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1. INTRODUCTION

Childhood and adolescence is a physically and emaliiy dynamic and challenging
part of a person’s life. A healthy childhood pates way for wellbeing in the present
and the future. A child’s growth and developmenhftuenced by both biological and
environmental factors. The environmental factoesaso known as the psychosocial
factors. Parenting, home and family environmenty glae major part in a child’s
psychosocial or environmental factors. Healthy pang with a good family and
adequate social support can provide a milieu falthg growth and development.
Contrarily, a disturbed childhood, broken familydampoor social structure can
predispose a child for dysfunctional mental andspta) problems during childhood,

as well as influence his/her adulthood.

Alcoholism is a global health problem with WHO estites of around 208 million
people affected around the world. This constitutd®6 of the population above 15
years of age (1). Alcoholism not only affects thedividual, but disrupts the
functioning of his entire family and the environmhanound the person. Living with a
non-recovering alcoholic can be a constant soufcgtress for the whole family. It
can affect each individual differently. Childrenrbcand raised in a family with an
alcoholic tend to have life experiences quite ddf¢ from those born in a family
without. Therefore, children of alcoholics may b®ahle to grow in developmentally

healthy ways.
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There is strong scientific evidence for alcoholismning in families and the genetic
factors which influence the growth and developn@rthildren with alcoholic family
members. Children of Alcoholics (COAs) have founds the chance of developing
alcoholism compared to children of non-alcoholltias also been seen that almost a
third of all alcoholics have had at least one pavamo is or was an alcoholic. The
capability of the non-alcoholic spouse to recowgckly from difficulties and overall
functional ability can be an important factor irdhcing the effect of problems

affecting children.

COAs (Children of Alcoholics) have more chancebéahe targets of physical abuse
and be witness to family violence. Compared to almoholic families, alcoholic
families seemingly have poorer problem-solvingi@ibd, both among the parents and
within the family as a whole. Lack of cohesion amcteased conflict develop through
mechanisms of these poor communication and proBlgmng skills and escalate in
alcoholic families. Children of alcoholics have be#escribed to be prone to higher
degrees of psychopathology in both externalizindyiaternalizing symptom domains.
This may be a result of the low self-esteem seemsacall such individuals.
Impulsiveness, sensation seeking and aggressiorresait in disruptive behavioural
problems. They also tend to be more self-consamrhush can result in a spectrum of
symptoms of anxiety and depression. This can mshifself as bed wetting,
loneliness, nightmares, reluctance to attend schpobr social interactions and
relationships. Hoarding, perfectionism and phobraay be symptoms seen in

teenagers who are COAs (2).
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COAs have more chances of being raised in an emwiemt lacking adequate
stimulation and their parents may be lacking sloliscognitive abilities to provide a
nurturing environment. This could lead to poor daktic and social adaptive
behaviours in such children. Children of alcoholiosly benefit from efforts and
adequate intervention from adults to avoid dysfiometl developmental patterns.
They can be helped to be self-sufficient and inddpat. Developing better social
skills and orientation can in turn assist them actirig emotionally hazardous
experiences and develop better long-term copiradegies. COAs can be safeguarded
from the deleterious effects of a family membeihvatcoholism if there are consistent
significant others in the family, and an adequataily functioning can be maintained.
Many times the family can cope up with these segsnd can function well. This
minimises the adverse impact on the growth and Idpueent of the child from the
family and social fronts. However, if the familys@irces are not able to keep up with
the stress demanded by the presence of an alcpti@itamily environment becomes

unhealthy and puts the child into further emoticanrad social stress.

This research aims to understand the effect ofhalcsm on a child’s behaviour, the
various addiction-related and psychosocial factomolved and to look into the
relationships between alcoholism, family functianirmand dysfunctional child
behaviour, in order to generate more effectivetefjias to counter the various

domains of child health affected by alcoholism.

16



2. REVIEW OF LITERATURE
2.1 History of Alcoholism

Humans have consumed psychoactive substances freimsioric times. However,
addiction may not have begun until humans devel@agttulture and farming (about
thirteen thousand years ago). Before that time drugditherer groups did not have
access to psychoactive substances in necessarytitgsano cause addiction or
dependence. Once humans became able to produckolaland cultivate other
addictive substances (peyote, marijuana, opiungra@ater quantities it then became
possible for addiction to ascend. Alcohol consumptias been a part of human life
since very long and has probably been the mostnsixtely available addictive
substance. There is no clear proof as to when hsinssarted manufacturing or
consuming alcohol. Honey or berries may have besed uo prepare the most
primitive alcoholic drinks (ethyl alcohol or ethdhoStone-age beer containers
unearthed, dating as back as 8000 BCE establiblaertimans have been preparing
alcoholic beverages for at least 10 millennia. [3)ere is further proof of fermented
drinks existing in early Egyptian civilization. Thehinese had alcoholic drinks as
early as 7000BCE. Indians consumed an alcoholickdextracted from rice called
Sura, in the 8 century BCE(4).

Babylonians worshipped a wine goddess as early@8 BCE. A fermented beverage
made from honey and water was one of the firsthallbo drinks in Greece to gain
regard, called Mead. Literature from Greece dutimg period was full of warnings

and advice against abuse of alcohol. Several N&tmerican civilizations produced
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alcoholic beverages before the arrival of ChrisespGolumbus in America in 1492.
“Chicha” is an assortment of fermented beveragem fthe Andes region of South
America, produced from corn, grapes or apples. Adtdcalled “spirits”) was used
mainly for medicinal purposes in the sixteenth aent The British government
passed a law encouraging the use of grain forlaigtispirits in the beginning of the
18" century. This led to a surge in quantities of gheécohol in the market and
resulted in gin drinking reaching up to 18 milligallons. This paved the way for
widespread alcoholism.

The 29" century saw a gradual change in attitudes andoappes to alcohol.
Temperance movement which typically criticized essree indulgence in alcohol,
gained popularity and slowly resulted in a drivetfatal prohibition.

Manufacture, sale, import and export of alcohol waede illegal in USA in 1920.
This led to an exponential rise of illegal tradel @ne prohibition had to be cancelled
in 1933(5). Currently, alcohol is not prohibitedrnmost countries except for Muslim-
Majority nations and some regions in India.

Therefore, in the history of human civilizationcathol has played a key role in
spirituality and religion; providing energy and ntion; delivering analgesic,
disinfectant and medicinal uses; relieving thirgtpviding relaxation; promoting
hospitality and societal organization; expanding thelight of eating; offering
pharmacological hedonism; and in general enrickivegpleasures and quality of life.
It has often been unclear what function(s) in sgccoholic drinks should have, and
this has been a subject of great deliberation. EEhdemonstrated by the launch and

later withdrawal of the ban of alcohol in many ctrigs in the past century. To date,
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there persists a difference in opinion as to whedlehol is an ‘attractive elixir’ or a
‘dangerous poison’(6). Although addiction cannotbasidered a new problem, some
people have advocated that it is a growing problangroblem of contemporary
society. Historically, addiction to chemical sulbgtes seems to rise and fall in phases.
Some cultures seem to have lesser problems witlctamd than do others. For
example, the Greek, Jewish, Italian, Spanish, Freand Chinese have a lower
possibility for alcoholism and other addictionsrit@go the citizens of America. Some
people would claim this is an indication of a gendfasis for addiction. However,
there are other equally satisfactory explanatiangte differences observed between

cultures(7).

2.2Diagnosis of Alcoholism

The definitions for diagnosis have changed oveetiiMisuse, problem use, abuse,
and heavy use refer to inappropriate use of alcafluch may produce moral,
physical or social consequences to the consumergeBidrinking is defined by
National Institute on Alcohol Abuse and AlcoholigiNIAAA) as the quantity of
alcohol leading to a blood alcohol content (BACYdd8, which would be reached by
drinking five drinks for men or four for women ovarperiod of 2 hours, for most
adults. According to them, if their alcohol intadeceeds 14 standard drinks per week
or 4 drinks per day, men may be at risk for alcaletdted problems, and women can
be at risk if they have more than 3 drinks per day standard drinks per week. A

standard drink is defined as one 5-ounce glassié,wt.5 ounces of distilled alcohol
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or one 12-ounce bottle of beer. A report in theidtatl Survey on Drug Use and
Health in 2014 found that only 10% of either bingenkers or heavy drinkers,
according to the above criteria met the criterin dwohol dependence, while only
1.3% of non-binge drinkers met this criterion, dasghe risks. A conclusion drawn
from this study is that evidence-based policies elimical preventive amenities may
effectively decrease binge drinking without neediaddiction treatment in most
cases.(8)The National Council on Alcoholism andd@Rependence, Inc. (NCADD)
and the American Society of Addiction Medicine(ASAM 1992 defined alcoholism
as "a primary, chronic disease characterized byinisimed control over drinking,
obsession with the drug - alcohol, use of alcohdpite of adverse consequences, and
variations in thought.”(9). In the past, diseasacepts of alcoholism came from the
works of Jellinek(10) and the clinical syndrome vagscribed in detail by Edwards
and Gross(11). ICD-10 published by the WHO defiDependence Syndrome to any
psychoactive substance as “an assembly of physwallpgognitive and behavioural
phenomena in which the use of a substance or a ofesubstances takes on a greater
priority for a given individual than other behawsuthat once had higher value.”
ICD-10 endorses that a definite diagnosis of deprod should typically be made
only if three or more of the following have beernséirg together at some time during
the last year:

(a) A strong craving or sense of compulsion to ooms the substance;

(b) Difficulty in controlling substance-taking behar in terms of its onset,

cessation, or levels of usage;
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(c) A state of physiological withdrawal when sulpsta consumption has stopped or
been decreased, as shown by: the distinctive vathar syndrome for the substance;
or use of the same or a closely related substanitetiae aim of getting rid of or
evading withdrawal symptoms;

(d) Evidence of tolerance, such that greater dok#dse psychoactive substances

are essential in order to attain effects formertydpced by lower doses

(e) Progressive disregard of alternate pleasurasterests because of psychoactive
substance use, greater amount of time necessabtdm or consume the substance
or to recuperate from its effects;

(f) Persisting with substance use regardless air deidence of obviously harmful
consequences (12).

DSM-IV categories of substance abuse and substiemendence are combined into a
single disorder called Substance use disorder iMB3ublished in 2013, measured

on a continuum from mild to severe. The elevenmpms listed include:

1. Alcohol is often taken in higher amounts or ovdemgthier period than was
intended.

2. There is a persistent yearning or futile effortsdecrease or control alcohol
use.

3. A great deal of time is spent in actions necessamcquire alcohol, consume
alcohol, or recuperate from its effects.

4. Craving, or a strong yearning or urge to use alcoho

5. Repeated alcohol use resulting in a failure toilfatajor role commitments at

work, school, or home.
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6. Continued alcohol consumption despite having pensior recurrent social or
interpersonal problems caused or worsened by teetsfof alcohol use.

7. Significant social, work-related, or recreationaltiaties are given up or
decreased because of alcohol use.

8. Repeated alcohol use in situations in which itnggically hazardous.

9. Alcohol use is sustained despite knowledge of leipersistent or continuing
physical or psychological problem that is likely t@ve been caused or
worsened by alcohol.

10.Tolerance, as defined by either of the followingAaneed for markedly higher
amounts of alcohol to achieve inebriation or dekieffect b) A markedly
diminished effect with persistent use of the sameunt of alcohol.

11.Withdrawal, as demonstrated by either of the foltayv a) The characteristic
withdrawal pattern for alcohol b) Alcohol (or a s&dy related substance, like

as a benzodiazepine) is taken to get rid of orcawgihdrawal symptoms.

The presence of at least 2 of these symptoms poiat alcohol use disorder (AUD).

The severity of an AUD is gradexd|d, moderate, or severe:

Mild: 2-3 symptoms present.
Moderate: 4-5 symptoms present.

Severe: 6 or more symptoms present.

22



Disorder state — Modifiers for diagnosis include:

In early remission — After full criteria for alcohase disorder were

formerly met, none of the criteria for alcohol uisorder have been met
(with the exception of craving) for at least 3 mmbut less than 12
months.

In sustained remission — After full criteria forcahol use disorder

were formerly met, none of the criteria for alcolusle disorder have
been met (with the exception of craving) duringeaigd of 12 months

or longer.

In a controlled environment — The person is intaation where access

to alcohol is restricted.

The diagnostic criteria changes in DSM 5 from DSWK-hcluded removing of
separate categories for diagnosis of alcohol ahnsedependence. The DSM-5 also
removed legal problems, but added craving as onthekleven symptoms of Alcohol

Use Disorder(13).

2.3Classification of Alcohol Use and methods to quarfii severity.

Considerable evidence has been gathered on thabilgi and validity of

contemporary classifications of alcohol dependeau# abuse/harmful use. The data
comes from research conducted in clinical, gengoglulation, and participants and
family samples in genetics studies, from US as abamples from around the globe.

The evidence is very uniform regarding the clasatfon of alcohol dependence(14).
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This diagnosis, as denoted in DSM-III-R, DSM-IVdd@&D-10, has unswervingly
been shown to be reliable and valid (15). Whilenfakr diagnostic criteria usually
identify separate categories of alcohol abuse akrdence, several studies have
employed various statistical methods which coasity suggest as many as four
homogeneous types of alcoholism: 1) a chronic/setygre, 2) an anxious/depressed
type, 3) a mildly affected type and 4) an antisbdipe (16). Shared central
characteristics have been studied extensively iderorto identify subtypes of
alcoholics. This helps in matching each of thenth® most specialized treatment
strategy. Articles which have reviewed the compnshe history of the literature on
subtypes of alcohol dependence found that theesadf attempts for this was made
by Jellinek (17). The successively more complessifecations as well as the binary
models are equated most closely with Cloninger &adbor (17). Planning and
executing treatment for alcoholics, especially irakimg decisions on use of
medications, can be helped with such classificatidtowever, there is contrasting
evidence that such typological classifications dobé oversimplifying the factors
involved and affecting the treatment of alcoholidm.summarize, such classifications
are best used in helping to create ascertainméstiarin research on psychological
and pharmacological treatment interventions (1'onvayet al reviewed the various
instruments available to quantify predispositiorata severity of addiction, based on
the testable assumption that these paradigms caiotied onto the same domain of
liability to addiction. They commented that mangessment instruments which are
used today have confirmed utility, reliability, aadlidity, but they are of limited use

for evaluating individual differences in propensityd severity. Suggestions were put
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forward that new technologies should be used ineldgng more effective

assessment tools which can look into individualedlénces and attributes which may
be hidden or missed (18). Sweetmenal identified and reviewed the currently
available comprehensive assessment tools. Theydfdbat no single tool was

adequate enough to evaluate all properties. Theyranted that it is better to refine
small number of tools which can be applied broaitiign create completely new
packages. Another strategy they suggested, whiehdcbe effective, was using
custom-built ones from time-tested and proven simginstruct scales than using ‘off-
the-shelf’ ones (19). A summary of the various sowlidely used in measuring

severity of alcohol use are listed below:

What it Item-Selection
Instrument Measures Operationalization of Severity Methodology
Addiction Severity Severity of ||Need for treatment across 6 domairSlinical judgment
Instrument (ASI) alcohol and
drug use
Alcohol Dependence| Severity of DSM symptomatology, loss of || Clinical judgment,
Scale (ADS) alcohol control, obsessive drinking style item/factor
dependence two aspects of withdrawal correlation
Chemical Use, Abuse|| Severity of DSM symptomatology Clinical judgmeﬁlt
and Dependence Scalg alcohol and
(CUAD) drug use
Drug Use Screening Severity of Consequences of drug use Clinical judgmlaant
Inventory (DUSI) alcohol and
drug use
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What it Item-Selection

Instrument Measures Operationalization of Severity Methodology
Global Appraisal of Severity of DSM symptomatology, substance Clinical judgment
Individual Needs alcohol and use frequency, behavioral
(GAIN) drug use complexity
Severity of Alcohol Severity of ||[DSM symptomatology, three aspe| Clinical judgment,
Dependence alcohol of withdrawal, rapidity of item/factor
Questionnaire (SADQ)| dependence reinstatement after abstinence correlation

Severity of Dependenc||Severity of dru({ DSM symptomatology, compulsivi|| Clinical judgment,

Scale (SDS) dependence of drug use item/factor
correlation
Substance Dependenggseverity of dru DSM symptomatology Clinical judgment

Severity Scale (SDSS) dependence

Table 1. Summary of the various tools widely usedneasuring severity of alcohol
use

2.4 Epidemiology of Alcoholism in Worldwide Populaion

The World Health Organization estimates that thare 208 million people with

alcoholism worldwide as of 2010. This constitute$% of the population over 15
years of age (20,21). The overall effect of alcollunfavourable when health
parameters are taken into account. Alcohol isedlad 3.8% of deaths worldwide and
4.6% of worldwide disability-adjusted life yearshd total burden of disease is
associated with the average amount of alcohol aordu This association is worse
for poor people and those who suffer from sociatlesion. The alcohol related
expenses add up to more than 1% of GNP in highnaiddle income countries. The

cost of social problems created by alcohol addsodhe health cost in a major way.
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(22). Alcohol consumption is one of world’s leadimgk factors for morbidity,
disability and mortality. More than 200 conditioiirted in ICD-10 have alcohol as a
causal component. It causes 3.3 million deaths atnurhis is even after adjusting
for some beneficial effect of alcohol use in lowamts described in some diseases.
The number of deaths related to alcohol is highan those described for HIV/AIDS,
violence or tuberculosis(20). In addition to Alcbldse Disorders and foetal alcohol
syndrome, which are completely attributed to aldptibere is high degree of
attribution to alcohol in hepatic diseases like dtepcirrhosis. Alcohol related liver
disease is one of the top 20 causes of death windw23,24). There are other
illnesses in addition to the above which have kss 20% of the corresponding
disease burden attributable to alcohol for mostlatattributable causes of mortality
or burden of disease categories. It adds on tovdrElwide disease burden in cancers,
tuberculosis, CVA, epileptic illnesses and hypesten-related cardiac illness (20).
The relative effect of alcohol consumption on dége&urden from neuropsychiatric
disorders is far more pronounced than its effectrmmtality. About a quarter of all
alcohol-attributable DALYs are due to neuropsyaigatlisorders contrasted with 4%
for all alcohol-attributable deaths. This is maimlye to AUDs, which cause more

disability than mortality compared to other chrodiseases (23).

