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CHAPTER I 

INTRODUCTION 
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The mentally ill have always been with us. The 

words lunatic, insane: crazy, mad, all refer to the mentally 

ill. Literature since the time of ancient Greeks have 

portrayed pathetic lunatics and mad men. Mentally ill were 

laughed at, locked or chained, beaten, ill-treated and 

tortured. This was mainly due to the attitude of the society 

• towards the mentally ill as opposed to the physically ill. 

Towards the physically ill there is generally a societal 

attitude of sympathy, perhaps because the features of 

physical illnesses can be seen, felt or objectively observed. 

On the other hand, mental disorders involve intangibles, such 

as feelings and ideas, which are often incomprehensible to 

other persons. Moreover, insanity was attributed to some 

evil spirits and attempts to drive the evil spirits led them 

to the ill-treatment of the mentally ill. Only when the 

society began to consider the mentally disturbed person as a 

sick person in the middle of the 19th Century, sympathetic 

consideration and treatment for the mentally ill for their 

'recovery began. Even now for most people, it is frightening 

▪ to think about mental illness and mentally ill. People act 

as though mental illness is a contagious sickness and try to 

avoid contacts with them as far as possible. 

"A common image of the mentally disordered is that 

of a madman in a straight jacket, foaming at the mouth and 

struggling to free himself in order to attack any one who 



happens to be nearby. Another is that of a dirty disheveled 

woman, babbling incoherently and engaging in random sexual 

relationships. But these images are misleading. Most 

mental disorders are neither bizarre nor dramatic, instead, 

they are the common experience of anxiety or depression with 

which we are all familiar" (Coleman and Cressey 1984; pp: 

331-332). 

• MEANING AND DEFINITION OF MENTAL ILLNESS 

Even after many years of research, there is no 

agreement on the meaning of the terms such as mentally ill, 

mentally disturbed and crazy. Though many Psychiatrists, 

Psychologists and Sociologists have attempted to define' 

mental disorder precisely, none of these efforts has received 

widespread acceptance. Some experts see mental disorders as 

mental illness, others say that they reflect personal 

maladjustment and some others simply call them deviance 

(Coleman and Cressey 1984, p.332). 

"Mental disorders or diseases are always defined 

by reference to an e explicit or implicit formulation of 

personalities, which sets limits to the manifestations of 

human individuality. That which deviates from the norm thus 

created is regarded as aberrant and is considered genius or 

crime or mental disorder, depending upon a large number of 

secondary definitions, which fix the individuals relations 

with the group". 
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"Prenaturalistic views of human personality 

consider mental disorders as the results of manipulations of 

the victim by transcendental agencies, as for example, in the 

case of belief in demoniacal possession. Naturalistic 

interpretations may be classified into naive mechanistic 

doctrines, such as those which regard mental disorders as 

the results of medical diseases and attribute them to lesions 

• in the nervous system, the endocrine glands or in other 

organs of the body. According to more sophisticated 

biological doctrines, mental disorders are more or less 

rigidly determined by the individual's genetic constitution 

or his environment or by a combination of both. Most 

psychological theories of mental disorder belong to these 

categories. Finally, anthropology views mental disorders as 

the result of unduly complicated interpersonal integrations 

arising from innately conditioned but culturally directed 

tendency system" (Sullivan 1963, pp. 313-314). 

According to Elliott and Merrill (1961) mental 

'illnesses are a response to the social order, which is 

unfavourable for effective functioning. A major 

characteristic of mental patients is their inability to 

function. 

"From Durkheim's view point and from Weber's 

social action emphasis, mental illness can be defined as the 



incapacity of a person to perform institutionalized roles" 

(Schwab et al 1979, p.46). 

Talcott Parsons states: "The primary criteria for 

mental illness must be defined with reference to the socia l 

role performance of the individual. Since it is at the level 

of role structure that the principal direct interpenetration 

of -  social systems and personalities come to focus, it is an 

• incapacity to meet the expectations of social roles, that 

mental illness becomes a problem in social relationships and 

that criteria of its presence or absence should be 

formulated" (Parsons 1958). 

Thus sociological concepts of disturbed behaviour 

are based primarily on societal norms and the capacity for 

institutionalized performance. Mental disorder is defined as 

any behaviour that is relatively uncommon -- therefore, 

abnormal -- according to a given society's generally accepted 

standard at a particular time. 

The medical model or the clinical definition of 

mental illness is more popular in modern psychiatry, though 

other aspects are considered as useful. 

MENTAL ILLNESS  AS A SOCIAL PROBLEM 

Mental illness is a serious social problem. Every 

year mental illness directly affects large numbers of people. 



According to 1984 report of the World Health Organization, at 

least 40 million people in the world suffer from severe forms 

of mental disorders, *such as Schizophrenia and dementia, no 

fewer than 30 millions suffer from epilepsy, which like other 

mental disorders, iS• left untreated in a majority of the 

cases, and a further 200 millions are incapacitated by less 

grave mental and neurological conditions. When these figures 

• are augmented by the number of people affected by alcohol and 

drug related problems, and by mental disorders secondary to 

physical diseases, it becomes apparent that in terms of 

individual suffering the burden of families and the cost to 

communities, the health services are faced with the problems 

of gigantic magnitude (WHO, 1984). 

In addition to the sufferings of the mentally ill, 

untold number of spouses, children, parents, friends, fellow 

workers and others, suffer in some way or other as a result 

of another's mental disorder. Mental illness also places a 

burden on the economy. The cost on account of mental illness 

includes both the cost of treatment and the cost of lost 

productive capacities. The highest cost of mental illness, 

however, are tallied in human suffering and unhappiness. 

Mental illness may contribute to various other social 

problems. Mental disorders are considered as important 

contributing factors for high rates of crime, delinquency and 

family problems (Poplin 1978). 
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There are • no accurate reliable complete data 

available regarding the prevalence of mental disorders, 

though rough estimates are available in plenty. According to 

most of the prevalent studies, about 10 to 20 per thousand of 

population are affected by a serious mental disorder at any 

• given time. This would constitute about 10 million citizens 

of 	India. 	The figure for neuroses and psychosomatic 

disorders are about 2 - 3 times higher, thus indicating that 

20 to 30 million people may require professional attention. 

Mental retardation is estimated at 0.5 per cent to 1.0 per 

cent of all children, while alcohol and drug dependence 

rates, though still low as compared to the world scene reveal 

a disturbing rising trend (Bisht, 1982). 

The number of new cases of serious mental 

disorders which become manifest each year is estimated to be 

roughly 35 per 100,000 or about 2,50,000 in the country 

(Bisht, 1982). 

TYPES  OF MENTAL DISORDERS  

Conventionally, 	mental disorder has 	been 

classified by Psychiatrists as neuroses and psychoses. 

Neuroses are considered to be mildest and the most common 

type. 	Thoughts, feelings, expressions, beliefs and actions 

deviate more markedly from approved norms in psychotics. 



Loss of contact with the reality is a characteristic of the 

psychotic behaviour. The psychotic's ability to communicate 

intelligently with others may be partially or completely 

interrupted. The essential features of the neuroses is that 

they involve behaviours, which deviate less markedly from 

social norms compared to the psychotics (Clinard, 1968). 

There are two types of mental disorders according 

to , the conventional classification of psychiatrists. They 

are organic psychoses, those having an organic basis and-

nonorganic or functional. Organic types of mental disorders 

are usually linked to some germ, to brain injury, to other 

physiological disorders, possibly to some hereditary factors. 

According to many psychiatrists, the functional or non-

organic mental disorders "function" to adjust the individual 

to his particular difficulties, hence, the term functional. 

The idea that such mental disorders are necessarily an 

adaptation to stress is difficult to prove, although in many 

cases this adaptation may play an important part. Functional 

psychoses are generally divided into three main types, 

schizophrenia, the manic depressive Psychosis and paranoia 

(Clinard, 1968). 

SCHIZOPHRENIA DEFINED 

According 	to encyclopedia 	of 	Psychiatry 

"Schizophrenia" is the term used for a group of illnesses, 

whose aetiology is unknown, having characteristic mental 
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symptoms leading to fragmentation of personality. 	The 

patient undergoes experiences, which are unfamiliar and 

cannot be understood as exaggerations or prolongations of 

familiar sensations. Thought, emotion, drive and movement 

may be disordered. 

"The 	illness often recurs, 	each recurrence 

increasing a chronic disability until a plateau is reached. 

• The final result, oddity, social incapacity or chronic 

invalidism requiring prolonged hospitalization may be 

modified by professional guidance. Early adult life is the 

most frequent period of onset but the illness begins often in 

adolescence and sometimes at later periods of life. A 

characteristic insidious onset is often preceded by 

introversion, subdued behaviour or suspicious secretiveness 

(Schizoid personality). Males are a little more frequently 

affected than females and single subjects more than married. 

First admission rates for schizophrenics are about 15 per 

100,000 of the white population in Britain. About 80% of the 

patients under 65 who have been continuously in hospital for 

two years or more are Schizophrenics" (Leigh et al P.321, 

1982). 

According to the Diagnostic and Statistical Manual 

of Mental Disorders, at some time during the illness, 

Schizophrenic disorder always involved at least one of the 

following delusions, hallucinations or certain 
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characteristics in the form of thought. No single clinical 
0 

picture is unique to Schizophrenia or evident in every case 

or at every phase of illness (A. P. A., 1980). 

International classification of Diseases (I.C.D-9, 

1980) defines Schizophrenia as a group of psychoses in which 

there is a fundamental disturbance of personality, of 

thinking, often a sense of being controlled by alien forces, 

delusions, which may be bizarre, disturbed perception, 

abnormal affect out of keeping with the real situation and 

autism. 	Nevertheless, clear consciousness and intellectual 

capacity are usually maintained. 	Characteristic features 

described are formal thought disorder, bizarre delusions and 

auditory hallucinations, which comment on the patient or 

address him, other hallucinations, over-inclusive thinking 

evident in the form of incomprehensible speech, shallow or 

incongruous mood, negativism or stupor and catatonia. It is 

warned that diagnosis "Schizophrenia" should not be made 

unless there is, has been evidence during the same illness, 

characteristic disturbance of thought, perception, mood, 

conduct or personality preferable in at least two of these 

areas. The diagnosis should not be restricted to conditions, 

deteriorating or chronic course. 

CONCEPT OF SCHIZOPHRENIA 

Schizophrenia was originally delimited as a mental 

illness in which severe irreversible personality changes 



occurred. The historical development of the concept of 

Schizophrenia is well known. Morel (1852) reported a series 

of cases of severe intellectual deterioration starting in 

adolescence and he called this illness demence precoce. 

Hecker (1871) described hebephrenia an illness, which 

occurred in puberty and led to a silly deterioration. 

Kahlbaum (1874) drew attention to a mental illness in which 

• stupor occurred in the absence of disease. of the nervous 

system. He called this illness tension insanity or 

catatonia. Pick (1891) described a 'simplex syndrome' 

emphasized the simple deterioration accompanied by a minimum 

of other symptoms in his residual group. Kraepelin (1893) 

brought together the syndromes of demence praecoce, 

hebephrenia, catatonia and dementia paranoids and called this 

group of illnesses 'psychological degeneration processes'. 

He (1899) used the term dementia praecox to designate this 

group of illness because intellectual deterioration was a 

common feature and the illness usually occurred in young 

people. In 1913 he defined dementia praecox as follows: 

"Dementia Praecox consists of a series of clinical states 

which have as their common characteristic a peculiar 

destruction of the psychic personality with the most marked 

damage of the emotional life and of volition "contrary" to 

what is commonly believed. Kraepelin named group of paranoid 

mental deterioration as "Paraphrenia". 
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Eugen Bleuler 	(1911) 	introduced the term 

"Schizophrenia". He defined Schizophrenia on the basis of 

symptomatology and course. Other workers especially Kleist 

have adopted the viewpoint that Schizophrenia is an illness• 

which always leads to a defect state (Hamilton, 1984). 

Four modern Psychiatrists who theorized about 

• Schizophrenia were Adolf Meyor, Harry Stack Sullivan, Gabrial 

Langfeldt and Kurt Schneider (Kaplan and Sadock, 1988). 

AETIOLOGY OF SCHIZOPHRENIA 

Schizophrenia is caused by multiple factors. 	The 

following are considered to be important causative factors of 

Schizophrenia: 

(1) Genetic factors; 

(2) Biochemical factors; 

(3) Neurological abnormalities; 

(4) Personality and physique; 

(5) Physical factors; 

(6) Psychological factors; and 

(7) Social factors. 

(1) Genetic factors 

Studies of relatives, twins and adoption studies 

conclusively prove that hereditary factors play a role. The 

disorder may be due to a single mutant, inherited gene, or 
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may be due to two genes-- most likely to be Polygenic 

(Michael et al., 1983). 

(2) Biochemical factors 

Several hypotheses have been suggested. Most of 

the major biochemical hypotheses suggest a disturbance of 

neurotransmitter function. The current theory postulates 

• excessive dopamine activity. Other hypotheses are serotonin 

(5 - HT) hypotheses, noradrenalin (NA) hypotheses and 

involvement of other neurotransmitter systems. Serotonin 

hypotheses-evidence exists for 5-HT overactivity and 

underactivity. Noradrenalin (NA) hypotheses-evidence exists 

for over and underactivity. Involvement of other 

neurotransmitters-evidence exists for involvement and for 

lack of involvement of Ach, GABA endorphins and 

prostaglandins (Jonathan and Glynn, 1987). 

(3) Neurological Abnormalities  

Researchers have often detected signs of minor 

neurological abnormality in Schizophrenic patients. It is 

possible that some of these signs resulted from coincidental 

neurological disease. In the past, investigation searched 

for gross pathological changes in the brains of 

Schizophrenics but found none. Recent research is concerned 

with four issues: non-localizing (soft), neurologic signs, 

possible abnormalities of the corpus callosum, evidence of 

ventricular enlargement and changes in E.E.G. 
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'Soft signs' (neurologic signs without localizing 

significance) have ben reported in many studies. Thickening 

of the corpus callosum has been reported in brains from a 

small number of schizophrenic patients. There have also been 

reports of functional abnormalities suggesting impairment of 

interhemispheric transfer in schizophrenics. 

• 	 Ventricular enlargement in Schizophrenia was first 

reported from studies using air encephalography. 	The 

introduction of C.T. Scanning has provided non-invasive 

method for investigating the brain size in schizophrenic 

patients. 

Electro-encephalographic 	abnormalities 	in 

Schizophrenic patients have been reported including increased 

theta activity, fast activity and paroxysmal activity 

(Michael et al., 1983). 

(4) Personality  and physique  

It has been claimed that the pre-morbid 

personality of Schizophrenics is usually schizoid in nature. 

The schizoid personality is a quiet shut-in person who shows 

little emotion, is usually unsociable, and indulges in 

excessive private fantasy. They may also show asthenic (lean 

and narrow) type of body build (Michael Gelder, 1983). 



(5) Physical factors 

Apart from direct damage to the brain, there are 

various physical factors which may provoke or modify mental 

illness. These are age, sex, endocrine changes, exhaustion, 

operation, climatic conditions and seasonal variations 

(Hamilton, 1984). 

(6) Psychological factors  

There are many psychological theories of mental 

illness which in general, reduce mental illness to some 

problems of maladaptive behaviour. Three main types of 

behaviours can be identified. 

According to psychoanalytic theory, a crucial 

defect in schizophrenia is a disturbance in ego organization 

which affect the interpretation of reality and the control of 

inner drives (e. g. sex and aggression). 

Theories of self such as Rogerian or Laingian 

'which similarly attribute psychiatric disorder to inadequate 

concepts of 'self', though these may be derived from current 

as well as past interpersonal situations. 

Behaviorists view psychiatric disease in terms of 

learned maladaptive behaviour. 



These theories share in common the belief that 

psychiatric disorder'is fundamentally a problem of the mind 

but each group of theories offers different and often 

conflicting views of how the mind came into this state. 	All 

theories 	tend to stress interpersonal relationship as 

contributory but how and when they do so is debated (David 

Armstrong, 1980). 

(7) Social factors  

The possible importance of social factors in the 

causation of mental illness has been recognized since long. 

During the past few decades both investigators 4nd clinicians 

have given increasing attention to social factors related to 

psychiatric illness. The term social psychiatry has gained 

currency as a description of a number of related and 

overlapping disciplines and activities, whose ultimate aim is 

to identify the social factors that contribute to the 

causation of mental disorder and also to prevent psychiatric 

.illness or reduce its prevalence. 

As Odegaard (1962) pointed out, although the 

psychiatrist is more concerned with individual, he must be 

prepared to investigate groups and populations, if he is to 

arrive at knowledge that is reliable and objective. 
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Perhaps the best known attempt to describe the 

causation of a psychiatric phenomenon in wholly sociological 

terms was the classical study conducted by Durkheim (1897) on 

suicide. Durkheim considered that suicide rate reflected 

patterns of social relationship within communities. 

Several social factors play a vital role in the 

understanding of mental illness. The following are some of 

• the important social factors associated with mental illness. 

(a) The role of family 

Family has often been called the cradle of 

personality. During the formative years of the child's 

relationships with his parents (especially his mother) carry 

strong emotional overtones. The mother provides the 

satisfaction for many of his basic needs ranging from food to 

love. The extent to which these needs are supplied by the 

mother and the members of the family go far in determining 

the child's mental and emotional structure (Mangus, 1957). 

The family probably has an even more direct impact 

upon mental health. The emotionally disturbed parent is 

clearly inadequate to carry out parental responsibilities. 

He or she is often extremely self-centred, aggressive, 

hostile or selfish. Such a parent is usually most concerned 

with satisfying his or her own emotional needs and may in 

fact, exploit the child as a means of satisfying them. The 
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parent thus may reject the child by punishment or extreme 

coldness or the parent may attempt to overcome guilt-feelings 

by showering the child with attention, presents or 

solicitude. In any case the child suffers (Herman, 1958). . 

Where the mother is neurotic or emotionally 

disturbed, she may become overattached to her son or 

daughter, especially if her own marriage is less successful 

• than she had anticipated (Burchinel et al., 1957). 

A major share of mental disorganization is the 

result of inability to adjust to the strains of modern life. 

Tensions in international relations, the struggle for 

material possessions, the problems of sexual maladjustment, 

the frustrations of the job, the aggressions, engendered by 

competition, the migration, which involves marked cultural 

adjustment, the pervasive attempt to rise in the social 

scale, the discrimination against minority groups and the 

hidden memories of unhappy family relationships -- these and 

many other factors combine to increase the difficulty of 

'living in the age of the cold war and the international 

ballistic missile. In studying them, sociologists have 

contributed sig4ificantly to the new field of Social 

Psychiatry (Warren Dunham, 1948). 

Much mental disorganization is partially caused by 

frustration and anxiety. The modern social structure is so 

organized that many persons are unable to receive the love, 



recognition, prestige, acceptance and security, which they 

strongly desire. Such values are for the most part, derived 

from interpersonal relationships. An individual must be 

loved, recognized, and accepted by someone else -- whether it 

be husband, wife, parents, comrades, business associates, or 

friends. 	In other words, his mental organization depends 

upon successful communication with others, 	and their 

• assurance that he is loved, admired and cherished. 	At the 

same time, he may become over-anxious either lest he be 

deprived of this assurance in the future or because he has 

been deprived of it in the past (Sullivan, 1953). 

Modern society exacts an unequal toll on its 

members. Some persons are more exposed than others to the 

stresses that produce or intensify mental disorganization. 

The stresses give rise to anxiety, which in turn interferes 

with communication. Members of the submerged classes often 

resent their lot. So, too, do minority groups or those who 

are continuously transferring from one community to another. 

All these conditions produce strain on personality 

organization. When there is great disorganization such as 

warfare, many persons are upset and cannot lead a 

satisfactory life (Elliott & Merrill, 1961). 

In short, we can say that disturbances in family 

relationships, over-protection or rejection, disturbances in 

communication and interpersonal relationships in the family 

may provoke the onset of schizophrenia. 
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(b) The influence of community  

The poineer study of Faris and Dunham on the 

ecological aspects of mental illness pointed out to the 

differential impact of urban neighbourhoods on mental 

illness. They studied the distribution of mental disease in 

various parts of Chicago and found that Schizophrenic cases 

were concentrated in the cheap rooming -- house districts, 

where homeless men lived. In the central business district 

and in the deteriorated Negro communities, there was also a 

higher than average rate. Social isolation was the most 

characteristic aspect of these areas, whether on the basis of 

sex, ethnic or immigrant isolation or racial isolation in the 

case of Negroes (Faris and Dunham, 1939). 

There is a lack of agreement as to why this 

ecological distribution of mental illness occurs. 	Some 

psychiatrists maintain that actual or potential 

schizophrenics "naturally" find their way to depressed urban 

areas and thus swell the rates in such sections. Others hold 

that the social isolation of the individuals living in high 

mobility neighbourhoods makes it difficult for them to 

maintain communication, which in turn results in 

schizophrenic symptoms. Still others believe that social 

isolation is an important factor in schizophrenia but are 

perplexed as to why some persons become mentally ill and 

others do not (Clausen and Kohn, 1954). Anyway it appears 
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that the stronger the life organization of the individual, 

the less likely he is to become mentally ill. 

(c) Occupation  

A person's work is often a source of strain both 

because of the competition and because of the frustrationv=of 

individual goals. Failure to achieve better pay or more 

• desirable job may produce mental illness. Many of the most 

important and difficult life adjustments are those "on the 

job" (Dubin, 1958). 

Work is the source of other mental strains, one of 

which is job insecurity especially for the industrially 

employed. Unemployment is a threat to one's self-esteem. 

Hollingshead and Redlich found a sense of frustration and 

despair common among the lower class in New Haven 

(Hollingshead and Redlich, 1954). 

For the average person work is also the most 

conspicuous aspect of personal success or failure. 

'Competition is the basis of work and money is the most 

tangible form of reward. Psychiatrists report that the 

difficulties of many of their mental patients centre.' 

 (Stanley and Lawrence, 1956). 

Schizophrenics were not "status achievers" and 

this fact may have a definite bearing upon their problems. 

Whether they have been unable to achieve status because of 
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their Schizophrenic tendencies or whether the latter resulted 

from their failure to move upward is not clear. In any case, 

persons who become schizophrenics are apparently found to a 

disproportionate degree among the "failures" in the world 

(Mary Lystad, 1957). 

(d) Social class 

• 	 One of the oldest and the most firmly established 

associations in psychiatric epidemiology is the one between 

social class and mental illness. Social class is a broad and 

inclusive concept, which includes not merely the position of 

the individual in the social structure but such factors as 

occupation, cultural values, family background, ethnic 

status, religious denomination, expectation of mobility and 

self identification (Goldschmidt, 1950). 

Hollingshead 	and Redlich's study (1958) 	was 

concerned with mental health of the various social classes in 

New Heaven and they found a significant inverse relationship 

between social class and mental illness. That is the 

lowest overall mental illness rates were in the upper classes 

and the highest rates were in the lower classes. The 

Hollingshead and Redlich study thus indicates conclusively 

that position in the social structure tends to affect mental 

health. 

Economic 	stress, 	physical 	illness, 	family 

disorganization and psychological frustration increases as 
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one descends the social scale. The hazards to mental health 

are greater in the lower class, the schizophrenia is 

especially prevalent in this group (Jerome and Schaffer, 

1954). 

Midtown Manhattan study by Srole and co-workers 

corroborated the findings of the earlier study. They also 

stated that stress was found to be an important component in 

• mental disorders (Leo Srole et al., 1962). 

The Stirling country study of Leighton and 

colleagues found that mental disorder was most common among 

the lowest socio-economic group (Leighton et al., 1963). 

(e) Migration  

A number of studies show that migration is 

conducive to mental illness. Migration involves the physical 

departure of an individual from his cultural surroundings and 

the consequent necessity of adjusting to a new set of 

interpersonal relationships (William Peterson; 1958). The 

'immigrant who leaves the Old World and comes to the New World 

is the most obvious example of migration. But the individual 

who leaves the country and comes to the metropolis is also 

migrating. In each case, the person quite literally breaks 

his former relationships and is forced to form new ones in a 

strange setting. Failure to make these adjustments 

satisfacotrily may result in mental illness (Elliott and 

Merrill, 1961). 



SOCIOLOGICAL STUDIES ON SCHIZOPHRENIA 

(1) 	Studies on family 	interaction and family 
environment 

Some studies were conducted on patient's family 

environment. Fromm (1948) described about 'Schizophrenogenic' 

mother. Alanen (1958, 1970) found that the mothers of 

• Schizophrenics 	showed an excess 	of 	psychological 

abnormalities. 	He suggested that these abnormalities might 

be an important cause of the child's schizophrenia. 	The 

investigations by Lidz and his colleagues (1949, 1956, 1957) 

at Yale have been amongst the most careful of these studies. 

They reported initially on a group of 50 young 

Schizophrenics. Only 5 of these patients were considered to 

have been raised in homes which seemed reasonable, favourable 

and which contained two stable and compatible parents until 

the patient was 18 years of age. Broken homes, unstable 

parents and an unusual pattern of child rearing appeared to 

be almost the rule. Later, investigating more intensively in 

16 middle class families, the intrafamiliar environment in 

which schizophrenia developed, Lidz and colleagues reached 

the conclusion that serious pathology of the family 

environment is the most consistent finding pertaining to the 

aetiology of schizophrenia. The marital relationship of the 

parents is reported to be seriously disturbed, in one of the 

two ways, either there is a chronic disequilibrium, with 

24 
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derogation and undercutting of the martial partner and 

threats of separation ( -marital discord') or one spouse is 

dominant and imposes his or her psychopathology on the 

masochistic partner, who achieves some marital peace by 

submission ( -marital skew'), in which one parent yielded to 

the other's (usually the mother's) eccentricities, which 

dominated the family. The schizophrenic's father, they 

• report, tends either to be a passive non-entity or to 

sabotage his wife in her role as a mother, being himself 

motivated by jealousy of a son or by a wish to mould a 

daughter after his own arbitrary fashion. 

There can be disturbance in the style of 

communication. Research on disordered communication in 

families originated from the idea of 'double bind' (Bateson 

et al., 1956). A double bind occurs when an instruction is 

given overtly, but contradicted by a second, more covert 

instruction -- like overtly telling the child to come, whilst 

conveying by manner and tone of voice rejecting him. A 

further element is that there is no escape from the situation 

in which contradictory injections are received. According to 

Bateson, double binds leave the child able to make only 

ambiguous or meaningless responses. Bateson further supposes 

that schizophrenia develops, when this process persists. 

Wynne and his colleagues suggested that different patterns of 

disordered communication occurred among the parents of 

schizophrenics (Wynne et al., 1958). These investigators 
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first gave protective tests to such parents and identified 

'amorphous communications' (vague indefinite and loose') and 

'fragmented communications' ('easily disrupted, poorly 

integrated, and lacking closure'). 

(2) Studies on family stress and burden 

Some studies have concentrated on a very important 

• area viz, the burden or stress felt by or exerted on the 

family of mental patient, when the patient continues to stay 

in his own home rather than in a mental hospital. Various 

researchers from the field of community mental health and 

other allied fields have attempted to assess this burden in 

the west as well as in India. Earlier workers who had 

studied the discharged chronic long stay patients living in 

the homelattempted to assess the social burden as measured by 

the readmission of the patient or relapse of his illness. 

These studies were conducted, as it was assumed 

that a patient staying in the family would get relapse and 

had to be readmitted to the hospital because the patient was 

causing stress or burden to the family during his stay as a 

patient in the family. 

In this regard Mandelbrote and Folkard (1961) 

followed up patients managed largely in the community with 

emphasis on avoidance of long stay hospitalization. They 

studied them for four years. As a result, they found that 

patient's families experienced stress when the patient's 
re- .4 I 	fF 
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bizarre behaviour came in the way of normal family 

functioning and restricted their normal activities. In their 

study no standardized 'parameter was used to assess the 

severity of burden experienced by the family. 

During 1963, Grad and Sainsbury made a remarkable headway in 

assessing this phenomenon -- on a three point scale. They 

rated the effects of parent's illness on family income, 

• employment, social and leisure time activities, domestic 

routine children in the home, health of others in the family, 

relationship with neighbours etc. They also tested-the scale 

for its reliability and found it to provide 75 per cent of 

agreement between three interviewers. 

As a result, the authors identified the types of 

behaviour of the patient that exerted more stress on the 

family viz., 

(1) Constant bodily complaints from the patient; 

(2) Possibility of the patient harming himself; and 

(3) Excessive demand of the patient on the family. 

They also found that certain factors such as 

parent's age, clinical status, chronicity of his illness, 

composition of the family and closeness of the patient to a 

responsible relative of the family were the significant 

relative aspects with the amount of burden felt by the 

families. 
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Hoenig and Hamilton (1966) added another dimension 

to this assessment of burden on the patients' families. They 

attempted to differentiate the obiective from the subjective 

burden felt by the family members. 

Objective burden according to them consisted of 

the following areas: (1) financial, (2) health, (3) effects 

on children (4) effects on family routine, (5) any type of 

abnormal behaviour in the patient, which was likely to be 

disturbing to others. 

