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ABSTRACT

Mental health disorders affect a person’s thinking, feeling, mood, or behavior and include conditions such as depression,
anxiety, bipolar disorder, and schizophrenia. The Diagnostic and Statistical Manual for Mental Disorders, Fifth
Edition (DSM-5) defines mental disorder as a syndrome characterized by clinically significant disturbance in an individual’s
cognition, emotion regulation, or behavior that reflects a dysfunction in the psychologic, biological, or developmental
processes underlying mental functioning. The present study aimed to assess prescribing patter of anti-epileptic drugs in a
tertiary care hospital. In our study 46-56 years age patients were more 44 (36.66%) as compared to other ages. In our study
male patients were more 66 (55%), as compared to female patients were 54 (45%). Type of Prescribed drugs for Psychiatric
disorders treatment includes generic drugs prescribed patients were more 94 (78.33%), as compared to banded drugs
prescribed patients were 26 (21.66%).Clozapine prescribed drugs patients were more 24(20%), as compared to other
prescribed drugs. A periodical training program on prescription writing especially using the WHO core prescribing indicators
helps to pave a better way for understanding and to know the importance of prescription writing among healthcare
professionals which ultimately leads to a better health care system for the community. Also, a detailed history collection
about the patient’s comorbid conditions and concomitant drugs can help to overcome unwanted drug interactions.
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1. Introduction

Mental health disorders affect a person’s thinking, feeling, psychologic, biological, or developmental processes
mood, or behavior and include conditions such as underlying mental functioning. Mental disorders are usually
depression, anxiety, bipolar disorder, and schizophrenia. associated with significant distress or disability in social,
The Diagnostic and  Statistical Manual for Mental occupational, or other important activities. People are
Disorders, Fifth Edition (DSM-5) defines mental disorder identified for mental health treatment through a number of
as a syndrome characterized by clinically significant different mechanisms. Some people self-refer because they
disturbance in an individual’s cognition, emotion or their family members or friends become concerned about

regulation, or behavior that reflects a dysfunction in the certain behaviors; some people are identified through
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screenings in a given health care setting; and others are
referred through medical professionals during an encounter
for another condition. Less commonly, people may be
identified as needing mental health care because of a risk to
self or others. Individuals are then directed to a specific
treatment depending on the treatment guidelines, their
treatment history, patient preference, and treatment
availability, among other factors. Non-mental health
specialists may be involved in the treatment of people with
mental health disorders. However, for those individuals
with severe, persistent, and treatment-resistant disease,
which might be disabling, the expectation is that they would
be receiving psychiatric services from a variety of mental
health professionals, including a prescriber (e.g.,
psychiatrist, advanced practice nurse), psychologist, or
licensed clinician with a social work, counseling, or
rehabilitation degree. For some populations (e.g., those in
rural areas or small towns), however, care from qualified
mental health professionals (e.g., specialized in evidence
psychotherapy) might not be available.

Regardless of the causal pathway, mental conditions with
comorbid chronic pain result in more work-loss days than
do the individual conditions by themselves. The effect is
additive except for chronic back pain, where the interaction
with mental conditions has been found to be synergistic
with respect to work loss. Additionally, a systematic review
found no evidence of a difference in return-to-work rates
between patients with chronic back pain and mental
comorbidities (depression, bipolar disorder, panic disorder
[PD] and chronic back pain patients without mental
comorbidities. The same review, however, reported more
work absence and more work-related disability in depressed
chronic back pain patients than in patients without
depression. The field still lacks reliable and valid
biomarkers for depression, recovery, and prognosis. The
most recent systematic review of predictors of depression
treatment outcomes concluded that despite a vast amount of
literature on the topic, there are still no reliable or valid
biomarkers or other predictors that can be recommended for
use in the clinic. This section describes two sets of patient-
reported outcome measures, symptom measures and
functional measures. Measures of depression symptom
severity are the most widely used types of outcome
assessment. Other psychotherapies may also improve PD
symptoms, although their efficacy is less well established.

In the 2016 network meta-analysis psychodynamic
psychotherapies and supportive psychotherapy were found
to have promising results, although further research is
needed, particularly for supportive psychotherapy. Newer
therapies for which evidence is accruing include third-wave
therapies, which include features of CBT but focus on
mindfulness, acceptance, and patients’ values. There were
fewer dropouts in psychodynamic therapy and third-wave
therapies than in CBT, suggesting that people with PD may
tolerate these therapies particularly well compared with
other forms of psychotherapy. One of the commonly used
clinician rated measures of severity, the MADRS, was
designed to be particularly sensitive to change in treatment
trials. Items were selected if they were prevalent in the
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patients at the beginning of treatment (i.e., prevalence
greater than 70%), showed the greatest change from
baseline to week 4 of treatment, and change in scores from
baseline to week 4 on the symptom showed the greatest
correlation with change in total scores on the measure.

