impact assessment,
structural equation modeling, latent variable
interaction modeling, quality of life

INTRODUCTION

The development of acountry islargely dependent on the
availability of raw materialsand energy source. Themining
industry provides the necessary fossil fuel or nuclear fuel
for the growing energy demands. It also supplies the raw
materialsfor steel making, aluminum extraction aswell as
all other metals required for sustaining the modern
civilization.
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Most of the mines are located in the remote areas and
surrounded by villages of economically and opportunity
deprived community. It should be noted that mining is a
temporary businessand every mining operationisboundto
face closure after resource exhaustion or change in the
economics of mining. Opening of anew minein aremote
areabringslot of socia changesin thevicinity. The people
copewith the changesand start living with anew life style
and the neighboring community becomes dependent onthe
mining operations. Therefore, mine closure can induce a
high level of social stress on the community and if not
adequately addressed in time can lead to socia unrest,
agitations and even terrorism. Hence, it is important that
mine closure is undertaken in a planned and effective
manner to avoid socia risks and reduce the post closure
liabilities and economic burden of the mining company as
well as of the government!.

Managing the environmental impacts of mining and
rehabilitation of mine land after closure have been major
concernsfor governmentsand mining companies’. . Inmost
of the countries, mining companiesare required to prepare
rehabilitation and reclamation plansbefore starting of mining
operations and require financial surety to ensure
reclamation®*®. Special funding arrangements are also
available to clear up abandoned mine sites™”. However,
such stringent regul ations have not been imposed to address
thelocal social and economicimpactsof mineclosure. The
stressesinduced by mine closure on the peoplelivinginthe
mining areas and impacts on the quality of life needsto be
addressed adequately.

Socio Economic Impacts of Mine Closure

Every stage of mining is associated with specific
environmental and social impacts, which often remain
sgnificant after closure. When mining operationsareinitiated
in aremote area, they bring sudden changes in the social
structure and supply/demand scenarios in the area. If a
mineral depositisfound below grown-up areas, themining
project callsfor rehabilitation of the project affected people
(PAP). The site-specific characteristics of mining industry
force the PAP for relocation. As mining progresses, large
influx of population to the area put strain on the existing
servicesand business structure. Servicesand infrastructure
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such as power, sewage and housing are devel oped to meet
increased popul ation which in turn increase tax burden on
the existing community?.

Further, impacts of mine closure on the community are often
severe. Mine closure is associated with loss of livelihood
of alarger fraction of the population of the mining areaand
results in a sharp decline in their standard of living. Such
experiences frequently induce anxiety and stress. The
strains on workers produce increased stress within the
family. The demoralizing effects of mine closure on the

Figure 1. Socio environmental impactsof miningduringitslife
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severe impact on the government’s ability to sustain its
services. It is, therefore, very important for governments
and communitiesto understand and plan for theeventuality
of mine closure. Figure 2 showsthe network of impacts of
mine closure which shows that there is a perpetua loop
which makestheimpacts are anever ending phenomenon.

There is no doubt that in a mining life cycle the issue of
mineclosureisvery crucia andimportant becausethe post
closureimpacts of unplanned closing of amine are severe
on the natural environment and the community!. Further,
abandoned mining sites continue
to pose potential threat to human
safety, health and environment!©,
The primary causes of all the
above impacts are loss of
employment, labor migration,
abandoning of service and
facilities, loss of community
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Feasibility Reports
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wider mining communities are evident in the deterioration
of the physicd environment, control over young peopleand
participationinthe community life. Onthe other side, mine
closure may result loss of community facilities and
withdrawal of informal services such as housing
maintenance and emergency services, whichwereprovided
by the mine management®. Figure lillustratestheimpacts
of mining on socia and natural environment at the different
phases of the mining life cycle.

