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In recent years freld surveys have come to occupy a very prominent place as amethod 

of data collectionfir psychiatric epidemiology. It offers a number of advantages over 

the h s t o r ~ c a l l y  older methods of data collection fmm the  cords of mental hospitals and 

related he& services. However, as the experience grows it i s  becoming Obvious that there 

are many limitations t o  t h i s  approaoh also. Some exoellent reviews of f i e ld  surveys have 

already appeared i n  WHO Public Health Papers by D.D. Reid (1960) and Tmurg-Yi Lin and 

C.C. Standley (1962). I n  the present paper it is planned t o  f i r s t  discuss some of the 

exlsting survey methods as they are applicable t o  mental health problems of developing 

countries and then t o  review some of the studies on prevalence of mental illness dDne in 

India and South East Asia. In  the md briefly some of tRe f i e ld  stu&es done by the 

author t o  measure ill health m certain special groups of population w i l l  be presented. 

The broad a i m s  of f i e ld  surveys are t o  assess the prevalence of different types of 

mental 111 health m a population as a basis for  the prevention, treatment and control of 
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these diseases. They are also u s e m  to uncover the association between population 

characteristics and a particular mental i l lness  as well as t o  t e s t  the hypothesis born out 

of cl inical  observations like genetic basis of an i l lnes.  There are certain obvious 

advantages of f i e ld  survey methods over hospital data collection for  such purposes. For 

example t o  find out the prevalence of mental i l lness  i n  general population the hospltal 

records are only of a very limited use. THs is particularly so i n  developing countries 

where mental hospitals are very few and the vast maJority of the population e l ther  goes 

t o  traditional healers or i s  now coming t o  general hospital out-patient f ac i l i t i e s .  This 

makes the patients i n  mental hospitals as highly non-representative of general population. 

Furthermore the record keeping is highly unsatisfactory i n  most of these centres and 

diagnosis varies not only w i t h  the s k i l l  but also with the aptitude and training of .the 

consultant i n  charge of the case. On the other hand in a f ie ld  survey one can ensure 

a certain degree of standardization of interview procedure, d i a g ~ o s i s  as well of the 

training of the interviewer. 

Types of Field Surveys 

The f i e ld  surveys vary i n  design and execution. They may relate t o  general 

population or can be conducted on certain special population subgroups l ike industrial 

workers or college students. They can be classified as a to ta l  population survey o r  a 

survey of a random sampling of a given population. They cmbe cross sectional i n  nature, 

i .e .  survey done once for  a given population o r  longitudinal survey, where the same 

population i s  assessed repeatedlyplore than once. They can be retrospective o r  

prospective depending on the relationship t o  a particular event. They can be timed t o  

measure the prevalence on a single day or  they can be related t o  prevalence seen i n  a 

longer period of tlme. 

Morbidity surveys by random sampling method of a large section of population have 

been attempted i n  a number of countries including the USA, Canada, United Kingdom, Denmark 

and Japan. Japan's survey of 1954 for  the national mental health programna i s  a very 

good exanple of such surveys. While such surveys give a oomprehensive global view of the 

national morbidity, they axe often not very accurate, as such extensive surveys have to be 



done by relatively lesser trained s taf f .  They are also costly i n  terms of time, money 

and manpower and need an eff icient  central administrative machinery. 

Total population surveys, sometimes referred t o  as census surveys consist of studies 

of the entlre population of a geographically defined area chosen ei ther  as a representative 

of the national population o r  because c e r t a n  features of that  population, l ike socially 

Isolated pocketsmark it out for  investigation. A number of such studies have bean 

carried out since the pioneering work of Brugger (1931, 1933). Some of the subsequent 

well known studies are those of Lin i n  Taiwan (1953) done on a rural, semi-urban and 

urban sample and mmgren's study (1957) done on an isolated island in Denmark. 

Though such surveys have yielded good information on prevalence wfiich can be useful 

for  plannlng of services, it is di f f icul t  t o  take them as a model of morbidity for  the 

whole country as the c o m i t i e s  thus studied may not be truly representative. On the 

other hand suoh studies have served a very useful function t o  focus attention on certain 

causal relationships which can be subsequently tested i n  specially designed s t d x e s  l ike  

Hallgren and SJogren's study (1959) for genetic aspects of schizophrenia or  Hollingshead 

and Redllch (1958) fo r  soclal class and mental il lness. 