2.5Epidemiology of Alcoholism in Indian population

India is a lower middle income country with a pagiidn of 1.2 billion. More than 70
percent of the population is aged 15 and abovepe3Bent of the Indian population

live in urban areas. According to WHO statisticenfr 2010, total per capita
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consumption of pure alcohol was 4.3 litres in tobal the period 2008-2010.
Considering only males, per capita consumption 8vages compared to 0.5 litres in
women. The total consumption between 2003 to 2085 &6 litres. 93% of the

alcohol consumed were spirits, 7% was beer andhass1% was wine.

Taking into consideration only people who drinky papita consumption was 32.1
litres for males, 10.6 litres for females and 2i&rés for both combined. Prevalence
of heavy episodic drinking (defined as consumptbpure alcohol, at least 60 grams
or more not less than on one occasion in the pasiays) was 1.7% in the total
population and 11% among drinkers only (3.2% malestal population and 12.9%
among drinkers; females <0.1 in population and%.among drinkers). The 1-year
prevalence rate of alcohol use disorders and alodépendence in 2010 was 2.6%
(4.5% males and 0.6% females). 2.1% fulfilled crdtéor AUDs (3.8% males and 0.4
% females). These figures were higher than the figiares in South East Asia (2.2%
AUDs and 1.7% Alcohol dependence) as reported byONRD).

Age Standardized Death Rates (ADSR) per 100,00Qlptpns due to liver cirrhosis
was 39.5 for males and 19.6 for females. Out o, thicohol-Attributable Fractions
were 62.9% and 33.2% respectively. ADSR for roadfitr accidents were 41.0 for
males and 11.4 for females. Out of this AAF wadl33and 2.1% respectively. India
scored 3/5 in the Patterns of drinking score in@®@hd 4/5 in Years of Life Lost
(YLL) Score in 2012. India lacks a clearly writtdlational Policy or National Action
plan for alcohol. The nation enforces excise taxberr, wine and spirits. National
legal off-premise and on-premise sales of alconmdicerages are decided at the State

level. Most states have varying restrictions on shé of alcohol. The maximum
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Blood Alcohol Concentration (BAC) limit anyone camave while driving an
automobile is 0.03%. There are legally binding eglirces on alcohol advertising and
marketing, product placement, sponsorship of alcohnd sales promotion.
Companies are also legally required to exhibit thealvarnings on alcohol
advertisements or containers. However even tholgliNational Government support
of community action and National Monitoring systerase in place, alcohol
consumption and prevalence of AUDs are steadilyhernrise compared to developed
countries (20).

Murthy et al in their review of substance use and addictionaketein India, reported
the prevalence rates of various types of alcohel Bdécohol use/abuse ranged from
167 to 370/1000 population, addiction/alcoholismged between 2.36 to 24.5/1000
and alcohol along with other drug use/abuse wagé @128.8/1000 (25). Reddy al
conducted a meta-analysis in which they reportesalence of overall substance use
in India as 6.9/1000. The urban rates were 5.8/18d rural were 7.3/1000. The
prevalence in males was 11.9% compared to 1.7%nmales (26). Multiple regional
studies showed comparable prevalence rates (27-29).

The National Household Survey of Drug Use in Ind&s the first systematic effort to
document the nation-wide prevalence of drug ustaund that alcohol (21.4%) was
the primary substance used (apart from tobaccépweld by cannabis (3.0%) and
opioids (0.7%). 17 to 26% of alcohol users qudlifior ICD- 10 diagnosis of
dependence, converting to an average prevalena@bait 4%. Different states of

India showed marked variation in alcohol use prewed. Current use was lowest in
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Gujarat at 7% and highest (75%) in Arunachal Prlad&sbacco use prevalence was
high at 55.8% among males, with maximum use iratiegroup 41-50 years (30).
The National Family Health Survey(NFHS) providegights on changing trends in
substance use reflecting increasing alcohol usengnmoales between NFHS2 and
NFHS3. Increasing trends on Alcohol use by femalas revealed in the GENACIS
study where close to 6 % of females reported alco$® in the past one year (31).
Studies have reported the implication of alcoha wsth brain injury (20%) and all
injuries in casualty setting (60%) (32). Of totayphiatric emergencies, substance
related ones formed 1.6% (33).

Bhowmick et al reported that co-dependency in spouses of alcahbhd significant
correlation with severity scores of substance @4¢. (Various studies from India have
examined coping behaviour, personality and riskoiacfor deliberate self-harm in
spouses of alcoholics and found significant assiocia and correlations (35-37).
Singh and Balhara compiled a review of Indian rege&n co-occurring psychiatric
disorders and alcohol use disorders in 2016. Al tota35 relevant studies were
included in the review. The majority of the studvesre done among males with only
one being entirely conducted among female subje&lso females, even when
included, formed only a small fraction of the olesample except for the studies
among relatives of individuals with substance ussorders, where females have
represented a substantial proportion of study stdjelikewise, all the studies
comprised of adult subjects, and no study repontad performed among children,

adolescents or elderly. Almost all the studies ha@en conducted among treatment

30



seeking populations. Only few have explored dusbiers in the general population
(38).

In addition, these studies have investigated onlymited geographical region. A

cross-sectional observational design has been insdte majority of the published

studies with only a few studies which used a casdrol design. Some studies have
followed up study subjects prospectively. Case nspare only a handful and only one
RCT, the findings of which are yet to be publish&tiere are no comprehensive
reviews, and the reviews which have been publighete examined only selected

issues related to dual disorders (39).

2.6 Studies on alcohol use disorders and comorbidsychiatric disorders from

India

Studies on patients with co-occurring alcohol ds®rders and psychiatric disorders
have concentrated mainly on the prevalence of uarjsychiatric disorders among
alcoholics. Alcohol use disorders have been shawhatve remarkably high rate of
psychiatric comorbidity. It is commonly reportedathalcohol dependence is co-
prevalent with mood disorders, anxiety spectrunordiers and sexual dysfunction.
Most studies have reported on specific psychiattisorders such as ADHD,

psychosis, mood disorders, anxiety spectrum dissraied sexual dysfunction, others
have explored the prevalence of more than one payichdisorder. Generally, it is

seen that those who abuse alcohol lead more sitdisgs and suffer from cognitive

impairment. Studies done on diverse population ggoave uniformly noted such

impairment on assessment. Multiple comorbiditiee dragnosed frequently. The
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prevalence of mood disorders ranged from 26% to &L¥ss reviewed studies.
Depressive disorders were reported as a commordgceded comorbidity. The

presentation of anxiety spectrum disorders rangenvden 10% and 45.8% and
contained agoraphobia and panic disorders. Psykhakédisorders are prevalent in
patients with alcohol dependence and individualsgdently reported multiple

complaints of sexual dysfunction. It has also bedserved that symptoms of
depression, anxiety and stress have existed betoee onset of alcohol use.
Vulnerability to developing alcohol use disorders individuals with ADHD and

ADD have been demonstrated through retrospectiatysis. A variable course has
been reported regarding alcoholic hallucinosis @lenith a large constellation of
symptoms, which are different from those of schimepia. Studies have also plotted
the course of schizophrenia and substance use apatiggts with dual disorders and

have discovered a significant association betwieernwo (39).

Vohraet al evaluated alcoholics in a tertiary care centre fauohd a prevalence of
76% of comorbidity. Of the cases, 52.1% had magpression, 58.3% had cluster B
personality disorder and 21.7% had alcohol indupsgchosis (40). Singlet al
conducted a case control study of 100 alcoholias reported 92% prevalence of
comorbidity. Depression was present in 26% followgdASPD in 21% and phobia in
16% (41). In 2010, Kumaat al reported a prevalence of 64.8% which included other
psychoactive substance abuse (54.2%); mood disd&®0%); anxiety disorder

(45.8%); and psychotic disorder (25.0%).
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2.7Epidemiology of Child Psychopathology

2.7.1 International Studies

Up to 2 out of 10 children are affected by mentahlth problems worldwide.
Between 15 to 30% of Disability Adjusted Life Yean® lost in the first 30 years of
life, contributed by neuropsychiatric disorders )(42A systematic review of
worldwide, community-based research done by Megkanet al revealed a
prevalence of approximately 25% in the last yeavalence and 33 % lifetime
prevalence of mental disorders in children and est@Ents(43). Another
comprehensive review revealed that the number sémations in population-based
studies in children increased 4-fold in studiesween 1993-2002 when they
compared those published between 1980-1993. Themysalggested that 25-33% of
young people are projected to have psychiatricrdess in their life time, according
to DSM (44,45). Rates of approximately 10% havenbeeported to meet the
Substance Abuse and Mental Health Services Admatish (SAMHSA) criteria for

a Serious Emotional Disturbance (SRD)(45,46).

Depressive Disorders Though studies before 2004 have shown a wideateage
rate of major depression (0.2% to 17%, median = A&yer studies show it to be
somewhere between 0.6 to 3.0% (43). Some followstyalies of children in the
community have shown rates as high as 23.2 to 43’38 prevalence of sub-
threshold disorders like minor depression and dsspoa, not otherwise specified was
found to be higher than major depression. Howenates of dysthymia reported were
comparatively lower than major depression. Whilestmstudies have described no

differences between boys and girls of preadolesagatin prevalence of depression,
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some have shown higher rates in preadolescent bogentrast, depression is higher
in adolescent girls than boys. This difference rwds till middle adulthood. The
average age of onset of MDD and depressive disoreigorted in longitudinal studies
is between 11 to 14 years. Increased prevalenddd after 11 years of age is
substantiated by evidence from prospective resealdta from the Oregon
Adolescent Depression Project reported incidencdepfession to increase from 1 to
2% at age 13 to 3 to 7% at age 15. This increaseflescted throughout early adult
life. No differences between either sexes were seesverage age of onset in the
National Comorbidity Survey (43,47). Significantffdrences and associations

between social class and ethnicity have been regantvarious studies (48).

Bipolar Disorder: The lifetime prevalence in children from commyrsamples have
been reported as ranging from 0 to 2.1% for BPAD ar2 to 0.4% for hypomania
(43). These rates are similar in males and femdlles. current/1-year prevalence in
children between 14-18 years in the community vegmorted to between 0 to 0.9%
(44,49). Lewinsohmt al reported that incidence of BPAD is highest at 1drgef age
for both boys and girls. This rate gradually desesalater in age (50). Soutukbal
reported incidence rates ranging from 1.7 to 2.2 18,000 per year (51). Strong
associations of BPAD with other childhood disordé ADHD, ODD, Conduct,
disruptive and anxiety disorder) have been obseirvedominent studies (43,50).
Anxiety Disorders: Costelloet al reviewed all anxiety disorders in children and féun
a wide prevalence range (2 to 24% median = 8%)G2peralized Anxiety Disorder
and Social Anxiety Disorder are the most prevatksdrders in children compared to

panic disorder and obsessive compulsive disordaichware seen rarely below 12

34



years of age. Girls are found to have more anxdetgrder across all age ranges. This
is similar to what is seen in adults. No substamlifierences in age of onset is seen
between boys and girls (43). However, rates of etgxilisorders increase sharply in
girls starting at 5 years and continues going upubh adolescence. Boys show a
rather gradual increase which levels off later molascence. Therefore, higher
degrees of anxiety are seen in girls by age 6. iblafecant differences attributed to
social class or ethnicity is reported in anxietsodders (53).

Behavior Disorders

ADHD: Costelloet al reported a point prevalence ranging from 1.7 td8%yin
ADHD (median = 4%)(45). ADHD is undoubtedly morenmmon in boys than girls.
This has been observed by multiple studies (4464-Broehlichet al found that
poorer children are twice as likely to have ADHRrhwvealthier ones (54).

Conduct and oppositional disorder: Costelloet al reported the 12 month prevalence
of disruptive behaviour disorders to range betw&e% (median = 6%) (44).
Conduct disorder is clearly more prevalent in bogsipared to girls, with as much as
3 to 4 times higher rates reported in many studiresontrast, such a difference is
unclear in the case of oppositional defiant disoxdigh some studies showing higher
rates in boys and some others showing similar peeca (57). Younger onset of
disruptive disorders show poorer prognosis withnger age of onset associated with
more aggressive behaviours (58). Community-basstlest show high occurrence of
ADHD along with conduct disorder. Boys with ADHDedlikely to have early age of
onset of conduct disorder as well. Similarly, m@odl anxiety disorders also seem to

have a strong association with disruptive behasisorders (57).
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Substance Use DisordersCostelloet al reports that the prevalence of alcohol/drug
use in community-based research of adolescentgesametween 1 to 24% (median =
5%) (44). Studies show variable gender differerafesibstance use. While Angadt

al reported equal rates in males and females (59)eiRod al observed higher rates

in males (60). Merikangaat al reported SUDs (Substance Use Disorders) to be more

common in white youths and distributed equally bgial class of parents (61).

2.7.2 Indian Studies

India has a large population of children. Accordinghe census in 2011, about 160
million children are between 0 to 6 years of agaisTconstitutes close to 15 % of the
population. Children between 0 to 14 years form 3ff%he total population. About
25% of India’s population are adolescents. 35-5@%he total global population is
constituted by children and adolescents from Lowl &mddle Income Countries
(LAMIC). Up to 50% of all psychiatric disorders liietime is found to start before

the age of 14(62,63).

Malhotra and Patra in their meta-analysis foundawerage prevalence rate of child
and adolescent psychiatric illness in India to 6% in the community and 23.33%
in the school population(62). Hackett et all ieithstudy in 1999, found a projected
prevalence of 9.4 %. They found disorders to b@aated with male sex, muslim
religion, lower socioeconomic status, poor educated parents, poor academic
performance and reading and vocabulary deficiteyTdid not find associations with
malnutrition or perinatal problems (64). Malho@taal studied 963 students of school

going age (4-11years) and found 6.33% prevalencpsg€hiatric illness. Teachers
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and parents’ assessment rated the prevalence aghiéx17 and 7.48% respectively.

Enuresis was the most common disorder found (65).

Srinathet al studied 2064 children in Bangalore aged 0-16 yedus were selected by

stratified random sampling from urban middle-clasban slum and rural areas. Total
prevalence of psychiatric disorders found was 12(5%308% on 0-3 years and 12.0%
in 4-16years). Differences between children fromriotes living areas were

insignificant. The described the frequencies of kmn disorders found in the age
group. Only 37.5% of families recognized problemsheir children. Physical abuse
and psychiatric disorder in parents showed posiéigsociations with disorders in

children (66).

Malhotraet al reported the annual incidence of psychiatric pnaoisleas 18per 1000
per year. Children with and without disorders oltofg-up did not differ significantly

in their sociodemographic or psychological chanasties at the time of enrolling for
the study (67). Multiple epidemiological studiemked at psychiatric morbidity of
children in various populations and settings anthtbthat conduct disorder, enuresis

and ADHD were the most commonly diagnosed (68—71)

Depression Srinath et al reported that depressive episodes occurred in (1%
children in the 4 to 16 year age group (66). A sresctional study of 1120 adolescent
students showed that adolescents who had acadéess svere at 2.4 times higher
chance of depression than adolescents withoutasistitess (72). MK Nair reports the
prevalence of depression among adolescents amongrgrcare child health services

setting in India as 11.2%(73).
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Anxiety: Nair et al reported the prevalence for all anxiety disordershildren of a
rural community population in India. They used nplé criteria for prevalence
including international and DSM. The prevalence nating different measures ranged
between 8.6% to 25.8%. Prevalence was uniformlyhdrigin girls. All anxiety
disorders, separation anxiety disorder and socigiesy disorder showed significant
gender differences. Panic disorder and generaingtbty were significantly higher in

older children (74).

