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SUMMARY ' 
Epidemiological study of priority psychiatric disorders in a rural area of Ftridkot it described. Prevalence 

is found to be 22.12 per thousand and this is comparable to figures reported by other studies. The prevalence is 
highest in age group of 35-44, males are more affected than females, »nd prevalence it more in widows and divorced. 
Psychiatric morbidity is found to be more in nuclear families as compared to joint families. Among various 
diagnostic categories prevalence of Manic depressive psychoses (13.08 per thousand) is found to be most common. 
The implications of the above observations are discussed and compared with the previous reported studies. 

Int roduct ion ' 

In India, majority of epidemiological 
studies in psychiatry have been done in ur
ban or semi-urban areas. In a few studies 
done in rural areas, the rates of prevalence 
of psychiatric illness have varied from 27 
per thousand reported by Elnaggar et al 
(1971) to 370 per thousand reported by 
Carstairs and Kapoor (1976). Sethi et al 
(1972) reported a prevalence rate of 59.4 
per thousand in a study of 500 rural famines 
at Lucknow and Nandi et al (1975) have re
ported a prevalence rate of 102.8 per thou
sand in their study of 177 rural families in 
West Bengal. This vide variation in preval
ence rate can be attributed to differences in 
definition of the case and variations in me
thods used to determine which persons 
qualify as cases. 

Keeping in view the wide variations of 
prevalence rates, we decided to study the 
epidemiological features of priority psy
chiatric disorders in a rural area of Faridkot, 
The concept of priority psychiatric disord

ers is emphasised in primary mental health 
care and includes categories of schizophre
nia, organic psyckoses, M.D.P., Epilepsy 
and Mental Retardation. 

Material and Method* 
The present survey was conducted in a 

village Sadiq about 15 Km away from Medi
cal College, Faridkot. This village was select
ed because this was the main village in the 
block of P.H.C. Jand Sahib where specialist 
services are provided every week by the Me
dical College. Interns are also given their rural 
training in P.H.C. Jand Sahib, so there exists a 
very good rapport between Medical College 
staff, staff of P.H.C. Jand Sabib and public of 
Jand Sahib as well as Sadiq. 

The survey was carried out over a 
period of 3 months. The first fifteen days 
were utilized for getting acquainted with the 
local people and practising with tools used 
in the survey. The survey conducted was 
house to house type and covered the entire 
village. 
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The following instruments were used 
for doing the survey: 

l ) . A house-hold information schedule for 
demographic data. 

2). Socio-economic status scale developed 
by 1'areck and Trivcdi (1954). This 
scale is standardised to measure the so
cio-economic status of rural familes in 
India. Both these instruments were ad
ministered l>y social worker. 

3). Case detection schedule. 

For detection of I'sychi.itrically ill indi
viduals, the "symptoms in the others" ques
tionnaire part ot the Indian Psychiatric Sur
vey Schedule prepared hy Kapoor et al 
(1974) was used. This was administered by 
a doctor to the head of the house hold or 
any other responsible adult member ot the 
family. Names and addresses of individuals 
found to have any of the symptoms as men
tioned in the questionnaire were noted, 
they were examined by a psychiatrist at 
their homes to confirm whether they had 
any priority psychiatric disorder (i.e., schi
zophrenia, M.D.P. organic Psychoses, Epi
lepsy, Mental Retardation) and in addition 
any drug dependence. Category ot drug de
pendence was added because or two rea
sons .' 

a) Number of addicts as a whole and those 
with alcoholic psychoses attending the 
out patient clinic ot the psychiatry de
partment j t Medical College, Faridkot 
was quite high. 

h) Alarmingly rising trends in drug abuse 
in recent years in India as a whole. 

4). Case record schedule gives all relev
ant information regarding the case 
detected and records findings of exami
nation and final diagnosis. Final diag
noses were made according to L C D -9 
criteria in consultation with the consul
tant. 

The term drug dependence was used as 

defined by W.H.O. expert committee on 
drug dependence (1974) and only those 
cases who had evidence of physical depen
dence were included in the present survey. 

Results 

Out of three hundred and seventy six 
houses having a population ot 1989 which 
formed the sample ot the study, 44 indivi
duals were found to have priority psychiatr
ic disorders giving a prevalence rate ot 
22.12 per thousand. 

There were 31 cases ot drug depen
dence giving a prevalence rate ot IS.58 per 
thousand. 

Table 1 
Diagnostic breakup ot Index cases, their sex 

distribution and prevalence rate per thousand 

, , Preva-
lnJcx cases , 

Diagnosis lence per 
M.ilc Female Total thousand 

Schuophrenia 

M.D.P. 

Epilepsy 

Mental 
Retardation 

Organic Psychoses 

Total 

-> 
15 

2 

2 

2 

2 J 

2 

11 

3 

3 

T 

21 

4 

26 

5 

3 

4 

44 

I able 2 
Age distribution ot sample population and 

Index i ases 

AKe raiijio 
(in years) 

0 - 14 

15 - 24 

25 - 34 

35 - 44 

4 5 - 6 0 

More than 60 

Population 

660 

324 

292 

229 

319 

165 

1989 

Index 
c ases 

7 

8 

I 

18 

8 

2 

44 

111 

1.06 

2.47 

.34 

7.86 

2.51 

.21 

Prevalence 
per thousand 

3.52 

4.02 

0.50 

9.05 

4.02 

1.01 

22.12 

P. Less than 0.01 
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Table 1 shows the diagnostic breakup of 
index cases, their sex distribution and pre
valence per thousand. Majority of the cases 
were found to be ot M.D.P. Other catego
ries were almost equally represented. 

Table 2 shows age distribution of 
sample population and index cases and their 
prevalence per thousand. Majority of the 
cases were in the age group of 35 to 44 and 
the number decreased with the advance
ment of age. 

Table 3 
Prevalence of Index cases according to sex 

Marital Status 

Married 

Single 

Widow 

Divorced 

• ) 

Table 5 
Marital Status 

Population Index cases 

942 22 

1018 19 

22 2 

7 1 

1989 44 

% 
2.33 

1.86 

9.09 

14.2'J 

P. Less than .02 

Sex 

Male 

Female 

Surveyed 
population 

1045 

944 

1989 

Index 
cases 

23 

21 

44 

, Prevalence 
per thousand 

11.56 

10.56 

22.12 

Table 6 
Type of fami 

Family Number of indi 
in family 

Joint 1637 

Nuclear 352 

1989 

viduals 

,ly 

Index 
cases 

26 

18 

44 

% 

1.59 

5.11 

P Lets than .01 

Table 3 shows that the mental morbid
ity was almost equal in males and females. 

Table 6 shows that majority of cases be
longed to nuclear families (7.67 %) as com
pared to joint families (2.3 %) 

Ed 

Educational level 

Pre School 

illiterate 

Literate 

Primary 

Middle 

Matric 

Graduate & above 

Table 4 
ucational Status 

Population 

181 

834 

409 

301 

108 

145 

11 

1989 

Index 

1 

20 

4 

11 

1 

5 

2 

44 

P. 

caiet 

Less 

% 

.55 

2.39 

.98 

3.65 

.92 

3.45 

18.18 

than .01 

Socio 
clan 

1 

tl 

III 

IV 

V 

Table 7 
Socio Economic Statui 

economic Index 
Population cases. 

10 

48 

185 

926 

820 

1989 

0 

2 

11 

13 

18 

44 

P. Leu tha 

Table 7 shows that majority of cas 
present in middle and lower middle 

% 
0.0 

4.17 

5.95 

1.40 

2.19 

nO.l 

csarc 
class. 

Table 4 depicts the educational status. 
Maximum number of index cases are illi
terate. 

Table 5 shows marital status of population 
and index cases. It is seen that widows and di
vorced more often get psychiatric illness than 
single and married persons. 

Table 8 compares the prevalence rate of 
various diagnostic categories with other 
studies. Most of the findings are within the 
range of reported studies. 

Discussion 
Relationship of psychiatric disorders 

with various socio-demographic variables. 
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Table 8 
comparison of various studies of Psychiatric Morbidity 

(Rate per thousand population) 

Diagnosis 

Schizophrenia 

MDP 

Epilepsy 

Mrntal retardation 

Org-ifm ISytlio.se* 

Drug \ irpendetue 

Misicllaiteous 

Total 

Dube 
(1970) 

1.5 

.5 

2.3 

3.7.. 