Survey by random sampling of geographically defined d i s t r i c t s  is relatively a sim+r 

technique than the to ta l  population survey and also permlts a more intensive c l in ica l  and 

social enquiry. I n  recent years a number of such surveys have been undertaken including a 

small town survey by Leighton (1956) and Midtown Manhatten study by Rennie (1957). However, 

one should be careful in  eva lua t i~g  the results of these surveys due t o  the limitations of 

methodology. Often the number of serious mental cases is small in a community and it is 

di f f icul t  t o  collect large samples fo r  good s t a t i s t i c a l  analysis. 

Due t o  the chronic and long-term nature of mental illnesses, many workers have preferred 

t o  undertake longitudinal studies lnstead of cross sectional prevalence surveys. Such 

studies give a better idea about the ra te  a t  whloh a disorder develops and it affords better  

opportunity for  studying causative factors a t  different l i f e  stages. For example, 

Premrmng (1947) i n  Denmark followed up a series of 5 500 persons born i n  between 1884-81 

i n  the remote island of Bornholm and succeeded i n  tracing almost 92 per cent of his original 



cohort af ter  f i f t y  years. Similarly very gwd information has been obtained by prospective 

longitudinal study by Douglas (1960) i n  which premature children and thel r  control were 

followed up from bir th till twelve years. The well known study of Terman on gifted 

children through not s t r i c t ly  a survey of mental i l lness  is a remarkable example of a 

planned prespective epidemiological study. Ninety-five per cent sample was still being 

followed up nearly forty years l a t e r  i n  1959. 

A s  is obvious fn~m foregoing discussion, there i s  no Ideal method of f i e ld  survey. 

It depends greatly on the aims of study, resoumes available and degree of training of 

partic&&ing staff. For prevalence studies to ta l  population surveys have the advantage 

of being comprehensive brtmeasurement mey not be accurate due t o  the large size of sample. . 
On the other hand i n  smaller random samples the measurement i s  more accurate but samples 

suffer from being not representative. firthennore as Kato (193)  has pointed out, 

the possibility of detection of mental patients is closely connected with soclo-cultural, 

finanaial and ethical factors in  a given country. For example, surveys done i n  Japan seem 

to suggest that  more often male patients are detected than female patients, young patients 

than the old patients among traditional families, poor lower class than rich upper class, 

mentally retclrded children than mentally retarded adults, deteriorated schizophrenics than 

paranoids, and hysterics than anxiety neurotics. It seems the pattern 1s very s i m i l a r  i n  

developing countries. 

Psychiatric Field Surveys i n  India and South East Asia 

Field surveys fo r  psychiatric epidemiology are relatively recent phenomenon in  India 

and South East Asia. Most of the refermces related t o  the work d m  a f te r  1960 (with 

the important exoeption of Lin's study i n  1946-48 i n  Taiwan whlch is mo1.e appropriately 

i n  WHO Western Pacific Region). However. the need to assess the magnitude of mental health 

problems i n  these countmes seemed t o  have been f e l t  fo r  a long time specially after the 

gaining of independence from foreign zule. For example there i s  a resolution of Indian 

Psychiatric Society dating back t o  19% requesting the Government of India t o  include a 

colurm on mental illness i n  the ten yearly national census. (he uishes the problem was 

as simple as that, but as it soon became apparent t o  early workers, the f i e ld  surveys 



are tughly complicated af fa i rs  needing careful planning and extensive resources i n  

money, time and trained personnel. 

In  India, though there wemone o r  two ear l ier  surveys i n  Bangalore and Ponbchemy, 

the f i r s t  major f i e ld  survey to measure prevalence of mental i l lness  in general population 

was launched by D r  Dube i n  Agra. The work started i n  1961 with a grant by the Indian 

Med-lcal Research Council and continued fo r  a nwnber of years. The preliminary investigations 

were done by 1963 and psychiatric examination wasampleted i n  1965. However, the s t a t i s t i ca l  

analysls took a long time and results were published i n  1970. 

