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In recent years field surveys have come Lo occupy a very prominent place as a method
of data ccllection Br psychiatric epidemiology. It offers a number of advantages over
the historically older methods of data collection from the records of mental hospitals and
related hedth services. However, as the experience grows it is becoming obvious that there
are many limitations to this approach also. Some excellent reviews of field surveys have
already appeared in WHO Public Health Papers by D.D. Reid (1960) and Tsung-Yi Lin and
C.C. Standley (1962). In the present paper it is planned to first discuss some of the
existing survey methods as they are applicable to mental health problems of developing
countries and then to review some of the studies on prevalence of mental iliness done in
India and South East Asia. In the end briefly some of the flield studies done by the
suthor to measure 11l health in certain special groups of populetion will be presented.

The broad aims of field surveys are to assess the prevalence of different types of

mental 111 health 1in a population as a basis for the prevention, treatment and control of
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these diseases. They are also useful to uncover the association between population
characteristics and a particular mental illness as well as to test the hypothesis born out
of eclinical observations like genetic basis of an illnes. There are certain obvious
advantages of fleld survey methods over hospital data collection for such purposes. For
example to find out the prevalence of mental 1llness in general population the hospital
records are only of a very limited use. THs is particularly so in developing countries
where mental hospitals are very few and the vast majority of the population either goes

to traditional healers or is now coming to general hosplital out-patient facilities. This
makes the patients in mental hospitals as highly non-representative of general population.
Furthermore the record keeping is highly unsatisfactory in mest of these centres and
diagnosis varies not only with the skill but also with the aptitude and training of the
consultant in charge of the case. On the other hand in a field survey one can ensure

a certain degree of standardization of interview procedure, diagnosis as well of the
training of the interviewer.

Types of Field Surveys

The field surveys vary in design and execution. They may relate to general
population or can be conducted on certalin special population subgroups like Industrial
workers or college students. They can be classified as a total population survey or a
survey of a random sampling of a given population. They caabe cross sectional in nature,
i.e. survey done once for a given population or longitudinal survey, where the same
populetion is assessed repeatedly more than once. They can be retrospective or
prospective depending on the relationship to a partiocular event. They can be timed 1o
measure the prevalence on a single day or they can be related to prevalemce seen in s
longer period of time.

Morbidity surveys by random sampiing method of a large section of population have
been attempted in a number of countries including the USA, Canada, United Kingdom, Denmark
and Japan. Japan's survey of 1954 for the national mental health programme is a very
good example of such surveys. While such surveys give a comprehensive global view of the

national morbidity, they are often not very accurate, as such extensive surveys have to be
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done by relatively lesser trained staff. They are also costly in terms of time, money
and manpower and need an efficlent centiral administrative machinery.

Total population surveys, sometimes referred to as census surveys consist of studies
of the entire populaticn of a geographically defined area chosen either as a representative
of the national population or because certain features of that population, like socilally
1solated pockets mark it out for investigation. A number of such studies have been
carried out since the pioneering work of Brugger (1931, 1933). Some of the subsequent
well known studies are those of Lin in Taiwan (1953) done on a rural, semi-urban and
urban sample and Stomgren's study (1957) done an an isolated island in Denmark.

Though such surveys have yielded good information on prevalence which can be useful
for planning of services, it 1s difficuli to take them as a model of morbidity for the
whole country as the commnities thus studied may not be truly representative. On the
other hand such studies have served a very useful function to focus attention on certain
causal relationships which can be subsequently tested In specially designed studies like
Hallgren and Sjogren's study (1959) for genetic aspects of schizophrenia or Hollingshead
and Redlich (1958) for social class and mental 1llness.

Survey by random sampling of geographically defined districts is reletively a simger
technique then the total population survey and also permits a more intensive clinical and
social enguiry. 1In recent years a number of such surveys have been undertaken including a
small town survey by lLeighton (1956) and Midtown Manhatten study by Rennie (1957). However,
one should be careful in evaluating the results of these surveys due to the limitations of
methodology. Often the number of serlicus mental cases is small in a community and it is
difficult to collect large samples for good statistical analysis.