-

3.3 

17.4 

Verghese 
(1973) 

1.7 

.3 

"~ 

H.3 

-

22.1 

34.5 

Sen et al 
(1984) 

5.9 

.98 

(Depression) 
+ 17.3 
3.44 

5.07 

-

-

37.55 

Pankaj 
Mehta 
et al 
(1985) 

1.9 

.5 

7.4 

3.2 

.5 

-

.5 

14.5 

Present 
study 
(1985) 

2.01 

13.07 

2.51 

2.51 

2.01 

15.58 

2.51 

37.7 

1. Age: 

The highest rate of mental illness was 
noticed in the age group of 35-44 years 
(9.05 per thousand) and there is a tendency 
to decline after 45 years. A similar tendency 
is reported by Surya (1964), Sethi et al 
(1967) Dube (1970), Verghese et al (1973) 
and Pankaj Mchta et al (1985). This is in 
sharp contrast to the observations made in 
the West that mental illness increases pro
portionately with the age. The possible rea
son could be shorter longevity of life in our 
country as compared to the West. Further, 
physical disorders over 50 years age are 
quite common in our country and psy
chiatric complaints if any are likely to be 
over-looked because of pre-occupation and 
concern or individual and his family with a 
physical illness. A few studies in India also 
(Nandi et al 1975, Elnagar ct al 1971, Sen 
et al 1984) have shown the rise in psychiatr
ic morbidity with rise in the age. So more 
studies are needed to confirm this observa
tion regarding age. 

(ii) Sex : 

Prevalence of mental morbidity was 
found to be almost equal in males and fe

males. Whereas Sethi et al (1974), Nandi et 
al (1975), Shah et al (1980) have reported a 
higher prevalence of mental morbidity 
among females, Pankaj Mehta et al (1985) 
found that males had a higher prevalence ot 
psychiatric disorders in the age group of less 
than 30 years, while females had a higher 
prevalence as age advanced". 

(Hi) Marital status: 

Mental morbidity was found to be hig
her in widows and divorced (table 5) 
which is expected because of lack of social 
support in them. As compared to singles, 
married persons are more liable to develop 
mental illness winch is comparable to the 
findings of other studies (Dube 1970, Verg
hese et al 1973, Sethi et al 1974). Marriage 
at an early age being not uncommon in In
dia carries the risk of early pregnancy and 
the responsibility of child in addition to the 
multiple duties that the housewife is re
quired to fulfil. Such life situations make 
her more vulnerable to stressful or frustrat
ing situations. 

(iv) Type of family: 

higher rate of mental morbidity in nuc-

http://ISytlio.se*
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lear familes as compared to joint families is 
significant. Various investigators differ 
wtth respect to their impressions relating to 
the issues of joint family system and mental 
health, to mental health. Some studies show 
a greater vulnerability among those belong
ing to the nuclear family structure. Hyste
ria however has been found to be more pre
valent in joint families. Restrictions of inde
pendence in women, dominance of elders 
and resultant interpersonal maladjustments 
in these families may seem to breed hysteri
cal manifestations. While joint family sys
tem cannot be assumed to be immune to 
psychiatric illness, it is likely that the sys
tem itself provided several bnilt in safety 
measures which are usually missing in nuc
lear family system. 

(v) Socio-economic status: 

We found maximum psychiatric cases 
in middle and lower middle socio-econom
ic class. Ray (1962) and Ncki et al (1963) 
in their studies found a positive relation
ship between the socio-economic status 
and mental illness, there being higher 
morbidity in the poorer class. Shah et al 
(1985) reported a higher prevalence in 
the extremes of socio-economic scale and 
mention that the reason may be because 
these families arc exposed to a greater de
gree of stressful living. Sen ct al (1984) 
found a higher rate ol morbidity in the 
families of low socio-economic status 
while Pankaj Mehta et al (1985) did not 
find any relationship between prevalence 
of psychiatric disturbance and socio-eco
nomic status. Mohan (1976) reported ma
jority of patients to be in lower and 
middle class where asThacore et al (1971) 
found higher morbidity in middle and up
per social class. Thus no consistent rela
tionship of psychiatric morbidity and so
cial class has been found in various studies 
and further studies arc needed to find out 
relationship between social class and 
mental illness. 