Meanwhile a number of other workers took up similar studieg notable among them 

are Sethi, 1967, 1972; Gopinath, 1968; Elnagar, 1971; Verghese. 1973, and Kapoor, 1973. 

The work i n  some of these and other centres is still continuing. Apart from general 

population surveys the prevalence studies have also been done i n  certain special populations, 

e .g. factory workers (Gangull 1968), and migrant population (Bhaskaran 1972 and Sethi 1972, 

etc.) 

Outside India the work by Jayasundere in Ceylon in 1960 is imst well known. 'Rwre 

must be a number of other surveys i n  South East Asia the results  of which were 

unfortunately not immediately available fo r  the purpose of t h i s  review. 

A brief synopsis of type of survey and major results are shown In Table I. For the 

purpose of thls paper we are confining ourselves t o  adult population. 

Prevalence of mental i l lness  

A look at Table I would confirm that there is Hide disparity of prevalence of mental 

i l lness  i n  different studies; the range belng 4-73 per 1000. This observation is not 

unusual o r  confinedtosurveys i n  South East Asia but similar disparities have also been 

noted in  surveys i n  other parts of the world. A careful sorutiny would, however, reveal 

that  this disparity is relatively less  i n  cases of psychosis, but is  very marked in cases 

of neurosis and personality disorders. This is  chiefly beoause the major behaviour 

disturbance i n  psychosis i s  much better  identifiable in  contrast to  neurosis where the 

symptoms are mainly subjective and di f f i cu l t  t o  categorize. For axample In the enclosed 

table most of the studies have reported the ra te  of psychosis as varying between 2 t o  7 

per thousand, while the prevalence of neurosis is as low as 1.4 and 5.2 per thousand in 



rural studies i n  Elnagar (1971) and Sethi (1972) t o  24 and 48 per thousand In the urban 

studies of Sethi (1967) and Verghese (1973). 

The disparity between findings of different surveys - some possible reasons 

I f  the findings of two f ie ld  surveys are reliable but there are different prevalence 

rates i n  two populations it would mean very important etiological ~mplications. But 

before attributing various social factors as of possible etiological significance in  

various mental disorders, one must make sure that the two surveys were conducted i n  

reasonably similar conditions by nearly similar methodology. Unfortunately differences 

i n  design and execution are so marked between most of the studies reported that  it would 

be premature t o  seriously consider them for  etiological bscussion. 

What can be the masons behind such widespread disparity of results? It is not 

simply the poor training or  sophistication of workers, but there are certmn inherent 

pmblems in  present day methodology. as a result of which certmn degrees of disparities 

seem inevitable. It is hoped t o  briefly discuss some of the c o m n  problems met 

with i n  th i s  area. 

Problem of semplinq: This i s  one of the foremost reasons for  differences In result.  

Some of the common sampling methods l ike  total population survey and random sampling 

have been discussed earl ier .  The small size of sample can be a serious source of error. 

For example, i f  we are expecting a prevalance ra te  of schizophrenia of about .5 per cent 

i n  the general population, in  a small smple of 1 000, missing o r  over inclusion of one 

o r  two cases can greatly distot-t the results.  The psychotic patients particularly 

paranoid schizoprenia or  patients with history of suicide are often reluctant to 

volunteer information. Hence i n  a small random sampling an un-co-operative patient is 

very important and should not be l ightly dropped. 

Problem of defining a case: TNs problem has never been resolved satisfactorily in  

various studies. It is easy to define a hospital "casen as one who has got symptoms 

and who seeks help from a doctor but what about a person who has not yet sought medical 

help" When does he become a case' How many symptoms or what extent of personal 

distress or social disturbance is necessary before an individual would be accepted as 



a  case"^ The problem is mre complicated i n  developing countries where mental 

symptoms a r e  many times not regarded a s  i l l n a s s  and r e l i e f  i s  sought not f r o m  medical 

but of ten from other t rad i t iona l  sources of help. 

The W?IO Expert Committee on Hental Health (1960) suggested the  following a s  an 

operational def ini t ion of a case: "A manifest disturbance of mental functioning 

specif ic  enough i n  c l i n i ca l  character t o  be consistently recognizable as conforming 

t o  a c lear ly  defined standard pattern and severe emugh t o  cause l o s s  of working o r  

social  capacity o r  both and of a degree which can be specified i n  terms of absence 

from work or taking of legal  o r  other soc ia l  action." 