2. Methodology
The prospective observational study was carried out for a
period of 6 months. The study was conducted in Psychiatry
department in a tertiary care hospital. A written and
informed consent was obtained from the recruited patients.
A Total of 120 patients were enrolled in the study.
Study Design: It was Prospective observational study.
Study Period: The Present study was conducted for a
period of six months.
Study site: The Present study was conducted in a
Psychiatry department in a tertiary care hospital.
Sample size: It was 120 Patients.
Inclusion criteria

e Patients who are willing to give consent.

e  Patients with Psychiatry symptoms.

o Patients of either sex, diagnosed with Psychiatry

disorders.

e Patients with clinical profile of Psychiatry
disorders.

e  Patients receiving treatment for Psychiatry
disorders.

Exclusion criteria

e Patients below 18 years.

e Patients who were not willing to join in the study.

e Patients who are not diagnosed with respiratory

abnormalities.
e  Special population including pregnant women and
lactating women.

e  Psychiatric abnormalities.
Institutional ethics committee (IEC) consideration:
The research protocol was submitted to ethical committee
and ethical Committee was permitted to perform the
research work in Psychiatric department.
Patient data collection and management:
The data collection form contains information regarding
age, sex, BMI, diagnosis, past medical history, laboratory
data, and diagnostic results. The information about risk
factors, clinical laboratory reports, treatment, dose and
frequency of administration and duration of therapy was
collected from the patients treatment chart.
Statistical analysis:
The data was represented as percentages. The P<0.05 was
considered to indicate a statistically significant difference.
The prospective observational study was carried out for a
period of 6 months. The study was conducted in a
Gastroenterology department in a tertiary care hospital. A
written and informed consent was obtained from the
recruited patients. A Total of 120 patients were enrolled in
the study.
Study Design: It was Prospective observational study.
Study Period: The Present study was conducted for a
period of six months.
Study site: The Present study was conducted in a
Gastroenterology department of a tertiary care hospital.
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Sample size: It was 120 Patients.
Inclusion criteria

e Patients with gastro intestinal abnormalities.

e  Patients who are willing to give consent.
Exclusion criteria

e Patients below 18 years.

e  Patients who were not willing to join in the study.

e  Patients who are not diagnosed with gastro

intestinal abnormalities.
e  Special population including pregnant women and
lactating women.

e  Psychiatric abnormalities.
Institutional ethics committee (IEC) consideration:
The research protocol was submitted to ethical committee
and ethical Committee was permitted to perform the
research work in the Gastroenterology department.
Patient data collection and management:
The data collection form contains information regarding
age, sex, BMI, diagnosis, past medical history, laboratory
data, and diagnostic results. The information about risk
factors, clinical laboratory reports, treatment, dose and
frequency of administration and duration of therapy was
collected from the patients treatment chart.
Statistical analysis:
The data was represented as percentages. The P<0.05 was
considered to indicate a statistically significant difference.

3. Results and Discussion
Table 1: Age wise distribution

20-25 years age patients were 36 (30%), 26-36 years age
patients were 40 (33.33%), 46-56 years age patients were

44 (36.66%).
S.No Age Total | Percentage
(N=120) (%)
1| 20-25 36 30
2] 26-36 40 33.33
3] 46-56 44 36.66
Total 120

Table 2: Gender
In our study male patients were 66 (55%), female patients

In our study Literate patients were 96 (80%), Illiterate
patients were 24 (20%).

S.No | Education Total | Percentage
(N=120) (%)
1, Literate 96 80
2. Iliterate 24 20
Total 120

Table 5: Duration of Psychiatric illness

In our study duration of Psychiatric illness includes 1-2
years duration psychiatric illness patients were 85 (
7083%), 3-4 years duration psychiatric illness patients were
35 (29.16%).

S.No Duration of Total Percentage
Psychiatric illness | (N=120) (%)
1| 1-2 years 85 70.83
2, 3-4 years 35 29.16
Total 120
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Fig 1: Age wise distribution
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Figure 2: Gender

Social Habits

were 54 (45%).
S.No | Gender Total Percentage
(N=120) (%)
1/ Male 66 55
2| Female 54 45
Total 120
Table 3: Social Habits

In our study Social Habits includes smoking patients were

95 (79.16%), alcohol patients were 25 (20.83 %).

