-

View metadata, citation and similar papers at core.ac.uk brought to you byj‘: CORE

Effectiveness of body—mind—spirit intervention on well- being,
Title functional impairment and quality of life among depressive
patients —arandomized controlled trial

Author(s) Rentala, S; Fong, TCT, Nattala, P; Chan, CLW; Konduru, R

Citation Journal of Advanced Nursing, 2015, v. 71 n. 9, p. 2153-2163

Issued Date | 2015

URL http://hdl.handle.net/10722/213741

This is the accepted version of the following article: Journal of
Advanced Nursing, 2015, v. 71 n. 9, p. 2153-2163, which has
been published in final form at
http://onlinelibrary.wiley.com/doi/10.1111/jan.12677/abstract

Rights



https://core.ac.uk/display/38074814?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1

Title Page
Full Title

“Effectiveness of Body-Mind-Spirit Intervention on wellbeing, functional impairment and
quality of life among depressive patients- A randomized controlled trial”

Running head
Effectiveness of Body-Mind-Spirit (BMS) intervention for depressive patients
Authors details

1. Mrs.Sreevani RENTALA
PhD, RN,
Professor and Head of Department
Department of Psychiatric Nursing

Dharwad Institute of Mental Health and Neurosciences
Dharwad 580008, India

2. Mr.Ted FONG,
Senior Research Assistant
The University of Hong Kong
Hong Kong

3. Mrs.Prasanthi NATTALA
PhD, RN,
Assistant Professor
Department of Nursing
National Institute of Mental Health and Neurosciences
Bangalore-29, India

4. Ms.Cecilia L.W. CHAN
PhD, Professor and Director, Department of Social Work and Social
Administration,
The University of Hong Kong
Hong Kong

5. Dr. Konduru REDDEMMA
PhD, RN
Rtd. Professor
Department of Nursing
National Institute of Mental Health and Neurosciences
Bangalore-29, India

Rentala Sreevani, Fong Ted, Nattala Prasanthi, Chan CLW, Konduru Reddemma



Contact details for the corresponding author
Mrs.Sreevani RENTALA

PhD, RN,

Professor and Head of Department

Department of Psychiatric Nursing

Dharwad Institute of Mental Health and Neurosciences
Dharwad 580008, India

Mob. 919880778933

Email Id: sreevani.phd @gmail.com

Conflict of Interest statement

No conflict of interest has been declared by the author(s)

Funding Statement

This research received no specific grant from any funding agency in the public, commercial or
not-for-profit sectors.



ABSTRACT
Aim: The aim of the study was to examine the efficacy of Body-Mind-Spirit Intervention in
improving outcomes (well-being, quality of life and functional impairment) among depressive

patients.

Background: Depressive disorders lead to significant dysfunction, disability and poor quality of
life among sufferers. Body-Mind-Spirit intervention has been associated with improvements in

the outcomes; however, few studies have examined this among depressive patients.

Design: True experimental pre-post equivalent groups design was adopted with longitudinal

measurement of outcomes.

Methods: Participants were 120 adult depressive patients visiting the psychiatric outpatient
department of a District Hospital in India. The participants were randomly assigned to either
Body-Mind-Spirit or Treatment As Usual group between July 2011 and Jan 2013.The Treatment
As Usual group (n=64) received only routine treatment (antidepressants and structured psycho-
education) in the hospital. The Body-Mind-Spirit group (n=56) received four weekly Body-
Mind-Spirit group sessions in addition to the routine treatment. Outcome measures on
depression, well-being, functional impairment, and quality of life were evaluated for both groups
at baseline and at four follow-up assessments in the 1st, 2nd, 3rd, and 6th month. Treatment
effects of the Body-Mind-Spirit intervention were analyzed by repeated-measures analysis of

covariance.

Findings: Compared to the Treatment As Usual group, the Body-Mind-Spirit group showed
significant reduction in depression and functional impairment and significant improvement in

well-being and quality of life scores over the 6-month study period.

Conclusion: The present findings provided evidence for the effectiveness of integrating a
complementary therapy such as the Body-Mind-Spirit intervention with conventional treatment

in improving prospective outcomes among depressive patients.



SUMMARY STATEMENT

Why is this research or review needed?