ADHD: Gada reported a study of 321 primary school cérdoetween 5-10 years of
age. The prevalence of ADHD was found to be 8.1Tke ratio of boys to girls was
7.6:1. ADHD was significantly associated with ageup 8 to 10 years in boys and in

the total sample. The ADHD had significantly marsttborn children (75).

Conduct Disorder. The prevalence of conduct disorder varies amdrgg Ihdian
studies, with Deivasigamast al finding prevalence rates of 11.13%,(68) and Sarkar
etal. 7.1% (73). Malhothrat al had reported a prevalence of 4.94% in a retrosect
clinical study (74). Srinathet al had found a low prevalence of 0.2% in an
epidemiological study (64). In a school going papioin, Sarkheét al had reported a
prevalence rate of 4.58% (75). Jayaprakeisdl reported 7.5 times higher prevalence
of CD in boys (88%) compared to girls. Comorbid érinetic disorder was found in
45% of children. 70% of them had childhood onsethef illness and of them 66.7%
had presence of comorbidity. The childhood onseugralso had higher severity of

symptoms, family history of psychopathology and @anment of functioning (76).
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Substance useSystematic review of 15 studies across India aded5 yrs. showed
a median prevalence of tobacco use (ever userbet®8.2 per cent; 14 per cent
among males and 6.3 per cent among females (773.fzan the National Household
Survey (NHS) by United Nations Office on Drugs a@dme (UNODC) in 2002
encompassing urban and rural areas of 24 Statésdif, revealed a prevalence of

21.4 per cent of alcohol use among men aged 18 twsl (78).

2.8 Risk Factors affecting Childhood Psychopatholog

Merikangas in their comprehensive review of epiddogy of childhood psychiatric

illness enumerated an array of risk factors whiah be broadly classified as child
characteristics, family and parent characterisacsl neighbourhood and broader
contextual influences. Child characteristics inelwgrious sociodemographic factors,
ethnicity, neurocognitive capacity, medical comdity, pregnancy and birth-related
exposure to illness, nutritional status, exposwrdoiins, and adverse life events.
Family and parent characteristics described includarious demographic

characteristics, like age, education, socioeconostétus, parental psychiatric and
medical morbidity of parent, type of family and fiémfunctioning. Parental

psychiatric morbidity constitutes one of the masportant risk factors and significant
predictors of child psychopathology. Some studiagehalso shown aggregation of

broad categories of psychiatric disorders in faas{#3).
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2.9Psychopathology in children of people with mentallness

A number of studies in the psychiatrically ill haskown that, children of patients
with mental illness are at higher risk of develgpmajor mental illness or exhibiting

behavioral problems during childhood (79). Mattggatli Remschmidt discussed how
the higher risk of mental illness in children of mly ill parents is attributable to

both genetic factors and the dysfunctional inteoacbetween parent and child due to
the parental disorder. These families have higlsr of child abuse and face more
adverse factors. Genetic and psychosocial factaesact in a bidirectional manner.
Genetic factors have a role in regulating the éftécadverse environments factors
(80). Growing up with a mentally ill parent creagemajor quantitative and qualitative
risk for children that is connected with multipleental and developmental risks in
children. Examples of such outcomes include a highf@ant mortality risk, insecure

infant attachment, developmental delays and dissrdeinternalizing and

externalizing disorders , negative long-term outecend the development of severe
psychiatric disorders (81). Connell and Goodmamremad the relative strength of the
association between psychopathology in mothersugeliathers and the existence of
internalizing and externalizing disorders in cheldr Associations were stronger
between maternal than paternal psychopathologyth@doresence of internalizing

(but not externalizing) problems in children. Relas were regulated by variables
that highlight theoretically relevant differencestween psychopathology in mothers
versus fathers (e.g., age of children studied, dfpearental psychopathology) and by

variables linked to methodological dissimilaritiesross studies (e.g., method of
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assessing psychopathology in parents and childsg®e of sample recruited and
familial composition) (82).

2.10 Psychopathology in Children of Alcoholics

2.10.1 International Studies

Children who live with non-recovering alcoholicspexience greater amounts of
discord within the family. The prevalence of alcldim among adults over 18 years
of age is approximately 7%. Still, most COAs do dewelop alcoholism or other
substance abuse problems, and most of them doewvelap any kind of behavioral
problems or psychiatric iliness at all. This disegvhas led to an intense interest in
identifying risk factors or pathways that lead tther psychopathology or health, so
that valuable prevention and treatment strategias be developed (83). COAs score
poorly on measures of intellectual-cultural ori¢iota, independence, family cohesion
and, active-recreational orientation. Many childegnalcoholics (COAs) encounter
other family members as distant and non-commumieathildren of alcoholics may

be disadvantaged by their inability to grow in depenentally healthy ways(84—87).

In as early as 1983, Anderson and Quast identifsédfor the development of mental
health and chemical dependency in children of abohfamilies and described
innovative intervention/prevention strategies emplg cognitive behavior
modification principles to understand and overcapsetting feelings (88). West and
Prinz reviewed studies on children of alcoholicgpds published between 1975 and
1985, to explain the association between parertalhal dependence and child
psychopathology. They identified methodologicallpems in this body of literature

and categorized their substantive results arougldt @reas of outcome: (a) substance

41



abuse, truancy and delinquency; (b) hyperactivitg eonduct disorder; (c) cognitive
functioning; (d) somatic problems; (e) dysfunctibfzamily interactions (f) depressive
and anxiety symptoms; (g) physical abuse; anddbipsinadequacy. The literature as
a whole maintained the argument that parental aleoh is linked with an amplified
incidence of child symptoms of psychopathology, contrast with no increased

incidence in offspring of non-disturbed parents)(89

Sheret al in 1991, concluded that COAs reported more alcamal drug problems,
higher alcohol expectancies, greater levels of Wehal under-control and
neuroticism, and more psychiatric distress in r@fato non-COAs. Compared to non-
COAs they also showed lower scholastic accomplisttraed poorer verbal ability.
COAs were given Diagnostic Interview Schedule atd@hagnoses in more frequency
than non-COAs. Behavioral under-control and alcobgpectancies mediated the
relationship between paternal alcoholism and oiifigpalcohol involvement. There
were few gender vs. family history interactionseevthough gender differences were
found. The effects of family history of alcoholisnere similar for men and women.
Greater family history effects for women was shomhren gender effects were found.

(90).

Steinhausen, Johnson and Leff reviewed the extersmmailable literature on children
of alcoholics and concluded regarding the varioisk ifactors the children of
alcoholics face and the implications and vulnerghbib various behavioural problems
of their own. COAs are at risk for a variety of plems that may comprise of

behavioral, psychological, neurocognitive defi¢g%,92).
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Leiberman updated the review of literature on aeidof alcoholics. One of four

children in the United States lives in a family wdethe child is exposed to
alcoholism. He reported that children of alcoholi€©As) are at risk of developing
alcoholism, 2 to 10 times more than non-COAs (&ldies that have attempted to
identify risk factors that facilitate the raisedInerability and the protective factors
that control the risk have been reviewed in thipgna Factors involved include
antisocial personality disorder in parent, extemvaj behavior, internalizing

symptoms, positive and negative alcohol-related eetgncies and differential

response to the influences of alcohol.

Christensen and Bilenberg in their study in Darmisiidren of alcoholics found that in
the subjects scored higher on symptoms on 17 otheofL18 items on CBCL. Girl
children had higher scores than boys in most itggids showed higher scores for
internalizing disorders and depression when theharovas the alcoholic. When the
father was the alcoholic, it was the boys who shibweher scores on the same
domains. These children demonstrated higher riskafing clinically significant
scores on depression, internalizing and socialasea. Half of the children performed
comparably well as the average reference popula@eerall the study suggests how
even though the children of alcoholics are clearlyigh risk group, they might have

diverse consequences due to the effects of alahah parents (93).

However, Schuckiet al found no significant relationship between a fanhilgtory of
alcoholism and childhood diagnoses of oppositiomalnduct or attention deficit

disorders or with behavioral checklist summary esorHowever, they found that
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children with alcoholic relatives apparently havslightly larger propensity for drug
abuse or dependence than those without relativescomhsume alcohol (94). Dulee

al reported that the adjusted odds ratio for eaclegoay of Adverse Childhood
Experiences (ACE) was approximately 2 to 13 timeghédr if either the father,
mother, or both parents abused alcohol comparqeetsons who grew up with no
parental alcohol abuse. Those who grew up with Ipaitents as alcoholics had the
highest chance of ACEs. The mean number of Advetsi@lhood Experiences for
persons with no parental alcohol abuse was 1.4sd kath alcohol abuse in father
only had 2.6. Children with alcohol abuse in mothad 3.2. When they had both

parents as alcoholics the number was 3.8 (95)

Ohannessiart al measured psychological symptomatology and clinitadjnosis in
adolescents with alcoholic parents with and withowomorbid drug
use/psychopathology. They found that when pargstathopathology was absent, the
adolescents with parents with only alcohol useraitishow higher psychopathology
than children with parents with no psychopatholdggwever, those who had parents
with alcoholism along with drug use or depressibavged higher psychopathology.

When all 3 were present the risk of psychopatholegyg highest (96).

Casas-gilet al found that COAs were at higher risk of lower iigence, failing a

grade, poor academic performance, skipping schayd,dand dropping out of school
(97). McGrath demonstrated that COAs received losarool grades than did their
non-COA peers. COAs with two alcoholic parents @@As with at least one parent

diagnosed alcohol dependence showed particulasy doades. Parental alcohol
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dependence was also associated with lower mathesmient scores. Evidence
indicated that adolescents' task orientation medidhe relation between parental
alcohol dependence and adolescent grades, anddrefvaeental alcohol dependence

and adolescent math achievement (98)

2.10.2 Indian Studies

Naranget al in 1997 looked at temperamental characteristicspmychopathology of
children of alcoholics and found statistically sfgrant differences between children
of alcoholics and non-alcoholics. There was sigaiftly higher conduct disorder,
physical illness with emotional problems, anxiespmatization in COAs. On the
temperament measurement schedule, rhythmicity, maod persistence had
significant negative correlations with psychopatigyl whereas distractibility and
activity had positive correlations (98). Reioal found that children of alcoholics had
higher rates of malnutrition and chances of physalause compared to normal
children (99). Cognitive deficits in COAs were ass&d by Silvat al and they found
higher scores in higher risk children in areasygdractivity, impulsivity, inattention,
conduct, oppositional defiant disorder (ODD), dfitamdeficit hyperactivity disorder
(ADHD) and total externalizing symptoms score. Thaynd significantly lower P300
amplitudes in frontal leads of high risk individsahich led to speculation of higher
externalizing or disinhibitory/disruptive behaviesy(l00). Muralidharanet al
described dysfunctional electrophysiological fuoeing in the cerebral cortex of
high-risk patients and found that they had considlgr greater mean externalizing
symptoms scores (ESS) than lower risk subjects tlae@d was a significant negative

correlation between ISP (ipsilateral silent perioddlowing single-pulse TMS)
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duration and ESS. These preliminary findings sutggethat high risk subjects have
relative impairments in cortico-cortical and trasigmsal inhibitory mechanisms. The
resulting condition of CNS hyper excitability mag letiologically related to the
excess of externalizing behaviors noted in this utetjpon, which might be a
predisposition to a higher risk of developing eamset alcoholism (101). Mahaéb

al compared the parent and child relationship in C@Ad non-alcoholic parents.
Substantial difference was found in parent-chiltatrenship, in the domains of
symbolic punishment, rejecting, objective punishtpnelemanding, indifference,
symbolic incentive, love, and neglect for fathem. the child’s relationship with
mother, significant difference was found in the @amms of symbolic sentence,
rejecting, object punishment, indifference and eeg(102). Stanley and Vanitha
compared adolescent COAs and non-COAs for seleestnd adjustment. COAs had
poorer self-esteem. and poorer adjustment in athalos than non-COAs. This
differences in the authors’ opinion was probablye dto higher stress and
dysfunctional domestic environment in families dD&s. They recommended better

psychosocial intervention in population of COAs3)1L0

Raman et al looked in to psychopathology, neurodevelopment dadily

environment of children of alcoholic parents andurfod that they had higher
externalizing than internalizing scores. COAs haorsg scores on neurocognitive
assessments. The family environment of COAs wese déscribed to be higher in
dysfunctional features in multiple domains (104).d case-control study on school
dropouts in children of alcoholics, the number ofial dropouts was significantly

higher (45.31%) in the children of alcohol-deperidean in contrast to 22.47% in the
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teetotallers/social drinkers’ children. In the stuptoup, there was an elevated number
of school dropouts among boys (52.73%) as comptregirls (35.37%). Parental
illiteracy and school dropout children showed digant statistical association in both

the groups (105).

2.11 Conclusion

Alcohol use and disorders are a leading publicthgabblem. Alcohol misuse in poor
and deprived communities is particularly deletesiasg the scant financial incomes of
the family needed for food, health care, and edoicaare diverted to alcohol.
Alcoholism is a disease — one that involves anldienices every member of the family
in a devastating way. As the entire family revolaesund the alcoholics’ actions and
deeds, the COAs are often second best, and thdrexfig problems are often invisible.
One in four children is exposed to family alcohbluse or dependence. A widespread
volume of research has been shown on the psyclabsoorrelates, cognitive,
behavioral, and emotional aspects, psychologigattianing, nutritional neglect and
physical abuse, social competence, dysfunctionalilyaenvironment, and alcohol
abuse in children of alcoholics, although fairlwfestudies have talked about the
severity of alcohol use and its relationship withildhood psychopathology while
looking into family functioning in families with abholism. Alcoholism and its effect
on patients, families and society continue to ren@achallenging area which requires

further exploration as well as intervention.
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3. AIMS AND OBJECTIVES

3.1 Aim: To assess the psychopathology and family functgpr@imong children of

male patients with alcohol dependence

3.2 Objectives:

1. To estimate the prevalence of psychopathology ild@n of male patients with
alcohol dependence

2. To assess the family functioning in families ofaddol dependent patients

3. To assess the sociodemographic and substance eddated factors associated
with child psychopathology in families of patiemigh alcohol dependence

4. To compare the family functioning in children wigimd without psychopathology

in families of alcohol dependent patients.

3.3 Hypothesis:

1. Child psychopathology is associated with specificcie-demographic and
substance abuse related factors in families oépttiwith alcohol dependence.
2. There is poorer family functioning in children wigsychopathology in families of

alcohol dependent patients

48



3.4 Null Hypothesis

1. There is no significant association between chigcpopathology and specific
socio-socio-demographic and substance abuse relaetdrs in families of
patients with alcohol dependence.

2. There is no significant difference in the familyn@iioning in children with and

without psychopathology in families of alcohol degent patients.
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4. MATERIALS AND METHODS

The study was done in the Department of Psychiatrghristian Medical College,
Vellore. Approval for the study was obtained frohe tinstitutional Review Board
Research and Ethics Committee of Christian Medizdlege, Vellore, Tamil Nadu.
4.1 Setting

The participants of the study were enrolled from ttepartment of Psychiatry of
CMC, Vellore. The department offers treatment farious psychiatric disorders
including alcohol dependence syndrome. The agepgafupatients attending the
clinic is above 18 years. The patients mainly fraim Vellore and adjoining areas,
various parts of Tamil Nadu, nearby states of KerAhdhra Pradesh and Karnataka.
as well as from distant North Indian states likestM@engal, Jharkhand, Assam and
Chhattisgarh. Some patients come from foreign ac@mstlike Bhutan, Nepal,
Bangladesh and the countries from the Middle EHsé diagnosis and treatment is
offered by the consultant Psychiatrists and thénera doctors, with the help of
Psychologists, Occupational therapists and Nurses.

4.2 Study Design

A cross sectional observational study design whewed for this study.

4.3 Participants

4.3.1 Inclusion Criteria

4.3.1.1 Parent:

Father: Diagnosed with Alcohol Dependence Syndrome acdngrtb ICD-10 clinical

criteria;
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Three or more of the following have been existiogether at some time through the
preceding year:

(a) A strong craving or sense of compulsion to ooms the substance;

(b) Difficulty in controlling substance-taking behar in terms of its onset,

cessation, or levels of use

(c) A physiological withdrawal state when substacgesumption has stopped or been
decreased, as shown by: the characteristic withalrayndrome for the substance; or
consumption of the same or a closely related sobstavith the aim of getting rid of
or evading withdrawal symptoms

(d) Evidence of tolerance, such that greater dos#dse psychoactive substances

are essential in order to attain effects formertydpiced by lower doses

(e) Progressive disregard of alternative pleasorésterests because of psychoactive
substance use, greater amount of time necessabtdm or consume the substance
or to recuperate from its effects

(f) Persisting with substance use regardless drateidence of obviously harmful
consequences.

Mother: staying with child for at least past 6 months

4.3.1.2 Child:

1. Children of age group 6 to 18 years (Random selecby picking lots,
if multiple children in specified age group in safamily)
2. Children with their primary caregivers (parents)

3. Child staying with mother for the past 6 monthsd(aot in hostel)

All participants conversant in either English, ThariHindi
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4.3.2 Exclusion Criteria

1. Presence of severe sensory special sensory impdjrorganic impairment
or below moderate level of intellectual disabilitychild assessed clinically.
2. Informed consent/assent not obtained.