Subjective burden was assessed by asking the 

family members whether as a result of the patient's illness, 

they thought the household had suffered a sense of burden. 

This was An enquiry more into the attitudes of the family 

members. 

Their findings revealed that the highest 

percentage of households were effected on the area of family 

disturbance. Next, in frequency came the financial loss 

because of the patient's presence in the family. 

• 	 Clinical factors such as diagnostic groupings did 

not seem to show significant differences in burden and non-

burden groups. However, duration of illness was 

significantly related to burden on the family. 

In the areas of subjective burden, the authors 

noted that the subjective attitudes by no means corresponded 
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to with what one might have expected from the assessment of 

objective burden. Subjective burden showed more relationship 

with factors-such as age of the patient, marital status of 

the patient, relationship of those with whom -the -patient-- 

 lived and the social class of the family than to' the 

objective burden. 

Washburn et al., (1976) used yet another method to 

assess the burden on the patient's family. Their burden 

evaluation line was a graphic rating scale with two end 

points --'severe burden' and no burden' and the informant 

was asked to rate the current overall level of burden 

experienced by the family. AlthOugh, the assessment tool was 

different, it corresponded to the subjective burden 

assessment mentioned in the earlier studies. 

Doll (1976) studied 125 families, who had their 

mentally ill relatives living with them. He used interviews 

and attitude tests to collect information and reported that 

patient's presence especially when severe psychotic symptoms 

'persisted often had put heavy emotional and social strains on 

the families. He also warned that though the families accept 

the physical presence of the patient, the accompanying social 

rejection, could have serious consequences for the community 

mental health involvement. 



(3) Studies on the attitude towards mentally ill  

and mental illness.  

It is pertinent to know about the attitude of the 

family members towards mentally ill and mental illness, when 

we study about the social aspects of mental illness. 

Crocetti (1971) has rightly put it that the 

• success of family based on mental health programme as an 

alternative to hospitalization for persons suffering from 

mental illness depends on a large measure on the favourable 

climate and opinion in the family situation. In one of the 

earlier works, Cumming and Cumming (1957) in their study on 

attitude towards mental illness concluded that denial, 

isolation and insultation of mental illness are common in 

almost all moderate families and concluded that the family 

tolerates these deplorable conditions in mental hospitals 

because of these attitudes. 

• 

In this regard Nunnaly (1961) had reported on what 

the public knows and thinks about mental illness. Nunnaly 

measured the attitudes of 350 people on a seven point Likert 

type of scale. After analysing the results, he interpreted 

his findings to show that public information about mental 

illness was not highly structured or crystalized and that the 

public was informed rather than uninformed. 

It is only during the last decade studies on 

attitude towards mental illness have shown that there is a 
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change in the negative and positive aspect among the people 

about mental illness. Van Weerdan and his associated (1972) 

found the attitudes in a Netherlands' sample to be ambiguous 

rather than either positive or negative. They also did not 

find any direct relationship between favourable attitudes and 

real contact with the mentally ill. 

Earlier, Freeman (1961) had found that better 

• educated relatives of the mentally ill, tend to hold more 

enlightened attitude. He also reported that relatives' 

attitude was not influenced by the duration of mental illness 

or the number of hospitalization of the patient. However, 

the recovery of the patient and the behaviour after release 

from the hospital influence the attitude of the families. He 

did not find any attitudinal difference by social class of 

the relatives. This finding of Freeman was contrary to the 

findings of Hollingshead and Redlich (1958) who had brought 

out striking social class differences in the attitude of 

relatives. Rodrigues and Kaneth (1971) in their 

investigation studied the differences in attitudes among 

people, who had their relatives in mental hospital and those 

who did not have. Their findings revealed no significant 

differences. Wylan and his associates (1976) found ethnic 

differences to be related with attitudinal differences among 

patients families. 



INDIAN STUDIES 

In India Scciodemographic studies of schizophrenia 

have been subject of many enquiries in the recent past. 

Studies regarding parental deprivation at an early age 

(Bagadia et al., 1979); occurrence of life events and other 

related aspects have been subject of many reports (Abraham, 

1973; Marfatia, 1973; MoliWN 1 1970; MOlii6iTp ( 1975). Perhaps the 

most significant contribution regarding schizophrenia is the 

now well-known WHO pilot study of schizophrenia (1973). 

Some studies in India have focussed on the family 

environment and family interaction patterns. Rastogi and 

Mahal (1971) have compared a group of 12 families of 

schizophrenics and neurotics4and found similarity in patterns 

of interactions ' harmonious and understanding parents 

seeking dependence from each other, aggressive dominant 

father, subdued mother and child, passive dependent father, 

competing with child for mother's favour, competitive 

families with each adult competing with the others". 

•Sathyavathi (1971) concluded that there was no single family 

(Schizophrenic group) operating at the adaptive level. Gomez 

(1976) and Gomez and Bhatti (1977) found statistically 

significant disturbance in the schizophrenic families 

compared with normal families as the following: 



(1) family group patterns of interactions; 

(2) interaction, of wife and husband as 	marital 

partners; 

(3) interaction of wife and husband as parents; 

(4) parent-child interaction; and 

(5) child-parent interaction. 

• Some studies were done on the burden experienced 

by the patient's family members. During 1981, the works of 

Pai and Kapur, Muralidhar, Pai and Shariff and Muralidhar and 

Shariff at NIMHANS, Bangalore, concluded that the families of 

psychotic patients forced to get the patients admitted to the 

mental hospitals as the patientG become too burdensome to be 

looked after and cared. The families experienced severe 

burden in the areas of finance, inter-personal relationships 

and effect on physical and mental health on other family 

members, became significant. 

During the same year Pai and Kapur developed a 

scale to measure the burden on the family of psychotic 

patients based on the earlier works of Mandelbrote and 

• Folkard (1961), Grad and Sainsbury and Hoenig and Hamilton,. 

(1966). 

WHO collaborative study (1972) on the assessment 

and reduction of psychiatric disability has pointed out that 

as chronicity results in burden and number of impairments, 
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there is need for programmes, aiming at prevention 

containment or reduction on high priority basis. 

Krishna (1987) in his study of Post-hospital 

Adjustment of Chronic Psychotic Patients reported that family 

burden yks statistically significant in the areas of finance, 

disruption of family interaction, effect on mental health of 

others and subjective burden, whereas in disruption of family 

• routine activities, disruption of leisure time activities, 

effect on physical health of others, there ums no 

significance. 

Studies to find out about the attitude of the 

family members towards mentally ill and mental illness were 

also conducted by a few researchers. 

Verghese and his associates (1974) 	in an 

cpidemiological work in Vellore found that theremos a change 

of attitude in the public, which wC,s positive and favourable 

in respect of mental illness and its treatment. 

In a study conducted by Kshama et al., (1974) in 

NIMHANS, Bangalore, it was deduced that the relatives of the 

hospitalized mental patients did not show positive attitude 

towards mental illness. 

Though 	literature on social 	aspects 	of 

Schizophrenia is known for its variety and abundance, it has 

its own short-comings. 	Inspite of the advancement in 



knowledge and professional realization about the vital role 

of families, no adequate efforts were focussed on exploring 

the different aspects of the families of schizophrenic 

patients. The focus on different aspects of the families 

like family interaction patterns, family environment, family 

burden, attitude of the family members towards mental 

illness, would provide adequate information which can be 

• beneficial for improving the quality of family life, which in 

turn can lead to find better ways of prevention and 

rehabilitation of the Schizophrenic patients. 

STATEMENT OF THE PROBLEM 

Schizophrenia is the most frequently diagnosed 

mental illness in India as in other parts of the world. 85 

per cent of the mental hospital population and 42 per cent of 

the patients attending the out-patient departments of the 

mental hospitals falls in this category. Though 

Schizophrenia is such a serious problem, only a few studies 

have tried to examine the social aspects of Schizophrenia. 

'Reliance on the families for the purpose of treatment and 

• rehabilitation being the only alternative in our country, all 

concerted efforts need to be focussed on this vital unit. 

Literature review of the above mentioned studies clearly show 

that there is hardly any scientific study regarding families 

of schizophrenic patients in Goa. Goa remained away from 

India for a very long time. The motivation for this study 

arose out of the realization that there is a need to study, 



Goan schizophrenic families. So the study of social aspects 

of schizophrenia with emphasis on different aspects of 

families can offer valuable clues and points for 

strengthening knowledge base of social scientists and other 

profesSionals. It can also be of great help for planning and 

organizing important activities for the individuals, their 

families and to prevent the onset of schizophrenia to a 

certain extent by providing social support to the vulnerable 

sections of the society. It is to fill this gap in our 

knowledge and understanding relating to the various social 

aspects of schizophrenia that the present study was 

undertaken in Goa. 

The present study is organized in the following 

manner. This introductory chapter constitutes the first 

chapter of the study. Second chapter deals with research 

methodology. Chapter three describes the socio-economic 

background and the clinical condition of the patients. 

Chapter four deals with the family interaction patterns of 

the schizophrenic patients. Chapter five describes the 

• family environment of the patients. Burden experienced by 

the patients' family members is dealt with in Chapter six. 

Chapter seven explains the family members attitude towards 

mental illness and mental patients. Chapter eight is 

devoted to the general summary and conclusion of the study. 

In addition to these chapters, there are seven appendices and 

an exhaustive bibliography. 



CHAPTER II 

RESEARCH METHODOLOGY 



AIMS AND OBJECTIVES OF THE STUDY 

The present study mainly aims at finding out the 

social background conditions, such as the place of residenc'e, 

religion, caste, type of family, education, occupation, 

family income, family interaction and family attitude of the 

schizophrenic patients. More specifically, the main 

objectives of the study are: 

(1) To identify the social characteristics of the 

schizophrenic patients; 

(2) To explore the sources of referral and methods of 

management prior to hospital consultation; 

(3) To focus on the family situations and conditions of 

the patients; 

(4) To know about the family members' attitude towards 

mental illness: 

(5) To identify the patterns of utilization of the 

psychiatric services by the patients in Goa; and 

•  (6) To evolve social models of mental health care 

delivery, mental health education, community care 

and rehabilitation, involvement of public and 

relevant social action. 

Hypotheses 

In the light of the results of other studies and 

based on our experiences in this institute the following 
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hypotheses were formulated for the present study: 

(1) Schizophrenic patients are mostly from the 

unemployed or from the lower levels of occupations; 

(2) Lower 	castes 	are 	over-represented 	among 

schizophrenic patients; 

(3) Family communication is disturbed in most of the 

families of schizophrenic patients; 

(4) There are disturbances in the family environment 

such as cohesiveness, expressiveness, and the 

general atmosphere of most of the schizophrenic 

patients; 

(5) The highest burden experienced by the families of 

schizophrenic patients is the financial burden. 

As it was difficult to identify schizophrenic 

patients in the community, (though there are many untreated 

schizophrenics in the open society), it was decided to 

consider the admitted cases of schizophrenics in the 

Institute of Psychiatry and Human Behaviour, Panjim, which is 

.the only Institute catering to mental patients. So the 

patients for this study were selected from the Institute 

records from January 1987 to December 1987. 

These records contain relevant information 

regarding the admitted patients such as hospital number, name 

and address, nationality, birth place, residence, age, 

identification mark, marital status, sex, occupation, mother 
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tongue, referral address, religion, education, income of the 

patient, family income, type of admission, diagnosis, date of 

admission and remarks. 

For the purpose of the study the following 

criteria were used to select the patients: 

(1) Patients who were diagnosed in the Institute of 

Psychiatry and Human Behaviour as schizophrenics on 

N. • 	

the basis of I.C.D - 9: 

(2) Patients who were admitted in the hospital for the 

first time for treatment; 

(3) Patients who are residents of Goa. 

Two hundred such patients who were admitted in the 

Institute 1 were selected for detailed social investigation. 

Panjim is the capital of the State of Goa. Four 

hundred and fifty one years of Portuguese rule over the 

dominion and its isolation from the mainland has given Goa a 

distinct identity (1510 - 1961). Goa has acquired many 

western cultural traits. It presents a happy blend of 

eastern and western cultures. Goa is recognized world-wide 

as a prominent tourist destination. Nature has gifted Goa 

with 100 kms of sea-shore and the most enchanting of scenic 

water ways. It is a place dotted with historical and 

cultural land-marks which together with beauty spots and 

fascinating customs and festivals constitute the main source 

of attraction for lakhs of visitors from all over the country 

and abroad every year. 



The biggest advantage of Goa over other tourist 

destinations on the country is that it is a compact area 

situated with scenic beauty, historical monuments and places 

of religious significance. Added to this are the imposing 

churches, Hindu shrines, the mosques, the old but impressive 

forts etc. All these are great attractions for tourists and 

lakhs of tourists visit or come to stay in Goa and this in 

turn leads to the rise of prices of commodities and as a 

result, cost of living in Goa is considered to be higher 

compared to the other parts of the country. 

Migration from other parts of the country also has 

added up to the increase in population. People come in 

search of jobs to Goa mainly from the neighbouring States. 

Financial assistance on liberal terms, supply of machinery on 

purchase basis, supply of power at concessional rates, 

exemption from sales tax etc., were some of the incentives 

provided to set up industrial units, village and small scale 

as also large and medium scale units. During the last two 

decades many small, medium and large scale industries had 

come up and thus Goa has changed from the trade-oriented 

economy to an industrial economy. 

According to the Census of 1981, Goa has about 10 

lakhs of population of which 7 lakhs are from rural areas. 

Literacy rate of the total Goan population is 

57.25% (males 65.99 and females 48.29%). Literacy rate of 
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the urban population is 64.99%. Among the urban males it is 

71.96% and among urban females it is 57.39%. The All India 

literacy rate is 36% (males 47% and females 25%) only. 

Thus, Goa is fast growing as one of the important 

States of India and day by day the attraction of Goa is 

increasing. Increase in the educational institutions in Goa 

has led to spread of education and this in turn, has 

increased the number of unemployed in the State. 

Medical facilities in Goa 

Goa had the hospital-oriented medical relief 

started in the year 1510, which was the first in the whole of 

Asia Region. During the Portuguese regime, Goa was divided 

into sixteen sanitary jurisdictions, viz., the Port Health 
0 

Area of Mormugao, 13 Health Centres and 2 Sub-Health Centres. 

Most of the hospitals and health centres catered 

to the medical needs of the people in the urban areas and the 

rural areas were very much neglected. Hospital attached to 

the Medical School (Escola Medica) was the only general 

hospital run by the government having 100 beds. The other 

three general hospitals were run by voluntary agencies and 

were situated at Ribander, Mapsa and Margao. They had 89, 97 

and 126 beds respectively. There were also 

regional hospitals situated at Reis-Magos, Ponda and Collem 

having 8, 10 and 12 beds respectively. 
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Among the special hospitals, Leprosy hospital at 

Macazana, which was initially run by the voluntary 

organization was brought under the control of the Directorate 

of Health Services in the year 1957. 

Although urban areas were provided with some 

medical facilities with the exception of a few, in general, 

the hospitals and the health centres were ill-equipped, 

under-staffed and housed in unsuitable buildings and having 

no residential quarters for doctors, nurses and other 

auxilliary staff. 

A very impressive feature of the Portuguese regime 

was the existence of good sanitary regulation specially as 

regards control of communicable diseases and environmental 

sanitation. 

There are five dispensaries located at Vasco 

Dodamarg, Polem and Mollem, where small pox vaccinations and 

other health check up was carried out for the visitors coming 

to Goa as a measure to prevent transportation of communicable 

diseases from outside Goa. The towns of Panjim, Mapsa, 

Margao were provided with safe portable supply. 

As on 19th December 1961, i.e., on the day of 

liberation from the Portuguese rule, there were 16 sanitary 

jurisdictions. 



The teaching of modern medicine started in Goa in 

the 17th century itself at Old Goa where under the auspices 

of Military doctors of Portuguese Army a course in Medicine 

for local graduates was conducted. The Medical School at 

Panjim, which was started in the year 1842, happened to be 

the first of its kind in India. 

With the increase in health and medical facilities 

after liberation and also because of the norms suggested by 

the government of India the staff position of the health 

departments has gone up. 

The post liberation period has witnessed all round 

progress in the field of health and medical facilities in 

Goa. In pursuance of the Alma Ata Declaration incorporating 

the goal of "Health for all by 2000 A.D", this State is fast 

moving forward towards the goal. 

The rural areas were neglected during the 

Portuguese regime. It is only after liberation that rural 

dispensaries were started. There are in all 28 Rural Medical 

Dispensaries in this State besides four urban Health Centres 

in the four main towns of Goa; Panjim, Margao, Vasco and 

Mapsa. 

All the above mentioned Urban and Rural Health 

Centres are under the Directorate of Health Services except 



the urban Health Centre at St.Cruz and Rural Health Centre at 

Mandur, which are under Goa Medical College (D. H. S'., 1989). 

At present there are 9 hospitals under the 

Directorate of Health Services, 4 hospitals under Goa Medical 

College, besides Institute of Psychiatry and Human Behaviour 

and Dental College. In addition to these, there are 3 

central/semi-government hospitals and 87 private hospitals in 

Goa. Thus the total number of hospitals in 1990 are 105. 

The number of doctors in Goa is much higher compared to the 

other states in India. 

Facilities for the treatment of mentally ill 

patients have been available in Goa since 1957, when the 

Mental Hospital was set up by the Promadoria during the 

erstwhile Portuguese regime. This hospital was also named 

-Abade Faria' Hospital in memory of the world famous Goan 

Hypnotist (Fernandes, 1989). 

Prior to the establishment of the Institute of 

.Psychiatry and Human Behaviour the Mental Hospital functioned 

under the Directorate of Health Services, catering to the 

needs of grossly disturbed patients as well as certified 

lunatics under the Indian Lunacy Act, 1912. The Department 

of Psychiatry at the Goa Medical College, established in 1969 

was also catering to the needs of mental patients under a 

general teaching hospital setting. 
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In order to provide optimal health care, in this 

territory the then' Government of Goa, Daman and Diu 

amalgamated the Mental Hospital at Althino and the Department 

of Psychiatry at the Goa Medical College into one single 

Department ( Institute of Psychiatry and Human Behaviour). 

One of the aims in framing this institute was that 

it was felt necessary that a sustained effort be made to 

remove the stigma attached to mental illness and to provide 

coordinated mental health care making optimal use of the 

available resources and personnel. Research activities and 

training facilities are also carried out in the Institute. 

The Institute of Psychiatry and Human Behaviour is 

a 272 bedded hospital. This is the only Institute in Goa 

that caters to the mental health care of the population of 

the state. In addition, it caters also to the adjoining 

states of Maharashtra and Karnataka. Around 200 to 250 

patients attend on every working day, the out-patient 

.Department of the Institute for treatment purposes. 

Besides the regular 0. P. D. Services, the IPHB 

conducts specialized clinics, viz., Child Guidance Clinic. 

Intensive Follow-up Clinic, Epileptic Clinic, Lithium Clinic 

and Alcohol and Drug De-addiction Clinic. 

There is a 24 hour casualty service rendered by 

this 	Institute• Extension Satellite clinics are being 
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conducted at fortnightly intervals at Margao Hospicio 

Hospital of OHS and Rural Health Clinic at Mandur of GMC 

(Fernandes, 1989). 

Tools  and Techniques  of data collection 

For gathering detailed data and information, the 

following tools and techniques were used: 

(1) Interview schedule (Appendix - 

(2) Brief Psychiatric Rating Scale (Appendix III). 

(3) Family Interaction Pattern Scale (Appendix IV). 

(4) Family Environment Scale (Appendix - V). 

(5) Family Burden Scale (Appendix - VI) 

(6) Opinion of the Family Members toward Mental 

Illness Scale (Appendix - VII). 

(1) Interview Schedule  

A structured interview schedule was constructed 

for the purpose of collecting the necessary information from 

the patients' close family members, such as mother, father, 

spouse, siblings and other relatives. Mothers and spouses 

constitute majority of the informants. The quality of 

information which one gets from this group is fairly genuine, 

authentic and reliable. Because of their proximity to the 

patient, they tend to know more about the patient and are 

willing to share the information with the researcher cum 

therapist. 



After preparing the interview Schedule a pilot 

study was undertaken' with 10 patients and their families in 

order to know about different gaps and limitations of the 

interview schedule. It was difficult to collect information 

on certain areas like family income, interpersonal 

relationships, sex life etc. Moreover some patient's 

relatives were not willing to spend time to answer to the 

many questions in the interview schedule. So the number of 

questions in the interview schedule was reduced, some 

sequences were changed and language improved witb respect to 
4  

some questions. With these modifications, the tools were 

finalized to use in this study. 

(2) Brief Psychiatric Rating Scale (BPRS) developed by 

Overall and Gorham (1962) is used in order to get an idea 

about the clinical condition, i.e. the severity of the 

symptoms, of the patients at the time of admission. 

The scale consists of 16 symptom profiles derived 

.from several large sets of symptoms -- descriptive items, 

employing factor analysis. Each of the 16 items is measured 

on a seven point scale of severity. Currently BPRS is widely 

used in India and in other countries. The scale was. well 

proved for its validity and reliability in measuring the 

clinical condition and its change in psychiatric patients. 

(3) Family Interaction Pattern Scale devised by Bhatti 

(1979) is used to study the interaction patterns of the 



families of Schizophrenic patients. The scale depicts 3 

types of interactional patterns: 

(i) cordial; 

(ii) indifferent; and 

(iii) antagonistic. 

The scale has been devised to aid the interview 

assessment of family interaction but not to score the 

interaction quantitatively. The scale studies family 

interaction in 15 dimensions in the form of answers to 15 

questions in the scale. 

(4) Family Environment Scale (FES) is used to assess 

the family environment of the schizophrenic patients. It 

focusses on the measurement and description of the 

interpersonal relationships among family members on the 

directions of personal growth emphasized within the family 

and on the basic organizational structure of the family. 	In 

this, cohesion, expressiveness and conflict subscales assess 

relationship dimension. The second group of sub-scales 

assess personal Development or personal Growth Dimension and 

the last two subscales of organization and control measure 

system maintenance. 

(5) Family Burden Scale of Pai and Kapur (1981) is used 

to find out the extent and category of burden experienced by 

the families of the schizophrenic patients. Both objective 

and subjective burdens are studied by this scale. The 



5L1 

validity and reliability of the scale were established in 

India. 

(6) Cohen and Struening's Attitude Scale (1964) is used 

to measure the opinion of the family members towards mental 

illness and mental patients. It is used to get an idea about 

the attitude of the family members of schizophrenic patients. 

This scale was developed employing factor analysis 

of data obtained on 51 items administered to 8248 subjects in 

19 occupational groups. The responses of each item was 

measured on a five-point scale, ranging from strongly agree 

to strongly disagree. By factor analysis, 51 items were 

grouped into five dimensions -- authoritarian, benevolence, 

mental hygiene, social restrictiveness and inter-personal 

aetiology. The method of scoring was designed in such a way 

that higher score indicated positive attitude. The validity 

and reliability of the scale were established (Cohen and 

Struening 1962; Costin and Karr, 1962). 

In addition to these the investigator made use of 

the clinical records of the patients, home visits and other 

documents to collect relevant information for the study. 

Besides these the histories of five typical cases were 

studied in detail by the case study method (Appendix - I). 
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Method of analysis 

The information collected was systematically 

processed and tabulated on various social dimensions. 

Wherever possible groupings were made to arrive at meaningful 

inferences and associations. 

-7 	 "1" - ‘  3 2-- 



CHAPTER III 

SOCIO-ECONOMIC BACKGROUND 

OF THE 

SCHIZOPHRENIC PATIENTS 
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This chapter deals with one of the most important 

components of schizophrenic patients -- the socio-economic 

aspects, which play a vital role in understanding the 

problems, formulating treatment strategies and organizing 

rehabilitation programmes in institutional, semi- 

institutionoi and non-institutional settings. Various 

studies have proved that schizophrenic patients are 

associated with certain features of family, educational and 

occupational aspects. Researches into the nature of total 

family environment led the researchers to conclude that 

serious pathology of the family environment is the most 

consistent finding pertaining to the aetiology of 

schizophrenia. 	The marital relationship of the parents is 

reported to be seriously disturbed. 	Overprotection or 

rejection disturbances in communication and interpersonal 

relationship among the members of the family are considered 

to be important aetiological factors of schizophrenia. 

The highest rates of schizophrenia are for the 

lowest status occupations with diminishing rates as one goes 

to higher status occupations (Clark 1948). 

Verghese and others (1973) conducted a social and 

Psychiatric study on a stratified. random sample of 539 

families in Vellore town and found that a higher rate of 

psychiatric disturbance was associated with low literacy, low 

income and occupations with lower social status. 
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Padmavathi 	and 	Others 	(1988) 	presented 

epidemiological indices for schizophrenia estimated as part 

of a large study of over one lakh urban population for 

functional psychoses. Prevalence rate for schizophrenia was 

higher among males, in slums, in extended and joint families 

in those with no schooling and among unemployed. 

In this chapter 47 tables provide information about 

patients' family composition, socio-economic aspects, personal 

history, patients life situations and patient's condition at 

the time of admission. Underneath each table the significant 

findings are also highlighted. Thus, the clinical picture of 

the patients and the social parameters are seen in totality 

in the subsequent tables. 

TABLE - 1 

DISTRIBUTION OF THE PATIENTS ON THE BASIS OF THEIR AGE 

SI.NO. Age in Years Number Pe/fcentage 

1.  Less than 20 63 31.5 

2. 21 - 30 109 54.5 

3. 31 - 40 25 12.5 

4. 41 - 50 3 1.5 

TOTAL 200 100.0 



As is evident from the table, 86% of the patients 

are either adolescent or young (upto 30 years) adults. Even 

if one includes the next age group 31 - 40 years, ,it 

constitutes 12.5%. Only 1.5% belongs to the 41 - 50 years. 

This again is the picture one gets of the schizophrenic 

patients in general. Young in age and productive in their 

capacities, when they get schizophrenia, one could see the 

deterioration in their day today activities -- personal and 

social functioning, work performance and allied area of life. 

TABLE NO. - 2 

DISTRIBUTION OF THE PATIENTS ON THE BASIS OF THEIR SEX 

Sl.NO. Sex of the Patients Number Percentage 

1. Male 90 45.0 

2. Female 110 55.0 

TOTAL 200 100.0 

As far as distLbution of the patients on the basis 

of sex is concerned, the female patients constitutes 55% of 

the study. However, different prevalent studies have brought 

such a discrimination between male and female schizophrenic 

patients in the Indian setting. 
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Some of the cases especially males were dropped 

from the study, either due to the non-availability of 

informants or due to the difficulty to collect information 

due to the lack of interest on the part of the relatives. 

Otherwise the number of males and females are almost the same 

in this hospital also. Moreover, many times male patients 

. are brought by the police due to their aggressive and violent 

nature. In such cases reliable information was not available 

and as a result such patients could not be included in the 

study. 

TABLE NO. 3 

DISTRIBUTION OF THE PATIENTS' ON THE BASIS OF THEIR RELIGION 

Sl.NO. 	Religion 	 Number 	Percentage 
% 

1. Hindu 
	 110 

	
55.0 

2. Christian 
	

84 
	

42.0 

	

. 3. 	 Muslim 
	

6 
	

3.0 

TOTAL ''' 
	

200 	 100.0 

In this table it is seen that 55% of the patients 

belong to Hindu religion and 42% Christians and 3% Muslims. 

Thus, the two predominant religons Hinduism and Christianity 

constitute 97% of the patient population included in the 
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study. 	The religion has a bearing on patients' behaviour, 

relatives' attitude towards mental illness, acceptance of the 

modern treatment etc. Hindus constitute 59.72%, Christians 

38.4% and Muslims 1.94% (Census 1961). 

TABLE NO. 4 

PATIENTS AND THEIR CASTES 

SI.No. Caste Number Percentage 

1. Bra/kin-1;n 15 7.5 

2. Kshatriya 35 17.5 

3. Vaishya 7 3.5 

4. Sudra 120 60.0 

5. Harijan 11 5.5 

6. Chamars 2 1.0 

7. Kunbi 4 2.0 

8. Not Applicable 6 
f 

3.0 

TOTAL 200 100.0 

As seen in the table 60% of the patients belong to 

Sudra caste. Even among the remaining group about 8.5% belong 

to , Harijans, Chamars and Kunbi castes. Only 7.5% 

belong to Brahmins, 17.5% Kshatriyas and 3.5% Vaishyas. This 

table clearly shows that the study population predominantly 
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belongs to Lower castes. 	As child rearing 	practices, 

f-s4o, LA ti(,ns about cdw t icon and v,,at 	ma Fr 1,iT ri nd (4 her 

life activities are influenced by various characteristics of 

the caste, it plays a vital role in personality development 

and disorganization. 