S.No | Residential Total Percentage
status (N=65) (%)
1. Smoking 95 79.16
2.| Alcohol 25 20.83
Total 120

Table 4: Education
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Table 6: Type of Psychiatric disorder

Depression patients were 35 (29.16%), Panic disorder patients were 25 (20.83%), Schizophrenia patients were 20(16.66%),
Obsessive compulsive disorder patients were 26 (21.66%), and Alcohol Dependence Syndrome patients were 14 (11.66%).

140

120

100

80

60

a0

20

o

Lab test for Psychiatric disorders

120

40
B I I

47
€T scan Blood test ECG Total

Figure 8: Lab test for Psychiatric disorders

Type of Prescribed drugs for Psychiatric
disorders treatment

65
ZE I

Branded drug Total

94

Generic drug

Figure 9: Type of Prescribed drugs for Psychiatric disorders

treatment

Prescribed drugs during the Psychiatric disorders
treatment

17 19
. m 1 | |
o -

ine Risperidone Ari

Clozapine Clonazepam Haloperidol  Total

Figure 10: Prescribed drugs during the Psychiatric disorders

treatment

S.No Type of Psychiatric disorder Total (N=120) Percentage (%)
1. Depression 35 29.16
2. Panic disorder 25 20.83
3. Schizophrenia 20 16.66
4, Obsessive compulsive disorder 26 21.66
5. Alcohol Dependence Syndrome 14 11.66
Total 120

Table 7: Risk factors for Psychiatric disorder
Dementia patients were 35 (29.16%), Tumors patients were 23 (19.16%), Infections patients were 33 (27.5%), stroke patients

were 29 (24.16 %).

S.No Risk factors Total (N=120) Percentage (%)
1. Dementia 35 29.16
2. Tumors 23 19.16
3. Infections 33 275
4, Stroke 29 24.16
Total 120

46
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Table 8: Lab test for Psychiatric disorders

S.No Lab test Total (N=120) Percentage (%)
1. | CT scan 33 27.5
2. | Blood test 40 33.33
3. | ECG 47 39.16
Total 120

Table 9: Type of Prescribed drugs for Psychiatric disorders treatment

Type of Prescribed drugs for Psychiatric disorders treatment includes generic drugs prescribed patients were 94 (78.33%),

banded drugs prescribed patients were 26 (21.66%).

S.No Prescribed drugs | Total (N=65) | Percentage (%)
1. Generic drug 94 78.33
2. Branded drug 26 21.66
Total 65
Table 10: Prescribed drugs during the Psychiatric disorders treatment
S.No Prescribed drugs Total (N=120) | Percentage (%)
1. | Olanzapine 12 10
2. | Risperidone 17 14.16
3. | Aripiprazole 21 17.5
4. | Quetiapine 12 10
5. | Clozapine 24 20
6. | Clonazepam 19 15.83
7. | Haloperidol 15 12,5
Total 120

Discussion

e In our study 46-56 years age patients were more
44 (36.66%) as compared to other ages.

e Inour study male patients were more 66 (55%), as
compared to female patients were 54 (45%).

e In our study Social Habits includes smoking
patients were 95 more (79.16%), as compared to
alcohol patients were 25 (20.83 %).

e Inour study Literate patients were more 96 (80%),
as compared to Illiterate patients were 24 (20%).

e In our study duration of Psychiatric illness
includes 1-2 years duration psychiatric illness
patients were more 85 ( 7083%), as compared to 3-
4 years duration psychiatric illness patients were
35 (29.16%).

o Depression patients were more 35 (29.16%), as
compared to Panic disorder patients were 25
(20.83%), Schizophrenia patients were
20(16.66%), Obsessive compulsive disorder
patients were 26 (21.66%), Alcohol Dependence
Syndrome patients were 14 (11.66%).

e Dementia patients were more 35 (29.16%), as
compared to Tumors patients were 23 (19.16%),
Infections patients were 33 (27.5%),stroke patients
were 29 (24.16 %).

e ECG patients were more 47 (39.16%) as compared
to other lab test.

e Type of Prescribed drugs for Psychiatric disorders
treatment includes generic drugs prescribed
patients were more 94 (78.33%), as compared to
banded drugs prescribed patients were 26
(21.66%).
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e Clozapine prescribed drugs patients were more
24(20%), as compared to other prescribed drugs.

4. Conclusion

This study highlights the importance of regular prescription
auditing which not only helps to improve the overall quality
of prescription writing patterns but also helps to provide a
piece of updated knowledge on the newer drugs, their
action, the prevalence of drug-drug interactions, and other
common errors which take place in the prescription writing
part among health care professionals. As well, they also
provide an idea to improve the overall quality of
prescriptions. A periodical training program on prescription
writing especially using the WHO core prescribing
indicators helps to pave a better way for understanding and
to know the importance of prescription writing among
healthcare professionals which ultimately leads to a better
health care system for the community. