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ABSTRACT

The present study was carried out to see the mental health problems among asthma
patients. There were three objectives of the study. The first objective was to determine
the common mental disorders among asthma patients attending the outpatient service.
The second objective was to evaluate associations between the psychiatric status and
health related quality of life (HRQoL) of adults suffering from asthma. The third
objective was to determine health related quality of life (HRQoL) of asthma patients
compared with control. The Self Reporting Questionnaire (SRQ-24), the SF-36 and
the Structured Clinical Interview for DSM-IV Axis-l Disorders, Clinician Version
(SCID-CV) were used to meet the objectives. The study identified common mental
health problems among asthma patients in Bangladesh. In this study, total sample size
was 800, among them 400 were asthma patients and 400 were healthy individuals as a
control group. Here, two stage designs were used to assess psychiatric morbidity rate
and different types of common mental health problems among asthma patients. Age
and sex matched healthy subjects were included as a control group for comparing
health related quality of life of asthma patients. An evaluation was also made to
whether psychiatric morbidity affected HRQoL. The samples' age range was 18 and
over. The study results showed that 33.76% of asthma patients attending outpatients’
service obtained psychiatric diagnosis. In this study, dysthymic disorder was 13.32%,
major depressive disorder was 8.16%, panic disorder was 4.91%, generalized anxiety
disorder was 4.24%, obsessive compulsive disorder was 1.33%, social phobia was
0.75%, somatoform disorder was 0.25%, depressive disorder nos was 0.50% and
anxiety disorder nos was 0.25%. The quality of life of asthma patients who were
diagnosed to have psychiatric disorder was poor compared to those asthma patients
who had no psychiatric disorder. It has been proved that patients who were suffering
from asthma performed very poor in daily life than healthy individuals. The present
study concludes that the prevalence of psychiatric disorder among asthma patients is
an alarming issue. There is a significant association between psychiatric status and
health related quality of life. HRQoL is highly affected in asthma patients. This study
confirms that psychiatric morbidity is high among asthma patients. These findings
suggested that an interdisciplinary approach is necessary for the management of
asthma patients as well as to improve their physical, mental, emotional and social

functioning.
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INTRODUCTION

Asthma is one of the major public health problems with increasing prevalence. It has
long been considered a condition in which psychological distress exerts a negative
impact. Epidemiological studies confirm that depression and anxiety disorders,
amongst the most common psychiatric disorders, occur in higher rates in people with
asthma than in the general population (Van Lieshout & MacQueen, 2012). Asthma
has long been viewed by both the medical and psychological community as a chronic
respiratory illness that may be provoked or exacerbated by psychological factors.
Knowledge of the relationship of asthma to psychological factors arose from an
accumulation of case studies and anecdotes about the relation between emotional
upset or exposure to benign objects and the exhibition of asthma symptoms (Dekker
& Groen, 1956; Dekker, Pelser, & Groen, 1957; French & Alexander, 1941; Rees,
1956). For example, MacKenzie (1886) documented the case of a woman with asthma
whose symptoms were precipitated by contact with roses. Interestingly, severe
symptoms were also triggered by contact with an artificial rose. Over time, a variety
of events (e.g., merely looking at dust, using an elevator, seeing a picture of a horse,
or looking at a goldfish in a bowl) have been reported to lead to asthma symptoms
(Dekker & Groen, 1956). Because asthma symptoms appear at times to be evoked or
worsened by an individual’s mental state, or by exposure to objects that should not
physiologically lead to bronchoconstriction, psychological correlates of asthma

continue to be widely researched.

In the medical and psychological literature, there are opposing views about whether or
not asthma is indeed caused or exacerbated by psychological factors (Ibor, 1956;
Purcell & Weiss, 1970). In the 1950s, researchers suggested that emotional factors
played a role in the etiology of asthma symptoms (Dekker & Groen, 1956; Dekker et
al., 1957; French & Alexander, 1941). However, at the time, it was unclear how much
emotional factors contributed and how they operated in creating symptoms (Rees,
1956). Unfortunately, over 40 years later, there has been little progress toward a
definitive resolution of either of these points. Researchers continue to disagree about
the role played by psychological factors in the experience of asthma. A variety of

contrasting views about the interaction between asthma and psychological factors



have been presented. Psychosomatic models of asthma posit that the disease may be
caused or exacerbated by intense emotions or particular personality types (e.g.,
dependent) or characteristics (e.g., emotional lability; French & Alexander, 1941;
Henry, Morera, Frugoni, & Gonzalez-Martin, 1993; Lyketsos et al., 1984). Some
theorists suggest that asthma and specific psychological disorders (e.g., schizophrenia,
agoraphobia, depression) are alternate manifestations of each other (Ibor, 1956; Kelly
& Zeller, 1969). In contrast, other researchers propose that asthma is not caused by
psychological phenomena at all, stating that the real task in studying asthma should be
to examine the development of psychopathology as a consequence of having asthma
(Maes & Schlosser, 1987). Conceivably, psychological disorders may occur as a
result of living with a chronic illness, not vice versa (Plutchik, Williams, Jerrett,
Karasu, & Kane, 1978). According to Maes and Schlosser (1 987), it may be more
productive to direct research toward questions of psycho maintenance. This area of
focus might include such issues as how particular disorders (e.g., anxiety, depression)
or methods of coping with asthma affect the course and outcome of the disease
(Deenen & Klip, 1993; Janson-Bjerklie, Ferketich, & Benner, 1993; Staudenmayer,
Kinsman, & Jones, 1978). Research about the relation between asthma and
psychological factors leads to conclusions that lie somewhere between these diverse
views. Although it would be inaccurate to state that the etiology of asthma is entirely
psychological, it would be a mistake to discontinue researching the role that
psychological factors play in the experience of the disease. Asthma and panic disorder
leads to increases in trait anxiety self-focus on bodily sensations, fear of bodily
sensations, and anxiety sensitivity in comparison to controls or individuals with
asthma only (Dorhofer, & Sigmon, 1998). This subject is of interest as asthma has
increased over the last two decades. Despite therapeutic advances, morbidity and
mortality are increasing (Global Initiative for Asthma [GINA], 2012), particularly due
to the development of western standards of living, where psychological factors have
regained notability (Busse et al., 2000). This brings about a worsening in
psychological factors and quality of life which entails high socioeconomic costs
(direct and indirect). Since the most remote times of medical history ( French &
Alexander 1941), it has been possible to determine a connection between asthma and
emotional factors. Besides the epidemiological aspects and the determinant

psychopathological issues of this illness, some of the main psychological factors that



influence and are influenced by this complex illness are reviewed in a
multidimensional systemic vision (Gregerson, 2000; Jasnoski, Bell, & Peterson, 1994;
Dirks, Kinsman, Horton, & Jones, 1978). Parallel to the importance given to
biological factors, social and physical variables have also been enhanced, as have
conditionings brought about by stress, which intervene and condition
psychoneuroimmunohormonal mechanisms in the evolution of the illness (Goodwin
& Eaton, 2003).In the most severe cases of asthma, psychological factors such as
depression, anxiety, stress, psychopathology, psychiatric expression of asthma and
side effects of medication will be implicated. In this context, the coping mechanisms
involved, as well as different life events and other psychosocial conditions are of the
utmost importance. The transformation of these people’s lives inevitably involves
their families, making problem solving difficult, and determining the outcome and the
treatment of this pathology (Scott et al., 2007; Thomas, McKinley, Freeman, & Foy,
2011; Di Marco, Santus, & Centanni, 2011).0n the other hand, less adapted
behaviours become related to minor compliance in the care of asthma, which leads to
the worsening of the symptoms of asthma, causing self-perpetuation mechanisms,
with chronically inflammatory processes, pulmonary remodeling and irreversibility in
the size of the airways (Rietveld, 2000; Fonseca et al., 2004). Therapeutically, in
people with moderate to severe asthma, besides the usual, preventive and
pharmacological approaches, it is essential to turn to psychoeducational and
multifamily programmes, in order to increase the control of the illness, and allow
more efficient treatment (Yorke, Fleming, & Shuldham et al., 2007; Smith et al.,
2007). It is in this multisystemic context only by deepening the reciprocal
relationships among psychological and biological, family and social factors can one
find answers for the enormous complexity of the asthmatic illness. As a corollary of
this, the confirmation that only a sufficiently widespread intervention that
simultaneously combines the premises previously formulated, will allow an increased
therapeutic effectiveness (Fernandes, 2009). It is important to continue to investigate
antecedent, concomitant, and consequential psychological phenomena in the hopes of

ultimately reducing the symptoms, suffering, and costs associated with asthma.



1.1 What is asthma?

Asthma is a disease of the airways — the breathing tubes that carry air into our lungs.
Sometimes it is harder for a person with asthma to breathe in and out, but at other
times their breathing is normal. Asthma is a long-term disease. Although there is
currently no cure, with the right knowledge and good management, most people with
asthma can lead full and active lives (National Asthma Council Australia [NACA],

2014).

According to American Lung Association (American Lung Association [ALA], n.d.),
when you breathe, air passes through your nose and down your throat into your lungs.
Inside your lungs are branching tubes called airways. With asthma, the airways are
often swollen and red (or inflamed). This makes them extra sensitive to things that
you are exposed to in the environment every day or asthma “triggers”. A trigger could
be a cold, the weather, or things in the environment, such as dust, chemicals, smoke

and pet dander.

When someone with asthma breathes in a trigger, the insides of the airways make
extra mucus and swell even more. This narrows the space for the air to move in and
out of the lungs. The muscles that wrap around your airways can also tighten, making
breathing even harder. When that happens, it’s called an asthma flare-up, asthma

episode or asthma “attack”.

Asthma can start at any age. Sometimes, people have asthma when they are very
young and as their lungs develop, the symptoms go away. But there is a possibility to
come back later in life. Sometimes, people get asthma for the first time when they
are older.

1.2 Different types of asthma

There are two main categories that “Asthma” can be divided into: Allergic Asthma,

and Non-Allergic Asthma (Breathamerica, 2015).
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1.2.1 Allergic asthma: Allergic Asthma (Extrinsic Asthma) occurs when asthma
symptoms are triggered by an allergic reaction. An airway obstruction that is partially
reversible with medication and is always associated with an allergy. This is the most
common form of asthma, affecting more than half of all asthma sufferers.

1.2.2 Non-allergic asthma: Non-Allergic Asthma (Intrinsic Asthma) is the airway
obstruction that is not caused by an allergic reaction. This type of asthma is caused by
things like anxiety, stress, exercise, cold air, smoke viruses or other irritants. Many of
the symptoms of allergic and non-allergic asthma are the same (coughing, wheezing,
shortness of breath or rapid breathing, and chest tightness), and causes the same two
secondary symptoms: irritated bronchi and airflow obstruction. The airway branches
leading to the lungs, bronchi, get overly reactive and very sensitive, which causes the

lungs to be inefficient when moving air in and out.

1.3 Causes of asthma:

According to ALA (n.d.), the exact cause of asthma is not known. Asthma tends to
run in families and may be inherited, but environmental factors may also play a key
role. Scientists continue to explore what causes asthma, but we do know that these
factors play an important role in the development of asthma.

1.3.1 Genetics:

Asthma tends to runs in families. Genetics plays an important role in causing asthma.

If your mom or dad has asthma, then you are more likely to have asthma too.

1.3.2 Allergies:

Some people are more likely to develop allergies than others, especially if your mom

or dad had allergies. Certain allergies are linked to people who get asthma.



1.3.3 Respiratory infections:

As the lungs develop in infancy and early childhood, certain respiratory infections
have been shown to cause inflammation and damage the lung tissue. The damage that

is caused in infancy or early childhood can impact lung function long-term.

1.3.4 Environment:

Contact with allergens, certain irritants, or exposure to viral infections as an infant or
in early childhood when the immune system in developing have been linked to
developing asthma. Irritants and air pollution may also play a significant role in adult-
onset asthma.

1.4 Prevalence of asthma

1.4.1 Asthma prevalence and demographics in Bangladesh:

Bangladesh is a country of 1, 47,570 square km with estimated population in 2013
more than 15.6 crore. More than 1,033 people live in every squire km. (Bangladesh
Bureau of Statistics [BBS], 2011). It has seven divisions that conclude of 64 districts.
In every division at least one government medical college gives health services to
urban and rural people. Moreover, people get health service in various government
and non-government hospital, medical college and clinics. An estimated 11.6 million
people including 4.1 million children suffer from asthma related symptoms in
Bangladesh (Khan et al., 2010). Asthma represents one of three types of chronic
obstructive pulmonary disease. Other types include chronic bronchitis and

emphysema.
1.4.2 Asthma prevalence and demographics around the world:
In India asthma was diagnosed in 2.28%, 1.69%, 2.05 and 3.47% respondents

respectively at Chandigarh, Delhi, Kanpur and Bangalore, with overall prevalence of

2.38%. Female sex, advancing age, usual residence in urban area, lower socio-



economic status, history suggestive of atopy, history of asthma in a first degree
relative, and all forms of tobacco smoking were associated with significantly higher
odds of having asthma (Aggarwal et al., 2006). Prevalence of asthma in tannery
workers is 5.3%. Approximately 0.3% - 7.9% of the population of the United States
suffers from asthma (Cookson, 1987; Rees, 1980). Between 1965 and 1983,
hospitalization rates for adults with asthma increased by 50%, whereas in children, the
rates increased by 200% (Evans et al., 1987). This dramatic increase in asthma rates
continued in the period between 1980 and 1987, when the prevalence of asthma in the
United States increased by 29% (National Heart, Lung and Blood Institute,[NHLB]
1991). In addition, asthma-related death rates increased by 40% between 1982 and
1991 (Center for Disease Control [CDC], 1995). Researchers have yet to discover
why the mortality rates have steadily increased. Approximately 63% of individuals
with asthma experience symptom onset before the age of 15. In some studies, males
appear to be slightly more prone to asthma (0.6% - 4.7% for men, 0.6 - 1.5% for
women; Evans et al.,, 1987; Rees, 1980). However, other estimates of gender
differences in asthma rates indicate that age may be an important factor as well. In
one community sample, no significant gender differences were found for individuals
younger than age 30 (Dodge & Burrows, 1980). However, for individuals between 30
and 50, the rates of active asthma for women were nearly double those for men
(although this difference was not statistically significant). Beyond age 50, the rates for
men again exceeded those for women (Pearlman & Bierman, 1988). Asthma is,
therefore, a relatively common disease that is increasing in prevalence. The necessity
of identifying factors that can reduce asthma morbidity and mortality is clear. It is
particularly important to investigate correlates of asthma in a female population for
several reasons. First, as described above, asthma rates may be higher for women in
certain age groups (Dodge & Burrows, 1980). Second, approximately 75% of adults
hospitalized for asthma are female (Skobeloff et al., 1996). Third, a larger increase in
mortality rates was observed between 1982 and 1991 for women than men (59% for
women, 34% for men; CDC, 1995). These differences in hospitalization and death
rates indicate that there are additional factors beyond prevalence alone that account
for gender differences in asthma severity and use of health care resources. Asthma
remains a costly disorder. In 1976, total cost of asthma in the United States was
estimated to be $1.3 billion dollars, By 1992, that figure, comprising inpatient hospital
services and lost productivity, reached $6.2 billion (Weiss, Gergen, & Hodgson,

7
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1992). With medical costs increasing yearly for the treatment of asthma, the
prevention or curtailing of symptoms and attacks may serve to decrease these overall
costs (Dirks & Kinsman, 1981; Kaptein, 1982). In summary, asthma rates, deaths due
to the disease, and societal costs of the disorder have been on the rise according to
research conducted over the past 30 years. Asthma is one of the most common
chronic diseases in the world. It is estimated that around 300 million people in the
world currently have asthma. Considerably higher estimates can be obtained with less
conservative criteria for the diagnosis of clinical asthma. The rate of asthma increases
as communities adopt western lifestyles and become urbanized. With the projected
increase in the proportion of the world's population that is urban from 45% to 59% in
2025, there is likely to be a marked increase in the number of asthmatics worldwide
over the next two decades. It is estimated that there may be an additional 100 million
persons with asthma by 2025 (GINA, 2012).

1.5 Mental health problems and psychopathologies among asthma

1.5.1 Prevalence of mental health problems among Asthma

Epidemiological studies show that anxiety, depression and panic disorders are more
common among people with asthma than in the general population ( Nowobilski et
al., 2007; Van Lieshout, & MacQueen, 2012). A large international population study
found that, the relationship between asthma and mental disorders confirms that a
range of common mental disorders occurs with greater frequency among persons with
asthma. This study compared with those without asthma, people with asthma were
approximately 1.6 times more likely to have a depressive disorder, approximately 1.5
times more likely to have an anxiety disorder, and approximately 1.7 times more
likely to have an alcohol use disorder (Scott et al.,2007). Population studies have
shown a higher prevalence of major depressive episodes among adolescents with
asthma than adolescents without asthma (Delmas et al., 2011). Depression and anxiety
disorders are common among people with severe asthma and may be either a
consequence of, or a contributor to asthma. Data from a prospective birth cohort
suggest that there is a positive correlation between the risk of mental health problems
and asthma severity in children and adolescents (Goodwin et al., 2013). Population
studies also suggest higher rates of behavioural problems in children with asthma than

8



the general population (Feitosa et al., 2011). Several studies have shown an
association between asthma and attention-deficit hyperactivity disorder in children
and adolescents (Schmitt et al., 2010). Approximately one in four (25.7%) pediatric
asthma patients in an inner-city asthma clinic met criteria for a probable diagnosis of
current anxiety disorders or common among 8.1%, panic among 14.9%, generalized
anxiety disorder among 4.1%, agoraphobia among 5.4%, and 2.7% had depression

(Goodwin, Messineo, Bregante, Hoven, & kairam, 2005).

1.5.2 Psychopathologies among asthma

Psychological dysfunction has been observed in asthma, with problems such as
anxiety, depression and panic disorders being more frequent than in the general
population (Nouwen, Freston, Labbe, & Boulet, 1999; Lehrer, Feldman, Giardeno, &
Song, 2002; ten Brinke, Ouwerkerk, Bel, & Spinhoven, 2001; Lavoie et al., 2006).
Patients with severe asthma who frequently use healthcare facilities show more
psychological abnormalities, particularly anxiety, depression, and lack of trust
towards healthcare providers (Lehrer et al.,2002; Lavoie et al., 2006). Psychological
factors may trigger asthma symptoms and affect patients' asthma symptom perception,
but also may influence medication compliance and, thus, should be detected and
treated promptly and appropriately (Lavoie et al., 2006; Feldman et al., 2005;
Nowobilski et al., 2007; Katon, Lin, & Kroenke, 2007). These conditions are
associated with an increased use of urgent care and hospital admissions (Forbes,
Shaw, & Dahl, 2007).

Van den Bergh and colleagues have shown that odors and other stimuli can serve as
conditional stimuli for eliciting respiratory symptoms and complaints in healthy
individuals as well as among individuals reporting hyperventilation complaints (Van
den Bergh, Stegen, & van de Woestijne, 1997). Other studies have demon- striated
conditioned respiratory responses to fear-relevant images or conditional stimuli
associated with stress (Ley, 1994; D. J. Miller & Kotses, 1995; Stegen, De Bruyne,
Rasschaert, van de Woestijne, & van den Bergh, 1999) and generalization of odor-

conditioned responses to new odors (Devriese et al., 2000).


http://www.ncbi.nlm.nih.gov/pubmed/?term=Goodwin%20RD%5BAuthor%5D&cauthor=true&cauthor_uid=16266954

Depression and anxiety disorders are common in severe asthma and may be either a
consequence of, or a contributor to, this condition (Heaney, Conway, Kelly, &
Gamble, 2005; Nowobilski et al., 2007) reported that dyspnoea correlated with
anxiety trait and anxiety state, neuroticism, and depression in asthmatic males but not
in females. Furthermore, Katon et al., 2007) observed that youths with asthma have an
almost two-fold higher prevalence of comorbid anxiety and depressive disorders
compared with controls. Finally, in a prospective community-based cohort study of
asthmatic subjects aged 19 and 40yrs, asthma was associated with anxiety and panic
disorder, while after adjusting for potentially confounding variables, active asthma

also predicted subsequent panic disorder (Hasler et al.,2005).

Although studies have indicated that treatment of panic disorders can improve asthma
outcomes, the authors of a Cochrane meta-analysis on the role of psychological
interventions for children with asthma were unable to draw firm conclusions about the
efficacy of this approach (Lehrer et al., 2008; Yorke et al., 2007; Rimington, Devis, &
Lowe, 2001; Dahlem, Kinsman, & Horton, 1977). Studies reporting positive effects
were usually conducted by specialists treating well-defined psychopathological
comorbidities, whereas studies of psychoeducational interventions carried out by
nonspecialists seemed less effective. Finally, more extreme forms of
psychopathology, such as bipolar disorder, personality disorders and schizophrenia,
have not been identified as occurring more commonly in severe asthma (Chanez et al.,
2007; ten Brinke et al., 2001). Psychological distress and decreased feelings of control
are common in asthma and are significantly associated with physical health status
(Adams et al., 2004).

Psychological factors may influence the symptoms and management of asthma, and
numerous pathways may contribute to the links between asthma and psychiatric
disease states such as depression. The notion that emotional stress can precipitate or
exacerbate acute and chronic asthma (Sandberg, Paton, & Ahola, 2000). It has been
recognized anecdotally for many years. Psychological barriers, such as faulty
symptom attribution, adoption or rejection of the sick role, and low self-esteem, may
negatively impact treatment adherence. Conversely, the presence of a chronic and
potentially life-threatening illness may exert enough stress that an anxiety or
depressive disorder emerges in vulnerable patients. As a consequence, epidemiologic
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associations between major depressive disorder (MDD) and asthma might be apparent
but not reflect a shared pathophysiologic vulnerability. Alternatively, there may be
aspects of dysregulation in key biologic systems, such as the neuroendocrine stress
response or cytokine system, that predispose people to both asthma and psychiatric
illness independent of the psychological impact of one chronic illness on the other.
More provocatively, perhaps, there may be components of central or peripheral
nervous system dysfunction that predispose people to asthma or worsen the course of
asthma independent of behavioural response style or the experience of illness-related
stress or depression.The prevalence of MDD is higher in people with asthma relative
to the general population. Individuals with allergic disease also have higher rates of
MDD than nonatopic individuals (Centanni, Di marco & Castagna, 2000; Timonen,
Hakko, & Miettunen, 2001).

The presence of atopic disease increases the risk of depression in both men and
women, although a more substantial body of evidence exists for the latter, (Timonen
et al., 2001) in whom the prevalence of MDD is generally higher. Patients with MDD
or the other common mood disorder, bipolar affective disorder, also have an increased
risk of developing immunoglobulin (Ig) E-mediated allergic conditions, including
asthma, than the general population (Bell, Jasnoski, Kagan & King, 1991; Matussek,
Agerer, & Seibt et al., 1983; Yatham, Kennedy, & O'Donovan, 2006). Asthma and
hay fever also occur more frequently in patients with mood disorders and their family
members than in those with schizophrenia (Nasr, Altman, & Meltzer, 1981).

Unfortunately, the literature on the prevalence of psychiatric disorders in patients with
asthma is complicated by a number of issues, not the least of which is the problem of
accurately defining and detecting cases of both disorders. There is significant
variation in the rates of MDD in patients with asthma that appears in part secondary to
ascertainment issues. Population-based studies have not reported rates of comorbidity
as high as studies that evaluated depression in a clinical cohort of patients with
asthma, for whom lifetime rates of asthma have been recorded to be as high as 47%
(Nejtek et al., 2001; Brown, Stevens, & Hass, 2001). This may represent an accurate
reflection of the asthma population as it is possible that the overall rates of psychiatric
illness in those with mild and well-controlled asthma are low, with elevated rates
observed in patients surveyed in tertiary care clinical settings who are likely to have
more severe and chronic asthma. Regardless, the fact that individuals with asthma
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manifest higher rates of MDD and vice versa suggests that the two conditions may

have shared pathogenic elements.

Further support for a link between asthma and MDD comes from family studies that
suggest that the prevalence of one disorder is increased in the family members of
index cases with the other. The initial evidence for this link came from mothers whose
children had asthma but did not have MDD (Jessop, Riessman, & Stein, 1988). In
some studies, rates of depression in family members were related to the severity of the
child's asthma symptoms, raising the possibility that these were related to the stress of
having an ill child (Leigh, & Marley, 1967; Meijer, 1981). Wamboldt and colleagues
reported that mood but not ADs were increased in the relatives of adolescents with
severe asthma and that the onset of these problems was equally likely to have
occurred before as after the proband's asthma diagnosis (Wamboldt, Weintraub,
Krafchick, & wamboldt, 1996). More recent studies provide further proof that the
prevalence of mood disorders is increased in the parents of children with asthma
(Brown et al., 2006) even when childhood mental illness is considered (Ortega,
Goodwin, McQuaid, & Canino, 2004).

Evidence supporting a genetic link between asthma and depression comes from
Wamboldt and colleagues' study of Finnish twin pairs in which they assessed the
prevalence of atopic disease and depressive symptomatology (Wamboldt, Hewitt,
Schmitz, 2000). They found a within-person correlation between atopic and
depressive symptoms of 0.103 and, using a best-fit model, estimated that 64% of this
association was due to shared familial vulnerability, mainly additive genetic factors.
Katon and colleagues conducted a review of the literature on the relationships
between asthma and anxiety in children, adolescents, and adults (Katon, richardson,
Loszano, & McCauley, 2004). They concluded that up to one-third of children and
adolescents may meet the criteria for a comorbid AD. The rates of AD in adults with
asthma ranged from 6 to 24%, although the studies had many of the same limitations
as the studies of depression and asthma, including issues with small samples,
ascertainment biases, and questionable methods of confirming the diagnosis of asthma
or AD.
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A study examined not only the rates of depression and anxiety in adolescents but also
the likelihood that the comorbid psychiatric condition was recognized and treated
(Katon, Richardson, & Russo, 2006). Only about one-third of youth with anxiety had
the condition recognized within the last year, and only about one in five youth with
MDD had adequate treatment. A commentary accompanying this article concluded
that the methods used by Katon and colleagues were probably conservative in the
estimates of rates receiving treatment, so the actual rates of treatment of MDD or
anxiety in youth with asthma may be even lower than 20% (Kelleher, &
Horwitz,2006). Thus, there appears to be a significant dissociation between studies
that, despite limitations, suggest that anxiety and MDD occur frequently in asthma
and studies that suggest that in routine clinical practice comorbid psychiatric
conditions are infrequently recognized in patients with asthma and even less
frequently treated.

Asthma has long been considered a condition in which psychological distress exerts a
negative impact. Alterations in the stress axis, immune and autonomic nervous
systems appear to be involved in the pathogenesis of each disorder and may
contribute to the observed associations between these conditions. Although there is
increasing recognition of the importance of treating psychological distress to optimize
symptom control in people with asthma, there are few studies examining whether
specific treatments for depression or anxiety can improve symptom control in asthma
and result in better overall function and outcome (Van Lieshout & MacQueen, 2012).
Asthma is associated with reduced health-related quality of life. Furthermore, a
summary of the literature suggests that people with both depression and asthma
reported poorer health-related quality of life than people with asthma without
depression (Opolski & Wilson, 2005). The severity of depression has also been shown
to correlate with asthma control (Ford et al., 2003). This report summarizes the self-
reported mental health data from adults in Montana with current asthma and the
experiences of those with both current asthma and frequent mental distress
(Trzcinska, Przyblski, Kozlowski, & Derdowski, 2012).
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Asthma can result in physical, emotional, and social limitations for patients. These
limitations can impair patient quality of life. In general, the quality-of-life impairment
in asthma patients is proportional to the degree of disease activity. Results suggest
that psychiatric disorders are prevalent among asthmatics and are associated with

worse asthma control and quality of life. (Lavoie et al., 2005)

1.6 Theoretical perspective

1.6.1 Psychological approaches to asthma

A large proportion of the published research in the psychological literature relating to
asthma focuses on examining how, why, and when psychological events influence the
elicitation of asthma symptoms. One line of research considers how airway changes
may occur due to psychological manipulations. A second line of research involves
measuring the respiratory effects of exposing an individual with asthma to a particular
type of imaginal or real aversive stimuli (e.g., mental arithmetic, imagination of
aversive scenes, viewing a graphic movie). A third line examines how suggestion can

lead to bronchoconstriction or bronchodilation. These three areas are discussed next.

Physiological mechanisms

If psychological stimuli produce airway changes in individuals with asthma, it is
important to consider how these changes might occur physiologically. The autonomic
nervous system regulates and controls alterations in lung function, and an increase in
arousal may lead to a large change in airway smooth muscle tone (Erskine-Milliss &
Schonell, 1981; McFadden, 1980a). Indeed, some researchers have conceptualized
asthma as a malfunction of the autonomic nervous system (Holtzman, Sheller, Dimeo,
Nadel, & Boushey, 1980; Nadel & Barnes, 1984). The sympathetic and
parasympathetic nervous systems appear to control different portions and functions of
the airways. The sympathetic system controls the lower or small airways, whereas the
parasympathetic system controls the upper or large airways (Nadel & Barnes, 1984).
Similarly, sympathetic nervous system activation leads to bronchodilation, whereas
the parasympathetic nervous system produces bronchoconstriction (Erskine- Milliss &
Schonell, 1981).
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The vagus nerve is one of the 12 cranial nerves, and represents a key component of
the parasympathetic nervous system (Scanlon, 1984). Connecting the brain with the
lungs, the vagus nerve may represent the specific pathway by which emotion may
lead to asthma symptoms (Erskine-Milliss & Schonell, 1981). When this nerve is
directly stimulated, airway constriction results (Nadel, Cabezas, & Austin, 1971;
Widdicombe, 1975). Constriction occurs due to the release of acetylcholine at the end
of the vagus nerve, near the lungs McFadden, 1980a). The released acetylcholine is
then received by receptors in the bronchial smooth muscle tissue, forming cyclic
guanosine monophosphate. When an over abundance of guanosine monophosphate
occurs, an imbalance with cyclic adenosine monophosphate results. It is this
imbalance that leads to airway smooth muscle constriction (Scanlon, 1984). Release
of acetylcholine from postganglionic cholinergic fibers of the vagus nerve may also
trigger contraction of bronchial smooth muscle as well as mucus secretion (Harries,
Parkes, & Lessof, 1981; Nadel & Barnes, 1984). Further evidence for the involvement
of vagal activity is found in the cessation of bronchoconstriction by administration of
substances that block the vagal efferent pathway (Mussell & Hartley, 1988;
Widdicombe, 1975).Similarly, in animal research, cutting the vagus nerve results in
bronchodilation (McFadden, 1980b).

Increases in vagal activity lead to more severe constriction of the upper airways than
the lower airways (Nadel et al., 1971). Not all individuals with asthma exhibit
alterations in lung function in response to psychological stimuli. Therefore, it has
been suggested that those who do respond tend to experience more upper airway
constriction (thus further implicating the parasympathetic nervous system; Lehrer et
al., 1996). Evidence for parasympathetic system involvement in bronchoconstriction
has been found in a variety of studies investigating the effects of stress and relaxation
on bronchoconstriction. In a typical study, peak air flow is measured in controls who
have been conditioned to tense or relax their facial muscles in response to a particular
cue (Glaus & Kotses, 1983). As the face and throat muscles constrict (measured via
electromyography), airway constriction results, leading to a decrease in peak air flow.
Alternatively, when participants are asked to relax their facial muscles,
bronchodilation results. Interestingly, other types of muscular tension and relaxation
(e.g., limb muscle) do not produce alterations in lung function. One explanation for

these findings is that sensory information from the facial muscles affects the vagus
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nerve via trigeminal pathways (Kotses & Miller, 1987). However, it is possible that
the role of the facial muscles in producing bronchoconstriction is a facet of the more
general diving reflex. This reflex occurs in humans and other animals when the face is
immersed in cold water, or cold pressure is applied to the forehead. As a result, the
body conserves oxygen by slowing heart rate and limiting blood flow to all parts

except the brain. In addition, bronchoconstriction occurs.

Further evidence implicating the vagus nerve in bronchoconstriction has been found
in a study that used placebo bronchoconstrictor methodology. In this type of study,
individuals with asthma are told that they will be inhaling a substance that provokes
bronchoconstiction. In actuality, the substance is inert and should have no effect on
lung function. Before the suggestion was given in this particular study, one group of
participants was administered a substance known to block parasympathetic nervous
system activity. By eliminating the action of the vagus nerve, the measurable effects
of bronchoconstrictive suggestion were not observed (McFadden, Luparello, Lyons,
& Bleecker, 1969). From these studies, evidence has accumulated suggesting that the
vagus nerve and parasympathetic nervous system processes affect lung function.
Parasympathetic nervous system involvement, specifically through stimulation of the
vagus nerve, appears to be the conduit by which psychological stimuli lead to airways
changes (e.g., Isenberg, Lehrer, & Hochron, 1992a, Lehrer et al., 1993). Increased
arousal, possibly reflected in increased face and throat muscular tension, stimulates
the vagus nerve. In turn, the vagus nerve sends chemicals to the lungs, which increase
bronchoconstriction of the upper airways. Therefore, psychological stimuli appear to
be capable of affecting the physiological mechanisms underlying asthma symptoms.
Research exploring different psychological stimuli that have been utilized to produce

asthma symptoms is summarized next.

Imagined and In-Vivo Stressful Tasks

The role of imaginal or in-vivo exposure to aversive or stressful events in the
production of bronchoconstriction is well documented (e.g., Isenberg et al., 19923;
Kotses, Nestlund, & Creer, 1987). Individuals with asthma may exhibit increased air
flow resistance when imagining symptoms of asthma, imagining the experience of a

cough, or imagining emotions such as fear and anger (e.g., Creer, Rayholds, &
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Kotses, 1991). Similarly, the performance of particular types of aversive tasks in a
laboratory setting have been shown to lead to increased air flow resistance in

individuals with or without asthma (Isenberg et al.,1992a).

In a typical experimental paradigm, individuals with or without asthma would view
three films that varied in emotional content (i.e., children with asthma in the hospital,
an industrial accident, and a mother deciding whether or not to put her infant up for
adoption). In comparison to controls, individuals with asthma tend to respond to each
of the three films with increased Rt, particularly during extremely emotional scenes
(Levenson, 1979). More recently, Dorhofer, Sigmon, and Boulard (1997) found that
women with asthma who listened to scenes depicting the experience of asthma and
negative asthma-related situations (e.g., “You decide to go out with a friend. You go
to a local bar, where most people are smoking. You feel your lungs tighten as you
breathe in the smoky air.”) exhibited decreased peak air flow and higher levels of
anxiety in comparison to controls. These studies demonstrate that exposing
individuals with asthma to emotional or asthma-related stimuli consistently reduces
lung function compared to controls. Other types of aversive cognitive tasks have been
utilized in asthma research. In one study, male college controls were assigned to
perform either an easy or difficult arithmetic task (Kotses et al., 1987). The group that
performed the difficult calculations exhibited significantly higher Rt. It should be
noted that controls exhibit transient increased lung resistance as well when engaging
in arithmetic tasks. Therefore, it appears that physiological responses of individuals
with asthma are not qualitatively different from that of individuals without asthma.
This pattern of lung resistance effects indicates that asthma studies that do not include
controls may simply be measuring normal human responses, not a particular response
caused by the pathology of asthma (Kotses, Hindi-Alexander, & Creer, 1989).
Individuals who have asthma do, however, exhibit greater and more consistent
increases in Rt in response to a variety of stimuli than controls. According to some
researchers, a quantitative (i.e., occurring along a continuum), rather than qualitative,

difference in response may occur (Isenberg et al., 1992a).

The type of aversive task used may result in different types of lung response. In a
study of individuals with and without asthma (Lehrer et al., 1996), the effects on lung

function, measured via forced oscillation, of active (e.g., mental arithmetic and
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reaction time tasks) versus passive (e.g., watching 2 gory films) tasks were compared.
Interestingly, when both groups engaged in active tasks, Rz decreased (resulting in
better lung function) in comparison to the passive tasks. According to the researchers,
active tasks may activate the sympathetic nervous system, which is responsible for the
“fight or flight” response. Activation of this system may balance or override the
effects of the parasympathetic system, leading to overall bronchodilation. In contrast,
passive tasks may lead to increased parasympathetic activation that result in
bronchoconstriction. Thus, the observed alterations in lung function may depend on
the nature of the task utilized as a stressor. In general, it appears that a wide variety of
aversive tasks lead to alterations in lung function. In many cases, these procedures
lead to decreases in lung function, but in some cases, an increase may be noted.
Further research would be helpful in order to make more definitive statements about

the conditions under which bronchoconstriction versus bronchodilation will occur.

Placebo bronchoconstrictor studies

The role that placebos (neutral substances that an individual believes will have a real
effect) may play in the development of bronchoconstriction has been widely studied.
It is well known in both the medical and psychological literature that placebos are
frequently capable of creating measurable psychological or physical alterations in an
individual (e.g., Edmeads, 1984). In the study of asthma, a specific type of research
has evolved wherein bronchoconstriction is induced in response to a placebo. In a
typical research protocol, participants inhale a substance that is presented as either a
neutral substance (control condition) or as a strong bronchoconstrictor (e.g., Kotses et
al., 1989; Luparello, Lyons, Bleecker, & McFadden, 1968; McFadden et al., 1969;
Miller & Kotses, 1990; Wigal, Kotses, Rawson, & Creer, 1988). In reality, the inhaled
substance is inert (e.g., saline solution, distilled water, room air) in both conditions.
At baseline and after the inhalation(s), airway function is measured via spirometry or
peak flow. One early report indicated that full-blown asthma attacks were both
induceable and reversible with the use of this methodology (Luparello et al., 1968). In
this type of study, researchers hypothesize that the physiological mechanism
responsible for the airway response is the vagus nerve, as the body responds to
heightened arousal (Spector, Luparello, Kopetzky, Souhrada, & Kinsman, 1976).
Subsequent studies, however, have not reported the occurrence of full-blown asthma
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attacks. More frequently, less severe but measurable alterations in lung function
occur. For example, a group of 29 individuals with asthma inhaled a saline solution on
five occasions (Janson-Bjerklie, Boushey, Carrieri, & Lindsey, 1986). During the first
(control) trial, participants were informed that they were inhaling an inert substance.
During the second through fifth (suggestion) trials, participants were informed that
they were inhaling a chemical in progressively increasing doses that would cause
chest tightness and wheezing. Although no full-blown asthma attacks were noted,
34% of the participants responded to the suggestion with a clinically significant
increase in airway resistance (i.e., greater than 20% above baseline). Similar studies
have been conducted using variants of this basic methodology. Alterations in the
focus of the experiments have led to the use of different types of inert substances
(e.g., distilled water, saline) and different orders of control versus suggestion trials.
Reviewing the use of saline as an inert substance, Isenberg et al. (1 992a) calculated
that approximately 48% of participants responded to the suggestion trial with a
clinically significant deterioration in lung function (20% decrease, e.g., Luparello et
al., 1968; Luparello, Leist, Louie, & Sweet, 1970; McFadden et al., 1969; Philipp,
Wilde, & Day, 1972). In comparison, only 17% responded to the control condition. A
large number of placebo bronchoconstrictor studies have been reported in the asthma
literature. Most studies report that a proportion of the participants exhibit some
bronchoconstriction in comparison to baseline (e.g., Butler & Steptoe, 1986; Janson-
Bjerklie et al., 1986; McFadden et al., 1969). According to a review of studies that
used bronchoconstrictive suggestion, approximately 30 to 40% of participants exhibit
temporary decreases in lung function in response to the suggestion (Isenberg et al.,
1992a). However, these authors have suggested a more conservative average of 20%
participant response, taking into account serious methodological problems. This low
rate of responsiveness to the experimental manipulation greatly reduces the value of
data obtained with this type of methodology for drawing conclusions about the
contribution of psychological factors to asthma. A related methodology involves
using a substance that will cause actual bronchoconstriction or bronchodilation. These
substances are inhaled with either suggestion of bronchoconstriction or
bronchodilation (e.g., receive bronchoconstrictor but told it is a bronchodilator;
Luparello et al., 1970; Strupp et al., 1974). One experiment of this type involved
participants inhaling methacholine, a known bronchoconstrictor, during two trials.

