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This is an interim report on a cross cultural study of mental disorder 

1 
amongst three South Indian caste groups. The prevalence of mental disorder 

was investigated through a field survey, field work was completed between 

March l m 0  and December 1972, and the data are now being analysed. In this 

paper an attempt will be made to examine certain methodological issues 

pertinent to designing such an investigation and this will be followed by 

a brief description of specific aims, methods and some preliminary results 

of the study. 

SOME METHODOLOGICAL ISSUES 

1. Cross cultural comparisons : It is generally accepted that cross 

cultural compax3sms of mental disorder can be usef'ul in testing hypotheses 

giving aetiological significance to certain socio-cultura3. factors, in 

enriching the phenomenology of the well known psychiatric syndromes, in 

discovering new psychiatric syndromes and in providing data whioh would help 

in planning mental health services suitable tb a particular cultural setting. 

(*I Field Director, Edinburgh-Manipl Psychxatric Research PmJect , 
Dept, of Psychiatry, University of Edinburgh, United Kingdom 

(*) The study was carried out on a grant from the Foundations Fund for 
Research in Psychiatry. 



Cultural differences are best highlighted when vastly different  nations are 

compared and the tendency of the research workers i n  the f i e l d  has been t o  

carry out international comparisons, e.g. Cornell-Am study (Leighton e t  a1 

1963). Kessel (1966) warning against this tendency, pointed out tha t  inter-  

national comparisons can be of doubtful va l id i ty  because: 

(a) Case finding methods i n  two nations may be vastly different.  

(b) Language differences may make it Impossible to standardize the 

instruments used i n  detecting mental disorder. 

(c )  It might be impossible t o  interpret  the ef fec ts  of socio-cultural 

variables being investigated since the influence they exert cannot 

be distinguished from tha t  exerted by other larger differences 

between nations and which are unmeasurable by techniques a t  our 

disposal. 

2. Field surveys: The biggest problem in the f i e ld  survey is the defini t ion 

of  a case i n  a non-referred population. Field surveys based on c l ln lca l  

assessment are unreliable because of the lack of standard explici t  c r i t e r i a  

fo r  defining a case. The r e l i a b i l i t y  can be improved by using questionnaires 

and training the investigators t o  use them similarly. Fbwever, because of 

the r ig id i ty  of the i r  structure, limited range of inquiry, lack of provision 

for  cross-examination t o  c l a r i fy  doubts a* taking the judgement about the 

presence or absence of a symptom out of the hands of the investigator they 

probably lose in val id i ty  what they gain i n  r e l i ab i l i ty .  

An improvement over the questionnaire technique is the use of a 

structured interview schedule. It has the following characteristics:  

(a) There i s  a standard check l ist  of symptoms. 

(b) The investigation i s  carried out through standard questions and 

cro~s-examination but additional questions may be asked t o  

c lar i fy  doubts. 



(c) The decision about the presence or  absence of a symptom is  made 

by the investigator who i s  guided in his judgement by an in- 

struction manual giving standard definitions for the various 

symptoms in the check list. 

It is obvious tha t  structured interview schedules retain the flexi- 

b i l i t y  of a c l in ica l  approach and yet because of the standard questions 

and standard definitions are also rel iable ( W i n g  - e t  al 1967. Spitzer 

e t  a1  1964). However, the schedules developed t o  date have some short- - 
comings. None of them provides fo r  an interview with a close relat ive o r  a 

friend, which is an integral part of a c l in ica l  approach and is especially 

useful for  uncooperative psychotics. They are long and time-consuming and 

are unsuitable for  a f i e l d  survey. Goldberg e t  a1 (1970) have developed a 

two-stage procedure w i t h  a quick i n i t i a l  screening a t  the f i e ld  level and 

a structured interview of the suspects i n  a r e a l i s t i c  c l in ica l  setting, 

This approach is certainly more economical but those involved in f i e l d  

research are painfully aware tha t  it is d i f f i cu l t  to  contact a respondent 

twice. Further it is d i f f i cu l t  to persuade people (who, it must be re- 

membered, never asked fo r  an interview o r  any help) to  come t o  be inter-  

viewed in a ' rea l i s t ic  c l in ica l  se t t ingt .  

Another d i f f icul ty  in  using already available and standardized schedules 

is that they have been developed in the west, and become less  and less  sa- 

t isfactory as  one moves away from the oontext i n  which they were developed. 

For example, none of them pays special attention to  'possession s ta tes ' ,  

symptoms of sexual Inadequacy and the variety of somatic symptoms so commonly 

encountered in the Indian setting. 

It is being Increasingly realized tha t  symptoms however rel iably scored 

do not make a person showing them a case i f  by case we mean someone who 



needs help and treatment. Many other factors determine this need e.g. - 
the d is t ress  experienced by the subject, those around him and the f a l l  i n  

the day t o  day social fbnctioning of the individual. 

Much in teres t  has been shown by the epidemiologists i n  the measurement 

of social  functioning. Both i n  the Midtown Manhattan Survey (Srole 

1962), and the S t i r l ing  County Study s eighto on e t  a1  1963) there was an 

attempt a t  measuring social  impairment. Spitzer e t  a1  (1970) include i n  

t h e i r  structured interview schedule a section on measurement of social  

functioning. However, these attempts show a confusion of aims. The 

greatest  drawback is the insuff icient  real izat ion of the f a c t  tha t  norms 

of social  fimctioning against which the m c t i o n i n g  of the ill person is t o  

be measured may vary from a socio-cultural group t o  another. I n  most 

empirical research, certainly i n  the Midtown Manhattan Study and the 

S t i r l ing  County Study, the yardstick for  assessment of social  functioning 

appears to  be the investigators '  own value orientation which may be 

irrelevant to  the group under study! 

It was against this background tha t  the present study was designed. 

THE GENEEU& DESIChT AND THE SPECIFITC AIMS: - --- 
Taking in to  account the crit icism of international comparison by 

Kessel, an international study w a s  planned. South India, with i ts variety 

of caste groups who have coexisted for  centuries without di lut ing t h e i r  

cul tural  distinctions,  seemed an ideal laboratory and we planned to  compare 

the 'pa t r i l inea l '  and 'matrilineal'  castes. I n  the former, the inheritance 

i s  through the male and i n  the l a t t e r  through the female lineage. This has 

interest ing socio-cultural implications which w i l l  be discussed l a t e r .  To 

further reduce the number of variables on which the target  castes could 

d i f f e r  (and thus make the study more manageable) we decided t o  narrow down 



the geographical context and carry out the study in  one village. Such a 

village was chosen on the South-West coast. One pat r i l ineal  caste, the 

ERAEMINS and two matrilineal castes the MOGEW and the BAN% were chosen 

for  comparison. 

It was also decided to  prepare a structured interview schedule suit-  

able fo r  the Indian context, and t o  study the dimension of social  fbnctioning 

along w i t h  the symptoms. The l a t t e r  necessitated the preparatlon of a 

social mot ion ing  questionnaire and development of norms for  different 

caste age and sex groups. 

The project was divided into two stages, the first stage devoted t o  

a number of sub-studies aimed a t  collecting information and preparing 

Instruments which would be used i n  the second stage, 1.e. the f i e l d  survey. 

The various sub-studies i n  the f i r s t  stage were as follows: 

1. A soclo anthropological investigation t o  find out the differences 

amongst the three target  castes. 

2. A study of at t i tudes towwds modernization and at t i tudes towards 

mental health i n  the members of the three target  castes. 

3. A study of the methods and clientele of the local healers. 

4. Preparation of what ultimately were called the Indian Psychiatric 

Interview Schedule (I.P.I.S. - for hospital investigation) and 

Indian Psychiatric Survey Schedule (I. P. S.S. for  surveys), the i r  

standardization and es tab l i shen t  of interinvestigator re l iabi l i ty .  

5. Preparation of the Social Rmctioning questionnaire. 

6 .  Pi lo t  studies with hospital data examining s t a t i s t i c a l  methods of 

clustering symptoms with a view to determination of 'patterns' in 

the data collected through the f i e ld  survey. 



The specific aims of the f i e l d  survey were as  follows: 

a. To compare the frequency and patterns of psychiatric symptoms 

(as measured by I.P.S.S.) i n  the three caste groups. 

b. To study the interaction between 'psychiatric symptoms', 'social  

flmctioningl and consultations with local  healers across the 

three castes. 

c. To examine i f  the differences observed i n  (a) and (b) above could 

be explained i n  terns of the socio-cultural differences i n  the 

three caste groups. 

It was t o  be an exploratory study and no directional hypotheses were 

constructed. The study was conducted i n  a village named KOTA and w i l l  be 

referred t o  i n  the  following pages as the 'KOTA project ' . 
A DESCRIPTION OF THE KOTA PROJECT: - -- 

We shal l  now proceed t o  give a brief description of the village and 

the three castes, the characteristics of the Indian Psychiatric Survey 

Schedule (I.P.S.S.) and an account of f i e l d  survey. The sub-studies dealing 

with the measurement of at t i tudes and the development of the social  M c t i o -  

ning questionnaire w i l l  not be discussed here. 

THE V I U G E  AND THE THREE CASTES- 

Kota is situated on the western coast and is part  of the d i s t r i c t  of 

South Kanara, Mysore State.  A t  the beginning of the project a complete 

census was carried out and the socio-demographic data collected through a 

short questionnaire. A t  the end of this exercise a directory of the vi l lage 

was prepared, assigning a census number t o  each individual and describing 

him according to  religion, caste, age, sex, income group, Family code2 and 

3 address . It was hoped tha t  this directory would help i n  tracing the in- 

dividuals quickly and collecting population samples fo r  subsequent studies. 



Fbrther Information about the village was obtained through participant 

observation; one member of the investigating team lived in the village a l l  

the time. A detailed description of the village and the three castes w i l l  

be given elsewhere. A brief description follows: 

4 
Kota had 9,113 permanent inhabitants according t o  the census carried 

out in l a t e  1970. Like the res t  of the country, the village boasts of a 

5 number of religious and caste groups . Among the three target  castes, 

ERAEMINS are r i tua l ly  the highest, aANTS the next and M m  the lowest. 

Amongst themselves the three groups form nearly half of the t o t a l  popula- 

t ion of the village (BUWENS lw, BANTS @, MOOERS 24%). Traditionally, 

HUHYINS were the priests ,  BANTS the soldiers and MOGERS the fishemen. The 

chief occupation of ElAWENS and BANTS these days is agriculture, m S  in 

the main being owner-cultivators and the BANTS, sharecroppers. Flshlng still 

remains the major occupation of the MOCiERS. 

On an income status scale constructed specially for  the project, EWMlNS 

were the richest, M O W R S  the next and BANTS the poorest (9 of BRAfEIINS, 

364g of BANTS and 25% of MOGEE l ive below the subsistence level).  Ti l l  re- 

cently BANTS were richer than MOCiERS but because of Government help the 

fishing industry i s  being modernized and the income of the Fishermen has shot 

up. This has resulted in a d i f f i cu l t  situation where BANTS are r i t t ia i ly 

higher but economically lower than MOGERS. Tension between the two cumunities 

is perceptible and brawls are common. 

Educationally, South Kanara is me of the most advanced d i s t r i c t s - i n  India. 

In  Kota, BRAININS are the most educated, BANTS next and MOOERS the least. 



6 
EWGMINS worship Gods while BAN'IS and MOOERS worship Demons . 

BRAmINS are strict vegetarians, while BANTS and M W E 3  eat meat and fish 

but not beef. E3RAHMlXS do not drink alcohol while BANTS and MOGERS drink 

heavily; MOOERS more than BANTS. 

EWHM?3S do not permit widow-remarriage and divorce by women, while 

this is permitted in EWl3 and MOGERS. All the three castes are male- 

dominated but MOOER women have more freedom than BRAIMIN women who in turn 

have more freedom than BANT women. 

The major difference amongst the three castes is in the system of 

inheritance and its socio-cultural implications. 

IMWUTANCE IN THE THREE CASTES : BRAHIINS are patrilineal, i.e. the 

property descends from the father to son. BANTS and MOGERS practise ALIYA- 

SANTANA, a special form of matrilineal inheritance, the property being 

vested in the female lineage but in practice passing from the maternal 

uncles(s) to the nephew(s). Traditionally the husband continues after 

marriage to live in his own family house. The wife spends 6 months with 

the husband and six months in her own house. kldren move with the mother 

but visit their father less and less as they grow older. 

The law of the land has declared A L I Y A - S m N A  illegal and the system 

is in a stage of transition. Appendix I outlines the variations in the 

ALIYA-SANTANA. It 1s apparent that this social change is causing stress 

to the family, especially to women and children. 

THE INDIAN PSYCHIATRIC S U M  SCHEDULE 

The development of the Indian Peychiatric Interview Schedule (IPIS) , 
from it the development of the Indian Psychiatric Survey Schedule (IPSS), 



and a demonstration of interinvestigator reliability, both in the hospital 

setting as well as in the field setting, has been described elsewhere (in 

press). A brief description of the IPSS follows : 

IPSS is designed to inquire about the presence of 124 psychiatric 

symptoms and 10 items of historical information. The symptoms are those 

commonly obsemred in Indian setting, the check list having been prepared 

through pilot studies at Bangalore mental hospital. The questions and 

cross-examination are standardized, as are the criteria for recording the 

presence of symptoms. The inquiry is carried out through a multi-Stage 

proaedure. Appendix I1 gives the outline of the various stages but very 

briefly, as the first stage, a preliminary interview schedule ia given 

by a non-psychiatrist to all members of the population. Besides questions 

about the respondent, this preliminary schedule also carries a section asking 

the respondent if he knows any one in the family or the village who suffers 

from a given check li'st of (serious) psychiatric symptoms, Detailed. inquiries 

with the subject and/or with a close relative are carried art by a psychiatrist 

in special (standardized) conditions. The psyohlatrist also records his 

'observations during interview' when carrying out a Detailed Inquiry. 

THE FIEIrD SUIiVEY : This was carried out by a team of one psyohiatrist (male) 

and three non-psychiatrists (two Sociologists, one male and one female, and 

one female Psychiatric Social Worker.) 

1. SAMPLING : We planned to examlne the psyahiatric symptoms in 5% of 

the adult population in three castes, an adult being defined a8 anyone 14 

or abwe in the 1970 census. One way would have been to take 5C% at randam. 



However, we  wanted t o  examine i f  : 

(a) there was a greater concentration of symptoms i n  some families 

a s  compared t o  others, and 

(b) i f  geographical newness was related t o  a clustering of certain 

patterns of symptoms. To make it possible, ~t was decided t o  : 

i. Take a 5@ sample of farnllies instead of Individuals (hoping 

tha t  such a sample would give roughly 50$ of individuals) and 

ii. Collect the  5C$ of families from a few selected geographical 

'units' - and once a 'uni t '  was selected t o  take a l l  the 

familles (of the three castes) *om tha t  unit. 

An analysis was carried out t o  compare the characteristics of the 

sample with the t o t a l  population. It &s found tha t  the 'sample1 had roughly 

5@ of the t o t a l  adults of the three castes and resembled, more or less , the 

total adults of three castes i n  age and sex distribution. 

2. INSTR- : IPSS was given t o  a l l  the members i n  the sample, Social 

functioning questionnaires were given t o  every one with psychiatric symptoms, 

and t o  provide a control g r o ~ p  of 'normals', t o  every second normal rnale 

and every th i rd  normal female i n  each age (4 categories) sex and caste 

group. 

3. TRAINING AND ESTAEaISEMENT OF ItELIABILITY : Sixty people from both 

sexes were interviewed from the geoaaphical uni ts  not included i n  the 

sample. This was followed by an interinvestigator 's  reliability study 

w i t h  for ty -persons i n  the f ie ld ,  the resul t s  of which are discussed i n  the 

paper on I* ( m  press). The training session, which lasted a month, 

had t h e  following uses : 



(a) The investigators learnt the correct technique of asking questions 

and gained confidence. 

(b) The definitions of various symptoms in the check list were memoazed 

during this period. 

(c) We learnt that in the field setting an interview would take 15 minutes 

per person on an average and that the team could see about 20 Mividud.~ 

a day. 

(d) The villagers (even in the sample area) came to hear about ow: survey 

and were ready for us when we went to them. They also learnt that 

the questioning was not prolonged and that we gave medicines when 

required. 

(e) We got a chance to reconstruct some questions in the local idiom. 

4. ME FIELD WORK : The preliminary interview vascamied out by the non- 

psychiatrists. The male investigator asked questians from the male and 

female investigators from the female.7 Inquiry about others was limited to 

the males only. The psychiatrist had to give a physical examination to 

3C$ of the individuals and detailed interviews to less than 5% of the res- 

pondents and/or their close relatives. Whenever required, the detailed 

investigation was completed on the spot immediately after the preliminary 

interview. We usually tried for privacy btit this was not always possible. 

After each completing a geographical unit we would go OveP tt once again, 

searching for those who had been missed out during the first visit. The 

first round of the - whole sample area took about 2 1/2 months. 200 were 

still left - more males than females - more young than old. A second round 

of the village was carried out, and it took about 20 days. 



1237 individuals were interviewed and seven refused,, out of a posssible 

1244. This meant a response rate of over m. 
ANALYSIS AND SCME PFEUMINARY RFSULTS 

For analysis the population can be categorized in a variety of ways, 

depending on how the fact of having a symptom or not is manipulated : 

1. The population may be grouped into those (a) having no symptoms and 

(b) having one or more symptoms. 

2. The population may be grouped into 4 categories (a) having no symptoms 

(b) having somatic symptoms only (c) having both somatic and psychological 

symptoms and (d) having psychological symptoms only. (see Appendix 111). 

3. The population may be categorized into groups having a different number 

of symptoms. 

4. The symptoms may be clustered by statistical techniques and the popula- 

tion may be categorized according to presence or absence of different clusters. 

5. The population may be categorized according to the presence or absence 

of each individual symptom. 

All these methods of categorization are being used in analyzing the data. 

The analysis has not been completed. A presentation of some of the more 

interesting results obtalned to date follows : 

REPORTING PSYCHIATRIC SYMPTCNS IN MPIERS : As mentioned earlier, all males 

were asked if they knew anyone in the family or village who had one or inore of 

the given check llst of symptoms. An analysls was carried art to examine 

reported behaviob and the characteristics of the reporters. 152 people 

in all in the whole vlllage were reported to have one or more symptoms and 

170 people reported one or more person in the vlllage to be having one or 

more symptoms. These 170 will be referred to as 'reporters'. 



It waa found that t 

1. Brahmins have more reporters than Mogers who in turn have more reporters 

than Bants, 51% of Brahmins, of Bants and 5% of Mogers were 'report-8'. 

2. The young have more reporters than the old. Percentage of reporters 

was 51% for those below 20, 41% for those between 21-40, 5% for those between 

41-60, and 3@ for those 61 or above. 

3. Rich have more reporters than the poor. of those living at sub- 

sistence level or below were reporters as compared to 58% of those living 

abwe subsistence. 

4. The well educated have more reporters than the poorly educated. a$ (f 

those having primary education or below, 51% of those having school certificate 

and 674g of those having higher education were reporters. 

5. Those having symptoms themselves have morg reporters than those not 

having symptoms (percentage of reporters r 51s a d  35% respectively). The 

differences were more interesting when those having symptoms were divided 

=her into three categories : percentage of reporters amongst those having 

somatic symptams only, both somatic and psychological symptom and psycho- 

logical symptoms only was respectively, 41$, 4% and 59% - that is to say those 
having psyohological symptoms have more reporters than any other group. 

Using a chi-square technique, all these differences are statistically 

significant with pd.01 or less. 

DQ!DUBUTION OF SYMPMMS IN THE ThREE CASTES : 

'Case' rate for the three castes was t Brahmins (a), Bants (3%) and 

Mogers (3%) in the case of males, and Brahmins (33$), Bants, (4%) and Mogers 

(4&) in the case of females. A case here is defined as one who had one or 



more symptoms. The Matrilineal castes (Bants and ~o~ers) have a higher 

case rate than the Patrilineal Brahmins both for males and females. In all 

castes females have a higher case rate than males. 

Tables I and I1 give the symptom distribution for males and females 

respectively when those with symptoms are further divided into three categorzes. 

TABLE I 

s m m  DISTRIBUTION IN THE THR~E CASTES (MALES) 

TABaE 11 

SYMPTOM DISTRIBUZ?ON I N  THE THREE CASTES (-) 

NLV'E : The results described in this page and elsewhere in  the paper have all 
been subjected to statistical tests and the differences observed are 
statistically skgnificant with p4.05 or less. The details of these 
tests have been left out for the sake of simplicity of presentation. 

MCGERS 
(217) 

68% 

6s 

% 
17% 

33% 

BANI'S 
(55) 

6 6  

1% 

13% 

13% 

3% 

SJlMPMM OROW BRA~IINS 
(154) 

NO symptoms 

Somatio only 

Somatic & Psyohological 

Psychological only 

Case rate 

TOTAL 
(807) 

604% 
1 6  

18% 

104% 

TOIW; 
(426) 

a% 
7s 

104% 

15% 

334 

71% 

6% 

1% 

13% 

25% 

SYMPTCEI GROUP BRAHMINS 
(299) 

, 

i 

BANTS 
( 143) 

56s 

13% 

22% 

8% 

4% -- 

NO symptoms 

~omatlc only 

Somatic ~c Psychological 

~sychological only 

Case rate 4* 
I 

MOGERS 
(365) 

58% 

1 6  

2M 

1M 
4a 

67% 

1% 

1% 

1% 

33% 



SOCIAL CHANGE AND S'IMITCNS 

The married members of the matrilineal castes were compared according 

to whether they were following the traditional residence pattern or whether 

they had changed over to a "patrilineal patternn in which the husband and wife 

have started living together. From Table I11 it can be seen that the change- 

over has hardly affected the males, while amongst the females who have changed 

aver there is a higher case rate than that amongst those who still follow 

the traditional pattern. 

TAm 111 

SYMPTOMS AND SOCIAL CHANGE 

MALES FEMALm 
Traditional Changed Traditianal Changed 
7 (94) (222) (116) 

Case rate 3% 3% 3% 54% 

SYIWIWB AND CERTAIN SOCIO-CULEURG PACl'QRS 

It was found that r 

a. 'Case' rate rises with age but amongst the -older age graup when those 

between 41-60 are compared with those 61 or abwe there is hardly any difference 

in case rates. Table IV shows the distribution. 

TABtE IV 

SYMF'TCIMS AND AGE 

1 

Case rate -20 21-40 41-60 61+ 

Males 1% 28% 4 6  4% 
Females 208 36% 5 s  5696 



b. The well educated have lower case r a t e s  than the poorly educated. 

c. Those widcwed or drinr,r..ed have higher case r a t e s  than those married , who 

have a higher case r a t e  than those unmarried. 

d. Those who had l o s t  t he i r  pnrcnts before tw were 15 have 8 1- casc ra te  

tP-.an. those -&-o l o s t  t n c ~  afterwards. Tzbles V and VI show the results.  