Due to the chronic and long-term nature of mental i1llnesses, many workers have preferred
to undertake longitudinal studies instead of cross sectional prevalence surveys. Such
studles give a better idea about the rate at which a disorder develops and it affords better
opportunity for studying causative factors at different life stages. For example,
Fremming (1947) 1n Denmark followed up a series of 5 500 persons born in between 1884-87

in the remote island of Bormholm and succeeded in tracing almost 92 per cent of his original
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eohort after fifty years. Similarly very good information has been obtained by prospective
longitudinal study by Douglas (1960) in which premature children and their control were
followed up from birth till twelve years. The well known study of Terman on gifted
children through not strictly a survey of mental illness is a remarkable example of a
planned prespective epldemiological study. Ninety-five per cent sample was still being
followed up nearly forty years later in 1959.

As 1s obvious frum foregoing discussion, there is no ideal method of field survey.
It depends greatly on the aims of study, resources availsble and degree of training of
participaing staff. For prevalence studies total population surveys have the advantage
of being comprehensive b measurement may not be accurate due to the large size of sample.
On the other hand in smaller random samples the measurement is more accurate but sa.mple;
suffer from being not representative. Furthermore as Kato (1973) has pointed out,
the possibility of detection of mental patients is closely commected with socio-cultural,
finansial and ethical factors in a given country. For example, surveys done in Japan seem
to suggest that more often male patients are detected than female patients, young patients
than the cld patients among traditional families, poor lower class than rich upper class,
mentally retarded children than mentally retarded adults, deterlorated schizophrenics than
paranoids, and hysterics than anxiety neurotics. It seems the pattern 1s very similar in
developing countries.

Psychiatric Field Surveys in India and South East Asia

Field surveys for psychiatric epidemiology are relatively recent phenomenon in India
end South East Asia. Most of the references related to the work dane after 1960 (with
the important exception of Lin's study in 1946-48 in Taiwan which is moie appropriately
in WHO Western Pacific Region). However, the need to assess the magnitude of mental health
problems in these countries seemed to have been felt for a long time speclally after the
gaining of independence from foreign rule. For example there is a resolution of Indian
Psychiatric Society dating back to 1949 requesting the Govermment of India to include a
colum on mental illness in the ten yearly national census. One wishes the problem was

as simple as that, but as it soon became spparent to early workers, the field surveys
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are highly complicated affairs needing careful planning and extensive resources in
money, time and trained personnel.

In india, though there wem cne or two earlier surveys in Bangalore and Fondicherry,
the first major field survey to measure prevalence of mental iliness in general population
was launched by Dr Dube in Agra. The work started in 1961 with a grant by the Indian
Medical Research Council and continued for a number of years. The preliminary investigations
were done by 1963 and psychlatric examination was ompleted in 1965. However, the statistical
analysis took a long time and results were published in 1970.

Meanwhile a number of other wcrkers took up similar studies noteble among them
are Sethl, 1967, 1972; Gopinath, 1968; Elnagar, 1971; Verghese, 1973, and Kapoor, 1973.
The work in some of these and other centres is still c¢ontinuing. Apart from general
population surveys the prevalence studies have alsc been done in certain special populations,
e.g. factory workers {(Gangulil 1968), and migrant population (Bhaskaran 1972 and Sethi 1972,
ete.)

Outside India the work by Jayasundere in Ceylon in 1960 is most well known. There
must be & number of other surveys in Scuth East Asia the results of which were
wnfortunately not immediately available for the purpose of this review.

A brief synopsis of type of survey and major results are shown in Table I. For the
purpose of this paper we are confining ourselves to adult population.

Prevalence of mentali illness

A look at Table T would confirm that there is wide disparity of prevalence of mental
illness in different studies: the range being 4-73 per 1 000. This observation is not
unusual or confined to surveys in South East Asia but similar disparities have also been
noted in surveys in other parts of the world. A careful scrutiny would, however, reveal
that this disparity is relatively less in cases of psychosis, but is very marked in cases
of neurcsis and personality disorders. This is chiefly because the major behaviour
disturbance in psychosis is much better identifliable in contrast to neurosis where the
symptoms are mainly subjective and difficult to categorize. For example in the enclosed
table most of the studies have reported the rate of psychosis as varying between 2 to 7

per thousand, while the prevalence of neurcsis is as low as 1.4 and 5.2 per thousand in
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rural studies in Elnagar (1971) and Sethi (1972) to 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

If the findings of two field surveys are reliable but there are different prevalence
rates in two populations it would mean very important etiological aimplications. But
before attributing varlous social factors as of possible etliological significance in
various mental disorders, one must make sure that the two surveys were conducted in
reasonably similar conditions by nearly similar methodology. Unfortunately differences
in design and execution are so marked between most of the studies reported that it would
be premature to sericusly consider them for etlological dascussion.