Depressive disorder affects the body and the mind alike and is a primary cause of
disability, workplace absentism, decreased productivity, and poor quality of life.

There is substantial evidence that body-mind interventions can benefit the psychological
functioning and quality of life for patients suffering from chronic illness.

The effectiveness of an integrated body-mind-spirit intervention in improving patient’s

well-being and quality of life has not been investigated in the Indian context.

What are the key findings?

Body-Mind-Spirit intervention involves self love techniques, acceptance of negative
emotions teaching strategies to improve general health and emotional management. It
may be an effective complementary therapy for depressive patients.

Depressive patients who received Body-Mind-Spirit intervention implemented by a
psychiatric nurse had showed a reduction in depressive symptoms relative to Treatment
as Usual group subjects in 6 month follow-up.

Body-Mind-Spirit intervention is simple to administer and can decrease depressive

symptoms along with pharmacological therapies for depressive patients.

How should the findings be used to influence policy/practice/research/education?

Nurses can be successfully employed in providing alternative care for depressive patients.
Utilizing their expertise would imply a paradigm shift in the traditional nursing approach
to patient care.

Implementation of Body-Mind-Spirit intervention would therefore help to shed light on
many issues and in turn open up new avenues for holistic nursing care.

Psychiatric nurses in offering Body-Mind-Spirit group therapy for depressive patients

might augment the excellent care in psychiatric nursing.

Keywords

Depression, Body-Mind-Spirit intervention, complementary therapies, well-being, functional

impairment, quality of life, psychiatric nursing, nurse, holistic care, body-mind connection.
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INTRODUCTION

Depression is a widely prevalent, severe, and multifaceted disease that involves the whole
person, including the body, mind, and spirit (Tanyi et al. 2011). It is one of the important causes
of disability across the world. The World Health Organization estimates that in terms of
worldwide disability, depression will be second only to heart disease by 2020 (WHO 2006).
While about 3- 4% of India’s one billion plus population suffers from major mental disorders an
estimated 7-10% of the population experiences minor depressive disorders (Sinha 2011). Due to
the enormous impact of depression on the health of an individual, there is a necessity for
implementing useful approaches to curtail the length of depressive episodes. For severe
depression, a combination of pharmacological and psychotherapeutic approaches is preferred
(Asghar et al. 2007). Given the multi dimensional causes of depression, multiple approaches to
its treatment are efficacious (Nedley 2005).

Background

Nurses acknowledge their role as professionals who should be caring for patients holistically.
Holistic care perceives persons as a union of physical, psychological, social and spiritual
components. These components are  interconnected, with the total being more than the
summation of its parts. Many existing nursing theories which support holistic care and identify
humans this way state that holistic care incorporates body, mind and spirit (BMS) (Saudia et al.
1991). Majority of nurses who carry out holistic nursing practice incorporate alternative
modalities into therapeutic practice with an intention to meet patient’s physiological,
psychological, and spiritual needs. This incorporation serves to complement the conventional
therapies and also helps the patients’ access their healing potential thus enriching the scope of
nursing practice (Dossey 2008). Hogan (2004, p. 3) states that, “the role of modern nursing has
expanded to include a heightened emphasis on illness prevention, health promotion, and concern
for the client’s holism”. In order to reduce stress, improve self-control and positive well-being
among patients; nurses are empowered to practice BMS interventions which include

meditation, guided imagery, therapeutic touch, and humor.

To ensure meeting the holistic needs of the individual (body, mind, and spirit), the
concept of body-mind-spirit connection is promoted in the intervention. This holistic intervention
aims to help patients deal with their illness; how to think about it, cope with it and counter it.
Holistic approaches in health care hold guarantee for positive outcomes when the body-mind-
spirit model is embraced (Lorentz 2006). Body-mind-spirit techniques are virtually physically

and emotionally risk free when used in combination with conventional medicine. They are cost-
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effective to the practitioner and to the patient since nurses can perform them without using any
machines. Patients who practice body-mind-spirit modalities may have fewer doctor visits and
hospitalizations which help to reduce medical costs significantly. Many of the body-mind-spirit
interventions have no side effects and improve patients’ self-control and their sense of well-

being (Lorentz 2006).