TAEmv 

SYMPTCMS AND FATHER'S DEATH 

Case r a t e  Father still a l ive  Early death Late death 

Males 22% 28% 4a 
Females 25% 43% 51% 

s 

TABLE VI 

SYMFTCMS AND MOTHER'S DEATH 

Case r a t e  Mother still a l ive  Early death Late death 

Males 2@ 3M 45% 
Females 3@ 5@ 5% 

e. Type of family (extended or unitary), s lze of the family, consanguinity 

in the pa-nts, occupation and income had no relat ion t o  the case rate. 

S! iWKNS AND CONSULTATION 

1. 58% of those having one or more symptoms consulted one or more agencies 

dr -MP. 

2. When those having different  types of symptom were compared, 71% of those 

having somatic symptoms only, 71% of those- havlng both somatic and ps ycholo- 

gical  symptom and only 3% of those having psychological symptoms anly 

cmsulted one or other agency. 



3. Table V I I  compares the different castes on cqnsultation ra te  amongst 

those having symptoms. Bants consult more than Brahmins who consult more 

than Mogers. In a l l  castes men consult more than the females. 

TABLE VII 

CONSULTATION RATE I N  PEOPLE W I T H  SYMF"IQ4S IN TIE CASTES 

4. Amongst those having one or more symptoms, 5@ consulted a practit ioner 

of western medicine, 2l$ a practitioner of Indian medicine, 1s consulted an 

astrologer, 1@ oonsulted a temple priest  and 5 % consulted an exorcist. 

5. Amongst those with psychological symptoms only 1% consulted a practit ioner 

of western medicine, 10$ eachamsulted a practitioner of Indian medicine, an 

astrologer and e temple priest  respectively and 7% consulted an exorcist. 

6. An analysis. was carried out t o  examine the number of agenoies consulted 

amongst those who consulted fo r  somatic symptoms only, both somatic and 

psychological symptoms and psychological symptoms only. 

Amongst those who consulted for  s m t i c  symptoms only or  f o r  both somatic 

and psychological symptoms 178 consulted three or more agencies. Amangst 

CONSIETATION 
RATE 

~omat ic  only 

' Somattc and 
Psychologioal 

~sychological only 

those who consulted for  psychological symptoms only, 37$ consulted 3 or more 

agencies. 

DISCUSSION 

Tha reasons why (a)an ictranational survey was carried out (b) it was 

decided t o  construct a new interview schedule instead of translating one 

developed i n  the west and (c) an attempt was made t o  measure social f'utiction- 

ing, have already been discussed. The specla1 advantages of TPSS w e  

discussed elsewhere (Kapur, Kapur and Carstairs - i n  press). 

BFmMINS 
Males Females 

788 

86% 

35% 

73% 

65% 

27% 

BAm'S 
Males Females 

M O G E m  
Males Females 

8 H  

864 

71% 

6 8  

7M 

38% 

68% 

58$ 

3% 

68% 

6 9  

24% 



REPORTING PSCHUTRIC SYMPTObB IN OTHERS 

It has been an enlightening exerdse  t o  investigate the factors which 

determine reporting of symptoms i n  others and t o  find tha t  the yaung, the 

educated and the r ich  report more than the old, uneducated and the poor. 

Most interest ing is the finding tha t  those who have symptoms themselves, 

especially 'psychological', report more than others. These findings should 

have important irnplicatlons i n  connection n t h  studies using 'key informants' 

as the source of information. It shows tha t  key infarmants m y b e  biased 

i n  reporting because of t n e i r  own characteristics,  

CASTE D- I N  DISTRTBUTION OF SYMPTOMS 

It is interest ing t o  note tha t  the matrilineal castes havea higher 'case' 

r a t e  than the Brahmins, However, the differences m y  be due t o  the  fac t  

tha t  the three castes d i f f e r  on socio-cultural variables which correlate 

with 'case' rates, Amultiple standardization procedure needs t o  be carried 

out t o  'weight' the case ra tes  i n  the three castes before carrying out 

a comparison, This has yet t o  be done.It is  most interest ing t o  observe 

that amongst the matrilineal castes the males are hardly influenced by 

social  change (change i n  residence patterns) but the women are. The fac t  that r 

(a) the  decision t o  change is mde by Men and not by women and 

(b) women have somethng t o  lose by the change i n  terms of the i r  s ta tus  i n  

the family makes it unllkely tha t  the social change is the resul t  of neurosls 

i n  women who change the residence pattern. It seems logical  t o  conclude 

that social  change has been a cause of increased symptomatology i n  women. The 

s tresses  which women have t o  undergo i n  the changing society have been referred 

t o  i n  Appendix I and make the hypothesis more acceptable. 