What can be the reasons behind such widespread disparity of results® It is not
simply the poor training or sophistication of workers, but there are certain inherent
problems in present day methodology, as a result of which certain degrees of disparities
seem inevitable. It is hoped to briefly discuss some of the common probhlems met
with in this area.

Problem of sampling: This is one of the foremost reasons for differences in result.
Some of the common sampling methods like total population survey and random sampling
have been discussed earlier. The small size of sample can be a serious source of error.
For example, if we are expecting a prevalance rate of schizophrenia of about .5 per cent
in the general population, in a small sample of 1 000, missing or over inclusion of one
or two cases can greatly distort the results. The psychotic patients particularly
paranocid schlzoprenia or patients with history of suicide are often reluctant to
volunteer information. Hence in a small random sampling an un-co-operative patient is
very important and should not be lightly dropped.

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

various studies. It is easy to define a hospital "case" as one who has got symptoms
and wheo seeks help from a doctor but what about a person who has not yet sought medical
help® When does he hecome a case?” How many symptoms or what extent of personal

distress or social disturbance 1s necessary before an individual would be accepted as
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a "case"? The problem is more complicated in developing countries where mental
symptoms are many times not regarded as illness and relief is sought not from medical
but often from other traditional sources of help.

The WHO Expert Committee on Mental Health {1960) suggested the following as an
operational definition of a case: "A manifest disturbance of mental functiconing
specific enough in clinical character to be consistently recognizable as conforming
to a clearly defined standard pattern and severe enough to cause loss of working or
social capacity or both and of a2 degree which can be specified in terms of absence
from work or taking of legal or other social action."

This is certainly a useful definition sideh brings a certain uniformity of
approach. However, it tends to be riglid and concentrates on severe mental disturbance
only. In developing countries where mental dlsturbance may not always conform to
"s clearly defined standard pattern® of European psychiatry, this definition might
prove inadequate. It is also difficult to measure by this definition "minor"
psychiatric symptoms or "funetional® disturbances which constitute such a large
part, of psychiatry in general practice.

Some examples about definitions of "ease” in field surveys in India might
clarify these issues. Dube (1970) 1in Agra has tried to adopt the WHO Expert Com-
mittee definition quoted above but the initial screening was based on abnormal
behaviour noted by others. He came to find B.86 per thousand hysteria and 3.77 per
thousand other neurcsis. Sethi on the other hand, using a set of questionnalre for
physical and psychological symptoms at 1Initlal screening found the prevalence of pgyecho-
neurosis in urban families as 24 per thousand while Verghese, again using a screening

device followed by paychiatric interview in suspected cases reported prevalance of
neurosis as high as 47 per thousand, Majority of the cases in Verghese series were of
Depressive Neurosis which were hardly encountered in Iube's survey, It is strongly
suggested by the methodology of these studies that by the intreduetion of checklist of

symptoms for sereening, the posaibility of ildentlifying more neurotic cases increases
considerably.
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Another significant example of how very different results can be obtained by
using different definitions of a "case" is provided by the work of Kapoor and
Carstairs in South India. They defined the case "as one who had one or more symptoms"
on 124 psychiatric symptoms of Indian psychiatric survey schedule developed and
standardized by the authors. By this definition, they report the case rate as high
as 370 per thousand which is much higher than any study reported in South East Asia,
Diagnostic-wise, it contains about 8 per 1 000 psychosis, 27 depression, 25
"possession states” while remaining 300 per thousand are mixed cases of neurosils,
psychosomatic symptoms and vague somatic sensations,

Problem of psychlatric classification: The next most serious difficulty in the

expression of the result of the field survey is the lack of a uniform system of
classification of mental disorder, A great advance has been made In the recent

vears by the development of WHO International Classification of Diseases related to
Mental Disorders. It has ushered in a new era of comparability of psychiatric
morbidity in different parts of the world. However, the I.C.D. is yet to obtain a
universal acceptance and many of its areas are not yet above controversy. The
glossary to I.C.D. has also been introduced only recently. For the developlng countries,
psychiatric classification railses special problems. For example, certain non specific
acute psychosis and possession syndromes do not clearly fit in but they occur in
considerable number {25 per 1 000 in Kapoor's study). Similarly, culture-bound
neurosis like "Dhat Syndrome" (a kind of sexual neurosis) of India or mixed somatic
and psychological symptoms {which Kapoor reports nearly 25%) are difficult to put

in the standarq glossaries. Another example of difficulty of classification is the
syndrome of depression. Many studies have recorded it independent of psychosis or
neurosis, Personality disorder and alcoholism and drug dependence are alsc the areas

which cause a considerable difficulty of definition.
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Problem of c¢lassification of social and demographic data: Apart from difficulties

experienced in the classification of mental disorders there are serious difficulties
in the develcping countries about the use of demographic and socisl data for the
purposes of correlations which mekes the comparison between any two studies very
unreliable, There are no standardized definitions of psychosocial variables. Social
class stratificatien_inte elass one to four which is avallable in the Registrar
General's office in the UK and other Western countries does not exist. In countries
where Dersons are not sure even of their ages, any guesses about income, ete., are
highly unreliable. The terms like Joint family or extended family used by authors
are agaln used very differently in different studies., There is urgent need for
standardization of psychosocial data used for epidemiclogical work in developing
countries, without which comparison of studies and guesses about etiologlceal
possibilitles are quite meaningless.

Problem of statistical analyslis: Another serious shortcoming in many studies which

makes the comparison very difficult is the very different and inadequate statistical
techniques used by investigators. Incidence and prevalence data are mixed together,
With varying perliods of studies the number of cases detected would alsc vary.

Some other practical problems of methodology: There are still many other problems

of methodology which can seriously lnterfere with the overall results of a field

survey and make the comparison with other studies very difficult. In all the studies
ultimately it is the field worker who has to glve the Judgement whether a partioular
person is a suspect for mental illness or not. Hence, a uniformity of their tralning

i3 essential btut rarely achieved, Since most of them are temporarily recruited

research staff, many of them leave before the study is completed, Furthermore, as

the study advances, the lnvestigator and the whole team gets more experience and as a
result methodology is often modified in the middle of a study causing serlocus differences

in initial and later messurements. Amother problem is that of multiple investigators
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in a project which requires cross validation of their results. To overcome the last
problem many investigators use an initial screening schedule which is standardized
and field workers are trained in its use, Similarly, for psychiatric evaluation alse
use of a atandard schedule is becoming more common. A great step forward in
psychiatric epidemiology was the development of Present State Examination (P.S,.E,)
schedule by Wing et al (1967). It was initially used in the WHO International
Pilot Study of Schizophrenia and has also been used in other studies. Goldberg
(1970) has developed a two-stage procedure with quick initial screening at the field
lewvel and a structured interview of suspects in a realistiec clinical setting.
Kapoor (1973) on the other hand feels that it is very difficult to contact the same
respondant twice and even more difficult to persuade people (who, it must be
remembered, never asked for interview or any help) to come to a "realistie clinical
setting". Kapoor has designed his own Indian Psychiatric Survey and Indian
Pesychiatric Interview Schedules. He also advooates interviewing not only the
patient but also a close relative, He feels that by interviewing the patient only,
one misses cases like paranoid schizophrenia, suicidal attempts, psychopethy, eto.

Field Surveys to Measure General T1l Health in Special Sub-groups -

Experience in Chandiggrh

Methods of field surveys can be used not only to measure the mental illness in
general propulation but can also be applied to many other epidemiological problems.
In the Depariment of Psychiatry at Chandigarh we have been engaged for the last six
to seven yeéirs in the study of psychiatric symptoms following family planning
procedures particularly after male and female sterilizations. For this purpose we
have surveyed 700 to 800 persons at various stages before and after sterlization
operations and repeatedly for many months and years afterwards (Wig et al 1970,
1972, 1973, 197%). S8ince the findings of psychiatrie 111 health in these special
populations have a close similarity with the field surveys done for prevalence of

mental illness in Indla, i1t may bes of interest to discuss them briefly,
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TABLE I
Psychiatric Field Surveys in South East Asia

Rate per 1 000 population

Country Reference Population studied Pasycho- Neuro- Eplle- Mental Remarks
Total sis sis pay retard.

