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Abstract

Aims and Objectives: To estimate and compare psychiatric co-morbidities in patients of Tuberculosis
depending on duration, category of treatment and various other socio-demographic parameters.
Methodology: 240 patients of tuberculosis, between 18 to 60 years of age were taken into periodic study
between April 2015 and March 2016, for evaluation of associated psychiatric co-morbidities at 10-15days
and 55-60days after the registration under RNTCP DOTS. We collected information regarding psychiatric
symptoms using M.I.N.I. (Mini International Neuropsychiatric interview).

Result: Male to female ratio was 1.3:1, the mean age group was 32.93 years, and majority (70%) of the
patients belonged to lower socioeconomic group. Psychiatric co-morbidities evaluation in patient of
tuberculosis on the study group at 10-15 days, patient taking category | treatment 59(24.58%). Among
these 10(16.94%) had Major depressive episode, 8(13.55%) had Generalized anxiety disorder, 4(6.77%)
had Obsessive-compulsive disorder, 2(3.38%) had Manic episode,4(6.77%) had Social phobia, 4(6.77%)
had Alcohol dependence, 1(1.69%) had suicidal tendency, 4(6.77%) had Panic episode and 22(37.2%) had
no psychiatric co-morbidities. As compared to category |, other categories were significantly and
independently at high risk of psychiatric co-morbidities. Category Il group had 75.47% and category IV
group had 84% of psychiatric co-morbidities.

Conclusion: Depressive disorder is the most common psychiatric co-morbidity in patients of tuberculosis
and more severe in category IV patient, at 10-15days after registration and majority of the patient belong
to lower socioeconomic group.

Introduction World health organization estimates that 2

Tuberculosis (TB) is an infectious disease caused
by the bacillus Mycobacterium tuberculosis. It
typically  affects the lungs  (pulmonary
Tuberculosis) but can affect other sites as well
(extra-pulmonary  Tuberculosis). Overall, a
relatively small proportion of people infected with
Mycobacterium  tuberculosis ~ will  develop
Tuberculosis. Tuberculosis is a global health
problem, particularly in developing countries.

billion people have latent Tuberculosis, while
another 3 million people worldwide die each
year due to Tuberculosis. India has featured
among the 22 high Tuberculosis burden countries
and has accounted for an estimated one quarter
(26%) of all Tuberculosis cases worldwide?.
Studies have shown that the prevalence of
depression and other psychiatric disorders is high
among patients with Tuberculosis®*. Depression

Dr Mukesh Tiwari et al IMSCR Volume 06 Issue 05 May 2018

Page 1078



is a common mental illness and one of the
leading causes of disease burden affecting 121
million people worldwide. Suicide due to
depression is associated with the loss of about
850,000 lives every year °.studies report high
prevalence rates of psychiatric comorbidity among
patients with drug-resistant tuberculosis® and that
prevalence of depression significantly correlates
with severity and duration of the disease.”®

Material and Method

We will conduct an observational prospective

periodic study in which we will collect

information regarding associated psychiatric co-
morbidities at 10-15 days and 55-60 days after the
registration under RNTCP DOTS.

Criteria for Inclusion

e All patients registered under RNTCP taking
DOTS for tuberculosis at Department of
Tuberculosis and Chest diseases, S. N.
Medical College, Agra from April 2015 to
March 2016.

e Age of patients to be between 18 to 60 years.

e Patients who are able to give informed
consent.

Criteria for Exclusion

e All patients registered under RNTCP taking
DOTS for tuberculosis at Department of TB
and Chest diseases, S. N. Medical College,
Agra before April 2015 and after March 2016.

e Patients who are not able to give informed
consent.

e Patients with previous history of psychiatric
illness were also excluded from the study.

e Patients not in a physical or mental state in
which they can comprehend the questions
asked or who are not capable of giving a valid
response.

e Any patient with co-morbidities which affects
occurrence or severity of tuberculosis.

We will collect information by RNTCP DOTS

Register, regarding category of treatment such as

category-l, category-1l, and category-1V. 240

patients were selected by simple random sampling

method from outpatient department (OPD),

attending at Department of Tuberculosis & Chest
Diseases, S.N. Medical College, Agra. A
structured questionnaire was used to collect data
on socio-demographic variables such as age, sex,
residence and marital status. We will collect
information regarding psychiatric symptoms by
using Pre-designed semi-structural questionnaire
using Mini International ~ Neuropsychiatric
Interview”'® (MINI) 10-15 days and 55-60days
after the registration under RNTCP DOTS.

Table-1  Association of socio-demographic
factors, category of treatment with psychiatric co-
morbidity (At 10-15 days)

Variables psychiatric co-morbidity( % )
AGE((years)
18-30(n=123) 87 (70.73)
31-45(n=74) 61 (82.43)
46-60(n=43) 33 (75.42)
SEX
Male(n=134) 104(77.61)
Female(n=106) 77(72.64)
RESIDENCE
Rural(n=82) 52(63.41)
Urban(n=158) 128(81.65)
SOCIO-ECONOMIC STATUS
11(n=72) 51(70.83)
IV(n=110) 83(75.45)
V(n=58) 47(81.03)
MARRITAL STATUS
Married(n=164) 128(81.65)
Single (n=76) 53(63.41)
CATEGORY OF TREATMENT
Category 1(n=59) 37(62.71)
Category 11(n=106) 80(75.47)
Category 1V(n=75) 64(85.33)

The response rate of this study at both points (10-
15 days and 55-60day) was 100%, except for
those who were not fallow up at DOTS centre.
Considering those who were not fallow up at
DOTS centre the response rate of this study at end
point (55-60day) was 90.41%(217).

Results

In present study majority of tuberculosis patients
123 (51.25%) were 18-30 years age groups, 134
were male, 158 were urban, 110 patients were
SES-1V, 164 were married, 106 patients were
taking treatment of category Il. psychiatric co-
morbidities were more in 31-45 years age i.e.
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82.43%, male 1..77.61%, urban residence i.e.
81.65%, SES-V i.e. 81.03%, married i.e. 81.65
and in category 1V i.e. 85.33%.(TABLE-1)

Prevalence of Psychiatric co-morbidity has been
found to be higher in category IV patients as

depressive episode is the most common
psychiatric co-morbidity among all category of
treatment. Prevalence of psychiatric co-morbidity
significantly decreases at 55-60days as compare to
10-15days.(Table-2)

compared to category | and Il patients and Major

Table-2: Mini International Neuropsychiatric Interview AT 10-15 days and 55-60 days

Psychiatric Co-Morbidity | Category of treatment(10-15days) Total Category of treatment(55- Total
(n=240) 60day)(n=217)
| 11 v [ 1 v
No. No. No. No. No. No. No. No.
(%) (%) (%) (%) (%) (%) (%) (%)
Alcohol Dependence 4 8 2 14 3 4 2 9
(6.78) (7.55) (2.67) (5.83) (5.08) (4.35) | (3.03) (4.15)
Generalized Anxiety 8 16 10 34 7 12 9 28
Disorder (13.56) (15.09) (13.33) (14.17) (11.86) | (13.04) | (13.64) | (12.90)
Major Depressive Episode 10 26 19 55 7 18 14 39
(16.95) (24.53) (25.33) (22.92) (11.86) | (19.57) | (21.21) | (17.97)
Manic Episode 2 6 6 14 1 4 5 10
(3.39) (5.66) (8) (5.83) (1.69) (4.35) | (7.58) (4.61)
Obsessive-Compulsive 4 8 8 20 4 7 7 18
Disorder (6.78) (7.55) (10.67) (8.33) (6.78) (7.61) | (10.61) | (8.29)
Panic Disorder 4 6 7 17 3 4 5 12
(6.78) (5.66) (9.33) (7.08) (5.08) (4.35) | (7.58) (5.53)
Social Phobia 4 8 8 20 4 5 6 15
(6.78) (7.55) (10.67) (8.33) (6.78) (5.43) | (9.09) (6.91)
Suicidality 1 2 4 7 0 0 0 0
(1.69) (1.89) (5.33) (2.92) (0.00) (0.00) | (0.00) (0.00)
No Psychiatric Co- 22 26 11 59 30 38 18 86
Morbidity (37.29) (24.53) (14.67) (24.58) (50.85) | (41.30) | (27.27) | (39.63)
59 106 75 240 59 92 66 217
(100) (100) (100) (100) (100) (100) (100) (100)

Discussion

The psychological aspects of tuberculosis have
always been a topic of interest over the centuries.
Our study shows the prevalence of psychiatric co-
morbidity in patients of tuberculosis. The
prevalence of psychiatric co-morbidity in patients
of tuberculosis could be due to the various
psychosocial stresses faced by the patient like
social stigma attached to the illness, set back in
occupation, social isolation with damaged status,
lowered self-esteem, fear of spreading the illness
to others and helplessness brought about by
incapacitation due to chronic illness. Several
studies have attempted to estimate the prevalence
of psychiatric co-morbidity in patient of
tuberculosis. One study™ evaluating psychiatric
profile, personality trait of 214 Tuberculosis
patients registered on directly observed treatment-

short course (DOTS) and evaluated their impact
on treatment completion and default. Psychiatric
morbidity and personality traits were assessed by
Cornell Medical Index and 16PF personality
questionnaire, respectively. Out of 214 patients
registered, 176 (82.2%) had psychiatric
comorbidity. 150 (85.2%) had anxiety neurosis,
and 26 (14.8%) had depression. On personality
assessment, 54.1% were neurotic, 26% introverts,
15.8% extroverts, and 4.1% had other traits. A
second study'® fallowing 500 patients of
pulmonary tuberculosis undergoing DOTS therapy
to measure psychological and sociological
problems. Among psychological problems
pulmonary tuberculosis patients undergoing
DOTS therapy showed maximum results in
category of sadness due to disease(76.2%),
followed Dby feeling emotionally disturbed
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(73.2%), followed by patients loosing temper
while dealing with others (53.2%), and in the
presence of sleep disturbance (51.2%). Among
sociological problems, patients with pulmonary
tuberculosis undergoing DOTS therapy showed
maximum results in category of finding difficulty
to continue job(41.2%), followed by preferring
stay alone (39.6%), followed by not finding
cooperation from colleagues at workplace
(25.2%), followed by feeling of isolation by
friends and relatives (24.8%), and loss of job due
to disease(23.6%).

In our study, category of treatment or duration of
treatment was independently associated with
psychiatric co-morbidity. The longer the duration,
the more prominent are the psychiatric co-
morbidity. Prolonged duration of illness could
cause helplessness, can also lead to financial
burden and Patient might develop fearfulness
towards tuberculosis leading to more psychiatric
co-morbidity. It is comparable with studies by
Purohit et al**(1978), Mathai et al**(1981), Bhatia
et al®™(2000), Panchal et al®(2011), Ige and
Lasebikan et al*®(2011), and it differs from Yadav
et al*’(1980), study in which duration of illness
was not related to the psychiatric morbidity. In our
study, as compared to category | (62.71%), other
categories were significantly and independently at
high risk of psychiatric co-morbidity, such as
category Il (75.47%) and category IV (85.33%).
It is comparable with studies by Panchal et al®
(2011) and Ige and Lasebikan'®(2011).

In our study magnitude of psychiatric co-
morbidity decreased significantly across the
treatment period among Tuberculosis patients at
10-15days (75.42%) and at 55-60 days (60.37%).
This finding was similar to that reported in a study
in Ethiopia by Deribew et al*®(2013).

Conclusion

In the present study, high proportion of psychiatric
co-morbidity was observed among tuberculosis
patients. As compared to category | other
categories (i.e. Il and 1V) were significantly and
independently at high risk of psychiatric co-

morbidity. Magnitude of psychiatric co-morbidity
decreased significantly across the treatment period
among Tuberculosis patients. Age 31-45 vyears,
males, married and urban had more chance of
psychiatric co-morbidity. SES V has more
psychiatric co-morbidity compared to SES 11l and
V.

Such research has an important role in uncovering
the complex nexus between psychosocial, cultural
and physical manifestations of Tuberculosis
within and across diverse communities.
Developing methods to address psychiatric health
issues associated with tuberculosis will lead to
innovative approaches to Tuberculosis care and
prevention. Innovations might improve disease
control but may also challenge or disrupt
established control methods. Research should be
aimed at understanding the experience of people
living with Tuberculosis, their health-seeking
behavior, and their strategies for coping with
diagnosis, treatment initiation and medication
adherence within the context of their living and
social situation.
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