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DEVELOPMENTS IN MENTAL HEALTH SCENARIO :
NEED TO STOP EXCLUSION — DARE TO CARE

Mental, behavioural, and social health problems arenormous toll of misery from mental disorders because
an increasing part of the health problems the world ovethese conditions are not the immediate cause of death.
Yet these have received scant attention outside tHeew studies have mapped the specific economic costs of
wealthier, industrialized nations. The World Healthmental illness. The cost comparisons made in the USA
Organization (WHO) has declared 2001 as the year f@howed that the cost burden from depression is about
mental health in recognition of the burden that mentahe same as that from heart disease.
and brain disorders pose on people and families affected

by them. Although most people encounter persons with The Disability-Adjusted Life Year (DALY)_ measure
mental disorders in families and neighbourhoods, ther%omblnes burden from premature mortality with that from

is a tendency to feign ignorance or actively ignore thidving with disability, and prqvides amore comprehensive
fact. The result is that the help that can be obtained at R§S€Ssment of burden of iliness. The global burden of
great cost, is denied to the mentally ill. As we fail tolisease for neuropsychlatrlc_ disorders, as measured by
acknowledge this reality, we perpetuate a vicious cyclf1€ 10ss of DALYs, was estimatetb be 6.8% world-

of ignorance, suffering and even shortening life-span fofide in 1990. Psychiatric disorders account for 5 of 10
the afflicted people. The WHO has appealed to all peopld@@ding causes of disability as measured by years lived

and governments around the world to commit to “StopVith @ disability. The overall DALYs burden for
exclusion — dare to care”. neuropsychiatric disorders is projectamlincrease to 15%

) _ ~bythe year 2020 and this increase is proportionately larger
Though the burden of iliness resulting from psychiatriGhan for cardiovascular disease.

and behavioural disorders is enormous, it is grossly under-

represented by conventional public health statistics, which The number of persons with major mental illnesses
have tended to focus on mortality rather than the morbidityill increase substantially in the decades to come, for two
or dysfunction. Deaths have traditionally been ascribetgasons. First, the number of people living in the age groups
to their proximate causes, rather than to the behaviougérisk for certainillnesses are increasing because of changes
or underlying disease states that lead to the final crisi#) demographics. Thus the number of persons with
thus, a death is attributed to liver failure when theschizophrenia will increase substantially because of increase
underlying cause for the failure is alcoholism. Nationaln the population between 15 and 45 years of age the world
and international health statistics do not reflect th@ver. Similarly there will be a substantial increase in the



senile dementias, again by virtue of the increase in thesearch has provided little evidence for understanding
number of people living to the age of 65 years and beyonthe social origins of schizophrenia, it does provide strong
The second reason of overall increase in mental illnesseapport for the hypothesis that social and cultural factors
is that rates of depression have increased in recent decaddect the course and prognosis of schizophrenia. In a
depression is now being seen at younger ages and withio year follow up study in eight countries of people

greater frequency world-wide. diagnosed as suffering from schizophrenia, it was found
that the outcome varied enormously. Patients in low-

A meta-analysis of psychiatric epidemiological stud|e§ come countries did far better than those in North America

n Indlaf‘ has estw_nated prev_ale_nce_ rates per thousar‘b d Europe. For example, two years after the first treated
population for various psychiatric disorders as follows;

T ) : o .
all psychoses (15.4), epilepsy(4.4), mental retardation(s. pisode of schizophrenia, 50% patients were reported to

0 o ave recovered in India and 58% in Nigeria, whereas onl
alcohol/drug addiction (6.9), neurotic disorders(20.7). 8% were reported as recovered ingDenmark. Simila?/

findings were reported at 5 years follow up in this eight

M aJor NEUROPSYCHIATRIC DISORDERS country study .

Schizophrenia The differences in prognosis are attributed to a myriad

Prevalence estimates of schizophrenia from studie%f environmental and other psychosocial factors interacting

in low income countries carried out at different time periodg\”th the individual and iliness.

have been fairly consistent in spite of variation in  Research has advanced the understanding of the
methodology (Table). As the specific cause ofdisorder and made major contributions to the treatment
schizophrenia is unknown, there is currently no knowrmnf schizophrenia. Treatments are both of a biological nature
form of prevention. Familial aggregation is evident in(eg medication) as well as psychosocialg(psycho
multigenerational studies, but heritability accounts for &ducation of the family and rehabilitation). The
small proportion of variance. Despite evidence for delplessness of the past has been replaced by considerable
familial disposition, what is inherited is unknown. Therehope since conditions that once were treated in closed
is no single gene for schizophrenia. No current data providestitutions are being treated through interventions at home,
a clear model of preventable social or biological factorin community services, and general hospitals. Early
that account for the onset of schizophrenia. Althouglreatment is essential for better recovery.