There is ample evidence that body-mind-spirit interventions have positive effects on
psychological functioning and quality of life among patients with chronic illness. Randomized
controlled trials conducted in Hong Kong and Taiwan reported that body-mind techniques helped
reduce depression, anxiety, and somatic complaints in various clienteles (Chan et al. 2006, Liu
et al. 2008, Lee et al. 2009). Numerous experimental studies have reported positive effects of
body-mind-spirit training on depression (Nakao et al. 2001, Tsang et al. 2002, Shapiro et al.
2007), and experimental studies have indicated that body -mind- spirit intervention led to
considerable decline in psychological and physical symptoms among depressive patients (Chouk
et al. 2004). In a study of inpatients with major depressive disorder, a combination of body-
mind-spirit techniques and medication resulted in greater improvements in depressive symptoms
when compared to control subjects who received medication and psychosocial support (Hsiao
2009). Although the interventions used in the studies vary in dosage and mode of delivery, they
provided evidence to the effectiveness of body-mind-spirit techniques as a supplementary

treatment in reducing anxiety and depression.

Psychiatric nursing has an exclusive role to play in the holistic approach to care. Many patients
with severe depression find themselves at a juncture where their lives seem insignificant. Their
holistic self requires desperate healing as their self-esteem and coping skills are grossly impaired.
Though it is easy to meet the biological and social needs of the patients, to attain true healing the
entire holistic self must be treated. As nurses spend 24 hours a day with the patient, they are most
appropriately placed to understand the body, mind and spirit relationship and provide integrated
interventions. However, few studies have examined the effectiveness of BMS intervention by
nurses among depressive patients. The present study investigated BMS Model set forth by Chan,
Ho, & Chow (2001), which highlights components of Buddhism, recognition and acceptance of

negative emotions, self-love techniques and gaining through pain. These concepts, which focus



on bringing out inner abilities and strengths of the individual, have not been the main focus in
previous Indian studies (Sreevani et al. 2013). The present study evaluated the effectiveness of

BMS intervention in improving well-being among depressive patients.

METHODS
Aim
The present study aimed to examine the effectiveness of BMS intervention in improving

outcomes (well-being, quality of life and functional impairment) among depressive patients.

Design

The design was true experimental pre-post equivalent groups with six-month follow-up.

Participants

Participants were 120 adult depressive patients attending the outpatient department of a District
Hospital in Kolar, India. The participants were randomly assigned to either the BMS or
treatment-as-usual (TAU) group via a computer-generated random sequence of numbers. Simple
randomization was performed with no blocking using a random allocation sequence. The
inclusion criteria were age between 20 and 40 years and a diagnosis of mild or moderate
depressive disorder made by a psychiatrist based on ICD 10 criteria. The study excluded those
with psychotic symptoms, co-morbid disorders, and current drug or alcohol dependence or

abuse.

Data collection

Recruitment of subjects took place at a psychiatric outpatient department of the District Hospital
in Kolar, India. Data were collected from July 2011 to Jan 2013. The first author initially
identified patients who had a diagnosis of mild or moderate depression and were on
antidepressant treatment. Each patient was contacted and a personal interview was arranged in a
psychiatric counseling room for baseline assessment. They were informed that they would be
randomly assigned to either the BMS or TAU groups and also about the kind of participation
required from them. Although this non-blinding to treatment may have affected the data obtained

on the outcomes assessed, it was necessary to provide detailed information about BMS and TAU
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to participants because of the nature of the required participation, both during the intervention as
well as the 6-month follow up. Following baseline assessment, all participants were randomly

assigned by the first author to either the BMS or TAU groups.

Ethical considerations

This study was approved by the Institutional Ethical Committee. Ethical concerns were dealt by
explaining purpose, nature, time duration of the study, researcher’s contact information,
confidentiality, and subjects’ rights involving choice to participate or withdraw at any time from

the study. The information was provided both orally and in written form.

Measures

The subjects responded to the Beck Depression Inventory II (BDI II), Body-Mind-Spirit Well-
being Inventory (BMSWBI), Quality of Life (QOL), and Work and Social Adjustment (WSA)
Scale at the outpatient department. The outcome measures were assessed at baseline (T0) and at

four follow-up assessments in the Ist (T1), 2nd (T2), 3rd (T3), and 6th (T4) month.

1. Beck Depression Inventory II (BDI II) (Beck et al. 1996) is a self-administered 21-item
4-point Likert scale. Score ranges from O to 63 and higher scores indicate greater
symptoms. The Indian version of the BDI showed high internal consistency (Cronbach’s
alpha = 0.96) (Basker et al. 2007).

2. Body-Mind-Spirit Well-Being Inventory (BMSWBI) (Ng et al. 2005). It is a 56-item, 11-
point multidimensional inventory for assessing holistic health, with higher scores
indicating better health. It comprises of four subscales: Physical distress — 14 items, Daily
functioning — 10 items, Affect — 19 items, and Spirituality - 13 items. The alpha
coefficients of the BMSWBI ranged from .87 to .92.

3. Work and Social Adjustment Scale (WSAS) (Mundt et al. 2002). It is a self-report scale
of functional impairment. It comprises of five questions on a 0 to 8 scale. The range of
the total score is O to 40, with lower scores indicating higher functioning. Cronbach's

alpha of the scale ranged from 0.70 to 0.94 and test-retest correlation was 0.73.



4. WHO Quality of life BREF Scale (WHO QOL BREF) is a 26-item self-administered
scale that measures four domains of QOL: physical health, psychological health,
environment and social relationships. Items are scored from 1 to 5 with total scores
ranging from 26 to 130. Higher the score better the Quality of Life. This scale was chosen
as it is a generic scale developed concurrently in 15 field centers around the world (India
was one of the participating countries) (Skevington et al. 2004). The Indian version of
WHO QOL BREF has been validated and has demonstrated good content validity,

discriminant validity, test-retest reliability, and internal consistency (Chandra 2003).

Validity and reliability

Face and content validity approaches were used to validate the tools. A convenience sample of
five patients with the same sample inclusion and exclusion criteria was sought from data
collection sites in December 2010. These five patients were willing to be surveyed. The
responses resulted in modifications to the wording in the questionnaire.

Content validity of the tools and intervention module was assessed by a panel of 12 subject
experts. Panel members were asked to rate each tool and sessions for their appropriateness and
use among depressive patients. A few suggestions were given by them in order to ensure it is

better tailored to the needs of patients; these were subsequently incorporated into the module.

Intervention

Participants in BMS group underwent the BMS intervention spread over 4 weeks, along
with routine treatment in the hospital. Intervention was given as a group approach by the first
author, who received Body-Mind-Spirit practitioner training at Centre on Behavioral Health, the
University of Hong Kong, Hong Kong, and is a certified practitioner. Each group consisted of 3
to 4 participants. The intervention consisted of a weekly 3-hour session for 4 weeks. A total of
15 groups completed the 4 week intervention. BMS intervention was originally developed by
Chan (2001) which emphasizes a holistic concept of health. This model incorporates mini-
lectures on general instructions to health and approaches on emotional management; stress
reduction training coupled with one second techniques of acupressure exercises, breathing
techniques and meditation. Activities such as writing, drawing and homework activities

encourage the discovery of positive meaning from negative experiences.



In the present study, BMS intervention was divided into four sessions: (a) Growth

through pain, (b) Emotional management, (c) Love, letting-Go and forgiveness, and (d)

Transformation of self.

a)

b)

d)

Growth through pain: The objective of this session was to empower the participants for
self-healing. The therapist overviewed the BMS intervention. Participants were provided
a supportive environment for venting negative emotions, understand general instructions
to health and analyze the body-mind-spirit relationship. They were also explained the
interrelatedness of their physical health with their emotions and spiritual well-being, and
motivated to face depressive disorder positively. They took part in ten techniques of
longevity exercises, group back massage, and abdominal breathing exercises to
improve their well-being. Therapist assessed participants’ strengths and revealed them in
following sessions. Based on Buddhist philosophy, the subjects were educated in a group
that numerous desires are cause for distress, enabling them to understand the concept of

no pain no gain (Sreevani et al. 2013).

Emotional management: In session 2, participants understood the effect of emotions on
health and ways to manage their negative emotions. The participants practiced hand
massage  acupressure  exercises, to  relive  anxiety.  Therapist  helped
the participants recognize the nature of loss and adapt a positive thinking attitude by

involving them in therapeutic writing and group sessions (Sreevani et al. 2013).

Love, letting go and forgiveness: The key components in session 3 include practicing
forgiveness techniques, self-love techniques and meditation to reflect upon them
about the meaning of self, letting-go and forgiveness. Thus, forgiving oneself and others
helps to free from negative energy, learn self- love and attain joy and peace of mind. In
this session participants were taught that negative emotions are derived from persistent
grudges held in the mind. In group approach participants discussed the meaning of

suffering, attachment, and letting go (Sreevani et al. 2013).

Transformation of self: In the 4th session, participants verbalized about future goals,

developed a healthy life plan, and summarized the improvement in their condition and the
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resultant transformation (Sreevani et al. 2013).

Participants in the TAU group received a) antidepressants (tricyclic antidepressants or specific
serotonin reuptake inhibitors); b)structured psycho-education (education about causes, signs and
symptoms of depression, side effects of medication, early signs of relapse, importance of
medication compliance and follow-up); c) brief counseling for any emotional/interpersonal
issues for 15 minutes duration by psychiatrist. The TAU participants also visited the psychiatrist
monthly for medication, during which time the psycho-education was reinforced, and any

continuing stressors were addressed.

Data attrition

To achieve a statistical power of 0.8 with a medium effect size (n> = 0.059) and significance
level of 0.05 in repeated-measures analysis of covariance under the proposed 2-group, 5-wave
study design, a sample size of 96 was needed. To account for the expected attrition (20%) of
participants, 120 subjects were recruited for the study. At the end of 6 months, 100 (83%)
subjects remained in the study and the remaining 20 (17%) dropped out. The dropout rate in the
2 groups at the end of this study was 11% for BMS group and 22% for TAU group. The 20
dropouts did not differ from the completers in terms of baseline outcome variables and
demographic and clinical characteristics. The reasons for dropout were change of place, no

reduction in depressive symptoms, treatment termination, time and distance factors (Figure 1).

Data analysis

Intention-to-treat data analysis was carried out in this study using SPSS version 20. Missing data
for the 20 dropouts were handled via last observation carried forward method. By imputing the
missing data, we included data from all of the 120 participants in the analysis. Baseline
characteristics of the BMS and TAU groups were compared using chi-square or independent t-
tests for categorical or continuous variables, respectively. The changes in the outcome variables
from baseline to 6-month follow-up were compared using 2-way repeated-measures analysis of
covariance. Pre-intervention socio-demographic and clinical characteristics that differed
significantly across the BMS and TAU groups were entered as control variables in the analysis.

Partial eta-squared (M) was calculated as the effect size of major statistical tests based on
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Cohen’s suggestions (1988). The effect size is classified into 3 levels: 0.010 for small, 0.059 for

medium, and 0.138 for large effects.

RESULTS

Sample characteristics at baseline

Mean age of the sample were 30.2 years (SD = 7.5), 58% were female, 65% had less than
secondary level education, 64% were married, and 66% were residing in rural area. Median
monthly income of the sample were Rs. 5000 (Mean = 7525, SD = 5446.0). Eleven percent of
the sample had a history of suicidal attempts, 21% of the sample suffered previous episode of
depression, and 13% of the sample had family history of depression. Mean duration of present
illness were 16.0 months (SD = 14.3). Both the groups (BMS and TAU) were comparable in
terms of their baseline and clinical characteristics, except for educational status, monthly income,

and duration of illness (Table 1 & 2).

Intervention effect

Repeated measures analysis of covariance was conducted by controlling for educational status,
monthly income, duration of illness as covariates. There were significant BMS treatment effects
in all of the outcome variables between two groups. Compared to the TAU group, the BMS
group showed statistically significant decreases in depression and functional impairment
(Fuaso= 29.87, p<0.001, n°=0.206; Fuus= 23.35, p<0.001, 1’=0.169 ) and statistically
significant increases in well-being and quality of life (F460= 48.15, p<0.001, n2=0.295; Fa.460=
49.18, p<0.001, n220.300) over the 6-month interval (Table 3). The effect size of the treatment

effects was consistently large for all of the outcome variables (n2 > 0.138) (Table 3).

DISCUSSION

This is one of the few known studies on the subject which showed that BMS intervention
implemented by a nurse was instrumental in bringing about significant changes among Indian
depressive patients in terms of reduction in depressive and functional impairment scores,
improvement in well-being and quality of life scores. This testifies the significance of integrating
holistic therapy for depressive patients by incorporating a culturally relevant and spiritually

oriented dimension in patient care. The findings are in accordance with earlier research, (Hsiao
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et al. 2007; Tsai et al. 2008, Hsu et al. 2009, Yang et al. 2009, Little et al. 2009, Chan et al.
2011, Hsiao et al. 2011, D’silva et al. 2012) which documented that adding complementary
therapy like BMS intervention along with routine treatment favorably affects outcomes in
depressive patients. The present study provides empirical evidence of Eastern based BMS
intervention model among Indian depressive patients and helps to broaden the scope of
depression treatments for different population.

Depressive disorder results in a multitude of negative impact on an individual’s life
together with satisfaction at work and overall sense of fulfillment (Papakostas et al. 2004).
Functional impairment at 6 months follow-up decreased more effectively in BMS group than in
TAU group subjects. This may well suggest that practicing various nurturing activities may
result in increased functional capacity and vivacity. BMS intervention not only helps to deal with
the problems at hand but also aims to nurture the self and enhance the self-healing and self-
balancing abilities of individuals. The current findings were supported by Chan (2001) who
reported the effectiveness of Body-Mind-Spirit approach in improving physical, mental and

spiritual energy levels of divorced women.

In the present study, well-being scores significantly improved among BMS group subjects
compared to routine treatment with a large effect size. The study findings are consistent with
previous literature where multi-modal body-mind group therapy showed significant
improvements in depressive mood and well-being measures (Little et al. 2009). In a BMS
therapy study on Taiwanese female depressive patients, all patients reported that their holistic
well-being improved after participation in the group therapy. Comparisons of pre and post
treatment scores on BDI-II and BMSWBI demonstrated a considerable reduction in depression
and negative affect, as well as significant improvement in positive affect. This improvement
sustained for six months, indicating that body-mind-spirit group approach can facilitate the

chronically depressed population.

The overall quality of life of the subjects in BMS group showed a marked improvement
in 6 months follow-up compared to TAU group. These results are consistent with findings of
previous studies on cancer patients (Targ & Levine 2002, Liu et al. 2008, Lee et al. 2010 and on
community adults (Lee et al. 2004). The promising results provide further evidence that BMS
model, which adapts a group modality to therapy and incorporates both Western therapeutic

techniques and Eastern philosophies and practices, is effective in improving the quality of life
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among depressive patients. These findings demonstrate that BMS intervention is an effective
adjunct in reducing the depressive symptoms, functional impairment and enhancing the well
being and quality of life in depressive patients.

Participants acquired comprehensive knowledge regarding depressive disorder, carried
out self-help role and achieved a sense of control which improved their well-being. Therapy
provided a context for the participants to realize that life challenges are ceaseless and that we can
appreciate problems and difficulties as they help us grow in our process of becoming. The
activities present in BMS module help participants not only deal with the problems at hand but
also to nurture the self and enhance their self healing abilities. The present study has provided
preliminary evidence in the Indian context that psychiatric nurses can be effectively trained to

implement complementary therapies in promoting holistic well-being for depressive patients.

Limitations

Though the study outcomes are encouraging, there are a few limitations. First, participants were
recruited from only one hospital; the findings may be limited by a setting effect. Researchers
who replicate this study might consider a larger sample from multiple sites. Another limitation
was that while BMS intervention employed a group based approach, individual approach was
followed for TAU participants. Therefore, a group effect may have influenced the outcome.
Another limitation was that the outcome measures depended solely on self-reporting. More
qualitative assessment can provide a more comprehensive picture of the efficacy of the BMS
intervention among depressive patients.