3. Current major mental illness in mother.

4.4 Sampling Technique

The sampling technique used for this study was gmive sampling technique.
Consecutive patients presenting in the PsychiatADQvith Alcohol Dependence
Syndrome were identified. Those who fulfilled theteria after the inclusion and

exclusion criteria were applied were recruitedtfe study.

4.5 Sample Size

The required sample size to show that the prevel@icpsychopathology among
children whose father was alcoholic was found td. b@ children with 7.5% precision

and 95% confidence limits

Prevalence

Single Proportion — Absolute Precision

Expected proportion 0.18
Precision 7.5

Desired confidence level (1- alpha) % 95

Required sample size 110
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Risk Factors

Regression Methods — Multiple Logistic Regression

Proportion of disease 0.18
Anticipated odds ratio 2.5
Power (1- beta) % 80
Alpha error (%) 5
1 or 2 sided 2
Multiple correlation coefficient of the exposure 20.
Required sample size 108

4.6. Variables Studied

4.6.1 Dependent Variable: Psychopathology as assessed by Child Behaviour

Check List (CBCL)

4.6.21 ndependent variables:

1. Socio-demographic variables of child and family rbens: age, gender,
religion, socio-economic status, residence, edoali level, occupation of
primary caregiver, type of family (nuclear/ joinjumber, age and gender of
siblings, birth order of the child.

2. Alcohol related variables: Presence of comorbidsgyerity index, duration of
alcohol dependence, current use, periods of alnstne

3. Family functioning variable as assessed by McMasiamily Assessment

Device (MFAD)
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4.7 Data Measures

The following Instruments were used to collect data

4.7.1 Sociodemographic and Clinical Data Form (\deexure 1)
4.7.2 Modified Kuppuswamy Scale (vide annexure 2)

4.7.3 McMaster Family Assessment Device (vide Anmex3)
4.7.4 Child Behavior Check List (CBCL) (vide annex4)

4.7.5 Addiction Severity Index (vide annexure 5)

4.7.1 Sociodemographic and clinical data form

A sociodemographic and clinical data form was desigin a semi-structured format
to gather the various sociodemographic and clirdes4ils of the patient with alcohol
dependence syndrome and family members for theystladhe initial part, the patient
particulars were entered like the study serial nemnbame, hospital number, age, date
of birth, religion, mother tongue, residence, oatign, educational level, marital
status, number of children, type of family, fam#jze, socioeconomic status and
distance from treatment setting. In the second panical information was recorded,
which included duration of alcohol dependence, quriof abstinence, current use,
previous/ current hospitalizations, presence ofcpsygric comorbidity/ additional
substance abuse and presence of medical comorbitigy third part was child-
related information which included age, genderthbarder, current educational level,
presence of previously diagnosed psychiatric pratdad presence of any psychiatric

illness in the family. In the fourth part, inforn@at related to the mother was

54



recorded. This included age, educational levelupation, period of time mother was
staying with the child and presence of any prepdggnosed psychiatric illness in
mother. The approximate time required for collegtdata for sociodemographic and

clinical data was about 15 minutes.

Socioeconomic status

4.7.2 The Modified Kuppuswamy scale (with revisedhicome ranges for 2014).

This scaledetermines the socioeconomic statuseofaimily based on the education,
occupation of head of the family and per capitame per month. Originally created
by Kuppuswamy in 1976 (99), the form underwentsmris in 2003, 2007, 2012 and
2014. Each of the three domains has seven itenasiged in decreasing order of
score. One item is selected from each domain, lemddrresponding scores are added
to give a total score, which is graded in 5 lewelsepresent socioeconomic status

from lower (score of less than 5) to upper (scdreoto 29) (100).

Family Functioning

4.7.3 McMaster Family Assessment Device:

The McMaster Family Assessment Device (MFAD) (10ik) a 60-item self-report
instrument intended to evaluate a number of chargtits of family relationships
established based on the McMaster model view oflyafiunctioning(102). Items are
phrased to represent both effective (e.g., “We &aelepted for what we are.”) and
problematic family functioning (e.g., “There arddmf bad feelings in the family”).

Those taking the interview rate how well each stetiet describes their family;
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response options comprise sfongly disagree, disagree, agree, andstrongly agree.
Items are reverse scored as needed, such thatr highescore worse is the family
functioning. The FAD general functioning scale veasred and according to Ryan
al a score of 2.00 or above indicates problematic lfafanctioning. The higher the
score, the more problematic the family member peesethe family's overall
functioning (103). In addition to a General Fuantng Index, the MFAD generates
scores on six dimensions namely problem solvingnroanication, roles, affective

responsiveness, affective involvement, and behalveamtrol.

The MFAD has been widely used in research as veelrad clinical practice. Uses
include: (1) screening to detect families experniegicproblems, (2) recognizing
specific domains in which families are experiencpr@blems, and (3) evaluating

change following treatment.

Child psychopathology

4.7.4 Child Behaviour Checklist (CBCL):

CBCL was developed by Thomas A. Achenbach for assest of problem behavior
in children. The latest version was published iQ220t is divided into two parts — one
for the age group of one and a half to five yeau$ second from six to eighteen years.
CBCL for the age group between 6-18 years has LE3topns with Likert scoring
options. A score of 0 coding for ‘not true’, 1 cogifor ‘somewhat or sometimes true’
and 2 coding for ‘very true or often true’. Itsha male and female scoring sheet. The
raw scores are added up to obtain the domains xibasy withdrawn depressed,
somatic complaints, social problems, thought pnwisle attention problems, rule
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breaking behavior, aggressive behavior, other probl It is also divided into
Internalizing and Externalizing behavior along wéotal score indicating presence
or absence of any psychopathology. The CBCL 6-118yearsion also has an option
of DSM —IV oriented scales. The six DSM-Orientedal®s include: (1) Affective
Problems (major depressive disorders and Dysthym{@) Anxiety Problems
[Generalized Anxiety Disorder (GAD), Separation Aaty Disorder (SAD), and
Specific Phobia], (3) Attention Deficit Hyperactyi Problems (Hyperactive-
Impulsive and Inattentive subtypes), (4) Conduati®ms [Conduct Disorder (CD)],
(5) Oppositional Defiant Problems [Oppositional iaat Disorder (ODD)], and (6)

Somatic Problems (Somatization and Somatoform Dess).

Severity index for alcohol dependence

4.7.5 Addiction Severity Index:

Addiction Severity Index (ASI) was developed by Mdlan and co-workers in 1980
(104), the ASI has been translated into seventaegulages and was designed to be
administered by a skilled assessor. The versiorently in use is the"5edition which
was published in 1992 (105). This is a semi stmactunterview intended to provide
vital information about characteristics of the Ig€ patients that may influence their
substance-abuse problems. It has been shown tedbel @specially in diagnosis and

treatment of alcohol use problems.

The Addiction Severity Index (ASI) delivers a compensive summary of substance-
related problems instead of focussing on one sSpeaikta. It has 200 queries on 7
subscales/subdomains. The sub domains are methtas,semployment and support,

other drug use, alcohol use, legal status, fanuitydd status, and psychiatric status.
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These functional areas have been extensively \tatlddo be associated with
substance use and are central to understandingahldependence. In each domain,
individual data is collected regarding frequenayration and severity. ASI takes into
consideration the various aspects of each subdoaléts characteristic over the
lifetime and in the 30-day period before the inieww This is based on the knowledge
that severity of substance related problems arerbéected when life events before,
during and subsequent to substance use are takrconsideration. Within each
subdomain, ASI provides 2 ratings. First is a 10ypeeverity rating determined by
the interviewer. This is a rating of lifetime prebils. Second, is a multi-item,
composite score which can be calculated manuallgasr be computer-generated

(106). This is a rating of severity of problemghe past 30 days.

The ASI has been used extensively in both clin@slwell as research setting.
Clinically, ASI can help in creating an excellenatipnt profile at the time of
admission, which the treating team can use for todng progress and planning
treatment. Researchers have used ASI for calcgléie mean and composite scores
along with individual variables for assessing measuwf improvement over time
within groups and between groups. It is also udefbllow up points for assessing
outcomes of treatment. ASI has shown excellentitgland reliability across diverse
patients and treatment setting worldwide. Reliaphias been shown to decrease when
patients have severe psychiatric illness (107). &8l also been found to be more cost
effective, less formal and a better problem-dir@cpproach compared to Structured

Clinical Interview for DSM-III-R (SCID) (108).
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4.8 Data Collection Procedure

All data were collected by the primary investigatexcept for the alcohol-related
clinical variables which were collected by an indegent assessor. The sources of
information were, the father with alcohol dependesgndrome, mother of the child
and occasionally the child. The patients were miisgd as having Alcohol
Dependence Syndrome by the Psychiatrists usinel0 criteria. They were then
referred to the primary investigator by the tregtiRsychiatrist. Inclusion and
exclusion criteria were applied and suitable casigisl were recruited for the study
after obtaining the consent from the parents asdrasrom the child when feasible.
To reduce bias, the data were collected in theofollg order. At first the
Sociodemographic and clinical data sheet was ahpf@lowed by the Modified
Kuppuswamy Scale, then the Child Behavior ChedKiBCL), followed by
McMaster Family assessment device and then thec#iddi Severity Index. The
conversion of the CBCL raw scores to T score temeine caseness, was done by an
independent assessor after data collection, inrdodeeduce bias. The time taken to
complete each case was between 40 minutes to 1 hour

4.9 Statistical Method

All the quantitative variables were summarized gsinean with standard deviation.
Mean scores of family functioning and mean and casitp scores of various domains
addiction severity were calculated. Correlationlgsia was done between the mean
scores and the composite scores. Bivariate asalyas done to assess the association
between the independent variables and the pres#ndeild psychopathology using

chi- test for categorical variables and the studeest or Mann-Whitney U test for
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continuous variables. Univariate logistic regressi@as done for variables found to

significant in the bivariate analysis. All data waasalysed using SPSS version

4.10 Ethical issues

The study was conducted only after it was apprand accepted by the Institutior

Review Board and Ethics Committee of Christian MatCollege, Vellore

Written informed consent from the patients and temtassent from the child w

taken before proceeding to recruit the child fa $tudy.

4.11 Algorithm

Setting: Psychiatry Out Patient
Department of CMC Vellore.

If both consent and assent is
obtained, then recruited in the study.

a4

Filling up of Sociodemographic Data
Sheets and administering Modified
Kuppuswamy Scale with revised
income ranges.

Preparation of Final Thesis Document.

Consecutive cases diagnosed by
Psychiatrist as Alcohol Dependence
Syndrome according to ICD-10
Criteria who have children between 6
to 18 years of age, from December
2015 to September 2016.

Obtaining consent from primary
caregiver and assent from the child or
adolescent for participation in the
study.

Primary outcome variable assessed
first ie, Child Behaviour Check
List(CBCL).

Data entry and Statistical analysis.

Application of Inclusion and Exclusion
Criteria.

NS

Providing information sheet and
clarifying doubts if any.

Family functioning assessed with
McMaster Family Assessment Device.

NS

Administering Addiction Severity
Index.

Figure 1. Algorithm Showing Methodolog)
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5. RESULTS

The crosssectional study was done in the Psychiatry depanttimieChristian Medica
College, Vellore, India from March 2016 to SeptemB616. A total sample of 7
patients with alcohotlependence syndrome along with their spouse and wi@re
recruited during the study peri

Strobe diagram of the study

Diagnosed with Alcohol Dependence Syndrc
according to ICI-10 Criteria who have childre
between 6 to 18 years of age

(n=93)
I
<
Inclusion Criteria met fo
recruitment in stud Excluded from study (n =
(n=91)
/
Declined 4 ) .
Participation in Reason for exc[usmn:
Study Informed Consent anc Current major
Assent obtained ‘ mental illness in
(n =19) Mother (n = 2)
( (n=72)
-
4 A

Number of participants interviewed with Sociodemographic |

Sheet, Modified Kuppuswamy Scale with revised income rai

Child Behaviour Check List(CBCL), Family functioning asses

with McMaster Family Assessment Device and Addiction Sev
Index. (n =72)
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5.1 PATIENT DEMOGRAPHICS

Table 1: Socio demographic characteristics of patidiagnosed with alcohol
dependence syndrome.

Variable Frequency (n) Percentagt %
Religion
Hindu 58 80.6
Christian 11 15.3
Muslim 3 4.2
Mother Tongue
Tamil 62 86.1
Hindi 1 1.4
Telugu 7 9.7
Saurashtra 1 1.4
Urdu 1 1.4
State
Tamil Nadu 66 91.7
Andhra Pradesh 6 8.3
District
Within Vellore District 44 61.1
Outside Vellore District 28 38.9
Education
llliterate 5 6.9
Primary School 4 5.6
Middle School 26 36.1
High School 22 30.6
Intermediate or post High School 5 6.9
Graduate or Post Graduate 10 13.9
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Occupation
Unskilled worker 17 23.6
Semiskilled worker 6 8.3
Skilled worker 27 37.5
Clerical, Shop Owner, Farmer 15 20.8
Semi-Profession 1 1.4
Profession 6 8.3
Income
Rs. 1866-4446 8 11.1
Rs. 4447-9248 27 37.5
Rs. 9249-13873 19 26.4
Rs. 13874-18497 8 11.1
Rs. 18498-36996 7 9.7
>/= Rs.36997 3 4.2
Socio-Economic Status
Upper 2 2.8
Upper-Middle 13 18.1
Middle/Lower-Middle 27 37.5
Lower/Upper-Lower 30 41.7
Variable Mean Standard
Deviation
Age of Patient (years) 40.14 5.70

Most patients (80.6%) came from a Hindu backgroand majority of them (86.1%)
were from Tamil-speaking families. 91.7% of patsgeimt the study were from Tamil
Nadu and the rest were from Andhra Pradesh, mosherh from within Vellore
district (61.1%). Patients were mostly educatedaipniddle school or high school
and were predominantly skilled workers, clericdd jwlders, shop owners or farmers.
The largest group of patients were from a Lower/iplpwer socioeconomic status
family followed by Middle/Lower-middle socioeconoorstatus
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5.2 CLINICAL CHARACTERISTICS OF PATIENT

Table 2a: Clinical Characteristics of the patiertbhvalcohol dependence

Variable Mean Standard
Deviation
Duration of alcohol dependence (years) 12.19 6.68
Frequency | Percentage (%)
(n)
Presence of psychiatric morbidity

Present 30 41.7
Absent 42 58.3

Group of psychiatric morbidity if present*

Mood Disorder 2 6.7
Psychosis 12 40.0
Other Substance Use 12 40.0
Others 4 13.3
Presence of Medical Comorbidity
Present 18 25.0
Absent 54 75.0
OP/IP Status

OoP 61 84.7
IP 11 15.3

Past Treatment for Alcohol Dependence
Yes 20 27.8
No 52 72.2

Recent Alcohol Use in the last 30 days
Present 71 98.6

Absent 1 1.4
Frequent Intoxication

More than 15 out of 30 days 68 94.4
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Less than 15 out of 30 days 4 5.6

Number of Delirium Tremens

0 58 80.6
1 13 18.1
2 1 1.4
Comorbid Nicotine Dependence
Present 17 23.6
Absent 55 76.4

*n only of patients with psychiatric morbidity

The mean age of patients in the sample was 40.D4530). They had a mean
duration of 12.19 years (SD 6.68) of alcohol depece. Majority of patients did not
have any psychiatric comorbidity. Of the patientsowhad psychiatric morbidity,
psychosis and other substance use formed the migders. Only 25% of patients
had comorbid medical problems. Most of the patiemése treated as outpatients.
However, 72% of them never had any past treatnwraltohol dependence. Almost
all the patients seen had consumed alcohol inase30 days and most of them had
taken alcohol to the point of intoxication morenhb days in the last month. 19.5%
of the patients had an episode of delirium trenfensvhich they had to seek medical

help. Comorbid nicotine dependence was preser.t;h % of all patients.
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Table 2b: Addiction Severity Index Scores- Compositores and Interviewer rated
mean scores

Variable Mean Median SD

Composite Medical 0.11 0.00 0.24
ASI

Composite 0.42 0.29 0.28
Employment/Support
ASI

Composite Alcohol 0.67 0.7! 0.17
ASI

Composite Drug ASI 0.01 0.00 0.06

Composite Legal ASI 0.41 0.00 0.14

Composite 0.31 0.30 0.23
Family/Social ASI

Composite 0.13 0.00 0.24
Psychiatric ASI

Mean Medical Status 1.11 0.00 2.26
Interviewer rating
ASI

Mean 2.74 2.00 2.76
Employment/Support
Status Interviewer
rating ASI

Mean Alcohol Status 6.46 7.00 1.83
Interviewer rating
ASI

Mean Drug Status 0.11 0.00 0.94
Interviewer rating
ASI

Mean Legal Status 0.58 0.00 1.82
Interviewer rating
ASI

Mean Family/Social 2.79 3.00 2.04
Status Interviewer
rating ASI

Mean Psychiatric 1.42 0.00 2.55
Status Interviewer
rating ASI

All patients were interviewed to rate on the AddintSeverity Index which has both
composite scores as well as Interviewer rated scamreeach subdomain. The mean,
median and standard deviation for each of theseesare depicted in Table 2b. All
the scores had a non-parametric distribution.
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Table 2c: Correlation of ASI means and compositeesc

Variable Mean Composite Spearmans | p value
Scores scores rho
(means) (means)
Medical ASI 1.11 0.12 0.99 0.000
Employment/Support 2.74 0.42 0.71 0.000
ASI
Alcohol ASI 6.46 0.68 0.79 0.000
Drug ASI 0.11 0.01 0.57 0.000
Legal ASI 0.58 0.41 0.94 0.000
Family/Social ASI 2.79 0.311 0.83 0.000
Composite 1.42 0.13 0.98 0.000
Psychiatric ASI

p value taken significant at <0.05

There was significant correlation between the inéver rated means and the
composite scores for all subdomains
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Figure 1. The distribution of means scores and @it scores of ASI
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5.3 CHILD DEMOGRAPHICS

Table 3: Sociodemographic characteristics of chidiof patients with alcohol
dependence

Variable Mean Standard Deviation
Age of Child (years) 11.69 3.56
Variable Frequency (n) Percentage (%)

Gender of child

Male 41 56.9
Female 31 43.1
Birth Order

1 40 55.6
2 24 33.3
3 8 11.1

Child Education
Primary School (1-4) 25 34.7
Middle School (5-7) 15 20.8
High School (8-10) 23 31.9
Intermediate (11 & 12) 9 12.5

The mean age of children was 11.69 (SD 3.56) ardsthidy population had more
boys than girls. Majority of them selected by ramdselection were the first born in
their family. Their educational status was fairigually distributed among primary
middle, high school and intermediate levels. Ma&jorof them had psychiatric

illnesses in their extended family, dominated blgssance use, followed by psychotic

illnesses.
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5.4 MOTHER AND FAMILY RELATED VARIABLES

Table 4: Characteristics of the mothers of childrestudy

Variable Mean Standard Deviation
Mother's Age (years) 34.07 5.30
Period of time Mother currently 11.57 3.53
staying with Child (years)
Frequency Percentage (%)
(n)
Mother's Education
llliterate 5 6.9
Primary School 12 16.7
Middle School 20 27.8
High School 23 31.9
Intermediate or Post-High School 7 9.7
Graduate or Post-graduate 5 6.9
Mother’'s Occupation
Unemployed/Homemaker 36 50.0
Unskilled worker 15 20.8
Semi-skilled worker 8 11.1
Skilled worker 5 6.9
Clerical, Shop owner, Farmer 4 5.6
Semi-profession 1 1.4
Profession 3 4.2
Type of family
Joint 12 16.7
Nuclear 39 54.2
Extended 21 29.2
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Number of Children

1 4 5.6
2 47 65.3
3 20 27.8
4 1 1.4
Psychiatric Morbidity in extended
family
40 55.6
Present
32 44.4
Absent
Group of Psychiatric iliness in
family
4 10.0
Psychosis
36 90.0

Substance Use

The mean age of the mothers was 34.07 (SD 5.30)arDaverage they had stayed
11.57 years (SD 3.53) with the child. Majority dletmothers were educated up to
middle or high school. Half of them were either nmpdoyed or homemakers.

Majority of families were nuclear and consisted2othildren. There was psychiatric

morbidity noted in more than half of the extendadhily, with the most common

comorbidity being substance use.
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5.5. ASSESSMENT OF RAMILY FUNCTIONING

Family functioning was assessed using McMaster'snifya Assessment Devic
(MFAD). It is a 60 item se-repot questionnaire aimed at evaluating a numbe
aspects of family relationships based on McMastedehof family functioning. Thi
rating is done on a Likert scale from 1 to 4. ThDFgeneral functioning scale w.
scored and a score of 2.00 or above iates problematic family functioning. Tl
higher the score, the more problematic the familgntber perceives the family
overall functioning. Mean, median and standard alesm are describe

Table 5a: FAD General Functioning Sc

Variable Mean Median Standard Deviation
FAD General Functioning 2.43 2.30 0.79
Score

Figure 2: Distribution of General Functioning Scone the study populatit

O

I I I I T
1.0 1.4 20 245 30 345 40

FAD General Functioning Score
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Table5b:

FAD General Functioning Score Number (n) Percentagén)
Problematic family functioning 47 65.3

(G F Score>2.00)
Non-problematic family 25 35.7
functioning (G F Score <2.00

Almost 2/3° of the study population had problematic family dtianing as rated by
the general functioning score.

Figure 3: Pie Chart showing proportion of problemand non-problematic family
functioning in study population

FAD GFS
Problematic
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5.6 PSYCHOPATHOLOGY IN CHILDREN IN SAMPLE POPULATI

Child psychopathology was assessed by using ClaltaBiour Checklist (CBCL) for
children aged from 6 to 18.

Table 6: CBCL domains and Psychopathology

CBCL Domain Psychopathology Present | Psychopathology Absent
(n/%) (n/%)
Anxious/Depressed 7 (9.7%) 65 (90.3%)
Withdrawn/Depressed 8 (11.1%) 64 (88.9%)
Somatic Complaints 1(1.4%) 71 (98.6%)
Social Problems 5 (6.9%) 67 (93.1%)
Thought Problems 0 (0%) 72 (100%)
Attention problems 3 (4.2%) 69 (95.8%)
Rule-Breaking 6 (8.3%) 66 (91.7%)
Behaviour
Aggressive Behaviour 4 (5.6%) 68 (94.4%)
Internalizing 8 (11.1%) 64 (88.9%)
Problem
Externalizing 6 (8.3%) 66 (91.7%)
problem
Total Problem 10 (13.9%) 62 (86.1%)
Behaviour

The children of alcoholics predominantly showedgb®pathology in the subdomains
of anxious/depressed, social problems, rule-bregkiehaviour and aggressive
behaviour. 11.1 % of children had clinically sigoé@nt internalizing behavioural
problems and 8.3 % of children had externalizingawsoural problems. 13.9% of
children had clinically significant overall problelmehaviours. There were no children
with substance abuse in the sample as noted byfispgeestions in this regard on the

CBCL.
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5.7 ACCEPTABILITY OF DATA FOR PARAMETRIC ANALYSIS

The acceptability of the continuous variables fargmetric analysis was initially

carried out and has been depicted in table 7. lk®rvariables found not to have a

normal distribution, Non — parametric analysis (Maihitney U) was conducted for

the continuous variables.

Table 7: Frequency distribution of continuous Viales

Variable Mean Median SD Skew |Standard | Kurtosis | Standard
ness | error of error of
skewnessg kurtosis
Ageofpatientin | 4041, | 3900 | s570| 0750 0283 088 0.554
Years
Monthly Family
. 11986.11| 10000.00| 9651.67| 2.409 0.283 6.299 0.559
Income in Rs.
Distance from
treatment centre in 56.9167 40.00 68.39 2.786 0.2838 9.96 0.55
Kms
Family Income 4.54 4.00 269 | 1678 0283  1.556 0.55¢
Score
Duration of alcoho A
. 1..12.19 12.00 6.68 0.00Y 0.283 -1.13 0.55¢
dependence in years
Maximum period o
abstinence in 3.04 0.00 7.75 3.03% 0.283 9.094 0.55¢
months
Age of Child 11.69 11.50 3.56 0.152 0.288 -1.326  550.
Age of mother 34.07 34.00 5.30 1.026 0.283 2.264 559.
Period of time
mother Staying witf 11.57 11.00 3.53 0.220 0.283 -1.27 0.55¢

child

p value taken as significant for <0.05
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5.8 COMPARATIVE ANALYSIS
The dependent variable in our study was Psychopmgiroas assessed by Child
Behaviour Check List (CBCL). Comparative analysessvdone with the Total CBCL
clinical and non-clinical groups with the followingriables.
1. Socio-demographic variables of patient, motherfanaly, and child variables
2. Alcohol related variables

3. Family functioning

Sociodemographic variables of patient

Table 8a: Comparison of categorical sociodemogapairiables of patient with
Clinical and Non-clinical groups of child psychopaliogy (CBCL)

Variables CBCL Total Clinical
Clinical Non clinical P value
N % N %
Religion
Hindu 9 90.0 49 79.0
Christian 1 10.0 10 16.1 0.662
Muslim 0 0 3 4.8
Mother Tongue
Tamil 8 80.0 54 87.1
Hindi 0 0 1 1.6 0.160
Telugu 1 10.0 6 9.7
Saurashtra 1 10.0 0 0
Urdu 0 0 1 1.6
State
Tamil Nadu 10 100 56 90.3
Andhra Pradesh 0 0 6 9.7 0.304
District
Within Vellore District 6 60.0 38 61.3
Outside Vellore District 4 40.0 24 38.7 0.938
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Patient Education
llliterate 0 0 5 8.1
Primary School 0 0 4 6.5
Middle School 6 60.0 20 32.3 0.409
High School 3 30.0 19 30.6
" Gehool Diploma. | 1| 00 | 4 | s
Graduate or Post Graduate| O 0 10 16.1
Patient Occupation
Unskilled Worker 1 10.0 16 25.8
Semi-Skilled Worker 2 20.0 4 6.5
Skilled Worker 5 50.0 22 35.5 0.490
Clerical, Shop Owner, Farmg 2 20.0 13 21.0
Semi-Profession 0 0 1 1.6
Profession 0 0 6 9.7
Patient Psychiatric Morbidity
Morbidity present 7 70.0 23 37.1 0.050
Morbidity absent 3 30.0 39 62.9
Patient medical comorbidity
Present 3 30.0 15 24.2 0.694
Absent 7 70.0 47 75.8

p value taken as significant for <0.05

For the sociodemographic variables of patients aitlohol dependence, the presence
of psychiatric morbidity in patient was found to hlessociated with child
psychopathology (p value 0.050). There were 2 ptiavith mood disorders, 4
patients with psychosis and 1 patient with comouitter substance use in the group
of patients with alcohol dependence who had a child psychopathology. Since the
numbers of each of the individual psychiatric dikys was small, further analysis

was not done.
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Table 8b: Comparison of categorical sociodemog@phriables of mother, family

and child with Clinical and Non-clinical groups diild psychopathology (CBCL)

Variables CBCL Total Clinical
Clinical Non clinical P value
N % N %
Mother’s Education
llliterate 0 0 5 8.1
Primary School 2 20 10 16.1
Middle School 2 20 18 29.0 0.680
High School 5 50 18 29.0
Intermediate or Post High 1 10 6 97
School Diploma
Graduate or Post Graduate 0 0 5 8.1
Mother’'s Occupation
Unemployed 8 80 28 45.2
Unskilled worker 1 10 14 22.6
Semi-skilled Worker 0 0 8 12.9 0.435
Skilled Worker 0 0 5 8.1
Clerical, Shop Owner, Farmg 1 10 3 4.8
Semi-Profession 0 0 1 1.6
Profession 0 0 3 4.8
Type of family
. 0.228
Joint 3 30 9 14.5
Nuclear 3 30 36 58.1
Extended 4 40 17 27.4
Family psychiatric morbidity
Present 5 50 35 56.5 0.703
Absent 5 50 27 43.5
Group of psychiatric illness in
family
. 1 20 3 8.6 0.426
Psychosis
Substance Use 4 80 32 91.4
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Socio-Economic Status
Upper 0 0 2 3.2
Upper Middle 1 10 12 19.4 0.442
Middle/Lower Middle 6 60 21 33.9
Lower/ Upper Lower 3 30 27 43.5
Family Income
1 10 7 11.3
Rs. 1866-4446
Rs. 5547-9248 4 40 23 37.1
Rs. 9249-13873 3 30 16 25.8 0.772
Rs. 13874-18497 2 20 6 9.7
Rs. 18498-36996 0 0 7 11.3
>/= Rs.36997 0 0 3 4.8
Gender of Child
Male 6 60 35 56.5 0.833
Female 4 40 27 43.5
Child education
. 0.681
Primary (1-4) 5 50 20 32.3
Middle (5-7) 1 10 14 22.6
High School (8 -10) 3 30 20 32.3
Intermediate (11 & 12) 1 10 8 12.9

p value taken as significant for <0.05
For the sociodemographic variables of mother, fanaihd child compared with

clinically significant psychopathology in CBCL, tigewere no significant variables.
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Table 8c: Comparison of continuous sociodemographrtables of patient, mother
and family with Clinical and Non-clinical groups diiild psychopathology (CBCL)

Variables CBCL Total Clinical p value
Clinical Non clinical
Standard Standard
Mean Deviation Mean Deviation
Age of patientin years | 41.40 5.91 39.94 5.69 0.455
Monthly 'I:r?rF‘;'S'y Income | 9350 | 362246 | 12419 | 10252.63 | 0.347
Family Size 7 2 5 2 0.017*

Duration of Alcohol

Dependence in years 14.80 5.88 11.77 6.75 0.156*
Age of Child in years 11.1 3.7 11.8 3.6 0.573
Age of Mother in years 35.00 3.92 33.92 5.50 0.554
Period of time mother
currently staying with 11.00 3.77 11.66 3.52 0.586

child in years

Note: * sign, p value given using non-parametricl&Vhitney U test

p value taken as significant for <0.05

For the continuous sociodemographic variables efpéitient, child and mother, there
was significant association found between famiiesand child psychopathology. No

other variable was found to be significant withldhusychopathology.
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Alcohol related variables (ASI)

Table 9a: Comparison of mean ASI scores with Ciihend Non-clinical groups of
child psychopathology (CBCL)

Variable Clinical Non- U statistic
Clinical
(mean p value
rank) (mean
rank)
Mean Medical Status 0.70 1.18 295.00 0.737
Interviewer rating ASI
Mean 3.70 2.58 250.00 0.315
Employment/Support
Status Interviewer rating
ASI
Mean Alcohol Status 7.20 6.34 214.500 0.112
Interviewer rating ASI
Mean Drug Status 0.00 0.13 305.00 0.688
Interviewer rating ASI
Mean Legal Status 0.30 0.63 304.000 0.858
Interviewer rating ASI
Mean Family/Social Status 4.50 2.52 144.500 0.006
Interviewer rating ASI
Mean Psychiatric Status 3.50 1.08 159.000 0.002
Interviewer rating ASI

p value taken as significant for <0.05

The interviewer rated mean values of ASI domainswad significant association
with child psychopathology in Family/social and Etsiatric domains. Other variables

were not found to be significant with child psychtmlogy.
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Table 9b: Comparison of composite ASI scores withi€al and Non-clinical groups

of child psychopathology (CBCL)

. Non-
Clinical | cjinical
(mean U statistic p value
rank) (mean
rank)
Composite Medical ASI 0.0580 0.1263 290.000 0.654
Composite
Employment/Support ASI 0.5332 0.4032 236.500 0.229
Composite Alcohol ASI 0.7693 0.6599 148.500| 0.008
Composite Drug ASI 0.0400 0.0055 288.000 0.301
Composite Legal ASI 0.0000 0.0477 275.000 0.268
Compos'teA;?m"y/ Social | g 4730 0.2850 | 166.500| 0.019
Composite Psychiatric ASI 0.3406 0.1009 152.500| 0.001

p value taken as significant for <0.05

There was significant association of clinical casédschild psychopathology in
composite scores of ASI in Alcohol, Family/sociadaPsychiatric domains. No other

variables were found to be significant with chiklyphopathology.
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Family Functioning assessed by MFAD
A comparative analysis was done for Total CBCL ickh and non-clinical groups

with the FAD problematic and non-problematic fanfipctioning groups.

Table 10: Total CBCL clinical and non-clinical gpsiwith the FAD problematic and

non-problematic family functioning groups

Variable Problematic | Problematic Family X p
Family Functioning Present
Functioning
Absent
n n
Total CBCL
Clinical 0 10 6.177 | 0.013
Non-Clinical 25 37

p value taken as significant for <0.05

Problematic family functioning was seen in 10 cas#is child psychopathology. Chi-
square test showed value of 6.177 which had afgignt p value at 0.013.

CBCL
Total
s Clinical
M Ciinical

I Mon clinical

40

307

Count

209

o

Present Ahsent

FAD GFS Problematic Family Funetioning

Figure 3: Distribution of cases with problematicmily functioning and non-
problematic family functioning
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5.8 UNIVARIATE LOGISTIC REGRESSION ANALYSIS

Table 11 Univariate logistic regression analysisféxtors significant on comparative
analysis associated with child psychopathology

p value taken as significant for <0.05

Variable 95% CI for OR

OR Lower | Upper| p-value
Family size 1.23 0.96 1.57 | 0.106
Paternal psychiatric morbidity 3.96 0.93 16.82| 0.063
Composite Alcohol ASI 262.8 0.65 |107177 0.06
Composite Family/Social ASI 39.42 1.65 940.8| 0.023
Composite Psychiatric ASI 33.04 2.66 |409.39 0.006
Mean Alcohol ASI 1.37 0.87 2.17 | 0.175
Mean Family/Social ASI 1.64 1.13 2.38 | 0.010
Mean Psychiatric ASI 1.35 1.07 1.70 | 0.010
FAD score 33.78 2.29 1499.40 0.01

Constant added in equation

The variables which were found to be significanthe initial comparative analysis
were analysed further using logistic regressionthim univariate logistic regression,
we found that the mean ASI scores for Psychiatmenain and Family/Social

continued to show significant associations withla&chpsychopathology, with an

estimated one and a half times higher chance dfl ghsychopathology if these
domains were more affected. While the similar A®imposite scores and FAD
showed extremely high odds ratio which appearedifsgignt, based on the extreme
rates and wide confidence intervals, this was riksly explained by the inadequate
sample size of cases and score variance ranging Zevo to one. In view of this, a
further multivariate regression was not attempidee other variables like family size

lost their significance.
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6. DISCUSSION

The study aimed to look into the prevalence of pepathology in children of
alcoholic patients. It also aimed to assess thalydomctioning in families of alcohol
dependent patients. Various factors associated etiild psychopathology and how
sociodemographic factors, substance abuse relat#dré and family functioning in
these families were assessed. The findings of tilngdy swill be discussed under the
headings of sociodemographic characteristics, gbslgchopathology and associated
sociodemographic factors, child psychopathology addiction related factors and

finally association of child psychopathology anchily functioning.

6.1 Sociodemographic and clinical characteristics

As the participants were selected from the psyohi¢partment of a tertiary referral
hospital. The religious, language and state-wisdridution of the sample was
representative of the population presenting to tleistre. All patients were married
gentlemen with at least one child who was betwed®8 §ears of age, as defined by
the inclusion criteria of the study. Majority ofetim came from lower/upper-lower or
Middle/lower-middle socioeconomic status. The mage of alcoholic patients was
40.14 years (SD 5.70) and the mean duration ofhalcdependence was 12.19 years
(SD 6.68). 41 percent of patients had comorbicipisgric morbidity. Of the patients
with psychiatric morbidity 40 % had psychosis, 488 other substance use and 6.7
percent had mood disorder. The overall prevalenc@sychiatric morbidity and

specific types of morbidity appeared lower thanttii@und in other studies.
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Comparing with similar studies, Roasal looked into lifetime and current psychiatric
comorbidity in 501alcoholic patients an addicti@search and treatment facility and
found them to be 78% and 65 % respectively (108nidk et al found a lifetime
prevalence of 62% psychiatric comorbidity in maleoholics under treatment in a
medical centre. 36% had depression, antisocialopatty in 24%, other substance
uses and mania both at 17% (110). In India, Vdltiral evaluated alcoholics in a
tertiary care centre and found a prevalence of @W%omorbidity. Of the cases,
52.1% had major depression, 58.3% had cluster Bopatity disorder and 21.7% had
alcohol induced psychosis (40). Singhal conducted a case control study of 100
alcoholics and reported 92% prevalence of comadnpiddepression was present in
26% followed by ASPD in 21% and phobia in 16% (40).2010, Kumaret al
reported a prevalence of 64.8% which included otffsichoactive substance abuse
(54.2%); mood disorder (50.0%); anxiety disordes.846); and psychotic disorder
(25. 0%).The difference in prevalence rates insiudy could possibly be attributed

to the inclusion criteria for married men with cién.

25 % of patients in our study had medical comotigdiin contrast to 65% prevalence
found by Chandini and Mathai in a group of alcot®ladmitted as inpatient in a

deaddiction centre in a tertiary hospital(111).

84% of patients were treated as outpatients and W&Ye treated as inpatients.
Majority of the patients (72%) never had any pasatiment for alcohol dependence.
All patients except one seen in the study had alcoke in the last 30 days. 94% of

them consumed alcohol till intoxication in moreritb days in the last one month. 14
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out of 72 patients (19.5%) had experienced at leastepisode of Delirium Tremens
for which they had to seek medical help. Almost™&f patients (23.6%) had

comorbid nicotine dependence.

The severity of substance dependence in the patiastassessed using Addiction
Severity Index. The scores revealed high valuetheralcohol, employment/support
and family/ social domains and comparatively loweores on the medical drug and
legal domains which reflected the prevalent pasterhnsubstance use domains in the
population under study. Rathetlal analysed alcohol use severity using AUDIT in a
population based cross sectional study and fouadhhving at least one child, high-
guality housing, urban residence, suicidal ideatiobhacco use and disability were all
positively associated with AUDIT scores, whereasdlaownership, out-of-pocket
healthcare expenditure and participation in théonat employment programme were

negatively associated with AUDIT scores (112).

The children of alcoholic patients were almost digudistributed with 56.9% males
and 43.1% females. Their mean age was 11.69 (S&) Blbchildren were attending
school and were distributed majorly in primary 934) or high school classes (31.
9%).The mean age of mothers of COAs was 34.07 (S0% of them were either

unemployed or homemakers.

Most families (54.2%) were nuclear and had mostthildren (65.3%). Most families
(55.6%) had psychiatric morbidity in their extendadily. Comorbid substance use
was the most prevalent problem (90%) in their fgmpredominantly Alcohol

dependence in paternal and maternal grandfatharkaiSet al showed comparable
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figures of prevalence (73.26%) of family history a@tohol dependence in patients
having alcohol-related disorders attending the diietion center at a tertiary centre
(113). However in a study done on substance abugtrsding de-addiction center
only 26.1% gave family history of substance ustamily members (114). Johnseh

al described a family history prevalence of 61.5% atignts with alcohol-related

problems admitted in an urban teaching hospitaeyTélso found that family history

density and severity of alcoholism were positivedyrelated (115).

6.2 Prevalence of psychopathology in children of @holics.

Child psychopathology was assessed using Child \Betia Checklist (CBCL). The
total prevalence of problem behaviours which wdi@aally significant in the study
population was 13.9%. The prevalence rate of pgyathmlogy in children and
adolescents has been found to range between 1%attyr51% with an estimated
mean prevalence of 15.8% (116). While the prevaefgpsychopathology in COAs
in our study was comparable to this, there wastdidhresearch available comparing
overall prevalence rates of psychopathology in COAswever, most studies have
addressed specific types of child psychopathologhése patients. 11.1% of children
in our study were found to have clinically sign#rd Internalizing disorder and 8.3%
had Externalizing disorder. These children predamily showed psychopathology in
domains of anxious/depressed (9.7%), withdrawnk&ksad (11.1%), rule-breaking-
behaviour (8.3%), somatic complaints (1.4%), aitentproblems (4.2%), social
problem (6.9%) and aggressive behaviour (5.6%)s Tasult is comparable to the

findings by Christensen and Bilenberg in DanisHdrkn of alcoholics, where they
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found that COAs demonstrated higher risk of hawhgically significant scores on
depression, internalizing and social deviance. r@éhe subjects scored higher on
symptoms on 17 out of the 118 items on CBCL (93\isTs also comparable to the
study by Narang eta al who found significantly lglconduct disorder, physical
illness with emotional problems, anxiety, somat@ain COAs (117). Silvat al also
found significant hyperactivity, impulsivity, inaitition, conduct, oppositional defiant
disorder (ODD), attention-deficit hyperactivity disler (ADHD), and total
externalizing symptoms score in COAs (118). Ranshnal also looked in to
psychopathology of children of alcoholic parentsowdver, they found that the
children had higher externalizing than internaliggcores (119). Our study failed to
find any children with substance abuse in this jpagpan. This is in contrast to many
other studies which have found a strong link betwdevelopment of substance abuse
in COASs with risks being 2 to 10 fold higher thamion-COAs (2,83). The absence of
substance abuse in the COAs in our study is prgbaiplained by the age group in
the sample (mean = 11.69) and the likelihood ofsgrce abuse emerging at later

ages.

6.3. Family dysfunction in the sample population

As per the family functioning assessment done byMiter FAD, the General

functioning domain had a mean score of 2.432 wi8Daof 0.7970. 65 percent of the
families in this study rated high on the scale wsttore 2.00 or above, which is
indicative of problematic family functioning. Thidata shows a high prevalence of

family dysfunction in families of alcoholics whichight be a reflection of the
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bidirectional relationship family functioning canave with both substance use
disorders as well as child psychopathology. Jaaai Johnson reported that poor
family functioning in alcoholics have been showndemonstrate poorer problem-
solving abilities, both among the parents and witihie family as a whole, compared
with non-alcoholic families. These communicatiomlgems many contribute to the
escalation of conflicts in alcoholic families (12Qiepmanet al evaluated family

functioning in male alcoholics and their femaletpars during periods of drinking
and abstinence using MFAD and found that percefaedly functioning to be better

during abstinent than drinking periods. This pointsvards a biphasic family

functioning, oscillating between drinking and absht periods (121). However, our
study being cross-sectional in nature and mostppatients having recent significant
alcohol abuse, could be predisposing towards haghily dysfunction scores. Further

longitudinal studies are required to further assleissaspect.

6.4 Factors associated with psychopathology in ctilen of alcoholics

Comparative analysis was done with total CBCL chhiand non-clinical groups with
the various sociodemographic variables, alcohohkteel variables and family

functioning.

Sociodemographic variables: Among the various stB@graphic variables studied
in this sample family size was the only factor assed with child psychopathology
in the bivariate analysis. It was noted that a dartamily size had a significant
association with a positive CBCL total score. Thauld be postulated by higher

number of family members under one roof contribgitio higher levels of discord.
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Other studies which have looked into sociodemogcaphriables associated with
psychopathology in COAs have found associations/det child gender, child age,
educational level of parents, lower socioeconomtatus, parental age and
unemployment (43). However, these factors were reftected in our study

population.

Addiction Severity: The mean ASI score for Alcohol domain, which eets severity
of alcohol use, was found to be significant in thieariate analysis in our study
sample. In a similar study by Burns et al, who usedtment history as indicator for
addiction severity, children of parents with higlaeldiction severity showed higher
somatization scores, greater withdrawal, and greatieention problems (122). In
contrast, Hseet al did a 10-year prospective study on substance abpusinthers,
which used Addiction Severity Index at intake an8GTL for their children during
follow up, and found that neither alcohol nor dusge among mothers was predictive
of child problem behavior. However, their resultaggested that children of
substance-abusing mothers have elevated CBCL scorapared with norms, both
boys and girls are equally affected and that matemental health and family
relationship were strong predictors of childre@parted problem behaviors (123). As
our study did not have any mothers with substafmese in the sample, this factor

could not be studied.

Parental psychopathology In our study there was a significant associabetween
presence of psychopathology in the alcoholic fathred a positive CBCL total score

in the child. Comparable results have been founsinmlar sample populations. As
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noted by Merikangast al parental history of mental disorders forms onehefmost,
consistent and powerful risk factors for the depelent of mental disorders in
children (43). This is also substantiated with tsults from the WHO World Mental
Health Surveys which showed that parents havingocbiti disorder had association
with disorders in children. They reported that tpepulation-attributable risk
proportions for parent disorders were 12.4% acatissisorders in children. This was
consistently higher for behaviour (11.0-19.9%) thather (7.1-14.0%) disorders
(124). The development of child psychopathologgven more highlighted in parents
with alcoholism and comorbid mental illness (9@).our study, 70% of children who
had clinical levels of psychopathology had psyetdanorbidity in their fathers. This
association was found to be statistically signiiicép value 0.050). In addition, the
mean and composite scores of the psychiatric doofatime Addiction Severity Index
were found to be significantly associated with @hgsychopathology in both the
bivariate analysis and univariate logistic regrassiThere are various studies which
suggest that it may not be the alcohol factors Hedwes but the associated comorbid
psychiatric disorders in the alcoholic parent whidontributes to child
psychopathology. For example, Ohannessiagn al measured psychological
symptomatology and clinical diagnosis in adolesseavith alcoholic parents with and
without comorbid drug use/psychopathology. Theynfbuthat adolescents with
parents with only alcohol use did not show highgyghopathology than children of
parents with no psychopathology. However, those Wwho parents with alcoholism
along with drug use or depression showed highechagyathology. When all three

were present the risk of psychopathology was higl®€s. In our study also, while the
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alcohol severity domain in the ASI failed to shomgngficant association with child
psychopathology in the univariate logistic regressi the presence of
psychopathology in the father with alcohol depeméemas assessed on the ASI
psychiatric domain continued to have a signifiasgociation. Other studies have also
shown the higher prevalence of childhood substaatmese with parental alcohol
dependence (94). Our study did not find an assonidetween comorbid substance
abuse in the father and child psychopathology. This1 contrast to other studies
which have shown that adolescents who had parergnased with alcohol
dependence, depression, and addiction to other sdriad higher risk of
psychopathology (96). This is likely explained Ine textremely low prevalence of

comorbid drug dependence in our study sample (1)38%

Family functioning: In our study sample the comparative analysis dogiveen
child psychopathology and family functioning showsgnificant association. In the
General Functioning Score of the McMaster Familgéssment Device, problematic
family functioning & 2.00) was seen in all 10 cases with child psyctimpagy which
was found to be statistically significant (p valu@®13). The family/social domain of
the ASI was also found to be associated with chigchopathology in both the
bivariate and univariate logistic regression analg®ne,with an estimated one and a
half times higher chance of child psychopathologyhis domain was affected.
Multiple studies have similarly emphasized the asgmn of family dysfunction in
alcoholics and the development of child psychopatho (91). Alcoholism
significantly affects family homeostasis and fanfilyctioning and leads to altered

patterns of parenting and marital conflict (1203obardet al discusses in their review
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about how marital conflict moderates the relatigndtetween alcohol use and child
psychopathology (125). While our study found arpasgion as noted, a multivariate
analysis could not be carried out to study thengile of this association due to

limitations of our sample size.

While various studies have looked into child, paréamily and suprasystem variables
associated with psychiatric ilinesses in childréalooholics, all the postulated factors
could not be assessed due to limitations of sasipkeand duration of study. Despite
the limitations, our study has shown that there sagaificant associations between
specific sociodemographic, alcohol-related and Kamunctioning variables with

child psychopathology in patients with alcohol degence.
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7. STRENGTHS AND LIMITATIONS

There are only a limited number of studies fromdnghich have attempted to assess
the psychopathology in children of alcoholic patsenThis study not only tried to
examine the various sociodemographic factors affgathild psychopathology, but
also assessed the substance-abuse related fantoianaily functioning in families of

alcohol dependent patients.

The study was conducted in a tertiary care centngclwcaters to a large local
population as well as a population from neighbaystates and distant parts of India.
The sample consisted of a fairly diverse demog@apiackground consisting of
different socioeconomic, language and cultural gemknds. The study aimed at
looking into many sociodemographic factors of tt@presentative population, which

would not be possible in many places.

Nonetheless, this study has its own limitationse @h the first limitations was the
cross sectional study design. Child psychopathglogicoholism and family

functioning are dynamic concepts which change owewe. Therefore, a cross-
sectional design of study may not be able to pgkhe true nature of all the variables

which were studied and causal assumptions cannoidloie.

Secondly, the calculated sample size for the stualy 110. But only a sample of 72
could be reached during the time of analysis. Thisld therefore limit the scope of
statistical analysis, as they were not powered ginoo show statistical differences, as

seen in the univariate logistic regression for gmewariables in the analysis. A
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multivariate analysis also could therefore not baej which may have been possible

if the prevalence of cases and total sample sidebban larger.

Another limitation was that all the data except &ecohol-related clinical variables
were collected by the primary investigator, whichuld result in possible interviewer
bias. However, in order to overcome this, the de¢se collected in the following
order: At first the Sociodemographic and clinicatalsheet was applied, followed by
the Modified Kuppuswamy Scale, then the Child BetwavChecklist(CBCL),
followed by McMaster Family assessment device drahtthe Addiction Severity
Index. In addition, the determination of ‘caseness’ assessed on the CBCL, was

assessed independently after the data was collantegrior to analysis.

The CBCL interview and family functioning assesstngas given by the mother. Our
study is limited in assessing child psychopatholagya structured diagnostic clinical
interview of the child was not done. The family essment was made with
information provided from only one family member ialin can affect the reliability

and validity of the assessment scale.

Finally, as the study was done in a tertiary carmre, the results of our study may not
be generalized in the community or to primary ckrelities where patients with

alcohol dependence usually have first contact aadraated.
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8. SUMMARY AND CONCLUSIONS

This study was a cross-sectional observational ystadned at assessing the
psychopathology of children of alcoholic patiergseiving care from the department
of Psychiatry in a tertiary care hospital. It alEmed at assessing the patient, child,
mother and family related predictive factors ofldhusychopathology. The study also

aimed at assessing the family functioning in fagsilof alcoholic patients.

Initially, clearance from the Institutional RevidBoard and the ethics committee was
obtained. Following this cases were recruited aftietaining consent from family
members and assent from the child. 72 patients alitbhol dependence syndrome
along with their spouse and child were recruitedrduthe study period of 5 months.
All data were collected by the primary investigatexcept for the alcohol-related
clinical variables which were collected by an indegent assessor. The sources of
information were, the father with alcohol dependesgndrome, mother of the child
and occasionally the child. The patients were miisgd as having Alcohol
Dependence Syndrome by the Psychiatrists usingCtbelO criteria. They were then
referred to the primary investigator by the tregtiRsychiatrist. Inclusion and
exclusion criteria were applied and suitable casigisl were recruited for the study
after obtaining the consent from the parents asdrasrom the child when feasible.
To reduce bias, the data were collected in theodoflg order: At first the
Sociodemographic and clinical data sheet was ahpf@lowed by the Modified
Kuppuswamy Scale to assess the socioeconomic stiuwers the Child Behavior

Checklist(CBCL) to assess child psychopathologyloveed by McMaster Family
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assessment device to assess family functioningleerdthe Addiction Severity Index

to assess the substance abuse related variables.

Most patients (80.6%) came from a Hindu backgroand majority of them (86.1%)
were from Tamil-speaking families. 91.7% of patgent the study were from Tamil
Nadu and the rest were from Andhra Pradesh, mosherh from within Vellore
district (61.1%). Patients were mostly educatedasmiddle school or high school
and were predominantly skilled workers, clericdd jwlders, shop owners or farmers.
The largest group of patients were from a Lower/iplpwer socioeconomic status
family followed by Middle/Lower-middle socioeconomnstatus. The mean age of
patients in the sample was 40.14 (SD 5.70). Thelyshmean duration of 12.19 years
(SD 6.68) of alcohol dependence. Majority of pasedid not have any psychiatric
comorbidity. Of the patients who had psychiatric rbmdity, psychosis and other
substance use formed the major disorders. Only 2%%atients had comorbid
medical problems. Most of the patients were treatedutpatients. However, 72% of
them never had any past treatment for alcohol digere. Almost all the patients
seen had consumed alcohol in the last 30 days astl ohthem had taken alcohol to
the point of intoxication more than 15 days in thst month. 19.5% of the patients
had an episode of delirium tremens for which theyd o seek medical help.
Comorbid nicotine dependence was present in 2306 &1 patients. All patients were
interviewed to rate on the Addiction Severity Indekich has both composite scores
as well as Interviewer rated scores for each subdomThere was significant
correlation between the interviewer rated means tiwedcomposite scores for all

subdomains
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The mean age of children was 11.69 (SD 3.56) aadsthdy population had more
boys than girls. Majority of them selected by ramdselection were the first born in
their family. Their educational status was fairlgually distributed among primary
middle, high school and intermediate levels. Mayorof them had psychiatric
illnesses in their extended family, dominated blgssance use, followed by psychotic
ilinesses. The mean age of the mothers was 34DA(30). On an average they had
stayed 11.57 years (SD 3.53) with the child. M&ooif the mothers were educated up
to middle or high school. Half of them were eithmremployed or homemakers. The
mean family income was around Rs. 12,000 and mastilies were from
lower/upper-lower or middle/lower-middle socio-eoamc status. Majority of

families were nuclear and consisted of 2 children.

Family functioning was assessed using McMaster'snifya Assessment Device

(MFAD). The FAD general functioning scale was scoamd a score of 2.00 or above
indicates problematic family functioning. The higtiee score, the more problematic
the family's overall functioning. Almost 2/3f the study population had problematic

family functioning as rated by the general funcitgnscore.

Child psychopathology was assessed by using ChalthBiour Checklist (CBCL) for
children aged from 6 to 18. The children of alcad®lpredominantly showed
psychopathology in the subdomains of anxious/depassocial problems, rule-
breaking behaviour and aggressive behaviour. 11.Dbf%hildren had clinically
significant internalizing behavioural problems &d8 % of children had externalizing
behavioural problems. The prevalence of childrenrtaclinically significant overall

psychopathology was 13.9%.
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The dependent variable in our study was Psychofmghoas assessed by Child
Behaviour Check List (CBCL). Comparative analysessvdone with the Total CBCL
clinical and non-clinical groups with the socio-degraphic variables of patient,

mother, family and child, alcohol related variabdesl family functioning.

For the clinical variables of patients with alcohd¢pendence, the presence of
psychiatric morbidity in the father was found to l#ssociated with child
psychopathology (p value 0.05). There were 2 ptignth mood disorders, 4 with
psychosis and 1 with comorbid other substance nsthé group of patients with
alcohol dependence who had a child with psychopagiyo Since the numbers of each
of the individual psychiatric disorders was smadilirther analysis was not done.
However, for the sociodemographic variables of regtiamily and child compared
with clinically significant psychopathology in CBCLthere were no significant
variablesexcept for a significant association fouretween family size and child

psychopathology (p value 0.02).

In the assessment of substance abuse relatedleanaith child psychopathology, the
interviewer rated mean values of ASI domains shosigdificant association with
child psychopathology in the mean Family/socialvglue 0.006) and Psychiatric
domains (p value 0.002). There was significant @iasion between clinical cases of
child psychopathology and the composite scores $if iA Alcohol (p value 0.008),
Family/social (p value 0.019) and Psychiatric damedp value 0.001) in the bivariate

analysis.

In the comparative analysis done for Total CBChickl and non-clinical groups with

the FAD problematic and non-problematic family ftioning groups, problematic
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family functioning was seen in 10 cases with clp&ychopathology. Chi-square test

showed value of 6.177 which had a significant ueat 0.013.

The variables which were found to be significanthe initial comparative analysis
were analysed further using logistic regressionthi univariate logistic regression,
we found that the mean ASI score for psychiatrimdim and Family/social continued

to show significant association with child psychibypéogy.

As a final point, it may be concluded that psychbpkpgy is seen in children of
alcoholic patients and it is significantly assoethtwith specific socio-demographic
and substance abuse related factors in familigmténts with alcohol dependence. It
can also be said that there is poorer family fumitig in families of alcoholic
patients. Subsequently, there is significant fanaijgsfunction in the children with
psychopathology in these families. There is laclstoflies in this region on various
factors associated with psychopathology and fanfigctioning in children of

alcoholics. Further longitudinal studies are reggin this field.

Recommendations and future directions

Our study has demonstrated the high prevalencesyéhmpathology in children of
alcoholic patients and the association of child chspathology with psychiatric
comorbidity in patient, family size, addiction sewe domains of alcohol,
family/social and psychiatric status as well asifarfunctioning. It is recommended
that patients with substance-use disorders areineyt screened for family
dysfunction as well as psychopathology in theitdrlen. An effective referral system

for further evaluation and management of childtedlaissues and family related
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issues should be put in place. An active interachietween the adult psychiatric and
child and adolescent mental health services isnéateDuring such exercise, issues
like stigma should be kept in mind. The approacbukh be non-judgemental and
empathetic. It also must be borne in mind that phéents themselves may have
comorbid psychiatric issues which require furthesessment and help. Further studies
should consider a longitudinal design to assesg l@mm outcomes of addiction

severity, family functioning and child psychopatbgy.
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10. ANNEXURES
Annexure 1

Department of Psychiatry
Christian Medical College, Vellore

Serial No: Date of entry:

Sociodemographic and Clinical Data Sheet

Name: (initials) Hospital No:

Date of Birth: Age: Yrs.

Religion: Mother Tongue:
Residence: Socio-economic Status:
Occupation: Educationallevel:
Marital Status: Number of Children:

Type of Family: Family Size:

Distance from treatment setting:

» Patient illness related information:
1. Duration of Alcohol Dependence:
2. Presence of Psychiatric comorbidity:
3. Presence of Medical comorbidity:
4. Addiction Severity Index:
» Child related information:
Age:
Gender:
Birth order of child:
Current educational level:
Presence of previously diagnosed psychiatric proble
Any other psychiatric illness diagnosed in family:
Paternal:
Maternal:
* Mother related information:
Age:
Educational level:
Occupation:
Period of time Mother currently staying with Child:
Presence of previously diagnosed psychiatric idnesVother:

ogakwnE

aprowbdpE
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Annexure 2

Kuppuswamy's Socioeconomic Status Scale

(A) Education Score

O

1 Profession or Honours 7
2 Graduate or post graduate 6
3 Intermediate or post high school diploma 5
4 High school certificate
5 Middle school certificate 3
6 Primary school certificate
7 llliterate 1
(B) Occupation Score
1 Profession 10
2 Semi-Profession 6
3 Clerical, Shop-owner, Farmer 5
4 Skilled worker 4
5 Semi-skilled worker 3
6 Unskilled worker 2
7 Unemployed 1
(C) Monthly family income in Rs | Score Modifiedrl:g 1998 in MZ%Tzelg ];:(g);
1 2000 12 13500 >=36997
2 1000-1999 10 6750 - 13499 18498-3699¢
3 750-999 6 5050 - 6749 13874-18497
4 500-749 4 3375 - 5049 9249-13873
5 300499 3 2025 - 3374 4447-9248
6 101-299 2 676 - 2024 1866-4446
7 100 1 675 <=1865
Total Score Socioeconomic class
26-29 Upper (1)
16-25 Upper Middle (Il)
11-15 Middle/Lower middle (lll)
5-10 Lower/Upper lower (1V)
<5

Lower (V)
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Annexure 3

McMaster Family Assessment Device (FAD) (Subscales)
Response categories
Strongly agree
Agree
Disagree
Strongly disagree
Problem Solving
1. We usually act on our decisions regarding probkle
2. After our family tries to solve a problem, wauaBly discuss whether it worked or
not.
3. We resolve most emotional upsets that come up.
4. We confront problems involving feelings.
5. We try to think of different ways to solve prebis.

Communication

1. When someone is upset the others know why.

2. You can't tell how a person is feeling from wtregty are saying.
3. People come right out and say things insteddring at them.
4. We are frank with each other.

5. We don't talk to each other when we are angry.

6. When we don't like what someone has done, wehtah.

Roles

. We you ask someone to do something, you haekdok that they did it.
. We make sure members meet their family respois.

. Family tasks don’t get spread around enough.

. We have trouble meeting our bills.

. There’s little time to explore personal intesest

. We discuss who is to do household jobs.

. If people are asked to do something, then nexdhding.

. We are generally dissatisfied with the familyiesi assigned to us.

0o ~NOoO Ol WN B

Affective Responsiveness

1. We are reluctant to show our affection for eeitter.

2. Some of us just don't respond emotionally.

3. We don't show our love for each other.

4. Tenderness takes second place to other things ifamily.
5. We express tenderness.

6. We cry openly.
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Affective Involvement

1. If someone is in trouble, the others becomartgolved.

2. You only get the interest of others when sonmgtins important to them.

3. We are too self-centred.

4. We get involved with each other only when sonmgtimterests us.

5. We show interest in each other only when theygst something out of it
personally.

6. Our family shows interest in each other only whigey can get something out of
it.

7. Even though we mean well, we intrude too muth @ach other's lives.

Behavior Control

. We don't know what to do when an emergency carpes
. You can easily get away with breaking the rules.

. We know what to do in an emergency.

. We have no clear expectations about toilet babit

. We have rules about hitting people.

. We don't hold any rules or standards.

. If the rules are broken, we don't know whatxpeet.

. Anything goes in our family.

. There are rules about dangerous situations.

O© o0 ~NOoO O~ WN B

General Functioning
. Planning family activities is difficult because misunderstand each other.
. In time of crisis we can turn to each otherdiopport.
. We cannot talk to each other about sadnessele fe
. Individuals are accepted for what they are.
. We avoid discussing our fears and concerns.
. We can express feelings to each other.
. There are lots of bad feelings in the family.
. We feel accepted for what we are.
. Making decisions is a problem for our family.
10. We are able to make decisions about how tegmioblems.
11. We don't get along well together.
12. We confide in each other.

© o ~NOO ok~ WDNPE
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Annexure 4

Child Behaviour Checklist for 6-18 years

Please print. Be sure to answer all ifems.

Below is a list of items that describe children and youths. For each item that describes your child now or within the past 6 months,
please circle the 2 if the item is very frue or often true of your child. Circle the 1 if the item is somewhat or sometimes true of
your child. If the item is not true of your child, circle the 0. Please answer all items as well as you can, even if some dao not seam
to apply to your child.

0 = Not True (as far as you know)

1= Somewhat or Sometimes True

2 = Very True or Often True

0 1 2 1. Acts too young for his/fher age g 1 2 32. Feels helshe has to be perfect
2 2. Drinks alcohol without parents’ approval a1 2 33. Feels or complains that no one loves him/her
describe);
¢ ) 0 1 2 34 Feels others are out to get him/her
01 2 35. Feels worthless or inferior
i bl 0 1 2 36 Getshurtalot, ident
0 1 2 A4 Failstofinish things he/she starts A e e RIS
o 1 2 37. Gets in many fights
01 2 5. There is very little he/she enjoys
3 7 01 2 38. Gets teased a lot
0 1 2 6. Bowel movements outside toilet > .
01 2 39. Hangs around with others who get in trouble
0 1 2 7. Bragging, boasting -
; i . & 1 2 40. Hears sounds or veices that aren't there
o1 2 8. Can't concentrate, can't pay attention for long .
(describe):
9 1 2 9. Can't get hisfher mind off certain thoughts;
obsessions (describe): o 12 41. Impulsive or acts without thinking
e 3 42, ith oth
01 2 10. Can't sit still, restless, or hyperactive Ll = W<.JuId L l?e Sionc e cae
0 1 2 43 Lying or cheating
0 1 2 11. Clings to adults or too dependent 5% '@ AP -
6 % 2 12. Complains of loneliness s mgerl'naf 3
a1 2 45, Nervous, highstrung, or tense
o 2 13. Confused or seems to be in a fog s 48 VN 0 T BatbaY
o i 3 14; Crics alot . Nervous movements or twitching (descril g)_ - =
0 1 2 15, Cruel to animals
01 2 16. Cruelty, bullying, or meanness to others g 1 2 47. Nightmares
6 1 2 17. Daydreams or gets lost in his/fher thoughts 01 2 48. Not liked by other kids
01 2 18. Deliberately harms self or attempts suicide o 1 2 49, Constipated, doesn’t move bowels
0 1 2 19. Demands a lot of attention g1 2 50. Too fearful or anxious
0 1 2  20. Destroys his/her own things Qi g2 51. Feels dizzy or lightheaded
0 1 2  21. Destroys things belonging to his/her family or By 2 52. Feels too guilty
others 01 2 53. Overeating
0 1 2 22, Disobedient at home . :
o1 2 54. Overtired without goodseason
0 1 2  23. Disobedient at school 01 2 55. Overweight
0 1 2 24, Doesn't eat well :
56. Physical problems without known medical
0 1 2 25 Doesn'tgetalong with other kids cause:
0 1 2 26. Doesn't seem to feel guilty after misbehaving 0 1 2 a. Aches or pains (nef stomach or headaches)
s 0 1 b.
0 1 2 27 Easilyjealous e : :ead“h:sel -
0 1 2  28. Breaks rules at home, school, or elsewhere G noused, o 's e
o 2 d. Problems with eyes (not if corrected by glasses)
0 1 2 29. Fears certain animals, situations, or places, s (describe):
other than school (describe): __ - 9 1 2 e. Rashes or other skin problems
a T 2 f. Stomachaches
0 1 2  30. Fears going to school g 4 2 g. Vomiting, throwing up
0 1 2 31 Fears he/she might think or do something bad voE e R Ousnilensite)
PAGE 3 Be sure you anzwered all items. Then scz other sidz.
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0 = Not True (as far as you know)

Please print. Be sure fo answer all items.