Table. Prevalence of schizophrenia

Author/Year Country Area Sample size Rate /1000
Dube & Kuma? India Mixed 29,468 1.49
Nandiet aP India Rural 1,060 2.8
ICMR’ India Rural 146,380 2.2
Vergheseet aPf India Urban 1,887 2.6
Padmavathet aP India Urban 101,229 2.5
Wijesinghe et af® Sri Lanka Semi-urban 7,653 3.8
2.9(M)
4.7(F)
Shenet alt Mainland China Mixed 190,000 1.9
Lin et al*? Taiwan Taiwanese 1.4
Chinese 2.5
Baashelf Sudan Rural 3,984 2.0

Superscript nos refer to sl. no. in the reference list.



Affective Disorders and disability for large number of people world-wide.

Whereas schizophrenia is a low prevalence but hi ccording to data available from the United Stéftes
L P S P Yiketime prevalence rates for generalized anxiety disorder
severity disorder, depression is of high prevalence a

) . ry from 5 to 10%. Anxiety disorders can have serious

;nsogne;ﬁ;e;cs) rc])lrglg-fsi]?txetrcl)tyc.)nlé-t':sisr dbi?r:);?i%?\i?g:t?r: dineffects on social fupction, work, personal well-being, and

: L ) %NBse of health services.
primary health care clinics in low-income countries,
depression is the principal or a secondary reason for seeking Post-traumatic stress disorder is a persistent response,
care; findings similar to those of repeated research in Northhich often occurs after a delay, to a catastrophic
America and Europe . Therefore, depression produce&xperience, one that causes stress to all victims but
far more morbidity in the community. In addition, becausersists long after the event and interferes with function
suicide is a far greater risk in depression, the depressiug only some of those exposed to the event or series of
disorder has a greater impact on premature mortality.events. Review of morbidity studiém disaster situations
as shown a positive relationship between disaster
ccurrence and psychopathology which increased by

proximately 17% on an average, although effect sizes
€re significantly heterogeneous. While considering the
attern and prevalence of disaster morbidity, spatial and
eémporal dimensions deserve special attention.
ompared with the routine peacetime psychiatric
pidemiologic setting, disaster situation has a strong

Depressed patients suffer as much disability an
distress as patients with chronic medical disorders suc
as high blood pressure, diabetes, coronary artery disea,
and arthritis. Recovery from individual episodes of
depression is readily stimulated by appropriate treatme
but relapse is common and care over the long-term
essential. Depression runs in families, reflecting ary
inherited vulnerability. There is equally strong evidencetemporal component, that is, the changing nature of
however, that childhood experiences, such as loss of ttern and prevalen’ce as tfle time passes following
parent also pr_oduce \(ulnerability to depression, af‘o! tIff(%saster. On the spatial dimensions, gradient effect is
losses e_zxperl_enced n adulth_ood_ can also pre_upﬂ% served particularly in case of disasters like earthquake.
depressive episodes. Depression is thus both bl0|OgICﬁl

and social in its origin. In spite of the considerable evidenc means that the impact of disaster in terms of threat
gin. P gr]d destruction is not distributed uniformly in a

ﬁgsl,;ta tcrl(ca)rgsefrcl)?rg;cr)ggig?]rr\elz\igtﬁz ﬂb?iﬂ;wtﬂzygzgiﬁ%%ographic community but areas proximal to the disaster
causal pathways that tran’sform social experiences in ite are affected almost totally V\_/hlle other more distantly
psychopathology F8cate_d ones are affected only sllghtly. It further translates
' into differential rather than uniform prevalence rates

