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I ORIGINAL ARTICLE
Clinical features and comorbidities of depression among inpatientsin a tertiary care centre
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I ABSTRACT

Background: Background: There are few studies of depression in Indian population which have looked at depression comprehensively covering various
facets in a sample population. The objective of the current study was to recognize the clinical features and comorbidities of depression among inpatients
in atertiary care centre.

Method: Thiswas an observational study inwhich 50 patients admitted with | CD-10 diagnosis of depression were assessed for clinical symptomatol ogy
and comorbidity.

Results: The mean number of somatic symptoms was 11.44 (SD 6.66), and the mean number of stressful life events over lifetime and in past 1 year
were 8.02 (SD 3.8) and 1.44 (SD 1.18), respectively. Onefifth of the sample (20%) had personality disorder; among them, mixed personality disorder
(12%) was the most common diagnosis. Most of the patients had suicidal ideation (62%) and 26% had attempted suicide during their lifetime. Majority
(60%) had atleast one psychiatric comorbidity; the most common being anxiety disorder (46%). Physical comorbidity was present in 54% of the
patients; the common diagnoses were hypertension (18%), diabetes mellitus (14%) and ischaemic heart disease (12%).

Conclusion: The current study found somatic symptoms and suicide ideation to be frequent in the sample. Also, comorbid conditions including

personality disorders are frequent in patients with depression.
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INTRODUCTION

Depression is adisorder of major public health importance,
in terms of its prevalence and the suffering, dysfunction,
morbidity, and economic burden of the individual and the
family members. The prevalence rate of depression across
studies in India varied from 1.7 to 74 per thousand
population.i*? In another popul ation-based study, the overall
prevalence was 15.1% after adjusting for age using 2001
census data.l®

Indian studies have reported depression to be more common
in younger patients,4 in women,®>8in patients hailing from
poor economic background,®”9 and in those with poor
nutritional status,® in Muslims,[® in those who are widowed
or divorced,™ thosein nuclear families*® andin urban areas.l”
Patients with depression were found to have significantly
higher number of life events prior (6-12 months) to the onset
of theillnessthan non-depressed patients.[*+*3 One study had
found higher scoreson the hardiness, apersondity trait which
correlated with lower scores on the depression scale, which
suggest that its presence doesn't allow depressive feglings to
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become more severe.l*¥ However, no study has assessed
personality disorder in detail. Most of the studies have
reported high prevalence of somatic symptoms in patients
with depression, and it has been suggested that somatic
symptoms are the most common manifestation of depression
in India.l"1>8

Some studies have eval uated depressed patientswith suicidal
ideation in particular. Significantly higher scores in the
severity of suicidal ideation, agitation and paranoid
symptoms were found in suicide attempters; whereas,
hypochondriasis and general somatic symptoms were more
common in non-attempters.!*¥ Also, depressed subjects who
attempt suicide are at higher risk of indulging in further
suicidal behaviour, compared to those who do not attempt.?!
However, it has also been shown that presence of suicidal
behaviour does not predict overall poor clinical outcome.[?4

Subjects with depression have been reported to have lesser
total sleep duration, longer sleep latency, frequent
awakenings, greater wake-after-sleep onset and offset times,
lesser sleep efficiency and tendency to wake up earlier than
controlst? Physical diseasesinvolving the muscul oskeletal,
cardiovascular and ophthalmological systemswere common
and diagnoses, in order of frequency, osteoarthritis,
hypertension and cataract were commonly seen in depressed
elder population.l?® Depression is reported to commonly
occur in patients presenting with intentional self-harm,
alcohol dependence syndrome, medical inpatients,
neurological disorders, end stage rena disorders, cancers,
chronic dermatological disorders, obsessive compulsive
disorder. Depression leads to significant dysfunction,
disability and poor quality of life.[?#?
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Although these are many studies of depression in Indian
population, few have looked at depression comprehensively
covering various facets in a sample population. The current
study was carried out with the objective to recognize the
clinical features and comorbidities of depression.

METHODS
Sudy participants

It was a cross-sectional, hospital-based observational study
carried out over 8 monthsfrom November 2010 to June 2011
at KasturbaHospital, Manipal, whichisatertiary care centre
situated in Udupi district of Karnataka state, India.
Institutional ethics committee clearance was taken prior to
the study. Sample comprised of 50 consecutive inpatientsin
age group 18-60 years, with a diagnosis of depressive
disorder according to ICD-10 at the time of evauation, of
any severity, with or without any psychiatric or physical
comorbidities, and able to read and write in English or
Kannada language and were consenting to participate in the
study.