Miningindustry playsamgjor roleinthediversified economy
of amining area by providing income, employment and
services. In most cases, the community and the mine
develop an interdependent relationship, in terms of
employment, services, infrastructure, environmental impact
issues, or taxes and royalties. Moreover, amajor portion of
government tax revenue comes from mining®. Thus, after
the mine closure government will not be able to maintain
the same level of income. Hence, closure may leave a

Public Hearing

DEVELOPMENT

Bulk-Solid Handling

Reclamation

Post Closure

Monitoring

cohesiveness and environmental
degradation’ which have close
relation with Quality of Life
(QOL). Current evidences
suggest that the demographic
variables, environmental
characteristics, health, leisure,
socio-economic status etc. arethe
potentia factorsinfluencing quality
of life of the people!!: 12,
Therefore, closure of amine may
have adverse affect on QOL of
thecommunities.

Figure2. Network of impactsof mineclosure.

Quality of Life Approach

Quality of Life (QOL) is an area of study that has
attracted an ever increasing amount of interest over the
past two decades and emerged as salient construct on
academic and political agendas in many developed and
developing nations'. Initially, the concept was appliedin
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thefield of sociology, but today it iscommonly applied to
other disciplines such as, health'* 15, rehabilitation ¢ 17,
disabilities studies'® and social services ! but also in
medicine?’, education?! , environment 22 and others. Most
people accept that QOL isan aim for both individual and
group of individuals 2. Although, it is defined in many
ways, itsobjectiveisto enable peopletolivequality lives
that are both meaningful and enjoyed.

In its efforts towards sustainability, the mining industry
has used several environmental and economic indicators
to assess its performance* 2. In recent years, Quality of
Life (QOL) assessment has proved to be one of the most
attractive approaches for this task. Mining activities
improvethe QOL of the communitiesliving in the nearby
areas, since it contributes a lot in terms of direct and
indirect employment, services, local and national economic
devel opment?6-27-28:22 'However, impacts of mine closure
on QOL isnot samefor all thefamiliesin acommunity, it
depends on how thefamiliesdepend on themininginterms
of personal income, services, education, health, etc. The
basic questions involved in the present investigation are
how does mining influences the quality of life of people
living nearby, what isgoing to happen if miningisceased
and how mine closure decisions influence the well being
of the neighboring communities.

Measuring Quality of Life

Prior to the 1970s, traditional objective indicators were
accepted assuitable predictorsof humanwelfare®. However,
intheearly 1970's, socia scientistsconcluded that qudity of
life was more than a city’s financial position or a country’s
Gross Domestic Product®! 32 . Factors such as personal
income, housing, education, number of doctors, and parks,
and green space were recognized asindicatorsto quality of
life?> 33 By late 1970sand into the 1980s, therewasamarked
shift in how quality of life was defined and measured.
Subjective measures were used to mediate the weakness
associated with using objectiveindicatorsto measurequality
of life**. Cummins, 2000%; Felce, 1995%,1997% and
Smith, 2000" recognized that both subjective and objective
information are necessary to measure QOL.

The subjective nature of quality of lifeiscommonly cited
inthe health related literature®® ¥ . In contrast, objective
factors play an important role in evaluating QOL of city
and country level. Lee (2002)* and Singh and Chand
(2000)*' used objective indicators such as wages and
housing expenditure, infrastructure in evaluate QOL.
However, both subjective and objective approachesfound
predominance in QOL measurement3 3536 |inga and
Subramanya (2005)*? used both objective and subjective
measuresin ng QOL of mining communitiesusing

theeconomic, social, political, biophysical, biomedical, and
spiritual dimensions. Poston et al., (2003)*, made a
qualitativeinquiry intoindividual family quality of lifeusing
both subjective and objective dimensions.

Ontario Socia Development Council (1997)* accepted
that the purpose of the Quality of Life (QOL)
measurement is to provide a tool for community
development which intended to monitor conditions that
affect theliving and working conditionsof peopleand focus
community action on ways to improve health. Whether
we measure the quality of life in terms of subjective
variablesor objectivevariables, toimprove quality lifeone
hasto ameliorate the objective variables of the Quality of
life. For example one person’s subjective response of
health is poor; to improve his health one hasto search for
objective variables which are responsible for his poor
health. However, objective measures alone can not give
truepictureof QOL - 3¢, Thus, in order toimprove quality
of life of acommunity or group of people, it isnecessary
to establish arel ationship between subjective and objective
QOL dimensions. These dimensions near a mining site
vary significantly with the performance of theindustry as
well as with the phase of the mining operations. In the
closing phase the situations may worsen if adequate
technical measures are not taken at the planning stage.

Methodology to Quantify Impact of Mine Closure

A quality of life based methodology was developed to
guantify societal impacts of mine closure which would
help in planning. It wasidentified that wealth, education,
health, etc. are the key factorsto define the quality of life
of mining communities. QOL of mining community
depends on number of domains that are having direct,
indirect or both type of dependencies on the mining
activities. However, these domains cannot be quantified
easily. The most appropriate method is to take a site
specific methodology for collection of data from the
familiesand individual sthrough structured questionnaire.
In the present study, both quantitative and qualitative
informati on was obtained from the selected mining areas.
Structural Equation Modeling (SEM) technigque was used
to evaluate the interrel ationship between QOL domains.
TheLISREL (LInear Structural REL ations) softwarewas
used for this purpose. SEM provided latent variables
scores were used for further testing of changed scenario.
The devel oped methodol ogy was validated in aa surface
iron ore mine using data obtained through the structured
guestionnaire. The datasets so obtained were subsequently
analyzed using the software LISREL 8.72 and possible
impacts of mine closure were estimated. The overall
methodology used for the study isillustrated in Figure 3.
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In the _Iast few decades, s_cientists offered seyeral Figure3. Themethodology used for thepresent study
alternative approaches to define and measure quality of
life using social indicators such as health and levels of
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Figure6. Possiblereduction in the quality of lifeof the
communitiesduemineclosure.
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variable separately to evaluate the impact QOL due to
each variable. Prior, to measuring theimpacts, the present
QOL wasquantified using the data collected from mining
communities using structured questionnaire and latent
variablemodels.

Impact on the QOL due to loss of mining income was
evaluated by recalculating the monthly income of the
familiesafter subtracting theincome derived from mining.
Modified monthly income was taken as an input to the
latent variable model (LVM) and recalculated the QOL.
The percentage of changein the QOL has been shownin
the Figure 6. This shows the impact on the people who
directly draw income from mining company in the form
of their monthly salaries. However, the benefits that may
be received from the mining company after mine closure
isnot considered in the evaluation the impact.

It was calculated from questionnaire responses that on
average~43% of the present mining based indirect income
will belost dueto mine closure. Impact dueto loss of this
income was eval uated by recal culating the family income
by subtracting the 43% of the indirect mining depended
income. Maodified income was taken as an input to the
latent variable model (LVM) to calculate the QOL. The
Figure 6 shows the impact on the people who indirectly
depend on mining for their monthly income such as
businessmen, daily labors, temporary workersinthe mines,
domestic workers etc.

Impact of health and education facilities was cal culated
by replacing health/education facilities variable values
by the facilities that will remain after closure (assumed
that Govt. provided health/education facilities and other
private facilities will remain in place after closure).
Similarly, impact on QOL dueto emigration was derived
by subtracting the number of migrated family friends
from present family friends. Figure 6 shows the impact
on QOL of the communities due above variables.

DISCUSSION

Mine closure has a significant impact on the QOL of the
neighboring communities. Thisisquantitatively established
through structural equation modeling and latent variable
modeling which had demonstrated that satisfaction with
lifein general could be predicted by objective life status.
Structural equation modeling was used to propose and
test agood fit model for evaluating impacts of mineclosure
on the neighboring communities. This was done by
examining the effects of income, health and education
facilities, inter-family relations on housing, health,
education and finally on QOL.