Effective treatments for depressive disorders argince dose response relationship exists between severity
available. There are now clear guidelines for the treatmeaf exposure and subsequent psychopathology.
of mood disorders which include both anti-depressant
medications and psychological interventions, such aSubstance Abuse

cognitive psychotherapy and social support. Despite the Substance abuse is a pervasive problem, with alcohol

existence of solutions, the majority of people with : .
. . ated diseases affecting between 5 and 10% of the world’s
depression do not receive adequate treatment. There %%pulation. It constituted 2% of the global burden of disease

millions of people in the world currently affected by . oo
depression whose suffering and disability is prolongeI rlogagdgég:lﬁjoehncilsugfocvﬁnma;%rc%c;nnttnsb;:ﬁgsvsgrﬁe?gfe
because their condition goes undetected, or, is often oY violent beha’viour Th?a’ druas of abuse are dR/ersé
adequately treated. There is a need to strengthen men?’gf]I . ' 9 . :
and, multi-drug problems are on the increase. There is
health care programmes. i~ o
an association between drug abuse and psychotic illness,
with increasing numbers of patients being co-morbid for

both disorders. Suicide rates are increased in substance
Anxiety disorders characterized by symptoms ofdlependence. Suicide risk among those who abuse alcohol
anxiety and avoidance occur as panic disorder, phobias,50 to a 100 times greater than for the general population.
obsessive-compulsive disorder, generalized anxietiarcotics and other illicit drugs are rapidly increasing
disorder, and post traumatic stress disorder (PTSD$ource of various types of morbidity that includes violence,
Anxiety in its various manifestations produces sufferingAIDS, and medical and psychiatric co-morbidity.

Anxiety Disorders and Post Traumatic Stress Disorder



Tobacco use is a socially induced behavioural patterd2% by the year 2025 from the present 7%. The proportion
which is maintained by dependence on nicotine. A largef dementia patients among the population aged 65 plus
body of evidence conclusively links tobacco use with lundnas been reported to be 4.39% in Kerala, I#fdia
diseases, cancer, and myocardial infarctionAlzheimer's disease (AD) is the fourth leading cause of
Approximately 20% of all deaths in industrialized countriesdeath in industrialized countries. Dementia and AD are
are attributable to smokifd®y Tobacco is currently age related. The frequency of dementia, of which AD is
responsible for over 3 million premature deaths each ye#tne common form, double every five years after the age
in the world, a figure that will reach 10 million by the of 60.

year 2025 if the present trends continue. During the past decade, scientists have used the

Behaviours are seldom simply a matter of individuapowerful tools of recombinant DNA technology to identify
choice; they are strongly constrained by local, sociosome of the genetic defects that cause Alzheimer’s disease.
structural realities, and financial policies. To address theSeéhese genetic factors have provided a solid basis for
problems, health policies and programmes must therefommproving our understanding of the subsequent
target social processes as well as personal behaviouhiochemical events that are initiated by the genes. Because

the disease is similar whether caused by genetic or
Epilepsy environmental factors, understanding the biochemistry

of the genetic factors might also uncover the environmental

_Epilepsy, a brain disorder manifested by recurrentyonig that activate the same biochemical pathway.
seizures, refers to a complicated constellation of more

than 40 distinct disorders. The severity can range from The focus of studies in the 1970s, '80s and '90s was
mild episodic attention loss and drowsiness to seveld@rgely on cognitively disabled AD patients who needed
convulsions, associated with a loss of consciousnesong-term care and the potential services required for them.
Epilepsy affects more than 1% of the population worldThe focus is now shifting to the recognition of those with
wide. A neuroepidemiological survégonducted in urban the earliest manifestations of AD, where potential
and rural areas of Bangalore, has found the prevalenti@atments may delay, arrest, or reverse the process.
of epilepsy to be 0.88%. According to the 1993 World

Development Repdit epilepsy alone constitutes 9.3% Other Organic Brain Syndromes

of disabilities from mental health problems throughout

the world. Risks associated with higher rates of epileps testations such as rvbanosomiasis. cvsticercosis. and
include cerebral palsy and mental retardation, abnorm . > 1Typ .  CY o
cerebrospinal meningitis contribute to incapacitating

pregnancy and parturition, family history of epilepsy, post; ental and neurological disorders. On the other hand,

natal CNS infections and brain injuries. Epilepsy can ocedF

at any age. Epilepsy in women, particularly duringconsumpt|on of excess fat and salt in the diet, insufficient

pregnancy is an area with unigue issues and SpeCi% ercise and Smo"".‘g contribute f[oi_ncreasi_ng_deqths from
treatment needs. cgrebrovascular dlsea_se. Rapid industrialization and
disorderly urban expansion lead to lack of workplace safety