C O ~ T A T I O N  

It is evident that.it iS much more aoceptable to consult if ope exhibits 

'somatic' symptoms as compared to psychological symptoms. Further lf one 

has psychological symptoms the tendency is to consult a greater variety of 

help-giving agencies. Perhaps one is forced to seek different agencies 

because none of them offers a satisfactory consultation for these kinds of 

symptom. 

It is interesting to see that Bants not only have the highest case rate but 

amongst those who have symptoms Bants 'consult' more than others. The 

implicqtions of this result have yet to be f'ully understood. It is also 

interesting to observe that though women have higher case rates than men 

amongst those w i t h  symptoms men consultmore than the women. 

The analysis is still incomplete and much more needs to be done before 

all the aim6 of the study are fully realized. 
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EXPIANATORY NOTES 

CASTE: 1. 7 

Hindus of I nd i aae  divided into an amazing number of caste and sub-caste 

groups, the division being based on the concept of pollution. "Accordfng 

t o  t h i s  any contact between a member of a higher caste and a member of a 

lower caste resul ts  in a r i t u a l  pollution of the former. The contact can 

be through touch, inter-dining or sex. Depending on the 'distance' 

between the two castes is the c a m p l w  of the purificatory rite the higher 

caste person has t o  undergo t o  get r i d  of the pollution. The-casterules 

are much relaxed these days but are by no means extinct. In our own 

at t i tude survey intennarriage was almost to ta l ly  unacceptable and inter- 

dining was acceptable t o  very few. 

2. FAMILY CODE: 

A l l  members of one family were given a comnon &digit census code and 

each individual was given a 2-digit census code which followed the Family 

code. This made it possible t o  categorize the population with the family 

as a unit  or the individual a s  a unit  as desired. 

3. ADDRESS: 

It is not easy t o  codify the address i n  an Indian village. However 

i n  a survey of this kind z t  is essential that  the subjects are easily 

traceable. To make it possible the village was divided in to  its consti- 

tuant sub-villages, each sub-village was divided into a number of Blocks 

and each Block war3 divided into a number of Units. Well known landmarks were 

chosen t o  define the Blocks and Units, each family being assigned an address 

code based on the geographical unit  i t r e s ided ' in .  



4. PERMAmRESIDENTS: 

Those who lived i n  the vi l lage fo r  a t  l e a s t  9 months i n  the year 

preceding the census. 

5. DEmON WORSHIP: 

While the gods are worshipped t o  p a n t  favours the demons are worsh5pped 

t o  prevent them fiom causing harm t o  the family. There are a number of 

popular demons i n  the village, each with its own shrlne and the r i t u a l  of 

appeasement. Some a re  more powerful than others. 

6. CASIEGtOUPS:  

Koka has Hindus, Muslims and Christians (both protestant and cathol ic) .  

There are 12 caste  groups amongst the Kota Hindus. 

7. THElNITZKEW- 

I n  a previous p i l o t  study (not described here) we had discovered that 

the v i l lagers  did not l i k e  t h e i r  women folk t o  be examined by men. One 

investigator was chased away by a woman respondent's father-in-law. The 

same p i l o t  study &owed t h a t  women were scared of giving information about 

othersvdthout consulting the i r  men. It was therefore decided t h a t  t he  

sectlon on inqulry about others w i l l  be omitted when interviewing the women 

m the main survey. 



APPENDIX I 

VARfATIONS IN THE IMWITENCE AND RESIDENCE PATI!EFlN OF M A T R I m L  CASTES 

1. Complete change over t o  Patr i l ineal  inheritenoe and residence pattern. 

2. Husband and wife have started living together though the inheritence is 

s t i l l  matrilineal. 

3. Inheritence changed t o  Patr i l ineal  but the husband and wife still l ive  

separately. 

4. Husband's family has changed over to  Patr i l ineal  inheritence. M s  wife 

and children have started living with him. The family of h i s  s i s t e r ' s  

husband is still matrilineal and hence the s i s t e r  and her children also 

l ive with h i m .  This  resul ts  into tension between the wife and s5ster. 

5. Wife is not welcome t o  her brother's house because he has adopted the 

Patr i l ineal  residence pattern. Also she is not welcome t o  her husband's 

house as  h i s  family still follows the matrilineal residence pattern. This 

resul ts  in to  stress on the wife and children. In sane cases she has t o  l ive  

with her children i n  a separate hut away from her brother or her husband. 