TABLE NO. 5 

PATIENTS AND THEIR LEVEL OF EDUCATION 

Sl.No. Level of Education 	Number Percentage 

1. Illiterate 58 29.0 

2. Primary (Upto 5th Std.) 34 17.0 

3. Higher Primary (Upto 8th Std.) 39 19.5 

4. High School (Upto 10th Std) 42 21.0 

5. Higher Secondary 9 4.5 
(Up to llth & 12th Std) 

6. Certificate Courses 4 2.0 

7. Diploma 6 3.0 

8. Graduation 8 4.0 

TOTAL 200 100.0 

The level of education of the patients as depicted 

in the table, illiterates constitute only 29% and others with 

varied levels of education. This may be due to the fact that 

patients being from the younger generation, avail the 



facilities of education in the state. This again emphasizes 

the fact that, 	if these patients are not helped 

therapeutically their assets and resources are wasted. 	This 

TABLE NO. 

DISTRIBUTION OF THE PATIENTS AND THEIR OCCUPATION 

Sl.No. Nature of occupation Number Percentage 
o 

1. Unemployed 69 34.5 

2. Housewives 30 15.0 

3. labourers 25 12.5 

4. Students 20 10.0 

5. Government employees 13 6.5 

6. Peon/Servents 8 4.0 

7. Masons 4 2.0 

8. Clerks 4 2.0 

9. Toddy tappers 3 1.5 

10. Fitters/Welders/Electricians 3 1.5 

11. Carpenters 2 1.0 

12. Vegetable Vendors 2 1.0 

13. Teachers 2 1.0 

14. Tailors 2 1.0 

15. Drivers 2 1.0 

16. Waiters in hotels 2 1.0 

17. Farmers 2 1.0 

18. Barber 2 1.0 
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Sl.No. Nature of occupation Number Percentage 

19. Business 1 0.5 

20. Bamboo Work 1 0.5 

21. Fish Vendors 1 0.5 

22. Cooks 2 1.0 

TOTAL 200 100.0 

is included as the social cost of schizophrenic illness. 

Proper treatment and rehabilitation methods would enable the 

patients to make use of the resources to the fullest extent. 

The occupational background as indicated in the 

table 34.5% aretomemployed, 15% are housewives. Students 

constitute 10%, government employees 6.5%. Remaining others 

work as peons, masons, toddy tappers, fitters, carpenters, 

barbers and allied skilled and unskilled occupations. And 

•just a handful of patients are working as teachers, clerks or 

having some business. 	This table shows that the study 

population is predominantly belonging to lower classes. 	The 

category of unemployed is mainly contributed by the process 

of schizophrenic illness affecting the work capacity and work 

behaviour. Deterioration in work roles is also found in 

several earlier studies. Such a trend is indicative of the 



Si.No. Marital Status Number 

1.  Single 125 

2. Married 63 

3. Widowed 8 

4. Separated 2 

5. Divorced 2 

TOTAL 200 

• 

Percentage 

62.5 

31.5 

4.0 

1.0 

1.0 

100.0 

G I 

process 	of 	illness characterized 	by 	personality 

deterioration. 

TABLE NO. 7 

MARITAL STATUS OF THE PATIENTS 

The table presents the marital status of the 

patients of which "single status" is in majority (62.5%). 

Only 31.5% are married. It is significant to note that 2% 

•are either separated or divorced. The persons remaining 

single might be explained by their age being less than 

marriageable age and the illness affecting their decisions 

about marriage. Married people, specially when they are 

women/ they are seen more affected in marital life due to 

schizophrenia. 

For separation and divorce schizophrenia becomes 

the main reason. Women become more victimized by their 
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illness process than men. 	Marriage even for restored 

patients would be difficult, considering the public's 

attitude that once mentally ill always mentally ill. Genetic 

studies also prove the possibilities of inheritance of 

schizophrenia though conclusive results have not yet come. 

TABLE NO. 8 

DISTRIBUTION OF THE PATIENTS ON THE BASIS 

OF THEIR MONTHLY INCOME 

Sl.No. Monthly income in Rupees Number Percentage 

1.  No income 122 61.0 

2. 201 - 500 51 25.5 

3. 501 - 800 11 5.5 

4. 801 - 1100 11 5.5 

5. 1101 - 1400 2 1.0 

6. 1401 - 1700 2 1.0 

7. 1701 - 2000 0 0.0 

8. 2001 - 2300 0 0.0 

9. 2301 - 2600 1 0.5 

TOTAL 200 100.0 

Monthly income of the patients as shown in the 

table indicates that 61% of the patients do not have any kind 

of income. It is worth noting that 11% of the patients 



earning rupees 501 - 1100 per month and 2% earning rupees 

1101 - 1700 per month. Only one patient earns around rupees 

2301-2600 per month. Majority of the patients (25.5%) earned 

rupees 214 - 500 per month. The comparison of the no income 

group either with low income group or with higher income 

group clearly proves the fact that the patients are capable 

of earning and it is not made use of in many cases. Proper 

treatment to the patient in the no income group, appropriate 

counselling and guidance to the family members and suitable 

vocation rehabilitation services accompanied with social 

programmes would make them productive and employable. 

TABLE NO. 9 

DISTRIBUTION OF THE PATIENTS ON THE BASIS OF 

THEIR RESIDENCE (TALUKA) 

SI.No. Taluka Number Percentage 

1 . Tiswadi 27 13.5 

2. Bardez 52 26.0 

3. Pernem 10 5.0 

4. Bicholim 14 7.0 

5. Sattari 7 3.5 

6. Ponda 20 10.0 

7. Sanguem 6 3.0 

8 . Canacona 6 3.0 

9. Quepem 8 4.0 

10. Salcete 44 22.0 

11. Mormugao 6 3.0 

TOTAL 200 100.0 



Information provided in the table indicates that 

71.5% of the patierits came from the talukas of Bardez, 

Salcete, Tiswadii and crrnciaLk.: The remaining 

patients belong to Pernem, Quepem, Sattari, Sanguem, Canacona 

and Mormugao. In many of the follow-up studies it has been 

show41 that patients from long distances are more likely to 

drop out compared to their counterparts. This in turn calls 

for intensive services by professionals during the intake 

process itself. To help these patients who are from distant 

places, there is need to provide suitable peripheral services 

as being envisaged by the national mental health services for 

India (GOI, 1982). 

TABLE NO. 10 

DISTRIBUTION OF THE PATIENTS ON THE BASIS OF THEIR DISTRICTS ,  

Sl.No. District Number Percentage 

1. North 13 0 6 G 

2. South 11 0 31,-; 

TOTAL 200 100.0 

As indicated in the table majority of the patients 

(6So%) belonged to north district of Goa. The remaining 

patients are from South Goa. Such utilization pattern would 

be explained by area•of the district, population in the zone, 



public awareness about the facility, acceptance of modern 

treatments, level of accessibility and allied factors. 

TABLE NO. 11 

INFORMATION OF PATIENTS' PARENTS 

Sl.No. Parents Number Percentage 

1. Both parents alive 102 51.o 

2. Father only alive 15 7.5 

3- Mother Only alive 45 22.5 

4. Both parents not alive 38 19.0 

TOTAL 200 100.0 

As seen in the Table 51% of the patients have both 

their parents alive, whereas in 22.5% mother only is alive 

and 7.5% father only is alive. It is important from care and 

maintenance point of view to note that 19% of the patients 

did not have either father or mother. When it is difficult 

for both the parents to manage the patient, it becomes very 

difficult for the single parent. It is still worse in case 

of patients with no parents, unless such patients are 

supported by compassionate relatives, understanding 

neighbours or friends or adequately supported by welfare 

agencies, they have to lead a miserable life with their 

schizophrenia. 
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TABLE NO. 12 

DISTRIBUTION OF 	PATIENTS 	ON THE BASIS 	OF 

SIBLINGS 

THE 	NUMBER 	OF 

S1.No. Siblings Number Percentage 

1.  No sibling 10 5.0 

2. Only one sibling 28 14.0 

3. Two sibling 42 21.0 

4. Three sibling 37 18.5 

5. Four sibling 33 16.5 

6. Five sibling 26 13.0 

7. Six sibling 9 4.5 

8. Seven sibling 7 3.5 

9. Eight sibling 5 2.5 

10.  Nine sibling 3 1.5 

TOTAL 200 100.0 

The number of siblings of the patients as presented 

in the table shows that 83% of the patients had 1-5 siblings 

and 12% had 6-9 siblings, whereas 5% did not have any 

sibling. When the patients' supportis substantiated by the 

siblings support, continued care even after expiry of parents 

is ensured. Accordingly the mental health researchers and 

professionals are increasingly focussing their attention on 
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the 	rehabilitative potentials of the 	siblings. 	Such 

potentials of the siblings are well realized and utilized in 

general health programmes specially in child health care 

programmes through "child to child" programmes. This is more 

applicable in our country wherein the grown up siblings take 

significant role in taking care of their younger ones. 

TABLE NO. 13 

SIZE OF THE FAMILY OF ORIGIN OF THE PATIENTS 

Sl.No. Size of the family Number Percentage 

1. Less than three 17 8.5 

2. Four to seven 143 71.5 

3. Eight to eleven 38 19.0 

4. Twelve to fifteen 1 0.5 

5. Sixteen to nineteen 0 0 

6. Twenty to twenty three 0 0 

7. Twenty four to twenty seven 	1 0.5 

• TOTAL 200 100.0 

The table gives the information about the size of 

the family of origin of the patients. As is seen only 8.5% 

of families have less than three members. The size of the 

family varies from four to seven. 19% of the families have 

eight to eleven members. Larger families are only few. The 

size of the family plays a vital role in helping the patients 
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to help themselves. Larger families provide high chances of 

having at least few members interested in the patient. 

Moreover as the burden of the maintenance of the patient is 

shared by many, it gets diluted and the impact becomes 

little. In smaller families living with schizophrenia poses 

some special problems to the children and adults. 

TABLE NO. 14 

SIZE OF THE FAMILY OF PROCREATION OF THE PATIENTS 

Sl.No. Size of the family Number Percentage 

1. Less then 3 20 10.0 

2. 4 -7 52 26.0 

3. 8 - 11 5 2.5 

4. 12 - 15 1 0.5 

5. Not Applicable 122 61.0 

TOTAL 200 100.0 

• 	 As far as size of the family of procreation of the 

patients is concerned, majority of the families have four to 

seven members followed by families with less than 3. The 

larger families are just a handful. The larger the families, 

the more difficult for the non-schizophrenic parent to 

maintain. The illness behaviour of the patient might lead to 

inadequate gender identification and insufficient maternal 

and paternal care. Recent studies have focussed on the 

children of psychotics and their quality of life. 
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TABLE NO. 15 

DISTRIBUTION OF THE PATIENTS ON THE BASIS 

OF THEIR FAMILY INCOME PER MONTH 

. 

• 

. 

S1.No. Income Number Percentage 

1. No income 0 0 

2. 20,1' 	- 	500 47 23.5 

3. 501 - 800 49 24.5 

4. 801 - 1100 37 18.5 

5. 1101 - 1400 15 7.5 

6. 1401 - 1700 10 5.0 

7. 1701 - 2000 11 5.5 

8. 2001 - 2300 12 6.0 

9. 2301 - 2600 3 1.5 

10. 2601- 	2900 4 2.0 

11. 2901 - 3200 5 2.5 

12. 3201 - 3500 2 1.0 

13. 3501 - 3800 1 0.5 

14. 3801 - 4100 0 0 

15. 4101 - 4400 0 0 

16. 4401 - 4700 1 0.5 

17. 4701 	5000 0 0 

18. 5001 	5300 1 0.5 

19. 5301 - 5600 0 0 

20. 5601 - 5900 0 0 

21. More then 5900 2 1.0 

TOTAL 200 100.0 
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The family income as shown in the table 48% of the 

families have income ranging from rupees 201to 800 in a 

month. 31% have the monthly income of Rupees 801 - 1700 -

19% of the families have monthly income of Rupees 1701 - 

4000. Very few families have income exceeding 4400 per month. 

It shows that majority of the patients' family income is 

either low or low middle. The monthly income when divided by 

the size of the family, it becomes meagre and many times 

insufficient. Indebtedness becomes the usual problem with 

such families. 

TABLE NO. 16 

TYPE OF FAMILY OF PATIENTS 

Sl.No. 	Type of family 	 Number 
	Percentage 

1. Joint family 
	

20 
	

10.0 

2. Extended family 
	

30 
	

15.0 

	

• 3. 	Nuclear family 
	

150 
	

75.0 

TOTAL 
	

200 	 100.0 

In regard to type of family as shown in the table, 

it is important to note that 75% of the patients came from 

nuclear families and the remaining either belonging to 

extended families or joint families. This might show the 
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general trends of the families becoming nuclear day by day. 

The problems of the .patients as well as the families are 

influenced by the type of families and the support they get 

from other members of the family. Whichever family provides 

scope for sharing the responsibilities would be to manage the 

patients well. 

TABLE NO. 17 

INFORMATION ABOUT THE CONSANGUINITY BETWEEN PATIENTS' PARENTS 

Sl.No. Consanguinity Number Percentage 

1. Present 11 5.5 

2. Absent 189 94.5 

TOTAL 200 100.0 

As indicated in the table consanguinity is present 

only in 5.5% of the parents of the patients. In the 

remaining no consanguinity is seen. It is generally agreed 

•that marriage among blood relations increases the risk for 

mental illness, mental retardation, certain physical illness 

and handicap in the children. The researchers are 

vig(Orously investigating into the relationship between 

consanguinous marriages and mental health of the children. 
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TABLE NO. 18 

INFORMATION ON'OWNERSHIP OF THE PATIENTS' HOUSE 

S1.No. Ownership Number Percentage 

1. Patient's own house 190 95.0 

2. Rented House 10 5.0 

TOTAL 200 100.0 

This table provides the information on ownership of 

the patients' house. As is seen 95% of the patients own 

their houses and 5% live in rented house$ •The ownership of 

the house does not indicate in any way the high economic 

condition. Most of them have acquired the ownership of their 

house by virtue of their prolonged living in the houses as 

tenants. 

TABLE NO. 19 

DISTRIBUTION OF PATIENTS ON THE BASIS 

OF THE TYPE OF THEIR HOUSES 

S1.No. Type of House Number Percentage 

1. Hut 24 12.0 

2. Kutcha House 69 34.5 

3. Mixed House 39 19.5 

4. Pucca House 68 34.0 

TOTAL 200 100.0 



This table clearly shows that only 34% of the 

patients have pucca'houses. The remaining patients live 

either in huts, kutcha houses or mixed houses. Such types of 

houses indicate the low socio-economic status of the patient 

included in the present study. 

TABLE NO. 20 

DISTRIBUTION OF THE PATIENTS ON THE BASIS 

OF THEIR LANDED PROPERTY 

Sl.No. Landed property (in acres) Number Percentage 

1. No land 141 70.5 

2. 1 - 3 (own) 26 13.0 

3. 4 - 7 (own) 5 2.5 

4. 8 - 11 (own) 0 0 

5. 1 - 3 (Communidade land) 0 0 

6. 4 - 7 (Communidade land) 17 • 8.5 

7. 1 - 3 (Landlord's land) 3 1.5 

8. 4 - 7 (Landlord's land) 8 4.0 

TOTAL 200 100.0 

This table shows that majority of the patients 

(70.5%) do not own any landed property. 5.5% of the patient 

work in lands with 1 - 7 acres belonging to the landlords. 
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8.5% possess 4 - 7 acres of communidade land. 	(Communidade, 

a social Institution,. which assumed the shape of a private 

limited company, where the shareholders enjoyed hereditary 

rights and apportioned functions and rights to others) 

(Ali Sheik, 1987). Only 15.5% own 1 - 7 acres of land. This 

shows the economic status of landless labourers, small 

agriculturists and cultivators; as included in the study. 

TABLE NO. 21 

INFORMATION ON THE HEAD OF THE FAMILY OF THE 

PATIENTS' BELONGING TO ORGANIZATIONS 

Sl.No. Organization affiliation 	Number 	Percentage 

1. Yes 	 18 	 9.0 

2. No 	 182 	 91.0 

TOTAL 
	

200 	 100.0 

As presented in the table 91% of the family heads 

do not belong to any organization. Only in 9% the heads of 

the families have some organizational affiliation in the 

community. The organizational affiliation is not only an 

indicator of the status of the family but also provides the 

clues towards the scope of the social support to the 

families. The patients included in the present study seem to 

• 



have been deprived of such supports in the community. This 

again prove the fact that majority of them belong to low 

socio-economic status. 

TABLE NO. 22 

DISTRIBUTION OF THE PATIENTS ON THE BASIS OF THE 

PERCEIVED SUFFICIENCY OF THE FAMILY INCOME 

S1.No. Sufficiency of the income Number Percentage 

1. Sufficient 34 17.0 

2. Not Sufficient 166 83.0 

TOTAL 200 100.0 

This table provides information related to the 

perceived sufficiency of the family income. As is expected 

83% of the families perceive that their income is 

insufficient. Such conditions get worsened, when they are 

'faced with the responsibility of maintaining a schizophrenic 

patient in the family. As a result they either sell their 

property, mortgage their land or secure loans with exorbitant 

interest. 



TABLE NO. 23 

INFORMATION ON THE BIRTH PLACE OF PATIENTS 

Sl.No. Birth place Number Percentage 

1. 

2. 

Urban 

Rural 

23 

177 

11.5 

88.5 

TOTAL 200 100.0 

The birth place of the patient as given in the 

table shows that most of the patients (88.5%) were born in 

the rural areas. When the rural areas are deprived of the 

mental health facilities, they are gifted with certain 

facilitating environments like close knitted families, better 

acceptance of the limitations and reduced expectations of the 

family members, which collectively enhance the process of 

rehabilitation of psychiatric patients in general and 

schizophrenic patients in particular. 

TABLE NO. 24 

INFORMATION ON THE STATUS OF PATIENTS HEALTH DURING CHILDHOOD 

Sl.No. 	Childhood health status 	Number 
	

Percentage 

1. No major health problems 	198 	 99.0 

2. Some major health problem 	1 	 i** 

TOTAL 	 200 	 100.0 
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Status of patient5 1,  health during childhood as 

shown in the table indicates that there was no major health 

problem in 99% of the patients. This only shows that 

physically healthy child need not necessarily become a 

mentally healthy adult. The socialization process the child 

undergoes, the life experiences, the stress tolerance limits 

determine one's proneness to mental illnesses. 

TABLE NO. 25 

PATIENTS' POSITION IN THEIR FAMILIES 

SI.No. 	Position in family 	Number 	Percentage 

1. Only child 	 10 	 5.0 

2. Eldest child 	 57 	 28.5 

3. Youngest child 	 31 	 15.5 

4. Middle child 	 102 	 51.0 

TOTAL 
	

200 	 100.0 

Patient's position in the family as portrayed in 

the table shows that most of the patients were middle born 

(51%). 	Next comes the category of eldest children in the 

families (28.5%). 	The youngest children are 15.5% of the 

patients and 5% of the patients are only children in the 

families. These positions are generally known for relatively 
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• high risk for mental health problems, because of the social 

expectations and role complexities. 

TABLE NO. 26 

ORDINAL RANK OF THE PATIENTS IN THEIR FAMILIES 

Sl.No. Ordinal rank Number Percentage 

1. First' 67 33.5 

2. Second 49 24.5 

3. Third 35 17.5 

4. Fourth 21 10.5 

5. Fifth 1 .6 8.0 

6. Sixth 5 2.5 

7. Seventh 1 0.5 

8. Eighth 6 3.0 

TOTAL 200 100.0 

This table presents the information related to the 

ordinal rank of the patients in the families. Generally, it 

is observed that the number of patients decrease as the 

ordinal rank increases. Thus, it is seen that 33.5% are 

first born and 0.5% seventh born. However, the same trend 

does not continue for the next ordinal rank. 3% of the 

patients are eighth born. 
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TABLE NO. 27 

DISTRIBUTION OF THE PATIENTS ACCORDING TO THEIR 

AGE AT THE TIME OF DEATH OF FATHER 
• 

Sl.No. Age Number 	Percentage 

1. 

2. 

Not Applicable 

Below 5 

	

118 	 59.0 

	

4 	 2.0 

3. 6 - 11 16 	 8.0 

4. 12 - 17 26 	 13.0 

5. 18 - 23 19 	 9.5 

6. 24 - 29 8 	 4.0 

7. 30 - 35 7 	 3.5 

8. 36 - 41 2 	 1.0 

TOTAL 200 	 100.0 

The patientS age at the time of death of father as 

•depicted in the table gives information about the level of 

paternal deprivation to the patient. Most of the patients 

who are included in the category have lost their father in 

their childhood or early adolescence, which is an important 

period in personality development. Such deprivations either 

act as immediate stressful event to precipitate a psychiatric 

problem or gradually contribute towards the development of 



• 
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weaker personality. The younger the age of such deprivation, 

the more would be their adverse impact on the individuals. • 

TABLE NO. 28 

DISTRIBUTION OF THE PATIENTS ACCORDING TO THEIR AGE 

AT THE TIME OF DEATH OF MOTHER 

Sl.No. Age 
(Yrs) 

Number 	Percentage 

1. 

2. 

Not Applicable 

Below 5 

147 

6 

73.5 

3.0 

3. 12 - 17 7 3.5 

4. 18 - 23 10 5.0 

5. 24 - 29 15 7.5 

6. 30 - 35 8 4.0 

7. 36 - 41 4 2.0 

8. 42 - 47 3 1.5 

TOTAL 200 100.0 

The 	table presents the information about the 

patient' age at the time of the death of mother. As said in 

case of paternal deprivation, the individuals are equally 

affected with maternal deprivation. Almost 1/5th of the 

patients, who lost their mothers had lost them, when they 

were in their childhood or early adolescence. Such 

deprivation would affect the girls more than boys. 
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TABLE NO. 29 

ACADEMIC PERFORMANCE OF THE PATIENTS 

Sl.No. Academic performance Number Percentage 

1. Below average 62 31.0 

2. Average 73 36.5 

3. Above average 8 4.0 

4. Not applicable 57 28.5 

TOTAL 200 100.0 

The academic performance of the patients as 

presented in the table shows that 36.5% were average in the 

academic performance. Almost equal number were below average. 

Only a few of them were above average. This shows that the 

schizophrenic patients have had adequate capacities of 

learning, which in course of time got affected with the 

mature of schizophrenic illness. The therapeutic help, which 

extricates them out of this process is likely to enable them 

to regain such capacities. 
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TABLE NO. 30 

PATIENTS SATISFACTION WITH EDUCATIONAL QUALIFICATION 

Sl.No. Level oftsatisfaction Number Percentage 

1. Satisfied 118 59.0 

2. Not satisfied 39 19.5 

3. Not applicable 43 21.5 

TOTAL 200 100.0 

The table presents information related to the level 

of satisfaction the patients have about their educational 

qualification. 	Most of them were satisfied with their 

educational qualification. 	About 1/3rd of the patients 

expressed their dissatisfaction over their 	educational 

qualification. 	Such capacities could be made use of in 

comprehensive rehabilitation programmes. 

TABLE NO. 31 

PA1ENTS' SATISFACTION WITH JOBS 

S1.No. Level of satisfaction Number Percentage 

1. Satisfied 79 39.5 

2. Not satisfied 13 6.5 

3. Not applicable 108 54.0 

TOTAL 200 100.0 



The satisfaction as shown in the table indicates 

that most of them are satisfied with their jobs. Only a few 

expressed their dissatisfaction of their jobs. Such issues 

need to be taken care of in offering vocational counselling 

and guidance as part of overall efforts to reintegrate the 

patients in the community. 

TABLE NO. 32 

PARENT` PRESENT SEXUAL PROBLEMS 

Sl.No. Sexual problems Number Percentage 

1. 

2. 

Present 

Absent 

14 

186 

7.0 

93.0 

TOTAL 200 100.0 

The table gives information about the sexual 

•roblems the patients are currently facing. It is noticed 

that 93% of the patients do not have any sexual problems. 7% 

had sexual problems like guilt feelings associated with 

masturbation, extramarital relationship, visiting prostitutes 

and sexual dissatisfaction. For such patients special help 

and services need to be provided, so that they are helped in 

these areas. 
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TABLE NO. 33 

PATIENTS' PAST SEXUAL PROBLEMS 

Sl.No. 	Sexual problems 	Number 	Percentage 

1. Present 	 8 	 4.0 

2. Absent 	 192 	 96.0 

TOTAL 
	

200 	 100.0 

The table depicts the information about the 

presence or absence of sexual problems in the patient's past. 
coAit-is 

The response almost similar to the information provided in 

the previous table dealing with patient-s' present sexual 

problems, 96% informed that they did not have any kind of 

sexual problems. Because of certain inhibitions attached to 

sexual problems, some patients might not be expressing the 

•reality. The remaining 4% had some sexual problems in the 

past like guilt feeling about the masturbation, homosexuality 

etc. Counselling efforts need to focus on such issues in 

order to help the patients to help themselves in the long 

run. 



• 

R 

TABLE NO. 34 

LEVEL OF SATISFACTION WITH PATIENTS" MARITAL LIFE 

Sl.No. 	Level of satisfaction Number 	Percentage 

1. Satisfied 	 37 	 18.5 

2. Not satisfied 	 37 	 18.5 

3. Not applicable 	 126 	 63.0 

TOTAL 
	

200 	 100.0 

The level of satisfaction with the patients' 

marital life as presented in the table shows that among 

those, who are married 50% are satisfied and the remaining 

expressed their dissatisfaction in their marital life. The 
41.7 

reasons for dissatisfaction are many. 	Sometimes the 

schizophrenic illness disrupts the marital harmony. But in 

other cases marital problems would have been present even 

•before the onset of the schizophrenia. Irrespective of the 

antecedents and consequences, these problems need to be 

carefully dealt with during the therapeutic process. Failing 

which the effectiveness of other therapies would either be 

decreased or ineffective. 



TABLE NO. 35 

DISTRIBUTION'OF THE PATIENTS ON THE BASIS 

OF THE NUMBER OF THEIR CHILDREN 

Sl.No. Number of children Number Percentage 

1. No child 20 10.0 

2. Not applicable 126 63.0 

3. 1 -2 children 29 14.5 

4. 3 Children 13 6.5 

5. 4 Children 10 5.0 

6. 5 Children 2 1.0 

TOTAL 200 100.0 

The table indicates the information related to the 

number of children the patients have. Among the patients 

included in the study group for 63% this question is not 

applicable. The remaining patients had 1 - 2 children, 6.5% 

patients had 3 children and 5% had 4 children and 5% had 4 

• children and 1% had 5 children. It is important to note that 

10% did not have any child. Childlessness in our culture is 

a stressful situation to the couple more so for the women. 
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TABLE NO. 36 

PROBLEMS WITH PATIENTS' CHILDREN 

S l .No. Problems with children Number Percentage . 

1. Present 6 3.0 

2. Absent 48 24.0 

3. Not applicable 146 73.0 

TOTAL 200 100.0 

As 	depicted 	in 	the 	table 	3% 	of the 	patients 

expressed that 	thereilire some problems with the 	children. 

However, 24% of the patientsexpressed that there VickS no 

problem with their children. The problems of the children 

varied widely and some had behavioural problems or conduct 

problems or low scholastic performances or mental 

retardation. These problems require special services for the 

troubled children. 

TABLE NO. 37 

DISTRIBUTION OF PATIENTS ACCORDING TO THEIR HABITS 

Sl.No. Problems with children Number Percentage 

1. Heavy smoking 1 0.5 

2. Excessive drinking 14 7.0 

3. None of the above 184 92.0 

4. Any other 1 0.5 

TOTAL 200 100.0 



Rg 

The table presents the information about whether 

patients had the flbits of heavy smoking .or excessive 

drinking. It is found that 7% had the habit of excessive 

drinking and 0.5% had heavy smoking and 0.5% had other habits 

like usage of drugs. From the clinical experience it is 

found that many a time an individual who is a non-smoker 

becomes a heavy smoker all of a sudden mainly because of the 

onset of the process of the schizophrenic illness. Likewise 

a teetotaller becoming a regular drinker or excessive drinker 

is an indication'of schizophrenic illness. 

TABLE NO. 38 , 

RELIGIOSITY OF THE PARENTS OF THE PATIENTS 

Sl.No. 	Religiosity 	 Number 	Percentage 
% 

1. Orthodox 	 79 	 39.5 

2. Liberal . 	 121 	 60.5 

Anti ReligioWS 	 0 	 0 

TOTAL 
	

200 	 100.0 

The table indicates the information about the level 

of religiosity of the parents of the patients. It is found 

that 39.5% of the parents are orthodox in nature and the 

remaining are liberal in their religious outlooks. This is 

an important fact for taking note of f in dealing with the 

patients of schizophrenia. 
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TABLE NO. 39 

RELIGIOSITY OF THE OTHER MEMBERS OF THE PATIENTS' FAMILY 

Sl.No. Religiosity Number Percentage 

1. Orthodox 35 17.5 

2. Liberal 165 82.5 

3. Anti ReligioWS 0 0 

TOTAL 200 100.0 

The information provided in the table shows that in 

17.5% of the families of the patients, family members other 

than patients are orthodox in nature. 82:5% of the families, 

other members are liberal in their outlook. 

TABLE NO. 40 

INFORMATION ON THE PATIENTS' RELIGIOSITY 

Sl.No. Religiosity Number Percentage 

1. Orthodox 81 40.5 

2. Liberal 119 59.5 

3. Anti Religiou5 0 0 

TOTAL 200 100.0 



This table provides the information on patients' 

religiosity. 40.5% of the patients are orthodox, while the 

remaining are liberal. This finding is in contrast to the 

findings given in the table No.38, is significant. Firstly, 

the patients seemed to follow the patterns provided by the 

parents. Secondly, the patients are less orthodox than other 

. family members. Such differences are the real sources of 

conflicts not only in respect of the decisions about day to 

day activities but also about the treatment programmes to be 

,organized for the patient. 

TABLE NO. 41 

MEDICAL HISTORY IN PATIENTS AND THEIR FAMILY MEMBERS 

Sl.No. Medical History Number Percentage 
(%) 

1. History of serious 
physical illness. 

11 5.5 

2. Physical handicaps 2 1.0 

• 	3. Physical handicaps 
and physical illnesses 

1 0.5 
1110' 

4. No medical history 178 89.0 

5. Serious physical illness 
in the patient 

5 2.5 

6. Physical handicap in the 
patient 3 1.5 

TOTAL 200 100.0 
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The table provides the information about the 

history of serious physical illness physical handicaps, in 

patients as well as in the family members. It is seen that 

in 5.5% of the patients' family members, there was a history 

of serious physical illness like T.B., cancer, paralysis, 

heart troubles etc. 1% of the patients' family members had 

physical handicaps and in 0.5% of the patients' family 

members had both physical illness and physical handicaps. As 

far as patients' medical history is concerned 2.5% of the 

patients had history of serious physical illness and 1.5% had 

history of physical handicaps. 

TABLE NO. 42 

MENTAL ILLNESS IN THE FAMILIES OF THE PATIENTS 

Sl.No. 	Medical illness 	Number 	Percentage 
(%) 

Serious mental illness 
in the family. 

37 18.5 

Alcoholism in the family 47 23.5 

Suicide in the family 
and physical illnesses 

6 3.0 

Serious mental illness 
and alcoholism. 

24 12.0 

Alcoholism and suicide 
in the patient 

1 0.5 

Serious mental illness 
alcoholism and suicide. 

2 1.0 

No mental illness in the 
family 

83 41.5 

TOTAL 200 100.0 

1. 

2. 

3. 

4. 

•5. 

6. 

7. 
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This table shows the history of mental illness in 

the families of the patients. In 23.5% of the patient's 

families there is an history of alcoholism. It is also seen 

that there is an history of serious mental illness like 

schizophrenia, affective disorder and psychotic conditions in 

the families (18.5%). In 12% of the patients' families, 

there is an history of mental illness and alcoholism. And 

0.5% of the families history of alcoholism and suicide are 

present. In 1.0% of the patient5)2 families history of 

serious mental illness alcoholism and suicide are seen. 

Thus, in majority of the families (58.5%) the history of 

mental illness/suicide/alcoholism is seen. 

TABLE NO. 43 

DURATION OF THE PRESENT ILLNESS OF THE PATIENTS 

Sl.No. Duration Number Percentage 
(%) 

1. Less than a week 5 2.5 

• 	2. 1 - 5 weeks 25 12.5 

3. 6 - 11 weeks 22 11.0 

4. 12 - 17 weeks 5 2.5 

5. 18 - 23 weeks 11 5.5 

6. 6 months to 1 year 74 37.0 

7. 1 year to 2 years 35 17.5 

8. 3 years to 4 years 23 11.5 

TOTAL 200 100.0 
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The table presents the information pertaining to 

the duration of the present illness. 29% of the patients 

have sought the services of the hospital with their illness 

within a period of 2 - 4 years. Only 15% of the patients 

services within a period, of five weeks. The 

remaining patients came to the hospital with the illness with 

a duration of 6 weeks to 1 year. The lesser the duration the 

more would be the effectiveness of the intervention 

strategies. The mental health awareness programme in the 

community aim at enabling the family members to identify 

the problems and bring the patients at the early stages. 

Actually one of the indicators of monitoring progress in 

mental health in the community level is the shorter duration 

of illness of the patients at the time of first consultation 

in the hospitals. 
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4 

1 • 

1 

63 

2 

0 

1 

6 

1. Self (family) 

2. Friends 

3. Relatives 

4. Government doctors 

5. Private doctors 
in the patient 

6. Voluntary agencies 

7. Ex-patients 

8. Religious agencies 

9. Police 

61.0 

2.0 

0.5 

0.5 

31.5 

1.0 

0 

0.5 

3.0 

TABLE NO. 44 

SOURCE OF REFERRAL FOR THE PATIENTS PSYCHIATRIC TREATMENT 

S1.No. 	Source of referal 	Number 	Percentage 
(%) 

94 

TOTAL 
	

200 	 100.0 

The table indicates that the sources of referral 

for the patients are varied. In majority of the cases the 

families on their own too /5 the initiative to bring the 

patient to the hospital (61%). In 31.5% of the patients the 

source of referral becope. the private doctors, whom they 

consult .d' In 0.5% of the patients the government doctors 

referred the patient to the mental hospital. Friends and 

relatives become the motivational agents in 2.5%. Religious 

agencies, churches, temples, priests, etc also becjne the 

source of referral. 



TABLE NO. 45 

DETAILS ABOUT PATIENTS' TREATMENT PRIOR TO HOSPITAL ADMISSION 

SI.No. 	Prior treatment 	Number 	Percentage 
(%) 

1. Not taken anywhere 23 

2. Temples/churches 4 

3. Mantrawadis/Faith 
healers 

0 

4. Private Doctors 3 

5. Government Doctors 3 

6. Private Psychiatrists 88 

7. Traditional healing and 1 
Allopathy. 

8. Temples and traditional 
healers. 

6 

9. Temples - healers and 
private Doctors 

71 

10. Ayurveda/Homeopathy 0 

11. Temples, private doctors 
and Psychiatrists. 

1 

TOTAL 200 

11.5 

2.0 

0 

16.5 

1.5 

44.0 

0.5 

3.4 

35.5 

0 

0.5 

100.0 

The table provides the findings related to patients 

treatment prior to hospitalization. Except 11.5% of the 

patients, all the patients were.taken to other places for the 

purpose of treatment before they were brought to the 

hospital. Majority of them (44%) consulted the private 



psychiatrists, whereas 38.5% consulted temples - healers and 

private doctors. It also seen in other studies both in 

urban and rural areas, that after trying out different 

methods of treatment with the community, the family members 

seek the services of mental hospitals. In many cases either 

subsequently or simultaneously with the mental hospital 

treatment, the patients are taken to these agencies. 

SEVERITY OF THE CLINICAL CONDITIONS OF THE PATIENTS 

It is important to know that about the clinical 

conditions and their severity in order to understand the 

patient from the view points of the family, community and 

society. The severity of the illness affects the personal 

and social functioning. The talk, the appearance, attention, 

concentration, perception, thinking, judgement and insight 

are determined by the severity of the clinical conditions. 

Rating scales differ in several important respects; 

some scales are concerned with the frequency of disturbed 

behaviour while others are intended for the evaluation of the 

severity of the disturbance. Some ratings are based on 

completely structured interviews, while others depend upon 

more non-directive interviews. Several different levels of 

obstructions in the conceptions and evaluation of 

psychopathology are apparent in attempts to produce adequate 

clinical ratings. 
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The brief psychiatric rating scale used in the 

study is an abstract symptom construct rating scale, intended 

for use by qualified professionals, who are used to thinking 

in such clinical terms. It was initially developed to 

provide a rapid assessment technique particularly suited for 

the evaluation of patients (  change in psychiatric drug 

research (overall and Gorham 1962). 

The following 18 symptoms are assessed : 

(1) Somatic concern; 

(2) Anxiety; 

(3) Emotional withdrawal; 

(4) Conceptual disorganisations; 

(5) Guilt feelings; 

(6) Tension; 

(7) Mannerisms and poSturings; 

(8) Grandiosity; 

(9) Depressive mood (sorrow); 

(10) Hostility; 

(11) Suspiciousness; 

(12) Hallucinatory behaviour; 

(13) Motor retardation; 

(14) Unco-operativeness; 

(15) Abstract thought contents; 

(16) Blunted effect; 

(17) Excitement; and 

(18) Disorientation. 



Each symptom is assessed on a 7 point scale : 

(1) Not pre sent 

(2) Very mild; 

(3) Mild; 

(4) Moderate; 

(5) Moderately severe; 

(6) Severe; and 

(7) Extremely severe. 

As is seen in the table, most of the patients are 

having the symptoms like disorientation, emotional 

withdrawal, unco-operativeness and blunted affect. They are 

also affected with problems like hallucinatory behaviour, 

suspiciousness, conceptual disorganisation, hostility, 

unusual thought contents and excitement. Such behavioural 

traits make them difficult to adjust with others, they 

become laughing stock for others, they also fail to cope up 

with the role expectations• In such conditions, they are 

admitted to the mental hospitals. Some patients have somatic 

concern, anxiety, guilt feelings, tensions, mannerisms, and 

posturings, grandiosity, motor retardation, etc. These 

complicate the patients'problemSand increaser. the burden on 

the families. 

98 



TABLE No. 46 
• 

LEVEL OF SEVERITY OF CLINICAL CONDITIONS OF THE PATIENTS 

Sl.No 	Symptoms 	Not Present Very Mild Mild Moderate Moderately Severe Extremely Total 
Severe 	 Severe 

1. 	Somatic oncern 163 1 8 16 9 2 1 200 
2. 	Anxiety 147 1 12 20 14 6 0 200 

,3. 	Emotional Withdrawal 6 0 24 86 44 38 2 200 
4. 	Conceptual 

Disorganisation 58 0 15 79 24 21 3 200 
5. 	Guilt Feelings 185 0 3 6 3 3 0 200 
6. 	Tension 174 1 3 8 10 4 0 200 
7. 	Mannerisms and 

Posturings 178 0 1 3 11 6 1 200 
8. 	Gradiosity 168 0 4 8 12 8 0 200 
9. 	Depressive mood, 

sorrow 135 2 4 12 23 11 13 200 
10. Hostility 65 1 11 36 60 25 2 200 
11. Suspiciousness 46 0 1 38 76 36 3 200 
12. hallucinatory 

Behaviour 43 1 0 54 72 27 3 200 
13. Motor Retardation 169 0 8 9 6 2 6 200 
14. Unco-Operativeness 4 0 10 82 66 31 7 200 
15. Unusal thought 

contents 	,, 81 2 1 35 45 32 4 200 
16. Blunted affect 10 0 31 71 54 29 5 200 
17.-  Excitement 62 0 8 55 50 19 6 200 
18. Disorientation 2 0 18 85 59 30 6 200 
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From the table it is also understood that the 

severity of each symptom is different for different patients. 
However, all are affected by most of the symptoms. This 

proves that the signs and symptoms of the schizophrenic 

illness of the patientgare severe enough for admission to the 

hospital. 

TABLE NO. 47 

DISTRIBUTION OF THE PATIENTS ON THE BASIS OF OVERALL 

ASSESSMENT OF THE SEVERITY OF THE CLINICAL CONDITIONS 

Sl.No. Clinical conditions Number Percentage 
(%) 

1. Very mild 0 0 

2. Mild 0 0 

3. Moderate 93 46.5 

4. Moderately severe 70 35.0 

5. Severe 31 15.5 

6. Extremely severe 6 3.0 

TOTAL 200 100.0 

The table depicts the overall severity of clinical 

condition based on the objective assessment of the symptoms 

and signs. It is worth noting that none of the patients is 

assessed 	to have either very mild or mild -cuclinical 

conditions. 	All of them without any exceptionlOtre. affected 
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either moderately or severely. Totally 53.5% of the patients 

were severely affected. Of these group 35% were moderately 

severe and 15.5% are severe and 3% are extremely severe. 

This shows the intensity of the illness process. 46.5% Were 

assessed to have moderately affected by the signs and 

symptoms of schizophrenia. Thus in terms of clinical 

dimensions a majority of the study population ►oft.e severely 

affected by various symptoms of schizophrenia. This severity 

is reflected in other social dimensions like family burden, 

attitude towards mental illness, family interaction and 

family environment and vice versa. 
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CHAPTER IV 

FAMILY INTERACTION PATTERNS 

OF THE 

FAMILIeS OF _SCHZOPHRENIC PATIENTS 



As a result of the patients problems and various 

activities, the family gets disturbed and the interaction 

pattern of the members of the family changes. From 

intervention point of view, it is important to know what type 

of interaction was going on in the family. This information 

would help to understand the individuals in the family, group 

cohesion, communication patterns, relationship styles and the 

level of relationship between the patient and the others in 

the family. 

For this purpose in this study family interaction 

pattern scale devised by Bhatti (1979) is used. The scale 

depicts 3 types of interactional patterns : 

(a) Cordial 

(b) Indifferent and 

(c) Antagonistic 

The scale has been devised, to aid the interview 

assessment of family interaction, but not to score the 

interaction quantitatively. 

The scale has 15 statements which need to be 

answered by the respondents by saying yes or no depending on 

their situations. The 15 dimensions covered in the scale are 

as follows : 

(1) Talking and discussing the problems . 

(2) Free interaction 



(3) Involvement of all family members 

(4) Small group in the family 

(5) Value differences 

(6) Closeness among members. 

(7) Lack of warmth and affection 

(8) Genulneness in expression 

(9) Reciprocity 

(10) Lack of clarity of roles 

(11) Need based role function 

(12) Effective role functioning 

(13) Absence of authority 

(14) Poor patterns of authority 

(15) Adequate exercise of authority. 

The family inter -action is studied in these 15 

dimensions (Table No. 48) 

TABLE NO. 48 

DISTRIBUTION OF THE PATIENTS ON THE BASIS OF THE 

NATURE OF THE FAMILY INTERACTION 

SL.NO . 	INTERACTIONAL ITEM . 

	 YES NO TOTAL 

1. Family members rarely talking 
and discussing their problems 

2. Occasional free interaction 
among some members of the family 

3. Parents inviting all family 
members to discuss the family 
problems 

130 	70 	200 

192 	8 	200 

	

82 118 	200 



106 94 

101 99 

89 111 

107 93 

126 74 

..85 115 

137 63 

110 90 

95 105 

110 90 

118 82 

90 110 

200 

200 

200 

200 

200 

200 

200 

200 

200 

200 

200 

200 

SL.NO . 	INTERACTIONAL ITEM 	 YES NO TOTAL 

4. Often family members divided into 
small groups over certain issues 

5. Strong auilvoltenof some members 
over some values or issues 

6. Same level of closeness in all 
members without exclusion of some 
members 

7. Family lacking warmth and affection 
among members 

8. Members not showing genuineness in 
expression of warmth and affection 

9. Reciprocal warmth and affection 
in the family 

10. Absence of effective role 
functioning due to lack of 
clarity of roles 

11. Role functioning dominated by the 
needs and demnads of the members 
in the family 

12. Always effective role functioning 
in the family 

13. Absence of authority in the family 

.14. Poor patterns of authority due to 
some isolation in the family 

• 	15. Authority adequately exercised in 
accord with family and individual 
needs 

(1) Family members talking and discussing the problems : 

Among the respondents 65% agreed that their family 

members rarely talkOand discussidthe problems. 35% said that 



such thingswere not happening in their families. It is found 

by various researchers that families should provide scope for 

talking and discussing the individual problems. When such 

avenues are closed, the individual family members find 

themselves helpless and as a result they find different means 

of sharing their problems with outsiders. If the concerned 

individuals are not social, they try to keep their problems 

within themselves. And such suppression are known to lead to 

various serious psychiatric problems. Or in case of 

individuals, who had bad companions would be misguided to 

find solace in either drinking or gambling or such other 

unhealthy means. Hence there is a need, from therapeutic 

angle to make the family members understand the importance of 

discussing the individual problems in the family. 

(2) Occasional free interaction among some members  of the 

family  

96% of the respondents agreed that this statement 

hald:,  good for the family. The free interaction in the 

families is one of the essential features of healthy 

development of personality. In absence of such free 

interactions among members, they get feelings of inferiority, 

inadequacy and inhibition. Many a time the family members 

may not be knowing this fact, because of certain minor 

problems. They tend to avoid each other, interact minimally 

and discuss occasionally. The more frequent the free 
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interaction among members of the family, they would be better 

facilitated to understand, respect, and recognise each other. 

Such situation would take care of the crises of the 

individuals and effective problem solving mechanism. 

(3) Parents inviting all family members to discuss the family  

problems: In any family the interactional patterns would be 

seen in the following ways: 

(1) Interaction between father and mother 

(2) Interaction between father and children 

(3) Interaction between mother and children 

(4) Interaction among the children 

In such interaction patterns whichever. gets 

weakened, becomes a problematic area. This in turn produces 

ripples of disturbances in other areas too. First parents 

need to understand and accept each other. Secondly, they try 

their best to see their children are maintaining harmonious 

relationship among themselves. Thirdly, they try to 

.facilitate the relationship between the parents and the 

children. If such things do not happen in the family because 

of some problems in the interaction patterns, parents are not 

able to involve the other family members to discuss common 

family problems. In this way the family loses its strength 

and support. The problem solving mechanism either becomes 

less effective or uneffective. 
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(4) Often family members divided into small groups over 

certain issues: 

53% of the family members agreed that in their 

families they sboothis phenomenon. Division into smaller 

groups over common issues creates a variety of complications. 

It is known by earlier studies that in the families of 

schizophrenics these sub-groups are not uncommon. For 

example, the mother and two or three daughters in one group, 

father and two children in another group and the third group 

is with the remaining children.• Each group thinks they are 

better than the other group and they need not depend on 

anybody else. Such unhealthy subgroupings lead to constant 

conflicts arising out of suspicions, misunderstanding and 

faulty Judgements. The families need to be guided to 

appreciate the integrated way of family living compared to 

the disintegrated means of achieving certain things. 

(5) Strong alignment of some members over some values or 

issues: 

50.5% of the families have the situation as 

depicted in the table. In clinical experience it is seen that 

some individuals keep themselves away from other family 

members due to some issues related to politics, religion, 

marriage, partition etc. In such situations both the parties 

become the losers. The individuals fail to get other 

support in the family and the family members lose the 
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potentials of the individual. 	In this way the strong 

alignment of some members become the fertile area of 

conflicts and unhealthy competitions. Therapeutic efforts 

need to aim at reducing the existing alignments and 

preventing any such alignments in future. 

(6) Same level of closeness in all members without exclusion 

of some members: 

55.5% of the respondents said that no such 

situation woks seen in their families. Only 44.5% felt that 

their families hatt-: the elements as stated in the statements. 

Healthy families maintain and promote, feelings of closeness, 

in all family members without excluding anybody. Exclusion 

of some members create a series of problems in the family 

living. Such exclusions do not speak of the integrity of the 

family. Counselling services or family therapy centres aim 

at installing the feelings of closeness among the family 

members. 

.(7) Family lacking warmth and affection among members: 

53.5% 	of 	the respondents EAbe.re 	having 	these 

situations in the families. The family members danot feel 

any warmth or affection for others. Such feelings lead them 

to feel insecure and diffident. Children take up the parents 

or elders as the models in establishing affectional bonds. 

If the parents do not provide healthy examples, the children 



do remain as the parents. Thus the family members lacking 

warmth and affection grow as weak personalities or immature 

personalities or unhealthy personalities. 

(8) Members not showing genuineness in expression of warmth 

and affection: 

63% of the respondents expressed that their family 

membersuare not showing genuineness in warmth and affection. 

Only 37% of the respondents felt that their families do not 

have such unfortunate situations. Family members are not 

genuinely expressing the warmth and affection, the members 

fail to understand the feelings othersihave about them. In 

considerable number of families, though the parents are 

affectionate with their children, they fail to express 

adequately. They assume that their feelings of affection and 

love would be understood by others. On the contrary in some 

families the members either exaggerate or falsely express 

their feelings. But other members come to know ttisv,17—  their 

tall climO just indicate emptiness of their hearts. 

These situations are the real 	source of 

frustrations, disappointments and dejections. The 

individuals exposed to such situations fail to have faith in 

others and tend to doubt the expressions of others. (9) 

Reciprocal warmth and affection in the family: 

SA/04 

57.5% expressed that thereb' no reciprocal warmth 

and affection in their families. The basic needs of love and 

affection and response, if not fulfilled, leads to feelings 

of frustration in the individuals. In these families, some 
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may be showing their warmth and affection for others, who in 

turn fail to reciprocate the same. As a result the former 

question .  themselves about their necessity of showing 

affection for others when she or he stops, showing affection. 

That becomes a ground for others to be apathetic to this 

situation. In therapeutic discussions professionals must 

highlight the effects of the absence of reciprocal warmth and 

affection to the family members. 

(10) Absence  of effective role functioning  due to lack of 

clarity  of roles:  

68.5% of the family members agreed that the lack of 

clarity of roles disruptee the role functioning in their 

families. Only 31.5% respondents families d&not have this 

problem. If members are not aware of their own roles, it is 

difficult for them to effectively function in those roles. 

The elders in the family need to make this clarity. When it 

is not done, each one understands his or her role in their 

own way and start functioning as they like. Nobody knows 
. 	• 
either what is expected of them or what to expect from 

• 	others. 	In such confused situations each one may expect 

others would do what is expected of themselves. So the first 

task to set right the situation i is the parents' setting the 

models for others and delineate the expected task from each 

and every members. 
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(11) Role functioning dominated by needs and demands of the 

members in the family: 

55% of the members felt that thiswas their family 

situation. 45% of the respondents felt that thist4c0 not 

found in their families. The roles need to be defined by 

taking into consideration of the individual needs and 

demands. 	Without doing this the roles would become 

purposeless and meaningless. 	The members may not get 

identified with the family norms and expectations. Hence it 

is very important to understand the individual's needs and 

demands. Accordingly each member takes some functions in 

meeting such needs. 

(12) Always effective role functioning in the families : 

52.5% of the respondents expressed that there WmA 

no effective role functioning in their families. Only 47.5% 

agreed about the effective role functioning in their familiSS 

The role dysfunctioning leads to more and more problems for 

the family members. In consequence some of the members had 

to take up more responsibilities and otherswtre left with 

fewer responsibilities. Such disproportionate distribution 

of roles make the family functioning difficult. Such 

situations make the individual prone for various psychiatric 

' conditions. Usually a member affected with more problems and 

weak in their coping strategies becomes the victim of such 

processes of ineffective role functioning. The effective 
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role functioning strengthens the support4systems and healthy 

coping mechanisms. 

(13) Absence of authority in the family 

(14) Poor patterns of authority due to some isolation in the 

family 

(15) Authority adequately exercised in accordance with family 

and individual needs 

In all these three items, the issue of authority is 

discussed in the family context. 55% of the family members 

expressed therecoga absence of authority in their family. 59% 

expressed that in their families the poor patterns of 

authority existddue to some isolation in the family. 55% of 

the respondents felt that authority wets not adequately 

exercised in their families. In an ideal family situation, 

the interactions are expected to be harmonious. In such . 

situations the interaction between the parents is stronger 

than in any other interaction. If they fail to fulfill this, 

their authority as parents either becomes absent or 

illunderstood by others. Many a time isolation of some 

members leads to improper distribution of authority. It is 

usually observed that the authority is exercised not in 

accordance with individual and family needs. In these 

families adequate guidance needcto be provided to understand 

the role and function of authorities and the ways and means 
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of exercising this authority to meet the needs of individuals 

and also to reach the family goals. 

Conclusion:  

It is seen that in most of the families of the 

schizophrenics patients, the family interaction pattern is 

not satisfactory. Family members rarely talk and discuss 

their problems. There is only occasional free interaction 

among some members in 96% of the families. In many cases 

family members are divided into small groups over certain 

issues. They lack warmth and affection among the members. 

Absence of authority is also found in a good number of 

families. 



CHAPTER V 

FAMILY ENVIROMENT 

OF THE 

SCHOZOPHRENIC PATIENTS 



Family is the primary unit in all societies. Since 

it provides the environment in which the young grows up, it 

is of vital concern for all social scientists. 

The environment the family provides for the 

individual is important from mental health point of view. 

The congenial environment facilitates the growth process, 

while the pathological environment obstructs the healthy 

development. Many dimensions need to be looked at to 

understand the quality of the environment in the families. 

For this purpose Family Environment Scale by Moos and Moos 

(1976) was used in this study. This scale consists of 90 

items, each one of which needsto be answered in two choices - 

yes or no. The 90 items would be seen in the following ten 

parameters. Each parameter has 9 items. 

1) Cohesion 

2) Expressiveness 

3) Conflict 

A) Independence 

5) Achievement orientation 

6) Intellectual cultural orientation 

7) Active recreational orientation 

8) Moral religious emphasis 

9) Organization and 

10) Control 



The following ten tables present the findings of 

family environment scale in each of the dimensions. 

TABLE :49 

Family Environment 

Responses 

ITEMS 

1. Family members really help and 
support one another 

2. We put a lot of energy into what 
we do at home 

3. There is a feeling of togetherness 
in our family 

4. Family members really back each 
other up 

5. We really get along well with 
each other 

6. There is plenty of time for 
everyone in our family 

	

. 7. 	We often seem to be killing time 
at home 

8. Werarely volunteer when something 
has to be done at home 

9. There is very little group spirit 
in our family 

True False 

50 150 

28 172 

40 160 

44 156 
A 

92 108 

134 66 

169 31 

114S 54 

120 80 
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This has got 9 items. The "true" responses to the 

first six items refer to healthy family environment. To the 

next three items the "true" responses indicate the 

pathological situations and "false" responses denote healthy 

family traits. 	Majority of the families have unhealthy 

family traits. 	Only in 25% of the families they help and 

support each other;:iv  Most of the families (86%)1 they donot 

put a lot of energy into what they do at home. There is a 

feeling of togetherness only in 20% of the families. Family 

members really back each other up in 22% of the families. 

They do not get along well with each other (54%). There is 

plenty of time for everyone in the family (67%). They seem 

to be killing time at home (84.5%). However, majority of 

them (73%) feel that the family members rarely volunteer when 

something has to be done at home. 60% of the members feel 

that there is very little group spirit in their families. 

Elements of support and help in the families need 

to be strengthened for effective treatment and rehabilitation 

of the schizophrenic patients. Unless the family is 

cohesive, the patient is not likely to get motivation needed 

for his resocialization. Many a time the illness in the 

patient dilutes their differences and the resulting family 

unity provides, adequate support to the patient. When the 

family support is not adequate, other supports from relatives 

friends, neighbours and voluntary agencies are sought. This 



cumulative social support would determine, the possibilities 

of patient psycho-social recovery and successful 

rehabilitation. 

TABLE NO. 50 

Responses 

ITEMS 
True 	False 

1. We say anything we want to around 	92 	108 
home 

2. We tell each other about our 	 64 	136 
personal problems 

3. If we feel like doing something on 	40 	160 
the spur of the moment we often 
pick up and go 

4. Money and paying bills is openly 	22 	178 
talked about in our family 

5. There are lot of spontaneous 	 70 	130 
discussions in our family 

6. Family members keep their feeling 	151 	49 
to themselves 

7. It is hard to "blow off steam" 	186 	14 
at home without upsetting somebody 

8. Someone usually gets upset if you 	188 	12 
complain in our family 

9. We are usually careful about what 	150 	50 
we say to each other 
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The nine items given in the table refers to 

different levels of expressiveness in the family. The "true" 
• 

responses 	to the first five items 	reflect 	healthy 

environment, while the "false" responses refer to unhealthy 

environment. 	To subsequent items, i.e., six, seven. eight 
p or Se4 

and nine, the "true" indicate unhealthy features while 

"false" responses to these items indicate healthy responses. 

In majority of the families the family members cannot say 

anything they want at home (54%,). They cannot tell each 

other about their personal problems (68%). If, they feel like 

doing something on the spur of the moment they often pick up 

and do (20%). In most of the families there are less of 

spontaneous discussions in their families (65%). Usually the 

family members keep their feelings to themselves (75.5%). It 

is also found that in majority of the families, it is hard to 

"blow off steam" at home without upsetting somebody (93%). 

In such families someone usually gets upset, if anybody 

complains in their family (94%). As a result such family 

aembers are usually careful about what they say to each 

other. Such deficits in families' expressiveness would add to 

their problems of schizophrenia. It has been found that open 

criticism and hostility and other such negative feelings 

increase 	the proneness for relapses, readmissions and 

deterioration. 	The therapists need to take into cognizance 

of these features which impede the process of recovery and 

formulate intervention mechanisms. 
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TABLE NO. 51 

0 

Response 

ITEMS 

1. We fight a lot in our family 

2. Family ReLzbers sometime get 
so angryimEhey throw things 

3. Family members often criticize 
each other 

4. Family members sometimes hit 
each other 

5. Family members often try to 
one-up or out-do each other 

6. Family members rarely become 
openly angry 

7. Family members hardly ever lose 
their tempers 

8. If there is a disagreement in our 
family, we try hard to smooth 
things over and keep over the peace 

9. In our family, ' 	you don't 
• 

	

	ever get anywhere by raising you 
voice 

True False 

109 91 

164 36 

125 75 

142 58 

78 122 

55 145 

31 169 

175 25 

189 11 

The nine items in the table refer to how explicitly 

or implicitly the conflicting situations arise in the 

families. The first five responses reflect the openness in 
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• 

conflict situations, whereas subsequent five 	responses 

reflect the masking of conflicts. In majority of families, 

the family members fight a lot (54.5%), they sometimes get so 

angry that they throw things (82%). They start criticizing 

each other (62.5%) and hit each other (71%). In these 

families the members rarely try to be one up or outdo each 

other. Open outburst of anger, members losing their temper, 

are also seen in majority of the families. In 87.5% families 

if there is disagreement, they try hard to smooth things and 

keep peace. They do not get anywhere by their raising their 

voices (94.5%). Open hostility is better than lateflt 

hostility from mental health point of view. When anger is 

expressed 'openly, it reveals the minds of the persons. 

In 	not 	expressing such. feelings, 	they 	get 

suppressed in the mind, create lotF of severe problems in the 

subsequent stages. It is II:Mite:v. -  that the family members 

fight a lot compared to a situation, wherein family 

members rarely become openly angry. It is rather difficult 

to change the pattern of interaction all og,a sudden. Each 

family takes its own time to resolve and to relearn the 

healthy strategies. 
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TABLE NO. 52 

Response 

ITEMS 

1. In our family, we are strongly 
encouraged to be independent 

2. We think things out for ourselves 
in our family 

we 
3. We come and go as want to in 

our family 	i%  

4. Family members almost rely on 
themselves when a proble4 comes up 

5. Family members strongly encourage 
each other to stand up for their 
rights 

6. We don't do things On our way very 
often in our family 

7. There is very little privacy in 
our family 

8. It is hard to be by yourself 
without hurting someone's feeling 
in our household 

	

• 9. 	We are not really encouraged to 
speak up for ourselves. 

True False 

56 144 

80 120 

35 165 

190 10 

80 120 

110 90 

110 90 

160 40 

.166 34 

The 	table 	indicates 	different 	levels 	of 

independence in the families of schizophrenic patients. The 

"true" responses to the first five indicates the feelings of 

independence nurtured in the families. To the subsequent 

four items indicate the lack of independence in the 

families. In only 28% of the families, the family members 
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are strongly encouraged to be independent. They do not do 

things on their own very often in the families (55%). Most 

of them do not think things out for themselves in the 

families. They also feaLthat there ks little privacy in the 

families (55%). It is hard to be themselves without hurting 

someone's feelings in their household. The feelings of 

independence and autonomy enable the individuals to think 

freely and creatively. 

TABLE NO. 53 

Response 

ITEMS 
True 	False 

1. We feel it is important to be 	90 	110 
the best at whatever you do 

2. Getting ahead in life is very 	80 	120 
important in our family 

i 
3. We believe in competition and 	86 	114 

"may the best man win" 

4. We always strive to do things 	60 	140 
just a little better the next time 

5. "Work before play" is true in 	84 	116 
our family 

6. Family members are often compared 115 	85 
with others as to how well they - 
are doing at work or school 

7. How much money a person makes 	146 	54 
is not very important to us 

8. Family members almost rarely 	114 	86 
worry about job, promotions 
school grades etc. 

9. In our family, we don't try that 	142 	58 
hard to succeed 
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The nine items deal with the different aspects of 

achievement orientation as seen in the families. The first 

five items indicate the positive achievement orientation as 

fostered in the families and the subsequent four items 

achievement orientation is given less importance. In 
(1,AE- 4  

majority of the families i the family members fea it', o not 

important to be the best at whatever they d4):(5%). In such 

families getting ahead in life is not considered very 

important (40%). Only 43% believe in healthy competition. 

Constant striving is encouraged in 30%. Work before play is 

encouraged in only 42%. In 57.5% the family members are 

often compared with others as to how well they are doing at 

work. 57% of the family members almost rarely worry about 

job, promotion, school grade, etc. They do not try that hard 

to succeed (71%). In an achievement oriented society healthy 

competitions need to be encouraged. Such competitive spirit 

is likely to bring out the inner talents of the individual. 

Initially this is a difficult process for schizophrenic 

cetienks, but depending on the progress in the clinical 

condition, appropriate levels of healthy competition could 

• 	be tried out. 
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TABLE NO. 54 

Response 
ITEMS 

1. We often talk about politics 
and social problems 

2. Learning about new and different 
things is very important in 
our family 

3. Someone in our family plays a 
musical instrument 

4. Family members often go to 
the library' 

5. Family members really like music, 
art and literature 

6. We rarely go to lectures, 
play or concerts 

7. We are not that interested in 
• 	cultural activities 

8. We rarely have intellectual 
discussions 

9. Watching T.V. is more important 
than reading in our family 

True False 

28 172 

103 97 

53 147 

50 150 

120 80 

159 41 

139 61 

125 75 

147 53 
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The nine items in this table deal with issues like 

family members interest in cultural activities, types of 

social activities and allied activities. As far as talking 

about politics and social problemsc1 concerned 86% of the 

families, do not indulge in these issues. 51.5% of the 

families learn about new or different things. Only in about 

1/4th of the families someone in their families plays musical 

instrument. 25% of families go to the library. In 60% of the 

families, family members like music, art and literature. 

Majority of them rarely go to lectures, plays or concerts 

(79.5%). They are not interested in cultural activities 

(69.5%) 	and they rarely have intellectual 	discussions 

(62.5%). In such families watching T.V. is more important 

than reading (73.5%). This shows that the families lack 

healthy involvement in sociocultural activities. The leisure 

time activities like T.V., music, art and literature do not 

allow them to interact with others or to actively participate 

in these activities. Healthy sociocultural orientation would 

go a long way in making use of the time. Proper selection of 

socio-cultural activities will enable the patients to take 

part in such activities and divert the unhealthy 

preoccupation and get involved in useful and enjoyable 

activities. 
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TABLE NO. 55 

Response 
ITEMS 

tls 

1. Friends often come over for 
dinner or to visit 

2. We often go to movies, sports 
events, camping etc. 

3. Everyone in our family has 
a hobby or two 

4. Family members sometimes attend 
courses or take lesson for some 
hobby or interest(outside of 
school) 

5. Family members go out a lot 

6. We spent 'most week ends and 
evenings at home 

7. Nobody in our family is active 
in sports, little league 
bowling etc. 

8. Family members are not very 
involved in recreational 
activities outside orinschool 

9. Our main form of entertainment 
is watching T.V. or listening 
to radio 

True False 

42 158 

50 150 

31 169 

72 128 

30 170 

156 44 

145 55 

166 34 

145 55 
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In this table information about the family members 

recreational activities is given. In most of the families 

recreational activities are seen less and less. In 75% of 

the families the family members rarely go to movies, camprn5 

etc. In 84.5% of the families persons having a hobby or two 

are rare. Likewise family members attending courses or 

taking special interest in various activities are rare (64%). 

Only 15% families go out a lot. Thus we see that 

recreational activities are rare entities in these families. 

Healthy leisure time activities would help the patients and 

the family members to interact positively and to sublimate 

the aggressive feelings and activities of the patient and 

thus find meaningful spending of their time. Actually as 

part of therapeutic approaches, the patients are involved in 

wide range of recreational activities depending upon their 

interest. The same need to be continued when they rejoin 

their respective family members, which will enable them to 

get reintegrated into the community life. 



TABLE NO. 56 

Responses 
ITEMS 

True False 

124 76 

154 46 

184 16 

192 8 

84 116 

183 17 

57 143 

111 89 

54 146 

1. Family members attend church, 
synagogue or Sunday school -re.,..47, 
fairly often 

2. We often talk about the religious 
meaning of Christmas, passover 
or other festivals 

3. Family members have strict ideas 
about what is right and wrong 

4. We believe there are some things 
you just have to take in faith 

5. The Bible/Geeta/Quran is a 
very important book in our home 

6. Family members believe that if 
you sin you will be punished 

7. We don't say prayers in our 
family 

8. We don't believe in heaven or 
hell 

	

• 9. 	In our family each person has 
different ideas about what is 
right and wrong. 

In this table, the family members participation in 

religious activities is highlighted. Majority of the family 

members attend church or temple or mosque. They talk about 

the religious meaning of the festivals. They celebrate 

Christmas, Deepavali or Ramzan. 92% of the family members 
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have strict ideas about what is right and what is wrong. 

They believe that therp are some things which they just have 

to take in faith. 91.5% of the family members believe that 

there would be punishment for the sins they commit. 55.5% do 

not believe in heaven or hell. Most often they share similar 

ideas about what is right and wrong. The religious 

activities and beliefs may serve as effective coping 

mechanisms in many person's lives. Acceptance of the illness 

and the patient is enabled by the famillrwo4NA6245 31 affiliation 

to religious organization or involvement in religious 

activities 	or 	faith in religious rites. 	But 	in a 

considerable number of farral . kts - / religion becomes a 

costly affair;uthat they try their best to take their patients 

from one religious place to another, thus $ 0.-3/40m, most of 

their properties. The futility of such attempts makes them 

hate the religion or(Apd or lose confidence in themselves..  

As a result other family members become upset, nervous and 

depressed. Thus the cost of mental illness in terms of its 

burden is multiplied. Such unhealthy practices arising out 

of religious practices could be prevented. 
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TABLE NO. 57 

Response 
ITEMS 

True 	False 

1. Activities in our family are 	 83 	117 
pretty carefully planned 

2. We are generally very neat 	 80 	120 
and orderly 

3. Being on time is very important 	60 	140 
in our family 

4. Family members make sure 	 164 	36 
their rooms are neat 

5. Each person's duties are 	 158 	42 
clearly defined in our family 

6. Dishes are usually done 	 195 	 5 
immediately after eating 

7. It is often hard to find things 	87 	113 
• 	when you need them in our 

household 

8. People change their minds often 	114 	86 
in our family 

9. Money is not handled very 	 86 	114 
carefully in our family 
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The nine items in this table refer to the'level of 

organization. In the Activities of the families, it is found 

that in majority of the families the activities are not well 

organised. 	In 58.5% of the families the activities are not 

carefully planned. 	They are not' eat and orderly (60%). 

They do not maintain punctuality (70%). Thus it is found 

that in the organizational aspect most of the families are 

not good. It is important that these family members need to 

be adequately prepared to accept the bizarre behaviour of the 

patients. Unless they are prepared l each and every behaviour 

item of the patient would be intolerable and traumatic to 

the family members. If they start reacting to these trivial 

events, the patients are likely to get overtly or covertly 

disturbed in their behavioural activities. As a result they 

may tend to avoid people, hate any activity, neglect any 

instruction and give up healthy learned behaviour. 	Various 

behaviour modification techniques with proper 	social 

reinforcements may be helpful in such cases. 
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TABLE NO. 58 

Response 
ITEMS 

2. There are set ways of doing 
things at home 

3. There is strong emphasis on 
following rules in our family 

4. Rules are pretty inflexible 
in our household 

5. You can't get away with much 
in our family 

6. Family members are rarely 
ordered around 

7. There are very few rules to 
• 	follow in our family 

8. Everyone has an equal say in 
our family decisions 

True False 

80 120 

80 120 

90 110 

100 100 

187 13 

110 90 

110 90 

25 175 

31 169 

in the families of 

in this table. In 

The nature of control 

schizophrenic patients /  is portrayed 

1. 	There is one family member 
who makes most of the decisions 

9. We can do whatever we want 
in our family 



majority of the families no proper control is existing. 	In 

these families one family member makes most of the decisions 

(40%). There are set ways of doing things (40%). There is a 

strong emphasis on following rules in these families (45%). 

But it is also seen that in many of the families, family 

members are rarely ordered around because of few rules in the 

families (55%). In this way most of the schizophrenic 

families have no sufficient control and authority. Likewise, 

when the controls are very less, the family members take 

their lives easy and spoil their future. Considering these 

realities the therapeutic services like family counselling, 

and other social therapies aim at maintaining sufficient 

control and authority in these families. The families'/ 

co-operation is essential to maintain congenial atmosphere 

for effective adjustment of the patien'1 .- with the other 

family members. It is found by studies that' devoid of such 

healthy family elements, the patients are less likely to 

re, improve with meager drugs and medicines. 

Conclusion:- 

The collected data in the present study reveal that 

in most of the families, family environment is disturbed, 

specifically in respect of ch6e§ion, achievement orientation, 

organization, authority and control. 
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CHAPTER VI 

BURDEN ON THE FAMILIES 

OF 

SCHIZOPHRENIC PATIENTS 
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Family potentials are increasingly focussed upon by 

the modern trends in mental health. During the last decade 

or so there has been an increasing trend all over the world 

towards treating mentally ill patients in their family 

setting and in their own community, rather than in mental 

hospitals. Even when the patient needs to be treated in the 

hospital in the acute phase of his illness, the tendency 

.today is to discharge him into the community• as soon as 

possible (Pai and Kapoor 1981). 

While the policy of treating mental patients at 

home, reduces the load on hospitals, and may help early 

recovery and prevent chronic handicap (Tooth and Brooke, 

1961), it perhaps increases the burden on the family and 

community. However, most countries have launched large scale 

community mental health programmes without assessing the 

burden )  families may have to face and the possible damage to 

family members. In this context Carstairs (1968) has aptly 

pointed out that objective evaluations of the effectiveness 
• 	• 

of new procedures have seldom, if ever precAftded their 

gaining currency in psychiatric practice. 

So far very few systematic attempts, have been made 

to assess the type and degree of burden placed on the 

families of patients treated at home. Earlier workers, 



studying the discharge of chronic patients 	into the 

community, attempted to assess social burden by readmission 

of the patient or relapse in his symptoms. Mandelbrote & 

Folkard (1961a; b) and Wing et al (1964) pointed out that the 

stress caused to families by patients' disturbing behaviour 

was an important factor in determining the patients' 

acceptance by the families, or alternatively their 

readmission to mental hospital. Subsequent workers such as 

Grad and Sainsbury (1963) and Hoenig and Hamilton (1966) 

tried to assess this aspect in greater detail. Grad and 

Sainsbury (1963) made headway in assessing the burden felt by 

patients' families on a three-point scale. They tested the 

scale for reliability and reported 75 per cent agreement 

between three interviewers. Hoenig and Hamilton (1966) added 

another dimension to this assessment by trying to 

differentiate between the objective and subjective burdens 

felt by family members. 

No such work has been reported in an Indian 

setting. The economic and cultural conditions in India being 

vastly 'different from those of the Western world, the areas 

of family burden and the pattern of accepting or rejecting 

patients may be entirely different. 

In the present study an attempt has been made to 

assess the burden on the families of 200 schizophrenic 

patients, using the standardized interview schedule prepared 

by Pai and Kapoor (1981). 



139 

TABLE NO. 59 

BURDEN OF MENTAL ILLNESS ON THE FAMILIES OF THE PATIENTS 

Sl.No. • Burden of Mental Illness Score Mean 

1. Financial Burden 1055 5.275 

2. Disruption of Other Family 1001 5.005 
Members Activities 

3. Disruption of Family Leisure 509 2.545 
Time Activities 

4. Disruption in Family Interaction 883 4.415 

5. Effect on Physical Health of 144 0.72 
Others 

6. Effect on Mental Health of 24 0.12 
Others 

Total Burden 3616 18.08 

As seen in the table the total score as well as the 
.5416ws yak 

mean score of each of the burden, the highest level of burden 

is experienced in respect pf financial aspect. Next to this 
• 

comes the burden arising out of disruption in other family 

members activities. 	The third burden experienced is in 

relation to disruption in family interaction. The disruption 

of family leisure time activities is found to be one of the 

burdens dirthe family members. It is also important to note 

that the physical and mental health of other family members 

are considerably affected by the schizophrenic individuals. 
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A. Financial Burden 

The financial burden of these families is due to 

the following six aspects 

(1) Loss of patient's income: 

Many a time the patient loses his job because of 

his schizophrenic illness. He or she stops doing the work 

which they were doing earlier. If he were the only 
Lad. 

breadwinner, the family 64:totally deprived of their .income 

and economic security. This is more so in case of poor 

families where they have no other income.. The sudden loss of 

income serves as a. severe blow to the family and other family 

memberg'are unable to cope with this situation. This in turn 

produces a chain reaction of stress and strain on other 

family members specially on children. 

(2) Loss of income of other members of the family due to 

patients' illness 
• • 	• 

If a schizophrenic patient needs to be admitted to 

a hospital, other family members have to put lot of efforts. 

In this way the patient's spouse or siblings or grown up 

children or other relatives would not be able to go for work. 

Either they stay at home, to look after the patient's needs 

or lose their' pay and their jobs. In this way the family 

finances are greatly affected by the loss of income of other 

family members in addition to the loss of patients income. 
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(3) Expenditure incurred due to patients' illness and 

treatment 

In certain phases of illness the patient spends 

excessively or losesthe money irrationally. For various 

reasons this becomes an uncontrollable phenomenon. Though 

other family members are aware of such wastage by the 

patients, they are helpless. In addition to these losses, 

money has to be spent on treatment, medicines, transport, 

accommodation away from home and so on. As has been 

discussed earlier most of the patients spend on other 

treatments, such as temples and native healers. This they 

tend to do with the fond hope of getting some help for their 

patients. They do their best to mobilize the meagit 

resources, loans from friends and relatives, mortgaging their' 

lands and houses and other such means. By all these methods, 

the family finances are affected in such a way that they are 

unable to cope with the ordinary demands of daily living. 

(4) Expenditure incurred due to extra arrangements: 

Specially in smaller families when they are unable 

•  to manage the patients themselves, they seek other relatives 

help to come and stay with the patient or to look after the 

children. Sometimes they engage servants to manage the 

household work. These in turn affect the family finances. 
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(5) Loans taken or savings spent: 

Because of 'sudden crises situations the family 

members depend on large amounts of loan. In fact at that 

time they do not think of any realistic ways of paying it 

back. In some families these are all the moments when they 

spend from their meagre savings. In this way not only the 

present living becomes miserable but their future too become 

bleak. 

(6) Postponement of certain planned activities because of the 

financial pressure of the patient's illness  

It is not uncommon to see family members postponing 

the marriage, a journey or religious rites bec,puse of the 

financial constraints mainly arising out of the patients ' 

illness. 	In such circumstances 	 chances of losing 

their other supports are high. In this way the family'` 

financial difficulties affect the day to day living. 

B. Disruption of routine family activities: 

This is seen as a burden at least in the following 

five aspects: 

(1) Patient not going to work, school, college etc. 

As the illness progresses, the patient stops doing 

his routine responsibilities which in turn induces lot of 

agony in others,  minds. Such los9e5 need to be compensated in 

some way or other subsequently. 



(2) Patient not helping in the household work: 

The household work which used to be shared by the 

family members becomes unshared, undone, or inadequately 

completed. These are the problems felt by families depending 

on agriculture, handicrafts, and allied occupations. 

(3) Disruption of activities of other members of the family: 

As the patient becomes unco-operative, aggressive, 

assaultive and unmanageable, other members of the family or 

other relatives need to intervene and spend their full time 

with the patient either at home or in the hospital. Such 

practices make the members abandon the routine activities, 

thus causing innumerable problems. 

(4) Patients behaviour disrupting activities: 

The violent behaviour, destructive behaviour, 

impulsive activities, inability to sleep or not allowing 

others to sleep, all these behaviours are embarrassing to the 

family members and disrupt the family harmony and activities. 

(5) Neglect of the rest of the family due to patient's 

illness: 

Because of the preoccupation with the patient other 

members in the family including children are grossly 

neglected. Sometimes the anger and frustration are displaced 
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on the innocent children. As a result they miss either the 

school or meals. 

C. Disruption of family leisure : 

This is seen in the following four aspects : 

(1) Stopping of normal recreational activities : 

Anticipating patient's interference and irritable 

behaviour, the family members either completely or partially 

stop their normal recreational activities. The family 

members may become frustrated and agitated about such lapses. 

(2) Patient's illness using up another person's holiday and 

leisure time: 

The holidays and leisure time activities of the 

other members of the family are unduly affected by the 

patient's activities. The family members become helpless in 

this regard. 

(3) Patient's lack of attention to other members of the 

family: 

When mother or father is affected 	with 

schizophrenia, they hardly take care of the children's needs. 

They are affected adversely. When the process continues, the 

prolonged deprivation results in other deviations and 

disturbances. 



(4) Leisure activity being abandoned owing to patient's  

illness: 

Whether it is a pleasure trip, picnic or family 

gathering all need to be abandoned due to embarrassing 

activities of the patient. Moreover as there is a need for 

somebody to look after the patient's needs, other family 

members are not in a position to leave him alone in the 

house. 

D. Disruption of family interaction: 

Family interaction of the patients are affected in 

the following five ways : 

(1) Ilbefect on the general atmosphere in the house: 

Suddenly the family becomes dull and quiet. /  There 

emerges lot of misunderstandings and quarrels on account of 

the patient. 	Each one accuses the other as the cause of 

patient's illness. They start exploring the family trees of 

each other to find out which family had mental 	illv445 

Accordingly they are abused, accused at the cost of the 

family harmony. 

(2) Other members getting into arguments : 

' Heated arguments are held over the issues like how 

the patient should.be treated, who should do the work, who is 



141 

to blame etc. These arguments more often than not lead to 

other serious difficulties and conflicts. 

(3) Relatives or neighbours stopped.visiting the families: 

The stigma attached to mental illness, the fears 

%. 	, 
and anxiety about co-trtaareii 'the mental ..4,Liktss and other 

misconceptions make the neighbours and friends reduce the 

frequency of their visits or dealings with the family. 

this way the families ,of schizophrenic patients are isolated 

gradually. 	Such isolation process per se inducesq. lot of 

complications to the course of the illness as well as 

problems for the family members. 

(4) Family's avoidance of others: 

Considering the stigma many family members of the 

schizophrenic patients seclude themselves and avoid mixing 

with others because of shame of fear of being misunderstood. 

Such seclusion intensified by others, rejection becomes the 

source of infinite problems. 

(5) Relationship difficulties: 

The illness induces separation of spouses, quarrels 

between two families, property feuds, police intervention, 

embarrassment for family members and other problems. When 

the female members get this illness, such problems become 

very much intensified. 
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E. Effect on physical health of others: 

This is seen'as a burden in the following two ways: 

(1) New Health Problems in others: 

The patient's disturbing behaviour causes physical 

illhealth, injuries or increased proneness to diseases in 

other family members. 

(2) Adverse effect on the health of others : 

In case of the sick members of the family effects 

are seen very significantly. Either the existing illness is 

exacerbated or someone loses weight or other such 

deterioration in health status occurs due to the illness 

behaviour of the patient. 

F. Effect on mental health of others : 

Other family members seeking help for psychological 

problems - Problems like patient's impulsive suicidal attempt 

pr utter disobedient behaviour or worries about future make 

other people psychologically affected. They seek the 

services of counsellors for solving their own problems. 

(2) Increased mental health risk for others : 

Other members of the family lose sleep, become 

depressed or weepy, express suicidal wishes, become 

excessively irritable and feel meaninglessness in living. 
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Unless they are given proper attention and care, they are 

likely to get into serious psychological and psychiatric 

problems. 

TABLE NO, 60 

SUBJECTIVE BURDEN AS EXPERIENCED BY FAMILY 

MEMBERS DUE TO PATIENTS ILLNESS 

Sl.No Level of Burden Number of Families Percentage 

1. No Burden = 0 5 2.5% 

2. Moderate 	= 1 102 51.0% 

3. Severe = 2 93 46.5% 

Total Burden 200 100.00 

This table gives information about the subjective 

burden on the family. 	This is assessed by asking the 

following standard questions and scoring the 	relatives 

answer: 	how much would you say, you have.suffered owing to 

the patients illness - severely, a little or not at all. 

Five families (2.5%) have expressed that they are 

not at all facing any burden. This is contributed by many 

factors like signs and symptoms of patients'1 ' illness 

characterized by non-disturbing behaviour, presence of 

adequate number of members in the family to share the 

responsibility, adequate outside social support and allied 

reasons. 
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51% of the families are facing moderate burden due 

to the patient's illness whereas 46.5% of the families 

experience severe burden because of the patient's illness. 

Thus it is seen that almost all the families face either 

moderate or severe burden due to the patient's illness. 

Such burdens need to be individualized by the 

professionals and in collaboration with the family members, 

suitable help need to be extended. In fact the reduction in 

family burden is the indicator of the effectiveness of the 

intervention programmes. While medicines and drugs could 

reduce the problem behaviour of patients to some extent, the 

casework, group work and community organisation services 

would be helpful in helping the patients and the family 

members to help themselves. In studies related to cost 

effectiveness, the family burden is given much priority and 

professional support. 

Conclusion:- 

In this study it is found that most of the families 

of schizophrenic patients experience various types of burden 

due to the illness of the patient. It is evident from this 

study that highest burden is experienced by the families with 

regard to the financial aspect. Other burdens experienced 

by the family members are disruption of other family member s' 

activities, disruption of family leisure time activities, 

disruption of family interaction and effect on physical and 

mental health of other members of the family. 



CHAPTER VII 

FAMILY MEMBERS' ATTITUDE 

TOWORDS 

MENTAL ILLNESS 
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The past few decades have witnessed several major 

shifts in the conception, care and treatment of hospitalized 

mental patients. There has been a move towards "open" 

hospitals, milieu therapy, patient government, and patient 

work programmes. This newer outlook is based on the general 

assumption that the well being of mental patient is at least 

. to some extent influenced by the social context. Derivations 

from these assumptions include the most specific hypothesis 

that mental patients are 'sensitive to and influenced by the 

attitudinal atmosphere created by hospital employees, that 

the success of reintegrating former mental patients into 

society is affected by the attitudes of the general public 

towards mental illness, and that these attitudes play a role 

in determining the support of mental health programmes by the 

general public as voters or tax payers. 

In this section an attempt haS been made to discuss 

the family members' opinion about mental illness. The 

instrument used was opinions about mental illness which was 

prepared by Cohen and Struening (1964). It has 51 items 

covering the following five dimensions. 

1) Genesis or causes (11 Items) 

2) Care of the mentally ill (14 Items) 

3) Mental hospital environment and mental patients (9 Items) 

4) Social restrictiveness (10 Items) 

5) Interpersonal relationship and mental illness (7 Items) 
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The key informant in the patient's family is asked 

to express his or her Opinion in six choices. 

1) Strongly agree 

2) Agree 

3) Not sure but probably agree 

4) Not sure but probably disagree 

5) Disagree 

6) Strongly disagree 

They were assured that thereoere no right or wrong 

answers and they could express their opinions frankly. The 

observations are discussed in the following five tables. 

TABLE NO. 61 

FAMILY MEMBERS' OPINION TOWARDS MENTAL ILLNESS (GENESIS OR 

CAUSES) 

SL.NO 
	

ITEM 	 SA A NS NS DA SD 
BA BD 

1. Nervous breakdown usually 	3 	31 74 90 2 	0 
results when people work 
too hard 

2. It is easy to recognise 	1 	47 112 40 0 	0 
someone who once had 
serious mental illness 

3. When 	a person 	has a 	0 	178 15 	7 0 	0 
problem it is best not 
to think about it but keep 
busy with more pleasant 
things 
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4. 	There is something about 
mental patients that makes 
it easy to tell them from 
normal people 

. 5. 	people would not become 
mentally ill if they 
avoided bad thoughts 

6. A heart patient has just 
one thing wrong with him, 
while a mentally ill 
person is completely 
different from other 
patients 

7. People with mental illness 
should never be treated in 
the same hospital as 
people with physical 
illness 

8. Mental illness is usually 
caused by some disease of 
the nervous system 

9. College professors are 
most likely to become 
mentally ill than are 
business men 

10. Sometimes mental illness 
is punishment for bad 
deeds 

11. One of the main causes of 
mental illness is lack of 
moral, strength or 	will 
power 

SA A NS 
BA 

NS 
BD 

DA SD 

2 56 116 25 1 0 

0 19 81 94 6 0 

5 177 10 7 1 0 

1 184 13 1 1 0 

0 27 48 119 4 2 

0 13 37 135 15 0 

0 26 87 82 1 4 

0 169 23 3 3 2 

SL.NO 	 ITEM 
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The table presents 11 items related to family 

members opinion about the genesis or causes of mental 

illness. 

1) Nervous breakdown usually results when people work too 

hard: 

It is significant to note that 17% of respondents 

either agreed or strongly agreed. Only 1% of the family 

members disagreed with this statement. However 82% were not 

sure, but among this group 37% agreed and 45% diagreed with 

the statement. From scientific point of view this issue need 

to be looked at from different angles. The clinical 

experience would show that the statement is not true at least 

in most of the cases. 	But in few cases the nervous 

breakdowns are caused when the people work too hard. 	Except 

in few instances, working too hard need not necessarily cause 

nervous breakdown or mental illnesses. Such misconceptions 

need to be changed, so that family members are made aware of 

this fact. 

(2) It is easy to recognise 	someone who once had serious 

mental illness: 

To this statement 24% of the family members either 
$17—Yar41 

agreed or 	agreed. It is important to note that no one has 

disagreed with this statement, though 20% were included in 

the category of not sure but disagree. 56% were included in 
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the category of not sure but agree. This trend shows that 

the family members are influenced by the stereotypes about 

mental illness. 	In fact in many cases it is not easy to 

recognip someone who once had serious mental illness. 	If 

they are treated well and fully accepted by the family 

members, they function as normal as anyone else in the 

community. In a few cases specially in case of chronic 

mental illnesses, without any treatment or neglected by 

families, recognition of mental illness might be easy. But 

with the modern trends in mental health care, it is not easy 

to recognize as mentioned in the statement. 

3) When a person has a problem, it is best not to think about 

it but keep busy with more pleasant things: 

89% of the family members hat agreed to this 

statement. 7.5% of the respondent Wia.re included in the 

category of not sure but agree. Only 3.5 90418xe included in 

the category of not sure but disagree. This statement deals 

with strategies to cope with stresses. One of the healthy 

strategies suggested by mental health experts is related to 

this statement. The aasumption is that as one diverts his 

attention to certain pleasant things, he gets relaxed and 

this relaxed mood helps him to think about the problem very 

objectively, systematically, logically and creatively. When 

the individual adopts this method, his problem solving 

capacities are strengthened. In this respect the family 
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members seem to agree with scientific conceptions of stress 

management. • 

4) There is something about mental patients that makes it 

easy to tell them from normal people: 

29% of the respondents hack either strongly agreed 

or agreed to this statement and 58%4re likely to agree with 

this statement. Only 0.5% disagreed to this statement and 

12.5%Were included in the category of not sure but disagree. 

This statement is true as well as false depending on the 

patients to whom we are referring to. Many patients with 

serious psychiatric problems manifest some obvious abnormal 

traits - behaviour, talk, dressing, thinking, perceptions and 

allied aspects in day to day life. In this respect this 

statement is found to be true. But in a significant number 

of cases, it is difficult to locate any abnormal feature. 

They look like any other so called normal persons. They 

talk, behave, interact, and respond to others as expected of 

them. In such cases the given statement becomes false. The 

public need to be made aware of such possibilities also. 

5) People would not become mentally ill, if they avoided bad 

thoughts: 

9.5% of the respondents agreed to this statement. 

87.5%wtre included in the not sure category of whom 40.5%were 

towards agree category and 47%idere towards disagree category. 

Only 3% disagreed with this statement. Avoidance of bad 
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thoughts is helpful to promote one's mental health but that 

alone is not sufficient to prevent mental illnesses. In some 

cases the preoccupation and obsession with bad thoughts might 

cause the problem. But it is incorrect to say that people 

would not become mentally ill if they avoided bad thoughts. 

6) A heart patient has just one thing wrong with him, while a 

• 	mentally ill person is completely different from other  

persons: 

Majority of the respondents(91%) agreed to this 

statement. Even among the remaining respondents, , . 5% 

were not sure but agreed with the statement. Only 0.5% 

disagreed with the statement. In its real sense this is not 

true. A mentally ill person is not completely different from 

other persons. In many cases of mental illnesses the 

person may be performing his role effectively. He or she may 

have problems in one or few areas. His or her reactions are 

very specific to the problems rather than generalized to all 

the areas of living. The presence of such patients makes the 

statement not true. 

7) People with mental illness should never be treated in the 

same hospital, as people with physical illness: 

Majority of the respondents(92.59agreed to this 

statement and a negligibly small number 0.5% disagreed with 

this statement. This statement might be true either in the 
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last century or in the early part of this century but not in 

1990's. In fact the pain emphasis of the National Mental 

Health Programme for India is that mental patients need to be 

treated in their own community, or in the nearby Primary 

Health Centre or Primary Health Units or general hospitals. 

The newer trends of integrating mental health with general 

health care makes the statement outdated and false. The 

general hospital care of the mental patients would remove 

many of the misconceptions about mental illness. 

8) Mental illness is usually caused by some disease of the 

nervous system: 

Only 	3% disagreed with this statement. 	The 

remaining respondents either agreed or not sure but agreed 

and some disagreed. It is partly correct. The diseases of 

the nervous system do cause certain mental illnesses, which 

is usually called organic psychiatric syndromes. But in most 

of the cases, the illness is caused by various other factors 

like psychological, interpersonal, biological, and cultural 

issues. 

9) College professors are most likely to become mentally ill  

than businessmen: 

Almost equal number of respondents agreed as well 

as disagreed with this statement. 67.5% of the respondents 

wtre included in the category of not sure but disagree. There 
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is no scientific evidence to prove this statement. 	College 

professors are not necessarily to become mentally ill. Their 

deep thinking, preoccupations, certain amount of 

carelessness, and other such behaviours need not be mental 

illnesses. In clinical experience also this statement proves 

to be false. 

• 10) Sometimes mental illness is punishment for bad deeds: 

Only 0.5% respondents disagreed with the given 

statement. 13% of the respondents agreed. 43.5% were 

included in the category of not sure, but agreed. 41% were 

not sure but tendAto disagree. This is a common belief seen 

among the public. This belief causes lot of guilt feelings 

in the family members. Scientifically speaking this is an 

unhealthy belief. 'The orthodox nature of the people tend to 

give importance to such beliefs. In clinical experience it 

is found that it is difficult to change such beliefs. 

11) One of the main causes of mental illness is lack of moral  

strength or will power: 

This statement 	agreed upon by majority of the 

respondents (84.5%). Only '1.5% disagreed with this 

statement. Psychological models of mental illness agree with 

this statement. Psychoanalytical concepts of superego 

highlights the importance of morality, moral values and moral 

strength. Weakening of these forces reduces the strength of 



NS 
BD 

DA 

23 172 

6 1 

' 24 0 

3 0 

1 0 

99 2 

0 

0 

1 

SD 

0 

2 

0 

superego, which in turn affects the individual's capacity to 

judge good or bad. Such conditions might cause different 

problems related to personality neuroses. 

TABLE NO. 62 
	 • 

FAMILY MEMBERS OPINION TOWARDS MENTAL ILLNESS 

(CARE OF THE MENTALLY ILL) 

SA A NS 
BA 

0 2 3 

182 3 

2 44 130 

6 178 13 

2 186 11 

0 9 89 

0 25" 145 

SL.NO 	 ITEM 

1. Mental illness is an 
illness like any other 

2. It is wrong to laugh at 
the patients in the 
mental hospital 

3. Patients•in the mental 
hospital are in many ways 
like children 

4. More tax money should be 
spent in the care and 
treatment of the mentally . 
ill 

5. Anyone who tries to better 
himself deservesthe 
respect of others 

6. Patients in the mental 
hospital will never be 
their oldselves again 

7. Many mental patients are 
capable of skilled labour 

4 26 0 
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SA A NS 
BA 

0 16 14F? 

0 8 cg 

0 8 1-47 

0 13 (00 

0 1 5t1 

3 192 2 

0 12 10 

9. If a patient in a mental 
hospital attacks he should 

• 	be punished 

10. Every mental hospital 
should be surrounded by a 
high fence and guards 

11. The law should allow a 
woman to divorce her 
husband as soon as he has 
been confined to mental 
hospital with severe 
mental illness 

12. Patients with severe 
mental illness are no 
longer really human 

13. Our mental hospital,should 
be organised in a way that 
makes the patient feel as 
much as possible like he 
is living at home 

14. There is little that can 
be done for patients in a 
mental hospital except to 
see 	that 	they 	are 
comfortable and well fed 

SL.NO 	 ITEM 

8. 	To become a patient in a 
mental hospital is to 
become a failure in life 

	

NS 	DA SD 
BD 

	

9 	26 	c!,..y 

18 116 . 0 

44 101 0 

	

55 	72 

36 109 Ci 

	

3 	0 	0 

45 113 20 

This table presents 14 items related to the care of 

the mentally ill. 
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1) Mental illness is an illness like any other: 

Majority of the respondents (86%) disagreed with 

the statement. Only 1% agreed with the statement. Many of 

the mental health education campaigns emphasize on this 

aspect. In many respects it is true that mental illness is 

an illness like another illness. 

(2) It is wrong to laugh at the patients in the mental  

hospitals: 

Majority of the family members (94%) agreed with the 

statement. It is important to note that 1.5% did not agree 

with this statement. When mental illness is like any other 

illness, it is not in any way humane to laugh at them. The 

people need to understand why the people behave as they do. 

This understanding would help them to emphasise with them and 

help them. 

(3) Patients in the mental hospital are in many ways like 

children: 

23% of the family members agreed with this 

statement. 	65% of the respondentsy.ovv-not sure but tended, to 

agree with this statement. 	In considerable number of 

patients this is true, but not in all cases of mental 
4 

illness. 	The childish behaviour occurs as a result of 

regression in schizophrenic patients. So this statement is 

partly true. 



(4) More tax money should be spent in the care and treatment 

of the mentally ill: 

92% of the respondents agreed with this statement. 

It is significant to note that no one disagreed with this 

statement though 1.5% of the respondents expressed that they 

%Wive. not sure but tendecM,  disagree. In our country this 

statement is very much true.Unless more tax money is spent in 

the care and treatment of the mentally ill s  it is impossible 

to improve the living conditions of the mentally ill or 

develop the mental hospital facilities. Even to implement 

the community based mental health programmes as being 

envisaged in the National Mental Health Programme for India, 

(GOI, 1982) more funds are required. 

(5) Anyone who tries to better himself deserves the respect  

of others: 

Majority of the family members (94%) agreed with 

this statement. Actually this is one of the important 

principles of mental hygiene. Self improvement or self 

development is undoubtedly an appreciable quality in an 

individual. 

(6) Patients in the mental hospitals will never be their 

oldselves again: 

Majority of the family members expressed that they 

waave. not sure about this statement. However, 44.5% tendwito 
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disagree with this statement. 	According to the recent 

document brought out by the government of India, with the 

methods for treatment and prevention available in modern 

health care, chronicity and disability could be avoided in 

about 80% of the cases. Complete and lasting recovery is 

possible in no less than 60%. So the statement in the 

attitude item is false. Many patients in the mental hospital 

regain their old selves again. 

(7) Many mental patients are capable of skilled labour: 

Only 12.5% of the respondents agreed with this 

statement and13% disagreed with this. It is true that most 

of the mental patients are capable of skilled labour. They 

need to be given appropriate work so that their self work 

could be improved. In therapeutic interventions it is done 

through occupational therapy, vocational training, vocational 

counselling and guidance, sheltered workshops and day care 

programmes. 

(8) To become a patient in a mental hospital is to become a 

failure in life: 

8% of the respondents agreed with this statement 

and 74.5% of the family members were not sure but tended, to 

agree with this statement. Hardly 13% disagreed. with this 

statement. Various researches and clinical experiences have 

clearly shown that many of the ex-patients of the mental 
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hospitals have become a success in life like others. 	To 

quote the historical fact, the mental hygiene movement was 

started not by•the mental health professionals but by one of 

the ex-patients, Clifford Bears through his book "A mind that 

found itself". In ordinary life the psychiatric social 

workers encounter. Such successful examples in the field of 

mental health. So the given statement is a pessimistic 

statement not true of what is going on in practice. 

(9) If a patient in a hospital attacks, he should be 

punished: 

Only 	4% agreed and 58% disagreed, with 	the 

statement. 	It is true in considerable number of patients, 

specially who have lost their insight and judgement. 	But 

other patients who are in a position to understand the 

consequences of their acts would be made to realize the 

irrationality and irrelevance of their aggressive acts, 

through individual therapeutic sessions or group 

interactional programmes or through re-inforcement strategies 

being adopted in the wards. Such patients need not 

necessarily be exempted from appropriate punishment. 

10) Every mental hospital should be surrounded by 	high 

fence and guards: 

Only 4% agreed with this attitudinal statement. 

50.5% 	disagreed with this statement. 	If 	even 	the 



professional were asked this question during the 	last 

century, 	they would, have responded positively to the 

statement. 	But the changed system and the modern trends in 

mental health emphasize that the mental hospital need not be 

surrounded by high fence and guards. The concept of 

therapeutic community gives importance to making the mental 

hospital system as open and therapeutic as possible to 

simulate the characteristics of the general community and 

society. The jail like atmosphere need to be changed to 

facilitate the effective treatment of the mentally ill in the 

hospital setting. 

(11) The law should allow women to divorce her husband as 

soon as he has been confined to mental hospital with 

severe mental illness: 

36% disagreed with this statement and 27.5%wcre not 

sure but tendectqiidisagree with this statement. Only 6.5% of 

the respondents agreed with this attitudinal statement. In 

fact the disagreement with this attitudinal item goes well 

with the scientific way of looking at mental illness, humane 

approach to mentally ill and therapeutic way of handling the 

problems of the mentally ill. 

(12) Patients with severe mental illness are no longer really 

human: 

54.5% of the respondents disagreed with this 

attitudinal item. Only 0.5% of the respondents agreed with 
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this item. 	There was a time when the mentally ill were 

treated like animals -.whipped, starved, and humiliated. But 

with effective drugs and various innovations in therapeutic 

approaches, the statement merely reflects the inhuman way of 

looking at things. Patients are people and they have 

problems. The presence of the problems does not nullify the 

existence as human beings. 

(13) Our mental hospitals should be organized in a way that 

makes the patient feel as much as possible like he is 

living at home: 

It 	is important to note that 97.5% of the 

respondents agreed to this view. No one disagreed. 	Only 

1.5% of the respondents expressed that they were not sure but 

tendoit)disagree with the statement. The opinions expressed 

by the majority are in consonance of the modern concept of 

the4Peutic approaches to the mentally ill (Ranganathan and 

Parthasarathy 1984). The more the hospital resembles, the 

community and home, the better would be its therapeutic 

impact on the patients.. 

(14) There is little that can be done for patients in a 

mental hospital except to see that they are 

comfortable and well fed: 

This attitudinal item was disagreed by 66.5% of the 

family members. No doubt they need to be well fed and made 
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comfortable in the mental hospital. 	That alone is not 

sufficient. Various treatment modalities - medicines, drugs, 

injections, case work, group work, counselling. E.C.T., 

recreational therapy, occupational therapy etc. need to be 

given to the patient for the recovery. 	So the given 

statement merely indicates the humanistic approach. 	In 

reality the humanistic approach need to be substantiated by 

scientific treatment modalities. 

TABLE NO. (63) 

FAMILY MEMBERS OPINION TOWARDS MENTAL ILLNESS 

(Mental Hospital Environment and Mental Patients) 

SL.NO 	 ITEM 

1. Most patients in mental 
hospitals are not dangerous 

2. Most mental patients are 
willing to work 

3. If our hospitals have got 
well trained doctors, 
nurses and aides, many of 
the patients would get 
enough to live outside the 
hospital 

4. Our mental hospitals seem 
more like prisons than 
life places where mentally 
ill people can be cared 
for 

SA A NS 
BA 

NS 
BD 

DA SD 

0 11 47 32 110 0 

1 16 6 100 74 3 

1 56 140 3 0 0 

0 20 40 121 16 3 



161 

SL.NO 	 ITEM 

5. Many people who have never 
been patients in a mental 
hospital are no more 
mentally ill than many 
hospitalized mental 
patients 

6. Many mental patients would 
remain in the hospital 
until they were well even 
if their doors were 
unlocked 

SA A NS 
BA 

NS 
BD 

DA SD 

0 4 31 22 122 21 

0 3 26 27 109 35 

1 191 3 4 1 0 

0 23 61 111 5 0 

0 1 0 49 133 17 

6. . 	 The patients of mental 
hospital should be 
allowed more privacy 

7. People 	who are 	unable 
to work because of mental 
illness 	should 	receive 
money for living expenses 

5. 	The best way to handle 
patients in mental 
hospital is to keep them 
behind locked doors 

This table deals with 9 attitudinal items related 

to mental hospital environment and mental patients. 

1) Most patients in mental hospitals are not dangerous: 

55% of the family members disagreed with this 

attitudinal item. In addition, 16% though not sure, tendeato 

disagree with this statement. Scientifically speaking as 
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well as statistically looking at the patients in the mental 

hospital, the statement is absolutely true. Except a few, 

most of the patients do not show any violent, dangerous, 

assaultive, and uncontrollable behaviours. 

2) Most mental patients are willing to work: 

This statement hai elicited varied responses. 8.5% 

of the respondents agreed to this statement, whereas 37% 

disagreed with this idea. 50% expressed that though they were 

not sure of the authenticity of the information, they tendQAG 

disagree with this statement. But the fact of the matter is 

that most mental patients are willing to work provided, they 

get enough motivation, and they find the work meaningful and 

within their capacities. A few patients are -amotivated and 

try to shirk the responsibilities. Such patients need 

effective supervision and well planned reinforcement 

strategies. 

3) If our hospitals have got well trained doctors, nurses and 

aides, many of the patients would have enough to live 

outside the hospitals: 

It is significant to note that no one disagreed 

with this statement except 1.5%, who expressed that they were 

not sure but tendoci t disagree with the statement. 28.5% 

agreed to this statement. It is an undisputable fact that if 

our mental hospitals have got well trained psychiatrists, 

clinical psychologists, psychiatric social workers, 
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psychiatric nurses and occupational therapists, many of the 

patients would be adequately prepared to live in the 

community. 

4) Our mental hospitals seem more like prisons than like 

places where mentally ill people can be cared for: 

This statement is a realistic appraisal of the 

deplorable facilities provided by most of our mental 

hospitals in India. 8% of the relatives disagreed with this 

statement. 60.5% though not sure of the authenticity of the 

information, tend disagree with the attitudinal statement. 

Barring a few institutions all the mental hospitals in our 

country require lot of improvement and development. Some of 

the older hospitals are having dilapidated buildings and 

inadequate facilities. Some of them look like prisons. 

5) The best way to handle the patients in mental hospitals is 

to keep them behind locked doors: 

Only 2% of the respondents agreed to the statement 

and 15.5%WQ,re included in the category of not sure but agree. 

The remaining relatives showed different levels of 

disagreement. 	Definitely the best way is not to keep the 

mental patients behind the locked doors. The social 

treatment approaches based on therapeutic milieu call for 

open door policy wherein the freedom of the patient is not 

curtailed as much as possible. In modern mental hospitals 
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outpatient treatment is increasingly encouraged. If the 

patients need to be admitted, they are admitted for brief 

shorter period preferably in the wards resembling a general 

hospital set up. Keeping the patient, behind locked 

doors is being given up in many of the mental hospitals 

gradually. Such a trend is considered healthy, progressive, 

development oriented, patient centered and welfare oriented. 

6) The patients of mental hospitals should be allowed more 

privacy: 

This statement haa elicited more of disagreement 

response (72%) than agreement responses (1.5%). In fact the 

patients of mental hospitals should be allowed to have as 

much privacy as is expected of other human beings. This in 

turn would help them to maintain themselves and keep up their 

self esteem and self worth. 

7) People who are unable to work because of mental illness 

should receive money for living expenses: 

96% of the family members agreed to this idea and 

only 0.5% disagreed with this statement. As is being done in 

some states in regard to social security schemes for several 

mentally retarded patients from poor families, such schemes 

could be extended to mentally ill too. Though social 

security schemes to the mentally ill is a controversial 

subject even to the professionals, the realities of our 

country call for such carefully planned welfare measures. 
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8) Many people  who have never been patients  in a mental  
. 

hospital 	are 	no more mentally  . ill 	than many 

hospitalized mental patients: 

This statement haa elicited more of not sure 

responses than other levels of agreement and disagreement. 

55.5% of the respondents ware not sure but tendelito disagree 

with this statement. 30.5%were not sure but tendecLto agree 

with this statement. Only 11.5% agreed with this and 2.5% 

disagreed with this statement. From the available data, it 

is safe to conclude that not more than 10% of those requiring 

urgent mental health care are receiving the needed help with 

the existing services. The situation is worse in the rural 

areas due to the heavy concentration of the services and 

facilities in the cities (GOI, 1982). 

9) Many mental patients would remain  in the hospital until  

they were well even  if their doors were unlocked: 

75% of the respondents disagreed with this 

statement and 24.5%were•not sure but tendQ4 	disagree with 

this statement. Only 0.5% agreed with this statement. 	The 

clinical experience shows th4the statement is correct. Many 

mental patients escape. from the mental hospitals for various 

reasons like nature of illness, inadequate facilities in the 

hospitals and inhuman treatment. Thus if the doors were 

unlocked many mental patients would try to escape rather than 

remain in the hospital. 
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TABLE NO. 64 

FAMILY MEMBERS OPINION TOWARDS MENTAL ILLNESS 
(Social Restrictiveness) 

SL.NO 	 ITEM 

10. A woman should be foolish 
to marry a man who has had 
severe mental illness even 
though he seems to be 
fully recovered 

11. Anyone who is in a 
hospital for mental 
illness 	should not 	be 
allowed to vote 

SA A NS 
BA 

NS 
BD 

DA SD 

0 5 170 21 4 0 

0 189 7 3 1 0- 

1 12 17 126 44 0 

1 146 39 6 7 1 

0 9 179 10 1 1 

0 9 12 34 143 2 

2. People who are mentally 
ill let their emotions 
control them. Normal 
people think things out 

• 

3. people who were once in 
mental hospitals are no 
more dangerous than the 
average citizen 

4. The small children of 
patients in the mental 
hospital should not be 
allowed to visit them 

1. 	Although patients 
discharged from mental 
hospital may seem alright 
they should not be allowed 
to marry 



0 3 

0 33 

2 60 

0 7 

6. 

108 

128 

4 

1 75 

SL.NO 	 ITEM 	 SA A 	NS NS DA SD 
BA BD 

7. Most women who were once 
patients in a mental 
hospital could be trusted 
as baby sitters 

8. Most patients in mental 
hospitals do not care how 
they look 

9. Although some mental 
patients seem alright it 
is dangerous to forget 

' that they are 
mentally ill 

10. All patients in 	mental 
hospitals should be 
prevented from having 
children by painless 
operation 

27 i(;4 -0 

19 29 11 

10 0 0 

.53 120 16 

In this table the following ten attitudinal items 

related to social restrictiveness are discussed : 

1) Although patients discharged from mental hospitals may  

seem alright they should not be allowed to marry: 

To this attitudinal item majority of the 

respondents (85%)wit.re grouped under not sure but agree. A 

small number of relatives (2.5%) agreed with this statement 

and 2% disagreeciwith this statement. Actually the issue of 

marriage for the patients discharged from mental hospital 
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need to be decided very carefully. It is important to see 

the severity of the, illness, prognosis, course of the 

illness, possibilities of genetic transmission, capacities 

for personal and social functioning and competence for 

marital and family life, before taking any decision about 

marriage. Usually when risk factors are high and 

disabilities 	are 	high, marriage is 	not 	recommended. 

Otherwise marriage is suggested to the restored patients. 

2) People who are mentally ill let their emotions control  

them, normal people think things out: 

Majority of the respondents (94.5%) agreed to this 

statement. Only 0.5% respondents disagreed with this 

attitudinal item. It is is not true in many of the cases. 

There are many mentally ill who do not allow their emotions 

control them. Likewise, there are many normal people who do 

not think things out. Thus the statement is a fallacious 

one. 

3) People who were once in mental hospitals are no more 

dancierous.than the average citizens: 

The 	category of not sure but disagree coots' 

predominant (63%). 22% of the respondents disagreed with 

this statement. Only 6% agreed with this attitudinal item. 

In fact the research studies have brought forth the findings 

that people who were once in mental hospitalswOxe no more 

dangerous than the average citizen. 
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4) The small children of the patients in the mental hospital  

should not be allowed. to visit them: 

Majority of the family members (73.5%) either 

agreed or strongly agreed with this statement. Only 4%;" - 

 either disagreed with this attitudinal item. In practice 

there is no restriction for small children visiting their 

relatives in the mental hospital. However in the past 

children were not allowed. The trends have changed recently. 

5) A woman should be foolish to marry a man who has had 

severe mental illness even though he seems to be fully 

recovered: 

The majority of the responses (89.5%)Nmre included 

under the category of not sure but agree. 4.5% of the family 

members agreed with this statement. Only 1% of the relatives 

disagreed with this attitudinal item. In this item the 

dissenters seem to be scientific as well as humanistic. The 

woman referred to in the statement would not be termed as 

foolish for her act. 

6) Anyone who is in a hospital for mental illness should not 

be allowed to vote: 

72.5% of the family members disagreed with this 

statement. Only 4.5% respondents agreed with this statement. 

As long as the patient understands what he is doing and the 

consequences of his act and also he is aware of his 

surroundings, he can be allowed to vote. 
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7) Most women who were once patients in a mental hospital  

could be trusted as baby sitters: 

82% disagreed with this attitudinal item. 13.5% of 

the respondents were not sure but tendatbs,disagree with this 

statement. Only 1.5% agreed with this item. Here also one 

needs to consider the nature, the course, prognosis and 

disabilities, etc., before taking such decisions. Many women 

who were once patients in the mental hospital are trusted as 

baby sitters. 

8) Most patients in mental hospital do not care how they  

look: 

Majority of the responses6ore included in the group 

of not sure but agree (54%). 	16.5% agreed with this 

statement. 	Only 20% disagreed with this attitudinal item. 

Most patients left to themselves and given proper facilities 

take care of their looks. If at all patients are not taking 

care of their looks, it is more because of uncongenial 

environment and inadequate facilities provided in the 

hospitals. In some illnesses, the characteristic features 

are overconcern about dressing, look and other ornaments. 

9) Although some mental patients seem alright, it 	is 

dangerous to forget for a moment that they are mentally 

ill: 

While 31% of the respondents agreed with this 

statement no one disagreed with this attitudinal item. 	64% 
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wire not sure of their ideas but tended to' agree with this 

statement. 	Actually7 .remembering always that a person was 

mentally ill would not help in any way. 	Instead it will 

adversely affect the interaction process. Considering this 

fact this statement doesnot seem to be directed towards 

healthy outlook towards mentally ill. 

10) All patients in mental hospitals should be prevented from 

having children by painless operation: 

68% 	of the respondents disagreed with this 

statement. 	Though some vmm not sure (26.5%) but tended to 

disagree with this statement. Only 3.5% agreed with this 

statement. The disagreement with the statement seems to be 

realistic, scientific, humanistic and logical. 

TABLE NO. 65 

FAMILY MEMBERS1 OPINION ABOUT MENTAL ILLNESS 

(Inter Personal Relationship and Mental Illness) 

SL.NO 	 ITEM 	 SA A 	NS NS DA SD 
BA BD 

1. If parents loved 	their 	0 	3 	172 	25 	0 	0 
children more,there would 
be less mental illness 

2. Although they are usually 	0 	14 	85 100 	1 	0 
not aware of it many people 
become mentally ill to 
avoid the difficult 
problems of everyday life 
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SL.NO 	 ITEM 	 SA A 	NS NS DA SD 
BA BD 

• 

3. People who are successful 	2 175 	17 	4 	2 	0 
in their work seldom 
become mentally ill 

4. Mental patients come from 	3 	32 	154 . 10 	1 	0 
homes where their parents 
took little interest in 
their children 

5. If the children of 
mentally ill parents were 
raised by normal parents, 
they would probably not 
become mentally ill 

0 	8 163 	29 	0 	0 

6. The mental illness of many 	0 	3 	97 	61 	3 .5 	4 
people is caused by the 
separation or divorce of 
their parents during their 
childhood 

7. If the children of normal 	0 	9 182 	4 	5 	0 
parents were raised by 
mentally ill parents they 
would probably 	become 
mentally ill 

Interpersonal relationship and mental illness: 

This table deals with 7 attitudinal items related 

to interpersonal relationship and mental illness. 

1) If parents love the children more, there would be less  

mental illness: 

This attitudinal item elicited more not sure but 

agree 	respon.sQs (sc%) than not sure but disagree (12.5%). 

Nobody disagreed and 1.5% agreed with the statement. 	If 

parents loved their children more, there would be less mental 
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illness, which arises out of the conceptions regarding 

Lmaternal L  paternal deprivations, parental conflicts, child 

abuse, and unrealistic expectations of parents and unhealthy 

comparisons made by parents or unhealthy attachments or 

rejections by parents. 

2) Although they are usually  not aware  of it, many people 

become mentally ill,  to avoid the difficult problems  of 

everyday life: 

7% of the family members agreed to this statement. 

0.5% did not agree with this item. But majority of them are 

grouped under not sure category. 50% of them wore not sure 

but tendatrs disagree with this statement, whereas 42.5% were 

not sure but tend4AGagree with this statement. Of course a 

small group of patients called hysterical patients are known 

for such escapism, but it is not applicable to other 

categories of mentally ill. 

3) People  who are successful  in their work seldom become 

mentally  ill: 

This 	item was agreed upon by 88.5% of the 

respondents. Only 1% disagreed with this statement. 	People 

who are successful in their work, if they are disturbed in 

their social, family and marital relationship are or if they 

fail to get what they aimed at or they become what is called 

workholics, they are prone for mental illness. Among mental 
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patients, there are many high achievers, eminent scientists 

and other successful, people. Success in work no doubt 

increases the self esteem and sense of wellbeing. But it 

does not necessarily prevent mental illness. 

4) Mental patients come from homes, where the parents took 

little interest in their children: 

Majority of the respondents were not sure but tend4 

to agree with this statement. It is true that lack of 

parental concern and interest lead to mental illness. But it 

is not so in all the cases. Sometimes parental overconcern, 

overprotectioni_
4,,c1

dominance, do cause problems in the children. 

So the statement is applicable to some groups of patients and 

not to all the patients. 

5) If children of mentally ill parents were raised by normal  

parents, they would probably not become mentally ill: 

Only 4% agreed with this statement. 81.5%were not 

sure but tendoJb5agree with this attitudinal item. Only 

14.5% tendec%. disagree with this statement. The statement is 

scientific and logical in nature. 

6) The mental illness of many people is caused by the 

separation or divorce of their parents during their 

childhood: 

19.5% of the family members disagreed with this 

statement. While 30.5% tend0 t disagree with this item. 	As 
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far as western countries are concerned, this might be true in 

some cases but not in our country. 

7) If the children of normal parents were raised by 

mentally ill parents, they would probably become 

mentally ill: 

This attitudinal item elicited more of not sure but 

agree responses (91%). If parental attitudes are negative, 

their behaviour is unhealthy, the family environment is 

uncongenial, the experiences provided are pathological, the 

children are likely to become mentally ill. 

Conclusion: 

The facts of the present study reveal that most of 

the family members have misconception about the genesis or 

causes of mental illness. A few family members share 

superstitious ideas about the care of the mentally ill. 

Though majority of them have sympathy towards the mentally 

ill, they are pessimistic about their recovery. Family 

members of most of the schizophrenic patients are not sure 

about the relationship between interpersonal relationship and 

mental illness. 
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CHAPTER VIII 

SUMMARY, CONCLUSION 

AND 

SUGGESTIONS 
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This chapter attempts to give a summary of the main • 

findings of the present study regarding the social background 

of the schizophrenic patients in the state of Goa. In this 

chapter a mention is made about the relevance of the area, 

methods and techniques used to collect the data, methods of 

• analysis and salient findings of the study and hypotheses are 

verified. In addition, suggestions are made regarding future 

service, training and research programme, needed for the 

treatment of the mentally ill. 

As pointed out earlier mental disorder is 	a 

phenomenon, which has prevailed in all societies from the 

ancient to the modern times. HoWever, even after many years 

of research, there is no agreement on the meaning of the 

terms such as mentally ill, mentally disturbed and crazy. 

Though many psychiatrists, psychologists, and sociologists, 

have attempted to define mental adisorder precisely, none of 

these efforts has received widespread acceptance. Some 

experts see mental disorders as mental illness, others say 

that they reflect personal maladjustment and some others 

simply call them deviance. 

In this present study we have focussed our 

attention only on one type of mental illness, 	namely 
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schizophrenia, as it causes maximum suffering to the affected 

individual and his surroundings. 
• 

Schizophrenia is caused by multiple factors. 	The 

following are the main causative factors. 

I) Genetic factors 

2) Bio-chemical factors 

• 3) Neurological abnormalities 

4) Personality and physique 

5) Physical factors 

6) Psychological factors and 

7) Social factors. 

Schizophrenia is the most frequently diagnosed 

mental illness in India. Review of relevant literature 

clearly shows that there is hardly any scientific study on 

the sociological aspects of schizophrenia, especially 

regarding the families of schizophrenia patients in Goa. 	It 

is for this reason that the presLlt study was planned. 

Aims and objectives of the study: 

The main objective of the present study is to find 

out the social background conditions of schizophrenic 

patients, specially to identify the social characteristics of 

schizophrenic patients, to explore the sources of referral, 

to focus on the family conditions, to know about the family 

member-0 attitude towards mental illness, to identify the 
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patterns of utilization of psychiatric services and to evolve 

social models of mental health education and community care. 
• 

The data for the study was collected from the 

records of I.P.H.B., Panjim, relating to the period from 

January 1987 to December 1987. 

Two hundred first admission schizophrenic patients, 

• who ktre residents of Goa state, were randomly selected for 

the study. 

Interview schedule, specially prepared for the 

study. Brief psychiatric Rating Scale, Family Interaction 

pattern scale, Family Burden Scale and cohen and struening's 

Attitude scale, were used for data collection. 

Hypotheses:  

To make the study more precise and objective the 

following hypotheses were formulated 

1) schizophrenic patients are mostly from the unemployed or 

from the lower levels of occupations 

2) Lower castes are over represented among the schizophrenic 

patients 

3) Family communication is disturbed in most of the families 

of schizophrenic patients. 

4) There are disturbances in the family environment of most 

of the schizophrenic patients and 
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5) The 	highest burden experienced by the families of 

schizophrenic patients is the financial burden compared to 

other types of burden. 

The 	information collected was 	systematically 

processed and tabulated on various social dimensions. 

Whenever possible, groupings were made to arrive at 

meaningful inferences and associations. 

Main findings of the study: 

The findings of the present study are presented in 

chapters from three to seven. 

In chapter three the socio-economic aspects of the 

schizophrenic patients in Goa are analysed. Majority of the 

patients (86%) are either adolescents or young adults. 55% 

belong to Hindu religion, 42% belong to christians and 3% 

Muslims. 	Most of the patients (60%) belong to sudra caste. 

Illiterate patients constitute 29% of the patients. 	In 

respect of occupations, it is found that majority of the 

patients are either unemployed (34.5%) or from lower levels 

of occupations, such as peons, masons, toddy 	tappers, 

fitters, 	carpenters, and other skilled 	and 	unskilled 

occupations. Among the study group 62.5%,are single. With 

regard to the monthly income of the patients, it is seen that 

61% of the patients donot have any income. 75% of the 

families come from nuclear families. 48% of the families of 

patients have income ranging from Rs. 20# - 800 per month. 



Majority of the families (83%) perceive that their income is 

insufficient for their living. 88.5% of the patients are 

born in rural areas. In 23.5% of the families, there is an 

history of alcoholism. It is also seen that there is an 

history of mental illness like schizophrenia, affective 

disorder and other psychotie conditions in 18.5% of the 

families. Most of the patients (88.5%) were taken to other 

places for the purpose of treatment before they were brought 

to the Institute of Psychiatry and Human Behaviour. As far 

as the condition of the patient was concerned, 53.5% were 

severely affected and 46.5% were moderately affected. 

Chapter four presents the interaction patterns 

of the families of the Schezophrenic patients. It is found 

that in 65% of the families, family members rarely talk and 

discuss about their problems. There is only occasional free 

interaction among some members in 96% of the families. In 

53% of the families, family members are divided into small 

groups over certain issues. 53.5% families lack warmth and 

affection among the members and 55% expressed that there is 

absence of authority in their families. 

Chapter five reveals the environmental condition of 

the families of Schizophrenic patients. In majority of the 

families, the family environment is found to have 

disturbances 	in 	respect of 	cohesion, 	independence, 

achievement orientation, organization and control. 



Burden experienced by the families of schizophrenic 

patients in chapter six of the present study. As far as 

objective burden is concerned, total score as well as mean 
Shouts

score of each of the burdenLthe highest level of burden is 

experienced in respect of financial burden. Next to this 

comes the burden arising out of disruption in other family 

members activities. The third burden experienced is in 

relation to disruption in family interaction. The disruption 

of family leisure time activities is found to be one of the 

burdens experienced by the family members. Physical and 

mental health of other members of the family are also 

considerably affected by the schizophrenic patients. 

Assessment of subjective burden reveals that 46.5% of the 

families experience severe burden because of the patients 

illness, 51% of the families are facing moderate burden due 

to the patient's illness and 2.5% families have expressed 

that they are not at all facing any burden. 

Chapter seven presents the attitude of the family 

members towords mental illness and mental patients. It is 

revealed that most of the family members have misconceptions 

about the genesis or causes of mental illness. A few family 

members share superstitious ideas about the care of the 

mentally ill. Majority of the family members are not sure 

about the relationship between interpersonal relationship and 

mental illness. 
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Validation of the hypotheses  

Hypothesis No: I 

Schizophrenic patients 	are mostly 	from the 

unemployed or from the lower levels of occupations. Findings 

confirm this hypothesis in the 3rd chapter of this study. 

The occupational background of the patients clearly indicate 

that they are over - represented in the lower levels of 

occupational activities. 34.5% of the patients are 

unemployed and most of the remaining patients work as peons, 

masons, toddy tappers, fitters, carpenters, barbers and 

aller skilled and unskilled occupations. One of the 

important reasons would be that patients who seek the 

services of the Institute of Psychiatry and Human Behaviour 

are socio economically poorer than those who seek the 

services from other private centers of psychiatric care. 

There is a significant number of psychiatrists, who are in 

private practice in the state of Goa. Possibly some of the 

schizophrenic patients from rich families might be taking 

treatment from these private psychiatrists. As the people 
456e 

usually donot want their mentally ill family members known to 

everybody, they tend to avoid going to the government 

institution for treatment. Yet another reason may be the 

fact that schizophrenic patients are more often seen in lower 

socio - economic classes. (Faris and Dunham 1939; Holbgshead 

and Redlich 1958). This study clearly shows that 



192 
,4 

schizophrenic patients are over - represented in the lower 

levels of occupational activities than higher levels of 
• 

occupations. 

Hypothesis Ho : 2 

Lower castes are over - represented among the 

schizophrenic patients. 	60% of the patients in the study 

group belong to sudra caste. 	8.5% belong to Harijans, 

Chamars, and Kunbis. The findings in this study confirms 

this hypothesis in chapter three. 

Hypothesis No : 3 

Family communication is disturbed in most of the 

families. In 65% of the families, family members rarely talk 

and discuss their problems. There is occasional free 

interaction among some members in 96% of the families. 	In 

53% of the families, family members are divided into small 

groups 	over certain issues. 	This again adds to the 

• disturbance in family communication. This hypothesis is also 

verified by the findings in the fourth chapter of this study. 

Hypothesis No : 4 

There are disturbances in the family environment of 

most of the schizophrenic patients. The families of 

schizophrenic patients have disturbances in the areas of co-

operativeness, expressiveness of emotions, restricted 



i9 

independence, 	achievement orientation, organization and 

control. 	This hypothesis too is verified by the collected 

data in chapter five. 

Hypothesis No : 5 

The highest burden experienced by the families of 

schizophrenic patients is the financial burden compared to 

• other types of burden. 

In this study, when we consider the total score as 
V,ows thalr 

well as the mean score of each of the burdenl_the highest 

level of burden is experienced in respect of financial 

aspect. 	Next to this comes the burden arising out of the 

disruption in other family members activities. 	The third 

burden experienced is in relation to disruption in family 

interactions. Disruption of family leisure time activities, 

effect on the physical and mental health of other family 

members, are the other burdens experienced by the families of 

schizophrenic patients. 

The highest score for financial burden in chapter 

six verifies the validity of this hypothesis. 

Thus all the hypotheses which were formulated for 

this studyiwere verified. This proves without doubt that 

though Goa has certain special characteristics, as it has 

remained away from the mainland of India, for over four 

centuries, the sociological aspects of schizophrenic patients 

are almost the same. 
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Suggestions:  

1) As majority of the families of schizophrenic patients 

seeking the services of mental hospital are from the lower 

socio 	economic strata of society, social management 

programme need to give importance to comprehensive 

community based rehabilitation programmes. 

2) For 	poor 	families of schizophrenic 	patients, 	the 

government may be persuaded to 
is 

schemes, 	as jbeing done in the 

handicapped and mentally retarded. 

case of 	physically 

extend social security 

3) Voluntary agencies in collaboration with government 

institutions, need to initiate and organize suitable 

treatment facilities and rehabilitation programmes in all 

talukas of Goa. 

4) Mental health professionals should be adequate in number 

in mental health institutions and community centres to 

take care of the psycho-social needs of the patients and 

to relieve the burden of the families of schizophrenic 

patients. 

5) Systematic efforts need to be focussed in mental health 

education to the family members of the Schizophrenic 

patients and to the public in general. 
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6) Counselling services need to be extended to the families 

of the mentally -ill and schizophrenic patients in 

particular to improve the quality of life in the families, 

specially the value of effective KLnship cohesiveness, not 

only in regard to patients vulnerability, but for the 

stability of a net work system as a whole. 

• 7) Planners of health services may be persuaded to consider 

sheltered employment to be an essential service for the 

mentally ill, especially for the adolescents and young 

schizophrenic patients. 

8) Professionals may extend their help to organize special 

programmes, such as religious membership, to provide 

better social environment and patient placement to extend 

their non- kin net work. 

9) Multiple family discussion groups and suitable family 

therapy models may be considered for intervention. 

10) Long term follow - up studies could be planned to assess 

the level of impact, professional intervention could make 

on the patient's clinical condition, family burden, family 

interaction, attitude towards mental illness and family 

environment. 

11) In the training of mental health professionals as well as 

in the training programmes for para - professionals and 



non - professionals adequate emphasis needsto be given to 

the sociological dimensions of mental illness, 

particularly schizophrenia, for understanding about the 

patients and their families, community resource 

utilization for effective rehabilitation programmes and 

social action strategies for the welfare of the mentally 
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APPENDIX - I 

CASE STUDIES 

1. 	Patient A, (female) 22 years old lady, was brought 

to Institute of Psychiatry and Human Behaviour, Panjim by her 

brother with the complaints of - 

- Sleeplessness 

- Excitement 

- Violent behaviour 

- Unco-operativeness 

- talking to herself and 

- hearing voices 

According to the history obtained, patient had been 

suffering from the above mentioned symptoms for the past six 

months. These symptoms started after 2 months of the death 

of the patient's mother to whom patient was very much 

attached. 

Patient hails from a lower class kshatriya catholic 

family, from a rural background. She is the 3rd of the 5 

siblings, born of a non-consanguineous union. 

Patient's father is a 65 year old man. He studied 

upto 4 th standard and was working as a sailor for 25 years. 

Ten years back he retired from his service. But, he is not 

getting any pension. After his retirement, he started 

drinking excessively and he gr lots of trouble to his 
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family members. He had "episode of mental illness at the 

age of 40 years from which he recovered within 6 months. 

After that he was functioning comparatively well until he 

started to drink excessively. For the last ten years, he is 

not bothering about the family's welfare. He sells the 

coconuts of his land and spends the money for his drinks. 

Besides- L. he borrows money from others for his drinkp-

and fights with people, when they ask for returning the 

• money. Family members feel ashamed of his unruly behaviour. 

But they can not do anything due to his arrogant nature. 

Patient's mother died 8 months back. 	She was 

illiterate. But she was a very affectionate and Gypd-fearing 

person. She was a great source of courage for the family. 

However her married life was not harmonious. She used to go 

for odd jobs and used to earn money for the family, as her 

husband was not bothered about the family. Patient has one 

brother and 3 sisters. Two of them are married. 

Patient's eldest sister is 30 years old. 	She 

studied up to 8th standard. She became a widow last year. 

Since then she is struggling to maintain her 3 children. She 

goes for coolie work. 

Patient's second sister is 26 years old, educated 

upto 4th standard. She is married and is having two 

children. She stays with her husband. 
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Patient is the 3rd among the siblings. 

Patients brother is 20 years old. He failed in 
51.-ari=ed 

10th std. and after bhat he 	working as a hotel boypaxgil 

earns Rs. 200/- per month. But he does not give financial 

help to the family except on few occasions like festivals. 

Patients youngest sister. is 18 years old, educated 

up to 6th std. She is working as a maid servant in a house 

• and is getting Rs.100/- per month. She saves her salary and 

does not give anything to the family. 

Patient was born after full term and normal 

delivery in the home. She was a normal and healthy child 

with normal developmental milestones. No neurotic traits 

were perceived during childhood. Her schooling began at the 

age of 6. She was an average student in the class. But 

patient had to discontinue her studies due to their financial 

condition and adverse circumstances at home. Even now 

patient is unhappy and angry towards her father, who is 

responsible for discontinuing her education. Since the age 

of 15, patient goes for work in neighbour's house. They pay 

her Rs. 100/- per month. As her unmarried sister and brother 

are not staying at home, patient has the responsibility of 

looking after her drunkard father, who fights with her for 

trivial matters. 

Patient is very unhappy with her family atmosphere. 

Patient's father drinks excessively and does not bother about 



20t 
the family. 	Patients unmarried brother and sister do not 

help the family financially. They visit the family only 

occasionally. Moreover, patient's younger sister takes the 

side of her father and patient's brother supports the patient 

during arguments and quarrels. 

There is no proper communication between patient 

and her father. Their family is not a cohesive unit. 

Reinforcement in the family is a matter of confusion. 

Negative behaviour is outwardly disapproved but has the 

inherent quality of encouragement. 	Free discussions are 

absent. 	Patient feels that there is no warmth or affection 

among the siblings. Each one bothers about oneself. 

Their family does not enjoy a good social status 

due to the behaviour of the patient's father. They have their 

own good house, a plot of land of their own, coconuts worth 

Rs. 100/- p.m. which the patient's father takes and wastes 

for his drinks. Patient manages the home with only Rs. 100/- 

which is not at all sufficient. They have no cordial ties 

with relatives but neighbours are helpful. Patient's family 

members including the patient are religious in nature. They 

go for mass on every sunday. 

Patient lost her emotional support when her mother 

died. 8 months back. Moreover, she had no peace in the house 

due to the father's fights after drinks. Patient had an 

insidious onset of the illness for 2 months, they did not 
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give her any treatment. Then patient's brother took her to a 

church in Goa for prayers for 2 days. Subsequently, they 

consulted a faithhealer and performed certain ceremonies. 

But there was no improvement in the patient's condition. 

When her condition became worse, after 6 months, they brought 

her with severe hallucinations, violent behaviour and 

destructive tendencies and the consultant diagnosed her as 

schizophrenic and admitted her to the hospital. 

Family members felt that patient's mental illness 

might be due to hereditary as well as environmental problems 

i.e., patient's had mental illness during his adult life and 

patient had to suffer a lot due to financial problems added 

with family conflicts. Patients family wanted to keep the 

patient in the hospital for atleast 6 months, as they were 

finding very difficult to continue the treatment at home with 

their meagre income. They could not go for work, when 

patient was at home for the last 3 months. They had borrowed 

Rs. 1000/- and spent for taking the patient to different 

places for treatment. Family's financial condition 

deteriorated due to the patient's illness. 

We can see that patient's parents married life was 

not harmonious. They had frequent family quarrels and 

beatings by the father. Family interaction was not proper. 

Communication between the patient's family members was very 

poor. There was no discussion involving all the family 

members. 
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CASE NO. 2 

Patient B, (female), aged 25 years, was brought J!.;oo 

I.P.H.B. by her brother=in-law, aged 35, a mechanic with the 

following complaints. 

- reduced sleep 

- reduced communication 

- lack of interest in work 

- deteriorated personal hygiene 

- odd behaviours 

- hearing voices 

- laughing and crying without any 
reason. 

Patient had an insidious onset. Initially, family 

members did not observe her behaviours, because patient's 2 

children aged 4 years and 2 years were not able to point out 

anything regarding their mother. 	As the patient's brother-in- 
his 

law 	and 	family are staying in the other part 	of 	the 	same 

house, they noticed the patient's abnormal behaviours about 2 

weeks back. 	Immediately they spent their money and consulted 

a 	private 	practitioner in their village. 	As there 	was 	no 

improvement in 	her 	condition, 	they 	brought her 	to the 

hospital. Within the last 2 weeks, they spent atleast Rs. 

500/- 	for looking 	after the patient's family and 	for her 

medication. Patient illness disturbed the daily routine of 

their family. 	It had affected the physical health of the 



patient's 2 daughters, as the patient's sister-in-law did; snot 

get enough time to look after her own children and the 

patient's children. 

Patient's father died at the age of 45 when the 

patient was 10 years old. 	He was a farmer who was 

cultivating 2 acres of communidade land. He was an 

affectionate and hardworking man. After his death family had 

to suffer a lot due to financial problems. 

Patient's mother also died when patient was 15 

years old. Patient was the only daughter of her parents. As 

there was nobody to look after the patient, her paternal 

uncle took the patient home. Since then she was staying with 

his family. Though they were not expressing their anger, 

they were not happy to take the responsibility of taking care 

of the patient. Patient was not happy in their home 

atmosphere. 

Patient was born of a consanguineous union. 

Patient's 	mother and father were first cousins. 	Her 

childhood health was good. Milestones were normal. 	She 

began her schooling at the age of 6. 	She continued her 

education till the age of 15. After the death of her mother, 

as she had to go to stay with her paternal 	uncle, she had 

to discontinue her education, while she was in 8th std. 	She 

was a below average student in the class. Patiefit was given 

in marriage at the age of 20. 	Her married life was 
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harmonious. Her husband was an affectionate and hardworking 

man, used to look after his wife and children very well. But 

5 years back he had a heart attack at the age of 40 and he 

died. It was a great shock to the patient. 

As she had no parents or siblings, she had no 

support from her family. They are staying separately in one 

part of her in-laws house. Patient was cultivating one acre 

of communidadeland and was getting rice for about 3 months. 

• After the death of her husband, she was forced to go for odd 

jobs leaving her small daughters in the neighbours houses. 

Even then she was struggling to maintain her family. Her 

income was hardly Rs. 200/- per month which was not at all 

sufficient for their living. 

According to the patient's family members, patient's 

husband's death and the resultant problems caused the 

patient's mental illness. They had experienced moderate 

financial burden and severe disruptions in family routines 

due to patient's mental illness. Patierres mental illness 

affected the physical health of the patient's children. Lack 

of proper social support, worsened her problems to a great 

extent. 
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CASE NO.  3 

Patient C, aged 25 years, was brought to I.P.H.B. 

by police and his mother with the following complaints. 

- reduced sleep 

- violent and destructive behaviour 

- disturbing the neighbours and villagers 

- throwing stones at them 

- beating his mother and abusing others. 

Patient had the onset of mental illness one year 

back. Initially, he was withdrawn and uncommunicative. 

Patient's mother did not give him any treatment for 3 months. 

Then she took him to 2 temples in Goa and did some poojas. 

Though she had no money, she borrowed Rs. 500/- from some 

neighbours and did all the poojas. But there was no 

improvement in his condition. After that she could - not give 

him any treatment due to his unco-operative behaviour. When 

his condition became deteriorated she complained to the 

police and they brought him to I.P.H.B. with the magistrate's 

order for admission and the consultant diagnosed him as 

schizophrenic and admitted him. His symptoms were very 

severe at the time of his admis'Sion. 

The patient comes from a Hindu family (sudra caste) 

of rural background and was born of a nonconsanguineous 

union. 
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Patient's father is 65 years old. 	•He is an 

illiterate and unemployed man. He deserted the family when 

patient was 6 months odd, as he had no interest to take the 

responsibility of the family. Since then he is staying with 

his cousin and he does not keep any contact with the patient 

and his mother. 

Patient's mother is 60 years old. 	She is an 

• uneducated woman. 	Her married life was an utter failure. 

Her husband used to beat her frequently. After the desertion 

by her husband, she had to go for. coolie work to support her 

two children. She was a hardworking, religious and 

affectionate person. Two years back, she had an attack of 

hemiplegia and she had to be hospitalized for about 3 months 

and she recovered. Though recovered from her illness she 

could not go for any work due to her inability to walk 

properly. 

Patient had one elder brother aged 30 years. 	He 

studied upto 8th std and is working as a driver, in a public 
WrioOratPn. 

transportL  He married 5 years back. 	Since then he is 

staying separately and he does not help the patient and his 

mother financially, though he used to help the family before 

his marriage. 

Patient and his mother are staying in a but in a 

landlord's land. 	They have no property of their own. 
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Patient was supporting his mother by going for odd jobs. But 

his income per month was approximately Rs. 200/- p.m., 

because he was not going for work regularly. Their income 

was not sufficient for their necessities. 

	

Patient was the youngest of the two siblings. 	He 

was born of a full term normal delivery at home. 	His 

developmental milestones were normal. His socialization took 

place in a tension filled atmosphere without the support of 

• the father. 	Patient began his schooling at the age of 6 

years. 	He was a below average student in the class. 	He 

failed 7th standard and he himself discontinued his studies, 
his 

though 4Lmother was persuading him to continue his studies. 

From the age of 15, he used to go for odd jobs. But from the 

beginning, he used to be very irregular in going for work. 

His mother was overprotective and she did not object to it. 

He used to smoke and drink occasionally but was not giving 

trouble to anybody. 

According to his mother patient was very unhappy 

during his childhood, as his father had deserted him. Later 

on his brother also went away to stay separately. That also 

upset him a lot. When his mother became sick, she could not 

go for work and the responsibility of looking after the 

mother fell on him. His meagre income from his wages was not 

sufficient for the family's necessities. Their family was 

not a cohesive unit. Interaction between the father and 
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mother was completely absent. Interaction between patient 

and his brother was also poor especially after the brother's 

marriage. They did not have cordial ties with the paternal 

members of the family and there were no close relatives for 

the patient's mother. But neighbours helped them, whenever 

they approached them. They did not have any regular 

recreational activities at home. Patient used to go for 

films occasionally. Patient's mother is very religious but 

• patient is not. Patient's mother could not exercise adequate 

control on the patient as she had no support of her husband. 

His mother expected that her son would recover soon and be 

able to resume his routine activities. 

<" 
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CASE  NO. 4 

Patient D - 20 years old, was brought to I.P.H.B. 

by,her mother with the following complaints. 

- sleeplessness 

- lack of interest 

- deteriorated personal hygiene 

- hearing voices 

- laughing and crying without any reason 

- violent behaviour. 

According to the history, patient had the onset of 

these above mentioned symptoms for the last 2 months. 

Immediately after the onset, they consulted a private 

practitioner and their family doctor. But there was no 

improvement in the patient's condition. So as per his advice 

patient was brought to the mental hospital where patient's 

was diagnosed as schizophrenic, with moderately severe 

symptoms. 

Patient comes from an upper middle class catholic 

family from an urban background. 

Patient's father is 65 years old. He had passed 

10th standard and was working in Africa for about 25 years. 

He came back with his family to Goa only 15 years back. 

Since then he drinks excessively and gives a lot of trouble 

to his family members. But he gets Rs. 2000!- per month as 
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pension from Africa, besides interest from his investment 

about Rs. 2000 per month. There are frequent quarrels with 

L 
	 patient and her father. 

Patient's mother is 50 years old, 	housewife, 

educated till 8th standard. She is an affectionate and 

religious woman. 	She tries to bring about peace in the 

family. 	Her married life is not harmonious from 	the 

beginning due to the argumentative and quarrelsome nature of 

• her husband. 

Patient has one elder brother who is 30 years old, 

educated upto 10th standard at Africa. Now he is working in 

England. He has married and settled at England. He sends 

money to the family, if needed. He visits the family at Goa 

once in 5 years or so and writes letter almost regularly. 

Patient's sister is 27 years old. She passed 10th 

std. and is currently working at England. She is also 

married and settled at England. She too visited Goa once 

after her marriage. She writes letters to the patient and 

her mother regularly. 

Patient is the youngest of the 3 siblings. She was 

born of a non-consanguineous union. It was a full term 

normal delivery in the hospital in. Africa. She was quite 

healthy during her childhood. Her milestones were normal. 

She was a very smart and intelligent child. Her schooling 
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started at the age of 6. She studied upto the 4th standard 

at Africa and she had to continue her education at Goa. She 

was an above average student in the class. She passed her 

10th std. Then she pased her typing and shorthand and 

secretarial course. Immediately after that she got a job as 

a secretary in a good firm and she was getting Rs. 2000/- per 

month. Patient was very happy with her job. Three years 

back she met an English man and fell in love with him. 	She 

. used to stay very frequently in his house, eventhough her 

parents were very much against such a relationship. But the 

patient was very stubborn and she was hoping to get married 

to him. However patient's relationship broke when he left 

India about a year back. This was a great shock for the 

patient. 

Patient's 	family members attributed patient's 

nervous breakdown due to her broken love affair and due to 

her guilt feelings. Patient's parents' married life is not 

harmonious. There are frequent quarrels between patient's 

father and mother on account of the patient's argumentative 

behaviour. Patient's father does not allow the patient to 

watch T.V. or to listen to radio. Patient's father is an 

orthodox and dominating person. But patient is very liberal 

in her outlook. As both the patient and her father are 

stubborn, there are very frequent arguments and fights 

between them. Many times patient's mother is forced to take 

patient's side and that aggravates the fights and at times 
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leads to aggressive behaviour on the part of the patient's 

father. Patients father's excessive drinking is the reason 

for his violent behaviour. 
• 

As the patient's family is well off financially, 

they did not have any financial problems due to patient 

illness. But their family interaction deteriorated. Routine 

activities of the family were also disrupted. Patient's 

mother felt that patient's mental illness has affected the 

• mental health of the patient's father and his behaviour has 

deteriorated after the onset of the patient's symptoms. 
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CASE  NO. 5 

Patient E, aged 17 years, was brought to I.P.H.B. by 

her mother with the following complaints. 

- reduced sleep 

- lack of interest in everything 

- lack of communication 

- deteriorated personal hygiene 

- laughing and crying to herself 

- outbursts of anger. 

The onset was insidious. After two weeks of the 

onset patient's mother took her to one indigenous healer and 

continued his treatment for a month. As there was no 

improvement, she took her to a-flithhealer outside Goa. There 

she gave her treatment for a month. As patient's condition 

deteriorated, the patient was brought to I.P.H.B. and she was 

admitted with moderately severe symptoms, as she was 

uncontrollable during her outbursts of anger. 

Patient hails from a middle class Kshatriya family 

from a rural background. Patient's father is 45 years old. 

He passed his 10th std. and is employed as a clerk in a 

government office. He married patient's mother who is his 

colleague. It was a love marriage without the consent of 

both the families. For about 3 years their married life was 

comparatively harmonious. Then he started to suspect his 
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wife and he used to fight with his wife and used to beat her 

frequently. When the patient was 5 years old; patient's 

father deserted the family and went to stay with his mother. 

Once in a while he used . to come to visit the family. But 

there was no bond of affection between the father and the 

children. 

Patient's mother is 40 years old. She passed 10th 

std. and is working in the same office where her husband is 

working. But they hardly talk for the last 16 years. If at 

all they talk they talk, only as a formality. She had an 

attack of mental illness 15 years back. After her recovery, 

she is apparently well. 

Patient has 2 sisters, younger to her. They are 15 

years old and 13 years old respectively. They are studying 

in 8th std and 6th std. Both are average in their studies 

and are affectionate towards the patient. 

Patient's birth was a full time normal delivery, 

with normal milestones. Her health during childhood was 

good. She joined school at the age of 6. She failed in 10th 

std. Though she again appeared for the examination, she did 

not succeed. She was a below average student in the class. 

She is fond of reading story books in English and used to go 

for films with her sisters. Patient gained information about 

sex mainly from friends. Patient had, no homosexual or 

heterosexual experiences till now. 
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When we analyse the patient's family dynamics, we 

can see that patient's parents did not have cordial 

relationship and their married life was not harmonious. 

Though financially they were comfortable with the family 

income and the mother's salary, they could have been better 

off, if their father had been a caring person. He 

used to drink excessively and used to beat his wife and has 

suspiciousness ideas about her fidelity. Even after he 

deserted the family, whenever he used to visit the family, 

there were fights between patient's mother and father and the 

children were never happy with such a situation. Moreover, 

he was not happy with his 3 daughters, whom he was 

considering as burden to the family. Patient's mother used 

to get angry, for trivial matters due to her own problems. 

Moreover, her own family members and her in-laws were not at 

all helpful to her. On the contrary they used to abuse her 

and used to create more and more confusion in the family. 

They are staying in their own house which is 

comparatively big and well furnished in a rural set up. They 

have 3 acres of their own land which they cultivate and get 

enough for their living. Every year they get atleast Rs. 

6000/- from the crop yield from their land. But their family 

environment was not at all satisfactory. 
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APPENDIX- II 

INTERVIEW SCHEDULE 

Identification No. 

Name of the informant 

Relationship to the patient 

1. Name of the patient 

• 2. Age 

3. Sex 

4. Religion 

5. Mother Tongue 

6. Caste 

7. Education 

8. Occupation 

9. Marital status 

10.Income 

11.District 

12.Home Address 

13.Type of family 

14.Size of family 

: Joint/Extended/Nuclear 

: (i) No.of adults 

(ii) No.of children below 15 
years 

15. Consinguinity between 
patient's parents 	 : Yes/No 
Ifyes, specify 

SOCIO ECONOMIC HISTORY OF THE PATIENT'S FAMILY: 

16. Where does the patient stay ? 



Composition  of the patient's family 

S.No. 	Relationship 	Age Sex Education Occupation Income Marital Place of Other 
with the 	 per 	status residence important 
patient 	 month 	 data 
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17. How is that locality ? Urban/Rural 

18. Is he/she having his/her own house ? 

If no where does hershe stay • 

19. What type of house it is ? 
hut/Kutcha house/mixed house/ 
pucca house/mansion. 

Yes/No. 

20. Do you have your own land ? 	 Yes/No. 

If yes, specify the number of acres. 

• 21. Is the head of the family member 

of one or more organisations ? 	 Yes/No. 

If yes, specify how many 

22. What are the sources of income of the patient's family ? 

23. What is the total monthly income of 

the patients family from all sources ? 

24. Is it sufficient for the family ? 	 Yes/No 

If no, from where does the family get the 

required help ? Give details. 

PERSONAL HISTORY OF THE PATIENT : 

25. Where the patient was born ? 	 Rural/Urban 

26. Was the patient healthy during childhood ? 
If no, give details. 

27. Ordinal Rank of the patient. 

28. Any significant events or serious 

illness during the patient's childhood ? 

If yes, give details. 

29. If the patient's father is not alive, 

what was the age of the patient at the 

time of his detah ? 

Yes/No 

Yes/No 
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30. If the mother is not alive, what 

was the patient's age at the time of 

her death'? 

EDUCATIONAL HISTORY: 

31. At what age the patient joined school ? 

32. Patient's academic performance ? 
(i) Below average 
(ii) Average 
(iii) Above average 

33. Did the patient change many schools/colleges ? 	Yes/No 
If yes, give details. 

OCCUPATION AND INCOME : 

34. Is the patient employed ? 	 Yes/No 

35. What is his/her occupation ? 
Is the patient happy with his job -
If no, specify the reasons. 

36.Did he/she work anywhere before the 

present job ? 

37. What was the patient's ambition ? 

38. What is his/her monthly income from 

his occupation ? 

39. What is the total monthly income of the 

patient from all sources ? 

SEXUAL INCLINATION AND PRACTICE : 

40. Is the patient having any sexual problem 

which upsets the patient ? 

If yes, give details 

41. Did the patient have any sexual problem 

in the past ? If yes, give details. 

Yes/No 

Yes/No 

Yes/No 
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MARITAL HISTORY : 

42. How long he/she is married ? 

If he/she satisfied•with the married life ? 

43. Is he/she having any major conflicts in 

his/her married life ? 

If yes, give details 

CHILDREN: 

44. How many children is he/she having ? 

• 45. Is there any problem/worries regarding 

the children ? 

If yes, give details 

46. Is he/she having any child with 

defects, mental retardation, mental 

illness or any other serious illness? 

If yes, give details. 

HABITS  

47. Is he/she having habits like heavy 

smoking, excessive drinking, taking drugs 

etc. ? 

If yes, give details. 

LEISURE TIME ACTIVITIES : 

48. How does he/she spends his/her leisure time ? 

1. Watch T.V. 
2. Listen to Radio 
3. Read Newspaper 
4. Read books 
5. Talk to friends 
6. Play cards 
7. Go for picture 
8. Any others. 

• 

Yes/No 

Yes/No. 

Yes/No 

Yes/No. 

Yes/No 
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RELIGIOUS ASPECTS : 

49.How is patient's parents attitude towards religion ? 

1. Orthodox 
2. Liberal 
3. Anti-religious 

50. How religious are the other members of the patient's 
family ? 

51. Is the patient very religious ? 

52. Does he/she take part in the religious 

• 	activities which are performed in the 

patient's home ? 

If yes, give details. 

Yes/No 

Yes/No 

MEDICAL HISTORY OF THE PATIENT'S FAMILY: 

53. Was anybody in the patient's family 

suffering from any serious physical 

illness ? 

54. Did that ffect the patient adversely ? 

If yes, give details. 

55. Is anybody currently suffering from 

any serious physical illness ? 

If yes, give details 

56. Did the patient suffer from any serious 

physical illness in the past ? 

If yes, give details 

57. Did the patient meet with any serious 

accident ? 

If yes, give details 

Yes/No 

Yes/No 

Yes/No 

Yes/No 

e 
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58. Any other illness, disabilities or 

defects in the patient ? 
	

Yes/No 

If yes, give details 

HISTORY  OF MENTAL ILLNESS  AND OTHER ABNORMALITIES  IN THE 
PATIENT'S FAMILY: 

59. Was there any history of mental illness 

in the patient's family ? 	 Yes/No 

• 	If yes, specify who ? 

59. Is anybody currently suffering 

from mental illness ? 	 Yes/No 

If yes, give details 

60. Is there any history of alcoholism 

in the patient's family ? 	 Yes/No 
If yes, specify ? 

61. Is there any history of suicide in 

the patient's family ? 	 Yes/No 

If yes, specify ? 

PRESENT ILLNESS  : 

62. Since when he/she is suffering from mental 
illness ? Specify the duration. 

63. Who brought the patient to this hospital ? 

64. Did the family know about this hospital ? 	 Yes/No 

65. Or who referred the patient to this hospital ? 

66. What was the mode of onset ? 	 gradual/sudden. 

67. Before coming to this hospital where he/she was taken for 
Treatment ? Specify where - soothsayers, astrologers, 
allopathic doctors, ayurvedic doctors, temples, churches, 
family elders, or any other. 
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APPENDIX III 

BRIEF PSYCHIATRIC RATING SCALE 

(BPRS) 

DATE : 

PATIENT'S NAME : 	 PATIENT'S NO: 

1 	2 	3 	4 	5 	6 	7 

Not Very 	Mode- Modera- Severe Extremely 
pre- Mild Mild rate tely 	 Severe 
sent 	 Savere 

1 2 3 4 • 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

SUMATIC CONCERN-
Pre occupation with 
physical 	■ ?..0.1.1t4t._ 
fear of phIsical 
illness 
hypochondriasis 

ANXIETY - Worry, 
fear, over concern 
for prtsent 	or 
future 

EMOTIONAL WITHDRAWAL 
Lack of spontaneous 
intercs,,c.6‘Grry 
isolation , 
deficiency in 
relating to others 

CUNCEPTUAL 
DISORGANNIZATION 
Thought processe$ 
confused , 
disconnect0A 
disorganised, 
disrupted. 

Guilt feeling.s....Self 
blame, shame, 
remorse for past 
behaviour 
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• 

TENSION - 	Physical 
and 	motor 
manifestations of 
nervousness, 
overractivation, 
tension. 1 2 3 4 5 6 7 

MANNERISMS AND 
POSTURING 	- 
Peculiar, 	bizarre, 
unnatural 	motor 
behaviourtnot 
including tics) 1 2 3 4 5 6 7 

GRANDIOSITY - 
Exaggerated self 	- 
opinion, arrogance, 
conviction of 
unusual 	power of 
abilities 1 2 3 4 5 6 7 

DEPRESSED• 	MOOD- 
Sorrow, 	sadness, 
despondency, 
pessimism 1 2 3 4 5 6 7 

HOSTILITY-Animosity 
contempt, 
belligerence, 
disdain 	for 	other 
people 1 2 3 4 5 6 7 

SUSPICIOUSNESS - 
Mistrust, belief 
other$ 	harbour, 

'malicious or 
discriminatory 
intent 1 2 3 4 5 6 7 

HALLUCINATORY 
BEHAVIOUR 
Perceptions without 
normal external 
stimulus 
correspondence 1 2 3 4 5 6 7 

MOTOR 	RETARDATION- 
Slowed, weAkened 
movements 	or 
speech, 	reduced 
body tone 1 2 3 4 5 6 7 



• 

22t1 
UNCO-OPERATIVENESS 
Resistance, 
guardedness, 
rejection of 
authority 1 2 3 4 5 6 7 

UNUSUAL_ THOUGHT 
CONTENT 
Unusual, odd, 
strange, bizarre 
thought content 1 2 3 4 5 6 7 

BLUNTED AFFECT - 
Reduced 	emotional 
tone, reduction 	in 
normal intensity of 
feeling, flatness 1 2 3 4 5 6 7 

CAXATEMENT- 
Heightened 
emotional tone, 
agitation, 
increased 
reactivity 1 2 3 4 5 6 7 

DISORIENTATION- 
Confusion 	or 	lack 
of proper 
association for 
person, place off' 
time 1 2 3 4 5 6 7 

Total 

SIGNATURE OF THE INVESTIGATOR 
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APPENDIX IV 

FAMILY INTERACTION PATTERN SCALE  

1. Do you find that members in your family rarely 
talk and discuss their problems with each other ? Yes/No 

2. Do you find any occasional free interaction 
among some members in your family ? 	 Yes/No 

3. Does your parents invite all family members 
-to participate and discuss the family problems ? 	Yes/No 

4. Do you find often family members divided into 
small groupsApinst each other, whenever the 

• 	problems are discussed in your family ? 
	

Yes/No 

5. Do you find strong alignment of some members 
over some values or issues in your family ? 	Yes/No 

6. Do you find same level of closeness in all 
members without exclusion of some members 
in your family ? 
	

Yes/No 

7. Do you find your family lacks warmth and 
affection among members ? 	 Yes/No 

8. Do you find members in your family do not 
show genuineness in expressios -; warmth 
and affection ? Yes/No 

9. Do you find reciprocal warmth and affection 
among all family members ? 	 Yes/No 

10. Do you find an absence of effective role 
functioning due to lack of clarity of roles 
(father, mother, others, and children) in 
your family ? 

11. Do you find role functioning dominated by 
the needs and demands of the members in 
your family ? 

12. Do you find always effective role functioning 
in your family ? 

13. Do you find absence of authority in your 
family ? 

14. Do you find patterns of authority poor 
due to some isolation in your family ? 

15. Do you find authority adequately exercised 
in accord with family and individual needs 
in your family ? 

Yes/No 

Yes/No 

Yes/No 

Yes/No 

Yes/No 

Yes/No 
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APPENDIX V 

Family Environment Scale 

1. Family members really help and 
support one another 

2. We put a lot of energy into what 
we do at home 

3. There is a feeling of togetherness 
in our family 

4. Family members really back each other 

• 	5. We really get along well with each other 

6. There is plenty of time for everyone 
in our family 

7. We often seem to be killing time at home 

8. We rarely volunteer when something has 
to be done at home 

9. There is very little group spirit in our 
family 

10. We say anything we want to around home 

11. We tell each other our personal problems 

12. If we feel like doing something on the 
spur of the moment we often just pick 
up and go 

13. Money and paying bills is operdy talked 
about in our family 

14. There are lots of spontaneous discussions 
in our family 

15. Family members keep their feelings to 
themselves 

16. It is hard to "blow off steam" at home 
without upsetting somebody 

17. Someone usually gets upset if you complain 
in our family 

True / False 

tit 
True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 
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18. We are usually careful about what we say 
to each other 	 True / False 

19. We fight a lot in our family 	 True / False 

20. Family members sometiffiesget so angry 
that they throw things 	 True / False 

21. Family members often criticise each other 	True / False 

22. Family members sometimes hit each other 	True / False 

23. Family members often try to one-up 
or out-do each other 	 True / False 

. 24. Family members rarely become openly 
angry 	 True / False 

25. Family members hardly ever lose their 
tempers 	 True / False 

26. If there is a disagreement in our family, 
we try hard to smooth things over and 
keep over the peace 	 True / False 

27. In our family, you don't ever get anywhere 
by raising your voice 	 True / False 

28. In our family, we are strongly encouraged 
to be independent 	 True / False 

29. We think things over for ourselves in our 
family 	 True / False 

30. We come and go as we want to in our family True / False 

31. Family members almost rely on themselves 
when a problem comes up 	 True / False 

32. Family members strongly encourage each other 
to stand up for their rights 	 True / False 

33. We don't do things on our way very often 
in our family 	 True / False 

34. There is very little privacy in our family 	True / False 

35. It is hard to be by yourself without hurting 
someone's feelings in our household 	 True / False 

36. We are not really encouraged to speak up 
for ourselves 	 True / False 
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37. We feel it is important to be the best at 
what ever you do 	 True / False 

38. Getting ahead in life is very important 
in our family 	• 	 True / False 

39. We believe in competition and "may the best 
win" 	 True / False 

40. We always strive to do things just a little 
better the next time 	 True / False 

41. "Work before play" is true in our family 	True / False 

42. Family members are often compared with 
• 	with others as to how well they are 

doing at work or school 

43. How much money person makes is very 
important to us 

44. Family members almost rarely worry 
about job, promotions, school grades etc 

45. In our family, we don't try that hard to 
succeed 

46. We often talk about politics and social 
problems 

47. Learning about new and different things 
is very important in our family 

48. Someone in our family plays a musical 
instrument 

49. Family members often go to the library .  

50. Family members really like music, art and 
literature 

51. We rarely go to lectures, plays or 
concerts 

52. We are not interested in cultural 
activities 

53. We rarely have intellectual discussions  

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

True / False 

54. Watching T.V. is more important than 
reading in our family 	 True / False 
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55. Friends often come over for dinner 

or to visit 	 True / False 

56. We often go to movies, sport events, 
camping etc 	 True / False 

57. Everyone in our family has a hobby 
or two 	 True / False 

58. Family members ::sametimes attend 
courses or talk lessons for some hobby 
or interest (outside of school) 

59. Family members go out a lot 

• 60. We spend most week ends and evenings 
at home 

61. Nobody in our family is active in sports, 
Little League bowling etc 

True / False 

True / False 

True / False 

True / False 

62. Family members are not very much involved 
in recreational activities outside or 
school 	 True / False 

63. Our main form of entertainment is watching 
T.V. or listening to radio 	 True / False 

64. Family members attend church, synagogue, 
temple orsunday school fairly often 	 True / False 

65. Weoften talk about the religious meaning 
of christmas, pass over or other holy days 	True / False 

66. Family members have strict ideas about what 
is right and wrong 	 True / False 

67. We believe that there are some things you 
just have to take in faith 
	

True / False 

68. The Bible/Geeta/Quran is a very important 
book in our house 	 True / False 

69. Family members believe that if you sin, you 
will be punished 
	

True / False 

70. We don't say prayers in our family 	 True / False 

71. We don'tbelieve in heaven or hell 
	

True / False 

72. In our family each person has different 
ideas about what is right or wrong 	 True / False 
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73. Activities in our family are pretty 

carefully planned 	 True / False 

74. We are generally very neat and orderly 	True / False 
• 

75. Being on time is very important in our 
family 	 True / False 

76. Family members make sure that their 
rooms are neat 	 True / False 

77. Each person's duties are clearly 
defined in our family 	 True / False 

78. Dishes are usually done immediately 
• after eating 	 True / False 

79. It is often hard to find things when you 
need them in our household 	 True / False 

80. People change their minds often in our 
family 	 True / False 

81. Money is not handled very carefully in 
our family 	 True / False 

82. There is one family member who makes most 
of the decisions 	 True / False 

83. There are set ways of doing things at 
home 	 True / False 

84. There is strong emphasis on following 
rules in our family 	 True / False 

85. Rules are pretty inflexible in our 
household 	 True / False 

86. You can't get away with much in our 
family 	 True / False 

87. Family members are rarely ordered around 	True / False 

88. There are very few rules to follow in our 
family 	 True / False 

89. Everyone has an equal say in our family 
decisions 	 True / False 

90. We can do whatever we want in our family 	True / False 
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APPENDIX VI 

A TOOL TO MEASURE SOCIAL BURDEN ON THE FAMILIES OF 

PSYCHIATRIC PATIENTS: 

INSTRUCTIONS: 

To the relatives: We are trying to assess the various 

difficulties felt by the family of a psychiatric patient and 

• will ask you a few questions in this direction. Please do not 

hesitate to express your true feelings. 

To the raters: Please interview the relative on the 

following guidelines. You may probe further in order to 

assess a particular item if you feel the need to do so. Note 

your rating for each general category as well as for each 

individual item therein, on a three point scale. 

Severe - 2 

Moderate - 1 

Nil 	- 0 as and when you interview. 

After completing the interview please assess the burden on 

the family as a whole and give the rating on a similar three 

point scale. 

A. Financial Burden: 	 Score 

1. Loss of patient's income: Whether he has lost his job ? 

Stopped doing the work which he was doing before? 
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(Completely, partially, not at all). -To what. extent it 

affects the income of the family? (Severely, Moderately, 

not at all). ) 

2. Loss of income of any other member of the family due to 

patient's illness: Whether any one has stopped working in 

order to stay home, has lost pay? Has lost job? due to 

any other reason connected with patient's illness? 	How 

much does it affect the family finances? 	(Severely, 

• 	Moderately, not at all). 	 ) 

3. Expenditure incurred due to patient's illness and for his 

treatment: Has he spent or lost money irrationally for 

which his illness is the cause? How much money had been 

spent on treatment,medicine, transporV accommodation in 

different cities etc. How much has been spent on other 

treatment such as temples, native healers etc.?- How much 

does 	this 	affect the family 	finances? 	(Severely, 

moderately, not at all). 	 ) 

4. Expenditure incurred due to extra arranyents: (for any 

other relative to come and stay with the patient, for 

appointing a nurse or a servant, for keeping children in a 

boarding etc.). ) 

5. Loans taken or spent the savings: How much loan? How do 

they plan to pay it back? _ How much does it affect the 

family ? (Severely, moderately, not at all). 	 ) 



231 

6. Any otherplanned activity put off because of .financial  

pressure 	of patient's illness: (Like 	postponing 	a 

marriage/trip as a religious rite which would have needed 

finance). 

B. Disruption of family routine activities: 

1. Patient not going for work, school, college etc:  

- How much inconvenient it is to the family ? 

• 	(Severely, moderately, not at all). 

2. Patient's lack of help in the household work: 

-How much does it affect the family? 

(Severt, moderately, not at all). 

3. Disruption of activity of other members in the family: 

Whether some one has to spend more on looking after 

patient, and abandon some other routine activity- How much 

does it affect the family ? (Severely, moderately, not at 

all) 

4. Disruption of activities caused by patient's behaviour 

(patient insisting on someone being with him, not allowing 

the person to go out etc., patient becoming violent, and 

breaking up things, patient not sleeping and not allowing 

others to sleep) (How much does it affect the family?) 

Severely, moderately, not at all. 
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5. Any other member missing school, meals etc because of 

neglect causedby patients illness (How muchdoesitaffect the 

family) severely, moderately not all. 

C. DISRUPTION OF FAMILY LEISURE : 

1. Stopping of normal recreational activities.(Completely, 

partially, not at all). (How does the family members take 

it?) 

2. Patient's illness exhausted other persons leave 	and 

leisure time (How is this person affected by it?). 

3. Patient's lack of attention to other members in the family 

such as children. 

4. If 	any other leisure activity had to be abandoned due 	to 

patient's 	inability 	or 	illness. 	(Any 	pleasure 	trip 

planned 	or 	family 	gathering etc.) 	(How 	do 	the 	family 

members feel about it?) 

D. DISRUPTION OF FAMILY INTERACTION : 

1. Any ill effect on general atmosphere of the house (Has it 

become dull, quite lot of misunderstanding etc.) 

they view it?) 

(How does 

2. If 	other members get into arguments due to this (Such as 

how to treat him? Who is to blame etc., who should do the 

work?). How does it affect them? 

Severely, moderately, not at all. 
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3. If the relatives and neighbours have reduced or stopped 

visiting or interacting with the family (because of 

patient's behaviour, or'stigma attached to his illness) 

How do they feel about it ? 

4. If the family has become secluded and avoid mixing with 

others ; 	because they feel ashamed or that they feel 

rnis- 
people mayiunderstand them etc. ) 

How do they fell about it? 

5. Any other eHe .at on relationship of family members as well 

as neighbours and relatives (Such as separation of 

spouses, quarrels, between two families, property feuds, 

police intervention embarrassment for family members, 

etc.) 

How do they feel about it ? 

E. Effect on Physical Health of others: 

1. Has any other member of the family suffering physical  

illhealth, injuries etc. due to patient's behaviour: - How 

has it affected them ? 

2. Any other adverse effect on others health: Some one losing 

weight, someone exacerbating already existing illness etc. 

F. Effect on Mental Health of others: 

1. Has any other member sought help for psychological  

illness: Example : Shock of patient's suicide bid or 

disobedience or worries about patient's future etc. 
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2. Has any other member lost sleep, became depressed, enough 

to cry often, expressed suicidal wishes, become  

excessively irritable etc.,  

Is there any other burden felt regarding which we have not 

asked you about? Yes/No. If yes, what ? 

How much does it affect you (Severely, moderately, not at 

all). 

G. Subjective burden: 

To be assessed by asking a standard question to the 

relative of the patient and rating as reported. 

Q. How severely would you say you have suffered due to 

patient's illness, severely, a little, not at all? 

Severely - 2; A little - 1; Not at all - 0 
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APPENDIX - VII 

SCALE TO MEASURE OPINION ABOUT MENTAL ILLNESS: 

The statements that follow'are opinions or ideas about mental 

illness and mental patients. By mental illness, we mean the 

kinds of illness which bring patients to mental hospitals, 

and by mental patient we mean mental hospital patients. 

There are many differences of opinion about this subject. In 

• other words, many people agree with each of these statements. 

We would like to know what you think about these statements. 

Each of them is followed by six choices: 

1. Strongly agree 4. Not sure but probably 
disagree 

2. Agree 5. Disagree 

3. Not sure but 
probably agree 

6. Strongly disagree 

Please write the number corresponding to the choice you would 

like to make (given above) in the space provided against each 

statement. You can be sure that many people, including 

doctors, will agree with your choice. There are no right or 

wrong answers. We are interested only in your opinion. It is 

very important that they answer every item. Please do not 

sign your name. 

1. Nervous breakdown usually result when 
people work too hard. 

2. Mental illness is an illness like any other 

3. Most patients in mental hospitals are not 
dangerous. 



4. Although patients discharged from mental 
hospitals may seem all right, they should 
not be allowed to marry. 

5. If parents love their children more, there 
would be less mental illness. 

6. It is easy to recognize someone who once 
had a serious mental illness. 

7. People who are mentally ill let their 
emotions control them: Normal people 
think things out. 

8. People who were once patients in mental 
hospitals are no more dangerous than the 
average citizen. 

9. When a person has a problem or worry, 
it is best not to think about it, but 
keep busy with more pleasant things. 

10. Although they usually aren't aware of it, 
many people become mentally ill to avoid 
the difficult problems of every day life. 

11. There is something about mental patients 
that make it easy to tell them from 
normal people. 

12. Eventhough patients in mental hospitals 
behave in funny ways, it is wrong to 
laugh about them. 

13. Most mental patients are willing to work. 

14. The small children of patients in mental 
hospital should not be allowed to visit 
them. 

15. People who are successful in their work 
seldom become mentally ill. 

16. People would not become mentally ill if 
they avoided bad thoughts. 

17. Patients in mental hospitals are in many 
ways like children. 

18. More tax money should be spent in the 
case and treatment of people with severe 
mental illness. 
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19. A heart patients has just one thing wrong 
with him, while a mentally ill person is 
completely different from other 
patients. 

20. Mental patients come from home where the 
parents took little interest in their 
children. 

21. People with mental illness should never 
be treated in the same hospital as people 
with physical illness. 

22. Anyone who tries hard to better himself 
deserves the respect of others. 

23. If our hospitals had enough well trained 
doctors, nurses, and aides, many of the 
patients would get well enough to live 
outside the hospital. 

24. A woman would be foolish to marry a man 
who has had a severe mental illness, 
even though he seems fully recovered. 

25. If the children of mentally ill parents 
were raised by normal parents, they 
would'probably not become mentally ill. 

26. People who have been patients in a mental 
hospital will never be their old selves 
again. 

27. Many mental patt4nts are capable of 
skilled labour, even though in some 
ways they are very disturbed mentally. 

28. Our mental hospitals seem more like 
prisons than like places where mentally 
ill people can be cared for. 

29. Any one who is in a hospital for a mental 
illness should not be allowed to vote. 

30. The mental illness of many people is caused 
by the separation or divorce of their parents 
during childhood. 

31. The best way to handle patients in mental 
hospitals is to keep them behind locked 
doors. 
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32. *To become a paeitmt in a mental.bespditalis 

to become a failure in life. 

33. The patients of mental hospitals should 
be allowed more privacy. 

34. If a patient in a mental hospital attacks 
someone, he should be punished so he 
doesn't do it again. 

35. If the children of normal parents were 
raised by mentally ill parents, they 
would probably become mentally ill. 

36. Every mental hospital should be 
surrounded by a high fence and guards. 

37. The law should allow a woman to divorce 
her husband as soon as he has been 
confined in a mental hospital with severe 
mental illness. 

38. People (both veterans and non-veterans) 
who are unable to work because of mental 
illness should receive money for living 
expenses. 

39. Mental illness is usually caused by some 
disease of the nervous system. 

40. Regardless of how you look at it, patients 
with severe mental illness are no longer 
really human. 

41. Most women who were once patients in a 
mental hospital could be trusted as 
baby sitters. 

42. Most patients in mental hospitals don't 
care how they look. 

43. College professors are more likely to 
to become mentally ill than are 
business men. 

44. Many people who have never-been patients 
in a mental hospital are more mentally 
ill than many hospitalised mental 
patients. 

45. Although some mental patients seem all 
right, it is dangerous to forget for a 
moment that they are mentally ill. 



24 I 

46. Sometimes mental illness is punishment 
for bad deeds. 

47. Our mental hospitals should be organized 
in a way that makes the patient feel as 
much as possible like he is living at home. 

48. One of the main causes of mental illness 
is a lack of moral strength or will power. 

49. There is little that can be done for 
patients in a mental hospital except to 
see that they are comfortable and well 
fed. 

.50. Many mental patients would remain in 
the hospital until they were well, even 
if the doors were unlocked. 

51. All patients in mental hospital should 
be prevented from having children by 
painless operation. 
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