Prevalence of priority psychiatric disorders: 

Prevalence rate of priority psychiatric 
disorders in the present study is 22.12 per 
thousand. Pankaj Mehta et al (1985) have 
also studied the prevalence of priority psy
chiatric disorders and found it to be 14.5 per 
thousand. Several studies show that about 
10 per thousand in any community have se
rious psychiatric illness which require ac
tive treatment (Sethi et al 1967, Verghese 
et al 1973, Srinivas Murthy 1982). Includ
ing epilepsy and mental retardation, it 
comes to be about 20 per thousand (Verg
hese 1982). Prevalence rate in our study is 
within the range of other studies done in 
rural areas (Dube 1970, Sethi et al 1972, El-
nagar 1971, Nandi et al 1975, Pankaj Mehta 
et al 1985). 

The prevalence of schizophrenia in the 
present study is 2.01 per thousand. This is 
comparable with other studies (Pankaj 
Mehta ct al 1985, Verghese 1973, Dube 
1970) as shown in Table 8. 

Prevalence of M D P was quite high in 
our study. Majority of the cases were 
of depression (22 out of 26). Although 
Dube (1970), Verghese (1973) and Pankaj 
Mehta (1986) have found very low figures 
for M D P, our figures arc comparable with 
findings of Sen ct al (1984) Nandi ct al 
(1975) and Shah ct al (1980). 

Prevalence of convulsive disorders in 
the present study is 2.51 per thousand 
(Table 8). Though Pankaj Mehta et al 
(1985) found a high prevalence of 7.4 per 
thousand our figures arc comparable with 
Dube (1970) and Sen ct al (1984). 

Prevalence of mental retardation is 
quite low in our study (2.51 per thousand) 
as compared to other studies (Varghese 
1973, Sen et al 1984). The expert group on 
national planning for mentally handi
capped estimates that about 2-3% of popu
lation are mentally handicapped (Srinivasa 
Murthy 1982). It has to be admitted that it 
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may be difficult to detect cases of mild and mo
derate decree of retardation by questionnaire 
technique. So probably, only mental ret.irdation 
or relatively severe degree lias been diagnosed 
in the present study. 

Prevalence oj i/rm> dependence : 

Prevalence rate of drug dependence was 
round to be 15.58 per thousand. Most com
monly alxiscd drugs were round be alcohol, op
ium and barbiturate/non barbiturate hypnotics. 
Majority of the cases had poly-drug abuse but 
physical dependence on drugs was found tor al
cohol in 22 cases, opium in 5 cases and barbitur
ate and Mandrax in 4 cases. 

Majority (24 cases) of drug abusers were in 
the age group ot 25-44, all were males, 26 were 
married and 5 were unmarried. 23 out of 31 
drug addicts were either illiterate or had educa
tion below primary school only, 16 out of 31 
drug dependents were tanners. According to 
soao-ccononuc status, 24 drug dependants 
belonged to lower middle and lower class 
and 7 to middle and upper middle class. 

I >rug dependence has not been analysed in 
the studies reported in table 8 although these 
cases could have been included under the cate
gory ot miscellaneous in these studies. We have 
included only hard core addicts in our study and 
found the prevalence to be 15.58 per thousand. 
We have excluded other categories like occas
sional or social users and frequent users of 
drugs. Most of the rural surveys in drug abuse 
have included categories of frequent and social 
users and have found quite high figures e.g., Lai 
and Singh (1979) found prevalence of drug 
abuse to be 204 per thousand as current users. 
Sethi and Trivcdi (1979) found the rate of drug 
abuse to be 21.40 %; they defined drug abuse as 
indulgence in a drug with a frequency of atleast 
once a month. Varma ct al (1978) found regular 
users of alcohol as 1120% Mohan et al (1978) 
found users of alcohol to be 34.08 % and opium 
to be 3.75%. All these studies quoted here 
found prevalence rates after excluding children, 
Dubc and Handa (1971) however defined 

drug abuse as compulsive ot prolonged use 
and found the figures to be 22.7 per thou
sand in whole population. Our figures are 
quite comparable with findings ot Dube 
and Handa (1971). The present survey-
shows that the problem ot drug depen
dence is quite high in this area and needs ac
tive intervention. 
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