6. Escape into a Unitary family system. 



APPENDIX I1 

A BRIEF Q m  OF 3HE INDIAN PSYCHIATRIC SURVEY SCHE- AND THE SPACZS 
OF INQUIRY 

Indian Psychiatric Survey Schedule as it stands at present is designed 

to inquire about the presence or absence of 124 psychiatric symptoms and ten 

items of historical information, The inqulm is carried out through a 

multi-stage procedure: 

(a) All members of the population are given a Preliminary Interview Schedule, 

having two sections, This schedule is designed to be used by non- 

psychiatrists who have had a short period of training. The first section 

has 26 standard questiorsfollowed by a standard cross-examination, There 

axw a number of cut-off points and the inquiry can be made more detalled 

when necessary. It is possible to elicit the presence or absence of 

26 'somatic' and $ 'psychological' symptoms the decision being made by 

the investigator guided by an instruction manual giving standard definitions 

for the various symptoms. The ten items of historical information are 

elicited from anyone having one or more symptoms. 

To encourage cooperation, questions are first asked about more acceptable 

somatic items, then about sleep, appetite and other Items of ~~bjective 

distress and only at the end about delusions and hallucinations. Section I1 

has fifteen questions of distress or nuisance value to others and the 

respondent is asked if he has observed these in any member of his family or 

village. 

(b) Anyone having somatic symptoms is given a general physical examination 

by the expert to exclude obvious physical pathology. 



( c ) If fits, attempted suicide, delusions or halluclnstions are suspected 

in the preliminary inquiry the respondent is given a detailed interview by 

a trained psychiatrist. 

(d) A close relative who has seen the respondent for at least one hour a day 

during the preceding week is given a detailed standardized interview if: 

(1) anyone while completing the section I1 of the preliminary interview 

schedule has reported that the subject suffers from one or more items 

In that section, or 

(2) on detailed inquiry with the subject himself, the presenoe of fits, 

possession, delusions or hallucinations is confirmed. 

(e) for every respondent who needed a detailed inquiry or whose close relative 

was interviewed the psychiatrist mdses and records his 'observations'. 

(f ) For items identified from more than one source (i.e. from the subjeot, 

his close relative or from the expert's observations) the symptom is recorded 

as present when its presence has been ascertained from at least one source, 



APPENDIX I11 

SlMPl'OM CHECK LIST IN THE INDIAN PSYCHIATRIC SURVEY SCHEDULE (I.P.S.S.) 

A symptom is defined as an item of behaviour, speech, mood, thinking, 

attitude and sensorium which (a) represents a change *om the usual pattern 

for the individual and (b) is distressful to the individual or those around 

him or both. Unless otherwise specified the symptom is recorded only if it 

is present at the time of interview and/or during the preceding week. '1t is 

possible with I.P.S.S. to inquire about the following symptoms: 

SOMATIC SYMPTOMS 

Pain Head 

Burning Chest 

Itching Ano-genital region 

Numbness Rest/ 

Other odd sensations Whole Body 

Dizziness, Nausea, Indigestion, Weakness, Wind in abdomen, Epileptic fits, 

Hysterical fits, Hysterical paralysis/~arasthesia/ataxia~lindness/deahess/ 

aphonia/other conversion features. 

PSYCHOLOGICAL SYMPrOMS 

Oversleeping, Sleep delay, Early waking, Generalized sleeplessness, Nightmares. 

Increased appetite, Decreased appetite. 

Worried, Feelings of inferiority. 

Situational anxiety, Free floating anxiety, Panic, Phobias, Suspiciousness. 

Muscular tension, Restlessness, Fugitive impulse, Running away, Wandering. 

Subjective forgetfulness, Poor concentration, Pressure of ideas, Poverty of 

thought, Flight of ideas, Ideas of reference, Loss of memory, Disorientation, 



Obsessive ideas,Oompulsions. 

Irritability, Abusiveness, Violence. 

Depression, Dullness, Loss of interest, Feelings of incompetence, Suicidal 

feelings, Suicidal attempt, Guilt feelings, Self blame, Elation, Grandiose 

ideas. 

Sexual precocupation, Masturbation worries, Night emission worries, Loss 

of sexual desire, Impotexce, Premature ejaculation, Painful menstruation, 

Other sexual problems. 

Bizzare behaviow, Excitement, Slowness, Stupor, Preocoupation, Distraotability, 

Catatonic features, Blunted affect, Incongruos affect, Hostile irritability, 

Hypomanic mood, Histrionic behavior , Too much speech, Too little speech, 

Mutism, Incoherent speech, Irrelevant speech. 

Delusions of persecution (human/supernatural ) Grandiose delusions, Wit 

delusions, Other delusions, systemisation of delusions. 

Auditery/visual/olfactory/gustatory/other hallucinations. 

Possession voluntary/involuntary. 

Excessive alcohol, Other antisocial habits. 