Taiwan 1in et al 1946-48 N=19931 9.5 3.9 1.2 1.3 3.4 Higher rate in
(1969) 3 sommunities second atudy, pos-
T {rural, smsll town, sibly due to aging
ceity) of the population
and inocrease in
1961-63 N=12184 (same 17.2 3.1 - - 4,9 psychoneurosis.
area)
Ceylon Jayasundera h villages
(1969) 1960 N=P506 10 8.4 1.6 The first 2 sur-
T 1961 2212 5 4.5 .5 veys were considered
1962 1519 6 6.0 .6 more reliable
1964 2497 4 3.2 .8
India Dube 1961-66 N=29h68 Agra 23.79 k.28 12,6 5.19 3.70 Life prevalence
(1970) {rural, semiurban, 17.99 2.6  10.%4 2.24 3.70 Active cases
T urban) (18 months)
India Surya Rural, Pondichery 9.5 3.T 5.0
1(11964)

T = Total population ) Qeorgraphically
R = Random sample ) defined area
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TABLE I {sont'ad)

Rate per 1 000 population

Country Reference Papulation studied Pgycho- Neuro- Epile- Mental Remarks
Total sis sis PS8y retard.
India Bethl et al 1966 N=l733 T2.7 2.3* 24.2' 22.5 Depression 6.9
(1967) 300 urban families 324 families
R Lucknow affected
Sethi et 2l 1970 N=2691 .4 1.1 5.2 2,2  25.5 Depression 1.5
{1972) 500 rural families 174 families
R Lacknow affected
India gopinath 423 rural 16.54 T 2.36 .72 Alecoholimm = 2.36
{1968) {near Bangalore)
T
India Elnager et al N=1383% 27 7.2 1.4 4,3 1,4 21% families
(1971) Village in Hoogly affected.
184 femilies Depression 2.9
India Verghese et al 1970~ 66.5 5.7 47.6 3.2 32.8 depression
(1973) N=1887 out of 47.6 total

Vellore town
5% households

neurosis. 1%.1
severe disturbance

T = Total population )
R = Random sample

Geographically
) defined area

*
Excluding depression
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TABLE II

Payohiatric Field Surveys on Specific Population Sub-groups

Rate per 1000 population

Country Reference Population studied Paycho~ Neuro- Epile- Mental Remarks
Total sis sis pay retard,
India Kapoor 1970-72 3 castes in 369 8.1 =200 5.7 "Possession"=25.1
(1973) 1233 South Indian Depression=27.6
I village
India Ganguli 327 all males 140 3.06 125.4 9.17 Psychosomatic
(1968) textile workers, Delhi
R
India Bhagkaran 100 migrants in
{1972) industry, Ranchi -6 cases of para-
R noistates
~Higher incidence
in migranis
India Sethi et al 1547 (250 ref‘usee* 95.7 3.3 29.7 14.2 Affected families
(1972) families) 44, 4%
R
1310 (250 non- 1.8 1.k 10.6 4.2 19.2%

_migrated families)

T = Total population survey
R = Random population survey

*The term refugees refors to families migrated from Wegt Pakistan in 1947
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These field surveys were different from the traditional type in the sense that
while in the usual prevalence surveys one starts out to lcok for mental illness, in
the present surveys it was not definite what kind of disability we are going to find.
Instead of identifying olassical psychosis or neurosis we were on the lookout for all
varieties of physical or psychological symptoms.

Defining a case: The first problem faced in our work was how to define a ocase. The

WHO Expert Committee's definition of a case being "consistently recognizable as
conforming to a clearly defined standard pattern" was not very appropriate for our
needs. We first tried to use a check-list of symptoms but soon ran into a number
of difficulties. For example, if one uses & check-list, some symptoms are migsed
which one has not listed. Secondly, there is a tendengy on the part of the population,
particularly in the uneducated, unsophisticated section, who are often quite
suggestible to check many more symptoms than they really have, The third serious
problem is of measuing severity of symptoms, Perhaps many of these difficultles
could have been solved if we had highly trained pyschiatrists who could perscnally
go to the field, interview the patlents and meke a phayclal and mental examination on
the Bpot to decide the nature and severity of the disturbance. As is common in all
such studies, there are never enocugh psychiatrists and we had to depend on social
workers and other psychiatrically lesser tralned individuals., We made efforts to
develop empirical definitions of severity of symptoms and guidelines to workers on
how to recognize symptoms, but with the degree of their training and coccasional
change of workers in studies (a phenomenon not too infrequent in developing countries),
we found it diffiocult to rely on the judgement of field workers in the matter on
whether "symptoms” exist in a particular individual and what is the dgree of the
severity if =ymptoms do exist.