This is cer ta inly  a useful  d e f i n 2 t i o n W h  brings a certain uniformity of 

approach. However, it tends to be r i g id  and concentrates on severe mental disturbance 

only. I n  developing countries where mental disturbance mag not i?always conform t o  

"a clear ly  defined standard patternw of European psychlatry, this def in i t ion  might 

prove inadequate. It is also d i f f i c u l t  t o  measure by this dePinit ion "minrtrw 

psychiatric symptoms o r  "functionalw disturbances which const i tute  such a Urge 

par t  of psychiatry i n  general practice. 

Some exmaples about ctefinltlons of "casen i n  f i e l d  surveys in  India m&ht 

c l a r i fy  these issues. Dube (1970) i n  Agra has t r i e d  t o  adopt the  WIEO Expert Com- 

mittee def in i t ion  quoted above but the i n i t i a l  screening was based on abnormal 

behaviour noted by others.  & came t o  f i nd  8.86 per thousand hyster ia  and 3.77 per 

thousand other  newosis.  Sethi on the other  hand, using a set of questiulmaire f o r  

physical and psychological symptoms at  ini t ia l  so reen iw  found the  prevalence of- 

neurosis in urban famllleq as 24 per thou- w h l b  re-es, again wing a s c m  

device Pollawed B m a t r i c  intervieat in t s m q m c t d  cascas repoFtsd pakvslaaae of 

neurosis as high as 47 p8r tfiouasnd, Mejorlty of tAe csws In Verghwe W s  were of 

Depressive Neurosis inbieh were M y  ancaun-tared In ~)uba'e stzmey. It is strongly 

suggested by the nethodologjr of these sQad1es that by the i n t r d u c t i o n  of cheochaokllst of 

sgarptoals f o r  semming, the pofaihl.litJr of Identi- mure w u ~ o t i c  cases lwlc6.ees 

cons@erably. 



Another s ignif icant  example of how very d i f fe ren t  r e su l t s  can be obtained by 

using d i f fe ren t  def ini t ions  of a "case" i s  provided by the  work of Kapoor and 

Carstairs i n  South India. They defined the  case "as one who had one o r  more symptoms" 

on 124 psychiatric symptoms of Indian psychiatric survey schedule develop@ and 

standardized by the authors. By t h i s  definit ion, they report  the case r a t e  a s  high 

a s  370 per thousand which is much higher than any study reported i n  South East Asia. 

magnostic-wise, it contains about 8 per 1 0 0 0  psychosis, 27 depression, 25 

"possession s ta tes"  while remaining 300 per thousand a re  mlxed cases of neurosis, 

psychosomatic symptoms and vame somatlc sensations. 

Problem of psychiatric classific$tion: The next most ser ious  d i f f i cu l t y  i n  t he  

expression of the r e s u l t  of the f i e l d  survey is the lack of a uniform system of 

c lass i f ica t ion  of mental disorder. A great  advance has been made i n  the  recent 

years by t he  development of WHO International Class i f icat ion of Mseases re la ted  t o  

Mental Disorders. It has ushered i n  a new era of comparability of psyctuatric 

morbidity i n  d i f f e r en t  par ts  of the world. However, the I.C.D. Is ye t  t o  obtain a 

universal acceptance and many of i t s  a reas  a re  not yet above controversy. The 

glossary t o  I.C.D. has also been introduced only recently. For t he  developing countries, 

psychiatric c lass i f ica t ion  r a i s e s  special  problems. For example, ce r ta in  non spec i f ic  

acute psychosis and possession syndromes do not c lear ly  f i t  i n  but they occur i n  

considerable number (25 per 1 000 i n  ~ a p o o r ' s  study). Similarly, culture-bound 

neurosis l i k e  "Dhat Syndromen ( a  kind of sexual neurosis) of India o r  mixed somatic 

and psychological symptoms (whtch Kapoor reports  nearly 25%) a re  d i f f i c u l t  t o  wt 

i n  the s tandad ,g lossar ies .  Another example of d i f f i cu l t y  of c lass i f ica t ion  i s  the 

syndrome of depression. Many s tudies  have recorded it Independent of psychosis o r  

neurosis. Personality disorder and alcoholism and drug dependence a r e  a lso t he  areas  

which cause a considerable d i f f i cu l t y  of definit ion. 