Tools

A data sheet developed for the study was used to collect
socio-demographic and clinical details. Mini International
Neuropsychiatric Interview Plus (MINI PLUS)? was used
to diagnose depression and assess comorbid psychiatric
disorders. Standardized Assessment of Personality-
Abbreviated Scale (SAPAS), a clinician administered 8
items screening tool was used which has a scoring from 0 to
1 and total of >3 indicates personality disorder. Personality
Disorder Questionnaire, 4th Revision (PDQ-4+),1 a 100
item, self-administered, true/false questionnaire that yields
personality diagnoses consistent withthe DSM-1V diagnostic
criteriafor theaxis|| disorderswasused. To study life events,
Presumptive Stressful Life Events Scale (PSLES)*¥ was
used. It has 51 yes/no items and one additional others item,
which can be rated by the clinician as lifetime events and
eventsin past oneyear. It also generates scoresfor desirable,
undesirable and ambiguous events. To assess the severity of
depression, Structured Interview Guide for the Hamilton
Depression Rating Scale (SIGH-D)®¥ was used. Initialy it
was designed to yield a total score based on 17 of the 21
items, but several investigators have used al the 21 items.
To assess the anxiety symptoms, Structured Interview Guide
for Hamilton Anxiety Rating Scale (SIGH-A),* al4 items
clinician administered scale in which each item is scored on
a scale of 0 (not present) to 4 (severe). It has a total score
range of 0-56, where< 17 indicatesmild severity, 18-24 mild
to moderate severity, and 25-30 moderate to severe. Ratings
are based on patients' past one week's experiences. The
Kannada version of Inventory for Depressive
Symptomatology - Self Rating Scale-30 (IDS-SRS30), a
self-rated 30 item scale was used for assessing depression
symptoms. The total score ranges from 0 to 84 and based on
the scores patients can be divided into mild, moderate, severe
and very severe categories. To assess suicidality, Columbia
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Suicide Severity Rating Scale (CSSRS)!*! was used. It has
three parts, suicidal ideation, intensity of ideation and suicidal
behaviour. To assess somatoform symptoms associated with
the depressive disorder, Somatoform Symptoms Checklist
(SSC)*7 was used. It is derived from Somatoform Disorder
Schedule (SDS) and was originally developed to arrive at
| CD-10 diagnoses of somatoform disordersinthefieldtrials.
It is a clinician rated yes/ no tool evaluating 60 somatic
symptoms. The symptoms are noted as present only in the
absence of any physical cause for the particular symptom.
CORE Questionnaire ¥ was used to identify melancholia
or endogenous depression. It comprises of 18 signs
(observable features) which are rated by the clinician or a
trained observer at the end of aclinical interview. Each sign
is rated on a four-point scale (0-3). A score of 8 or more
indicates the presence of melancholic depression. Clinical
Global Impression (CGI),*¥ a three-item scale was used to
measure overall illness severity. To study the quality of life,
26-item Kannada version of World Health Organization
Quality of Life BREF (WHO-QOL BREF)“ was used. It
has four domains: physical health, psychological health,
socia relationships, and environment.

Procedure

Subjects fulfilling inclusion criteria were recruited for the
study. Written informed consent was taken from the patient
inthe presence of awitness. They were evaluated using MINI
PLUSto generate the diagnosis of depression and psychiatric
comorbidities. Socio-demographic and clinical details were
collected using the data sheet. They were screened for
personality disorder using SAPAS; those scoring >3 were
assessed for personality disorder using English/Kannada
version of PDQA4+. Psychopathology was assessed using
SIGH-D, IDS-SRS30, SIGH-A, CORE, SSC, CSSRS and
CGI-S. PSLES was used for evaluation of the life events
(lifetime and in last one year). Quality of life was measured
using WHO-QOL BREF.

Satistical analysis

The collected datawas statistically analysed using Statistical
Package for Social Sciences (SPSS) 16.0 for Windows.
Descriptive statistics was used to summarize the data: Mean
(SD) was used for continuous data and n (%) was used for
categorical data.

RESULTS

Table 1 and 2 shows socio-demographic and clinical
characteristics of the patients. The mean age of the patients
was 37.94 (SD 12.83, range 18 to 59) and mean years
schoolingwas 11.66 (SD 3.22). Femal es (54%) were slightly
more than the males (46%). Mgjority was married (76%)
and belonged to Hindu (86%) religion. Most of them were
homemakers (40%), and nearly half of the patientswerefrom
rural (48%) area and were living in nuclear family (42%).
Majority had first episode depression (60%). The mean age
of onset of illnesswas 34.66 (SD 12.52) years. Mean episode
duration was 12.98 (SD 10.39, range 1-64) weeks.
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Table 1: Socio-demogr aphic profile (N=50)

Ageinyears
Years of schooling
Family size

Gender

Marital status

Religion

Occupation

Residence

Individual income per month (rupees)

Total family income per month (rupees)

Living Arrangement

Head of the Family

Made
Female

Married
Unmarried
Separated

Hindu
Muslim
Christian

Employed
Homemaker
Student
Unemployed

Rural
Semi-urban
Urban

Nil

<5000
5001-10000
>10000

<5000
5001-10000
>10000

Nuclear
Joint
Extended
Alone

Him/herself
Others

M ean

37.94
11.66
4.78

23
27

~

24
17

30

14

17
28

21

13

17
33

SD

12.83
3.22
2.23

%
46

76
20

86

10

36
40
10
14

48

18

60

28

10

56

42
18
26
14

66
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Table 2: Clinical characteristics (N=50)

Mean SD
Age of onset in years 34.66 12.52
Total duration in weeks 184.36 290.49
Episode duration in weeks 12.98 10.39
Number of episodes 1.90 1.34
SIGH-D Score 27.06 5.75
SIGH-A Score 15.12 6.63
IDS-SRS30 Score 47.26 11.23
SSC Score 11.44 6.66
CORE Score 10.44 10.60
CGI-S Score 5.32 0.91
WHO-QOL BREF Domain Scores Physical health 17.92 3.23
Psychological health 15.48 342
Social relationships 6.46 2.27
Environmental 23.40 5.51
PSLES Score (Lifetime) Total 8.02 3.80
Desirable 2.32 1.06
Undesirable 4.14 3.18
Ambiguous 1.60 1.35
PSLES Score (Last 1 year) Total 144 1.18
Desirable 0.06 0.24
Undesirable 114 0.93
Ambiguous 0.24 0.55
n %
Diagnosis First episode depression 30 60
Recurrent depression 19 38
Organic depression 1 2
Melancholia Present 23 46
SAPAS Positive 10 20
Negative 40 80
Personality Disorder (PDQ4) Present 10 20
Personality type (PDQ4) Schizoid 2 4
Borderline 2 4
Mixed 6 12
Suicide Severity Rating Suicidal ideation 31 62
Suicidal behaviour 13 26
Actual attempt 13 26

SAPAS. Sandardized Assessment of Personality Abbreviated Scale; PDQ: Personality Disorder Questionnaire; PSLES
Presumptive Sressful Lifetime Events Scale; SSGH-D: Sructured Interview Guide for Hamilton Depression rating scale;
S GH-A: Sructured Interview Guide for Hamilton Anxiety rating scale, IDS-SR30: Inventory For Depressive Symptomatol ogy-
Self Rated; SSC- Somatoform Symptoms Checklist; CGI-S Clinical Global Impression, Severity; WHO QOL BREF: WHO
Quality of Life BREF
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Table 3: Psychiatric and physical comorbidity (N=50)

n %
Psychiatric disorder 30 60
Psychiatric diagnosis Anxiety disorder 23 46
Tobacco dependence 7 14
Alcohol dependence 6 12
Others 12 24
Physical illness 27 54
Physical diagnosis Hypertension 9 18
Diabetes mellitus 7 14
Ischaemic heart disease 6 12
Dermatological illness 5 10
CNSiillness 5 10

PNSillness 2 4

Haematological illness 2 4

Endocrinal illness 1 2
Other 11 22

CNS=Central Nervous System, PNS=Peripheral Nervous System

The mean number of stressful life eventsfaced by the patients
over lifetime was 8.02 (SD 3.8) and in past 1 year was 1.44
(SD 1.18). One fifth of the sample (20%) was positive on
screening for personality disorder using SAPAS. All of them
were diagnosed to have personality disorder when evaluated
using PDQ4+. Among them, mixed personality disorder
(12%) was the most common diagnosis, followed by
borderline (4%) and schizoid (4%) personality disorder. Most
of the patients had suicidal ideation (62%) during the
enrolment in study and 26% had attempted suicide during
their lifetime.

Table 3 summarizes psychiatric and physical comorbidity
among the patients. Majority (60%) had at least one
psychiatric comorbidity; the most common being anxiety
disorder (46%). Substance use disorder was present in one-
fourth (26%) of the sample. Physical comorbidity was present
in 54% of the patients; the common diagnoses were
hypertension (18%), diabetes mellitus (14%) and ischaemic
heart disease (12%).