The treatment for epilepsy exist so that upto 70% ofmeasures, and therefore to many serious health hazards.

newly diagnosed cases can be successfully treated wittazards due to falls, pesticide exposure, tractor and harvest

anti-epileptic medication that is taken without interruptioninjuries, exposure to lead, organic solvents, corrosive silica,

Yet the health care systems in developing countries likesbestos dust and other heavy metals lead to the

India have failed to provide the right treatment to thosdevelopment of many cases of organic brain damage.

in need of it. The important thing to note about epilepsy

is that there are medications which are both effective and entaL HeaLTH ResearcH ProcrRAMMES oF ICMR

cost efficient. Given their low price, they are an affordable

remedy in all countries.

In developing countries, certain infections and

Studies under the aegis of the ICMR in the area of
mental health can be classified into the following main
categories: (i) Cross-sectional psychiatric surveys for
studying the magnitude of the problem and associated

The number of individuals aged 60 years and abovsocio-demographic variables; (ii) Development of modules
is estimated to be about 70 million in India. The proportiofior integration of basic mental health care with general
of the elderly in developing countries will increase tohealth care; (iii) Longitudinal hospital and population based

Dementia and Alzheimer’'s Disease



studies related to the natural history, course and outcome The research programme on psychiatric epidemiology,
of psychiatric disorders; (iv) Studies on alcohol and drugntervention efforts for integrating basic mental health
use — magnitude of the problem, associated psycho-soc&re with general health care, and efforts of mental health
factors, and treatment modalities; (v) Development o$cientists from all over the country led to the formulation
intervention programmes on behaviour related to healtbf the National Mental Health Programme (NMFfR)

and disease; (vi) Quality of life; (vii) Child mental health;1982. The objectives of this Programme are to (i) ensure
and (viii) Disaster management. availability and accessibility of minimum mental health

The first large scale psychiatric survey in the countr§are for all in the foreseeable future, particularly the most
carried out in Agra in a study population of 30,000 invulnerable and under privileged sections of the population;
the 1960s provided data on the prevalence of mentéj) encourage application of mental health knowledge in
disorders and their socio-demographic distribitioa ~ 9eneral health care and in social development; and
number of psychiatric surveys on comparatively smallefiil) promote community participation in the mental health
study samples were carried out in different parts of thaervice development and to stimulate efforts towards self
country in the 1960s and 70s. Several morbidity survey3€lp in the community.

carried out in various parts of the country, while giving  the council initiated a Centre for Advanced Research
widely varying rates for total morbidity had shown 5, community Mental Health at the National Institute of
remarkable agreement when only the severe psychiatigena| Health and Neurosciences (NIMHANS), Bangalore
illnesses were considered. From the practical point qf ndertake further research on the integration of mental
view, it was cor_lsldered desirable that efforts be dlrt_ept kalth care with general health care. The Centre has
to early recognition and management of such conditiong e 1y contributed to the implementation of the NMHP

which were relatively easily recognizable and for whichy,, jeel0ping suitable models for integrating basic mental
simple therapeutic regimes were known. The ICMF%1

_ alth with primary health care, conducting training
launched a large scale study in 1976 on severe mengO

bidi | datlB | Baroda. Cal grammes for non-mental health professionals, providing
morbidity at centres located at Bangalore, Baroda, Calcut pertise and materials, and sensitizing the states to the

qnd Patia!é The main objectives of the study Were ONMHP and the mental health needs of the community.
(i) determme_ the prevalence of severe mental |IIr!ess '8tudies on the health care of the rural aged carried out
the c_pmmunlty with fo_gus on psychoses and_epne_ps¥n an entire PHC area in Madurai involving primary health

and (i) study the feasibility and effectiveness oflnvolvmgCare personnel have demonstrated that it is feasible to

the multi-purpose workers and PHC doctors_for qeteCtiOBffer comprehensive care to the rural aged through PHC
and management of all psychotics and epileptics. services by augmenting available resottes

An intervention programme was carried out involving . , _
the primary health care personnel who were trained in 1he Council carried out a number of collaborative
the identification and management of severe mental illne&§8Ulti-centred projects for studying the natural history,
and epilepsy. The evaluation of the intervention carrie§0Urse and outcome of psychiatric disorders. The
out by field surveys showed that the PHC personnel weg@!laborative study on phenomenology and natural history
able to detect and manage less than 20% of the act@facute psychosis showed that there is a group of patients
severe mental morbidity from their catchment areas during§fith acute onset of iliness, which differs from the two
the intervention phase. The issues emerging from thiStablished categories of schizophrenia and manic
study provided clues for developing better interventiorfl€Pressive psychosis on the basis of their clinical picture,
strategies for incorporating mental health care with generdPrmal premorbid personality, and an excellent recovery
health care. It was noted that the integration was attemptedf€, suggesting that this may be a benign type of acute
only from the lower end of the health care hierarchy, whil®Sychosis which tends to recover rapidly within weeks
the field experience indicated that integration could occtf months without any residual symptdfmi PHC doctors
only when it is attempted at all levels of the hierarchyare trained in the identification and management of patients
Secondly, the operationalization could have been bett&f acute psychosis, this will help in providing mental health
if the total population of the PHC was covered by théare and management of such cases in the community.
intervention programme. Thirdly, the PHC personnell he study on factors associated with course and outcome
needed record forms which were simple and easy ®f schizophrenia has shown that there are a number of

complete and maintain. There was clearly a need for mof@ctors influencing the course and outcome of
efforts towards active community participation. schizophrenia which are amenable to intervention such



as treatment at early stage, good drug compliance, positideveloped in these projects are incorporated in the training
and supportive attitude of key relatives and provision obf health workers, it is expected to contribute significantly
some kind of regular occupational scheéulé is hoped towards improving the health status of people by promoting
that if these aspects are incorporated in the training @ositive health habits and discouraging negative health
medical and para-medical personnel, this will go a longabits.

way in improving the prognosis of the disorder. A multicentric study on mental health indicat8veas

A longitudinal stud$ on functional psychoses carried undertaken to develop tools to measure subjective well
outin an urban area in Madras (Chennai) has shown tha¢ing and to identify psycho-social risk factors in
the utilization of mental health services was inadequatmalfunctioning families. A psycho-social intervention
and varied. As those afflicted did not often seek treatmergrogramme was developed that was implemented through
specific intervention efforts were made to bring them tdhome visits byAnganwadiworkers. The intervention
the general hospital set up to provide pharmacotherapgsulted in improvement of the well being of women,
and other forms of psychiatric care. Those whose needsgnitive development, and nutritional status of children.
were of a psycho-social, rehabilitative nature were serthereafter measures of the quality of life at the community
to a voluntary organization working for schizophrenicslevel were also develop&d
Despite these efforts utilization remains inadequate. Hence

community based intervention was also undertaken. Thisf An |r_lstr(;m:ent was .devfelopgdo assess th? extentt |
study has also provided information on the natural histor? PETCEIVeT SIress arising from excessive environmenta
orces (such as adversity, hardship, threat, affliction,

of functional psychosis in the communitgr se failure, conflict, constraints, excessive demards) in

A number of studies have been undertaken on alcoh@}arious domains of social life. In order to widen the
tobacco and drug abuse, associated social and demograpdlilicability of the instrument of stress, the items were
factors, drug overdose as seen in casuality/emergengy framed as to be suitable to assess the extent of stress
services, and drug related psychiatric morbidity. Amulti-among people irrespective of their age, sex, religion,
centric project with three main components, namelyequcational or socio-economic level. In addition to the
establishing a clinic based data system for continuoyssycho-social stress questionnaire, a short measure of stress
monitoring of drug abuse; area survey to assess thgjsing from infrequent but crucial life events occurring
magnitude of the problem of drug use in the community, the |ife of respondents in the recent past was also

and; evaluation of existing treatment modalities for Opiateﬁrepared in order to cover a broader area of operation of
and alcohol through follow up studies was undertéken psychosocial stress, and to make the tool more
This research programme developed a Drug Abus@omprehensive.
Monitoring System that can be used at the regional and
national levels. An epidemiological study of child and adolescent
, psychiatric disorders was carried out at Bangalore and
A number of projects have also been CondUCtedo';Eucknow to find out the prevalence of child and aolescent

develop an intervention programme for modification sychiatric disorders in rural and urban areas and to study