Problem of ~ l a s s i f i ~ a t i ~ n  of social  and demo~raphlc data: A p a r t  from d i f f i cu l t i e s  

experienced i n  the c lass i f ica t ion  of mental disorders there a r e  serious d i f f i cu l t i e s  

i n  the developing countries about the  use of demographic and social  data  fo r  the 

purposes of correlations which makes t he  comparison between any two s tudies  very 

unreliable.  There a r e  no standardized def in i t ions  of p$ychosacial variables. Social 

c lass  s t r a t i f i c a t i on - in to  c l a s s  one to  four which is available i n  the Registrar 

General's o f f ice  i n  the UK and other Western countries does not ex i s t .  I n  oountries 

where persons a r e  not sure even of theLr ages, any guesses abaut income, etc., a r e  

highly unreliable.  The t e n s  l i ke  joint  family or  extended famdly used by authors 

a re  again used very different ly  i n  d i f fe ren t  studies. There is urgent need f o r  

standardization of psychosocial data used f o r  epidemiological work i n  deweloping 

countries, without which comparison of s tudies  and guesses about e t i o l o g i e l  

pos s ib i l i t i e s  a re  qu i t e  meaaingless. 

Problem of s t a t i s t i c a l  analysis: Another serious Stroz?;ooming i n  many st;udibs which 

makes the  comparison very difficult i s  the  very different  and inadequate s t a t i s t i c a l  

techniques used by investigators.  Incidence and prevalence data are  mixed together. 

With varying periods of s tudies  the  number of cases detected would a l so  vary. 

Some other p rac t ica l  problems of methodo1op;y: There a r e  s t i l l  many other problems 

of methodology which can seriously i n t e r f e r e  w i t h  the  overal l  r e su l t s  of a f i e l d  

survey and W e  the comparison with other s tudies  veFJ d i f f i cu l t .  I n  all the studiea 

ultimately it is the  f i e l d  worker who has to give the  judgement whether a par t icular  

person is a suspect f o r  mental i l l n e s s  o r  not. Hence, a ~ L f a n n i t y  of t h e i r  t ra in ing  

is essen t ia l  but ra re ly  achieved. Since  most of then a r e  temporarily recrui ted 

research s t a f f ,  many of them leeva before the study is completed. Furthernmre, as 

t he  study advances, the invest igator  and the whole tesm ge t s  more expnict'lae and a s  a 

r e su l t  methodology i s  often modified i n  t he  middle of a study causing ser ious  differences 

i n  i n i t i a l  and l a t e r  maauraments. Another problem is that of tnultime inveetigators 



i n  a project which requires cross validation of the i r  results. To overcow, the l a s t  

problem many investigators use an i n i t i a l  screening schedule whioh is standardized 

and f i e l d  Workers are trained i n  its use. Similarly. for peyohiatric evaluation alae 

use of a standard schedule is becoming more oomnon. A great step forward i n  

psychiatric epidemiology was the development of Present State Exaaination (P.S.E.) 

schedule by W i n g  e t  a1 (1967). It was in i t i a l ly  used in  the WHO International 

P i lo t  Study of Schizophrenia and has also been used in  other studies. Oolclberg 

(1970) has developed a two-stage procedure with quick i n i t i a l  soreenlng a t  the f i e ld  

lervel and a structured interview of suspects in  a r ea l i s t i c  cl inioal  setting. 

Kbpoor (1973) on the other hand fee ls  that it i s  very d i f f icul t  t o  contact the saw 

respondant twice and even more difficult t o  persuade people (who, it mst be 

remembered, never asked fo r  interview or any help) to come t o  a "real is t la  cl inical  

setting". Kapoor has designed his own Indian Psychiatric Survey and Indian 

Psyohiatric Interview Schedules. He also advooatee interviewing not only the 

patient but also a close relative. He fee ls  that  by interviewing the patient only, 

one misses cases l ike  paranoid schizophrenia, suicidal attempts, psyohopathy, eto. 

Field Surveys t o  Measure Oeneral I11 Health i n  Special Sub-groups - 
Experience i n  Chandigarh 

Methoda of f i e l d  surveys can be used not only to measure the mental i l lness  i n  

general propllation but oan also be applied to many other epidemlological problems. 

I n  the Dapartment of Psychiatry at Qwdigarh we have been engaged fo r  the last s i x  

t o  seven years i n  the  study of psyohiatric aymptonm following family planning 

procedures particularly af ter  male and female sterilizations. For t h i s  purpose we 

have surveyed 700 t o  800 persons a t  various stages before and af ter  s terl izat ion 

operations and repeatedly f o r  many months and years afterwards (W* e t  a1 1970, 

1972, 1973, 1974). Since the findings of psychiatrio ill health In these special 

popdations have a close similarity with the f i e l d  ~lunreys done f o r  prevalence of 

mental i l lness  i n  India, it may be of interest  to discuss than briefly. 



TABLE I 

Paychiatrlc Fleld Surveys i n  South East Asia 

Rate per 1000 popllation 
Country Reference Population studied Psycho- Neum- Epile- Mental Remarks 

Total 81s s i s  PSY retard. 

Taiwan Lin e t  a1 1946-48 N-19931 9.5 3-9 1.2 1-3 3.4 Higher r a t e  In  
(1969 3 cotmimities second atudy, poa- 
T (rural, emall town, sibly due t o  aging 

ci ty)  of the popllation 
and i no ruse  in 

1961-63 Nml2184 (same 17.2 3.1 - - 4.9 psychoneurosis. 

Ceylgn Jayasundera 4 villages 
(1969) 1960 ~42506 10 8.4 1.6 The first 2 sur- 
T 1961 *la 5 4.5 .5 veys were considqred 

1962 1519 6 6.0 .6 more rel iable 
1964 2497 4 3.2 .8 

India Dube 1961-66 ~ = ~ 4 6 8  Agra 23.79 4 .  12.6 3.19 3.70 Lifeprevalence 
(1970 (rural, semlurban, 17.99 2.64 10.4 2.24 3.70 Active cases 
T urban) (18 month) 

India a ~ a  
(19@) 

Rural, Pondlchery 

T = Total popllation ) Georgraphically 
R = Random sample ) defined area 
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TABLE I (aont'd) 

Rate per 1 0 0 0  poplation 

Country Reference Population studied Psyoho- Nauro- Epile- Mental Remark8 
Total a i s  sis pay retard. 

* 
India Sethi  rt a1 1966 N-1733 72.7 2.3 24.; 22.5 bpreasion 6.9 

(1967) p urban families 328 families 
R Lucknow affected 

Sethi et  a1 1970 M-2691 39.4 1.1 5.2* 2.2 25.3 Depreesion 1.5 
( 1972) 500 r u r d  families 1% f a d l i e s  
R Luoknow affected 

India Oopinath 423 rural 16.54 7 2 .  4.72 A l o o h o l i ~ ~ ~  r 2.36 
(19a)  (near Bangalore) 
T 

India Elnagex et a1 NiL383 27 7.2 1.4 4.3 1.4 21% f e l i e a  
(1970 Village i n  Hoogly affected. 

184 families Dapressf on 2.9 

India Ver&ese et a1 66.5 5.7 47.6 3.2 32.8 depmssfon 
(1973) out of 47.6 total 

Vellore town neurosis. 14.1 
539 households severe disturbance 

T = Total population ) Geographioallg 
R = Random sample ) defined area 

* 
Excluding depression 



TABLE I1 

Pmohiatric Field Surve$s on Speoifio Popllation Sub-groups 

Rate per 1000 powlation 

comn' Refemoe Powlation studied Psycho- N e w  Epile- Wental RefnarLs 
Total sis sis psy retard. 

India &poor 1970-72 3 oa8tes in  3'3 8.1 200 5.7 "Possessionn-25. 1 
(1973) U South Indian Depression-27.6 
T village 

Indh O ~ g u l i  327 a11 males 140 3.06 125.4 9.l7 Psychosoraatic 
(l*) t ax t i l e  workers, Delhi 

India Bharkaran 100 migrants in 
(1972) industry, Ranohi 
R 

-6 cases of pam- 
noistates 

-Higher inoidence 

India Sethi e t  a 1  1547 (250 refwee* 95.7 3.3 29.7 14.2 Affected families 
(1972) fsuil ies)  44.4% 

1410 (250 non- 41.8 1.4 10.6 14.2 19.2% 
d g m t e d  families) 

T = Totdl population 8urvey 
R - Random population eurveg 

T h  term refugees refers t o  families nigrated i r o m  West Pakimtan i n  1947 
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These f ie ld  s w a y s  were different frotn the traditional tJrpe i n  the sense that  

while i n  the usual prevalence surveys one starts out t o  look f o r  mental il lness, in  

the present surveys it was not definite what kind of d i e a b i l i t ~  we are going to find. 

Instead of identifying classical psychosis or neurosis we were on the lookout fo r  all  

variet ies of physical or  psychological 8ymptoW. 

Defining a case: The f i r s t  pmblem faced i n  our work was how t o  define a oase. The 

WHO Expert Conunittee's definition of a case being "consistelrtly recognizable as 

oonformlng t o  a clearly defined standard patternn was not verg appropriate fo r  our 

needs. We f i r s t  t r i e d  t o  use a check-list of symptoms but soon ran into a number 

of difficulties. For example, i f  one uses a check-list, some symptoms are missed 

which one ha6 not listed. Seoondly. there is a tendenoy on the part of the popllation. 

particularly i n  the uneducated, u ~ o p h i s t i c a t e d  acotion, w b  are often quite 

suggestible t o  check many more symptoms than they really have. The third serious 

paoblem is of measrnLJngseverity of symptoms. Perhaps many of these d i f f loul t ies  

could have been solved i f  we had highly trained pyschiatrists who could personally 

go to the field, interview the patients and make a phsyoial and mental exmination on 

the spot t o  decide the nature and severity of the disturbance. A s  is  common i n  a l l  

such studies. t h r e  are  never enough poyahiatriata ard we had to depend on social 

workers and other psychiatrically lesser trained individuals. We made efforts  t o  

develop empirical definitions of severity of s ~ m p t o ~  ud guidelines to workers on 

how t o  recognize aymptoma, but with thr degree of their trainillg and oocaaional 

change of workers i n  studies (a phenomenon not too infrequent i n  davelo- oountries). 

we found it dif f icul t  t o  rely on the Judgement of f i e ld  workers i n  the matter on 

w h e t h e r  "symptans" exist  in a particular individual and what l a  the dgree of the 

severity i f  symptoms do exist. 

To overcome this diff icult  pmblem we decided t o  uae the traditional cl inic 

method adopted by mahia t r ia tenamsly  to l i s t en  t o  t ha  oomplainta of the  patient. 

We advised our f ie ld  workers t o  verbatim record the complaints as narrated by the 

peraon. A l l  these verbatim reoorda were repeated in a weekly maearoh noting.  



Lietenlng to the description given by patients gave us a much better  idea about 

the nature of the problem, the degree of personal distress and relative importance of 

different symptoms. Verbatim reaord of symptoms is not d i f f icul t  and oan be written 

with a l i t t l e  practice by even the leas t  qualified f ie ld  worker. The judgement about 

whether a person can be justifiably considered a "case" or  not was arrived at by the 

chief investigators in  a joint meeting where verbatim records along w i t h  the 

observations of f ie ld  workers were disaussed. The severity of symptom8 were also 

decided i n  the meeting, by t a u ,  into account the number of symgtoms, degree of 

peraonal distress, previous v i s i t s  to  the dootors or other healers, degree of 

disturbance i n  family and social l i fe .  I n  this way an effort  was made t o  nearly 

reconstruct the procedure a s  is u d l y  done when such a decialon is taken i n  the 

clinic. The severity of s y m p t o m s  was finally given the following grades: 

- No pyplptols 

- Symptoms present but insignificant 

- Symptoms present but obviously related t o  some other pbgsiaal l l l a e n s  

- Symptoae prewnt and mild 

- Sspptons present and Bodorate 

- Symptcam present and severe. 