Nonetheless, the findings support to the efficacy of the BMS intervention in facilitating well-
being among depressive patients in India. It is likely that the BMS model’s culturally appropriate
concepts and physical exercise components contributed to these positive changes. There is an
urgent need to carry out further studies so as to build on the present findings with an endeavor to
secure long-term benefits. Also they should aim at comparing the relapse rate between groups to
understand the protective effects of BMS intervention and recognizing definite therapeutic

components and mechanisms that contributed to the effectiveness of the present study.
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CONCLUSION

Depressive patients who received BMS intervention implemented by a psychiatric nurse had
statistically significantly reduced depressive symptoms and functional impairment and improved
wellbeing and quality of life relative to TAU group subjects at 6 month follow-up. Based on the
findings of the present study, the BMS intervention is an effective model that should be

considered as an integral component of any holistic program for depressive patients.
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Table 1: Pre-intervention group comparison of socio-demographic variables

Group
Socio-demographic characteristic BMS' TAU? p
(n=56) (n=64)
Mean Age (SD) 29.21 (7.60) 31.03(7.41) |°.188
Gender - Male 22 29
- Female 34 35 7505
Education - Up to 10th std 28 50
-10th std to pre- 6 7
university 7001
- Degree and above 22 7
Marital status - Single 24 19
- Married 32 45 7133
Area of | - Urban 23 18
residence - Rural 33 46 7136
Mean monthly income (SD) 9107.1 (6563.5) | 6140.6 (3773.8) | *.004+*

'Body Mind Spirit; “treatment-as-usual
Jchi square test
*unpaired t-test

#kp < 0]
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Table 2: Pre-intervention group comparison of clinical characteristics and outcome

variables
Group
Clinical characteristic and outcome . 5
BMS TAU )/
variables
(n=56) (n=64)
Suicidal attempts - None 49 58 3 sg3
- Present 7 6 '
Previous depressive | - One 42 53
episodes - More than 14 11 3293
one
Family history of | - Yes 10 5
3,097
depression - No 46 59
Duration of illness “mean (SD)” 18.95 (17.87) 13.45 (9.74) 044
Level of depression “mean (SD)” 30.23 (11.80) 27.69 (12.21) 4250
Well-being “mean (SD)” 244.82 (73.09) | 246.42 (66.03) | *.900
Functional impairment “mean (SD)” 30.27 (9.07) 29.98 (8.38) %859
Quality of life “mean (SD)” 64.63 (12.02) 64.73 (11.84) %960

"Body Mind Spirit; “treatment-as-usual
Ichi square test
4unpaired t-test

*p <.05
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Table 3: Group comparison of depression, functional impairment, well-being, and quality

of life across the time points

Time of 'BMS group | *TAU group gr(.)up ¥ Partial-eta
assessment Mean (SD) Mean (SD) fime P squared
F-value
Depression
Baseline (T0) | 30.23 (11.80) | 27.69 (12.21)
1 month (T1) | 14.07 (10.67) | 24.14 (12.50)
2 months (T2) | 9.68 (10.87) 21.06 (12.06) 29.87 <.001%* 206
3 months (T3) | 8.20 (10.93) 18.66 (11.98)
6 months (T4) | 7.00 (10.46) 17.58 (11.90)
Functional impairment
Baseline (T0) | 30.27 (9.07) 29.98 (8.38)
1 month (T1) | 15.20 (10.35) | 26.38 (9.62)
2 months (T2) | 11.55 (9.89) 23.48 (9.41) 23.35 <.001%* 169
3 months (T3) | 9.55 (9.73) 22.13 (9.64)
6 months (T4) | 8.23 (10.14) 20.09 (9.58)
BMS Well-being
Baseline (T0) | 244.82 (73.09) | 246.42 (66.03)
1 month (T1) | 369.11 (83.60) | 269.17 (69.32)
2 months (T2) | 404.39 (87.30) | 280.84 (71.41) 48.15 <.001%* 295
3 months (T3) | 420.09 (87.28) | 295.41 (74.24)
6 months (T4) | 428.79 (89.12) | 304.80 (74.45)
Quality of life
Baseline (T0) | 64.63 (12.02) | 64.73 (11.84)
1 month (T1) | 89.61 (18.25) | 68.67 (13.22)
2 months (T2) | 95.25 (17.87) | 71.50 (14.06) 49,18 <0015+ 300

3 months (T3)

98.20 (18.21)

74.59 (15.67)

6 months (T4)

100.14
(18.38)

75.91 (15.50)

"Body Mind Spirit; “treatment-as-usual **p < .01
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