During the first trial, participants were told that they were inhaling either a
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bronchodilator or a bronchoconstrictor. During the second trial, participants were
given the opposite suggestion. For example, one participant was given methacholine
during two trials (Pastorello et al., 1987). During the first trial, he or she was told that
the inhaled substance would produce difficulty in breathing. During the second trial,
the participant was told that the inhaled substance would lead to easier breathing.
Thus, individuals were given the same substance but were given two different
suggestions about its possible effect. Airway responses to the trials were mixed. In
comparison to baseline lung function, statistically significant changes did not occur
after the trials. Normally, it would be expected that an individual would experience
significant bronchoconstriction when inhaling methacholine. According to the
authors, the absence of significant changes indicates that the suggestion prevents the
expected bronchoconstriction. On the other hand, the lack of significant changes
could be due to inconsistent physiological responses or heterogeneity within the
sample. Many studies that utilize bronchoconstrictive suggestion use small samples
and have other serious methodological flaws that reduce the impact of the
manipulation. For example, individuals with asthma have hyperreactive airways that
are irritated by a wide variety of stimuli. The effects of a particular methodology may
not be directly attributable to the experimental manipulation. In addition, simply
taking a deep breath before exhaling into a spirometer or other apparatus can cause
transient air flow obstruction in some individuals (Gayrard, Orehek, Grimaud, &
Charpin, 1975; Gayrard, Orehek, Grimaud, & Charpin, 1979; Orehek, Gayrard,
Grimaud, & Charpin, 1975). Therefore, it is important to consider the effects of these
flaws or confounds on the results presented in this literature. Confounds from the type
of substance inhaled are frequently observed in placebo bronchoconstrictor studies.
The use of nebulized saline as a control substance raises particular difficulties.
Inhalation of saline causes bronchoconstriction for some participants, confounding the
results (Lewis, Lewis, & Tattersfield, 1983). In some cases, participants respond with
bronchoconstriction to both control and suggestion conditions as a result of warm
saline's effects on the lungs. Unfortunately, response to the control substance in some
cases eliminates any measurable placebo effect (Pastorello et al.,1987). Indeed,
particular concentrations of saline have been suggested for use as a challenge task for
measurement of airway hyperreactivity in individuals with asthma (Boulet, Legris,
Thibault, & Turcotte, 1987; Schoeffel, Anderson, & Altounyan, 1981). Cooling of the
airways has also been shown to cause bronchoconstriction (Deal, McFadden, Ingram,
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Breslin, & Jaeger, 1980; Spector & Farr, 1974). Room temperature saline (20" C) and
warm saline at 37" C produces different results. Bronchoconstriction as a result of
suggestion only occurs when saline is cool, not when it is at room temperature (Lewis
et al., 1983). Thus, when the type of substance inhaled in a control condition causes
bronchoconstriction, the level of airway change due to the experimental manipulation
is difficult to estimate. Another flaw commonly found in placebo bronchoconstrictor
studies reflects the lack of estimates of the clinical significance of the reduction in
airway function. A reduction of approximately 20% of peak air flow is considered to
be indicative of impairment, and a reduction of 50% or more is likely to require
emergency medical intervention (Isenberg et al., 1992a). However, few studies use
these guidelines in assessing the degree to which participants responded. Control
groups are rarely used in placebo bronchoconstrictor studies (e.g., Butler & Steptoe,
1986; Horton, Suda, Kinsman, Souhrada, & Spector, 1978; Janson-Bjerklie et al.,
1986; Pastorello et al. 1987). This methodological oversight restricts the conclusions
that can be drawn about responses of individuals with asthma versus individuals
without asthma. Further research has shown that responses to suggestion occur in a
similar manner in individuals without asthma (as described above), throwing further
doubt on the utility of the placebo bronchoconstrictor methodology (Wigal, Kotses,
Rawson, & Creer., 1988). In summary, although widely used, the placebo
bronchoconstrictorl bronchodilator studies suffer from a lack of methodological
soundness. Although a moderate percentage of individuals with asthma do appear to
respond to these manipulations, the extent to which these findings are valid and
generalizable is questionable. Thus, the results of this type of study must be
interpreted cautiously. Currently, due to the variety of problems that commonly occur
in placebo bronchoconstrictor studies, asthma researchers have been less likely to
utilize this methodology. Rather, less intrusive stimuli (e.g., listening to aversive
scenes, mental arithmetic) have been advocated when a task that affects lung function
is to be studied (Dorhofer & Sigmon, in press). These stimuli may be more
ecologically valid, similar to types of events that trigger asthma symptoms in
everyday life. Emotional States and Asthma Symptoms Positive and negative
emotional states may accompany or lead to symptoms of asthma. The relation
between naturally occurring mood states (i.e., measured several times during the
course of the day) and peak expiratory air flow has been investigated in several
studies. Mood states and peak air flow are often measured at the same time during an
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individual’s usual daily activities. However, studies of this nature are generally
correlational in nature. Frequently, individuals record their observations several times
per day. In one study, boys in a treatment facility wore FM radio transmitters for 4
hours per day (Miklich, Chai, Purcell, Weiss, & Bradley, 1974). Approximately every
20 minutes, each boy was instructed via a transmitter to measure and record peak
flow, as well as note mood. For 38% of the boys, significant negative correlations
between emotional intensity and peak flow were found. More recent studies have
generally corroborated the finding that peak flow and naturally occurring negative
mood states are significantly correlated for some individuals with asthma (e.g.,
Hyland, 1990; Steptoe & Holmes, 1985). However, not all participants exhibit a
negative correlation between mood state intensity and peak flow (as the mood
becomes more intense, peak flow decreases). In addition, the type of mood state (e.g.,
anger, sadness, joy) accompanied by decreased peak flow may vary from individual to
individual. For example, some individuals may exhibit decreased air flow while
experiencing anger, whereas other individuals may exhibit decreased air flow while
sad, happy, or during other emotional states (Steptoe & Holmes, 1985). A review of
studies that induce emotional states in participants in the laboratory identified a
subgroup of individuals with asthma (40%) who respond to emotional stimuli (e.g.,
induction of anger, fear, anxiety) with increased airway resistance (Isenberg et al.,
1992a). The authors, however, did not hypothesize why only a subset of individuals
with asthma exhibit lung function that correlates with negative mood states. An
additional difficulty in interpreting the results of studies examining the moodpeak
flow relation reflects the cyclical nature of this relation (ie., mood-peak flow
relationship is stronger in the evening; Hyland, 1990). Studies of circadian rhythms in
asthma have shown that for some individuals, asthma symptoms occur more
frequently at night, with increased severity (Clark, 1985; Hetzel, 198 1; Hetzel &
Clark, 1980). Thus, it is possible that time of day should be carefully considered in
studies examining the relations between mood, suggestion, and bronchoconstriction.
Overall, some evidence has been found for a negative correlation between a few types
of positive and negative mood states and lung function. However, this research needs
to be replicated and extended before stronger conclusions can be made. The
heterogeneity of mood states correlated with reduced lung function warrants further
investigation. Possibly, mood state may be another avenue by which facial muscle
tension or general arousal affects the vagus nerve, leading to bronchoconstriction.
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One mood state in particular (e.g., anxiety) has been studied extensively in individuals

with asthma.

1.6.2 Relevance of psychological theories to asthma

A) Psychosomatic theories of asthma

Historically, an influential literature review on psychogenic factors in asthma (French
& Alexander, 1941) strengthened the view of asthma as psychosomatic in nature.
Using data from case studies, French and Alexander concluded that allergic and
psychological factors worked in concert to produce asthma symptoms. In addition,
they cited evidence of the efficacy of hypnosis in preventing asthma attacks in
response to known allergens. According to psychoanalytic theory, individuals with
asthma may be experiencing separation anxiety (expressed as a suppressed cry) that
may lead to an attack (Purcell & Weiss, 1970; Turnbull, 1962). According to this
view, treatment based on psychoanalytic theory could assist individuals with asthma
in working through their unconscious conflicts, resulting in reduced numbers of
asthma attacks (French & Alexander, 1941). However, empirical studies have failed
to confirm the tenets of the psychosomatic theory of asthma (Creer, 1982). Over time,
this view has been generally superseded by a biopsychosocial view which emphasizes
genetic and biological components that may be responsible for the initial development
of asthma (e.g., Matts, 1984; Rees, 1980). However, as discussed above,
psychological and social stimuli may also have an effect on the severity of symptoms
and the manner in which treatment is conducted. Two psychological models,
dyspnedsuffocation fear theory and cognitive theory have been extended to the

conceptualization of asthma severity and frequency.

Cognitive Theory

The cognitive theory of panic proposes that catastrophic misinterpretation of benign
bodily sensations results in the experience of a panic attack (Clark, 1986). Extending
this theory to asthma, it is possible that individuals with asthma and a tendency to
misinterpret symptoms may experience more frequent and more severe asthmatic

episodes. Mislabeling non-asthma related bodily sensations as symptoms of asthma
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may have serious consequences. In studies of asthma inpatients, 19% - 27%
consistently mislabeled relatively benign bodily symptoms (e.g., fatigue, worry,
irritability, anxiety) as an asthma attack. Those individuals who exhibited this
tendency to mislabel symptoms were more likely to be rehospitalized for asthma at a
6-month follow-up. Forty to 84% of the mislabelers were rehospitalized by 6 months,
whereas only 29% - 40% of the nonmislabelers were rehospitalized. There was no
measured difference between symptom mislabelers and non-mislabelers in lung
function (Dirks & Schraa, 1983). In individuals with asthma, the consequences of
symptom misinterpretation may be due to the anxiety45 producing effects of the
catastrophic interpretation of benign sensations that may lead to increased
bronchoconstriction. According to Clark (1993), there are three criteria that must be
fulfilled in order to demonstrate cognitive mediation of panic attacks induced by

biological challenge tasks:

1) panic disorder patients have a stronger tendency to misinterpret certain bodily
sensations than controls;

2) that thoughts based on the misinterpretation of bodily sensations accompany
challenge induced panic attacks; and

3) that experimental manipulations of cognitive variables have an influence on
whether or not an individual panics during a biological challenge test (Clark, 1993, p.
76).

Clark (1993) provides evidence that these three criteria have been fulfilled in the
research on panic disorder. Thus, strong support for cognitive mediation of panic

attacks during biological challenge tests has been reported in the panic literature.

Criterion one: Criterion one has been confirmed through research utilizing the
modified Interpretations Questionnaire (Butler & Matthews, 1983). This questionnaire
assesses the extent to which individuals interpret ambiguous internal and external
stimuli as threatening. Individuals with panic disorder tend to mistakenly interpret
bodily sensations as symptoms of an approaching physical or mental catastrophe more
than individuals with other types of anxiety disorders or controls (Clark, 1993).
Research with expanded versions of the Interpretations Questionnaire revealed that
individuals with panic disorder are less likely to be able to reinterpret stimuli as
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nonthreatening once they have made an anxiety-related response (e.g., Kamieniecki,
Wade, & Tsourtos, 1997).

Criterion two: The second criterion (thoughts based on the misinterpretation of
bodily sensations are present during challenge induced panic attacks) has also been
supported. Individuals with panic disorder were exposed to feared situations (e.g.,
walking alone into a supermarket). Participants completed measures of their level of
fear, a checklist of bodily sensations, and a checklist of fearful cognitions after each
trial. Approximately 73% of the panic attacks experienced by the participants were
accompanied by self-reports of fearful cognitions (Rachman, Lopatka, & Levitt,
1988). Significantly more fearful cognitions were reported on the trials that led to
panic than those that did not, indicating that panic is generally accompanied by these

types of catastrophic cognitions.

Criterion three: The third criterion (manipulating cognitions either leads to or
prevents panic attacks in experimental settings) is perhaps the most important of the
three criteria. Yet, this hypothesis has been more difficult to unambiguously support.
Many studies have revealed that the manipulation of cognitive variables can affect the
likelihood of panic symptoms or attacks during challenge tests (Margraf, 1993;
Salkovskis & Clark, 1990; van der Molen, van den Hout, Vroemen, Lousberg, &
Griez, 1986). To test this hypothesis, studies alter the information participants are
given before a challenge task begins. Instructing two groups of controls that the
sensations of hyperventilation are either symptoms of impending fainting or signs of a
higher state of consciousness produce very different results (van der Molen et al.,
1986). Although the same bodily sensations and changes in heart rate and pCO2 were
produced in both groups, these sensations were rated as either pleasant or unpleasant,
depending entirely on the instructions given (Salkovskis & Clark, 1990). A similar
study examined the effects of instructions on self-reported mood in response to
sodium lactate infusion. Two groups of controls were informed that they would either
experience anxious tension or pleasant excitement in response to the infusion. As was
expected, the group that received the anxious tension suggestion reported significantly
higher levels of negative, anxious mood. Expectations about what symptoms a C02/02
challenge task will produce also alter the likelihood of experiencing a panic attack.
Individuals with either panic disorder or social phobia were given one of two different
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explanations of the symptoms they would experience as a result of C02/02 inhalation
(e.g., Rapee, Mattick, & Murell, 1986). The first explanation gave the individual no
expectation about what he or she would experience, whereas the second explanation
listed symptoms that are commonly reported during a panic attack. After the
inhalation trial, participants were given a list of 10 neutral and panic related
cognitions and were asked to indicate what went through their mind when they began
to feel the bodily sensations associated with the gas. Individuals in both conditions
reported similar levels and types of bodily sensations. However, many more of the
individuals who were in the “no explanation” condition experienced a panic attack.
The cognitions reported by this group were significantly more likely to be
catastrophic in nature (Rapee et al., 1986). The results of this study provide strong
evidence that an individual’s fearful cognitions in an ambiguous situation can lead to
panic symptoms. Conversely, if an individual can attribute ambiguous bodily
sensations to a known cause, then he or she may be less likely to have a panic attack.
Cognitions about situational control may also alter the anxiety responses of
individuals with panic disorder. In one study, participants were allowed to “turn
down” the level of C02 they were receiving if a light turned on (for half the
participants, the light never turned on; for the others, the light was turned on during
the entire procedure; Sanderson, Rapee, & Barlow, 1989). In actuality, the dial did not
alter the CO2 level in any way. However, participants who believed they had control
over the gas reported fewer and less severe symptoms of panic, less resemblance to
panic sensations, and fewer occurrences of actual panic attacks (Sanderson et al.,
1989). Studies of this type provide support for the role that cognitions play in the
production or reduction of panic symptoms and attacks. In addition, anticipating the
negative effect of C02 inhalation can produce increased self-reports of physiological
responses that indicate increasing levels of anxiety. In comparison, when neutral
expectations are fostered for participants with panic disorder, hyperventilation does
not result in strong physiological responses (Margraf, 1993). Thus, it appears that it is
negative interpretations of bodily sensations that lead to the experience of panic. The
symptoms of hyperventilation or any other experience alone do not result in a panic

attack.
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Suffocation fear theory

Ley (1989) proposed the suffocation fear theory to explain the occurrence of panic
attacks. In later articles, three types of panic attacks were described in order to
account for individual differences in panic symptoms (Ley, 1992a; 1992b). Currently,
the suffocation fear theory is most applicable to one of the three types of panic
attacks, or hyperventilatory panic attacks (Ley, 1989). Because of the similarity of
symptom experience between panic attacks and asthma, this theory has since been
extended to asthma. Dyspnea is a commonly reported sensation during a panic attack
(de Ruiter, Garssen, Rijken, & Kraaimaat, 1992; Ley, 1989). According to the
suffocation fear theory, the fear that accompanies a panic attack results from severe
dyspnea that is induced by hyperventilation. The panic attack itself occurs when an
individual feels that he or she has little or no control over the dyspnea (Ley, 1998).
Further evidence for the role of dyspnea in panic comes from observations of the
frenzied activity that can occur during a panic attack (Ley, 1989). Ley hypothesizes
that this activity may serve to increase metabolic C02 levels, thus reducing the
sensation of dyspnea. However, recent studies involving panic challenge tasks have
utilized C02- enriched air to provoke panic-related sensations. Conversely, during
relaxation, metabolic C02 levels are known to decrease. This decrease may account
for the experience of panic cued by relaxation or those occurring during sleep (Ley,
1988a; 1988b). Although these findings appear contradictory, Ley describes how CO2
inhalation may produce both panic-related sensations and Pleasant sensations (Ley,
1989). For approximately 1 minute after inhaling CO02-enriched air; participants
generally report experiencing the sensation that breathing is uncontrollable, leading to
acute anxiety. During this time, heart rate increases, dissipating the C02. After the
first minute, when CO02 levels decrease, participants may report a pleasant relaxation
state. Excluding catastrophic cognitions, dyspnea and any resultant experience of fear
are posited to be the sole triggers for hyperventilatory panic attacks. According to Ley
(1989), common cognitions reported during panic (that are of central importance in
the cognitive theory of panic) may actually be due to cerebral hypoxia that occurs as a
result of hyperventilation. In contrast, other researchers argue that dyspnea,
hyperventilation, and tachycardia (frequently observed in response to
hyperventilation) are produced by cooling or water loss that occurs during
overbreathing, it is just as likely that dyspnea leads to hyperventilation as vice versa.
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Regardless of which explanation is correct, individuals who experience panic attacks
report that they notice dyspnea and/or other physiological symptoms before
experiencing fear (Ley, 1985). According to the suffocation fear theory, the proposed
sequence of events in a panic attack is as follows: Hyperventilation + fear +
sensations + catastrophic cognitions. To test the tenets of the suffocation fear theory,
Carr, Lehrer & Hochron (1992) investigated dyspnea in individuals with panic
disorder, asthma, and controls. The researchers hypothesized that the high rate of
concordance of panic disorder in individuals who have respiratory disorders may be
due to the experience of dyspnea. Tests of pulmonary function and self-report of
mood during and after a relaxation task revealed that compared to controls,
individuals with asthma and individuals with panic disorder exhibited similar levels of
dyspnea and similar levels of psychopathology. Results indicated that although
individuals with asthma or panic disorder report comparable levels of dyspnea, panic
symptoms are accounted for by different factors. A significant amount of variance in
panic symptoms in individuals with asthma is explained by dyspnea, but not for
individuals with panic disorder. In other words, panic symptoms in asthma may be
due to dyspnea, but in panic disorder, they are not due to dyspnea levels. This
difference in the contribution of dyspnea to the experience of panic symptoms
suggests that the suffocation fear theory (rather than explaining panic attacks) may be
better utilized to more fully understand dyspnea and its relation to asthma. According
to Ley (1 994), however, individuals in the above study were selected according to
DSM-111-R criteria for panic disorder, not for their experience of hyperventilatory
panic attacks. Thus, Ley argues, the lack of support for the suffocation fear theory in
relation to panic disorder is due to this methodological flaw. In rebuttal Carr and
Lehrer (1994) point out that Ley’s (1992a; 1992b) subtypes of panic attacks have yet
to be empirically validated. Furthermore, Carr, Lehrer, Rausch, and Hochron (1994)
argued that individuals in both the panic disorder and asthma groups reported a level
of dyspnea that was significantly greater than controls. Thus, individuals in the panic
disorder group did indeed experience a high level of dyspnea. It is possible; however,
that this sample was generally composed of individuals experiencing hyperventilatory
panic attacks. Overall, the results of these studies must be replicated and extended in
order to determine the specific role of suffocation fear in asthma and panic disorder.
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b) Social cognitive theory

Social cognitive theory (SCT) has been used to inform and explore chronic disease
self-management programs (Clark et al., 1997) and is established as an important
theory for understanding not only health behavior change but also the underlying
processes within individuals that bring about this change. SCT posits that individuals
learn through watching others and that behavior results from the relationship between
3 main factors: personal, behavioural and environmental (Bandura., 1996). Briefly,
these constructs begin with an individual’s personal/cognitive characteristics such as
the way a person processes and perceives information. The construct of self-efficacy,
an individual’s confidence or belief in their own capabilities, is central to this
element. Next, the environment refers to the physical or social factors that are external
to the person, but that can have an impact on behavior. For this study, behavior refers
to the uptake of asthma self-management strategies and recognizes that this can be
achieved through observational learning - learning through direct experience,
watching others (modeling), or even vicariously (through media exposure). SCT
suggests that cognition/personal factors, behavior, and environment influence one

another in a fluid and reciprocal manner.

1.7 Operational definitions:

1.7.1 Mental health

Mental health is an integral and essential component of health. It is defined as a state
of well-being in which every individual realizes his or her own potential, can cope
with the normal stresses of life, can work productively and fruitfully, and is able to
make a contribution to her or his community. World Health Organization stressed on
the positive dimension of mental health in its definition of health (World Health
Organization [WHO], 2010) as contained in its constitution: “Health is a state of
complete physical, mental and social well-being and not merely the absence of
disease or infirmity”. An important consequence of this definition is that mental

health is described as more than the absence of mental disorders or disabilities.
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1.7.2 Asthma patients

In this study, asthma patients mean all types of asthma patients' diagnosed by the

doctor or asthma specialists.

1.7.3 Adult

In this study, adult means the participants, who are eighteen years old or above.

1.7.4 Healthy individual

In this study, healthy individual means the participant who has no disease.

1.7.5 Health-related quality of life

Health-related quality of life (HRQoL) is a multi-dimensional concept that includes
domains related to physical, mental, emotional and social functioning. It goes beyond
direct measures of population health, life expectancy, and causes of death, and
focuses on the impact health status has on quality of life. In congruence with the
WHO’s definition of health, health-related quality of life refers to the overall
conditions of the quality of life of ill or healthy individuals in accordance with the
following eight domains: (a) limitations in physical activities because of health
problems, (b) limitations in social activities because of physical or emotional
problems, (c) limitations in role activities because of physical health problems, (d)
bodily pain, (e) general mental health, (f) limitations in role activities because of
emotional problems, (g) vitality, and (h) general health perceptions of an individual or
a group measured in terms of feelings of satisfaction or dissatisfaction (Ware &
Sherbourne, 1992).

1.7.6 Psychiatric disorder:

Mental disorders comprise a broad range of problems, with different symptoms.
However, they are generally characterized by some combination of abnormal

thoughts, emotions, behaviour and relationships with others. Examples are
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schizophrenia, depression, intellectual disabilities and disorders due to drug abuse.
Most of these disorders can be successfully treated (WHO, 2016).

According to the definition of Diagnostic and Statistical Manual of Mental Disorders
(DSM-1V), a mental disorder is a clinically significant behavioral or psychological
syndrome or pattern that occurs in an individual and that is associated with present
distress or disability or with a significantly increased risk of suffering death, pain,
disability, or an important loss of freedom (American Psychiatric Association [APA],
1994).

According to the definition of Diagnostic and Statistical Manual of Mental Disorders
(DSM-V), a mental disorder is a syndrome characterized by clinically significant
disturbance in an individual's cognition, emotion regulation, or behavior that reflects a
dysfunction in the psychological, biological, or developmental processes underlying
mental functioning. Mental disorders are usually associated with significant distress in
social, occupational, or other important activities. An expectable or culturally
approved response to a common stressor or loss, such as the death of a loved one, is
not a mental disorder. Socially deviant behavior (e.g., political, religious, or sexual)
and conflicts that are primarily between the individual and society are not mental
disorders unless the deviance or conflict results from a dysfunction in the individual,
as described above (APA, 2013).

1.8 Rationale of the study:

From the intensive literature review, it was seen that Asthma patients experience
different types of mental disorders and problems. There has no study on psychiatric
status and health-related quality of life of asthma adult patients in outdoor multi-
settings in Bangladesh. Therefore, it may be a revelation study in the country. The
study can reveal the psychiatric morbidity among asthma out patients in multi-settings
that can help to develop the treatment capacity for regarding patients. The global
associations between asthma and psychological conditions have both public health
and individual clinical importance. By intervening potential psychological issues, it
might be able to prevent the occurrence of some asthma cases. Whereas among
asthma patients, properly recognizing the existence of psychological issues can both
improve patients' quality of life and prevent further complications from the
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comorbidity. The comorbidity of psychological disorder and asthma could place a

compounding financial burden in many nations' health care systems.

However, there are no or very few psychological services provided by the individual
referral of asthma patients. Therefore, the study will help to strengthen the existing
psychological services and will also help to find out where there is a need for
generating different types of psychological services for these patients. This study will
stress the importance of incorporating psychological services for the asthmatic
patients. Specially, it will help to demonstrate the role of clinical psychologists for
asthma management along with physicians. This study can make doctors awareness of
making appropriate referrals to the psychological services. This study will help to
highlight the potential areas for further researches.

The overall rates of psychiatric illness in those with mild and well-controlled asthma
are low, while elevated rates are observed in patients surveyed in tertiary care clinical
settings who are likely to have more severe and chronic asthma. So this study may
reveal an accurate reflection of the psychiatric morbidity among asthma out patients

in multi-settings.

The rate of asthma increases as communities adopt western lifestyles and become
urbanized. So, there is likely to be a marked increase in the number of asthmatics
worldwide over the next two decades. It is estimated that there may be an additional
100 million persons with asthma by 2025 (GINA, 2012). Quality of life is an
important consideration in medical care. Some medical condition like asthma can

seriously impair their quality of life rather than healthy individuals.

This knowledge can be used to pursue the policy makers and other stakeholders for
developing effective preventive and clinical strategies to better prevent and manage

the conditions among patients and populations as a whole.
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1.9 Objective of the present study:

The present study is aimed to see the psychiatric morbidity and the impact on quality
of life of asthma outpatients. In brief, the general objectives and the specific

objectives are given below.

1.9.1 General objectives of the present study:

1. To determine the common mental disorders among asthma patients attending the
outpatient service

2. To evaluate associations between the psychiatric status and health-related quality
of life (HRQoL) of adults suffering from asthma

3. To determine health-related quality of life (HRQoL) of asthma patients compared

with control

1.9.2 Specific objectives of the present study:

2. To find out whether mental health problems varies between female and male
asthma patients

3. To find out whether health-related quality of life varies between female
asthma patients and female control group

4. To find out whether health-related quality of life varies between male asthma
patients and male control group

5. To find out whether health-related quality of life varies between female and
male asthma patients

6. To find out whether health-related quality of life varies between male and

female patients according to psychiatric status
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METHODOLOGY
2.1 The Sample:

Initially eight divisions were selected for data collection. The outdoor adult patients
aged 18 and older were included from selected medical colleges, hospitals and asthma
institutes or clinic in each division of Bangladesh. Hospitals and clinics were selected
according to the availability of asthma patients and respiratory medicine specialists or
doctors. Healthy individuals for control group were selected from each division and
nearby areas from where asthma patients were included. The asthma patients who
were already diagnosed by doctors or respiratory medicine specialists were included
in the study. Patients were excluded from the study if they were drug abusers or
suffering from a major comorbidity (i.e., human immunodeficiency virus (HIV) co-
infection, rheumatic disease, psychiatric disease or previously diagnosed psychiatric
diseases, TB, Diabetic, hypertension or malignancy) or any other current general
medical condition. The healthy individuals were matched according to their age and
sex. Only outdoor patients were included in this study. Total sample size for this study
was eight hundred. The sampling area map and the distribution of the sample of the

districts are given below in table 1.

Table 1: Sampling area map and sample size of divisions
I

Sample Size Sample Size
Divisions of District of for Patient for Control
: Data Data (Asthma) (Healthy
* Collection Collection Grou Individual)
b Group

& ‘ " Dhaka Dhaka 50 50
' Khulna Jessore 50 50
Tl ) ey Mymensingh Mymensingh 50 50
P 0 ‘ Rajshahi Bogra 50 50
? i Barisal Barisal 50 50
-.'ﬂ. Chittagong Comilla 50 50
Rangpur Rangpur 50 50
Sylhet Sylhet 50 50
Total 400 400

Table 1 shows sampling area map and sample size of divisions
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2.1.1 Characteristics of the sample:

The characteristics of the sample, divided by gender, occupation, education, marital
status, monthly income, family structure, religion and living area were obtained
during the interview from the divisions. The demographic characteristics of the final

sample are given in table 3 whilst table 2 shows the mean age of the sample.

Table 2: Study sample mean age according to divisions

Division Gender Group Mean Age N
Female Patient 37.80 25
Control 37.88 25
Total 37.84 50
Male Patient 39.60 25
Sylhet Control 39.80 25
Total 39.70 50
Total Patient 38.70 50
Control 38.84 50
Total 38.77 100
Female Patient 46.72 25
Control 44.84 25
Total 45.78 50
Male Patient 43.36 25
Chittagong Control 42.60 25
Total 42.98 50
Total Patient 45.04 50
Control 43.72 50
Total 44.38 100
Female Patient 33.92 25
Control 33.48 25
Total 33.70 50
Male Patient 41.20 25
Rangpur Control 41.16 25
Total 41.18 50
Total Patient 37.56 50
Control 37.32 50
Total 37.44 100
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Table 2: Continued

Female Patient 41.20 25
Control 41.00 25
Total 41.10 50
Male Patient 44,52 25
Rajshahi Control 42.88 25
Total 43.70 50
Total Patient 42.86 50
Control 41.94 50
Total 42.40 100
Female Patient 41.52 25
Control 41.76 25
Total 41.64 50
Male Patient 48.20 25
Barisal Control 48.16 25
Total 48.18 50
Total Patient 44.86 50
Control 44,96 50
Total 44,91 100
Female Patient 37.08 25
Control 37.08 25
Total 37.08 50
Male Patient 45.72 25
Khulna Control 45.92 25
Total 45.82 50
Total Patient 41.40 50
Control 41.50 50
Total 41.45 100
Female Patient 40.28 25
Control 40.64 25
Total 40.46 50
Male Patient 40.04 25
Mymensingh Control 39.96 25
Total 40.00 50
Total Patient 40.16 50
Control 40.30 50
Total 40.23 100
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Table 2: Continued

Female Patient 39.20 25
Control 38.96 25
Total 39.08 50
Male Patient 42.88 25
Dhaka Control 41.00 25
Total 41.94 50
Total Patient 41.04 50
Control 39.98 50
Total 40.51 100
Female Patient 39.72 200
Control 39.46 200
Total 39.59 400
Male Patient 43.19 200
Total Control 42.69 200
Total 42.94 400
Total Patient 41.45 400
Control 41.07 400
Total 41.26 800

Table 2 shows mean ages of the sample from all divisions

As it showed in table 2, the mean age of the sample collected from Sylhet division
was 38.77 where female was 37.84 and male was 39.70. The mean age of patient
group was 38.70 and control group was 38.84. The mean age of the sample collected
from Chittagong division was 44.38 where female was 45.78 and male was 42.98.
The mean age of patient group was 45.04 and control group was 43.72. Here, the
mean age of the sample collected from Rangpur division was 37.44 where female was
33.70 and male was 41.18. The mean age of patient group was 37.56 and control
group was 37.32. The mean age of the sample collected from Rajshahi division was
42.40 where female was 41.10 and male was 43.70. The mean age of patient group
was 42.86 and control group was 41.94. The mean age of the sample collected from
Barisal division was 44.91 where female was 41.64 and male was 48.18. The mean
age of patient group was 44.86 and control group was 44.96. The mean age of the
sample collected from the division of Khulna was 41.45 where female was 37.08 and
male was 45.82. The mean age of patient group was 41.40 and control group was
41.50. The mean age of the sample collected from Mymensingh division was 40.23

where female was 40.46 and male was 40.00. The mean age of patient group was
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40.16 and control group was 40.30. The mean age of the sample collected from Dhaka

division was 40.51 where female was 39.08 and male was 41.94. The mean age of

patient group was 41.04 and control group was 39.98.

In table 2, the mean age of total sample was 41.26 where female was 39.59 and male

was 42.94. The mean age of patient group was 41.45 and control group was 41.07.

Table 3: Baseline characteristics of the sample

Patient Control
Group Group
Characteristics (n=400) (n=400)
Frequency Frequency
(%) (%)
Male 200 (50%) 200 (50%)
Gender Female 200 (50%) | 200 (50%)
Government Job 22 (5.5%) 17 (4.2%)
Non-Government Job 48 (12%) 84 (21%)
Small Business 9 (2.2%) 14 (3.5%)
Big Business 36 (9.0%) 24 (6.0%)
Teacher 13 (3.2%) 36 (9.0%)
Farmer 43 (10.8%) 35 (8.8%)
Day Labor/ field worker 7 (1.8%) 6 (1.5%)
. Rickshaw puller/industrial
Oceupation worker/Transport worker /
Fisher man/Black 11(2:8%) 5 (1.2%)
Smith/Potter/Weaver
Student 36 (9.0%) 9 (2.2%)
. 145
House wife 149 (37.3%) (36.2%)
Garment's worker 5 (1.2%) 0 (0.0%)
Others 21 (5.2%) 25 (6.2%)
None 40 (10%) 35 (8.8%)
Able to write and read 73 (18.2%) 51 (12.8%)
Class1to5 44 (11%) 63 (15.8%)
Education Class6t0 9 52 (13%) 42 (10.5%)
S.S.C/Equivalent 59 (14.8%) 41 (10.2%)
H.S.C/Equivalent 50 (12.5%) 29 (7.2%)
Graduation/Honors/Equivalent 52 (13%) 87 (21.8%)
Post Graduates and above 30 (7.5%) 52 (13.0%)
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Table 3: Continued

Married 307 (76.8%) | 336 (84.0%)
Marital Single 55 (13.8%) 45 (11.3%)
Status Divorced/Widow/Widower 3 (0.7%) 2 (0.5%)
Forsaken/abandoned 35 (8.7%) 17 (4.2%)
Higher Class (25001-above 143 (35.8%) 65 (16.2%)
I\I/Inocr;tr:lz middle Class -10001-25000) 144 (36.0%) | 187 (46.8%)
Lower Class (up to 10,000) 113 (28.2%) | 148 (37.0%)
Family Extended Family 167 (41.7%) | 161 (40.2%)
Structure Nuclear Family 233 (58.3%) | 239 (59.8%)
Muslim 379 (94.8%) | 357 (89.3%)
Religion
Hindu 21 (5.2%) 37 (9.2%)
City 170 (42.5%) | 117 (29.2%)
Living Area Town 17 (4.3%) 36 (9.0%)
Village 213 (53.2%) | 247 (53.7%)
Total 400 (100%) | 400 (100%)

Table 3 shows the demographic characteristics of the sample

Table 3 showed that the male and female ratio in every group was same (50%). In
patient group, more than 37% were housewives, 12% were non-government job
holder, 10.8% were farmers, 9% were students, 9% were doing big businesses, 2.2%
were involved with small businesses, 5.5% were government job holder, 3.2 % were
teachers, 2.8% were rickshaw pullers or industrial workers or transport workers or
fisher man or black smiths or Potters or weavers, 1.2% were garment workers and
1.8% were day labours or field workers. In healthy individual group, the data was
collected from 36.2% housewives where 21% were doing non-government job, 4.2%
were government job holder, 9% were teachers, 6% were doing big businesses, 3.5%
were involved with small businesses, 8.8% were farmers, 2.2% were students, 1.5%
were day labours or field workers, 1.2% were rickshaw pullers or industrial workers
or transport workers or fisher man or black smiths or Potters or weavers and 6.2%
were others in the same group. Note that lawyers, doctors, engineers, retired persons

and midwives etc were included in ‘others’.
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In patient group, 14.8% studied S.S.C or equivalent, 12.5% passed H.S.C or
equivalent exam, 13% were educated up to class 6 to 9, 11% were educated up to
class 1 to 5, where 13% completed graduation or equivalent degrees, 7.5% had post
graduate or above degrees. Table 2 showed 10% had no education in patient group

where 18.2% could write and read.

In control group, 8.8% were uneducated, 12.8% could write and read, 15.8% read up
to class 1-5, 10.5% studied up to class 6-9 and 10.2% had secondary school certificate
or equivalent, 7.2% had H.S.C level educational background. Here 21.8% were

graduated and 13% had post-graduation or above degrees.

Table 3 also showed that 76.8% of patient group were married, 13.8% were
unmarried, 8.7% were forsaken or abandoned and 0.7% were divorced, widow or
widower. In control group, 84% were married, 11.3% were single, 4.2% were

forsaken or abandoned and 0.5% were divorced, widow or widower.

The divisions of social class had been made according to the participants’ monthly
income in table 3. It showed that family income of 36% asthma patients’ (middle
class family) was between 10,001 to 25,000 taka. 35.8% patient (higher class) of
above 25,000 taka earning and 28.2% (lower class) of up to 10,000 taka monthly
earning were in the patient group. In control group, information of 16.2% healthy
individuals from higher class, 46.8% from middle class and 37% from lower class

were also recorded for the study.

According to the family structure as recorded in the study, 58.3% were from nuclear
families and 41.7% were from extended families in the patient group. In control
group, 59.8 % healthy individuals from nuclear family and 40.2% from extended
family participated in the study. Among the sample, 94.8% Muslims and 5.2% Hindus
were included in the patient group while 89.3% Muslims, 9.2% Hindus were in the
control group. According to the living area, 53.2% were from the villages, 42.5%
were from the cities and 4.3% were from the towns (smaller than the cities) as
recorded in the patient group. In the control group, 53.7% were from the villages,
29.2% were from the cities and 9% were from the towns.

40



Table 4: Baseline characteristics of the sample personal habits

Healthy
Individual
Patient Group for
(n=400) Control
Characteristics Group
(n=400)
Frequency
Frequency (%o) (%)
Personal Habits
110
Yes | 57 (14.2%)
Current Smoker (27.5%)
No 343 290
(85.8%) (72.5%)
Excessive intake Non Yes | 56 (14.0%) | 30 (7.5%)
Alcoholic / Carbonated No 344 370
drinks regularly (86.0%) (92.5%)
Yes (73%%/) (62237850/)
. 9070 .070
Regular Physical work " 118 195
(29.5%) (31.2%)
Yes | 59 (14.8%) | 45 (11.2%)
Physical exercise No 341 355
(85.2%) (88.8%)
. . : Yes 223 78 (19.5%)
Spending maximum day time (55.8%) '
in smoky & dusty area No 177 322
(44.2%) (80.5%)
Yes (5302%/) (313;3%/)
. . .£7/0 Q70
Family History of Asthma " 199 262
(49.8%) (65.5%)
Family History of Psychiatric Yes | 89 (325'12%) 66 (égf%)
Disorder No (77.8%) (83.5%)

Table 4 shows the baseline characteristics of the sample personal habits

Table 4 showed that 57 current smokers (14.2%) and 343 patients, who were not
current smokers (85.8%), were included in the study. In the control group, 110
healthy individuals (27.5%) were currently smokers and 290 were not so (72.5%). In
the patient group, 56 person were included who drink non alcoholic/ carbonated
drinks excessively (14.0%) and 344 patients did not intake drink excessively (86.0%).
In the control group, only 30 healthy individuals were used to who drink non
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alcoholic/ carbonated drinks intake excessively (7.5%) where 370 persons told not to
have so (92.5%).

According to table 4, there were 282 patients (70.5%) and 275 healthy individuals
(68.8%) did physical work regularly and 118 patients (29.5%) and 125 healthy
individuals (31.2%) did not do physical work regularly. In the patient group, 59
persons did physical exercise (14.8%) and 341 patients did not do physical exercise
(85.2%). In the control group, 45 healthy individuals did physical exercise (11.2%)
and 355 persons did not do physical exercise (88.8%).

As recorded in the study, 223 patients (55.8%) and 78 healthy individuals (19.5%)
spent maximum day time in smoky & dusty areas whilst 177 patients (44.2%) and 322
healthy individuals (80.5%) did not spend maximum day time in smoky & dusty
areas. There were 201 patients (50.2%) and 138 healthy individuals (34.5%) had
family history of asthma whilst 199 patients (49.8%) and 262 healthy individuals
(65.5%) had no family history of asthma. And 89 patients (2.2%) and 66 healthy
individuals (16.5%) had family history of psychiatric disorders whilst 311 patients
(77.8%) and 334 healthy individuals (83.5%) had no family history of psychiatric
disorders.

2.2 Measuring instruments:

2.2.1 The SRQ-24:

The World Health Organization formally recommended the Self Reporting
Questionnaire (SRQ-24) in its 1994 manual (WHO, 1994). The scoring for the scale
was set to be one for a "Yes" response and a zero for "No" response. The Self
Reporting Questionnaire (SRQ) that was used in this study has been developed by
World Health Organization (WHQO) as an instrument designed to screen for
psychiatric disturbance, especially in the developing countries. The SRQ consists of
20 questions related to neurotic symptoms with simple yes/no responses. It may be
used as a self administered or as an interviewer administered questionnaire.
Additional 4 questions have been used with SRQ-24, to screen psychotic disorder
(Harding et al. 1980). Its cut of point is 10. The SRQ is an instrument with proven
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reliability and validity. The SRQ-24 had also been used in previous psychiatric
morbidity researches in Bangladesh (Rahman et al., 2012; Nahar et al., 2013). The
validated Bangla version of SRQ-24 was used in this study as a measure of mental
health of Asthma.

2.2.2 The SF-36:

The SF-36 has eight scales that measure eight domains of HRQoL (Ware, Snow,
kosinski, & Gandek, 1993). The domains are physical functioning (PF, 10 items), role
limitations due to physical health problems (RP, four items), role limitations due to
emotional problems (RE, three items), bodily pain (BP, two items), vitality, energy
fatigue (VEF, four items), social functioning (SF, two items), general health
perceptions (GHP, five items) and general mental health (GMH, five items). Eight
health domains are further summarized into two; physical component summary (PCS)
and mental component summary (MCS). The PF, RP and BP scales strongly correlate
with PCS, while the GMH, RE and SF scales strongly correlate with MCS the GHP
and VEF scales moderately correlate with physical and mental components. The
scoring of the items varied from dichotomous scales (yes/no) to six point ordinal
scales. The total score is calculated from the mean of the eight sub-scales ranging
from O to 100 where a high score indicates better health. Besides, mean of four mental
health sub-scales (RE, VEF, GMH and SF) and four physical health sub-scales (RP,
BP, FP and GHP) score was calculated to capture mental component summary score
(MCS) and physical component summary score (PCS), respectively. Bangla version
of SF-36 was used to assess HRQoL. US English SF-36 was translated into Bengali
after established cross-cultural adaptation procedures. Cronbach's o was higher than
0.78 and the test-retest reliability was high (r>0.82) for all scales. This questionnaire
has been validated for both clinical samples (Firoz et al., 2012) and general
population (Ahmed, Rana, Chowdhury, & Bhuiya, 2002). The importance of
measuring individuals’ experiences of their health-related quality of life by making
use of the SF-36 questionnaire is wide-ranging. Firstly, specific problems, per health-
related quality of life indicator, can be identified and, secondly, based on these
findings, interventions can then be done in order to improve individuals’ quality of
life. Thirdly, the results of the SF-36 questionnaire allows one to understand why
people act as they do based on their perceived experiences of their health-related
quality of life, fourthly, it is a tool to maneuver people in improving their quality of
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life and, fifthly, it can take steps as an assessment of whether or not interventions

were successful.

2.2.2.1 The SF-36 Do's and Don'ts:

Specific Do's and Don'ts for questionnaire administrating are given below.

Do's:

1) Do have the respondents fill out the questionnaire before they fill out any other
health data forms and before they see their physicians.

2) Do be warm, friendly, and helpful.

3) Do request and encourage respondents to fill out the questionnaire.

4) Do request and encourage respondents to fill out the questionnaire.

5) Do read and repeat a question verbatim for the respondent.

6) Do tell respondents to answer a question based on what they think the question
means.

7) Do thank respondents if they will be asked to fill out the same questionnaire again

at other clinic visit.

Don'ts:

1) Do not discuss respondents' health, health data, or emotions with them before they
fill out the questionnaire.

2) Don not force or command respondents to fill out the questionnaire.

3) Do not accept an incomplete without first encouraging the respondent to fill out
unanswered question.

4) Do not interpret or explain a question.

5) Do not force or command respondents to fill out a particular question.

6) Do not allow spouses or family members to help the respondents fill out the

questionnaire.
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2.2.3 The SCID-CV: Structured Clinical Interview for DSM-IV Axis-1 Disorders
(SCID-I): Clinician Version

The Structured Clinical Interview for DSM-IV Axis | Disorders: Clinician Version
(SCID-CV) assisted in making standardized and accurate diagnoses that incorporate
DSM-IV by a systematic probe for symptoms that might otherwise be overlooked.
This interview incorporated the benefits of structured interviewing and made more
accurate and reliable diagnoses without resorting to the lengthier and more complex
process used principally in research studies. Especially it is designed to use in clinical
settings, the SCID-CV covers those DSM-IV diagnoses most commonly seen by
clinicians and includes the full diagnostic criteria for these disorders with
corresponding interview questions. The SCID-CV is divided into six self-contained
modules covering (First, Spitzer, Gibbon, & Williams, 1997b):

Module A: Mood Episodes:

Module A describes mood episodes that begin with Major Depressive Episode, Manic
Episode and Hypomanic Episode. Further, it includes Dysthymic Disorder, Mood

Disorder due to a General Medical Condition and Substance-Induced Mood Disorder.

Module B: Psychotic Symptoms

Module B describes Psychotic Symptoms that includes Delusions, Hallucinations,
Disorganized Speech and Behaviour, Catatonic Behaviour and Negative Symptoms.

Module C: Psychotic Disorders

Module C elaborates Psychotic Disorders including Schizophrenia — paranoid type,
catatonic type, disorganized type, undifferentiated type and residual type,
Schizophreniform Disorder, Schizoaffective Disorder, Delusional Disorder, Brief
Psychotic Disorder, Psychotic Disorder due to a General Medical Condition,
Substance-Induced Psychotic Disorder and Psychotic Disorder not Otherwise

Specified.
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Module D: Mood Disorders

Module D describes Mood Disorders including Bipolar | Disorder, Bipolar Il
Disorder, Bipolar Disorder not Otherwise Specified, Major Depressive Disorder and

Depressive Disorder not Otherwise Specified.

Module E: Substance Use Disorders

Module E elaborates Substance Use Disorders including Alcohol Dependence,
Alcohol Abuse

Amphetamine Dependence, Amphetamine Abuse, Cannabis Dependence, Cannabis
Abuse, Cocaine Dependence, Cocaine Abuse, Hallucinogen Dependence,
Hallucinogen Abuse, Opioid Dependence, Opioid Abuse, Phencyclidine Dependence,
Phencyclidine Abuse, Sedative / Hypnotic / Anxiolytic Dependence, Sedative /
Hypnotic / Anxiolytic Abuse, Other or Unknown Substance Dependence, Other or
Unknown Substance Abuse.

Module F: Anxiety and Other Disorders

Module F describes Anxiety and Other Disorders including Panic Disorder with
Agoraphobia, Panic Disorder without Agoraphobia, Obsessive-Compulsive Disorder,
Post-traumatic Stress Disorder, Anxiety Disorder due to a General Medical Condition,
Substance-Induced Anxiety Disorder, Anxiety Disorder not Otherwise Specified and
Adjustment Disorder.

Also included in Module F are disorders without diagnostic criteria. These are
Agoraphobia without History of Panic Disorder, Social Phobia, Specific Phobia,
Generalized Anxiety Disorder Summarization Disorder, Undifferentiated Somatoform
Disorder, Hypochondriasis, Body Dysmorphic Disorder, Anorexia Nervosa and

Bulimia Nervosa.

The SCID-CV may be administered to either psychiatric or general medical patients.
It is most appropriate for adults (18 years and over), but with slight modification, may

be used with adolescents. The SCID-CV uses two separate books: a reusable
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Administration Booklet that contains the interview questions and the abridged DSM-
IV diagnostic criteria on which the clinician records diagnostic decisions. The ratings
on the SCID-CV give judgments about the diagnostic criteria and not necessarily the
patient’s answers to the questions. The clinician is required to make a clinical
judgment as to whether a diagnostic criterion is met. The SCID-CV is ordinarily

administered in a single setting and takes 45 to 90 minutes.

2.2.3.1 SCID Do's and Don'ts:

1. Do use the Overview to obtain the patient’s perception of the problem and
treatment history.

2. Don’t ask in the Overview for details about specific symptoms that are covered in
later sections of the SCID-CV.

3. Do get an overview of the current illness at the beginning of the interview to
understand the context in which it developed.

4. Don’t leave the overview section until you have enough information to formulate a
list of diagnostic possibilities.

5. Do stick to the initial questions, as they are written, except for minor modifications
to consider what the patient has already said, or to request elaboration or clarification.
6. Don’t make up your own initial questions because you feel that you have a better
way of getting the same information. Your minor improvement may have a major
unwanted effect on the meaning of the question. A lot of care has gone into the exact
phrasing of the questions, and they work in nearly all cases.

7. Do ask additional clarifying questions to elicit details in the patient’s own words,
such as “Can you tell me about that?” or “Do you mean that...?

8. Don’t use the interview as a checklist or true\false test.

9. Do take care to ensure that the item you are rating on the Scoresheet corresponds to
the question you are asking in the Administration Booklet.

10. Don’t skip to an item in the Administration Booklet without also skipping to the
corresponding item in the Scoresheet.

11. Do use your judgment about a symptom, considering all of the information
available, and confront the patient (gently, of course) about responses that conflict

with other information.
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12. Don’t automatically accept a patient’s response if it contradicts other information
or you believe it is not valid.

13. Do make sure that the patient understands what you are asking. It may be
necessary to repeat or rephrase questions or ask patient if they understand you. In
some cases it may be valuable to describe the entire syndrome you are asking about
(e.g., a Manic Episode).

14. Don’t use words or jargon that the patient does not understand.

15. Do make sure that you and the patient are focusing on the same (and appropriate)
time period for each question.

16. Don’t assume that symptoms that a patient is describing cluster together in time
unless you have clarified the time period. For example, the patient may be talking
about a symptom that occurred a year ago and another symptom that appeared last
week, when you want him or her to focus on symptoms that occurred jointly during a
2-week period of possible Major Depressive Episode.

17. Do focus on obtaining the necessary information to judge all of the particulars of
the criterion under consideration. As noted earlier, this may require asking additional
questions.

19. Don’t focus only on getting an answer to the SCID-CV question.

20. Do give the patient the benefit of the doubt about a questionable psychotic
symptom by rating a*-.”

21. Don’t call a subculturally accepted religious belief or an overvalued idea a
delusion. Don’t confuse ruminations or obsessions with auditory hallucinations.

22. Do make sure that each symptom noted as present is diagnostically significant.
For example, if a patient says that he has always had trouble sleeping, than that
symptom should not be noted as present in the portion of the SCID-CV dealing with
the diagnosis of a Major Depressive Episode (unless the sleep problem was worse
during the period under review). This is particularly important when an episodic
condition (such as a Major Depressive Episode) is superimposed on a chronic
condition (such as Dysthymic Disorder).

23. Do pay attention to double negative, especially in the exclusion criteria. For
example, the phrase “is Not better accounted for by Bereavement” means that a rating
of “-” is made if it is better accounted for by Bereavement and a “+” if it is Not.

24. Don’t code “-” for an exclusion criterion when what you really mean is that the

excluded condition is NOT present. For example, if the criterion reads “NOT due to
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the direct physiological effects of a general medical condition or substance. (Think:
“Yes, we have no bananas” — ‘+,” we have no etiological medical condition or
substance.”)

25. Do proceed sequentially through the SCID-CV unless an instruction tells you to
skip to another section.

26. Don’t skip a section without completing it because you feel certain that it does not
apply (e. g., don’t skip the psychotic symptoms section because you have no

indication from the Overview that the patient has ever had any psychotic symptoms).

2.3 Data collection techniques:

All patients were subjected to a two-stage screening process.

2.3.1 First-stage screening process:

In the procedure, the self-reporting questionnaire-24 (SRQ-24), SF-36 and the

Structured Clinical Interview for DSM-IV Axis | Disorders (SCID-I) were used (First,

Spitzer, Gibbon, & Williams, 1997a). Screening procedure was carried out by turns in

consecutive days till the quota was reached in each division.

2.3.2 Second-stage screening process:

After first-stage screening process, all the positive respondent of SRQ-24 and one
fourth of negative respondent of SRQ-24 were included for the second stage for in-

depth clinical examination using the clinician version of the SCID-I.

The SCID-1 (SCID-CV) is a semi-structured interview for making the major DSM-1V
Axis | diagnoses (APA, 1994).

2.3.3 Control group (healthy individual) screening process:

In the Procedure, the SF-36 (Medical Outcomes Study 36-Item Short-Form Health
Survey) was used. Screening procedure of normal control group was carried out by
turns in consecutive days till the quota was reached in each division.
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2.4 Procedure:

After an official approval for space and obtaining co-operation for every setting, the
data collection was carried out. Patients were requested to participate in the study

through a consent form after being diagnosed by the doctor as having asthma.

The study was conducted into two phases in all hospitals and clinics. Firstly,
participants were selected through the referral of doctors as the sample of the present
study. Then cases were selected when they agreed to spent several minutes for
interview. After the referral, the interviewer took consent of the participants. While
taking the consent, interviewer explained the purpose of the study to the participants.
Moreover, it was clearly described to all how they could cooperate with conducting
the study. It was clearly described to all participants that the confidentiality of all
information provided for the current research will be maintained. Firstly, the
interviewer administered SRQ and SF-36 questionnaire to the participants. The
respondent who scored 10 and above was considered as SRQ positive and who scored
9 and below was considered as SRQ negatives. After the first stage screening process,
every positive SRQ scorer and every forth of negative SRQ scorer were referred to the
researcher for semi-structured interview by SCID-I (SCID-CV). Demographic data
were collected according to a semi-structured demographic questionnaire. Each client

was asked to provide information about the duration of their diseases also.

At the beginning of the interview, participants of the study were selected according to
the inclusion criteria. The asthma patients were not included for the study, if they met
any exclusion criteria. At the beginning of the semi-structured interview, the purpose
of the study was again described by the researcher and consent was obtained to
administer SCID-1. During the interview, rapport was established for a working
relationship. The verbal and non-verbal micro skills were also applied to continue
each interview successfully. The total assessment for each participant was completed

within 35-70 minutes.

In this study, healthy individuals for control group were interviewed by the assistant,
where every interview assistant was properly trained by the researcher. The assistant

was selected from the nearby areas of where the patient group data was collected
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from. They also maintained ethical issues of the research. Demographic data and SF-
36 questionnaire were administered for healthy individual group (control group). The
sample size was eight hundred. Among those, four hundred were patient group and
remaining four hundred were healthy individuals for control group. In every group,
two hundred female and two hundred male took part in the interview. The study was
conducted in every division in Bangladesh. Eight districts were selected for data
collection among availability for patient group. Healthy individuals were selected
from nearby areas of the patient group.

Data were collected from healthy individuals by assistants. Total ten assistants were
selected for this study. Among them two were also working with the researcher for
collecting data for patient group. An assistant clinical psychologist, a trainee
educational psychologist, a trainee psychotherapist and a college lecturer of the
psychology department were among research assistants. One of them had basic
counseling training on cognitive behavior therapy. Three were graduate students of
renowned public universities. One was post-graduate student of a renowned public
university. One assistant completed graduation, who had excellent communication

skill to contact the people.

2.5 Study design:

This is a cross-sectional study, descriptive in nature. Participants were selected as the
sample of the present study through the referral of doctors. A group of healthy
individuals (age and sex matched) was used as control group for comparison with the
patient group for HRQoL evaluation. After the diagnosis of asthma disease by the
doctors and respiratory medicine specialist, interviewer included the patient as a
participants according to inclusion criteria. The process of selecting participants is
given in figure 1. In the first stage, the sample of the study was chosen using
purposive sampling technique. Respondents who scored 10 and above were SRQ
positive respondents and who scored 9 and below were SRQ negative respondents.
Then, the structured clinical interview for diagnosis clinician version (SCID-CV) was
applied as a diagnostic tool on every screen positive and on every fourth screen

negative respondents. The interviewer was unaware of the screening score of each
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person. The sub-sample was chosen using disproportionate stratified random

sampling.
Total n = 800

Assessed for eligibility by the doctor / Control group (Healthy
respiratory medicine specialist Individual) n=400
Excluded- not meeting the inclusion Included according to
criteria inclusion criteria
Purposive sampling SF-36 were administered
n=400
First Stage

SRQ-24 and SF-36 were administered

SRQ score
< 10
n= 308

SRQ score
=10
n=92

y

Second stage
SCID-CV were administered

/ \

Allocated to Allocated to
SCID-CV SCID-CV
every fourth screen all screen positive

negative n=71 n=92

Figure 1: The process of selecting participants

This is a two stage design to find psychiatric morbidity of asthma patients in multiple

medical settings.

The Cases as determined in stage one was confirmed or disconfirmed by the interview
in stage two. The confirmed case was considered as true positive. Moreover, the
inclusion of every fourth ‘screen negative' respondents made it possible to determine

how often the screening procedure generates false or negative.

52



To obtain a population estimate of the prevalence of psychiatric morbidity, the counts
for psychiatric disorders from the second stage were weighted to reconstitute the
original sample proportion, using the mathematical formula below. (Islam, Ali,
Ferroni, Underwood, & Alam, 2003; Vazquez-Barquero, Diez-Manrique, Pena,
Quintanal, & Lopez, 1986):

.
ST gk

N

» =
P = Weighted proportion of number with psychiatric disorders

I; = Number of true cases of psychiatric disorders detected in the second stage in
each of the ten strata of SRQ score.
i = Number of screened persons in each of strata

1 = Number of persons sampled in the second stage in each stratum.

N = Total number of screened persons in the first stage.

A number of socio-demographic factors were examined to see whether they were
associated with psychiatric morbidity. Chi-square test (°) was used to evaluate the
differences between and within the groups. T-test was performed to compare groups
mean values. Linear regression was used to investigate the effect of independent
variables. Later on the data was processed and analyzed statistically with the SPSS

statistical software, version 20.0, for windows (IBM. Corp, Armonk, NY).
2.6 Ethical consideration:

In the present study, the following measures were taken to maintain maximum

wellbeing of the research participants.

First, permissions were taken mentioning the research purposes from all the authority

of every institution and hospital.
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Second, informed consent was taken from the individual participants. They were
informed of voluntary participation. They were also allowed to quit any time during

the interview.
Third, each participant was assured the confidentiality of data that the information
would be used only for research purpose and participant's identity would not be

mentioned anywhere.

Finally, appropriate referral was done if participants had any type of psychiatric

disorder.
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RESULTS

Analysis of the results obtained from the investigation was presented in this chapter.

Data analysis was done using the Statistical Package for Social Studies (SPSS

software version 20).

3.1 Major Analyses:

In order to investigate common mental disorders among asthma adult outpatients, chi-

square test (%) was used to determine the significance of difference between the

groups with and without psychiatric disorder. The prevalence figure had weighted

using mathematical formula. T test were used for continuous variables to compare

groups mean values. P-values less than 0.05 were considered to indicate statistical

differences.

Firstly, the overall percentage of psychiatric disorder was calculated using

mathematical formula of weighted prevalence. The result is shown in table 4.

Table 5: Disproportionate of sampling and weighted prevalence percentage (%)

of psychiatric morbidity

Stratum | Study Respondents Case with Weighted Percentage
population interviewed Psychiatric | number of cases | of total
according to (SCID-CV) as disorders, with psychiatric | weighted
SRQ-24 score, | sample, (71) (]i ) disorders, prevalence

(nl) lj_' M M;
(%)

S1-SRQ | 308 71 12 52.05 (16.90%) | 33.76%

score =

10

SRQ 92 92 83 83 (90.22%)

score =

10

Total 400 163 95 135.05

Note: The figure in parentheses indicates percentages.

Table 5 clearly showed that the psychiatric morbidity of asthma adult patients was

33.76%. This was the overall weighted prevalence of psychiatric disorders in this

study.
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Table 6: Distribution of the psychiatric diagnoses (the Structured Clinical
Interview for DSM-IV Axis | Disorders: Clinician Version) (SCID-CV) or

common mental health problems among asthma patients

Weighted Prevalence

percentage of psychiatric

Percentage of

Percentage of

_ _ SCID-CV -
Name of disorders disorder among study positive cases,
) respondents
population, n=95
n=163
n=400
No. % No. % No. %
Dysthymic
_ 40 13.32 40 24.5 40 42.1
Disorder
MDD 26 8.16 26 16.0 26 27.4
Depressive
2 0.50 2 1.2 2 2.1
Disorder NOS
GAD 7 4.24 7 4.3 7 1.4
OCD 2 1.33 2 1.2 2 2.1
Panic Disorder 13 491 13 8.0 13 13.7
Social Phobia 3 0.75 3 1.8 3 3.2
Somatoform
_ 1 0.25 1 0.6 1 1.1
Disorder
Anxiety Disorder
1 0.25 1 0.6 1 11
NOS

Note: The figure shows percentages of psychiatric disorders.

Table 6 showed weighted prevalence percentages of psychiatric disorders among
study population (N = 400). The result also showed that dysthymic disorder, major
depressive disorder (MDD), panic disorder and generalized anxiety disorder (GAD)

were the most common forms of psychiatric morbidity among asthma patients.
Dysthymic disorder (13.32%), major depressive disorders (8.16%), panic disorder
(4.91%) and generalized anxiety disorder (4.24%) showed higher prevalence rate.
Obsessive compulsive disorder (1.33%), social phobia (0.75%), somatoform disorder

(0.25%), depressive disorder nos (0.50%) and anxiety disorder nos (0.25%) showed

lower prevalence rate.
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The total number of the respondents of SCID-I (SCID-CV) was 163. The result also
showed that the total number of positive cases was 95. Table 6 also showed the
percentages among SCID-CV respondents. Here, dysthymic disorder rate was 24.5%,
major depressive disorder rate was 16.0%, panic disorder rate was 8.0%, generalized
anxiety disorder rate was 4.3%, social phobia rate was 1.8%, obsessive compulsive
disorder rate was 1.2%, depressive disorder nos rate was 1.2%, somatoform disorder
rate was 0.6% and anxiety disorder nos rate was 0.6%. As the result got positive
cases, 40 respondents had dysthymic disorder, 26 respondents had major depressive
disorder, 13 respondents had panic disorder, 2 respondents had depressive disorder
nos, 7 respondents had generalized anxiety disorder, 3 respondents had social phobia,
2 respondents had obsessive compulsive disorder, 1 respondent had somatoform
disorder and 1 had anxiety disorder nos. As a result, percentages among positive cases
showed that dysthymic disorder rate was 42.1%, major depressive disorder rate was
27.4%, panic disorder rate was 13.7%, generalized anxiety disorder rate was 7.4%,
obsessive compulsive disorder rate was 2.1%, social phobia rate was 3.2%, depressive
disorder nos rate was 2.1%, somatoform disorder rate was 1.1% and anxiety disorder
nos rate was 1.1%. Graphical presentation of psychiatric disorder of SCID-I is

presented in figure 2.

Presentation of positive cases
SCID-l

SCID-

W 2nxiety Disoeder NOS
] Depression NOS
[ Dysthymic Disorder

[m[s]

Wocp

[E Panic Disorder

O Social Phokia

[0 Somatoform Disorder

Figure 2: Distribution of the Psychiatric Disorder according to positive cases
(number) (SCID-CV)
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Table 7: Percentage of psychiatric disorder according to Structured Clinical
Interview for DSM-IV Axis | Disorders: Clinician Version (SCID-CV) or

common mental health problems among asthma patients and their demographic

characteristic

Psychiatric | Psychiatric
disorder disorder
o o ) P-value | Second
Characteristics positive negative
stage (n)
n (%) n (%)
D+ D-
Female 53 (55.8%) | 33 (48.5%)
Gender .360
Male 42 (44.2%) | 35 (51.5%)
None 17 (17.9%) 4 (5.9%)
Able to write and read 22 (23.2%) | 10 (14.7%)
Class1to5 13 (13.7%) 6 (8.8%)
) Class6t09 9 (9.5%) 9 (13.2%)
Educational
. S.S.C/Equivalent 17 (17.9%) | 11 (16.2%) .013*
Qualification
H.S.C/Equivalent 6 (6.3%) 13 (19.1%)
Graduation / Honours /
Eauivalent 10 (10.5%) | 10 (14.7%) Total n =
quivalen 163
Post Graduates and above 1(1.1%) 5 (7.4%)
Sylhet 14 (14.7%) 8 (11.8%)
Chittagong 12 (12.6%) 9 (13.2%)
Rangpur 12 (12.6%) 8 (11.8%)
Rajshahi 11 (11.6%) 9 (13.2%)
Division _ 992
Barisal 9 (9.5%) 9 (13.2%)
Khulna 15 (15.8%) 9 (13.2%)
Mymensingh 12 (12.6%) 8 (11.8%)
Dhaka 10 (10.5%) 8 (11.8%)
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Table 7: Continued

Government Job 4 (4.2%) 8 (11.8%)
Non-Government Job 10 (10.5%) 9 (13.2%)
Small Business 2 (2.1%) 1 (1.5%)
Big Business 2 (2.1%) 10 (14.7%)
Teacher 2 (2.1%) 2 (2.9%)
Farmer 13 (13.7%) 4 (5.9%)
Day Labour / field worker 3 (3.2%) 2 (2.9%)
Rickshaw puller/industrial
) worker/Transport worker / .026*
Occupation
Fisher man / Black Smith / 6 (6.3%) 1 (1.5%)
Potter / Weaver
Student 3(3.2%) 6 (8.8%)
House wife 41 (43.2%) | 23 (33.8%)
Garment's worker 2 (2.1%) 1 (1.5%)
Others 7 (7.4%) 1 (1.5%)
Higher Class (25001-
above) 23 (24.2%) | 30 (44.1%)
Monthly
income | Middle Class (10001- 003
29 (30.5%) | 23(33.8%)
25000)
Lower Class (up to 10000) | 43 (45.3%) | 15(22.1%)
Married 74 (77.9%) | 50 (73.5%)
Single 7 (7.4%) 11 (16.2%)
Marital _ _ _ 246
Divorced/Widow/Widower 1(1.1%) 1 (1.5%)
Status
Forsaken/abandoned 13 (13.7%) 6 (8.8%)
Total 95 (100.0) | 68 (100.0%)
Muslim 91 (95.8%) | 61 (89.7%)
Religion | Hindu 4 (4.2%) 7 (10.3%) 127
Total 95 (100.0%) | 68 (100.0%)
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Table 7: Continued

Family Extended Family | 34 (35.8%) | 28 (41.2%) 516
Structure Nuclear Family 61 (64.2%) 40 (58.8%) '
Personal Habits
Current Yes 14 (14.7%) 8 (11.8%) -
Smoker No 81 (85.3%) | 60(88.2%) |
Excessive | Yes 13 (13.7%) | 11(16.2%)
intake non
_ No
alcoholic/carbo .658
nated drinks 82 (86.3%) | 57 (83.8%)
regularly
Regular Yes 66 (69.5%) | 51 (75.0%) 240
Physical work | No 29 (305%) | 17 (25.0%) |
Physical Yes 14 (14.7%) | 15 (22.1%) 228
exercise No 81 (85.3%) 53 (77.9%) '
Spending
. Yes 55 (57.9%) | 43 (63.2%)
maximum day
o 492
time in smoky
No 40 (42.1%) | 25 (36.8%)
& dusty area
below 6 months 4 (4.2%) 8 (11.8%)
Duration of below 1 year 5 (5.3%) 2 (2.9%)
Asthma below 3 year 14 (14.7%) 15 (22.1%) 141
Disease 3 year and
72 (75.8%) | 43 (63.2%)
above
Family History | Y 49 (51.6%) | 31 (45.6%) 45t
of Asthma | No 46 (48.4%) | 37 (54.4%) |
Family History | Y€S 0 9
y y 28 (29.5%) | 15 (22.1%)
of Psychiatric .289
No

Disorder

67 (70.5%)

53 (77.9%)
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Table 7: Continued

City 35 (36.8%) 26 (38.2%)
Living Area | Town 1(1.1%) 8 (11.8%) | .009**
Village 59 (62.1%) 34 (50.0%)
Total 95 (100.0%) | 68 (100.0%)
Mean (SD) Mean (SD)
Age (y) 4255+ 42.69% 618
13.699 14.457

p** value<0.01 and * p value<0.05.

Table 7 showed in educational qualification and occupation, there was statistically
significant difference between asthma patients with and without psychiatric disorder
(p<0.05). In monthly income and living area, there was highly significant difference
between asthma patients with and without psychiatric disorder (p<0.01). Female
patients found higher percentage rate (55.8%) to have psychiatric morbidity than male
(44.2%). Psychiatric morbidity was found higher among patients who were able to
write and read (23.2%), S.S.C/Equivalent (17.9%) and none (17.9%). In patient
group, higher percentage of psychiatric disorder was found in Sylhet (14.7%) and
Khulna (15.8%) than in other divisions. The percentages of psychiatric disorders were
found higher among housewives (43.2%), farmers (13.7%) and Non-government job

holder (10.5%) asthma patients than all others in the same group.

Mental disorders were found higher (45.3%) among lower class of society whose
monthly earning were up to 10,000 taka than those who earned 25,001-1,00000 taka
(30.5%) and 1,00001- above (24.2%). According to monthly income, there was highly
significant difference among patients with and without psychiatric disorder (p<0.01).
Higher percentage of psychiatric morbidity among married patients (77.9%) was
found than single (7.4%) patients. Among forsaken or abandoned asthma patients,
13.7% were found to have psychiatric disorder. Asthma patients who lived in a
nuclear family (64.2%) had high percentage of psychiatric disorder than who lived in
an extended family (35.8%). In religious status, 95.8% Muslim asthma patients
suffered from psychiatric disorder than Hindu asthma patients who had a diagnosis of
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psychiatric disorder in this study. Interestingly, current non-smoker asthma patients
were found to have high rate (85.3%) of psychiatric disorder than the smoker (13.7%).
Patients who practiced regular physical exercise (85.3%) were found lower
percentage than who did not practice regularly (14.7%). Asthma patients who
excessive intake non-alcoholic / carbonated drinks regularly were found lower
percentage (13.7%) than who did not drink (86.3%). Asthma patients who spent
maximum day time in smoky and dusty areas were found 57.9% and who did not do
so were found 42.1% of psychiatric morbidity rate. There was no significant
difference in the duration of the asthma diseases among participants with and without
psychiatric disorder. Asthma patients who had been suffering from the disease for 3
years and above were found 44.2% to have mental disorder. Whereas below 3 years
14.7%, below 1 year 5.3% and below 6 months 4.2% morbidity rate were found in the
study. It revealed that patients who had family history of asthma had 51.6% whereas
who did not have so had 48.4% morbidity rate. The villagers' were found to have
higher percentage rate (62.1%) of psychiatric disorder than who lived in cities
(36.8%). The patients who lived in a town (smaller than city) had low percentage rate
(1.1%) of psychiatric disorder. There was no significant difference in age among
asthma patients with psychiatric disorder and without psychiatric disorder.
Interestingly, patients who had family history of psychiatric disorder showed lower
percentage (29.5 %) of psychiatric morbidity than who did not so (70.5%). There was
no significant difference in family history of psychiatric disorder among asthma

patients between two groups.

Table 8: Association between psychiatric disorder and health-related quality of
life

Psychiatric Quality of life
disorder n Mean (SD) Mean Difference | p-value*

Positive 95 | 36.12(16.26) -
Negative | 68 | 65.01(20.96) 28.90 <0.001

*p-value for t-test
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Table 9: Association between psychiatric disorder and health-related quality of

life (Regression analysis)

Psychiatric Mean Unadj. p- *Adj. p-
disorder (SD) Regression value Regression value
coefficient coefficient
P (SE) p (SE)
Positive 36.12 Ref - Ref
(16.26)
Negative 65.01 28.90 (2.92) <0.001 | 24.38 (2.98) <0.001
(20.96)

* Adjusted for educational qualification, occupation, monthly income, marital status,

religion, physical exercise, duration of asthma disease and living area.

Table 9 displays the mean differences of quality of life between the patient with

psychiatric disorder and the patient without psychiatric disorder. The patient with no

psychiatric disorder had 28.90 unit significantly (p<0.001) higher quality of life score

compared to their counterpart. However, the adjusted analysis showed a slightly lower

but significant effect (=24.38, p<0.001). Graphical presentation of the mean

differences of HRQoL (SF-36) between the patients with psychiatric disorder and

without psychiatric disorder is shown in figure 3.
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Figure 3: Graphical presentation of the mean differences of HRQoL (SF-36)

between the patients with psychiatric disorder and without psychiatric disorder
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Table 10: Difference of HRQoL between patients and control group

Patient Group,

Healthy Individual

) (Control Group), p
SF-36 domain mean + SD t
mean + SD value
n=400
n=400
Physical
o 62.37 + 28.52 82.75+ 22.01 -11.308 | .000***
functioning
Role limitations
due to physical 50.84 + 34.23 76.84 + 28.14 -11.733 | .000***
health problems
Bodily pain 69.02 + 25.44 89.32 +13.36 -14.127 | .000***
Social functioning | 71.87 +£26.35 84.60 = 18.12 -7.961 .000***
General mental
60.45 + 29.36 84.40 + 15.41 -14.444 | .000***
health
Role limitations
due to emotional 48.65 £ 45.50 87.04 + 26.18 -14.622 | .000***
problems
Vitality, energy
_ 54.72 + 24.28 77.21 +20.87 -14.047 | .000***
and fatigue
General health
) 40.25 + 25.56 73.36 +19.42 -20.627 | .000***
perceptions
Mental
component 58.92 + 24.97 83.31+15.46 -16.604 | .000***
summary
Physical
component 55.62 + 23.85 80.57 + 18.00 -16.693 | .000***
summary
Total SF-36 57.27 £ 23.22 81.94+15.55 -17.649 | .000***

*** n<0.001, p** value<0.01 and * p value<0.05.

Standard deviation (SD), Physical functioning (PF), Role limitation due to physical health problems (RP), Bodily
Pain (BP), Social functioning (SF), General mental health (GMH), Role limitation due to emotional problems
(RE), Vitality energy and fatigue (VEF), General health perceptions (GHP), Mental component Summery (MCS),
Physical component summery (PCS) and medical outcomes study 36-Item Short form health Survey (SF-36).
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Table 10 showed the comparison between patient group and healthy individual
control group. There was highly significant difference between two groups’ quality of
life (p<0.001). Patient group (Mean = 57.27, SD = 23.22) showed lower quality of life
than healthy individual control group (Mean = 81.94, SD = 15.55). The table clearly
showed that asthma patient group PF mean was 62.37 (SD = 28.52) whereas control
PF mean was 82.75 (SD = 22.01). RP mean in patient group and control group were
50.84 (SD = 34.23) and 76.84 (SD = 28.14) consecutively. BP mean in patient group
was 69.02 (SD = 25.44), but in the control group, mean was 89.32 (SD = 13.36). The
SF domain of patients and control group mean were 71.87 (SD = 26.35) and 84.60
(SD = 18.12) consecutively. The GMH of patient and control group mean were 60.45
(SD = 29.36) and 84.40 (SD = 15.41) respectively. Three domains RE, VEF and GHP
mean were 48.65 (SD =45.50), 54.72 (SD = 24.28) and 40.25 (SD = 25.56) in the
patient group, where 87.04 (SD = 26.28), 77.21 (SD = 20.87) and 73.36 (SD = 19.42)
in the control group. The patient group scored poorer in all domains of SF-36 and
highly significant difference observed between two groups (p<0.001). The MCS mean
was 58.92 (24.97) and 83.31 (15.46) in patient and control group respectively. The
PCS mean was 55.62 (SD = 23.85) and 80.57 (SD = 18.00) in patient and control
group respectively. The MCS and PCS of SF-36 were significantly lower in the
asthma patient group than the control (p<0.001). Graphical presentation of the mean
differences of HRQoL (SF-36) between patient and control group is shown in figure
4.
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Figure 4: Graphical presentation of the mean differences of HRQoL (SF-36)
between patient and control group

3.2 Others Analyses:

In order to investigate the health-related quality of life (HRQoL) of asthma patients
and control group, t-test was used for continuous variables to compare groups mean
values. P-values less than 0.05 were considered to indicate statistical difference.
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Table 11: Difference of HRQoL between female patients and female control
(Healthy Individual)

] Female Healthy
Female Patient o
Individual for
) group, mean * p
SF-36 domain control group, t
SD value
mean + SD
n=200
n=200
Physical
o 58.85+ 28.42 79.20£ 24.70 -7.640 | .000***
functioning
Role limitations due
to physical health 47.62+ 33.65 71.81+ 30.61 -7.518 | .000***
problems
Bodily pain 66.08+ 24.79 88.05+ 13.25 -11.048 | .000***
Social functioning 69.35 + 26.47 82.96+ 19.12 -5.894 | .000***
General mental
58.17+ 27.99 83.74+ 16.49 -11.126 | .000***
health
Role limitations due
to emotional 45.65+ 44.37 88.16+ 24.07 -11.910 | .000***
problems
Vitality, energy and
_ 52.50+ 23.96 75.81+ 23.82 -9.755 | .000***
fatigue
General health
_ 37.90+ 25.57 70.51+ 20.45 -14.083 | .000***
perceptions
Mental component
56.42+ 24.25 82.67+16.01 -12.771 | .000***
summary
Physical component
52.61+ 23.84 77.39+ 19.74 -11.317 | .000***
summary
Total SF-36 54.51+ 22.86 80.03+16.60 -12.767 | .000***

*** p<0.001, ** p<0.01, * p value<0.05, Standard deviation (SD), Physical functioning (PF), Role
limitation due to physical health problems (RP), Bodily Pain (BP), Social functioning (SF), General
mental health (GMH), Role limitation due to emotional problems (RE), Vitality energy and fatigue
(VEF), General health perceptions (GHP), Mental component Summery (MCS), Physical component
summery (PCS) and medical outcomes study 36-Item Short form health Survey (SF-36).
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Table 11 showed the comparison between female patient group and control group.
There was highly significant difference between two groups’ quality of life (p<0.001).
Female patient group (Mean = 54.51, SD = 22.86) showed lower quality of life than
female control group (Mean = 80.03, SD = 16.60). The table clearly showed that
asthma patients group PF mean was 58.85 (SD = 28.42) where as control PF mean
was 79.20 (SD = 24.70). RP mean in patient group and control group were 47.62 (SD
= 33.65) and 71.81 (SD = 30.61) consecutively. Bodily pain mean in patient group
was 66.02 (SD = 24.79), but in control group mean was 88.05 (SD = 13.25). The SF
domain of female patients and control group mean were 69.35 (SD = 26.47) and 82.96
(SD =19.12) consecutively. The GMH of patients and control group mean were 58.17
(SD = 27.99) and 83.74 (SD = 16.49). Three domains RE, VEF and GHP mean were
45.65 (SD = 44.37), 52.50 (SD = 23.96) and 37.90 (SD = 25.57) in patient group,
where 88.16 (SD = 24.07), 75.81 (SD = 23.82) and 70.51 (SD = 20.45) in control
group. The female of patient group scored poorer in all domains of SF-36 and highly

significant difference observed between two groups (p<0.001).

The MCS mean was 56.42 (SD = 24.25) and 82.67 (SD = 16.01) in female patient and
control group respectively. The PCS mean was and 52.61 (SD = 23.84) and 77.39 (SD
= 19.74) in female patient and control group respectively. The mental component
summery (MCS) and physical component summery (PCS) of SF-36 mean were

significantly lower in the female asthma patients group than the control (p<0.001).
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Table 12: Difference of HRQoL between male patients and male control (healthy

individual)
_ Male healthy
Male patient S
individual for
_ group, mean p
SF-36 domain control group, t
+SD value
mean + SD
n=200
n=200
Physical functioning | 65.90+ 28.26 86.30+ 18.33 -8.565 |.000***
Role limitations due
to physical health 54.06+ 34.59 81.87+24.48 -9.218 |.000***
condition
Bodily pain 71.96+ 25.80 90.60+ 13.39 -9.066 | .000***
Social functioning 74.40% 26.05 86.25+ 16.95 -5.391 |.000***
General mental
62.73+ 30.56 85.06+ 14.25 -9.364 [ .000***
health
Role limitations due
to emotional 51.66+ 46.51 85.91+ 28.16 -8.908 |.000***
problems
Vitality, energy and
_ 28.16+ 24.46 78.61+ 17.38 -10.214 | .000***
fatigue
General health
_ 42.60+ 25.40 76.21+ 17.93 -15.288 | .000***
perceptions
Mental component
61.43+ 25.49 83.96 + 14.89 -10.790 | .000***
summary
Physical component
58.63+ 23.53 83.74+ 15.49 -12.604 | .000***
summary
Total SF-36 60.03+ 23.30 83.85+14.21 -12.339 | .000***

*** p<0.001, p** value<0.01, * p value<0.05, Standard deviation (SD), Physical functioning
(PF), Role limitation due to physical health problems (RP), Bodily Pain (BP), Social
functioning (SF), General mental health (GMH), Role limitation due to emotional problems
(RE), Vitality energy and fatigue (VEF), General health perceptions (GHP), Mental
component Summery (MCS), Physical component summery (PCS) and medical outcomes
study 36-Item Short form health Survey (SF-36).

70



Table 12 showed the comparison between male patient group and control group.
There were highly significant differences between two groups’ quality of life
(p<0.001). Male patient group (Mean = 60.03, SD = 23.30) showed lower quality of
life than control group (Mean = 83.85, SD = 14.21). The table clearly showed that
asthma male patient group PF mean was 65.90 (SD = 28.26) where as control PF
mean was 86.30 (SD = 18.33). RP mean in male patient group and control group were
54.06 (SD = 34.59) and 81.87 (SD = 24.48) consecutively. BP mean in male patient
group was 71.96 (SD = 25.80), but in control group mean was 90.60 (SD = 13.39).
The SF domain of male patients and control group mean were 74.40 (SD = 26.05) and
86.25 (SD = 16.95) consecutively. The GMH of male patients and control group mean
were 62.73 (SD = 30.56) and 85.06 (SD = 14.25).Three domains RE, VEF and GHP
mean were 51.66 (SD = 46.51), 28.16 (SD = 24.46) and 42.60 (SD = 25.40) in male
patient group, where 85.91 (SD = 28.16), 78.61 (SD = 17.38) and 76.21 (SD = 17.93)
in the control group. The male participants of patient group scored poorer in all
domains of SF-36 and highly significant difference observed between two groups
(p<0.001). The MCS mean was 61.43 (SD = 25.49) and 83.96 (SD = 14.89) in male
patient and control group respectively. The PCS mean was and 58.63 (SD = 23.53)
and 83.74 (SD = 15.49) in male patient and control group respectively. The mental
component summery (MCS) and physical component summery (PCS) of SF-36 were
significantly lower in the male asthma patients group than the control (p<0.001).
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Table 13: Difference of HRQoL between female patients and male patients

Female Patient

Male Patient

] Group, mean + p
SF-36 domain Group, mean + SD t
SD value
n=200
n=200
Physical functioning 58.85+ 28.42 65.90+ 28.26 -2.486 | .013*
Role limitations due
to physical health 47.62+33.65 54.06+£34.59 -1.886 .060
problems
Bodily pain 66.08+ 24.79 71.96+ 25.80 -2.322 | .021*
Social functioning 69.35+ 26.47 74.40+% 26.05 -1.923 .055
General mental
58.17+ 27.99 62.73+ 30.56 -1.554 121
health
Role limitations due
to emotional 45.65+ 44.37 51.66+ 46.51 -1.324 .186
problems
Vitality, energy and
) 52.50+ 23.96 56.943+ 24.46 -1.833 .068
fatigue
General health
) 37.90£ 25.57 42.60+ 25.40 -1.844 .066
perceptions
Mental component
56.42+ 24.25 61.43+ 25.49 -2.015 .045
summary
Physical component
52.61+ 23.84 58.63+ 23.53 -2.385 | .012*
summary
Total SF-36 54.51+ 22.86 60.03+£23.30 -2.389 | .017*

*** p<0.001, p** value<0.01, * p value<0.05, Standard deviation (SD), Physical functioning
(PF), Role limitation due to physical health problems (RP), Bodily Pain (BP), Social

functioning (SF), General mental health (GMH), Role limitation due to emotional problems
(RE), Vitality energy and fatigue (VEF), General health perceptions (GHP), Mental

component Summery (MCS), Physical component summery (PCS) and medical outcomes
study 36-Item Short form health Survey (SF-36).
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Table 13 showed the comparison between the female and male asthma patient group.
There was statistically significant difference between two groups' quality of life
(p<0.05). Female patient group (Mean = 54.51, SD = 22.86) showed lower quality of
life than the male patient group (Mean = 60.03, SD = 23.30). The table clearly
showed that female asthma patients group PF mean was 58.85 (SD = 28.42) whereas
male asthma patient group PF was 65.90 (SD = 28.26). RP mean in the female patient
group and the male patient group were 47.62 (SD = 33.65) and 54.06 (SD = 34.59)
consecutively. BP mean in the female patient group was 66.08(SD = 24.79), but in the
male patient group mean was 71.96 (SD = 25.80). The SF domain of the female
patient and male patient group mean were 69.35 (SD = 26.47) and 74.40 (SD = 26.05)
consecutively. The GMH of the female patients and the male group mean were 58.17
(SD = 27.99) and 62.73 (SD = 30.56).Three domains RE, VEF and GHP mean were
45.65 (SD =44.37), 52.50 (SD = 23.96) and 37.90 (SD = 25.57) in the female asthma
patient group, where 51.66 (SD = 46.51), 56.94 (SD = 24.46) and 42.60 (SD = 25.40)
in the male asthma patient group. The female asthma patient group scored poorer in
two domains PF mean and BP of SF-36 and statistically significant difference
observed between two groups (p<0.05). The MCS mean was 56.42 (SD =24.25) and
61.43 (SD = 25.49) in female patient and male patient group respectively. The PCS
mean was and 52.61 (SD = 23.84) and 58.63 (SD = 23.53) in female and male patient
group respectively. The physical component summery (PCS) of SF-36 was

significantly low in the female asthma patients group than the male (p<0.05).
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Table 14: Differences of HRQoL between the female and male healthy individual of

control group

Female
Male Healthy
Healthy o
o Individual for
_ Individual for p
SF-36 domain Control Group, t
Control Group, value
mean + SD
mean = SD
n=200
n=200
Physical functioning 79.20+ 24.70 86.30+ 18.33 -3.264 | .001**
Role limitations due to
physical health 71.81+ 30.61 81.87+ 24.48 -3.630 [ .000***
problems
Bodily pain 88.05+ 13.25 90.60+ 13.39 -1.914 .086
Social functioning 82.96+ 19.12 86.25+ 16.95 -1.819 | .070
General mental health 83.74+ 16.49 85.06+ 14.25 -.856 392
Role limitations due to
) 88.16+ 24.07 85.91+ 28.16 .859 391
emotional problems
Vitality, energy and
_ 75.81+ 23.82 78.61+ 17.38 -1.346 | .179
fatigue
General health
) 70.51+ 20.45 76.21+17.93 -2.965 .003**
perceptions
Mental component
82.67+ 16.01 83.96+ 14.89 -.835 404
summary
Physical component
77.39+ 19.74 83.74+ 15.49 -3.580 .000***
summary
Total SF-36 80.03+ 16.60 83.85+14.21 -2.473 | .014*

*k*k

p<0.001, p** value<0.01, * p value<0.05, Standard deviation (SD), Physical

functioning (PF), Role limitation due to physical health problems (RP), Bodily Pain (BP),
Social functioning (SF), General mental health (GMH), Role limitation due to emotional
problems (RE), Vitality energy and fatigue (VEF), General health perceptions (GHP),
Mental component Summery (MCS), Physical component summery (PCS) and medical
outcomes study 36-Item Short form health Survey (SF-36).
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Table 14 showed the comparison between the female and male healthy individual of
control group. Interestingly, there was statistically significant difference between two
groups’ quality of life (p<0.05). Female healthy individual of control group (Mean =
80.03, SD = 16.60) showed lower quality of life than the male healthy individual
control group (Mean = 83.85, SD =14.21). The table clearly showed that Female of
control group PF mean was 79.20(SD = 24.70) whereas male PF mean was 86.30 (SD
= 18.33). RP mean in the control group's female and male were 71.81 (SD = 30.61)
and 81.87 (SD = 24.48) consecutively. BP mean in the female of control group was
88.05 (SD = 13.25), but in the male control group mean was 90.60 (SD = 13.39). The
SF domain of the female and male control group mean were 82.96 (SD = 19.12) and
86.25 (SD = 16.95) consecutively. The GMH of the female and male control group
mean were 83.74 (SD = 16.49) and 85.06 (SD = 14.25). Three domains RE, VEF and
GHP mean were 88.16 (SD = 24.07), 75.81 (SD = 23.82) and 70.51 (SD = 20.45) in
the female healthy individuals where 85.91 (SD = 28.16), 78.61 (SD = 17.38) and
76.21 (SD = 17.93) in male healthy individuals of control group. The female of
control group scored poorer in PF, RP and GHP domains of SF-36 than male of
control group. The domain RP mean of female healthy individual was significantly
lower than male (p<0.001). The female of control group scored poorer in all domains
of SF-36 other than RE. There was statistically significant difference observed in PF

and GHP between two groups (p<0.05).

The MCS mean was 82.67 (SD = 16.01) and 83.96 (SD = 14.89) in female and male
control group respectively. The PCS mean was and 77.39 (SD = 19.74) and 83.74 (SD
= 15.49) in female and male control group respectively. The MCS showed no
significant difference. The PCS of SF-36 was significantly lower in the female of

control group than the male (p<0.001).
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Table 15: The impact of psychiatric diagnosis on health-related quality of life

(HRQoL)
Patients with Patient without
psychiatric psychiatric
SF-36 domain disorder, mean + disorder, mean * t varl)ue
SD SD
n=95 n=68
Physical -5.680
. .000***
functioning 43.37+25.10 67.20+ 28.13
Role limitations -5.383
due to physical 29.21+ 27.14 57.53+ 32.76 .000***
health problems
Bodily pain 51.34+ 25.31 75.55+ 21.63 -6.391 [.000***
Social functioning 54.78 + 26.46 77.57+ 24.95 -5.549 |.000***
General mental -7.593 rosesd
health 37.78+ 29.79 69.75+ 21.02 .000
Role limitations -6.589
due to emotional 19.26+ 32.44 61.27 + 44.83 .000%*%
problems
Vitality, energy -9.460
) .000***
and fatigue 33.232+ 20.54 64.04+ 20.44
General health -7.984 rosesd
perceptions 19.95+ 15.31 47.20+ 24.98 .000
Mental component -10.018
.000***
summary 36.26+ 18.29 68.16+ 21.20
Physical -7.849
component 35.97+ 17.47 61.87+ 22.84 .000***
summary
Total SF-36 36.12+ 16.26 65.01+ 20.96 -9.502 [.000***

*** p<0.001, p** value<0.01, * p value<0.05, Standard deviation (SD), Physical functioning (PF),
Role limitation due to physical health problems (RP), Bodily Pain (BP), Social functioning (SF),

General mental health (GMH), Role limitation due to emotional problems (RE), Vitality energy and

fatigue (VEF), General health perceptions (GHP), Mental component Summery (MCS), Physical

component summery (PCS) and medical outcomes study 36-1tem Short form health Survey (SF-36).
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Table 15 showed the comparison among the asthma patient group with psychiatric
disorder and without psychiatric disorder. There was highly significant difference
between two groups’ quality of life (p<0.001). Patient with psychiatric disorder group
(Mean = 36.12, SD = 16.26) showed lower quality of life than without psychiatric
disorder group (Mean = 65.01, SD = 20.96). The table clearly showed that patient
with psychiatric disorder PF mean was 43.37 (SD = 25.10) whereas patient without
psychiatric disorder PF mean was 67.20 (SD = 28.13). RP mean with and without
psychiatric disorder in the patient group were 29.21 (SD = 27.14) and 57.53 (SD =
32.76) consecutively. BP mean in the patient group with psychiatric disorder was
51.34 (SD = 25.31), but in the patient group without psychiatric disorder mean was
75.55 (SD = 21.63). The SF domain of the patient group with and without psychiatric
disorder were 54.78 (SD = 26.46) and 77.57 (SD = 24.95) consecutively. The GMH
of the patient group with and without psychiatric disorder mean were 37.78 (SD =
29.79) and 69.75 (SD = 21.02). Three domains RE, VEF and GHP mean were 19.26
(SD = 32.44), 33.23 (SD = 20.54) and 19.95 (SD = 15.31) of the patient group with
psychiatric disorder, where 61.27 (SD = 44.83), 64.04 (SD = 20.44) and 47.20 (SD =
24.98) of the patient group without psychiatric disorder. The patient with psychiatric
disorder group scored poorer in all domains of SF-36 and highly significant difference
observed between two groups (p<0.001). The MCS mean of two groups were 36.26
(18.29) and 68.16 (21.20). Patient with psychiatric disorder scored very poor than
without. The PCS mean of two groups were 35.97 (17.47) and 61.87 (22.84). The
MCS and PCS of SF-36 were significantly lower in the asthma patient group with
psychiatric disorder than without psychiatric disorder (p<0.001).
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Table 16: According to gender association between psychiatric disorder status

and health-related quality of life

. . Health-Related Quality of Life (HRQoL)
Gender (With Psychiatric Disorder) m Mean (SD) t o-value
Female 53 36.15 (15.52)
Male 42 36.08 (17.33) 020 984

p<0.001***, p** value<0.01 and * p value<0.05.

Table 16 showed the comparison between female and male asthma patients with
regard to psychiatric disorder. There was no significant difference between male and
female asthma patients with regard to psychiatric disorder. The total SF-36 mean of
the female asthma patients with psychiatric disorder was 36.15 (SD = 15.52).And the
total SF-36 mean of male asthma patients with psychiatric disorder was 36.08 (SD =
17.33). The total number of asthma patients with psychiatric disorder was 95. The

number of male with psychiatric disorder was 42 while the number of female was 53.
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Table 17: Associations between age, duration of asthma disease, current smoker,
excessively drinks soft drink regularly, regular physical work, regular exercise, pending
maximum day time smoky and dusty area, family structure and health-related quality of

life among asthma patients

Health-Related Quality of Life

Characteristics (HRQoL)
n Mean (SD) t p-value
181to0 39 193 | 67.34 (21.76)
Age (Y) 9.212 | .000***
40to 70 207 | 47.88(20.48)
Below 3
131 | 63.28 (21.96)
) ) years
Duration of Asthma disease 3.618 | .000***
3 years and
268 | 54.47 (23.25)
above
Yes 57 | 59.65 (25.14)
Current Smoker 834 405
No 343 | 56.88 (22.90)
Excessive intake Non-alcoholic Yes 56 | 70.79 (22.34)
) 4.895 | .000***
/ Carbonated drinks regularly No 344 | 55.04 (22.21)
Yes 282 | 59.94 (22.50)
Regular physical work .3.611 | .000***
No 181 | 50.88 (23.74)
Yes 59 | 57.29 (21.88)
Regular exercise .008 .994
No 341 | 57.27 (23.47)
Spending maximum day Yes 233 | 55.41(23.54)
o -1.801 072
time in smoky & dusty area No 177 | 59.61 (22.66)
Extended
) 167 | 55.09 (22.57)
family
Family structure -1.594 112
Nuclear
) 233 | 58.83(23.59)
family

*** p<0.001, p** value<0.01 and * p value<0.05.
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Table 17 showed the comparisons between age, duration of asthma disease, current
smoker, excessively drinks soft drink regularly, regular physical work, regular
exercise, spending maximum day time smoky and dusty area, family structure and
health-related quality of life among asthma patients. There was highly significant
difference between age and health related quality of life (p<0.001). Total SF-36 mean
of asthma patients of up to 39 years was 67.34 (SD = 21.76) and total SF-36 mean of
asthma patients of 40 years and above was 47.88 (SD = 20.48). Here, older age
patients with asthma showed lower quality of life than their counterpart. According to
the duration of disease of asthma, highly significant differences was observed
between duration of asthma diseases and health related quality of life (p<0.001). The
patients who were suffering from asthma for below 3 years showed higher mean
average than those who were suffering from asthma for 3 years and above. Total SF-
36 mean of the patients who were suffering from asthma for below 3 years was 63.28
(SD = 21.96)and total SF-36 mean of the patients who were suffering from asthma for
3 years and above was 54.47 (SD = 23.25). No significant difference between current
smoking status and health-related quality of life was found. The total SF-36 mean of
current smoker among asthma patients was 59.65 (SD = 25.14). The total SF-36 mean
of non-smokers of the same group was 56.88 (SD = 22.90).

There was highly significant mean difference between the status of excessive intake
of non alcoholic/ carbonated drinks and health-related quality of life (p<0.001). In this
result, important point was that patients who intake excessively non-alcoholic /
carbonated drinks regularly showed higher total SF-36 mean than those who did not
drink so. Here, 56 asthma patients intake non alcoholic/ carbonated soft drinks
regularly. Among them 45 were of up to 39 years. Therefore, it was the possible
factor of higher significant difference between the status of excessively drink soft
drinks regularly and health-related quality of life. The total SF-36 mean of the asthma
patients who excessively drank soft drinks regularly was 70.79 (SD = 22.34). The
total SF-36 mean of the asthma patient who did not excessively drink soft drinks

regularly.

There was highly significant difference between the status of regular physical work
and health-related quality of life (p<0.001). Asthma patients who did physical work
regularly showed higher quality of life than those who did not so. The total SF-36
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mean of those who worked regularly was 59.94 (SD = 22.50). The total SF-36 mean
of those who did not do physical work regularly was 50.88 (SD = 23.74).

There was no significant difference between physical exercise status and health
related quality of life. The total SF-36 mean of those who practiced exercise regularly
was 57.29 (SD = 21.88). The total SF-36 mean of those who did not practice exercise
regularly was 57.27 (SD = 23.47).

There was no significant difference between the status of spending maximum day
time in smoky and dusty area and health related quality of life. The total SF-36 mean
of those who spent maximum day time in smoky and dusty area was 55.41 (SD =
23.54). The total SF-36 mean of those who did not spend maximum day time in
smoky and dusty area was 57.27 (SD = 23.47).

There was no significant difference between family structure of asthma patients and
their health related quality of life. Asthma patients’ total SF-36 mean of those who
lived in extended family was55.09 (SD = 22.57) and total SF-36 mean of those who
lived in nuclear family was 58.83 (SD = 23.59).This result explained that family

structure did not differ in health-related quality of life of asthma patients.
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DISCUSSION

This chapter will focus on the critical review of the results of the present study. The
present research was designed to determine the common mental disorders among
asthma patients attending the outpatient service, to evaluate association between the
psychiatric status and health related quality of life (HRQoL) of adults suffering from
asthma and to determine health related quality of life (HRQoL) of asthma patients

compared with control.

In this study, 33.76% of asthma patients attending outpatients’ service obtained
psychiatric diagnosis according to the SCID-1 (table 5). The rate of psychiatric
disorder among patients with chronic physical diseases had been shown to be 29% to
40% (Wells, Golding, & Burname, 1988; Minagawa, Uchitomi, & Yamawaki, 1996).
The rate of psychiatric disorder among asthma patients was 34% in a study (Lovie et
al., 2005). The nationwide community survey on psychiatric disorder in Bangladesh
has been reported that overall psychiatric morbidity rate is 16.1% (Firoz, Alam,
Rahman, & Zaman et al., 2007). In that community survey, it was seen that the rate of
major depressive disorder (MDD) was 4.61%, generalized anxiety disorder (GAD)
was 2.87%, obsessive compulsive disorder (OCD) was 0.45%, panic disorder was
1.3% and somatoform disorder was 1.42%. The present study showed that the rate of
major depressive disorder (MDD) was 8.16%, generalized anxiety disorder (GAD)
was 4.24%, obsessive compulsive disorder (OCD) was 1.33%, panic disorder was
4.91% and somatoform disorder was 0.25%. The present study found high rate of
MDD, GAD, panic disorder and OCD among asthma patients who were attending the
outpatients’ service. The total patient sample size was 400 in this study. Among them
95 participants showed positive results in SCID-I. In this study, dysthymic disorder,
major depressive disorder (MDD), panic disorder and generalized anxiety disorder
(GAD) were found as most common forms of psychiatric morbidity among asthma
patients. A UK primary care survey published in 2007 (Cooper et al., 2007), reported
higher anxiety and depression scores in adults with asthma than the general
community, and a prevalence of panic disorder of 16% in those with asthma. It was
found that the rate of dysthymic disorder was 13.32%, major depressive disorder was

8.16%, panic disorder was 4.91% and generalized anxiety disorder was 4.24%. And
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obsessive compulsive disorder was 1.33%, social phobia was 0.75%, somatoform
disorder was 0.25%, depressive disorder nos was 0.50% and anxiety disorder nos was
0.25%. In a study, GAD affected 4% of the sample (Lavoie, Boudreau, Plourde,
Campbell, & Bacon, 2011). The present study reported the similar findings where it
was found that GAD affected 4.24 % of the sample. Studies showed that anxiety,
depression and panic disorders were more common among people with asthma than in
the general population (Nowobilski et al., 2007). Depressive symptoms are common
in adults with asthma and associated with poorer health outcomes, including greater
asthma severity and risk of hospitalization for asthma. The present study revealed that
dysthymic disorder was 13.3%, major depressive disorder was 8.16% and depressive
disorder nos was 0.50%. This study showed more similar result with other study
where the prevalence of depressive symptoms was 18% among adults with asthma
and the population size was 743 (Eisner, Katz, Lactao, & Iribarren, 2005). An
observational study in India suggests that depression is highly prevalent in asthma
patients. That was a tertiary care hospital based study where 65% asthma patients
showed depression on first visit where sample size was 100 (Mishra, Kundu,
Majumder, Kundu, & Mitra, 2015). Above research result showed high percentage of
depression according to this research. Depressive symptoms, panic disorder, anxiety
disorder are common in asthma patients (Zielinski et al., 2000). Accurate diagnosis of
comorbid psychiatric disorder such as depressive and anxiety disorders in patients
with chronic medical illness is essential in understanding the cause and in optimizing
the management of somatic symptom burden (Katon, et al., 2007). However, a
person’s mental health including stress, anxiety, and depression can affect their ability

to manage their asthma (Rimington et al., 2001).

There was statistically significant difference in educational qualification and
occupation (p<0.05) among asthma patients with and without psychiatric disorder
(table 7). Female patients affected rate was higher than male among asthma patients
with and without psychiatric disorder. Females were more likely to have a psychiatric
disorder compared with male patients observed also in another study (Cazzola et. al.,
2011).

According to living area and monthly income, there was highly significant difference

among asthma patients with and without psychiatric disorder (p<0.01). Patients who
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were lived in villages observed more to have a psychiatric disorder. Psychiatric
morbidity was found higher among them who were able to write and read than
illiterates. In patient group, higher percentages to have psychiatric disorder were
found in Sylhet and Khulna than other divisions. The percentages of psychiatric
disorders were found high rate among housewives. Mental disorders among the poor
were found higher than the rich. Disadvantaged socioeconomic status predicted
depression comorbidity in individuals with chronic disease ( Kilzieh, Rastam, Maziak,
& Ward, 2008). Higher percentage of psychiatric morbidity among married patients
was found than single patients. Asthma patients who lived in a nuclear family had
high percentage of psychiatric disorder than who lived in an extended family. In
religious status, Muslim asthma patients suffered more psychiatric disorder than
Hindus. Interestingly, current non-smoker asthma patients were found high rate of
psychiatric disorder. Patients who did physical exercise regularly showed low rate of
psychiatric morbidity. Asthma patients, who intake excessively non-alcoholic /
carbonated drinks regularly, were found lower percentage than who did not drink.
Asthma patients who spent maximum day time in smoky and dusty areas were found
high rate of psychiatric morbidity. There was no significant difference in the duration
of the asthma diseases among participants with and without psychiatric disorder. But
Psychiatric morbidity rate was high according to duration of illness. Asthma patients
who had been suffering from asthma for 3 years or more showed high rate of
psychiatric disorder. It revealed that patients who had family history of asthma
showed higher percentage and who did not have so showed lower morbidity rate. The
patients who lived in towns (smaller than city) had low percentage rate of psychiatric
disorder. There was no significant difference in age among asthma patients with and
without psychiatric disorder. Interestingly, patients who had family history of
psychiatric disorder showed lower rate of psychiatric morbidity. There was no
significant difference in family history of psychiatric disorder among asthma patients
with and without psychiatric disorder (table 7).

The patient with psychiatric disorder showed lower quality of life than patients with
no psychiatric disorder (table 8 & 9). The patient with psychiatric disorder HRQoL
(SF-36) mean was 36.12 (SD = 16.26) and without psychiatric disorder HRQoL (SF-
36) mean was 65.02 (SD = 20.97). There were highly significant differences of health

related quality of life between patients with and without psychiatric disorder
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(p<0.001). However, the adjusted analysis showed a slightly lower but significant
effect (f=24.38, p<0.001). So, there was an association between the psychiatric status
and health related quality of life (HRQoL) of adults suffering from asthma. It was
evident that, psychiatric morbidity impaired person's quality of life. The quality of life
of asthma patient who had a diagnosis of psychiatric disorder was so poor compared
with counterpart. In asthma patients, HRQoL impairment was higher than in those
without one. Psychiatric diagnosis was associated with greater perceived impairment
from asthma (Feldman et al., 2005). So, the necessity of increasing clinical attention,
screening with validated questionnaires, participants of consultant-liaison services in
the diagnosis and treatment of asthma diseases has been emphasized for better

outcome.

In this study, patient group sample size was 400 and control group size was also 400.
Control group's participants were healthy individuals who had no chronic or current
diseases. It was reported that healthy individuals had been included for comparison to
determine health related quality of life (HRQoL) of asthma patients. There was highly
significant difference between two groups’ quality of life (p<0.001). Patient group
(Mean = 57.27, SD = 23.22) showed lower health related quality of life than healthy
individual control group (Mean = 81.94, SD = 15.55).

The study clearly showed that asthma patient group's physical functioning (PF) mean
was 62.37 (SD = 28.52) whereas control group mean was 82.75 (SD = 22.01). The
scores on the physical functioning domain scale indicated that the level of
respondents’ perceptions of their quality of life was influenced by their physical
condition. There was highly significant difference between patient and control
group’s physical functioning (PF) domain (p<0.001). The asthma patient performed
poorer in vigorous activities such as lifting heavy objects, climbing stairs and walking
more than a kilometer. On the other hand, performance of the patient group was very
poor of moderate activities such as bending, kneeling or stooping, bathing and

dressing themselves.

In the domain, role limitation due to physical function (RP) of SF-36, the study
showed RP mean in patient group and control group were 50.84 (SD = 34.23) and
76.84 (SD = 28.14) consecutively. The low score of patient group made clear that
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their role in daily activities was impeded by their physical state of health. There was
highly significant difference between patient and control group RP domain (p<0.001).
Bodily pain (BP) domain's mean in patient group was 69.02 (SD = 25.44), but in the
control group, mean was 89.32 (SD = 13.36). The low scores on this dimension
indicated to what extent the respondents’ experience of bodily pain harm their
performance of daily activities, including work-related duties in the public domain
and tasks within the home environment. There were highly significant differences
between patient and control group in bodily pain (BP) domain of SF-36 (p<0.001).

The Social functioning (SF) domain of SF-36, patient and control group mean were
71.87 (SD = 26.35) and 84.60 (SD = 18.12) consecutively. This result showed that
patient group scored very low compared with their counterpart. There was highly
significant difference between patient and control group's social functioning domain
of SF-36 (p<0.001). The domain social functioning referred to social activities and
interaction with significant others such as family members, friends, neighbours and
other social relation were very poor in patient groups. It was a highly warning issue in

asthma disease for better outcome.

The general mental health (GMH) of patient and control group mean were 60.45 (SD
= 29.36) and 84.40 (SD = 15.41) respectively. The general mental health domains
measured in terms of some area such as inner feeling with full of energy, happy,
feeling calm and peaceful, very nervous, feeling worn out and tired. This study
showed that there were highly significant differences between patient and control
group's general mental health domain of SF-36 (p<0.001).

The domain role limitation due to emotional health problems (RE) of patients mean
was 48.65 (SD =45.50) and control mean was 87.04 (SD = 26.28). This domain
assessed the level of the emotional condition of the respondent such as feeling
depressed or anxious, limits his/her daily functioning and ability to perform roles,
such as in cutting down on the amount of time spent on work or other activities. This
study clearly showed that patients who were suffering from asthma performed very
poor in their daily life than healthy individual. This difference was highly significant
between two groups (p<0.001).
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The general health perception (GHP) of an individual was measured in terms of
concepts such as excellent, very good, good, fair or poor, getting ill easier than other
people, and just as healthy as anyone he/she knew. So, in this study asthma patients’
GHP mean was 40.25 (SD = 25.56) and control GHP mean was 73.36 (SD = 19.42).
The result explained that they felt very tired other than control. The patient group
scored poorer in GHP domain of SF-36 and highly significant difference observed
between two groups (p<0.001).The domain vitality, energy and fatigue (VEF) mean
was 54.72 (SD = 24.28) in the patient group, where mean was 77.21 (SD = 20.87) in
the control group. This domain relates to the respondent’s experience of feeling
energetic and full of liveliness, or worn out and tired. Asthma patient showed lower
score in this domain. The low score of VEF meant that they felt very tired all the time
than control individual. This study showed that there was highly significant mean
difference between two group's VEF domain of SF-36 (p<0.001).

Besides, mean of four mental health sub-scales (RE, VEF, GMH and SF) and four
physical health sub-scales (PF, RP, BP and GHP) score was calculated to capture
mental component summary score (MCS) and physical component summary score
(PCS), respectively. The mental component summery (MCS) were significantly lower
in the asthma patient group than the control (p<0.001). The MCS mean was 58.92
(SD = 24.97) and 83.31 (SD = 15.46) in patient and control group respectively. The
physical component summery (PCS) were significantly lower in the asthma patient
group than the control (p<0.001). The PCS mean was 55.62 (SD = 23.85) and 80.57
(SD = 18.00) in patient and control group respectively (table10). Asthma-specific
HRQoL was associated with future asthma-related utilization and cost (Eisner et al.,
2002).

The study (Table 11) showed the comparison between female patient group and
control group. There was highly significant difference between two groups’ quality of
life (p<0.001). Female patient group (Mean = 54.51, SD = 22.86) showed lower
quality of life than female control group (Mean = 80.03, SD = 16.60). It was clearly
evident that female asthma patient health related quality of life was very poor than
control. Asthma patient health-related quality of life was negatively associated being a

female, study showed (Béhmer et al., 2016).

87



Female asthma patient group PF mean was 58.85 (SD = 28.42) where as control PF
mean was 79.20 (SD = 24.70). The low score of female patients group mean
explained that asthma female patients had limited a lot in performing all physical
activities including dressing, bathing etc. This study showed that there was highly

significant mean difference between two group's PF domain of SF-36 (p<0.001).

RP mean in patient group and control group were 47.62 (SD = 33.65) and 71.81 (SD
= 30.61) consecutively. It revealed that female asthma patient faced problems with
work and others in daily activities as a result of poor physical health. This study
showed that there was highly significant mean difference between two group's RP
domain of SF-36 (p<0.001).

Bodily pain (BP) mean in patient group was 66.02 (SD = 24.79), but in control group
mean was 88.05 (SD = 13.25). The low score of bodily pain showed that they felt
severe pain and extremely limiting their activities due to pain. But in healthy female
control group experienced no pain or limiting their work due to pain. This study
showed that there was highly significant mean difference between two group's BP
domain of SF-36 (p<0.001).

The female asthma patient GHP mean was 45.65 (SD = 44.37) and control female
mean was 37.90 (SD = 25.57). The poor score of GHP domains clearly explained that
female asthma patients evaluated their personal health as poor and believed it was
likely to get worse. The GHP of SF-36 was significantly lower in the female asthma
patients than the control (p<0.001).

The GMH of female patient and control group mean were 58.17 (SD = 27.99) and
83.74 (SD = 16.49), respectively. The poor score explained that they had feeling of
nervousness and depression. This study showed that there was highly significant mean
difference between two group's GMH domain of SF-36 (p<0.001).

The SF domain of female patients and control group mean were 69.35 (SD = 26.47)

and 82.96 (SD =19.12) consecutively. The female asthma patients low score meant

that there had extreme interference with normal social activities due to poor physical
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and mental health. This study showed that there was highly significant mean
difference between two group’'s SF domain of SF-36 (p<0.001).

The domain RE mean was 45.65 (SD = 44.37) and 88.16 (SD = 24.07) in asthma and
control group, consecutively. The study result showed, female asthma patients faced
problems in their daily activities due to emotional health problems. This study showed
that there was highly significant mean difference between two group's RE domain of
SF-36 (p<0.001).

The domain VEF mean was 52.50 (SD = 23.96) in patient group, where control mean
was 75.81 (SD = 23.82). The low score meant that they felt very tired all the time.
This study showed, there was highly significant mean difference between two group's
VEF domain of SF-36 (p<0.001). The MCS mean was 56.42 (SD = 24.25) and 82.67
(SD = 16.01) in female patient and control group respectively. The PCS mean was
and 52.61 (SD = 23.84) and 77.39 (SD = 19.74) in female patient and control group
respectively. The mental component summery (MCS) and physical component
summery (PCS) of SF-36 were significantly lower in the female asthma patients
group than the control (p<0.001). The female of patient group scored poorer in all
domains of SF-36 and highly significant difference observed between two groups
(p<0.001).

This study showed (Table 12) the comparison between male patient group and control
group. There was highly significant difference between two groups’ quality of life
(p<0.001). Male patient group (Mean = 60.03, SD = 23.30) showed lower quality of
life than control (Mean = 83.85, SD = 14.21). The study witnessed that asthma male
patient group PF mean was 65.90 (SD = 28.26) where as control PF was 86.30 (SD =
18.33). They had limited a lot to perform their physical activities. So It was clearly
evident that male asthma patient physical health status was very poor than control
group. This study showed that there was highly significant mean difference between
two group's PF domain of SF-36 (p<0.001).

RP mean in male patient group and control group were 54.06 (SD = 34.59) and 81.87
(SD = 24.48) consecutively. The male asthma patients performed poorer in daily
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activities than the control. This study showed that there was highly significant mean

difference between two group’'s RP domain of SF-36 (p<0.001).

BP mean in male patient group was 71.96 (SD = 25.80), but in control group mean
was 90.60 (SD = 13.39). The low score of bodily pain showed that they felt severe
pain and extremely limiting their activities due to pain. This study showed that there
was highly significant mean difference between two group's BP domain of SF-36
(p<0.001).

The SF domain of male patients and control group mean were 74.40 (SD = 26.05)
and 86.25 (SD = 16.95) consecutively. The male asthma patients’ low score meant
that there was extreme interference with normal social activities due to poor physical
and mental health. This study showed that there was highly significant mean

difference between two group's SF domain of SF-36 (p<0.001).

The GMH of male patients and control group mean were 62.73 (SD = 30.56) and
85.06 (SD = 14.25). The low score explained that they male asthma patients had
feeling of nervousness and depression. This study showed that there was highly

significant mean difference between two group's GMH domain of SF-36 (p<0.001).

Three domains RE, VEF and GHP mean were 51.66 (SD = 46.51), 28.16 (SD =
24.46) and 42.60 (SD = 25.40) in male patients, where 85.91 (SD = 28.16), 78.61 (SD
=17.38) and 76.21 (SD = 17.93) in the control. The domain RE assessed the level of
the emotional condition of the respondent such as feeling depressed or anxious, limits
his/her daily functioning and ability to perform roles, such as in cutting down on the
amount of time spent on work or other activities. This study showed, there was highly
significant mean difference between two group's RE domain of SF-36 (p<0.001).The
low score of VEF meant that they felt very tired all the time than control individual.
This study showed, there was highly significant mean difference between two group’s
VEF domain of SF-36 (p<0.001). The poor score of GHP domains clearly explained
that male asthma patients evaluated their personal health as poor and believed that it
was likely to get worse. This study showed that there were highly significant mean
differences between two group's GHP domain of SF-36 (p<0.001).
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The MCS mean was 61.43 (SD = 25.49) and 83.96 (SD = 14.89) in male patient and
control group respectively. The PCS mean was and 58.63 (SD = 23.53) and 83.74 (SD
= 15.49) in male patient and control group respectively. The mental component
summery (MCS) and physical component summery (PCS) of SF-36 were significantly
lower in the male asthma patients group than the control (p<0.001). The male
participants of patient group scored poorer in all domains of SF-36 and highly
significant difference observed between two groups (p<0.001).

The study showed the comparison between the female and male asthma patient group
(table 13). Female patient group (Mean = 54.51, SD = 22.86) showed lower quality of
life than the male patient group (Mean = 60.03, SD = 23.30). This study showed that
female asthma patients group PF mean was 58.85 (SD = 28.42) whereas male asthma
patient group PF was 65.90 (SD = 28.26). This difference was statistically significant
between two groups (p<0.05). The female asthma patient performed poorer in
vigorous activities such as lifting heavy objects and walking more than a kilometer.
Patient group performance was also very poor in moderate activities such as bending,
kneeling or stooping, bathing and dressing themselves. But male asthma patients
performed slightly better than female asthma patients in physical functioning. BP
mean in the female patient group was 66.08 (SD = 24.79), but in the male patient
group mean was 71.96 (SD = 25.80). The low score of bodily pain showed that they
felt severe pain and extremely limited their activities due to pain. But male asthma
patients showed slightly better than female. The female asthma patient group scored
poorer in two sub-domains PF and BP of SF-36 and statistically significant difference
observed between two groups (p<0.05). A study showed that asthma patient health-
related quality of life was negatively associated being a female (Béhmer et al.,
20016). RP mean in the female patient group and the male patient group were 47.62
(SD = 33.65) and 54.06 (SD = 34.59) consecutively. The SF sub-domain of the
female patient and male patient group mean were 69.35 (SD = 26.47) and 74.40 (SD
= 26.05) consecutively. The GMH of the female patients and the male group mean
were 58.17 (SD = 27.99) and 62.73 (SD = 30.56). Three domains RE, VEF and GHP
mean were 45.65 (SD =44.37), 52.50 (SD = 23.96) and 37.90 (SD = 25.57) in the
female asthma patient group, where 51.66 (SD = 46.51), 56.94 (SD = 24.46) and
42.60 (SD = 25.40) in the male asthma patient group. Other than PF and BP domain
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of SF-36, there was no significant difference between female and male groups. The
MCS mean was 56.42 (SD =24.25) and 61.43 (SD = 25.49) in female patient and
male patient group respectively. The PCS mean was and 52.61 (SD = 23.84) and
58.63 (SD = 23.53) in female and male patient group respectively. The physical
component summery (PCS) of SF-36 was significantly low in female asthma patients
group than male (p<0.05). There were statistically significant differences between two
groups’ quality of life (p<0.05). Previous studies concordantly reported that female
asthma patients have a lower HRQoL than male patients (Belloch, Perpina, Martinez-
Moragon, de Diego, & Martinez-Frances, 2003; Leander et al., 2011; Wijnhoven,
Kriegsman, Snoek, Hesselink, & de Haan, 2003). Our finding results were similar
with the data which were obtained from the literature. One may think of two possible
explanations for this finding, namely that female patients with asthma have either a
more severe disease than male patients or that (Naleway, Vollmer, Frazier, &
O'Connor , Magid, 2006) or they have increased recognition of their symptoms and a
higher likelihood of seeking medical care (Prescott, Lange, & Vestbo, 1997; Trawick,
Holm, & Wirth, 2001). Gender differences may have implications for the adequate
treatment of asthma, further studies investigating this phenomenon should be

conducted.

This study also showed the comparison between the female and male healthy
individual of control group (table 14). Interestingly, there was statistically significant
difference between two groups’ quality of life (p<0.05). Female healthy individual of
control group (Mean = 80.03, SD = 16.60) showed lower quality of life than the male
healthy individual control group (Mean = 83.85, SD =14.21). This study clearly
showed that female of control group PF mean was 79.20 (SD = 24.70) whereas male
PF mean was 86.30 (SD = 18.33). There was highly significant difference between
two groups (p<0.01). RP mean in the control group's female and male were 71.81 (SD
= 30.61) and 81.87 (SD = 24.48) consecutively. There were highly significant
difference between two groups (p<0.001). The domain GHP mean were 70.51 (SD =
20.45) and 76.21 (SD = 17.93) consecutively. There were highly significant
difference between two groups (p<0.01). BP mean in the female of control group was
88.05 (SD = 13.25), but in the male control group mean was 90.60 (SD = 13.39). The

SF domain of the female and male control group mean were 82.96 (SD = 19.12) and
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86.25 (SD = 16.95) consecutively. The GMH of the female and male control group
mean were 83.74 (SD = 16.49) and 85.06 (SD = 14.25). Two domains of SF-36, RE
and VEF mean were 88.16 (SD = 24.07), 75.81 (SD = 23.82) and 85.91 (SD = 28.16),
78.61 (SD = 17.38) in female and male healthy individuals' control group

consecutively.

The female of control group scored poorer in all domains of SF-36 other than RE.
Although in three domains of MCS female healthy individuals' scored lower than
male, the domain RE (role limitations due to emotional problems) scored higher than
male. This result explained that, besides they felt tired, nervous or low mood, female
may not limit their activities. This finding was interested in the study. Female
respondents in control group evaluated their physical health status negatively
compared with male, although she was healthy. May be it is a cultural phenomenon in
this population. Similar finding was experienced in another study (Islam & Akter,
2015). Further in-depth study is needed to explore these issues. The MCS mean was
82.67 (SD = 16.01) and 83.96 (SD = 14.89) in female and male control group
respectively. The PCS mean was and 77.39 (SD = 19.74) and 83.74 (SD = 15.49) in
female and male control group respectively. The PCS of SF-36 was significantly

lower in the female of control group than the male (p<0.001).

In this study, it was clearly showed that there were differences among the asthma
patient group with psychiatric disorder and without psychiatric disorder according to
their quality of life (table 15). Asthma patient with psychiatric disorder led a poor life
than those with no psychiatric disorder. There was highly significant difference
between two groups’ quality of life (p<0.001). Patient with psychiatric disorder group
(Mean = 36.12, SD = 16.26) showed lower quality of life than without psychiatric
disorder group (Mean = 65.01, SD = 20.96). Other study results also suggest that
psychiatric disorders are prevalent among asthmatics and are associated with worse

asthma control and quality of life (Lavoie et al., 2005).

It was clearly showed that patient with psychiatric disorder PF mean was 43.37 (SD =
25.10) whereas patient without psychiatric disorder PF mean was 67.20 (SD = 28.13).
The difference was highly significant between two groups (p<0.001). The asthma
patient with psychiatric disorder group performed poorer in vigorous activities such as

lifting heavy objects, climbing stairs and walking more than a kilometer. On the other
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hand, performance of the patient without psychiatric disorder group was also very
poor of moderate activities such as bending, kneeling or stooping, bathing and
dressing themselves. Psychological distress and decreased feelings of control are
common in asthma and are significantly associated with physical health status
(Adams et al., 2004). RP mean with and without psychiatric disorder in the patient
group were 29.21 (SD = 27.14) and 57.53 (SD = 32.76) consecutively. The low score
of patient group with psychiatric disorder made clear that their role in daily activities
was impeded by their physical state of health. There were highly significant

differences between patient and control group RP domain (p<0.001).

BP mean in the asthma patient group with psychiatric disorder was 51.34 (SD =
25.31), but in the asthma patient group without psychiatric disorder mean was 75.55
(SD = 21.63). The low scores on this domain indicated to what extent the
respondents’ experience of bodily pain harm their performance of their daily
activities, including work-related duties in the public domain and tasks within the
home environment. There was highly significant difference between two groups' BP
domain of SF-36 (p<0.001).

The SF domain of the patient group with and without psychiatric disorder were 54.78
(SD = 26.46) and 77.57 (SD = 24.95) consecutively. The domain social functioning
referred to social activities and interaction with significant others such as family
members, friends, neighbours and other social interaction were very poor in patient
groups. The asthma patients with psychiatric disorder group showed low score meant
that they had extreme interference with normal social activities due to poor physical
and mental health. There was highly significant mean difference of SF domain

between patient with psychiatric disorder and without psychiatric disorder (p<0.001).

The GMH of the patient group with and without psychiatric disorder mean were 37.78
(SD = 29.79) and 69.75 (SD = 21.02) consecutively. The general mental health
(GMH) domain measured in terms of some area such as inner feeling with full of
energy, happy, feeling calm and peaceful, very nervous, feeling worn out and tired.
This study showed that there was highly significant difference between two group's

general mental health domain of SF-36 (p<0.001). In this section low score meant that
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patient with psychiatric disorder they had no enjoyment in their life. As a result, their
performance in daily life became worse.

The VEF of the patient group with and without psychiatric disorder mean were 33.23
(SD = 20.54) and 64.04 (SD = 20.44). This domain relates to the respondent’s
experience of feeling energetic and full of liveliness, or worn out and tired. Asthma
patient showed lower score in this domain. The low score of VEF meant that they felt
very tired all the time than counterpart. This study showed that there was highly
significant difference between two group's VEF domain of SF-36 (p<0.001).

The GHP of the patient group with psychiatric disorder mean was 19.95 (SD = 15.31).
The GHP mean was 47.20 (SD = 24.98) of the patient group without psychiatric
disorder. The general health perception (GHP) of an individual was measured in
terms of concepts such as excellent, very good, good, fair or poor, getting ill easier
than other people, and just as healthy as anyone he/she knows. There was highly

significant difference between two groups' mean (p<0.001).

The RE of the patient group with and without psychiatric disorder mean were 19.26
(SD =32.44) and 61.27 (SD = 44.83). This domain assessed the level of the emotional
condition of the respondent such as feeling depressed or anxious, limits his/her daily
functioning and ability to perform roles, such as in cutting down on the amount of
time spent on work or other activities. This study clearly showed that patients with
psychiatric disorder performed very poor in their daily life than without psychiatric
disorder. The differences were highly significant between two groups (p<0.001). The
study showed that the worst adjustment to the diseases, related to emotional

involvement (Bombardier, D'Amico, & Jordan, 1990).

The study showed the comparison of all SF-36 domains among the asthma patient
group with psychiatric disorder and without psychiatric disorder (table 15). There was
highly significant difference in all domains of SF-36 between two groups’ health
related quality of life (p<0.001).

The MCS mean of two groups were 36.26 (18.29) and 68.16 (21.20). Patient with
psychiatric disorder scored very poor than without. The PCS mean of two groups
were 35.97 (17.47) and 61.87 (22.84). The MCS and PCS of SF-36 mean were

significantly lower in the asthma patient group with psychiatric disorder than without
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psychiatric disorder (p<0.001). Other study also (Afari, Schmaling, Barnhart, &
Buchwald, 2001) reported that asthma patients with a comorbid psychiatric disorder
had a lower PCS and MCS than asthma patients without psychiatric disorder. This
study showed that physical, mental emotional and social functioning impaired due to
psychiatric disorder among asthma patients (Feldman et al., 2005). The study clearly
showed that comorbid psychiatric disorders of asthma patients were related to poor
quality of life (Goethe, Maljanian, Wolf, Hernandez, & Cabrera, 2001). Others
studies also showed that asthma is associated with reduced health-related quality of
life and people with both depression and asthma reported poorer health-related quality
of life than people with asthma without depression (Opolski & Wilson, 2005).
Improved strategies are needed to target interventions towards people experiencing
poor HRQoL (Upton, Lewis, Humphreys, Price, & Walker, 2016).

The total number of asthma patients with psychiatric disorder was 95. Among them,
female with psychiatric disorder were 53 and male with psychiatric disorder were 42
(table 16). There was no significant difference in health-related quality of life of male
and female asthma patients with psychiatric disorder. This study explained that
overall quality of life of asthma patients with comorbid psychiatric disorder did not

vary in gender differences.

In this study, It was clearly explained (table 17) that there was highly significant
difference between age and health related quality of life (p<0.001). Total SF-36 mean
of asthma patients of up to 39 years was 67.34 (SD = 21.76) and total SF-36 mean of
asthma patients of 40 years and above was 47.88 (SD = 20.48). Here, elder patients
with asthma showed lower quality of life. Other study also reported that younger
asthma patients had poorer quality of life than older patients who adapted to their
restricted life style (Laor, Cohen, & Danon, 1993).

According to the duration of disease of asthma, there was highly significant
differences between duration of asthma diseases and health related quality of life
(p<0.001). The patients who were suffering from asthma for below 3 years showed
higher mean average than those who were suffering from asthma for 3 years and
above. Total SF-36 mean of the patients who were suffering from asthma for below 3
years was 63.28 (SD = 21.96) and total SF-36 mean of the patients who were
suffering from asthma for 3 years and above was 54.47 (SD = 23.25).
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There was highly significant difference between the status of regular physical work
and health-related quality of life (p<0.001). Asthma patients who did physical work
regularly, they showed higher quality of life than who did not. The total SF-36 mean
was 59.94 (SD = 22.50) who worked regularly. The total SF-36 mean was 50.88 (SD
= 23.74) who did not do physical work regularly. This study clearly explained that
asthma patients’ physical health, mental health, social and emotional functioning that
means overall health-related quality of life varied and impaired for their age, duration
of disease, regular physical work. Other study showed asthma was associated with an
impairment of HRQoL in adults. Additional association was found for older age also
(Bohmer et al., 2016). According to the result of this study, we can suggest that
regular physical works and daily activities may helpful for asthma patients to lead
better quality of life. This study also explained that longer diseases duration impacted
negatively on HRQoL (Laor et al., 1993).

There was highly significant mean difference between the status of excessive intake
non-alcoholic / carbonated soft drinks regularly and health-related quality of life
(p<0.001). In this result, important point was that patients who drank excessively soft
drinks regularly showed higher total SF-36 mean than those who did not drink so.
Here, 56 asthma patients drank soft drinks regularly. Among them 45 were of up to 39
years. Therefore, it was the possible factor of higher significant differences between
the status of excessive intake non-alcoholic / carbonated soft drinks regularly and
health-related quality of life. The total SF-36 mean of the asthma patients who
excessive intake non-alcoholic / carbonated soft drinks regularly was 70.79 (SD =
22.34). The total SF-36 mean of the asthma patient who did not excessively drink soft

drinks regularly.

This study clearly explained that there was no significant difference between the
statuses of current smoker, excessively drinks soft drink regularly, regular exercise,
spending maximum day time smoky and dusty area, family structure and health-
related quality of life among asthma patients. Total SF-36 mean of asthma patients
was 55.09 (SD = 22.57) who lived in extended family and total SF-36 mean of those
who lived in nuclear family 58.83 (SD = 23.59). This result explained that family

structure did not differ in health-related quality of life of asthma patients.

97



The present study concludes that the prevalence of psychiatric disorder among asthma
patients is an alarming issue. There is a significant association between psychiatric
status and health related quality of life. Health related quality of life (HRQoL) is
highly affected in asthma patients. This study confirms that psychiatric morbidity is
high among asthma patients. So this finding suggested that an interdisciplinary
approach is necessary for the management of asthma patients as well as to improve

their physical, mental, emotional and social functioning.
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LIMITATIONS

Every research has some limitations. The current study is not an exception. Despite
the overall positive results of this study, it is important to acknowledge its limitations.

The systematic sampling technique was not applied in this study. There were many
asthma patients attending the outpatient service with comorbidity conditions. In that
case, after all doctor's referral, the researcher did not include them as sample

according to its exclusion criteria.

In this study, DSM-IV Axis-Il disorders were not determined. So the rate of
personality disorders among asthma adult patients was unrecognized in Bangladesh.

The researcher selected the place of data collection where the sample was most
available and appropriate. The data were collected from the major hospitals and
clinics of the districts after the specialist doctor's referral. Therefore, data were not
collected separately from rural and urban sample. Moreover, the data were not

collected from ethnic group separately.
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RECOMMENDATION

The study result reveals high association of depression, anxiety and other neurosis
disorders with asthma. This indicates that psychological interventions should be
necessarily added with the medical treatment for an asthma patient. It is also needed
to start multidisciplinary team approach in the management of asthma. Community
health workers should be trained on identifying associated mental health problems of

asthma.

This study has found that asthma patients' health related quality of life is very poor
compared with healthy individual. Improving disease control and screening mental
health problems may be promising approaches to enhance patients' quality of life who

are suffering from asthma. Interventional studies are also warranted in this field.

The study result reported that the quality of life of female asthma patients was poorer
than the male. Older age patients showed lower quality of life than the younger. The
asthma patients, who were suffering from the disease for three years and above, found
their health-related quality of life poorer than those who were suffering from asthma
bellow three years. The asthma patients, who did physical works regularly, also
showed better quality of life than those who led a conservative life comparatively.
Therefore, in course of the intervention, treatment plan should be maintained
according to these factors or findings. To maintain better physical, social, emotional,
cognitive and behavioural functioning, psychoeducation might be developed through
future studies.

Future study is needed on child asthma patients and DSM-1V Axis-Il disorders to
know the rate of child psychiatric disorders as well as personality disorders among
asthma patients. The rate of asthma patients with mental health problems in rural and
urban areas or in ethnic groups across Bangladesh should also be found out separately
to determine the future health strategy of the government. In that case, the current

study would be helpful to pave the way for future study.
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APPENDIX B

Demographic Data Sheet
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APPENDIX C

Self Reporting Questionnaire (SRQ)
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Self Reporting Questionnaire (SRQ)

nthe last month:

‘Non-psychotic’
Do you often have headaches?

—_—

Is your appetite poor?

Do you sleep badly?

Are you easily frightened?

Do you hands shake?

Do you feel nervous, tense or worried?
Is your digestion poor?

Do you have trouble thinking clearly?

Do you feel unhappy?

—
o

Do you cry more than usual?
Do you find it difficult to enjoy your daily activities?

= S
NS

Do you find it difficult to make decision?

—_—
w2

Is your daily work suffering?

Are you unable to pay a useful part in life?

Have you lost interest in things?

Do you feet that you are a worthless person?

Has the thought of ending your life been on your mind?
Do you feel tired all the time?

Do you have uncomfortable feelings in your stomach?

N wmb emb amb b A =

Are you easily tired?

‘Pgychotic’

1. Do you feel that somebody has been trying to harm you in some way?
Are you a much more important person than most people think?

Do you ever hear voices without knowing where they come from or
which other people cannot hear?
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Yes/No
Yes !/ No
Yes/No
Yes/No
Yes/No
Yes /No
Yes / No
Yes / No
Yes ! No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes ! No
Yes / No
Yes/No
Yes/No
Yes/No
Yes/No

Yes / No
Yes / No

Have you noticed any interference or anything else unusual with your thinking? Yes / No

Yes /No



APPENDIX D

SF-36
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Structured Clinical Interview for DSM-1V Axis | Disorders (SCID-1): Clinician Version
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SCID-CV Administration Booklet Overview

OVERVIEW

I'm going to he asking you about problems or difficulties you may have had, and I'll be making some notes as we
¢o along. Do you have any questions before we begin?

(ADMINISTER OVERVIEW QUESTIONS ON SCORESHEET.)
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A. MOOD EPISODES

MAJOR DEPRESSIVE EPISODE

Now [ am going to ask you some more
questions about your mood.

A. Mood Episodes

CRITERIA FOR MAJOR
DEPRESSIVE EPISODE

NOTE: Criterion B (i.c., does not meet
criteria for a Mixed Episode) has been

omitted from the SCID,

A. Five (or more) of the following symptoms
have been present tluring the same
2-week period and represent a change
from previous functioning; at least one of
the symptoms is either (1) depressed
mood or (2) loss of interest or pleasure

(1) depressed mood most of the day,
nearly every day, as indicated by either
subjective report (e.g., feels sad or
empty) or ebservation made by others
(e.g., appears tearful), Note: In children
ﬂl'ld H.dﬁlﬂﬁﬂcl'l‘t&.. Cin I'h“' i!'l'ilill)l{? I'I'lfJf,'l'I.. :

In the past month, ..
...has there been a period of time when you
were feeling depressed or down most of the
da)'. near]y EVETY r|a|:.r? (Whul was that likt'.':'}

IF YES: How long did it last? (As long as 2
weeks?)

(2) markedly diminished interest or
pleasure in all, or almost all, activities
most of the r]ay, neurly every da:,' (as
indicated by cither subjective aceount or
ohservation made by others)

...what about losing interest or pleasure in
things you usually enjoyed?

IF YES: Was it nearly every day? How
long did it last? (As long as 2 weeks?)

I neither Al nor A2 is “+" during the current month, check for past Major Depressive Episode by
asking questions A1 and A2 again looking for lifetime episodes, beginning with “Has there EVER. . ."

IF AT LEAST ONE PAST DEPRESSED PERION: Have you had mare than one time like that? Which one
was the worst?

If neither Al nor A2 has ever heen “+,” go 1o A16, page 8 (Manic Episode).
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A. Mood Episodes

FOR THE FOLLOWING QUESTIONS,
FOCUS ON THE WORST 2-WEEK
PERIOD:

During [ 2-WEEK PERIOD. ..

...did you lose or gain any weight? (How
much? Were you trying to lose weight?)

IF NO: How was your appetite? (What
about compared with your usual
appetite? Did you have to force
yourself to eat? Kat {less/more] than
usual? Was that nearly every day?)

...how were you slecping? (Trouble falling
asleep, waking frequently, trouble staying
asleep, waking too early, OR sleeping too
much? How many hours a night compared
with usual? Was that nearly every night?)

...were you so fidgety or restless thal you
were unable to sit still? (Was it so bad that
other people noticed it? What did they
notice? Was that nearly every day?)

1F NO: What about the opposite—
talking or moving more slowly than is
normal for you? (Was it so bad that
other people noticed it? What did they
notice? Was that nearly every day?)

.. .what was your energy like? (Tired all
the time? Nearly every day?)
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(3) significant weight loss when not dieting
or weight gain (e.g., a change of more than
5% of hody weight in a month), or decrcase
or increase in appetite nearly every day.
Note: In children, consider failure to make
expected weight gains,

(#) insomnia or hypersomnia nearly every
day

(5) psychomotor agitation or retardation
nearly every day (observable by others, not
merely subjective feelings of restlessness
or being slowed down)

NOTE: ALSO CONSIDER BEHAVIOR
DURING THE INTERVIEW

(6) fatigue or loss of energy nearly every
day



SCID-CV Administration Booklet A. Mood Episodes

.. .haw did you feel about yoursell? (7} feelings of worthlessness or
(Worthless? Nearly every day?) excessive or inappropriate guilt (which
may be delusional) nearly every day (not
[F NO: What about feeling guilty about merely self-reproach or guilt about being
things you had done or not done? (Nearly sick)

every day?)
NOTE: CODE “=" IF ONLY LOW
SELF-ESTEEM

.did you have trouble thinking or (8) diminished ability 1o think or

concentrating? (What kinds of things did it concentrate, or indecisivencss, nearly
interfere with? Nearly every day?) every day (either by ohjective account or
as ohserved by others)
IF NO: Was it hard to make decisions
about cveryda}' thing&?

...were things so bad that you were (9) recurrent thoughts of death (not just

thinking a lot about death or that you would fear of dying), recurrent suicidal ideation

be better off dead? What about thinking of without a specilic plan, or a suicide

hurting yourself? atterpt or a specific plan for committing
suicide

IF YES: Did you do anything to hurt
yourself?

AT LEAST FIVE OF A(1)-A(9) ARE
[A10] ATO]

“4* AND AT LEAST ONE OF THESE
IS ITEM A(1) OR A(2).

If ALO above is “=" (i.e., fewer than five are “+7), ask the following il unknown:

Have there been any other times when you've been depressed and had even more of the symptoms
that we've just talked about?

If “yes,” go back to Al page 3, and ask ahout that episode.
If “no.” go to A16, page 8 (Manic Episode).
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A. Mood Episodes

[F UNCLEAR: Has [the depression/OWN
WORDS] made it hard for you to do your

work, take care of things at home, or get

along with other people?

SCID-CV Administration Booklet

C. The symptoms cause clinically significant
distress or impairment in social,
occupational, or other important areas of
[unetioning,

If AL1 above is “~" (i.c., symptoms not clinically significant), ask the following if unknown:
Have there been any other times when you've been depressed and it had more of an effect on your life?

If “yes,” go back to A1, page 3, and ask ahout that episode.

If “no,” go 1o AL6, page 8 (Manic Episode).

Just before this began, were you physieally
l?

Just before this began, were you taking any
medications?

11" YES: Any change in the amount you
were laking?

Just before this began, were you drinking or

using any streel drugs?

If there is any indication that the

physiological consequence of a general
medical condition or substance), go 1o
page 20 and return here to make a rating
"I— [L_,l ‘:lr Ii+ "

depression may be secondary (i.e., a direct |

D.The symptoms are not due to the direct
physiological effects of a substanee (e.g.,
a drug of abuse, medication) or a general
medical condition.

) al gener: | eonditions
include degenerative neurological
illnesses (e.gr., Parkinson’s discase),
cerebrovascular disease (e.g., stroke),
metabolic conditions (e.z., vitamin B,
deficiency), endocrine conditions (e.g.,
hyper- and hypothyroidism,

hyper- and hypoadrencconticism), viral or
other infections (e.g., hepatitis,
mononuclensis, HIV), and ecrtain cancers
(e.g.. carcinoma of the pancreas).

Etiological substances include aleohol,
amphetamines, cocaine, hallucinogens,
inhalants, opicids, pheneyeliding,
sedatives, hypnotics, anxiolytics.
Medications include antihypertensives,
otal contraceptives, corlicosleroids,
anabolic steroids, anticancer agents,
analgesics, anticholinergics, cardiac
medications,

MEDICAL CONDITION/SUBSTANCE USE]?

Il “no.” go 10 A16, page 8 (Manic Episode).

If A12 above is “~" {i.e., mood is due to substance or general medical condition), ask the following:

Have there been any other times when you've heen depressed and it was not because of [CENERAL

If “yes,” go back to AL, page 3, and ask about that episode.
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IF UNKNOWN: Did this hegin soon aller E.The symplems are not beller accounted

someone close to youl dicd? for by Bereavement, i.e., after the loss
[death] of a loved one. the symploms
persist for longer than 2 manths or are
characterized by marked functional
impairment, morbid preoceupation with
worthlessness, suicidal ideation, psychotic
symptoms, or psychomolor retardation,

If A13 above is “=" (i.e., the depressed mood is better accounted for by Bereavement), ask the following:

Have there been any other times when you've been depressed and il was not beeause of the loss of a
loved one?

If “yes,” go back to A1, page 3, and ask about that episode.
If “no,” goto ALG, page 8 (Manic Episode).

A4 | IF UNKNOWN: Have you had (SYMPTOMS  CRITERIA A, C, D, AND E ARE “47 II!II
- RATED *+™" ABOVE) in the past month? -
(MAKE A DIAGNOSIS OF MAJOR
DEPRESSIVE EPISODE)

How many separate times have you been Total number of Major Depressive Episodes,
|depressed/OWN WORDS) nearly every day  including current {CODE 99 if too numerous
for at least 2 weeks and had several of the or indistinel to count)

symptoms that you jus.l dem:rihed, such as

[SYMPTOMS OF WORST EPISODE)?
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CRITERIA FOR
MANIC EPISODE MANIC EPISODE

NOTE: Criterion C {i.c., does nol meel
criteria for a Mixed Episode) has been
omitted from the SCIN.

Have you ever had a period of time when you A, A distinet period of abnormally and
were feeling so good, high, excited, or hyper persistently elevated, expansive, or
that other pm:plc lhnught you were nol your irritable moad, |, |

normal sell or you got inlo Irouble? (Did
anyone say you were manie? Was that more
than just feeling goad?)

What was that like?

1F NO: What about a period of time when
you were so irritable that you found
yoursell shouling at people or starting
fights or arguments? (Did you find
yourself yelling at people you didn't really
know?)

IfA16 is “=" (i.e., never any periods of elevated or irritable mood), go 1o A4S, page 17 (Dysthymic Disorder). I
R ———

How long did that last? (As long as ... lasting at least 1 week {or any duration it~ [A17

1 week? Did you have 1o go into the hospitalization is necessary)
hospital?)

ITALT is “=" (i.c., duration is less than 1 week), go to A30, page 13 (Hypomanic Fpisode).

Have you had more than one time such as
that? Which time were you the most

Ihighfirritable/OWN WORDS?]

FOR ITEMS A18-A27 ON PAGES 9-11,
FOCUS ON THE MOST EXTREME
EPISODE

IF UNKNOWN: During this lime, when were

you the most [OWN WORDS for euphoria or
iritability]?
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During [PERIOD OF WORST MANIC
SYMPTOMS]. ..

...how did you feel ahoul yourself?

(More sell-confident than usual? Any special
powers or abilities?)

..did you need less sleep than usual?
IF YES: Did you still feel rested?

...were you much more lalkative than usual?
(Did people have trouble stopping you or
understanding you? Did people have trouble
getting a word in edgewise?)

...were your thoughts racing through your
head?

...were you so easily distracted by things
around you that you had trouble
concentraling or slaying on one track?

...how did you spend your time? (Work,
friends, hobbies? Were you so active that
your friends or family were concerned about
you?)

IF NO INCREASED ACTIVITY: Were
you physically restless? (How bad was it?)

A. Mood Episodes

B. During the period of mood disturbance,
three (or more) of the following symptoms
have persisted {four if the mood is only
irritable) and have been present 1o a
signilicant degree:

{1} inflated self-csteem or grandiosity

(2) decreased need for sleep (e.g., lvels
rested after only 3 hows of sleep)

(3) more talkative than usual or pressure 1o
keep talking

(4) flight of ideas or subjective experience
that thoughts are racing

(5) distractibility (i.e.. attention too casily
drawn to llnimportanl or irrelevant
external stimuli)

(6} increase in goal-directed activity
(socially, at work or school, or sexually) or
psychomotor agitation
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A. Mood Episodes SCID-CV Administration Booklet

... did you do anything that could have (7) excessive involvement in pleasurable

caused trouble for you or your family? activitics that have a high potential for

(Buying things you didn't need? Anything painful consequences (e.g., engaging in

sexual that was unusual for you? Reckless unrestrained buying sprees, sexual

driving?) indiscretions, or fonlish business
inveslments)

AT LEAST THREE OF B(1)-B(7) ARE

“* (OR FOUR IF MOOD IS
IRRITABLE AND NOT ELEVATED)

If A25 ahove is “=" (ie., fewer than three are *+) ask the following:

Have there heen any other times when you were [highfirritable/OWN WORDS] and had even more of the
symploms that we've just talked about?

If “yes,” go back to A16, page 8, and ask about that episode.
If “no,” go 1o A5, page 17 (Dysthymic Disorder).

IF NOT KNOWN: At that time, did you have  D. The moad disturbance is sufficiently
serious problems at home or at work (schaol) severe to cause marked impairment in

because you were [SYMPTOMS] or did you accupational functioning or in usual social

have to go inte a hospital? activities or relationships with others, or

to necessitale |'|0!<p[laliz:llian lo prevent
harm 1o sell or others, or there are
psychotic features.

If AZ6 above is “=" (Le., not sulficiently severe) ask the following:

Have there been any other times when you were [high/irritableOWN WORDS] and you gol into trouble
with people or were hospitalized?

If %yes,” go back to A16, page B, and ask about that episode.
11 “no.” go to A39, page 14 (Criterion C for Hypomanic Episode).

10
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Just before this began, were you physically

il?

Just before this began, were you taking any
medications?

IF YES: Any change in the amount you
were laking?

Just hefore this began, were you drinking or
using any street drugs?

A. Mood Episodes

5. The symptoms are not due to the direct
physiological effects of a substance (e.g..
a drug of abuse, a medication) or a general
medical condition.

Note: Manic-like episodes that are clearly
caused by somatic antidepressant treatment
(e.g.. medication, electroconvulsive therapy,
light therapy) should not count toward a
diagnosis of Bipolar I Disorder but are
considered Substance-Induced Mood

A27

Disorders.

Ftiological general medical conditions
include degenerative neurological ilinesses
(e.g., Huntington’s disease, multiple

If there is any indication that the mania
may be secondary (i.c., a direct

shysiological consequence of a general ; .
Ihyfl( logica S A 8 sclerosis), cerehrovascular disease (c.g.
medical condition or substance), go to

5 stroke), metabolic conditions (e.g., vitamin
puge 20 and return here to make a rating - Nl ;
A By, deficiency. Wilson’s disease), endocrine
of “~" or “+.

conditions (e.g., hyperthyroidism), viral or
other infections, and certain cancers (e.g..
cerebral neoplasms).

‘ stances include aleohol,
amphetamines, cocaine, hallucinogens,
inhalants, opioids. phencyclidine, sedatives,
hypnoties, and anxiolytics. Medications
include psychotropic medications (e.g..
antidepressants), corticosteroids, anabolic
steroids, isoniazid, antiparkinson medication
(e.g., levodopa}, and sympathomimetics/
decongestants.

If A27 above is “~" (i.c., the mania is duc to a substance or general medical condition), ask the following:

Have there been any other times when you were [high/irritable/OWN WORDS] and you were not
[physically illtaking medication/using SUBSTANCE]?

If “yes,” go back 10 A16, page 8, and ask about that episode.
If “no,” go to A4S, page 17 (Dysthymic Disorder).

11
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A. Mood Episodes

IF UNKNOWN: Have you had [SYMPTOMS
RATED “+" ABOVE} in the past month?

How many separate times were you

[HIGH/OWN WORDS] and had
[ACKNOWLEDGED MANIC SYMPTOMS)

for at least a week (or were hospitalized)?

SCID-CV Administration Booklel

CRITERIA A, C, D, AND E ARE “+"

(MAKE A DIAGNOSIS OF MANIC
EPISODE)

Total number of Manic ]".pisode:i. int:luding
current (CODE 994f too indistinel or
numerous 1o count)

£

ASSOCIATED SYMPTOMS), B1 (PAGI 25).

YOU ARE FINISHED EVALUATING MOOD EPISODES. GO TO MODULE B (PSYCHOTIC AND

12
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HYPOMANIC EPISODE

IF UNKNOWN: When you were
[highfirritable/OWN WORDS), did it last for
at least 4 days?

Have you had more than one time like that?
(Which time were you the most

[highfirritable/OWN WORDSJ?)

FOR ITEMS A31-A37 ON PAGES 13 AND
14, FOCUS ON THE MOST EXTREME
EPISODE

A. Mood Episodes

CRITERIA FOR
HYPOMANIC EPISODE

A. A distinel period of persistently elevated,
expansive, or irritable mood, lasting
||||'ou;_aﬂmut al least 1 (hl)'a. that is clearly
different from the usual nondepressed
mood.

I A30 is “-7 (i.e., never any periods of elevated or initable mood lasting at least 4 days), go to A45,
page 17 (Dysthymic Disorder),

During [PERIOD OF MOST EXTREME
HYPOMANIC SYMPTOMS]. ..

... how did you feel about yourself?

{More self-confident than usual? Any special
powers or abilities?)

...did you need less sleep than usual?
IF YES: Did you still feel rested?

...were you much more talkative than usual?
(d people have trouble stopping you or
understanding you? Did people have trouble
getling a word in edgewise?)

...were your thoughts racing through your
head?

...were you so easily distracted by things
around you that you had trouble
concentrating or staying on one track?

148

B. During the period of mood disturbance,
three (or move) of the following symploms
have persisted {four if the mood is only
irritable) and have been present to a
significant degree:

(1) inflated self-esteem or grandiosity

(2) decreased need for sleep (e.g., feels
rested after only 3 hours of sleep)

(3) more talkative than usual or pressure to
keep talking

(4) flight of ideas or subjective experience
that thoughts are racing

(5) distractibility (i.e., attention too easily
drawn to unimportant or irrelevant
external stimuli)

i
[ 4]
[ %]

i E
Cad
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A. Mood Episodes SCID-CV Administration Booklet

.. .how did you spend your time? (Work, (6) increase in goal-directed activity

friends, hobbies? Were you so active that {either a'm:ia"y, al work or school, or
your friends or family were concerned about sexually) or |)sy(‘.humntnr agitation
you?)

IF NO INCREASED ACTIVITY: Were

you physically restless? (How bad was it?)

A37] ...did you do anything that could have (7} excessive invelvement in pleasurable A37
caused trouble for you or your family? activities thal have a high potential for
(Buying things you didn't need? Anything painful consequences (e.g., engaging in
sexual that was unusual for you? Reckless unrestrained huying sprees, sexual
driving?) indiseretions, or [oolish business
investmenls)

AT LEAST THREE OF B(1)-B(7) ARE

“* (OR FOUR IF MOOD IS
IRRITABLE AND NOT ELEVATED)

I[TA38 is “-" {i.e., fewer than three are “+7), ask the following:

Have there been any other times when you were [high/irritable/OWN WORDS] and had even more of the
symptoms thal we've just lalked about?

If “yes,” go back to A30, page 13, and ask about that episode,
If *no,” go to A45, page 17 (Dysthymic Disorder).

I UNKNOWN: Is this very different from C.The episode is associated with an

the way you usually are? (How were you unequivocal change in functioning that is
different? At work? With friends?) uncharaeteristic of the person when not
symplomatic.

FA39 is “~" (i.c., characteristically “hypomanic®), ask the following:

Have there been any other times when you were [high/irritable/OWN WORDS] and you were really
different from the way you usually are?

If “yes,” go back 1o A30, page 13, and ask about that episode.
I *n0,” go 1o A4S, page 17 {Dysthymic Disorder).

14
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SCID-CV Administration Booklet A. Mood Episodes

m IF UNKNOWN: Did other people notice the 1. The disturbanee in mood and the change

change in you? (What did they say?) in functioning are observable by others.

If A40 is “=" {i.c., nat ohservable |1;.r others), ask the following:

Have there been any other times when you were [high/initable/OWN WORDS| and other people did
natice the change in the way you were acting?

If “yes," go buck to A30, page 13, and ask about that episode.
1M 00, go to A45, page 17 (Dysthymic Disorder).

i —————
IF UNKNOWN: At that time, did you have I5. The episode is not severe enough 1o cause
serious problems at home or at work (school) marked impairment in social or
hecause you were [SYMPTOMS] or did you oceupational functioning, or to necessitate
have to go into a hospital? hospitalization, and there are no psychatic
features,

IFA4L is “-" (i.e., severe enough to cause marked impairment), go back 10 A26, page 10, code “+” for that

item, and continue with A27, page 11,

| A42]| Just before this began, were you physically  F. The symptoms are not due to the direct

ill? physiological effects of a substance (i.c., a
drug of abuse, a medication) or a general
Just before this began, were you taking any medical condition,
medications?
Note: Hypomanie-like episodes that are
[ YES: Any change in the amount you clearly caused by somatic antidepressant
were taking? treatment (e.g., medication,

electroconvulsive therapy, light therapy)
Just hefore this began, were you drinking or  should not count toward a diagnosis of
using any street drugs? Bipolar IT Disorder but are considered
Substance-Induced Mood Episodes.

: Il there is any indication that the

i hypomania may be secondary {i.e., a direct
i physiological consequence of a general

i medical condition or substance), go to

i page 20 and return here 1o make a rating
: ul‘ B or “+.“

Refer to list of possibly etiological general
medical conditions and substances included
with item A27 (page 11).
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—
1f A42 above is “=" (i.e., the hypomania is due to a substance or general medical condition), ask the
following:
Have there been any other times when you were [high/irritable/OWN WORDS] and you were not
[physically illtaking medication/using SUBSTANCE]?

If “yes,” go back 10 A30, page 13, and ask about that episode.
If "no,” goto Ad5, page |7 (Dysthymie Disoreer),

————
I[F UNKNOWN: Have you had [SYMPTOMS  CRITERIAA, B, C, D, E, AND T E
RATED *+” ABOVE] in the past month? ARE 4"
(MAKE A DIAGNOSIS OF HYPOMANIC
EPISODE)
A44| How many separale limes were you ‘I'otal number of Hypomanic Episodes E
[high/irritable/OWN WORDS] and had (CODE 99 if too indistinet or numerous 1o
[ACKNOWLEDGED HYPOMANIC count)

SYMPTOMS] for a period of time?

YOU ARE FINISHED EVALUATING MOOD EPISODES, GO TO MODULE B (PSYCHOTIC AND
ASSOCIATED SYMPTOMS), B1 (PAGE 25).
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DYSTHYMIC DISORDER

{ NOTE: For presentations in which there is

i a history of multiple recurrent Major

i Depressive Episodes, the clinician may
wish to skip the evaluation of Dysthymic
i Disorder (i.e., go to B, page 25),

For the past couple of years, have you heen

bothered by depressed mood, most of the
ti:i}r. more days than not?

{more than half the time?)

IF YES: What was that like?

A. Mood Episodes

CRITERIA FOR
DYSTHYMIC DISORDER

A Depressed mood for most of the day, for
more days than not, as indicated either by
subjective account or observation hy
others, for at least 2 years. Note: In
children and adolescents, mood can he
irritable and duration must be at least
| year.,

I A45 is “=" (i.e., no chronic depressed mood. ..), go 1o B1, page 25 (Psychotic and Associated Symptoms).

During these periods of [OWN WORDS FOR

CHRONIC DEPRESSION], do you find that
most of the time you. ..

. .lose your appetite? (What about
overeating?)

ey

.. .have linle energy to do things or [eel
tired a lot?
a [atlure?)

...have trouble eoncentrating or making
decisions?

.. .feel hopeless?

=3
el | =

.. .have trouble sleeping or sleep too much?

.. .feel down on yoursell? (Feel worthless, or

B. Presence, while depressed, of two (o’
more) of the lollowing:

(1) poor appetite or overeating

(2) insomnia or hypersomnia

b
=

>
=9
ol |~

(3) low energy or fatigue

(1) low self-esteem

(5) poar concentration or difficulty making
decisions
(6) feclings of hopelessness

AT LEAST TWO “B" SYMPTOMS
)’II{E H.+9’!

IfA52is “~ (i.e., fewer than two symploms are “+"), go to B1, page 25 (Psychotic and Associated
Symptoms).

17
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What is the longest time, during this period C. During the 2-year period (1 year for A53

of long-lasting depression, that you felt OK? children or adolescents) of the

(NO DYSTHYMIC SYMPTOMS) disturhance, the persan has never been
withoul the symptoms in critesia A and B
for more than 2 months al a time,

If A53 is “~" (i.e., more than 2 months without symptoms), go to B, page 25 (Psychotic and Associated
Symptoms).

How long have you been feeling this way? Age at onsel of current Dysthymic Disorder
(When did this begin?) (CODE Y99 [ UNKNOWN)

m IF UNKNOWN: Did it begin gradually or did ). No Major Depressive Episode during the
it start with a bad period of depression? first 2 years of the disturbance (1 year for
children and adolescents); i.e., not betier
accounted for by chronie Major
Depressive Disorder, or Major Depressive
Disorder, In Partial Remission

EE] -

Note: There may have been a previous
Major Depressive Episode provided there
was a [ull remission {no significant signs or
symptoms for 2 months) hefore development
of the Nysthymic Disorder, In addition, afler
the initial 2 years (1 year in children or
adalescents) of Dysthymic Disorder, there
may be superimposed episodes of Major
Depressive Disorder, in which case both
diagnoses may be given when the criteria are
met for a Major Depressive Episode.

IFA55 is =" (i.e., Major Depressive Episode during first 2 years), go to BL, page 25 (Psychotic and
Associated Symploms).

5. There has never been a Manie Episode, a

Mixed Episode, or a Hypomanic Episode,
andl criteria have never heen met for
Cyclothymic Disorder.

[T A56 is “~" {i.e., past Manic, Mixed, or Hypomanic Episode or criteria met for Cyclothymic Disorder), go to
Bl1. page 25 (Psychotic and Associated Symptoms).
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THIS MAY NEED TO BE DEFERRED
UNTIL AFTER PSYCHOTIC DISORDERS
HAVE BEEN RULED OUT,

A. Mood Episodes

I Does not oceur exclusively during the
course of a chronic Psychotic Disorder,
such as Schizophrenia or Delusional
Disorder.

IEAST is =" (i.e., oceurs during Psychotic Disorder), go to B, page 25 (Psychotic and Associated

Symploms).

Just before this began, were you physically

ilt?

Just before this ]Il‘,',;{lll. Were you lnking iny
medications?

IF YES: Any chnnge in the amount you
were taking?

Just before this hegan, were you drinking or
using any streel drugs?

G.The symploms are not due to the direct
physiological effects of a substance {e.g.,
a drug of abuse, a medication) or a general
medical condition,

Etiologieal general medical conditions
include degenerative neurological illnesses
(e.g. Parkinson’s disease), cerebrovascular
disease {e.g., stroke), metabolic conditions
{c.g.. vitamin By, deficiency), endocrine
conditions (e.g., hyper- and hypothyroidism,
hyper- and hypoadvenocarticism), viral or

If there 13 any indication that the

i dysthymia may be secondary (i.e., a direct

i physiological consequence of a general
i medical condition or substance), go to
page 20 and return here 1o make a rating
of “=" or “+."

other infections {e.., hepatitis,
mononucleosis, HIV), and certain cancers
(.., carcinoma of the pancreas).

Eliological substances include alcohol,
amphetamines, cocaine, hallucinogens,

inhalants, opioids, phencyclidine, sedatives,
hypnotics, anxiolytics. Medications include
zllliihypem:mives. oral contraceptives,
corticosteroids, anabolic steroids, anticancer
agents, analgesics, anticholinergics, and
cardiac medications.

(Psychotic and Associated Symptoms).

ITA58 is “=" (i.c.. due to a chronic general medical condition or chronic substance use), go to B1, page 25

IF UNCLEAR: How much do [SYMPTOMS

IN A AND) B] interfere with your life?

H.The symptoms cause elinically significant
distress or impaiment in social,
vecupational, or other important areas of
functioning,

IFA59 is “=" (i.c., not clinically significant), go to B1, page 25 (Psychotic and Associated Symptoms).

Go to BL, page 25 (Psychotic and Associated Symptoms).

CRITERIA A, B, C, D, E, F, G, AND H

e
(MAKE A DIAGNOSIS OF 300.4
DYSTHYMIC DISORDER)
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CONSIDER ETIOLOGICAL ROLE OF A
GENERAL MEDICAL CONDITION OR
SUBSTANCE USE

If mood symptoms are not temporally associated with a general medical condition, go to A65, page 22
(Substance-Induced Mood Disorder)

MOOD DISORDER DUE CRITERIA FOR MOOD DISORDER
TO A GENERAL MEDICAL DUE TO A GENERAL MEDICAL
CONDITION CONDITION

NOTE: Criterion D (i.e., not during delirium)
has been omitted from the SCID.

CODE BASED ON INFORMATION A. A prominent and persistent disturbance in
ALREADY OBTAINED moad predominant in the elinical picture
and by either (or both) of the following:

(1) depressed mood or markedly
diminished interest or pleasure in all, or

almost all, activities

(2) elevated, expansive, or irritable mood

Do you think your [MOOD SYMPTOMS)] B/C. There is evidence from the history,

were in any way related to your [COMORBID physical examination, or laboratory

GENERAL MEDICAL CONDITION)? findings that the disturhance is the direct
physiological consequence of a general

IF YES: Tell me how. medical condition, and the disturhance is

not better accounted for by another

(Did the [MOOD SYMPTOMS] start or get mental disorder (e.z., Adjustment Disorder

much worse only after [COMORBID With Depressed Mood in response to the

GENERAL MEDICAL CONDITION] began?) stress of having a general medical
condilion),

IF YES AND GENERAL MEDICAL
CONDITION HAS RESOLVED: Did the
[MOOD SYMPTOMS)| get better once the
[COMORBID GENERAL MEDICAL
CONDITION] got beuer?

If A62 is “=" (general medical condition not etiological), go to A65, page 22 (Substance-Induced Mood
Disorder).
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1l UNCLEAR: How much did [MOOD E. The symploms cause clinically significant
SYMPTOMS) interfere with your life? distress or impairment in social,
oceapational, or other important areas of
functioning,
IF UNKNOWN: Have you had [SYMPTOMS — CRITERIA A, B/C, AND E ARE “4” A64

RATED “+" ABOVE] in the past month?

(MAKE A DIAGNOSIS OF 293.83 MOOD
DISORDER DUE TO A GENERAL
MEIICAL CONDITION}

If mood symptoms are not temporally associated with substance use, return to episode being evaluated:

AT2 for Major Depressive Episode (page 6)
A27T for Manic Episode (page 11)

A42 for Hypomanic Episode (page 15)
A58 for Dysthymie Disorder (page 19)

D11 for Other Bipolar Disorders (page 49)
D18 for Depressive Disorder NOS (page 52)
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SUBSTANCE-INDUCED CRITERIA FOR SUBSTANCE-
MOOD DISORDER INDUCED MOOD DISORDER

NOTE: Criterion 1) (i.e., not due 1o delirium)
has heen omitted from the SCID.

CODIE BASED ON INFORMATION A. A prominent and persistent disturbance in

ALREADY OBTAINED mood predominant in the elinieal picture
and characterized by either {or hoth) of the
following:

(1) depressed or markedly diminished
interest or pleasure in all, or almost all,
aclivities

(2) elevated, expansive, or irritable mood

[IF UNKNOWN: When did the [MOOD B. There is evidence from the history,

SYMPTOMS] begin? Were you already using physical examination, or laboratory

[SUBSTANCE] or had you just stopped or cut findings of either (1) or (2)

down your use?
(1) the symptoms in criterion A developed
during, or within a month of, Substance
[ntoxication or Withdrawal

(2) medication use is etiologically
related to the disturbance

IFA66 is “~" (i.e.. not etiologically related to a substance), then retum to episode being evaluated:

A12 for Major Depressive Episode (page 6)
A27 for Manic Episode (page 11)

A42 for Hypomanie Episode (page 15)
A58 for Dysthymic Disorder (page 19)
D11 for Other Bipolar Disorders (page 49)
D18 for Depressive Disorder NOS (page 52)

Do you think your [MOOD SYMPTOMS]are €. The disturbance is not better accounted

in any way related to your [SUBSTANCE for by a Mood Disorder that is not
USEJ? substance induced. Fvidence that the
symptoms are better accounted for by a
IF YES: Tell me how, Mood Disorder that is nol substance

induced might include:
ASK ANY OF THE FOLLOWING
QUESTIONS AS NEEDED TO RULE OUT A
NONSUBSTANCE ETIOLOGY

22
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[ UNKNOWN: Which came first, the
[SUBSTANCIE USE| or the [MOOD
SYMPTOMS)?

[ UNKNOWN: Have you had a period of

A67

{eont'd)

time when you stopped using [SUBSTANCE]?

I YES; Afler you slnpplfl! using
[SUBSTANCE]| did the [MOOD
SYMPTOMS| pet hetter?

[ UNKNOWN: How much of [SUBSTANCE)
Were )'I'jl_l !_I.'}'il'l;{ Whﬂﬂ )"ﬂll hl’!g.’l!i lo }'IIIW'-
[MOOD SYMPTOMS]

[I" UNKNOWN: Have you had any other
episodes of [IMOOD SYMPTOMS]?

IF YES: How many? Were you using
|SUBSTANCE] at those times?

A. Mood Episodes

(1} the mood symptoms precede the onsel
ol the substanee use {or medication use)

{2) the mood symptoms persist {or a
substantial period of time (e.g., about a
manth) after the cessation of acule
withdrawal or severe intoxication

(3) the mood symploms are substantially in

excess of what would he expeeted given
the type or amount of the substance used
ar the duration of use

(1) there is other evidence that suggests
the existence of an independent
nan-substance-induced Moad Disorder
{e.g., a history of recurrent non-
subistance-related Major Depressive
Episodes)

A&7

[eont'd)

then return to npi'.-;nd:: being evaluated:

A12 for Major Depressive Episode (page 6)
A27 for Manic Episode {page 11)

A42 Tor Hypomanic Episode {page 15)
A58 for Dysthymic Disorder (page 19)
D11 for Other Bipolar Disorders (page 49)
D18 for Depressive Disorder NOS (page 52)

If A6T is “~" (i.e., the disturbance is betler accounted for by a non-substance-induced Mood Disorder),

IF UNKNOWN: How much did [MOOD
SYMPTOMS] interfere with your life?

IF UNKNOWN: Have you had [SYMPTOMS
RATED “+™ ABOVE] in the past month?

E.The symptoms cause clinically significant
distress or impairment in social,
oceupational, or other important areas of
functioning.

CRITERIA A, B, C, AND E ARE “+”

(MAKE A DIAGNOSIS OF SURSTANCE-
INDUCED MOOD DISORDER)

Return to Cpist}tlﬁ h{:ing evaluated:

Al2 for Major Depressive Episode (page 6)
A27 for Manic Episode (page 11)

A42 for Hypomanic Episode (page 15)
A58 for Dysthymic Disorder (page 19)
D11 for Other Bipolar Disorders (page 49)
D18 for Depressive Disorder NOS (page 52)
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B. Psychotic and Associated Symptoms

B. PSYCHOTIC AND ASSOCIATED SYMPTOMS

FOR EACH PSYCHOTIC SYMPTOM, DESCRIBE ON THE SCORESHEET THE ACTUAL CONTENT
AND INDICATE THE PERIOD OF TIME DURING WHICH THE SYMPTOM WAS PRESENT.

Now [ am going to ask you about unusual
experiences that people sometimes have,

Has it ever seemed like people were talking
about you or taking special notice of you?

I YES: Were you convinced they were
talking about you, or did you think it might
have been your imagination?

What about anyone going out of his or her

way to give you a hard time, or trying to hurt
you?

159

DELUSIONS

Falsc personal beliels based on incorrect
inference about external reality and firmly
sustained in spite of what almost everyone
else believes and in spite of what
conslitutes incontrovertible and obvious
proof or evidence to the contrary. The
beliel is not one ordinarily accepted by
other members of the person’s culture or
subculture. Do not consider as delusions
unreasonable and sustained heliefs that are
maintained with less than delusional
intensity (“overvalued ideas™).

Delusion of reference: i.e., events, objects,
or other people in the individual’s '
environment have a particular or unusual
significance that is elearly unwarranted.

Persecutory delusion; i.e., the individual

{or his or her group) is being attacked,
cheated, perseculed, or conspired against.

25
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Did you ever feel that you were especially
important in some way, or that you had
special powers 1o do things that other people
couldn’t do?

Did you ever feel that something was very
wrong with you physically even though your
doctor said nothing was wrong . . . like you
had eancer or some other lenible disease?

Have you ever been convinced that
something was very wrong with the way a part
or parts of your body looked?

(Did you ever feel that something sirange was
happening to parts of your body?)

(Did you ever have any unusual religious
experiences?)

(Did you ever fecl that you had committed a
erime or done something terrible for which
you should be punished?)

(Did you ever feel that someone or something
outside yourself was controlling your

thoughts or actions against your will?)

(Did you ever believe that someone eould
read your mind?)

(Did you ever feel that centain thoughts that
were nol your own were pul into your head?
What about taken out of your head?)

26
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Grandiose delusion; 1.e,, content involves
exaggerated power, knowledge, or
importance, or a special relationship to a
deity or famous person.

slusion: i.e., content involves
change or disturhance in body appearance
or {unctioning.

e

1 delusions; i.e.. religious, jealous,
erolomanic, delusions of guilt, delusions of
being controlled, thought broadeasting,
thought insertion, thought withdrawal.
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Dd you hear things that ether people couldn’t

hear, such as noises, or the voices of people
whispering or talking?

I YES: What did you hear? How often did
you hear 1t?

Did you ever have visions or see things that
other people couldnt see? (Were you awake
at the time?)

What about sirange sensations in your body
or on your skin?

What about smelling or tasting things thal

other people couldn’t smell or taste?
THE REMAINDER OF THE ITEMS IN THIS

SECTION ARE OBSERVATIONAL OR BY
HISTORY

Let me stop for a minute while I make a few
notes,

161
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HALLUCINATIONS

A sensory perception thal has the
compelling sense of reality of a true
perceplion but ocewrs without external
stimulation of the relevant sensory organ.

Auditory hallucinations when fully awake,
heard either inside or outside the head.

Visual hallucinations.

Tactile hallucinations, ¢.g.. electricity.

Other analions, e.g., gustatory,
olfactory.

Catatonic_behaviors; e.g., calalepsy, stupor,
catatonic agitation, negativism, mutism,
posturing, stereotyped movements,
echolalia, echopraxia.

ENE
[= =]

B10
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B11 Grossly disorganized behavior; e.g.,

markedly disheveled appearance, grossly
inappropriate sexual behavior, unpredictable
or untriggered agitation,

B1? (zrossly_in jate afl cl; e, .‘uniling

while discussing heing persecuted.

Disorganized speech; e.g., frequent

derailment (loosening of associations) or

incoherence.

Negative symploms: i.e., affective B14
flattening, alogia, avolition.

[F DELUSIONS OR HALLUCINATIONS B15

HAVE EVER BEEN PRESENT, FILL OUT
CHRONOLOGY SECTION,

28
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C. DIFFERENTIAL DIAGNOSIS OF PSYCHOTIC DISORDERS

C. Differential Diagnosis of Psychotic Disorders

| If no psychotic items from Module B have ever heen present, go 1o Module 1), page 45 (Maod Disorders). |
. —

[ ]

Psychotic symptoms occur al times other than during Major Depressive, Manie, and
Mixed Episodes,

| The following question may be asked for clarification: IF A MAJOR T
1 DEPRESSIVE, MANIC, OR MIXED EPISODE HAS EVER BEEN PRESENT:
: Has there ever been a time when you had [PSYCHOTIC SYMPTOMS] and you

I were not [DEPRESSEDYMANIC)? !

yes no | Psychotic Mood—
L3 | Go lo Module D,
page 45

CRITERIA FOR SCHIZOPHRENIA

NOTE: Criteria for Schizophrenia are presented in a different order than in DSM-1V.

| —
A.Two (or more) of the following, cach present for a significant portion of time during a
1-month period (or less if successfully treated):

(1) delusions

(2) hallucinations

(3) disorganized speech (e.g., frequent derailment or incoherence)
(1) grossly disorganized or catatonic behavior

(5) negative symptoms i.e., affective flatiening, alogia, or avelition

[Note: Only one criterion A symptom is required if delusions are bizarre or
hallueinations consist of a voice keeping up a running commentary on the person’s
behavior ar thoughts, or two or more voices conversing with each other.]

yes no | Gowo C21,
—— | page 36
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2

(6]

M0

|

1, Sehizoatfective Disorder and Mood Disorder With Payehatie Featires have heen
piled out hoonuse vither:

NIRRT

(1) no Major Depreasive, Munie, or Mixed Fpisodes have occurred concurrently
with the aetive-phame symptomn (e, the “A™ symptomn listed in C2),

| The following question may be asked for elarification: Hax there ever buen o time
l when vou had [PSYCHOTIC SYMPTOMS | ar the wame time that you were

I(vammllhmh/nlllulrln/()WN WORDS|?

u------------.------'-------.--.--—---nllnnmm L L

(2) i1 mood epinados hive occurred coneurrently during aetivesphase sympton,
their totul durntion has boen brief relative to the duration of the setive nnd residunl
'ml‘iudn

Y Quostion for clarification: How much of the time that you have had IR\'MI’I()MH -i
| l‘ ROM ACTIVE AND RESIDUAL PHASES] would you say you hive alwo beon 1
{{depressed/highfimtablo/OWN WORDS|? ‘

NOTE: Anwwer “yen™ if there have never beon any Mijor Depressive, Manie, or Mixed
Epimoden, iFull wueh epivodes oceurred during the prodramal or cesidunl phase, or il
mood wymptoms are briol retative 1o the tatal disturbance, Noswer “n0™ i any mond
apiaodan overlap with paychotfo symploms AND the mood is 0 slgnilicant purt of the
tola! disturbunee,

Ll LR P -CMJ

Go to GG,
page 4

NIRRT SV RN YN A

(. Gontinuous wignn ol the distehanee porsint for at least G onthe. This Ganonth
pervod mast nelude aUleust Lmontl of symptoms (or Teas il sucoesstully treafed)
that el gutetiun A (e activesphase symptoms) and may inelude peciods of
pradlorl or peaidun) svmptoms, Durng these prodromal or residual perinds, the
g of the distarbinee may be mantfeated by only negitive symproms (1o,
aftective flattening, alogia, avolition) or two ar mare symptoma Hatod 0 entenon
A present i an attenated form (e odd beliefs, unisual perceptual experieross),

| Question for clarification: Betwoen [MULTIPLE EPISODES|, wore you bick 10|

l your normal sell? How long, did each apinodo lan? |

0 - - s e o

UM LT N e

no Go o €18,
o | ge 34

L BT B TR LA™

B For a aignificant portion of the tme sinee the onset of the distuthanes, one or more
wfor aveas of fanetioning such mw work, interpersonal telatioms, or selfsonee nre
markedly below the level achiceved prior 1o the onset (or when the onset i o
ahildhood or adolescence, failure to achiove oxpoctod lovel o wterpemonal,
acndemie, or occuputionn! achiovement),

[ ) 0y

 Question for clarification: When you [had *A™ CRITERION SYMPTOMS |, wore |

| you having trouble working or taking care af yoursolf? |
L 0 A - oy o o ol
- DR N LOARTICTA M VO l“&'ﬁ]
Go o 1339,
[ A
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nunj!hmum carebravascular dinoase, Huntinghon s disese, il|r||q~|v.y muln;m ey
injury, doalness, migraine, comml nervous aynleim tifeetiana), codoesine comditionm
(¢ II}"I!’H el ||:,'|1u!h:f|'u‘i|lin|u. ||y|w|'- anl Typoparnthyeaidiam, bypoooiisolism),
metalioliv conditions (e, hyposia, hypercirhia, hypoglyeemia), Tuid o oluctralyio
il laiicen, !Ir'pu[i:' o Fehinl disenses, md autaimmuonn disordors with eanteal nervins
Ayalom invl vaman| (i syt lnpus arythemilosis),

E]de_ﬂl_d,!umuwa nehudi aliohel, amphetuming, canngbig, cocalne,
hallucinagons, inhalants, opicids (ueperidine, phoneyelidine, sodutives, bypiotios,
ansialylies, and oiher of unknown substanees,
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pomeral medioal condition) i e e oilier
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duis 1o a aubatanes o |
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eoelitiong athierwiae, o
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T L

O B e Santet (L I
CRITERIA A, B, 4, ), ANIF F ARE MET (MAKE A INAGNORE OF Fl
SCHIAOPHRENTA), IF UNKNOWN: Have il fiasel PESYOHOTIC OR OTHER i
SYMPTOMS CODED “+"} i tha past month?

il RS A S & WL L LTS T ||.|']|
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|

Consider Paranoid Type: Currently (or most recently):
A. Preoccupation with one or more delusions or [requent auditory hallucinations.

B. None of the following is prominent: disorganized specch, disorganized or catatonic
hehavior, or flat or inappropriate affect.

no yes
v

295.30 Schizophrenia,

Paranoid Type

l

Go to Module D,
page 45

Consider Catatonic Type: Currently (or most recently) the clinical picture is dominated
by at lcast two of the following:

(1) motoric immobility as evidenced by catalepsy (including waxy flexibility) or stupor

(2) excessive molor activity (that is apparently purposcless and not influenced by
external stimuli)

(3) extreme negativism (an apparently motiveless resistance to all instructions or
maintenance of a rigid posture against altempts to he moved) or mutism

(4) peculiarities of voluntary movement as evidenced by posturing (voluntary

assumption of inappropriate or bizarre postures), stereotyped movements, prominent
mannerisms, or prominent grimacing

(5) echolalia or echopraxia

no l yes

295.20 Schizophrenia,
Catatonic Type

v

Go 1o Module D,
page 45
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|

c10 Consider Disorganized Type: Currently {or most recently) the following ertteria we mel: C1o0
A, All of the Following are prominent:
(1) disorganized speech
(2) disorganized behaviar
(3) flat or inappropriate affec)
B, The eriteria are not met for Catatonic Type.
i
no es
Y y
20511 .‘.;Cﬁs'mpﬁrmrt'u,
Disorganized Type
Go to Madule D,
page 45
r
¢ Consider Undifferentiated Type: Currently {or mos! recently) symptoms meeting C11
eriterion A for Schizophrenia are present, but the criteria are nol met for the Paranaid,
Catatonie, or Disorganized Type.
no l yes
295.90 Schizophrentn,
Undifferentiated Type
Go 1o Module D,
page 15
L
C12 Consider Residnal Type: Currently (or most recently) the following criteria are met: C12
A. Absence of prominent delusions, hallucinations, disorganized speech, and grossly
disorganized or catatonic hehavior,
B. There is continuing evidence of the disturbance, as indicated by the presence of
negative symptoms or two or more symptoms listed in eriterion A for Schizophrenia,
present in an attenuated form (e.g., odd beliefs, unusual perceptual experiences).
l yes
295.60 Schizophrenia, Residual Type
Go to Module 1D, page 45
33
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CRITERIA FOR SCHIZOPHRENIFORM DISORDER

T e e e U S e T PR & » vk AL DB i i i 1 00 T o o

B, An |l||.i||nrltl ol the dinorler {1'|1|:'|u|]'|||ﬂ pmflﬂmml. artivie, aml rewidual plises) lisis ol

leiat | omonith bt leas thii 6 it lis,
} (hirmunﬁu' I'.'Jlf.l.ﬂﬁi"i'l.lffm'. Huw |m:p, il ll'."r\‘l{:l“]lllln SYMPTOMS| fiani?

i
I
Lo s e e B S . o e P oo A B o e e e e =

tenn 10 227,
rigees 1

G0

T O T T AT

ATl distiebaniee s tot die o the diieat |h|lyni|!||JHi.t!|l] eltectn of @ sulmtitee (e, 0

|
|
il aof abumo, o ||1r|r41'nn|im1] oo Hrl|1|||'1:.| madical conditiom, !
|

P P SO DR R PR R ORI N RS OO N R OO NN NN N WY W Y AR N Y RN e
: Ehiesttons fur elarification; Were you taking any drags or medicines during this :

i e Were yhild F'lhy'ﬂh:u”,‘ Al at this e ? 1

Raelow 1 Dist ol general maslival eanditions and aulsinneos in ilem G, puigeir 41,
R 1 R 0108 008000018 00 0080 1 10
1 [ theve s iy indlention that the |lH§'|.'hlhlJT' -Lymptmmn 1y b aegondary (Le. o
l iliroat |;|l1yrtin|.u“inu.| canaeiuenee of o general meclicul sondition o substaneo,
ot page 39 and retuen heve to ke o rating of Pyes" o oo

DUk RN RN RR R RRL R URLL AT RRARRN AR RRRARD A LIR )R ART LRI UTGRARN T ARUNRRNRRNEI R RRNOERRNRRU AT LRE RDIARURE RO ARURE RV NRARE R RRDL AR IR ARDI R RRGR TR b

we L Ol el T w2 Lo BT Sl

YoR (1.6, ol due 1o a sulstanee or e | Go buek o (o OF, pige
FF thene are othoer
payelalio syimptomy il
= | i 1o 0 sulmtance o

penaial mrclienl ennadition)

peaeral wiodioal eoniliviong
atherwhie, go 1o Ml
I3, page A5

LS alh gy U TR

CHRETERIA A AND B ARE MET (MAKE A DIAGNOSIS OF 265 40
SCHIZOPHREXTFORM MISORDER). 1 UNKROWN: Have you had [ =Y MITOM=
COBED 47 iha rinl mnth?

eI DTN P RN T o ¢ Bl TR AT el

TR
Go o Module 03, jHige Ah l
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CRITERIA FOR SCHIZOAFFECTIVE DISORDER

A An unintervupted period of Hlness during which, ol some fime, theee Ts oither o Major
Daprassive Epinode (which must include A1) dopressed mood), o Manic. or o Mixed
Fipisode concurrent witl symptoms that meet oriterion A for Sohizophronia,

L IR LT |

Go 1o €389,
pape b

Ao ——————— 0 S OV TR LT
B, During the same period of e, there have hoea delusions or hallucinntions [ugul

lomal 2 ek 0 e abwence of prominent mood symptoms,

P 0 L T T O e -y
L Question Jor clartfication: Have there been any times when you had
#IPSYCHOTIC SYMPTOMS | whon you weve not [MANIC O DEPIESSEC?

N 0 0 O S O O O N O R O B Y R

™
|
|
|
']

L A e LY

Go o U9,
pitge 43

TSN 0T 8 W T PRI Y 11

L Symptoms that meet eriterin for a mood eplsode are present for w substantinl portion
of the total duration of the active and vosidual poriods of the e

Bt F ity i Riiptab ] ns S r ieeat e

—

G o €9,

pinge 43

P L A 0 A0 A0 0 4 AR M M TSI A 1 000 ) ) e e

0, The dinturbanee in not due to the direet physologieal effectn of o wibstines (o, 0
dvig of abuse, w medication) or o general modioal condition, NOTE: Refor ta fwol
general medical conditions and substances fn item G, pnms 3.

| Cuostions Jor elanfication: Were you taking any drga or ll|ﬂ||l('lm'n clucing thin
'Lllmc’( Were you physically i1l at this time?

|
—--a------n--u---s.—------u------n-.u-m-u-nu—v-u--'

A

I there in any indication that the |m\t‘|lul|( aymplomw may be socondary (e,
divect phystological consequence of w yeneral modical condition or mulnnmn«'u)
o to puge 49 and return here 1o make w ratng of "yea™ or “no."

yes (e, not due toa subxtance o 1o G back 1o G2y page 29,
enernl madioal oondition il there ave other
I ) iy

pryvehatic aymptams nol
due 1o w wubalance or
genoral madioal dinorders
otheewtne, go 1o Maodule
Iy page 15

i
S SRR TS TR Y ‘-~|J
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C. Differential Diagnosis of Psychotic Disorders

l

c20

ca22

c23

Cc24

36

CRITERIA A, B, C, AND D ARE MET (MAKFE A DIAGNOSIS OF 295,70
SCHIZOAFFECTIVE DISORDER). IIF UNKNOWN: Have you had [SYMPTOMS
CODED “+™] in the past month?

v

Go to Module I}, page 45

CRITERIA FOR DELUSIONAL DISORDER

SCID-CV Administration Booklet

A, Nonbizarre delusions (i.e., invelving situations that occur in real life, such as being
followed, poisoned, infected, loved at a distance, or deceived by a spouse or lover, or
having a disease) of at least | month’s duration.

yes no Go to C27, page 38

Cc21

B. Criterion A for Schizophrenia has never been mel. Note: Tactile and olfactory
hatlucinations may be present in Delusional Disorder if they are related to the
{I{!Il]ﬁiﬂll[ll l}'ll:ll‘":.

yes \JD 5 Go to C39, page 43

[€22]

C. Apart from the impact of the delusion(s) or its ramifications, functioning is not ca3
markedly impaired and behavior is not obviously odd or bizawre,
yes no Go to €39, page 43
S
R ————
C24

D.If mood episodes have occurred concurrently with delusions, their total duration has
heen brief relative to the duration of the delusional periods.

‘ O:wstmnsfur clarification: Has there ever been a time when you have believed :
I [m LUSIONS] at the same time you were [depressed/high/irritable/OWN I
' WORDS]? How much of the time that you have helieved [DELUSIONS] would :
| | you say you have also been [depressed/highfirritable/OWN WORDS)? I

e o o e e i et o e e e e e e e e e

NOTE: Answer “yes” if 1) there have never been any mood t‘.plsmlt.s at all, 2) mood
episodes occurred al times other than during delusional periods, or 3) mood episodes
were brief relative to total duration of the delusional periods. Answer “no™ if symptoms
meeting crileria for mood episodes have heen present for a substantial portion of the
total duration of the disturbance.

yes no | Goto C39, page 43
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l

[ — C— —

. The disturhance is not due to the direct physiologieal effects of a substance (e o C25

. . | . F’ . ] . B 3

duug of abuse, a medication) or a general medieal condition. NOTE: Refer to hist of
general medical conditions and substances in item €6, page 31

: Questions for clarification: Were you laking any drugs or medicines during this
Llimc? Were you physically ill at this time?

i direct physiological consequence of a general medical condition or substance).,
i g0 lo page 39 and return here 1o make a rating of Hyes” or *no.”

yes (i.e., nol due to a substance or no Go back to €2, page 29,
general medical eondition) il there are other
psychotic symptoms not

—
due 1o a substance or
general medical eondition:
otherwise, go to Module
r D, page 45
C26| | CRITERIA A, B, C, D, AND E ARE MET (MAKE A DIAGNOSIS OF 297.1 C26

DELUSIONAL DISORDER). IF UNKNOWN: Have you had [SYMPTOMS CODED =+
in the past month?

'

I Go to Module I, page 45

37
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CRITERIA FOR BRIEF PSYCHOTIC DISORDER

c27 A. Presence of one (or more) of the following symptoms: ca7
(1) delusions
{2) hallucinations
(3} disorganized speech (e.g., requent derailment or incoherence)
(4) grossly disorganized or catatonic behavior
yes 0, | Goto €39, page 13

ca28 B. Duration of an episode of the disturbance is at least 1 day but less than | month, with C28
an eventual full return to pi'ﬂnmrhid level of functioning.
yes "% | Goto €39, page 43

C(1}) The disturbance is not hetter accounted for by a Mood Disorder With Psychotic C29
Features, Schizoallective Disorder, or Sl:lli:{uphr{ini.‘i.

yes no Go 1o C39, page 43

»

Cc30 C(2) The disturbance is not due to the direct physiological effects of a substance (e.g., a Cc30
drug of abuse, a medication) or a general medical condition. NOTE: Refer 1o list of
general medical conditions and substances in item 6, page 31.

1 Questions for clarification: Were you taking any drugs or medicines during this
' 'llmc" Were you physically il at this time?

there is any indication that the psychotic wmplnms may he ‘%l.tt)lld.l]j {i.e., a
duul physielogical consequence of a general medical (‘fm(lllmn or substance),
i go to page 39 and return here to make a rating of “yes” or “no.’

yes (i.c., not due to a substance or no Go back 10 C2, page 29, if
general medieal condition) there are ather psychotic

gymploms not due 1o a
substance or general medical
condition; otherwise, go to

Module D, page 45

v

CRITERIA A, B, AND C ARE MET (MAKE A DIAGNOSIS OF 298.8 BRILF C31
PSYCHOTIC DISORDER). IF UNKNOWN: Have you had [SYMPTOMS CODED 4] in

the past month?

i

Go to Module D, page 45

a8
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CONSIDER ETIOLOGICAL
ROLE OF A GENERAL
MEDICAL CONDITION OR
SUBSTANCE USE

If psychotic symploms are not lt:trlpm'a“y associated with a gmlcmi medical condition, go 1o G35, page 1]
(Substance-Induced Psychotic Disorder),

PSYCHOTIC DISORDER DUE CRITERIA FOR PSYCHQTIC
TO A GENERAL MEDICAL DISORDER DUE TO A GENERAL
CONDITION MEDICAL CONDITION

NOTE: Criterion 1) {i.e., not during delivium) has
heen omitted lrom the SCID.

@ CODE BASED ON INFORMATION A Prominent hallueinations or delusions. C32
ALREADY OBTAINED
@ Do you think your [DELUSIONS/ B/C. There is evidence from the history, physical @
HALLUCINATIONS| were in any way examination, o laboratory lindings that the
related 1o your [COMORBID GENERAL disturhance is the direct physiological
MEDICAL CONDITION)? consequence of a general medical condition,
and the disturhance is not better accounted
I YES: Tell me how, for by another mental disorder,

(Did the [DELUSIONS/ HALLUCI-
NATIONS] start or get much worse only
after [COMORBLID GENERAL MEDICAL
CONDITION]| hegan?)

' YES AND GENERAL MEDICAL
CONDITION HAS RESOLVED: Did the
[DELUSIONS/HALLUCINATIONS] get
betler once the [COMORBID GENERAIL
MEDICAL CONDITION] got better?

[FC33 is *-" (general medical condition not ctiological), go to €35, page 41 (Substance-Induced Psychotic
Disorder).

39
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|E'34 | IF UNNOWN; Huva you had CRITERIA A ANDY B/GC ARE MET Cad
[=YMITTOME CODED "+ in the bl (MAKE A DIAGNOSIS OF PSYCHOTIC
month? DISORDER DUE TO A GENERAL MEDICAL
CONDITION)

'rﬂ"‘ I e T ———— - S A L SIS e s |
I pyechatie aymploma are ot |l"|'|'||:lf.l|'ll||=r‘ iiaoelated with substanee use, retum 1o disorder liwing ‘l
evitluated:

O for Behivophrenia (puge 31) ‘
LA T Seligaphvoniform Disordar (page 34) !

G190 far Sehizoalleetive Disaiider {jrage 30) ‘

€25 Tor Deliionn! Disnider (pouge 37)
L Tor Boel Payehotic Disorder (papo )

PR LTI R L

1]
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SUBSTANCE-INDUCED
PESYCHOTIC DISORDER

CODE RASED ON INFORMATION

ALREADY OHTAINED

[ENOT RAOWN: Whien il the
[DELUSIONSHALLUGINATIONS)

Iu'“irl'!' W yuu ||.||'|1r|4.|y using,
[SUBSTANCE] or lisd yoiu just stopjied
o it down YOur ifap?

HE30 w =" (L., not rliului.'_ir'u||y ralatoil o n substinee), return G disorder bising evaliiniad;

{4 T ."I|'hi£n|.!l|'ll|'|‘|iil. {pringeee 41

G lor Behigontlvetve Disanler { e 3
CZR Tor Deluwional Dinoreler (poge 373
O Do Hried Payehatio Disider { page 5}

C1E T Sehisaphreniform Disivder (page $4)

C. Differantial Dirgnosis of Paychotic Disordur:

CRITERIA FOR SUBSTANCE-
INDUCED PSYCHOTIC DISORDER

NOTE: Critevion 1 (Le nen durng dolivium)
b Leerny oitiend Fram the 513,

A, Prominent hallucinations ar delusinng, ’-CL-M;
Mastass Do nod inelude hallictnations o the R
[GREC s msight (while they are
exprnienoed) that thoy are subsianes
indlueed,

B There §s eviidenee rom e ||u~||u_l|'. prlymieal
examinalion, ae nboratoy Hlings of cither

(o 2)

(1] the symptams i eviterion A llm'ﬂli,|,.-1|
during, or within i month o, Stlstanes
Iitosacation or Withd twal

(&

{2 medieation wse x ehalmgieally relutad 1o
the disturhann

L S s L mvm Lk |

I e think your [DELUSIONS/
HALLUCTNATIONS| aie i QY Wiy
velated to your [SUBSTANCE USE|?

1 YES: Toll me how,

ASK ANY OF THE FOLLOWING
QUESTIONS A5 NEEDED TO RULE
OUT A NONSUBSTANCGE ETIOLOGY

[ UNKNOWN; Which came Gesi, the
[BUBSTANCE USE] o the
|DELUSTONS/HALLUCINATIONS|?

e L TR

G The disturbinee e omol better aceounied for
by l'h)‘c'lmli.u Psorder thit s nat
siilitianes (nduced, Kvidenee that the
symplons are baetler aceouniod for by o
Payirhatio Digorder thit ix ool subsinnee
inidlieed g el e

‘T-IIII_II
|u,.‘i;1

(1) the p!-:‘i'hulh' Aviiplonis precede e
et af the sulstanee nae {or medicaiion
i
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37| 1" UNKNOWN: Have you had a period of
foont® | time when you stepped using
[SUBSTANCE]?

IF YES: After you stopped using
[SUBSTANCE] did the [DELUSIONS/
HALLUCINATIONS] get hetter?

IF UNKNOWN: How much of
[SUBSTANCE] were you using when you
began to have [DELUSIONS/
HALLUCINATIONS)?

IF UNKNOWN: Have you had any other
episodes of [DELUSIONS/
HALLUCINATIONS)?

IF YES; How many? Were you using
[SUBSTANCE] at those times?

(2) the psychotic symptoms persist for a Cca7
substantial period of time (e.g., ahoul a [eantd) |
maonth) after the cessation of acute

withdrawal or severe imoxication

(3) the psychotic symptoms are
substantially in excess of what would he
expected given the type ar amount of the
Sl||]3|all{.'ﬁ lISBl' 0r ”]L’ (lU]'ﬂliﬂll llf'IJSE

(1) there is other evidence that suggests
the existence of an independent non-
substance-induced Psychotic Disorder
(e.g.. a history of recurrent non-substance-
related psychotic episodes),

return to disorder heing evaluated:
C6 for Schizophrenia (page 31)
C14 far Schizophreniform Disorder (page 34)
C19 for Schizoaffective Disorder (page 35)
€25 for Delusional Disorder (page 37)
C30 for Briefl Psychotic Disorder (page 38)

If C37 is *-" (i.e., the disturhance is hetter accounted for by a non-substance-induced psychatic disorder),

IF UNKNOWN: Have you had

[SYMPTOMS CODED “+"] in the past
month?

CRITERIA A, B, AND C ARE. MET C38
(MAKE A DIAGNOSIS OF SUBSTANCE-
INDUCED PSYCHOTIC DISORDER)

Return to disorder being evaluated:
€6 for Schizophrenia (page 31)
C14 for Schivophreniform Disorder (page 34)
C19 for Schizoalfeetive Disorder (page 33)
€25 for Delusional Disorder (page 37)
€30 for Briefl Psychotic Disorder (page 38)

42
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298.9 PSYCHOTIC DISORDER NOT OTHERWISE SPECIFIED

C39 This category should be used 1o diagnose psychotie symptomatology (i.e., delusions, C39
hallucinations, disorganized speech, grossly disorganized or catatonic hehavior) about
which there is inadequate information 1o make a specific diagnosis or about which there
is contradictory information, er disorders with psychotic symptoms that do not meet the
eriteria for any specific Psychotic Disorder defined above.

o e e e e ,
l IF UNKNOWN: Have you had [PSYCHOTIC SYMPTOMS] in the past month? 1
e e e e :
L
Go to Module D, page 45
e ——
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D. MOOD DISORDERS

If there have pever heen any clinically significant mood symptoms, go to Module E,
page 53.

CRITERIA FOR BIPOLAR | DISORDER

D. Mood Disorders

LN

History of one or more Manic or Mixed Episodes (sce A28, page 12).

NOTE: Tn a Mixed Episode, the criteria are met for both a Manic Episode and a Major
Depressive Episode (except for duration) nearly every day during a1 least a 1-week
period,

yes noe | Goto N5,
page 18

[D7]

[ D2 |

At least one Manic or Mixed Episode is not due to the direet physiological effects of a
general medieal condition or substance use.

NOTE: Manic-like episodes that are clearly caused by somatic anlidepressant treatment
(e.g.. medication, electroconvulsive therapy, light therapy) should not count toward a
diagnosis of Bipolar | Disorder,

yes (i.e.. primary Manic or Mixed episode) no | Goto D5,
Ly | page 48

[02]

[03 ]

At least one Manic or Mixed Episode is not better accounted for by Schizoaffective
Disorder and is not superimposed on Schizophrenia, Schizophreniform Disorder,
Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.

yes no Go to D,
9 | page 18

BIPOLAR |
DISORDER

.

Go to DM, page 16

178
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| D4 | Select diagnostic code based on current {or most recent) episode (ffth digit is based on | D4 J

severity):
¢ T UNKNOWN: Have you had [MANIC OR DEPRESSIVE SYMPTOMS] in the |
} past month? |

296.40 Bipolar I Disorder, Most Recent Episode Hypomanic

296.0x Bipolar I Disorder, Single Manic Episode
296.4x Bipolar I Disorder, Most Recent Episode Manic

|—Mild: Minimum symptom eriteria are met for a Manic Episode,

Z—Moderate: Exireme increase in activily or impairment in judgment.

J—Severe Without Psychotic Features: Almost continual supervision required
to prevent physical harm to sell or others.

4-—Severe With Psychotic Features: Delusions or hallucinations, If possible,
specily whether psychotic features are mood-congruent or mood-incongruent;
Mood-Congruent Psychotic Features: Delusions or hallucinations whose
content is entirely consistent with the typical manic themes of inflated worth,
power, knowledge, identity, or special relationship to a deily or lamous person.
Mood-Incongruent Psychotic Featares: Delusions or hallucinations whose
content docs not invalve typical manie themes of inflated worth, power,
knowledge, identity, or special relationship to a deity or famous person.
[ncluded are symptoms such as persecutory delusions (not direetly related to
grandiose ideas or themes), thought insertion, and delusions of being controlled,

5—In Partial Remission: Symptoms of a Manic Episode are present but full
criteria are not met, or there is a period without any significant symptoms of a
Manie Episode lasting less than 2 months, following the end of the Manic
Episode,

fi—In Full Remission: During the past 2 months, no significant signs or symptoms
of the disturbance were present.

0—Unspecified.

296.6x Bipelar | Disorder, Most Recent Episode Mixed

1—Mild: No more than minimum symplom eriteria are met for both a Manic
Episode and a Major Depressive Episode,

2—Moderate: Symploms or functional impairment hetween “mild™ and “severe.”

3—Severe Without Psychotic Features: Almost continual supervision required
to prevent physical harm to self or others,

4—Severe With Psychotic Features: Delusions or hallucinations. If possible,
specily whether psychotic features are mood-congruent or meod-incongruent:
Mood-Congruent Psychotic Features: Delusions or hallucinations whose
content is entirely consistent with the typical manic or depressive themes.
Mood-Incongruent Psychotic Features: Delusions or hallucinations whose
content does not invalve typical manic or depressive themes. Included are
symploms such as persecutory delusions (not dircctly related to grandiose or
depressive themes), thought insertion, and delusions of being controlled.

5-—In Partial Remission: Symptoms of a Mixed Episode are present but full
criteria are not mel, or there is a period without any significant symptoms of a
Mixed Episode lasting less than 2 months following the end of the Mixed
Episode.

G——In Full Remission: During the past 2 months, no significant signs or symptoms
of the disturbance were present.

0—Unspecified.

16
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296.5x Bipolar | Disorder, Most Recent Episade Depressed

1—Mild: Few, if any, symptoms in excess of those vequired to make the diagnosis,
and symploms result in only minor impairment in occupational functioning or in
usual social activities or relationships with others,

2—Moderate: Symploms or functional impairment between “mild” and “severe.”

3—Severe Without Psychotic Features: Several symptoms in excess of those
required o make the diagnosis, and symptoms markedly interfere with
occupational functioning ov with usual social activilies or relationships with
others.

4—S8evere With Psychotic Features: DNelusions or hallucinations. 1f pussil}lc.
specify whether psychotic features are mood-congruent or mood-incongruent:
Mood-Congruent Psychotic Features: Delusions or hallucinations whose
content is entirely consistent with the typical depressive themes of personal
inadequacy, guilt, disease, death, nihilism, or deserved punishment.
Mood-Incongruent Psychotie Features: Delusions or hallucinations whose
content does not involve typical depressive themes of personal inadequacy.
guilt, disease, death, nihilism, or deserved punishment, Included are symploms
such as persecutory delusions (not directly related to grandiose or depressive
themes), thought insertion, thought broadcasting, and delusions of control.

5—In Partial Remission: Symptoms of a Major Depressive Episode are present
but full criteria are not met, or there is a period without any signilicant
symptoms of a Major Depressive Episode lasting less than 2 months following
the end of the Major Depressive Fpisode. (If the Major Depressive FEpisode was
superimposed on Dysthymie Disorder, the diagnosis of Dysthymic Disorder
alone is given once the full criteria for a Major Depressive Episode are no
longer met.)

—In Full Remission: During the past 2 months, no significant signs or symptoms
of the disturbance were present,

(—Unspecified.

296.7 Bipolar I Disorder, Most Recent Episode Unspecified (Criteria, except for
duration, are currently [or most recently] met for a Manic, a Hypomanic, a Mixed, or a
Major Depressive Episade.)

D. Mood Disorders

D4

{cont'd)

Go to Module E,
page 53
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CRITERIA FOR BIPOLAR Il DISORDER

[D5]

48

e i .y
Al least one Hypomanic Episode is not due to the direct physiological effects of a

general medical condition or substance use (including somatic antidepressant lreatment)
(see A43, page 16).

yes Go te D10,

page 49

At least one Major Depressive Episode is not due to the direct physiological effects of a
general medical condition or substance use (see Ald, page 7).

yes no | Goto D10,
—— | page 49

SCID-CV Administration Booklet

There have never been any Manic or Mixed Episodes.

yes no | Goto DIO,
3 | page 49

[07]

The mood symptoms are not better accounted for by Schizoaffective Disorder and are
not superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Disorder, o
Psychotic Disorder Not Otherwise Specified.

| yes

BIPOLAR II % | Go 0 DO,
DISORDER page 49

— T —

Specify cwrent (or most recent) episode: I UNKNOWN: Have you had |
296.89 Bipolar Il Disorder, Hypomanic  ; [HYPOMANIC OR DEPRESSIVE |
296,89 Bipolar IT Disorder, Depressed i SYMPTOMS] in the past month?

v
Go to Module E, Page 53
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D12

OTHER BIPOLAR DISORDERS

Clinically significant manie or hypomanic symptoms

yes no | Goio DI3,
—* | page 30

. Mood Disorders

Nat due to the direct physiological effects of a general medical condition or substance
{including somatic antidepressant treatment)

i If there is any indication that the mood symptoms may be secondary (i.e., a
i divect physiological consequence of a general medical condition or substance),
i o lo page 20 and return here to make a rating of “yes™ or “no.”

yes no | Goto D13,
—— | page H0

[011]

| IF UNKNOWN: Have you had [MANIC OR DEPRESSIVE SYMPTOMS] in the |
 past month? |

Indicate type:
1—301.13 Cyelothymic Disorder (must meet all three of the following criteria):

A, For at least 2 years, the presence of numerous periods with hypomanic
symptems and numerous periods with depressive symptoms that do not meet
eriteria for a Major Depressive Episode.

Note: In children and adolescents, the duration must be at least 1 year,

B. During the above 2-year period, the person has not been without the
symploms in eriterion A for more than 2 months at a time.

C. No Major Depressive Episode, Manic Episode, or Mixed Episode has been
present during the first 2 years of the disturbance,

2—296.80 Bipolar Disorder Not Otherwise Specified (for disorders with

bipolar leatures that do not meet criteria for any speci fie: Bipolar Disorder)

l

Go to Module E, page 53
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CRITERIA FOR MAJOR DEPRESSIVE DISORDER

SCID-CV Administration Booklet

D13

At least one Major Depressive Episode is not due to the diveet physiological effects of a
general medical condition or substance use (sce Al4, page 7).

yes no Goto D17,
= | page 52

D13

D14

At least one Major Depressive Episode is not hetter accounted for by Sehizoaflective
Disorder and is not superimposed on Schizephrenia, Schizophreniform Disorder,
Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.

yes no | Goto DI7,
—* | page 5

D15

30

There has never been a Manic Episode, a Mixed Episode, or a Hypomanic Episode.

NOTE: In a Mixed Episode, the eriteria are met for hoth a Manic Episode and a Major
Depressive Episode (except for duration) nearly every day during at least a l-week
period.

yes no | Goto M7,
——— | page 52

MAJOR
DEPRESSIVE
DISORDER

v

[014]

D15

Select diagnostic code based on numher of episodes and severity of current episode:

: IF UNKNOWN: Have you had [DEPRESSIVE SYMPTOMS] in the past month?
L o o o o o e e e o P . L B B B Jd

296.2x Major Depressive Disorder, Single Episode

296.3x Major Depressive Disorder, Recurrent
to he considered separate episodes, there must be an interval of at least 2
consecutive months in which criteria are not met for a Major Depressive Episode)

1—Mild: Few, if any, symptoms in excess of those requived to make the diagnosis
and symptoms result in only minor impairment in occupational functioning or in
usual social activities or relationships with others.

2—Moderate: Symptoms or functional impairment between “mild” and “severe.”

183
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D16 3—8evere Without Psychotic Features: Several symploms in excess of those D16
feani'd) required to make the diagnosis and symptoms markedly imerfere with {eonte)
occupational functioning or with usual social activities or relationships with
others.

4—S8evere With Psychotic Features: Delusions or hallucinations, 1f possible,
specify whether psychotic features are mood-congruent or mood-incongruent:
Mood-Congruent Psychotie Features: Delusions or hallueinations whose
content is entively consistent with the typical depressive themes of personal
inadequacy, guilt, disease, death, mihilism, or deserved punishment,
Mood-Incongruent Psychotlic Features: Delusions o hallucinations whose
content does not involve typieal depressive themes of personal inadequacy,
guilt, disease, death, nihilsm, or deserved punishment. Included are symptoms
such as persecutory delusions (not directly related 1o grandiose or depressive
themes}, lltuught nserlion, tltough!_ brmr]cﬂsting, and delusions of control.

5—In Partial Remission: Symploms of a Major Depressive Episode are present
but full eriteria are not met, or there is a period without any significant
symptoms of a Major Depressive Episode lasting less than 2 months following
the end of the Major Depressive Episode. (If the Major Depressive Episode was
superimposed on Dysthymic Diserder, the diagnosis of Dysthymic Disorder
alone is given once the full eriteria for a Major Depressive Episode are no longer
met, )

G6—In Full Remisston: During the past 2 months, no significant signs or symptoms
of the disturbance were present.

(l—Unspecified.

l

(o 1o Module E, page 53

ol
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DEPRESSIVE DISORDER NOT OTHERWISE SPECIFIED

D17 D17

Clinically significant depressive symptoms do not meet criteria for a specific
Depressive Disorder ar Adjustment Disorder and are not better accounted for by
Bereavement,

yes no Co to Module I,
page 53

D18 D18

Not due to the direct physiological effects of a general medical condition or substance
(including somatic antidepressant treatment)

e o e e e i 5 B e e e e e R e o o o o o o B e

i . T :
! If there is any indication that the mood symptoms may he secondury (i.e., a I
I I direet physiological consequence of a general medical (‘nndilion or suhstance), :
! g0 to page 20 and return here to make a rating of *yes” or “no.” i
.

o o e i e e e e e s e s e e e e e e e et o e e o o e e

yes no | Goto Module E,
" | page 53

31 Depressive Disorder Not Otherwise Speciﬁe{I D19

Go to Module E, page 53

52
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E. ALCOHOL AND OTHER SUBSTANCE USE DISORDERS

What are your drinking habits like? (How much do you drink?) (How often?) (What do you drink?)

IF NOT CURRENTLY DRINKING HEAVILY: Was there ever a time in your life when you were
drinking a lot more? (How often were you drinking?)(What were you drinking? How much? How long
did that period last?)

(Currently/During that time. . .}
... {does/did) your drinking cause problems for you?

..« (does/did) anyone object to your drinking?

| If Alcohol Dependence seems likely, go to E7 {page 55). l

E has ever had a period of excessive E

drinking OR has ever had any
evidence of alcohol-related problems

IfEL is “~" (i.e., never excessive drinking AND never aleohol-related problems). go to E17. Nonalcohol
Substance Use Disorders, poge 58.

CRITERIA FOR
ALCOHOL ABUSE ALCOHOL ABUSE
Let me ask you a few more questions about A, A maladaptive pattern of substance use
[TIME WHEN DRINKING MOST/TIME leading to clinically significant
WITH MOST PROBLEMS]. During that impairment or distress as manifested by
time . .. one (or more) of the following occurring

within a 12-month period:

Did you ever miss work or school beeause you (1) recurrent alcohol use resulting in a @

were intoxicated, high, or very hung over? failure to fulfill major role obligations at
{(How often? What about doing a bad job at work, school, or home {e.g., repeated

work or failing courses al school because of  absences or poor work performance related
your drinking?) to aleohol use; alcohol-related absences,

suspensions, or expulsions from school:
IF NO: What about not keeping your house  neglect of children or household)
clean or not taking proper care of your
children because of your drinking? (How
often?)
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[Es]

id you ever drink in a situation in which it
might have been dangerous to drink at all?

(Did you ever drive while you were really too
drunk to drive?)

I YES: How many times? (When?)

Did your drinking get you into trouble with
the law? (Tell me more about [IIJ‘:L]

IF YES: Tow many times? {When?)

IF NOT ALREADY KNOWN: Did your
drinking cause problems with other people,
such as with family members, friends, or
pﬂu[llﬂ at work? {Iave you ever golten into
physical fights when you were drinking? What
about having bad arguments about your
drinking?)

IF YES: Did you keep on drinking anyway?

AT LEAST ONE ABUSE ITEM IS “*

SCID-CV Administration Booklet

{2) recurrent aleohol use in situations in
which it is physically hazardous (c.g..
driving an automohile or operating a
machine when impaired by aleohol use)

[&]

(3) recurrent aleohol-related legal problems
(e.g., arrests for aleohol-related disorderly
conduet)

[E]

(1) continued alcohol use despite having
persistent or recurrent social or
interpersonal problems caused or
exacerhated by the effects of aleohol (e.g.,
arguments with S[HHISE abaut
consequences of intoxication, physical

fights)

[E]

[

INEG is “-" (i.e., no abuse ilems are “+"), go to E17, page 58 (Nonalcohol Substance Use Disorders).

W, W
+

ITEG is "+" {i.c., at least one abuse item is

make a diagnosis of Alcohol Abuse.

)} AND you have already checked for Dependence (i.e.,
evaluated ET-E13 on pages 55-56) and found that fewer than three were *+,” go to E16, page 57, and
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ALCOHOL DEPENDENCE

Now | would like to ask you sume more
questions about your drinking (during that
time).

Have you often found that when you started
drinking you ended up drinking much more
than you were planning to?

I NO: What about drinking over a much
longer periad of time than you were
|}|u||niug to?

Have you tried to cut down or stop drinking
aleohol?

IF YES: Did vou ever actually stop drinking
altogether? (How many times did you try to

cut down or stop aflng::lhe:r?}

IF NO: hd you want to stop or cut down?
{Is this something you kept worrying
about?)

Have you spent a lot of time drinking, heing
high, or hung over?

Have you had times when you would drink so
often that you started to drink instead of
working, spending time with your family or
friends, or engaging in other important
activilies, such as sports, gardening, or
playing music?

E. Alcohol and Other Substance Use Disorders

CRITERIA FOR ALCOHOL
DEPENDENCE

A maladaptive pattern of alcohol use,
leading to clinically significant impairment
or distress, as manifested hy three (or more)
of the following occurring at any time in the
same 12-month period:

NOTE: Criteria for Dependence are
presented in a different order than in
DEM-1V.

(3) aleohol is often taken in larger amounts
OR aver a longer period than was intended

{4) there is & persistent desire OR
unsuccessiul efforts to eut down or control
substance use

{5} a great deal of time is spent in activities
necessary fo obtain aleohol, use aleohol, or
recover from its effects

(6) important social, occupational, or
recreational activities are given up or
reduced because of aleohol use
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[ET1]

[F NOT ALREADY KNOWN: Has your
drinking ever caused any psychological
problems such as making you depressed or
anxious, making it hard to sleep, or causing
“blackouts?™

IF NOT ALREADY KNOWN: Has your
drinking ever caused significant physical
problems or made a physical problem worse?

I1* YESTO EITHER OF ABOVE: Did you
keep on drinking anyway?

Have you found that you needed 1o drink a lot
more in order to get the feeling you wanted
than you did when you first started drinking?

I YES: How much more?

1 NO: What about fi nding that when you
drank the same amaount, it had much less
effect than before?

Have you ever had any withdrawal symptoms
when you cut down or stopped drinking such
as. ..

..swealing or racing heart?

. .hand shakes?

..Irouble slecping?

. feeling nauseated or vomiting?

. feeling agitated?

..or feeling anxious?

{How about having a seizure or seeing,
feeling, or hearing things that weren't really
there?)

IF NO: Have you ever started the day with
a drink, or did you often drink or tuke some
other drug or medication to keep yoursell
from getting the shakes or becoming sick?

189
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(7) alcohol use is continued despite
knowledge of having a persistent or
recurrent physieal ar psychological
problem that is likely to have been caused
or exacerbated hy aleohal (e.g,. continued
drinking despite recopnition that an uleer
was made worse by aleohol consumption)

(1) wlerance, as defined by either of the
following:

(a) a need for markedly increased
amounts of aleahol 1o achieve
intoxication or desired effect

{h) markedly diminished effect with
continued use of the same amount of
aleohol
(2) withdrawal, as manifested by either (a)
or (b):

{a) at least two of the following
developing within several hours to a fow
days after cessation of (or reduction in}
heavy and prolenged aleohol use:
—autonomic hyperactivity (e.g.,
swealing or |:u]sc rate greater than
100)
—increased hand tremor
—insomnia
—nausea oF vomiting
—psychomotor agitation
—anxiety
—grand mal seizures
—lransient visual, tactile, or auditory
hallucinations or illusions

(b) aleohal (or a substance from the
sedativefhypnotic/anxiolytic class) taken
1o relicve or avoid withdrawal symptoms

[El1]
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IF UNKNOWN: When did [SYMPTOMS AT LEAST THREE DEPENDENCE
£ RATED “+" ABOVE] occur? (id they all — ITEMS (E7-E13) ARE *+” AND
happen around the same time?) OCCURRED WITHIN THE SAME

12-MONTI PERIOD

[fE14 is “-" (fewer than three dependence items ave *+7) AND you previously skipped E2-F5 (because
dependence seemed likely), return to B2, page 53, and cheek for Aleohol Abuse,

If E14- is “~" (fewer than three dependence items are “+7) AND E6, page 54, is *+7 (eriteria me! for
Aleohol Abuse) go 1o E16 (below).

@ I UNKNOWN: Have you had [SYMPTOMS  MAKE A DIAGNOSIS OF ALCOHOL E15
RATED *+" ABOVE] in the past month? ~ DEPENDENCE

Go to E17. page 58 (Nonalcohol Substance Use Disorders).

IF UNKNOWN: Have you had (SYMPTOMS  MAKE A DIAGNOSIS OF ALCOHOL E16
OF ABUSE RATED “+"] ABUSE

in the past month?

Go to E17, page 58 (Nonalcohol Substance Use Disorders).

57
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NONALCOHOL SUBSTANCE USE DISORDERS

Have you ever taken any of these o gel
high, 1o sleep better, to lose weight, or to
[:hllllgc ]['(]‘lll' Tnﬂﬂd?

SHOW DRUG LIST (LAST PAGE OF
SCORESHEET) TO PATIENT AND
RECORD INFORMATION ON
SCORESHEET

Which one caused you the most |]['{J|:Jl{.‘JII$‘!J

IF DENIES PROBLEMS: Which one did
you use the most?

INDICATE ON SCORESHEET DRUG CLASS

E17
WITH HEAVIEST USE/MOST PROBLEMS -
OR “NONE™ IF NO HEAVY DRUG USE AND
NO DRUG-RELATED PROBLEMS

[F Nonaleohol Substance Dependence seems likely

, skip to E23, page 60.

I “NONE" recorded for E17, go 1o Module F, page 65 (Anxiety and Other Disorders).

NONALCOHOL SUBSTANCE
ABUSE

Now I'd like to ask you some questions

about your use of [DRUG USED THE
MOST OR CAUSED THE MOST
PROBLEMS].

E1g| Have you ever missed work or school
because you were high or very hung over?
{How often?) (What ahout doing a bad job ai
work or failing courses at school because

you used [DRUG)?)

IF NO: What about not keeping your
house clean or not taking proper care of
your children because of using [DRUG)?
[H:m‘ uflcn?}

o

CRITERIA FOR NONALCOHOL
SUBSTANCE ABUSE

A A maladaptive pattern of substance use
leading to clinieally significant
impairment or distress, as manifested by
one (or more) of the following, ocourring
within a 12-month period:

(1) recurrent substance use resulting in a E18
failure to fulfill major role obligations at

work, school, or home (e.g., repeated

absences or poor work performance related

to substance use; substance-related

absences, suspensions, or expulsions from

schooly neglect of children or househald)
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[E22]

Have you ever used [DRUG] in a situation in

which it might have heen dangerous? (Have
you ever driven when you were really too
high tao drive?)

IF YES: How often? (When?)

Has your use of [DRUG] gotten you into
trouble with the law?

IF YES: How often? (When?)

I NOT ALREATYY KNOWN: Has your use
of [DRUG] caused problems with other
people, such as with family members,
[riends, or people at work? (Ilave you ever
gotten into physical fights when you were
using [DRUGT?) (What about having had
arguments about your drug use?)

IF YES: Did you keep on using
[DRUG] anyway?

(2) recurrent substance use in situations in
which it is physically hazardous (e.g.,
driving an automohile or operating a
machine when impaired by substance use)

(3} recurrent substance-related legal
problems (¢.g., arrests for substance-
related disorderly conduct)

(4) continued substance use despite having
persistent or recurrent social or
interpersonal problems caused o
exacerbated by the effects of the
subslance (e.z., arguments with spouse
about consequences of intoxication,
physical fights)

AT LEAST ONE ABUSE ITEM
IS “4”

E. Aleohol and Other Substance Use Disorders

[E22]

M E22 iz “~" (i.e., no ahuse items are “+"), either go back to E17, page 58, i the use of any other class
of drug may alse have been problematic or excessive, or else go to Module F. page 65 (Anxiety and Other
Disorders).

If E22 is “+" (i.e., at least one abuse item is “+7") AND you have already checked for Dependence (..,
evaluated E23-E29 on pages 60-61) and found that fewer than 3 were *+,” go 1o E32, page 62, and
make a diagnosis of Nonalcohol Substance Abuse.

—

192

59



E. Alcohol and Other Substance Use Disorders

NONALCOHOL SUBSTANCE
DEPENDENCE

[ would now like to ask you SOMe mare
questions about your use of [DRUG),

Have you often found that when you started
using [DRUG] you ended up using much
more than you were planning to?

[E23]

[F NO: What about using it for a much
|{.n||ge.r [_'r('.l'lll'j(' ﬁf til'ﬂﬂ t]"l?lll }"01] werae
planning to?

Have you tried to cut down or stop using
[DRUG?
[ YES: Did you ever actually stop using
[DRUG] altogether? (How many times did
you try to cul down or slop ullogelhcr?]

IF NO: Did you want to stop or cut
down? {ls this something you kept
worrying about?)

@ Have you spent a lot of ime using [DRUG)
or doing whatever you had to do to get it?
Did it take you a long time 1o get back to
normal?

Have you had times when you would use
[DRUG] so often that you started 1o use
[DRUG] instead of working, spending time
with your family or friends, or engaging in
other important activities, such as spovts,
gardening, or playing music?

60
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CRITERIA FOR NONALCOHOL
SUBSTANCE DEPENDENCE

A maladaptive pattern of substance use,
leading to clinically significant impairment
or distress, as manifested

by three (or more) of the following,
occurring al any fime in the same
12-month period:

NOTE: Criteria for Dependenee are
presented in a different order than in
DSM-IV.

{3) the substance is often taken n larger
amounts OR over a longer period than was
intended

{4) there is a persistent desire OR
unsuceessful efforts to cut down or control
substance use

(5) a great deal of time is spent in activities
necessary to oblain the substance (e.g.,
visiting multiple doctors or driving long
distances), use the substance, or recover
from its cffects

(6) important social, occupational, or
recreational activities are given up or
reduced hecause of substance use
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IF NOT ALREADY KNOWN: Has your diug (7) the substance use is continued despite E27

use ever caused any psychological knowledge of having a persistent or
problems such as making you depressed or recurrent physical or psychological
anxious, making it difficult to sleep, or problem that is likely 1o have been caused
causing “blackouts™? or cxacerbated by the substance {c.g.,

current cocaine use despite recognition of
IF NOT ALREADY KNOWN: Has your drug ~ cocaine-induced depression)
use ever caused significant physical
problems or made a physical problem
worse?

IF YESTO EITHER OF ABOVE: Did

you keep on using anyway?

Have you {ound that you needed to use a (1) tolerance, as defined by either of the

lot more [DRUG] in order to get the feeling following:
you wanted than you did when you first
started using it? (a) a need for markedly increased
amounts of the substance to achieve
¥ YES: How much more? intoxication or desired effect
Il NO: What about finding that when you (b) markedly diminished effcct with
used the same amount, it had much less continued use of the same amount of the
effect than before? substance

THE FOLLOWING MAY NOT APPLY TO (2) withdrawal, as manilested by either (a)

CANNABIS, HALLUCINOGENS, AND or (b):
PHENCYCLIDINE,
(a) the charaeteristic withdrawal
Have you ever had any withdrawal syndrome for the substance (see page
symptoms, that is, felt sick when you cut 61)

down or stopped using [DRUG]?
(b) the same (or a closely related)

1" YES: What symptoms did you have? substance is taken to relieve or avoid
[REFER TO LIST OF WITHDRAWAL withdrawal symptoms

SYMPTOMS ON PACE 63]

1 HAD WITHDRAWAL SYMPTOMS:
After not using [DRUG] for a few hours or
more, have you often used it to keep
yourself from getting sick with

[WITHDRAWAL SYMPTOMS P
What about using [DRUG IN SAME CLASS]
when you were feeling sick with

[WITHDRAWAL SYMPTOMS] so that you
would feel better?

61
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IF LN RNOWN When did | SYMPTOMS AT LEAST THREE DEPENIFENCE W0
RATED “+" ABOVE] tiecur? {134l they ull ITEMS (EZ3=E20y ARE “+* AND -
happen wroumd the same fime?) OCCURRED WITHIN THE SAME

1ZMONTH FERIOCD
A iR it P |
T 1E0 is =" (fower than three :!rp:'lulur‘.l'u nerms aie "+ AND Yol |‘|II'1'1r'|HIIIi|-}J HL'IH]HM Elf=K21, !
papes i 5 {Ipq’-;lmhﬁ ;lﬂqlm'hlnuu siemel likaly), votuen s BT, poape 58, ad eliwek Nuiterdeadol |
Sulwtaneo M, |i

S B LSS A LA R LA LR T 1 s

A S L T i M P L i T, |
[F E30 in =" (fower than thive dependance liems ave "+") AND E22, page 59, ia “47 toriteria mot for |
Niwislrolid Substance Abuse), po to EXI, below, |

T, G T T AU, L A W, 1SR

IF LNKNOWN: Hive you had [SYMPTOMS  MAKE A IMAGNOSTE OF SURSTANGCE !‘[,L;-_%T,
RATED “+™ ABOVE] in the pust month? DEFENDENCE o

e T TR R R el S T (T NGRS T T v

L T TP R TR AR TR SETE LR T R I|

E32 I [F UNKNOWN; Hove you had [SYMPTOMS - MAKE A DIAGNOSIR OF SURBSTANCE [E3a
OF ABUSE RATED "+ in the past nwnth? - ABTSE o

Gar tin Masslube F, puyr Gl {Anieny sl Oy Divarears ).

o TP TS U A B TR TR

I
|

Cain 1o Masdule I, page 65 {Anxiery st Ciher Disorders ),

PR Jal i T T RN T A TR AL T LT T
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LIST OF WITHDRAWAL SYMPTOMS (FROM DSM-IV CRITERIA)

Listel Lboww ives thee chaenetecistio withsdmwal symptoma for these elassen ol sulmbinees foe whieh a
withtdrawal H)'lulrmur' has been dennlied, (NOTE: A Hln'l‘illh‘ withilrnwal syniliomis has ot bsen dlentiliod
for CANNARIS and HALLUCINOGENS/PCPE) Withd rwal ymplois My e 11I”H'I.\iIIH, e cewnilboi ol
prolonged moderate or heavy wie ol o substanes or o reduction in ihe smount aseil,

SEDATIVES, HYPNOTICS, ANID ANXIOLYTICS: Twe (or nwrn) of the l'n”uwiu;:, :ir.'\fl'||||.|i||p_ willuii
sevoral Bours oo few l.]uj.rﬂ alter eessation (or reduetion) of sedatives Tvpnotics ar ansiolviie aae, thal los
Beesii heawy anil prolonged;

(13 aotonomie hyperactivity (g, swealing o |r|||m' fitle giwater than 100
(2 ecrensed hand temor

(3] inmomnin

(1) tiisein oF \-'uilli[itip,

{5} tranmient visual, tactile, or uullilm'}' halluetnations or illugions

(3 me.'l'lu.!lllllhl' !i[.:,ih'llillh

(T anginty

() graned mal selaores

STIMULANTSHOOUAINE: i'l}'llphm':':: il AN twar (or wiore) of the Tollowing physiologioal changes,
|I|-,l.q-|”|_|.h||_rL witliti i few liowrs (o aovoral days alter cossation {or recuction of atlimalant of covatne use il
bas bieen heavy and Elml:ml;:':l}:

(1) b

{2 viviel, nplisant dreaing

() inssninin o h}'pi'rm:nuuu

() inersaed pppatite

{.'IJ |:u}'t'|'|lr|n.m'lm' venirdil loi o m“,ilmlll.lli

CPLOTS: Three {or mara) of the (ollowing, developing within minates 1o wiverdl eliyn illet
caoanabion (or reduehion) of |||n'l||it| i ihat hae been leavy nml 11I1I|“llw"i| {soveral works or longer)
ar aller administeation of an apinid antagonist (alter o }u'liml il :r|+iuh| W)

(1) dlysphaorie mnod

12} nubisen oF 'I"!Il'rilltlll"lﬁ

i) el achis

{3 lectmation or thinardicn

) pupsiblary ddilation, |1'||m'||'|'lim], o A,
(i bt

(7) yawning

(1) Toyer

(5} s

i}
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F. ANXIETY AND OTHER DISORDERS
CRITERIA FOR

PANIC DISORDER ' PANIC DISORDER
Have you ever had a panic atlack when you A, (1) recurrent unexpected panic atlacks E
suddenly felt frightened or anxious or

suddenly developed a lot of physical
symploms?
IF YES: Have these attacks ever come
an {:lunmp|ele|".I out of the blue—in

situations where you did not expect to
be nervous or uncomfortable?

1" UNCLEAR: How many of these kinds

of attacks have you had? (At least twa?)

IfF1 is “=" (i.e., no recurrent unexpected attacks), go to F25, page 70 (check for Obsessive-Compulsive
Disorder ).

IEI After any of these atlacks. .. (2) al least one of the attacks has been @

followed by 1 month {or mere) of one (or
more) of the following;:

Did you worry that there might he {b) worry about the implications of
something terribly wrong with you, like the attack or its consequences (e.g.
you were having a heart attack or were losing control, having a heait attack,
going crazy? (How long did you worry? At *poing crazy”}
least a month?)
IF NO: Did you worry a lot about having {a) persistent concern about having
another one? (How long did you worry? additional atlacks

At least a month?)

IF NO: Did you do anything (c) a significant change in behavior
(|ilft:rt:nl|y because of the altacks. related to the attacks

like avoiding certain places or not

going out alone? {What about

avoiding cerlain aclivities such as

exercise? What about things like

a|wu}r9\ mzlking sure you're near a

bathroom or an exit?)

IFF2 is “=" {i.e., no persistent concern about attacks or implications and no change in lifestyle), go to
F25, page 70 (check for Obsessive-Compulsive Disorder).
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E IF UNKNOWN: Did the symploms come on

(7]

q

AEE e

ERE
[ —_

3

When was the lagt bad one? What was the
first thing you noticed? Then what?

all of a sudden?

IF YES: How long did it take from when it
hegan to when it got really bad? (Less than

10 minutes?)

l]uring that attack. . .

... did your heart race, pound, or skip?

... did you swea?
... did you tremble or shake?

... were you short of breath? {have trauble
catching your breath?)

«v. did you feel as if you were choking?
.+, did you have chest pain or pressure?
... did you have nausea or an upset
stomach or the fﬁ:el[ng that you were gﬂing

to have diarrhea?

... did you feel dizzy, unsteady, or like you
might faini?

.. did things around you scem unreal or
did you feel detached from things around
you or (Iﬂ!ﬂchﬁd ri'ﬂi'l'l Pﬂ.i'tﬁ uf your I}Dd)’?

+ s« WCTC YOU afraid You werc 5{‘-’1'“'!{,r Crazy or

might lose contral?

SCID-CV Administration Booklet

The panic attack symploms developed
abruptly and reached a peak within 10 minutes

(7]

(]} pn]|)ilu1imls. pmmrling heart. or
accelerated heart rate

{2) swealing
(3) trembling or shaking

{4} sensations of shoriness of hreath or
simothering

(5) fecling of choking
(6) chest pain or discomfort

(7) nausea or abdeminal distress

(8) }'celing riir,zy, tlllﬁtt!:‘ld)’. ]ighlhl:mlcd, or

faint
(9) derealization {feclings of unreality) or
depersonalization (being detached from

oneself)

(10) fear of losing control or going crazy

IfF3 is “=" (i.e.. symptoms did not develop abruptly or took longer than 10 minutes to reach peak), go to
F25, page 70 {check lor Obsessive-Compulsive Disorder).

I [FE[E [F
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+« . were you afraid you might die? (1) fear of dying

o did you have I1'ng1i:1g or numbness in (12) paresthesias (mumbness or 1ing|ing @
parts of your body? sensalions)
|i|: L .did you have flushes (hot {lashes) or (13) chills or hot flushes
- chills?
AT LEAST FOUR OF F4-Fl6
[FI7] ARE o

IF F17 is “=" (i.e., three or fewer symptoms of a panic atlack were present), go to F25, page 70 (check
for Obsesstve-Compulsive Disorder ),

—
Just hefore this began, were you physically — C. Not due 1o the divect physiological effects
ill? of a substance (e.g., a drug of abuse,
medication) or to a general medical
Just before this hug&ln. Were you Iuking any condition,

medications?

Etiological general medical conditions inelude
[F YES: Any change in the amount you  hyperthyroidism, hyperparathyroidism,

were laking? pheochromocytoma, vestibular dyslunctions,
seizure disorders, and cardiac conditions (e.g.,
Just belore this began, were you drinking arrhythmias, supraventricular tachycardia),

or using any slreet drug;.li?
Etiological substances include
intoxication with central nervous stimulants
(e.g., cocaine, alnplmlamines. caffeine) or
i cannabis or withdrawal from central nervous
{ system depressants (e.g., alcohol, barbiturates)
or from encaine,

I there is any indication that the panic
attacks may be 5{:t:::-m]ary (i.c:., a direel
i physiological consequence of a general
medical condition or substance), go to

i page 81 and return here to make rating

W, "

Eoof “<" or “4

IfF18 above is “—" (L.e., panic attacks due to substance or general medieal condition), ask the following:

Have there been any other times when you have had panic atlacks and they were not because of

[GENERAL MEDICAL CONDITION/SUBSTANCE USE]?

If “yes,” go back to F1, page 63, and ask about those attacks,
If “no,” go ta F25, page 70 (check for Obsessive-Compulsive Disorder).

ﬁ
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D, The panie attacks are not better aceounted

SCID-CV Administration Booklet

for by another mental disorder, such as
Spectfic Phobia (e.z., on exposure 1o a
specific phobic situation), Obsessive-
Compulsive Disorder {e.g.. on exposure to
dirt in someone with an obsession ahout
contamination}, Postiranmatic Stress
Disorder {e.g.. in response to stimuli
associated with a severe stressor),
Separation Anxiety Disorder (e.g., in
response to being away from home or elose
relatives), or Social Phobia {e.g., occurring
on exposure lo feared social situations).

{check for Obsessive-Compulsive Disorder).

[ F19is “=7 (i.c., panic attacks are better accounted for by anather mental disorder), go to F25, page 70

[I* NOT OBYIOUS FROM OVERVIEW:
Are there situations that make you nervous
because you are afraid that you might have
a panie attack?

IF YES: Tell me about that. . .

IF CANNOT GIVE SPECIFICS:
What about. . .

... being uncomfartable if you're more
than a certain distance from home?

... being in a erowded place like

a busy store, movie theater, or
restaurant?

... slanding in a line?

... being on a bridge?

... using public transportation—like a
bus, train, or subway—or driving a car?

B.The presence of Agoraphobia:

CRITERIA FOR PANIC DISORDER
WITH AGORAPHOBIA

(1) Anxiety about being in places or
situations Trom which escape might be
difficult {or embarrassing) or in which help
may not be available in the event of having
an unexpeeted or situationally predisposesd
panic allack. Agoraphobic fears typically
invelve characteristic clusters of situations
that include being owside the home alone;
heing in a crowd or standing i a line; heing
on a bridge; and traveling in a bus, train, or
autamobile.

I_[I' F20 is “=" (no anxiety about being in places associated with panic altack), go to F24, page 69,

(i
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[F:z:'l:] Do you avoid these siluations?

IF NO: When you are in one of these
situations, do you feel very
uncomfortable or as if you might have a
panic attack?

(Can you go into ene of these situations
only il you are with someonc you know?)

F. Anxiety and Other Disorders

[Fe1]

(2) Agoraphobic situations are avoided {e.g.,
travel is restricled) or else are endured
with marked distress or with anxicty about
having a panic attack or panic-like
symptoms, or recuire the presence of a
companion,

IFF21 is “-" {i.e., agoraphobic situations are not avoided and there is no distress), go to F24. helow.

F22

(3) The anxiety or phobic avoidance is not
hetter accounted for by another mental
disorder, such as Social Phobia (e.g.,
avoidance limited o social situations
because of fear of embarrassment),
Specific Phobia (e.g., avoidance limited to a
single situation such as elevators),
Obsessive-Compulsive Disorder (e.g..
avoidance of dirt in someone with an
ohsession about contamination),
Posttraumatic Stress Disorder {e.g.,
avoidance of stimuli associated with a
severe stressor), or Separation Anxiety
Disorder (e.g., avoidance of leaving home
or relalives).

[F22]

I[F22 is “=" (i.e., avoidance is hetter accounted for by another mental disorder), go 1o F24,, below. I

I UNKNOWN: Have you had [PANIC
ATTACKS OR SYMPTOMS OF
AGORAPHOBIA] in the past month?

AGORAPHORBIA IS PRESENT WITH
PANIC DISORDER. (MAKE A DIAGNOSIS
OF 300.21 PANIC DISORDER WITH
AGORAPHOBIA)

[F23]

IF UNKNOWN: Have you had any panie
attacks in the past month?

Go to F25, page 70 (check for Obsessive-Compulsive Disorder).

AGORAPHOBIA IS NOT PRESENT
WITH PANIC DISORDER. (MAKE A
DIAGNOSIS OF 300.01 PANIC DISORDER
WITHOUT AGORAPHOBIA)

(o to F25, page 70 (check for Obsessive-Compulsive Disorder).
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OBSESSIVE-COMPULSIVE CRITERIA FOR OBSESSIVE-
DISORDER COMPULSIVE DISORDER
@I Now I would like to ask you if you have Obsessions are defined by (1), (2), {3), @5:]
ever been bothered by thoughts that did and (4):
not make any sense and kept coming back
to you even when you tried not to have (1) recurrent and persistent thoughts,
them? impulses, or images that are experienced,
at some time during the disturbance, as
(What were they?) intrusive and inappropriate and that cause

marked anxiety or distress
IF PATIENT NOT SURE, WHAT 1§
MEANT: . .. Thoughts like hurting
someone even though you really did not
wanl to, or heing contaminated by germs
or dirt?

If F25 is “~” (i.c.. no recurrent thoughts that are intrusive and inappropriate), go to F30, page 71.

(2) the thoughts, impulses, or images are

not simply excessive worries about real-life
problems

I IfF26 is “~ (i.e., thoughts are simply worries about real-life problems), go to F30, page 71.

When you had these thoughts, did you try (3) the person attempts to ignore or F27
hard to get them out of your head? (What suppress such thoughts, impulses, or
would you try to do?) images or to neutralize them with some

other thought or action

IfF27 is “~" (i.e., no attempt to ignore or suppress thoughts), go to F30, page 71, I

IF UNCLEAR: Where do you think these (4) the person recognizes that the

thoughts are coming from? obsessional thoughts, impulses, or images
are a product of his or her own mind (not
imposed from withoul as in thought
insertion)

| IFF28 s “-" (i.e., person feels thoughts are imposed from without), go to F30, page 71.

OBSESSIONS (1), (2), (3), AND (4) ARE

“+5‘}
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Was there ever anything that you had to do

aver and over again and could not resist
doing, such as washing your hands again
and again, counting up to a cerlain number,
or checking something several times 1o
make sure you had done it right?

(What did you have to do?)

Compulsions as defined by (1) and (2):

F. Anxiety and Other Disorders

{1) repetitive hehaviors (e.g., hand washing,
ordering, checking) or mental acts (praying,
counting, repeating words silently) that the
person feels driven to perform in response
to an ohsession, or according to certain
rules that must be applied rigidly

I[F30is =" (i.e., no repelitive behaviors or mental acls in response lo obsession or according to rules),

go to F33, below,

IF UNCLEAR: Why did you have to do
[COMPULSIVE ACTJ? What would happen

if you did not do it?

IF UNCLEAR: How many times would you
do [COMPULSIVE ACT]? How much time

a day would you spend doing it?

ITF31 s “=" (i.c., behaviors or acts are not aimed at preventing distress or some dreaded event and are
not excessive), go o F33, helow.

[Fe2]

@ EITHER F29 IS *+ OR F32 I8 *+7

(2) the behaviors or mental acts are aimed
at preventing or wducing distress or
preventing some dreaded event or
situation; however, these hehaviors or
mental acts either are not connected in a
realistic way with what tlmy are dcsignc{l
to prevent or neutralize or are clearly
excessive

E

I—

COMPULSIONS (1) AND (2) ARE “4” F

A.Either ohsessions or compulsions

e

Posttraumatic Stress Disorder).

I1F33 is “-" (i.e., neither obsessions nor compulsions present), go to F39, page 73 (check for

Have you (thought about [OBSESSIVE

THOUGHTS)/done [COMPULSIVE ACTS))
more than you should have (or than made
sense)?

IF' NO: How about when you first started
having this problem?

. At some point during the course of the

disorder, the person has recognized that
the ohsessions or compulsions are
excessive or unreasonable. Note: This
does nat apply ta children.

[[F34 is “-" (i.e., never recognized that absessions or compulsions are unreasonable), go to F39, page

13 (check for Posttrawmatic Stress Disorder).
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What effect daes this [OBSESSION OR C. The obsessions or compulsions cause Ee:_g]
COMPULSION| have on your life? (Did marked distress, are time-consuming (lake
[OBSESSION OR COMPULSION} hother more than an hour a day). or significantly

you a lot? How much time have you spent interfere with the person’s normal routine,

on [OBSESSION OR COMPULSION|?) occupational functioning, or usual social

activities or relationships,

IfF35 is “=" (i.e.. obsessions and compulsions not clinically significant), go 10 F39, page 73 (check for
Postiraumatic Stress Disorder).

D.If another Axis [ disorder is present, the

content of the obsessions or compulsions is
not restricted to it {e.g., preoccupation with
food in the presence of an Eating Disorder;
hair pulling in the presence of
Trichotillomania; coneern with appearance
in the presence of Body Dysmorphie
Disorder; preoceupation with drugs in the
presence of a Substance Use Disorder;
preaccupalion with having a serious illness
in the presence of Hypochondriasis;
preoceupation with sexual urges or
fantasies in the presence of a Paraphilia; or
guilty ruminations in the presence of Major
Depressive Disorder).

IfF36 s “-" (1.e., the content of obsessions and compulsions is restricted to another Axis [ tliﬂ.ﬂl'{lﬂl'}, o
to K39, page 73 {check for Posttraumatic Stress Disorder).

Jusl ‘bcf-:::rc you began having . E. Not due to the direet physiological effects
[OBSESSIONS OR COMPULSIONS| were of a substance {e.g.. a drug of abuse, a

you taking any drugs or medicines? medication) or a general medical condition.

Just before the [OBSESSIONS OR
COMPULSIONS] starled, were you
physically ill?

Ltiological general medical conditions include
certain central nervous system neoplasms,

Etiological substances include intoxication

with central nervous system stimulants (e,

i If there is any indication that the . :
cocaine, amphetamines),

obsessions or compulsions may be

i secondary (i.e., a direct physiological
i consequence of a general medical

i condition or substance), go to page 81
{ and return here 1o make rating of “-*
foar e

I[F37 is “=" (i.e., the obsessions and compulsions are due to general medical condition or substance), go
to F39, page 73 {check for Posttranmatic Siress Disorder).
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[F UNKNOWN: Have you had CRITERIA A, B, C, D, AND E ARF “+*
[OBSESSIONS OR COMPULSIONS| in the  (MAKE A DIAGNOSIS OF 300.3
past month? OBSESSIVE-COMPULSIVE DISORDER)

POSTTRAUMATIC STRESS DISORDER

Sometimes things happen 1o people that are RECORD TRAUMATIC EVENTS ON F3g
extremely upsetting—things such as heing  SCORESHEET,
in a life-threatening situation such as a
major disaster, very serious accident or
fire; being physically assaulted or raped;
seeing another person killed or dead, or
badly hurl, or hearing about something
horrible that has happened to someone you
are close to. At any time during your life,
have any of these kinds of things happened
lo you?

IF ANY EVENTS LISTED: Somelimes
these things keep coming back in
nightmares, flashbacks, or thoughts that
you can’t get rid of. Has that ever
happened to you?

IF NO: What aboul being very upset
when you were in a situation that
reminded you of one of these terrible
things?

Il no events listed or answer to both of above (uestions is no, go lo Fo5, page 77

FOR FOLLOWING QUESTIONS, FOCUS ~ CRITERIA FOR PTSD
ON TRAUMATIC EVENT(S) MENTIONED
IN SCREENING QUESTION ABOVE,
A.The person has been exposed to a
traumatic event in which hoth of the
following were present:

[F MORE THAN ONE TRAUMA 1S (1) the person experienced, witnessed, or

REPORTED: Which of these do you think was confronted with an event or events

affected you the most? that involved actual or threatened death or
serious injury, or a threat to the physical
integrity of sell or others

IT F4 is “=" (i.e.. no qualilying stressor), go to P65, page 77. l
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[ UNCLEAR: How did you react when

[TRAUMA] happened? (Were you very afraid

or did you feel terrified or helpless?)

SCID-CV Administration Booklat

(2) the person’s response involved intensc
fear, helplessness, or harror,

Note: In children, this may be expressed
instead by disorganized or agitated
behavior.

IEF41 is *-" (i.e., person did not react with fear, helplessness, or horror), go to F65, page 77.

Fa7

Now | would like to ask a few questions
about specific ways that it may have
affected you,

For example. ..

... did you think about [TRAUMA] when

you did not want to or did thoughts about
[TRAUMA] come to you suddenly when
you didn’t want them to?

... what about |lanring dreams about

[TRAUMAJ?

... what about finding yourself acting or
feeling as if you were back in the situation?

... what aboul getting very upset when

something reminded you of [TRAUMA]J?

... what about having physical symptoms—

such as hreaking oul in a sweat, breathing
heavily or irregularly, or your heart
pounding or racing?

B. The traumatic event is persistently

reexperienced in one (or more) of the the
following ways:

(1) recurrent and intrusive distressing
recollections of the event, including
images, thoughts, or perceptions

Note: In young children, repetitive play
may oceur in which themes or aspeets of
the trauma are expressed.

(2) recurrent distressing dreams of the
event

Note: In children, there may be
frightening dreams without recognizable
content.

(3) acting or feeling as if the traumatic
event were recurring (includes a sense of
reliving the experience, illusions,
hallucinations, and dissociative flashback
episodes, including those that oceur on
awakening or when intoxicated)

(4) intense psychological distress at
exposure 1o internal or external cues that
symholize or resemble an aspect of the
traumatic event

Note: In young children, trauma-specific
reenactment may occur.

(5) physiological reactivity on exposure to
internal or external cues that symbolize or
resemble an aspect of the traumatic event

AT LEAST ONE “B” SYMPTOM
IS Sl+!'!

|F47)

T4

i.e.,no “B” symptoms are “+7}, go to F63, puge 77.
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F. Anxiety and Other Disorders

C. Persistent avoidanee of stimuli associated

Since [TRAUMAL. .,

... have you made a special effort 1o aveid
thinking or talking about what happened?

... have you stayed away from things or
people that reminded you of [TRAUMAJ?

E E
[==]

... have you heen unable to remember
some important part of what happened?

4 E
L4)]
—

... have you heen much less interested in
doing things that used 1o be important to
you, such as secing friends, reading books,
or wilching TV?

.. have you felt distant or cut off from
others?

... have you felt “numb™ or as if you no
|mlgc.|' had strong feelings about ::nylhing
or loving leelings for anyone?

.. did you notice a change in the way you

think about or plan for the future?

EE

with the trauma and numbing of geneal
responsiveness (nol present hefore the
trauma), as indicated hy thee {or more) of
the following:

(1) efforis 1o avoid thoughts, feelings, or
conversations associaled with the trauma

(2) efforts to avoid activities, places, ar
people that arouse recollections of the
trauma

(3) inability ta recall an important aspect of
the trauma

(4) markedly diminished interest or
participation in signiflicant activitics

(5) feeling of detachment or estrangement
from athers

(6) restricted range of affect {e.g.. mnable to
have loving feclings)

{7) sense of a foreshortened future (e.z.,
flﬂﬁli nol I‘.'Xpl“.('.l lo hﬂ\'ﬂ A Carecr, !'I'Ii'I.TF'IIﬂgC,
children, or a noymal life span)

AT LEAST 3 “C" SYMPTOMS
ARE H-+'.|!

Il F55 is *~" (i.e., fewer than three *C” symploms are “+"), go to OB, page 77.
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D. Persistent symptoms of increased arousal
(not present before the trauma), as
indicated by two (or more) of the following;:

Since [TRAUMA]. ..

... have you had trouble sleeping? (What (1) difficulty falling or staying asleep
kind of trouble?)

F57| ... have you been unusually irritable? What (2) irvitability or outhursts of anger
about outbursts of anger?

... have you had wrouble concentrating? (3) difficulty concentrating

... have you heen watehful or on guard (4) hypervigilance
even when there was no reason to be?

.« have you been jumpy or easily startled, (5) exaggerated startle response
such as by sudden noises?
AT LEAST TWO “D” SYMPTOMS
ARE “”

F57

(%)
®©

lfF61 is “-" (i.c., fewer than two “D" symptoms are “+7), go to F65, page 77.

About how long did these problems, such as . Duration of the disturbance (symptoms in
[PTSD SYMPTOMS), last? criteria B, C, and D) is more than
1 month.

If F62 is “~" (i.e., duration is 1 month or less), go to F65, page 77.

I. The disturbance causes clinically
significant distress or impairment in social,
occupational, or other important areas of
functioning,

If F63 is “~" (i.e., disturbance is not clinically significant), go to F65, page 77.

m IFF UNKNOWN: Have you had [SYMPTOMS CRITERIA A, B, C, D, E, AND I ARE
CODED “+"] in the past month? “4” (MAKE A DIAGNOSIS OF 309.81
POSTTRAUMATIC STRESS DISORDER)
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F67

OTHER ANXIETY DISORDERS

IF PANIC DISORDER NOT ALREADY
DIAGNOSED: Were you ever afraid of
going out of the house alone, being alone,
being in a crowd, standing in a line, or
traveling on buses or trains?

Is there anything that you have heen afraid
to do or felt uncomfortable doing in front of
other penple, such as speaking, eating, or
writing?

Ave there any other things that you have
heen especially afraid of, such as {lying,
seeing blood, getting a shot, heights,
closed places, or certain kinds of animals or
insects?

In the past 6 months, have you heen
particularly nervous or anxious?

F. Anxiety and Other Disorders

1F YES, Consider: 300,22 Agoraphobia
Without History of Panic Disorder
(DSM-IV pages 404-405), Agoraphobia related
to the fear of developing panic-like symploms
(c.g., dizziness or diarthea) without a history of
Panic Disorder

1K YES, Consider: 300,23 Social Phobia
(DSM-TV pages 416-417). Marked and
persistent fear of ane or more social (or
performance) situations that interferes
significantly with the person’s normal routine,
oceupational [unctioning, social activities or
relationships (or there is marked distress
about having the phobia)

1F YES, Consider: 300,29 Specific Phobia
(DSM-1V pages 410-411). Marked and
persistent fear that is excessive and
unreasonable that interferes significantly with
the person’s normal routine, occupational
functioning, secial activitics, or relationships
(or there is marked distress aboul having the

phobia)

1+ YES, Consider: 300,02 Generalized
Anxiety Disorder (DSM-1V pages 435-436).
Fxcessive anxiely and worry more days than
not for at least 6 months, not due to a general
medical condition or substance, causing
signilicant distress or impairment.

NOTE: A diagnosis of Generalized Anxiety
Disorder requires that the anxiely oceur at
times other than exclusively during a Mood or
Psychotic Disorder.

ANXIETY DISORDER NOT OTHERWISE SPECIFIED

Clinically significant anxiety or phobic
avoidance that does not meet criteria for any
specific Anxiety Disorder, Adjustment
Disorder With Anxiety, or Adjustment
DNisorder With Mixed Anxicty and Depressed
Mood

F67

ITF69 is “=" (i.e., absence of clinically significant anxiety symptoms not meeting eriteria for a specific
Anxiely Disorder), go to F72, page 78 (Somatoform Disorders).
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Just before this began, were you physically

ill?

Just before this |1ﬂgan. were you taking any
medications?

1" YES: Any change in the amount you
were taking?

Just before this began, were you drinking or
taking any street drugs?

i [[there is any indication that the anxiety "

i symptoms may be secondary (i.e., a
direct physiological consequence of a

i general medical condition or substance),
i g0 lo page 81 and return here 1o make
Erating of “=" or “4.”

SCID-CV Administration Booklet

Not due Lo the direct physiological effects of
a substance (e.g.. a drug of abuse, medication)
or to a general medical condition

F70

hyperparathyroidism, pheochromocytoma,
congestive heart failure, arrhythmias,
pulmonary embolism, chronic ohstructive
pulmonary discase, pneumonia,
hyperventilation, vitamin I3, deficiency,
porphyria, central nervous system neoplasms,
vestibular dysfunction, and encephalitis,

Etj al_substances include intoxication
with central nervous system stimulants (e.g.,
cocaine, amphetamines, caffeine) or cannabis,
hallucinogens, PCP, or aleohol, or withdrawal
from central nervous system depressants

(c.g., aleohol, sedatives, hypnotics).

ITF70is =" {i.c., due to a substance or general medical condition), go to F72, below.

|

IF UNKNOWN: Have you had [ANXIETY

F72

]

SYMPTOMS] in the past month?
SOMATOFORM DISORDERS

Over the past several years, whal has your
physical health been like?

How often have you had to go to a doctor
because you weren't leeling well? {(What

for?)

1 OFTEN: Was the doctor always able
to find out what was wrong? (Tell me
about that.) Were there times when the
doctor said there was nothing wrong hut
you were slill convinced that something
was wrong?)

MAKE A DIAGNOSIS OF 300.0
ANXIETY DISORDER NOT
OTHERWISE SPECIFIED

If there have been unexplained physical -F72
complaints, consider;

300.81 Somatization Disorder (DSM-1V
pages M9-450). At least eight unexplained
physical complaints eccurring over a period of
several years, beginning before age 30 OR.

300,82 Undifferentiated Somatoform
Disorder (DSM-IV pages 451-452).
Unexplained physical complaints that do not
meet criteria for Somatization Disorder
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Do you worry much abeut your physical
health? Does your doctor think you worry
oo much?

Some people are very bathered by the way
they look. Is this a problem for you?

EATING DISORDERS

Have you ever had a time when you
'-\'(:ighcd much less than other pcupln
thought you ought to weigh?

F76

Have you often had times when your eating
was out of control?

Telt me about these times.

F. Anxiety and Other Disorders

IF YES, Consider: 300.7 Hypochondriasis
(DSM-IV page 465). Preoceupation with fears
of having a serious illness that persist despite
appropriate medical evaluation and assurance

IF YES, Consider: 300.7 Body Dysmorphic
Disorder (DSM-1V page 168). Preoccupation
with an imagined defect in appearance

1F YES, Consider: 307.1 Anorexia Nervosa
(DSM-IV pages 544--515), Refusal to maintain
hody weight at or above a minimally normal
weight, accompanied by an intense fear of
hecoming fat

IF YES, Consider: 307.51 Bulimia Nervosa
(DSM-1V pages 549-550). Recurrent cpisodes
of binge eating with inappropriate
compensatory behavior

DISORDER, OTHERWISE END SCID,

CONTINUE WITH THE REMAINDER OF THE SCID ONLY I THERE I8 A CURRENT
DISTURBANCE AND IT DOES NOT MEET THE CRITERIA FOR A SPECIFIC AXIS [ DSM-1V

ADJUSTMENT DISORDERS

I UNKNOWN: Did anything happen to you
just before [ONSET OF CURRENT
DISTURBANCL]?

IF YES; Do you think that [STRESSOR] had
anything to do with your getting

[SYMPTOMS)?

CRITERIA FOR
ADJUSTMENT DISORDERS

A.The develupmcnl of emotional or
hehavioral symptoms in response 1o an
identifiable stressor(s) occurring within
3 months of the onset of the stressor(s)

If F77 is “~" (i.e., no symptoms in response (o a stressor), END SCID,

19
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(What effect have [SYMPTOMS] had on B. These symptoms or hehaviors are clinically Iﬁl
you and your ability 1o do things? 1low signifieant as evidenced by cither of the —
upset were you? Has it made it hard for you following;
to do your work or be with friends?)

(1) marked distress that is in excess of what
would be expected from exposure to the
slressor

(2) significant impairment in social or
occupational (academic) functioning,

HF78is "= (i.c., symptoms not clinically significant), END SCID.

(Have you had this kind of reaction many C.The stress-related disturbance does not

times before?) meet the criteria for another specific Axis |
disorder and is not Illt:l'ul)r an exacerhation
{Were you having [SYMPTOMS] even of a preexisting Axis I or Axis IT disorder,

before [STRESSOR] happened?)

I IEF79 is “=" (i.c., exacerbation of preexisting disorder), END SCIID.

IF UNKNOWN: Did someone close to you 1. The symptoms do not represent

die just before [ONSET OF CURRENT Bereavement.
DISTURBANCE]?

[T F80 is “=" (i.e., represents Bereavement), END SCID,

(How long has it been now since E. Once the stressor (or its consequences) has

[STRESSOR AND COMPLICATIONS terminated, the symptoms do not persist
ARISING FROM STRESSOR] were over?) for more than an additional

6 months.

IFF81 is “=" (i.e., symptoms persisted 6 months bc}rond termination of siressor), make the appropriate
Not Otherwise Specified diagnosis (i.e., go to D17, page 52, if depressive sympioms or F69, page 77, if
anxiely symptoms).

Make diagnosis of Adjustment Disorder based on predominant symptoms: Fa2

309.0  Adjustment Disorder With Depressed Mood

309.24 Adjustment Disorder With Anxiety

309.28 Adjustment Disorder With Mixed Anxiety and Depressed Mood

309.3  Adjustment Disorder With Disturbance of Conduet

309.4  Adjusiment Disorder With Mixed Disturbance of Emotions and Conduct
309.9  Unspecified Adjustment Disorder

END SCID

80
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CONSIDER ETIOLOGICAL ROLE OF A
GENERAL MEDICAL CONDITION OR
SUBSTANCE USE

If panic allacks, ohsessions, compulsinns. or other anxicly symptoms are pol 1cmpuml|y associated with a
gencral medical condition, go to F87, page 83 (Substance-Induced Anxiety Disorder).

ANXIETY DISORDER DUE CRITERIA FOR ANXIETY
TO A GENERAL MEDICAL DISORDER DUE TO A GENERAL
CONDITION MEDICAL CONDITION

Fa3 | CODE BASED ON INFORMATION A. Prominent anxiety, panic attacks, or

- ALREADY QBTAINED ohsessions or campulsions predominate in

the elinical picture.

F84| Do you think your [PANIC ATTACKS/ BIC. There is evidence fram the history, F84
OBSESSIONS/COMPULSIONS/ANXIETY physical examination, or laboratory
SYMPTOMS] were in any way related 1o findings that the disturbance is the
your [COMORBID GENERAL MEDICAL direct physiological consequence of a
CONDITION]? general medical condition, and the

disturbance is not better accounted for
' YES: Tell me how. by another mental disorder (e.g.,
Adjustment Disorder With Anxiety in
(Did the [PANIC ATTACKS/OBSLS- which the stressor is a serious general
SIONS/COMPULSIONS/ANXIETY metical condition).

SYMPTOMS] start or get much worse only
after [COMORBID GENERAL MEDICAL
CONDITION | began?)

IF YES AND GENERAL MEDICAL
CONDITION HAS RESOLVED: Did the
[PANIC ATTACKS/
OBSESSIONS/COMPULSIONS/
ANXIETY SYMPTOMS| get better once
the [COMORBID GENERAL MEDICAL
CONDITION] got better?

IfF84 is “-" (gencral medical condition not etiological). go 1o F87, page 83 (Substance-Induced Anxiety
Disorder).
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F85| [I" UNCLEAR: How much did [PANIC L. The symptoms cause chinically significant

ATTACKS/OBSESSIONS/COMPUL- distress or impairment in social,
SIONS/ANXIETY SYMPTOMS] interfere oceupational, or other important arcas of
with your life? functioning.
I UNKNOWN: Have you had [ANXIETY ~ CRITERIA A, B/C, AND E ARE “+»
SYMPTOMS] in the past month? (MAKE A DIAGNOSIS OF 293.80 ANXIETY

DISORDER DUE TO A CENERAL
MEDICAL CONDITION)

If pam'c attacks, ohscssions, nmnpulsions. or other anxiely symploms are nol lmnpm'zlﬂy associated with
substance use, return to disorder being evaluated:

F18 for Panic Disarder (page 67)

F37 for Obsessive-Compulsive Disorder (page 72)

F70 for Anxiety Disorder Nol Otherwise Specified (page 78)

82
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F87

SUBSTANCE-INDUCED ANXIETY CRITERIA FOR SUBSTANCE-

DISORDER INDUCED ANXIETY DISORDER
CODE BASED ON INFORMATION A. Prominent anxiety, panic attacks, or
ALREADY OBTAINED obsessions or compulsions predominate in

the clinieal picture,

IF NOT KNOWN: When did the [PANIC B."There is evidence from the history,
ATTACKS/OBSESSIONS/COMPULSIONS/ physical examination, or laboratory findings
ANXIETY SYMPTOMS ] begin? Were you that either (1) the symptoms in eriterion A
already using [SUBSTANCE] or had you just developed during or within a month of
stopped or cut down your use? Substance Intoxication or Withdrawal or

(2) medication use is etiologically related

1o the disturbance.

[F88 is “~" (i.c.. not etiologically related to a substance), return to disorder being evaluated:
F18 for Panic Disorder (page 67)
F37 for Obsessive-Compulsive Diserder (page 72)
F70 for Anxiety Disorder Not Otherwise Specified {page 78)

Do you think your [PANIC ATTACKS/ C.The disturbance is not better aceounted for
OBSESSIONS/COMPULSIONS/ ANXIETY hy an Anxiety Disorder that is not
SYMPTOMS] are in any way related to your substance induced. Evidence that the
[SURSTANCE USE]? symptoms are better accounted for by an
Anxiety Disorder that is not substance
IF YES: Tell me how. induced might include:

ASK ARY OF THE FOLLOWING
QUESTIONS AS NEEDED TO RULE OUT
NONSUBSTANCE ETIOLOGY

IF UNKNOWN: Which came first, the (1) the anxiety symploms precede the
[SUBSTANCE USE] or the [PANIC onset of the substance use (or medication
ATTACKS/OBSESSIONS/ use)

COMPULSIONS/ANXIETY

SYMPTOMS[?

IF UNKNOWN: Have you had a period (2) the anxicty symptoms persist for a

of time when you stopped using substantial period of time (e.g., about a
[SUBSTANCE)? month} after the cessation of acute

withdrawal or severe intoxication
IF YES: After you stopped using
[SUBSTANCE] did the [PANIC
ATTACKS/ANXIETY SYMPTOMS)
get better?
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F89| 1" UNKNOWN: How much of (3) the anxicty symptoms are substantially | F89
ontd) | [SUBSTANCE] were you using when you in excess of what would be expected given  {lontd)
began to have [PANIC ATTACKS/ the type or amount of the substance nsed
OBSESSIONS/ COMPUILSIONS/ANXIETY or the duration of use
SYMPTOMS]
IF UNKNOWN: Have you had any other (4) there is other evidence suggesting the
episodes of [PANIC ATTACKS/ existence of an independent non-
OBSESSIONS/ COMPULSIONS/ANXIETY substance-induced Anxiety Disorder (e.g.
SYMPTOMST a history of recurrent non-substance-

related panic attacks)
I YES: How many? Were you using
{SUBSTANCE] at those times?

IfF89 is “~" (i.c., the disturbance is better accounted for by a non-substance-induced Anxiety Disorder),
return to disorder being evaluated:

F18 for Panic Disorder (page 67)

F37 for Obsessive-Compulsive Disorder (page 72)

F70 for Anxiety Disorder Not Otherwise Specified (page 78)

@ I UNKNOWN: How much did [PANIC E.The symptoms cause clinically significant

ATTACKS/OBSESSIONS/COMPULSIONS/ distress or impairment in social,
ANXIETY SYMPTOMS) interfere with your occupational, or other important areas of
life? functioning.

If F90 is “-" (not clinically significant), return to disorder being evaluated:
I'18 for Panic Disorder (page 67)
F37 for Obsessive-Compulsive Disorder (page 72)
F70 for Anxiety Disorder Not Otherwise Specified (page 78)

IF UNKNOWN: Have you had [ANXIETY ~ CRITERIA A, B, C, AND E ARE “+”
SYMPTOMS) in the past month? (MAKE A DIAGNOSIS OF SUBSTANCIE-
INDUCED ANXIETY DISORDER)

Return to disorder being evaluated:
F18 for Panie Disorder (page 67)
F37 for Obsessive-Compulsive Disorder (page 72)
F70 for Anxiety Disorder Not Otherwise Specified (page 78)
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APPENDIX G

Places of Data Collection

No. Places
1 | Jessore Medical College and Hospital, Jessore
2 | Chest Disease Clinic, Jessore
3 | New Market Chest Diseases and Asthma Center, Jessore
4 | Rangpur Medical College and Hospital, Rangpur
5 | Asthma-COPD Center, Rangpur
6 | Shahid Ziaur Rahman Medical College and Hospital, Bogra
7 | Maleka Nursing Home, Bogra
8 | Sher-E-Bangla Medical College and Hospital, Barisal
9 | H. R. Asthma Care, Barisal
10 | Sylhet M. A. G. Osmani Medical College and Hospital, Sylhet
11 | Ibn Sina Hospital, Sylhet
12 | Comilla Medical College and Hospital, Comilla
13 | Comilla Trauma Center, Comilla
14 | Chest Disease Clinic, Mymensingh
15 | Liberty Hospital, Mymensingh
16 | National Institute of Diseases of the Chest and Hospital, Dhaka
17 | Ibn Sina D Lab and Consultation Center, Doyagonj, Dhaka
18 | Anwar Khan Modern Hospital Limited, Dhaka
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APPENDIX H

Names of Data Collectors

No. Name Profession Division
1 | Sabina Islam Assistant Clinical Psychologist Rangpur
2 | Jinat Jahan Trainee Educational Psychologist | Dhaka
3 | Md. Barkatullah An-Nurany | Journalist Dhaka
4 | Jesmin Akter Lecturer of Psychology Mymensingh
5 | Shamima Khatun Trainee Psychotherapist Mymensingh
6 | Mst. Fatema Khatun B.Sc. (Hons) Student Khulna
7 | Md. Tazul Islam M.A. Student Sylhet
8 | Md. Rabiul Islam B.Sc. (Hons) Student Barisal
9 | Azizul Hakim Rumon Camera Journalist Rajshahi
10 | Md. Abul Hossain B.A. (Hons) Student Chittagong
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