For the parpose of our studies. only the l a s t  three categories were considered 

significant and regarded truly a s  constituting a "case." A l l  the mdarate and serious 

oaaes seen in the f l e ld  were l a t e r  &led in tha cl inic and diagmsis oonflme& 

%be nature of myaptom in these cases were mlxad and o o ~ i s t e d  of various types of 

e s i o d l ,  psycholagiaal and s d  aomplaints. It wan not easy to pt thm i n  

tradit ional  categorlee. One could reaogniae easily a psychotic illness, w l t h  a U t t l e  

more diffioulty r n a u ~ t i o  dapesstcnand perhaps a psyahophydologia81 maation of 

sexual impotence, trut the r j o r i t y  of the other aaaes were doadnated by a number of 

vague, ill-defined maid and p.ychological s y m p t o m 8  l ike  poor Walth, weakne8s, 



pain i n  the legs, back and other parts of the body, poor sleep, i r r i tabi l i ty ,  

excessive worrying, etc. These appeared to be neurotic aomplaints but it was 

di f f icul t  t o  give a specific l a h l .  Perhaps in  a psychiatric cl inic they might be 

regarded a s  a chronic anxiety or hypochondriasis. 

Findings of surveys: It would be di f f icul t  t o  present a l l  the findings in  this short 

paper. However, t o  i l lus t ra te  the points raised i n  methodology, some of the findings 

i n  our recent f ie ld  survey are being presented. It relates t o  the follow-up of 

patients who had undergone vasectomy three t o  f ive years before and who had been 

followed up before and af ter  the operation ear l ier  also. ?'be number of popllation 

is 200. The age range was th i r ty  t o  f i f t y  years .  The education, income and 

occupation were not very different from average census figures of Chandigarh and 

neighbourhood. 

TABLE I11 

Psychiatric I11 Health i n  Vasectomized Males 
(Report of a f ield survey clone 3-5 yeara a f t e r  operation) 

Poplat ion Method P;sychosis 
studied of survey schlz. Mm 

NEUROSIS TOTAL 

a l t i p l e  H e m t i c  S e d  
somatic depres- impot- 
symptoms sion ence 

200 arales Individual 1 2 18 9 i' 3.7 
age 9 - 5 0  household 

visits 

Rate per thousand 5 10 90 45 35 165 



TABLE IV 

Psychiatric Ill-health i n  Vasectomized Males 

Grading of scores according to severity of symptoms 

Grade of disturbance No. of oases Percentage 

Insignificant symptoms 

Symptoms obviously related to 
some other i l lness  

Mild symptoms 

Moderate symptoms 

Severe symptoms 

Significance of findings: A s  these findings related to a specific population and the 

study was conducted f o r  a specific purpose, they obviously cannot be generalized o r  

compared with prevalence of studies i n  general popllation. Iha main point of 

presentation is to i l lus t ra te  the methodology. It seems to us that  for  small surveys 

where pe~sonal supervision i s  important, this   at hod of determining the "aasenessw 

and severity of symptoms has more re l iabi l i ty  as it n e a r 4  reproduaes the assessment 

a s  is done i n  the clinic. W i t h  the addition of the group " i n s l g a i f i w t  symptoms" 

the subcllnioalaomplaints are largely kept out. W i t h  larger populations and sul t ip le  

as-seors this mathod would probably lose its advantage but it laag be useful i n  d l  

personalized aurvqs  p r t i au la r ly  where the Wmptoms are vague and Ill defined. 

The high rate of sylpptoms, suggest tha t  thcse complaintrr are similar to neurotio 

complaints reported by many earlier workers. Kapoor and Carstairs have reported even 

w r  "aase" ra te  (about 370 per thousand). It is likely that t h y  included 

aomplaints whloh we ezcluded a s  "insigniflaant qnqkonm" bemuse thei r  M i n i t i o n  of 

a case was "any one who reports one or m r e  symptome.' It i s  stronarly v s t e d  by 

them studies that  payohiatria ill heal* particularly of neurotic variety, is a 

continuurn i n  the m t y .  It merge8 on om side w l t b  pbymloal i l lness  and on the 

other side with eaoial distress. Any cut-off point would be an arbitrary deoision 

depending on tim use t o  whiah the data is to be put. 
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