DISCUSSION
Socio-demographic characteristics

Our sample had almost equal proportion of malesand females
as compared to other studies in which females are
overrepresented. Almost three-fourth of the sample were
married which is similar to previous studies.!411941-43]
Majority of the sample belonged to Hindu religion (86%)
which was similar to study by Bagadia et al.;[7 thisis a
reflection of Hindu majority populationin Karnataka. Nearly
half of the sample was from rural area (48%), similar to the
findings in Singh and Verma*® study. In the present study,
patients from nuclear family comprised of 42%, which was
lesser than the study by Raju (70%),“Y Ponnudurai et al.

(59%), but was nearly similar to study by Ramachandran
et a. (48%).[8 The study by Sethi and Sharma® did not
support the theory of increased frequency of depression in
nuclear family individuals. About 14% of patientsin present
study were living alone, which was nearly similar to
Ramachandran et al.l®

Clinical characteristics

In our sample 38% had recurrent depressive disorder, which
was higher than Bagadia et al.[*d study. The mean age of
onset of depressive illness was 34.66 (SD 12.52) years; in
the study by Bagadia et al.,'* 66% of patients had onset
between 26-45 years. The mean number of stressful life
eventsover lifespan was 8.02 (SD 3.8), whichisamost twice
that reported in Satija et al.'? study. However, the mean
stressful life event over last one year was less than previous
Indian studies.[*1#

The mean depression scores (SIGH-D and IDS-SR30) were
higher in our sample, which is a reflection of severity of
illness in hospitalised patients. Melancholia was present in
46% of the patients, which was much higher than 12.8%
reported in the study by Bagadia et al.[*? This variance in
melancholia rates can be attributed to the measure used to
ascertain melancholic features. The present study used CORE
of Parker et a.;® whereas, older studies relied only on
'melancholic symptoms' in the classification, which hasits
limitations.

The mean number of somatic symptomswas 11.44 (SD 6.66)
in our study. Previous studies have reported the prevalence
of somatic symptoms ranging from 34 to 69% using items
of HAM-D.[*842 |n our study, using a checklist for somatic
symptoms, we studied a wider range of symptoms,
systematically.

AP J Psychological Medicine Vol. 15 (2) July-Dec 2014



198

Suicidal ideation was present in 62% of the patients in our
study. Actual suicide attempters during their lifetime were
26% of the sample, which was higher than previous
studies.“>4d In a study, Srivastava and Kumar!®® recruited
60 depressed patientswith suicidal ideation, but of them only
16.67% had attempted suicide. However, in the present study
40% of the sample of the group with suicidal ideation had
attempted suicide, indicating the higher probability of
patients attempting suicide when they had the ideation.
Similarly in the study by Chatterjee et al.?® out of 20
depressed patients with suicidal ideation 50% had attempted
suicide. Mean SIGH-A scoreat baselinewas 15.12 (SD 6.63)
indicating the presence of anxiety featuresin majority of the
sample. The quality of life was poor across all the domains.

Comorbidity pattern

Most of the patients had psychiatric comorbidity (60%),
which was similar to the finding in study by Bagadiaet al.[”
and that of STAR*D study.[*? Comorbid anxiety disorder
was present in 46% of the patients, which was similar to the
findings of STAR* D study.*" Onefifth present study sample
had personality disorder, which was similar to previous
studies.[*®49 However, Bukhet a.® reported a very high
prevalence of comorbid personality disorder (>40%).
Substance use disorders were found in 26%, which included
tobacco and alcohol. Similar rates were observed in other
studies,[“5% put in the study by Bagadia et a.[ it was higher
(36.7%). Nearly half of the patients had physical comorbidity
(54%), similar to findings in STAR*D study.® The most
common conditions found in our study included
hypertension, diabetes mellitus and ischaemic heart disease.

This was a hospital based study and only inpatients were
recruited, which limits generalizability to community
population. Also, the sample size was small in our study.
Nevertheless, using several measures for comprehensive
evaluation of the patients makes our study findings robust
ascompared to previous studies. Further researchinthisarea
using outpatients, inpatients and community based patients
will make the study more pragmatic and representative of
clinical reality.

CONCLUSIONS

The current study found a wide range of somatic symptoms
and suicideideation to be frequent in the study sample. Also,
comorbid conditions including personality disorders are
frequent in patients with depression. Medical comorbidity
isalso frequently observed in patients with depression. This
study highlights the usefulness of using structured
instruments during clinical evaluation of patients with
depression, which aids in identification of conditions such
as personality disordersthat are frequently missed in routine
practice. Also, identification of medical comorbidities will
result in holistic management of patients having depressive
disorders.
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