Conforming to the findings of Smith (1999)* and Ettner
(1996)“¢, the devel oped model in the present study shows
positive correlation between health and economic
resources. Themodel establishesthat income, expenditure,
goods and facilities are proxies for wealth and have
positive contribution to health. Health facilities have
positive significant role in improving health of the
communitiesand family health has significant contribution
inimproving QOL, hence health facilitiesdirectly aswell
asindirectly brings asignificant changein the

QOL. It was observed that number of physicians and
number beds are appear to be good predictors of health
facilities than distance form the community, possibly
because people prefer better health facilities even at a
greater distance.

It wasreveal ed that education facilitieshavelittleinfluence
on QOL. Most of the villages in the study area have
elementary schoolsand high schoolswhich are maintained
by the government. Further, most of the people are
illiterates dueto lack of educational awareness. Thismay
bethereason for littleinfluence of education facilitieson
education. Teacherstudent ratio, education level of teacher
and class size are emerged as good predictors of
educational facilitiesthan the distance of the educational
facilitiesfrom the residence.

The developed model suggests that interfamily relations
have significant contribution to the QOL. These effects
aresignificant both direct and indirect pathsthrough health.
However, itiswell documented that moreinteraction with
other families and helping each other improvesthe QOL.
Inter family relations have insignificant influence on the
education. This is attributed to lack of educational
awareness amongst families.

CONCLUSION

It is evident from the study that exploring aternative
economic arrangements should be the primary concern
during mine closure planning in the study areas. From the
model it was noticed that satisfaction with lifein general
was confirmed to be significantly predicted by objective
factors such aspersona income, health, education, service
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and facilities, etc. A linear relationship was revealed
between objective quality of life status and subjective
quality of life satisfaction. Further, identification of
proactive factors that influence the

QOL of the communities nearby mining area provides
useful information for mine closure plannersto minimize
the post closure social impacts.
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Ethnicity and Deliber ate Self-harm
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ABSTRACT

Deliberate self-harm (DSH) is rare but not unknown
among pre-school children and becomes increasingly
common after the age of 12. Psychological factors
and family relationships are important in DSH. The
link between psycho social stressors and DSH in
immigrants has been reported. Ethnic or trans-
cultural differences can have a significant effect on
the social support systems, cultural sanctions and
role expectations, not only within the narrower
community and family set up but also in wider
society. The aim of this study was to establish the
characteristics of Indian sub-continent origin
children and adolescents who self-harm. This case
control study based on retrospective case note
analysis of children and adolescents presenting to
mental health services compared the factors
associated with deliberate self-harm among the
children from Indian sub-continent (Asian group) and
other ethnicities (non-Asian group) within a specified
geographical area. Asian children presented as a
separate group with differences in associated factors
in relation to self —harm. The higher rate of discharge
needs more exploration to clarify whether it was the
Asian children’s and their families attitude towards
mental health services or professionals being less
trained to provide a culturally sensitive advice to
cause the difference.

Keywords : Children and Adolescents (C&A),
Cultural factors, Ethnicity, Deliberate self-harm
(DSH),Indian sub-continent.

INTRODUCTION

Describing and defining the term Deiberate Self-Harm
(DSH) has been attempted by several and carries alot of
overlaps and clear distinctions. Author isusing thisterm
as described by Morgan (1979) and includes deliberate
self-poisoning and self-injury and where the behaviour was

clearly non-accidental without any assumption as to
whether the desire for death was present or not.

DSH israre but not unknown among pre-school children
(Rosenthal and Rosenthal 1984) and becomesincreasingly
common after the age of 12.Estimates of theincidence of
DSH inteenagersrange widely depending not only onthe
differences of definitions and samples but also dueto the
fact that many attempters do not seek professional help

and they may be misdiagnosed when they do so'.The
incidence rates are around 1% in children and between
1.7 % to 5.9% in adolescents.DSH is one of the most
common causes for presentation to the accident and
emergency department 2.C&A accounts for 5% of all
episodes referred to hospital because of DSH2.Research
has shown variations in rates of DSH among this age
group related with ethnicity*.

Theimportance of research datato beroutinely stratified
by ethnic group has been recognized and now a large
number of articles are indexed, each year under the
Medline headings “ethnic groups” and racial
stocks’,However only a few studies provide explicit
definitions of the terms used to delineate race, culture
and ethnic categories®.It seems they have plural,
sometimes ambiguous meanings, overlapping with political
concepts of nationality and immigration status and these
terms are variously used to describe geographically
separated populations, cultura group and nationality. Singh
(1997) has defined an ethnic group as agroup of persons
who share language, customs and a recent common
ancestry, while cultureinvolves al shared characteristics
of asociety, such associa roles,traditions,|anguage,etc.that
are transmitted across generations by non-biological
means®.These ethnic or trans-cultural differencesin turn
can haveasignificant effect onthe social support systems,
cultural sanctions and role expectations, not only within
the narrower community and family set up but also in
wider society.

Controlled studies indicated the importance of
psychological factors and family relationships in DSH?
and that C& A who self-harm differ in terms of psycho
social factorslike relationship with parents, medical and
psychiatric histories and problems at that time . The link
between psycho social stressors and DSH in immigrants
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has been reported &. Therefore impact of immigration on
young people® also need to be considered while dealing
with ethnic minority groupsthough most young peopletend
to cope withimmigration. The Asian C&A may not only
bevulnerablein termsof belonging to animmigrant family
but also the differencesin child rearing practices between
Indian and Western cultures'® can have acontinuous effect
of some disparities between their psychosocial
environment inside and outside the family. These
differences can manifest in many different ways within
amulticultural society where people bel onging to cultures
that may be thousands of years old living side by side
with people belonging to culture that are just a few
centuries old™.For example, oneimportant differenceis
cultural attitude towards children’sindependencefromthe
family as they grow up. In western cultures children are
encouraged to havetheir own voices, preferrably different
from their parents*?and |eaving homeis considered to be
avery important developmental task for adolescents. In
contrast Eastern culture place more emphasis on
“dependability”.

Research has also indicated differencesin representation
of young peoplefrom ethnic minoritiesin child psychiatry
clinics and they were reported to be under-represented?s,
Due to lack of research in DSH in Asian communities
and particularly in C&A while giving importance to all
above findings this piece of work was felt of clinical
importance and relevance. The aim of this study was to
determine the characteristics of C & A from Indian sub-
continent who presented with DSH.The hypothesisto be
examined wasthat Asian children show adifferent pattern
of psycho-social stressesand factorsassociated with DSH
episodesincluding their approach towardsfurther help from
professionals.

METHOD

Setting

The Leicestershire Child and Adolescent Mental Health
Services (CAMHS) provide input to fewer than 18 year
olds. The service operates a 24 hour emergency referral
system for C&A who need to be seen immediately, in
addition to out-patient appointments. According to the
Census 1991, there are about 87,871 children aged 10 to
17 yearsin this catchment are with ahigh proportion, i; e
11,252 children (13%) of Asian ethnicity, mainly of the
Indian Bangladeshi and Pakistani origin. The Indian
children constituted largest group, i; e 11%.

Design

This study is aretrospective case notes analysis of C& A
of Asian ethnic origin who werereferred asan emergency
to CAMHS with DSH ideation or attempt. Cases were
consecutively collected over a twenty months period in

between January 2000 to August 2001.

Procedure

The case noteswere thoroughly examined in asystematic
way by using a checklist devised by the author.
Information was collected on demographic detail s, family
structure and living arrangements, the circumstances of
presentation including reason for referral and factors
associated with the DSH episode. Particular focus was
given to the psycho-social stresses related with DSH as
reported by the young people. Thesefactorswere divided
intoimmediate events (events/stresses reported occurring
within aweek before DSH as precipitating factors) and
longer-term events (events/stresses reported as occurring
for more than a week duration as predisposing
factors).Information was collected about present or past
contact with social servicesor CAMHS, previous episode
of DSH, misuse of drugsor acohol and ICD-10, symptoms
of depressive disorder, as well as the out come of initial
psychiatric assessment in terms of an agreed management
plan and subsequent attendance at CAMHS.
RESULTS