To overcome this diffigult problem we decided to use the traditional cliniec
method adopted by psychiatrists namely to listen to the complaints of the patient.
We advised our field workers to verbatim record the complaints as narrated by the

peraon, All thess verbatim records were rapsated in a weekly research meeting,
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Listening t¢ the descoription given by patients gave us a much better i1dea about
the nature of the problem, the degree of personal distress and relative importance of
different symptoms, Verbatim record of symptoms is not difficult and can be written
with a little practice by even the least qualified field worker, The judgement about
whether & person can be Justifiably considered a "oase™ or not was arrived at by the
chief investigators in a Joint meeting where verbatim records along with the
observations of field workers were dlscussed. The severity of aymptoms were also
deoided in the meeting, by taking , Into account the mumber of symptoms, degree of
perasonal distress, previous visits to the doctors or other healsrs, degree of
disturbance in family and social life, In this way an effort was made to nearly
reconstruct the procedure as 1s usually done when such a decliglon is taken in the

clinic. The severity of symptoms was finally given the following grades:

No symptoms

- Symptoms present but insignificant

- Symptoms present but obviously related to some other physical illness

- Symptoms present and mild

- Symptoms present and moderate

- Symptoms present and severe,

For the purpose of our situdies, only the last three categories were considered
significant and regarded truly as constituting a "ocase." All the moderate and serious
cages seen in the field were later called in the olinic and diagnosis confirmed.

The nature of symptoms in these cases were mixed and consisted of varicus types of
phiysiocal, psychological and sexual complaints. It was not easy to put them in
traditional categories, One could recognize easily a psychotic 1llness, with a little
more difficulty a neurotic depressim and perhaps a psychophysiologiocal rsaction of
sexaal impotence, but the majority of the other cases were dominated by a number of

vague, ill-defined physical and paychological symptoms like poor health, weakness,
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pain in the legs, back and other parts of the body, poor sleep, irritability,
excessive worrylng, etc. These appeared to be neurotic complaints but it was
difficult to give a specific label. Perhaps in a psychiatric clinic they might be
regarded as a chronlec anxlety or hypochondriasis.

Findings of surveys: It would be difficult to present all the findings in this short

paper. However, to lllustrate the points raised in methodology, some of the findings
In our recent fleld survey are belng presented, It relates to the follow-up of
patients who had undergone vasectomy three to five years before and who had been
followed up before and after the operation earlier also. The number of population
is 200. The age range was thirty to fifty years. The education, income and
ocoupation were not very different from average census figures of Chandigarh and
neighbourhocd.

TABLE TII

Psychiatric Ill Health in Vasectomized Males
(Report of a field survey done >-5 years after operation)

PSYCHIATRIC ILLNESS

Population Method Psychosis

studied of survey schiz. MDP NEUROSLS TOTAL
Multiple Neurotic Sexual
somatic depres- lmpot-
symptoms slon ence

200 males Individual 1 2 18 9 7 37

age 30-50 household

visits

Rate per thousand 5 10 90 45 35 165
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TABLE IV

Psychiatric Ill-health in Vaseotomized Males
Grading of scores according to severity of symptoms

Grade of disturbance No. of cases Percentage
No symptoms 113 56.5%
Insignificant symptoms 44 22.0%
Symptoms obviously related to
some other illness 7 3.5%
Mild symptoms 15 T.5%
Moderate symptoms 15 T.5%
Severe symptoms 6 3.0%8
TOTAL 200 100.0%

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

study was conducted for a specific purpose, they obviously cannot be generalized or
compared with prevalence of studies in genersl population. The main point of
presentation is to 1llustrate the methodology. It seems to us that for small surveys
where personal supervision is important, this method of determining the "caseness"
and severiiy of symptoms has more reliability as it nearly reproduces the asseasment
as is done in the clinie, With the addition of the group "insignificant symptoms"

the subolinical complaints are largely kept out. With larger populations and multiple
assessors this method would probably lose its advantage but it may be useful in small
personalized surveys partioularly where the aymptoms are vague and ill defined.

The high rate of symptoms, suggest that these complaints are similar to neurotic
complaints reported by many earlier workers. Kapoor and Carstairs have reported even
higher "case" rate (about 370 per thousand), It is likely that they inoluded
complaints which we excluded as "insignificant symptoms" because their definition of
& cage was "any one who reports one or more symptoms." It 1s strongly suggested by
these studlies that psychiatric 111 health particularly of neurotic variety, is a
contimmum in the community, It merges on one side with physical illness and on the
other gide with sogial distress, Any cut-off point would be an arbitrary decision

deperndling on the use to which the data is to be put,
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