behaviour related to health and disease. An educaﬂor‘%eir psycho-social correlates. This is the first major

intervention programme has been developed to redu - o
the use of alcohol and tobacco in the commuityThe %%mmunlty based study on psychiatric disorders among

results of this intervention study with experimental anoﬁh”dren In ourcountry. The prevalence rate of psychiatric
y P isorders was found to be 14.3% among males and 12.6%

control areas have shown that this intervention programme . .
. . . among females in the Bangalore centre. The corresponding
was successful in reducing and stopping the use of alcohgl
. L . igures for the Lucknow centre were 13.6 and 10.6% for

and tobacco in persons residing in the experimental are . .
male and female children respectively. The most common

as compared to the control area. Also the initiation of the S . ) .
sychiatric disorders among children were : non organic

use of these substances was significantly lower in tr%nuresis ica of infancy, stuttering, specific developmental
experimental area compared to the control area. P Y 9,Sp P

disorders, phobic anxiety disorders, and oppositional
Educational intervention has also been developed igefiant disorder. The rates of psychiatric disorders were
enhance health modernity of tribal people in Rafichi significantly higher in children of urban area (non-slum)
The main focus of the intervention programme was 0Bs compared to rural area and urban slum areas at the
personnel habits; environmental sanitation and; attitudgangalore centre while there were no significant

towards health and diseases. If the intervention packagggferences in rates in the different areas at Lucknow.



The study also generated data on the psycho-soci@chniques. It is clear that these have the potential to
correlates of childhood psychiatric disorders and on theevolutionize diagnosis, prevention and treatment of
felt treatment need of the community. psychiatric disorders. It has been fot#frtthat the basal

A Centre for Advanced Research on Healtt‘Prain activity pattern is dramatically different in patients

Consequences of Earthquake Disaster with specifn© are depressed compared with normal individuals.
reference to Mental Heafftwas initiated at Pune in 1995 Yarious subtypes of depression appear different, as well.
to (i) determine the nature and prevalence of psychiatriEN® pattern of brain activity in people diagnosed with
morbidity, physical health complaints and vital statistics/NiPolar depression is different from that of those with
in the disaster affected population through a longitudind?iPelar depression. It is potentially important because
epidemiological study and; (i) assess various dimensio@0king at these images —looking directly at brain activity —
of disaster exposure (human and material losses, injuri€8ay help predict the best treatment for these different
experiences of threat to lifetc) and subsequent stressessubtypes of patients.

as well as mediating factors in the form of life events
and social support and their association with mental healm
outcome. The study employed a modified cohort desig

in which the samples of exposed and non-exposed (contr havioural or psychological treatment can impact

individuals were included after the exposure occurre Libnormal brain activity in highly specific ways. The
The control group came from an area located 300 km . . .
imaging studies have shown that behavioural and

away from the disaster affected region. Family was theS chological treatment as well as medication can
basic unit of study, and the cohort consisted of 855 y 9

individuals from 1661 families. The base-line study carrie(?mfounﬂly |mp6_lct stpecglflcdbraln regions. ?Ithr?u_gh much
out in the first phase found excess (about 2 years aft oearch remains 1o be done, Imaging techniques may
the earthquake) psychiatric morbidity in the disaste elp phyS|C|an_s ever_1t_ua||_y tallo_r trggtment to _the specific
affected area as compared to the control area. Over&fittern of brain aCt'\_/'t_y In-an |qd|V|duaI patient. They
psychiatric morbidity of 139 per thousand in the affected@y @lso help physicians monitor the progress of the

sample was significantly higher than 68 per thousand iff€atment.

the control sample. The excess psychiatric morbidity in _ _

the disaster affected area was constituted by depressi@netic Analysis

episodes, post traumatic stress disorder and other reactions |, tpe past decade, the applications of molecular

to severe stress. The remission of psychiatric morbidityanetics has led to the unraveling of the etiologies of most
in stress related disorders was observed at follow up (abo&‘tthe single-gene disorders but has barely begun to allow

5 years after the earthquake), but it was still higher e understanding of the more complex genetics of the

com_pared to the control area. Case-cont_rol _study WaRost neurodegenrative diseases which do not show simple
carried out on a nested sample for determination of ns#

factors f hiatri bidity in both oh A atterns of inheritance. It is expectethat in the near
actors for psychiatric morbidity in both phases. Age ang, e the application of molecular genetic techniques
gender matched controls were selected through one to i . .

) ) e L .. Will promote the understanding of the etiologies of non-
one matching. Step-wise logistic regression |dent|f|e$\(;

Changes in brain activity following treatment for a
ajor psychiatric disorder are not limited to
armacological treatment only. It has been skttt

. L . . - Mendelian neurodegenerative diseases in general.
disaster injury, occurrence of disaster deaths in the famil 9 )

) ) : : ) . . owever, the problems of identifying risk factor loci for
trapping experience, dissatisfaction with social supporéiseases with complex modes. of inheritance and in
as the risk factors at first phase. At the follow up, b

satisfaction with social support, occurrence of desirabl%’:sr'[icu"’Jlr oligogenic (10 genes) and polygenic (>10 genes)

events and absence, and minimal severity of disaster inju ' easesfare formlgark?le.dgveczjn the hugr:]]e soi?-ﬁcpnorplc
emerged as significant protective factors. Impact of some of the disorders such as Alzheimer’s

disease, it is of paramount importance to design a viable
RECENT DEVELOPMENTS AND PRIORITIES strategy for _the delineation of genetic pre-disposition in
complex traits.

Human Brain Imaging Techniques

There have been many interesting developments OV§|1ress Research

the last decade that have significant implications for clinical A person chronically stressed is subject to a variety
psychiatry. The first is the use of human brain imagingf infectious diseases, and it has become the basis of



developments in psycho-neuro-immunology. A major That the field of psycho-social rehabilitation has
group of stress hormones secreted by the adrenal glamdportant contributions to make in the care of individuals
is a class of steroids called glucocorticoids. Researchith schizophrenia is being acknowledged. It is now
carried out over the last 20 years has shown thatidely understood that rehabilitation, when offered in
glucocorticoids can damage the nervous system. A recectinjunction with psychiatric services, can provide special
study?® reports that glucocorticoids are capable of killingbenefits to this patient population.

neurons in the hippocampus, which is a part of the brain

critical to learning and the consolidation of long-termQther Priority Areas

memory. Further, endangering these neurons makes them o
less likely to survive a stroke, a seizure, or infection like !N the next 20 years, nearly half of the population in
HIV. The ability of stress homones to accelerate braiffdia will be living in urban areas. There is a need to
aging and endanger the brain is a new branch of stredevelop mt_antal health care modules for urban areas W!’llCh
related pathology. Researchers have learned tremendoudf¥€ Special problems related to large scale migration,
in the last few years about how these hormones afPmelessness, people living on street and footpaths.
neurotoxic and even endangering. Major areas of researfpother emerging area is suicide behaviour as it is already
in the coming years will be oriented towards finding mean8® sécond most common cause of mortality in young
to intervene with the effects of stress on the nervous syste@fults in the 15-35 years age group

Depressive disorders are widely prevalent world-wide
and have great impact on an individual’s productivity,

Schizophrenia and functional psychoses have beartcupational, social and family life. There is a need for
viewed as processes and the result of internal and extercaimmunity based studies on depression. Other areas that
factors, and the opinion that schizophrenia is a biologicare important to be investigated for better mental health
genetic disorder with an inevitable descending course haare include study of the public attitude of stigma against
been challengéd It has been opined that the concept oinental disorders, studies on mental health of special groups
early intervention has vast implications for the therapeutisuch as women and the elderly, and research on health
approaches and especially for the psycho-therapeutielated life style practices in chronic diseases.

dimensions, as well as for the way the psychiatric health _ _ _
services are organized. The ICMR Core Committee on Neurological Disorders

. has recommended priority areas for research on the
There have been developments towards standardlzatl%]lowing groups of disorders : epilepsy, dementia and

of mgntal health care modules. A module of care ha_s be (zheimer’s disease, stroke, neurocysticercosis and Gullian
considered a type of mental health care, characterized fre Syndrome

its objectives and by the interventions necessary to achieve

these objectives. As such a module of care is made It is expected that developments in mental health

available by a group of people with different professionascenario will take place more rapidly in the present decade.

backgrounds, working within or at least associated witfThe challenge lies in translating the advances into better

the module of care, to patients with comparable historigsrevention and treatment of the dysfunctions that underlie
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