There were a total of 254 emergency referrals made to
the service .These included 35 young people (14%) with
marked ethnicity from Indian sub-continent based on the
family names, as no record of ethnicity was madein bio-
data information sheet. The DSH group constituted of
224 referrals (88%) of thetotal and the Asian origin young
people comprised 12.5% of the group (n=28/224).0ut of
these 28 cases, 8 were excluded asthefileswere missing.
The remaining 20 case notes were compared with 20 case
notes from the non-Asian DSH group matched for the
nearest time period of presentation to the service (i.e. the
next young person referred to the service with
DSH).Results were as follows when compared on
different parameters:

Table 1. Demographic Dataand Living Arrangements

Variables Asian Non-Asian Total
(n=20)  (no=20) (n=40)

Age (mean years) 154 139 149

Gender

(female %) 75 9% 85

Main carers(%)

Parents 100 75 875

Social Services 0 25 12.5

Theearliest presentation with DSH in Asian children was
13 years as compared to 9 years in the control group.
Thereweremore malesin Asian (no=5) thanin non-Asian
children (n=21).All childrenin Asian group had their parents
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astheir main carers, while aquarter of the control group
were in the care of socia services department. About
40% of the Asian C&A were living with an extended
family which was not seen in the non-Asian group,
however one forth of non-Asian C&A had other living
arrangements, for example foster carers or residing in a
children’shome.

Table?2. Circumstancesand Presentation

Variables Asian Non-Asian Totd
(n=20)  (no=20) (n=40)

Reason for

referral (%)

|deas of DSH 5 25 15

Attempt of DSH 95 75 85

Accompanied (%)

Children/both

parents 75 60 67.5

Other family

members 25 0 125

Other 0 40 20

Source of Referral (%)

A&E 60 70 65

Paediatric Ward 40 15 275

Other 0 15 75

Themajority of the caseswerereferred from the Accident
and Emergency Department and Paediatrics ward. A
higher proportion of Asian C&A than non-Asian C& A
were admitted to the Paediatric ward before being

Table 3. Significant Past /Present History

medically fit to be referred to CAMHS.Parents
accompanied the mgjority of children in both groups at
thetime of presentation, while extended family members
also accompanied aquarter of Asian children. Presentation
with attempted DSH as compared to ideas of self-harm
was higher in Asian children.

Therewasahigher proportion of either previousor current
contact with social services and CAMHS in non-Asian
than Asian C&A. More young people in control group
admitted misuse of drugsand acohol, aswell asprevious
DSH. Asian C&A more frequently reported depressive
symptomatol ogy with biological symptomsbased on1CD-10.
Stress Related Predisposing and Precipitating
Factors

The majority of C&A in both groups recognized
predisposing and precipitating psycho-social factors
related with their DSH episode . About 90% of Asian
young peopl e reported an argument as preci pitating factor
related with their DSH episode, while 85% reported
predisposing longer term problems. These frequencies
were 75% and 95% respectively in the non-Asian group.
The problems recognized as precipitants by Asian group
in descending order of frequency were, arguments with
extended family members about the young person’s peer
company (33%), arguments with family about
performance at school (28%) and arguments with family
about household chores (11%) only in girls. In the control
group magjority of children (86%) reported argumentswith
asinglefamily member and only 7% recognized problems
with family about school performance as significant
precipitant in terms of their DSH episode. In terms of
predisposing longer term psycho-socia stresses about 75%
Asian C&A reported relationship difficulties with their
immediate family membersi.e. parentsor siblings, while
80% of control related it with problems in significant
relationships other than immediate family membersi.e.
girl or boyfriend.

Management Plan and Outcome

The data suggeststhat ahigher proportion of Asian C& A
(35%) weredischarged from the A ccident and Emergency
department after initial assessment and were identified
asnot requiring further hel p so discharged while discharge
rate in the control group was 10%. The percentage of
young people from Asian and non-Asian group who
failedto attend CAMHSfollow-up were nearly the same,
around 38.5%. C&A who attended follow-up and
completed the offered treatment were also same in both
groups.