1 = Somewhat or Sometimes True

2 = Very True or Often True

0 1 2 57 Physically attacks people 0 1 2 84, Sirange behavior (describe):
a1 2 58. Picks nose, skin, or other parts of body
(describe): 0 1 2 85. Strange ideas (describe):
0 2 59. Plays with own sex parts in public 0 1 2 88. Stubborn, sullen, or ifritable
0 2 60. Plays with own sex parts too much 0 1 2 87. Suddenchanges inmood or feelings
0 2 61. Poor school work 0 1 2 88. Suksalot
0 2 62 Poorly coordinated or clumsy 0 1 2 B89. Suspicious
0 2 63. Prefers being with older kids 0 1 2 90. Swearing or obscene languzsge
0 2 64. Prefers being with younger kids 0 1 2 91. Talks about kiling self
0 2 65 Refusestotalk 0 1 2 92 Talks orwalks in sleep (describe):
0 2 ©6. Repeats cergin acts over and over;
compulsions (describe): 0 1 2 93. Talkstoomuch
0 1 2 94, Teasesalot
0 2 67. Runs away from home 0 -1 2 95 Temper tantrums or hot temper
0 2 68. Screams alot
1 96. Thinks about sex too much
0 2 89. Secretive, keeps things to self {1 2 7. Threatens people
0 2 70. Sees things that aren't there (describe):
0 1 2 38 Thumb-sucking X
0 1 2 99. Smokes, chews, or sniffs tobacco
0 2 71. Self-conscious or easily embarrassed 0 1 2 100. Trouble sleeping (describe):
0 2 72. Setsfires
0 1 2 101. Truancy, skips school
0 2 73. Sexual problems (describe):
0 1 2 102. Underactive, slow moving, or lacks energy
0 1 103. Unhappy, sad, or depressed
¢ 2 74. Showing off or clowning 0 1 2 104. Unusually loud
4] 2 75. Too shy or timid 0 1 2 105. Uses drugs for nonmedical purposes (don’t
0 2 76. Sleeps less than most kids include alcohol or tobacco) {describe):
1] % 77. Sleeps more than most kids during dey and/or
night (describe):
0 1 2 106. Vandalism
0 2 78. Inattentive or easily distracted 0 1 2 107. Wels self during the day
0 2 79. Speech problem (describe): 0 1 108. Wets the bed
0 1 2 109. Whining
0 1 2 BO0. Stares blankl .
¥ 1 2 110. Wishes to be of opposite sex
0 2 81. Steals at home 1 111. Withdrawn, deesn't get involved with others
0 2 82. Steals outside the home )
0 1 2 112. Worries
o 1 £ 2  83. Stores up too many things he/she doesn't need 113. Please write in any problems your child has that
(describe): were not listed above:
B T 2
[
o 1 2
PAGE & Please be sure you answered aif items.
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Annexure 5
Sample of Addiction Severity Index (Contact PrimaryAuthor for Full Version)

{Module Name} Module
Addiction Severity Index - Sth Edition

Clinical/Training Version

A. Thomas McLellan, Ph.D.
Deni Carise, Ph.D.
Thomas H. Coyne, MSW
T. Ron Jackson, MSW

Remember: This is an interview, not a test

aftem numbers circled are to be asked at follow-up. =~
~ltems with an asterisk * are cumulative and should be rephrased at

HOLLINGSHEAD CATEGORIES:

INTRODUCING THE ASI: Introduce and explain the seven potential
problem areas: Medical. Employment/Support Status, Alcohol, Drug,
Legal, Family/Social, and Psychiatric. All clients receive this same
standard interview. All information gathered is confidential; explain what
that means in your facility: who has access to the information and the
process for the release of information.
There are two time periods we will discuss:

1. The past 30 days

2. Lifetime

Patient Rating Scale: Patient input is important. For each area, | will ask
you to use this scale to let me know how bothered you have been by any
problems in each section. I will also ask you how important treatment is
for you for the arca being discussed.
I'he scale is: 0 - Not at all

1 - Slightly

2 - Moderately

3 - Considerably

4 - Extremely
Inform the client that he/she has the right to refuse to answer any question.
If the client is uncomfortable or feels it is too personal or painful to give an
answer, instruct the client not to answer. Explain the benefits and
advantages of answering as many questions as possible in terms of
developing a comprehensive and effective treatment plan to help them.

Please try not give inaccurate information!

1. Higher execs, major professionals, owners of large businesses.

2. Business managers if medium sized businesses, lesser professions. i.e.,

nurses, opticians, pharmacists. social workers, teachers.

Administrative personnel, managers, minor professionals, owners/

proprietors of small businesses, i.c., bakery, car dealership. engraving

business, plumbing business, florist, decorator, actor, reporter, travel
agent.

4. Clerical and sales, technicians, small businesses (bank teller,
bookkeeper. clerk, draftsperson, timekeeper, secretary).

5. Skilled manual - usually having had training (baker, barber,
brakeperson, chef, electrician, fireman, machinist, mechanic,
paperhanger, painter, repairperson, tailor, welder, police, plumber).

6. Semi-skilled (hospital aide, painter. bartender, bus driver, cutter, cook,
drill press, garage guard. checker., waiter, spot welder, machine
operator),

7. Unskilled (attendant. janitor, construction helper, unspecified labor,
porter, including unemployed).

W

INTERVIEWER INSTRUCTIONS:

1. Leave no blanks.

2. Make plenty of Comments (if another person reads this ASI, they
should have a relatively complete picture of the client's perceptions of
his/her problems).

3. -9 =Question not answered.

-8 = Question not applicable.
4. Terminate interview if client misrepresents two or more sections.
5. When noting comments, please write the question number.

HALF TIME RULE: If a question asks the number of months,
round up periods of 14 days or more to 1
month. Round up 6 months or more to 1

year.

CONFIDENCE RATINGS:= Last two items in each section,
= Do not over-interpret.
=> Denial does not warrant
misrepresentation.
=» Misrepresentation = overt contradiction in
information.

Probe, cross-check and make plenty of comments!

LIST OF COMMONLY USED DRUGS:

Alcohol: Beer, wine, liquor
Methadone: Dolophine, LAAM
Opiates: Pain killers = Morphine, Diluaudid. Demerol,

Percocet, Darvon, Talwin, Codeine, Tvlenol 2,34,
Robitussin, Fentanyl

Nembutal, Seconal, Tuinol, Amytal, Pentobarbital.
Secobarbital, Phenobarbital, Fiorinol
Benzodiazepines = Valium, Librium, Ativan, Serax
Tranxene, Xanax, Miltown,

Other = ChloralHydrate (Noctex), Quaaludes
Dalmane, Halcion

Cocaine Crystal, Free-Base Cocaine or “Crack,” and
“Rock Cocaine”

Monster, Crank, Benzedrine, Dexedrine, Ritalin,
Preludin, Methamphetamine, Speed, Ice. Crystal
Marijuana, Hashish

LSD {Acid), Mescaline, Mushrooms (Psilocybin), Pevote,
Green, PCP (Phencyclidine), Angel Dust, Ecstacy
Nitrous Oxide, Amyl Nitrate ( Whippits, Poppers),
Glue, Solvents, Gasoline, Toluene, Etc.

Barbiturates:

Sed/Hyp/Tranq:

Cocaine:
Amphetamines:

Cannabis:
Hallucinogens:

Inhalants:

Just note if these are used: Antidepressants,
Ulcer Meds = Zantac, Tagamet
Asthma Meds = Ventoline Inhaler, Theodur

Other Meds = Antipsychotics, Lithium

ALCOHOL/DRUG USE INSTRUCTIONS:
The following questions refer to two time periods: the past 30 days and lifetime.
Lifetime refers to the time prior to the last 30 days.
= 30 day questions only require the number of days used.
= Lifetime use is asked to determine extended periods of use.
= Regular use = 3+ times per week, binges, or problematic irregular
use in which normal activities are compromised.
= Alcohol to intoxication does not necessarily mean "drunk", use the
words “to feel or felt the effects", “got a buzz”. “high”, etc. instead
of intoxication. As a rule of thumb, 3+ drinks in one sitting, or 5+
drinks in one day defines “intoxication".
= How to ask these questions;
— “How many days in the past 30 have you used....?”
— “How many years in your life have vou regularly used....7”
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MEDICAL STATUS

@*

How many times in your life have you been

hospitalized for medical problems? _
Include O.D.'s and D.T.'s. Exclude detox, alcohol/drug, psychiatric treatment
and childbirth (if no complications). Enter the number of overnight
hospitalizations for medical problems.

MEDICAL COMMENTS

(Include the question number with your notes)

M2. How long ago was your last hospitalizationfor [ __
a physical problem? YRS MOS
If no hospitalizations in Question M1, then code -8 /-8.

M3. Do you have any chronic medical problems which

continue to interfere with your life?
0-No 1-Yes

If Yes, specify in comments. i »

A chronic medical condition is a serious physical condition that requires regular
care (i.e., medication, dietary restriction) preventing full advantage of their
abilities.

@

Are you taking any prescribed medication on a
regular basis for a physical problem?
0-No 1-Yes

If Yes, specify in comments.

Medication prescribed by a MD for medical conditions; not psychiatric
medicines. Include medicines prescribed whether or not the patient is currently
faking them. The intent is to verify chronic medical problems.

)

Do you receive a pension for a physical disability?

0-No 1-Yes —
If Yes, specify in comments.

Include Workers' compensation, exclude psychiatric disability.

@

How many days have you experienced medical

problems in the past 30 days? —_—
Include flu, colds, etc. Include serious ailments related to drugs/alcohol, which
would continue even If the patient were abstinent (e.g., cirrhosis of liver,
abscesses from needles. efc.).

For Questions M7 & M8, ask patient to use the Patient Rating Scale

e)

How troubled or bothered have you been by these
medical problems in the past 30 days?
Restrict response to problem days in Question M8§.

How important to you now is treatment for these medical
problems?

If client is currently receiving medical treafment, refer fo the need for
additional medical treatment by the patient.

M9.

INTERVIEWER SEVERITY RATING

How would you rate the patient’s need for medical
treatment?
Refers fo the patient's need for additional medical treaiment.

CONFIDENCE RATINGS

Is the above information significantly distorted by:

)

Patient’s misrepresentation?
0-No 1-Yes

Patient's inability to understand?
0-No 1-Yes
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PSYCHIATRIC STATUS (cont)

The following items are to be completed by the interviewer:

At the time of the interview, the patient was: 0 - No
Obviously depressed/withdrawn

Obviously hostile

Obviously anxious/nervous

Having trouble with reality testing, thought disorders,
paranoid thinking

Having trouble comprehending, concentrating,
remembering

® @ G

Having suicidal thoughts

1-Yes

PSYCHIATRIC STATUS COMMENTS

(Include the question number with your notes)

INTERVIEWER SEVERITY RATING

P21. How would you rate the patient’s need for psychiatric/
psychological treatment?

CONFIDENCE RATINGS
Is the above information significantly distorted by:
Client’s misrepresentation?
0-No 1-Yes
@ Client’s inability to understand?
0-No 1-Yes
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Annexure 6

Information Sheet, Informed Consent form and Childassent form - English
CHRISTIAN MEDICAL COLLEGE, VELLORE

DEPARTMENT OF PSYCHIATRY

A CROSS SECTIONAL STUDY TO ASSESS PSYCHOPATHOLOGY IN CHILDREN OF PATIENTS WITH
ALCOHOL DEPENDENCE SYNDROME AND THEIR FAMILY FUNCTI ONING.

[A STUDY TO ASSESS MENTAL HEALTH ISSUES IN CHILDREN OF PATIENTS WITH ALCOHOL
DEPENDENCE SYNDROME AND THEIR FAMILY FUNCTIONING]

INFORMATION SHEET

We would like to invite you to participate in thisiginal research project. You should only papiite if you want to;
choosing not to take part will not disadvantage yoany way. Before you decide whether you wantate part, it is
important for you to understand why the researdieiag done and what your participation will invelvPlease take time
to read the following information carefully and diss it with others if you wish. Ask us if theseanything that is not
clear or if you would like more information

Research Aims:

Our current knowledge suggests that Children obAddics are at higher risk for mental health praideand have higher
degree of poor family functioning. This Study aitossee the presence of psychiatric disorder irdodl of parents with
Alcohol Dependence, the risk factors associatedh witand the family functioning in families of aleol dependent
fathers. This study would help us to identify thénerable children for psychiatric disorders andmfamily functioning
and take necessary steps for prevention or eaatyndisis and treatment for the same in future.

Who Have We Asked to Participate?
This study requires the participation of 3 familgmbers.
1. Patient who is diagnosed with Alcohol dependencelsyme in the out-patient department of Adult
Psychiatry in CMC, Vellore
2. One child of the parent diagnosed with Alcohol Degence Syndrome, who is within 6 to 18 years of
age.
3. Mother of the child who has been staying with thidcfor at least the past 6 months.

Who Must We Exclude?

4. Children with severe sensory special sensory impeit,
organic impairment or below moderate level of lieetual
Disability in child assessed clinically.

5. Family or patient refused consent and assent

6. Current major mental illness in mother.

When and Where Will the Study Take Place?
The study will take place in the Out-Patient Clinofche Department of Psychiatry, CMC, Vellore

How Long Will the Study Last?
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The whole process may take about 60-90 minutes
What Will You Be Asked to Do?

You will be asked to answer questions about yoddshbehaviour, his or her recent experiencesasitive and negative
life events, your child’'s relationship with you, woown (and, if relevant, your partner’'s) psychatad well-being,

behaviour, and substance use, and about your faitilgtion more generally (e.g., questions aboutr ymvn and, if

relevant, your partner’s education, employmentustatamily income, how many children and adultg lim your house,
etc.)

Can you withdraw from this study after it starts?

Your participation in this study is entirely volany and you or your caregivers are also free tadeeto withdraw
permission to participate in this study. If you slo, this will not affect your or your relative’sued treatment at this
hospital in any way.

What will happen if you develop any study relatednjury?
As this study involves only asking questions, thieneo scope for any study related injury. As dirthis study, no blood
tests or imaging techniques will be employed on goyour relative.

Will you have to pay for the study?
No, this study is absolutely free and you don’tdh&y pay any money to be part of this study.

What happens after the study is over?

This is a onetime interview. Immediately after theerview is over, the investigator will be ablet&dl whether you or
your relative who underwent the study has any gmobIThe investigator will also guide you to seeitHer investigation
or treatment options if you need.

Will your personal details be kept confidential?

The results of this study will be published in adigal journal but you or your relative will not lidentified by name in
any publication or presentation of results. Howeyeur medical notes may be reviewed by peopleciestsal with the
study, without your additional permission, shoutdiyecide to participate in this study.

If you have any further questions, please ask Dr. &jit Krishnadas (Telephone no.: 0416-2284507. Molei no-
8220006963), emailtanijit.krishnadas@gmail.com
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CHRISTIAN MEDICAL COLLEGE, VELLORE
DEPARTMENT OF PSYCHIATRY

A CROSS SECTIONAL STUDY TO ASSESS PSYCHOPATHOLOGY IN CHILDREN OF
PATIENTS WITH ALCOHOL DEPENDENCE SYNDROME AND THEIR  FAMILY
FUNCTIONING.

[A STUDY TO ASSESS MENTAL HEALTH ISSUES IN CHILDREN OF PATIENTS WITH
ALCOHOL DEPENDENCE SYNDROME AND THEIR FAMILY FUNCTI ONING]

Informed consent form to participate in a researchstudy

Study Number:
Subject’s Initials: Subject’s Name:

Date of Birth / Age:
() I confirm that | have read and understood tifermation sheet dated for the above samty

have had the opportunity to ask questions.

(ii) I understand that mine and my ward’s partitipa in the study is voluntary and that | am free t
withdraw at any time, without giving any reasonthesut my medical care or legal rights being

affected.

(@il understand that the Sponsor of the clinit@l, others working on the Sponsor’s behalf, the
Ethics Committee and the regulatory authoritied nat need my permission to look at my health
records both in respect of the current study arydfarher research that may be conducted in reiatio
to it, even if | withdraw from the trial. | agree this access. However, | understand that my itdenti
will not be revealed in any information releasedhiod parties or published.

(iv) | agree not to restrict the use of any dataesults that arise from this study provided sucis@

is only for scientific purpose(s).

(v)I agree on mine and my ward’s behalf to take pathe above study.
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Signature (or Thumb impression) of the Subject/llggecceptable Representative:

Date: / /

Signatory’s Name:

Signature of the Investigator:

Date: / /

Study Investigator’'s Name:

Signature or thumb impression of the Witness:

Date: / /

Name & Address of the Witness:
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CHILD ASSENT FORM

STUDY TITLE:
A STUDY TO ASSESS MENTAL HEALTH ISSUES IN CHILDREN OF PATIENTS WITH ALCOHOL
DEPENDENCE SYNDROME AND THEIR FAMILY FUNCTIONING

| am Dr. Ranjit Krishnadas from Department of Psgtly — CMC Vellore. | am
doing a study to figure out the presence of anytaidmalth problems and family
functioning in children of parents with Alcohol Depdence

For this research, we will ask you some questitmasiyourself and related to your
family. We will keep all your answers private, amdl not show them to your family
members or teachers. Only people who are workintperstudy will see them.

No additional injections or operations would beuiegd for this study.

By participating in this study you will not get aeytra benefit in terms of the cost of
your treatment. However, if we diagnose any prolslewe would give you the
option of treatment from us. You should know that:

* You do not have to be in this study if you do n@mivto. You won'’t get into any
trouble with the hospital, teacher, or the schbgbu say no.

* You may stop being in the study at any time. Ilfr¢his a question you don’t want to
answer, just leave it blank.

* Your parent(s)/guardian(s) were asked if it is @K you to be in this study. Even if
they say it's OK, it is still your choice whethermot to take part.

* You can ask any questions you have, now or latgrou think of a question later,
you or your parents can contact me at the followghgne number or email address.

* Sign this form only if you:

1. Have understood what you will be doing for thisdstu

2. Have had all your questions answered,

3. Have talked to your parent(s)/legal guardian altlmstproject, and

4, Agree to take part in this research

Your Signature Printed Name Date

Name of Parent(s) or Legal Guardian(s)

Researcher explaining study
Signature Dr. Ranijit Krishnadas Date
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Annexure 7
Information Sheet, Informeﬂ Vqunsent form and Childassent form - Tamil
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Annexure 8

Information Sheet, Informed Consent form and Childassent form - Hindi

CHRISTIAN MEDICAL COLLEGE, VELLORE
DEPARTMENT OF PSYCHIATRY
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CHRISTIAN MEDICAL COLLEGE, VELLORE
DEPARTMENT OF PSYCHIATRY
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