Statistics

Aninitial exploratory predictive model of thefactorsthat
may be associated with DSH was created by means of
Logistic Regression. Using evidence or absence of DSH

Variables Asian Non-Asian  Tota
(n=20)  (no=20) (n=40)

History of contact

with Social

Services (%) 0 50 25

History of contact

with CAMHS (%) 20 55 375

History of Drug

& Alcohol Use (%)

Present 25 60 425

Absent 50 20 35

Not specified 25 20 225

Previous DSH (%) 45 55 50

ICD10

symptomatology

of depressive

illness (%) 50 10 30
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asthe binary outcome measurefactorsincluding ethnicity,
age, gender, previous history of DSH, predisposing and
precipitating factors and care plan were entered into a
Forward: Stepwise model. This indicated no individual
predictorsto be significant except that care management
(particularly discharge with or without further treatment)
may be demonstrated to have some predictive value with
alarger sample.

DISCUSSION

This is a retrospective study with a relatively small
number of cases, therefore carries all the limitations of
such research. However few interesting findings emerged
and somevalid conclusions are possible.

Several studies have shown inception rate of DSH were
not different in Asian C& A and their non-Asian
counterparts ¥ which was replicated in this study as
well. However failure to establish reduced service use
by Asian C& A seems contrary to few studies **°but it
wasin accordance with others'’. Asian children showed
dlightly higher presentation ratein Asian population with
comparatively slightly less proportion in DSH group.
Therefore presentation to CAMHS and dealing with stigma
related to psychiatric servicesin Asian families need to
be explored more with considerations given to parental
socia class differences and the number of generations
after immigration to United Kingdom isrequired .
Further the well documented research finding of females
being significantly over-represented in the DSH group
showed lessmarked differencein this sampleas compared
to the control native group. There are few assumptions
we can maketo understand these results. The Asian group
also presented at an older age than the control group and
was more admitted in the paediatric ward following the
DSH which reflects the severity of the nature of attempt
and requiring observation/treatment. Research work has
shown that Indian male showed higher suicide rate'® 1
One can create a hypothesis here that whether this group
was more similar in characteristics to adult Asian males
or their parents were more tolerant to their children’s
problems and related stresses and therefore did not ask
for help until late and when the problems exceeded to
serious DSH to understand this finding but this needs
further exploration.

When lower prevalence rate of mental disorders in
adolescents in India was compared with other countries,
strong family support was found to be a critical factor
associated with it®. Family support was also apparent
finding inthisstudy group and many members of extended
family accompanied most young people. Onthe other hand
the cultural norms of Asian families like overriding
authority of elders and unquestioned compliance from

younger members 2t can be an extra pressure on young
person and was reflected in arguments with family
members in both predisposing and precipitating factors.
A careful assessment is required to explore these factors
to look for a healthy balance between these supportive /
pressurizing factorsin each case and asensitive discussion
with the family members needs to be included in
management plans.

The differences of gender related role expectations are
already known 2! with females given less freedom to
choosealife styleof their own choice. Inthe study group
females were found to be expected to be more
responsible for household chores. An awareness of this
fact and considering therelated issueswhile dealing with
DSH in Asiangirlsisimportant for professionalsinvolved.

The presence of more ICD-10 based depressive
symptomatol ogy and late age of presentation made Asian
C&A morehighrisk group (Royal College of Psychiatrists
Council Report), but surprisingly majority were discharged
after initial assessment and no further specialist services
input wasfelt important. The possible explanation might

adhere to several previous studies suggesting Asian
families tends to engage with services but on the
contrary these children were not much different in
completing the treatment plan when compared with the
control group. Perhaps once initial engagement was
achieved then thisgroup was not found to beless motivated
with their counterparts!

Theseall questions need more research work and perhaps
aprospective study including faceto faceinterviewswith
young people and their families can give more
understanding of the ethnicity related factors in respect
to DSH.Thisinformation will not only be helpful for the
professional s dealing with ethnic minorities but will also
extend their therapeutic skills to use some of the culture
related strengths in that particular community while
treating C& A and their families.

RE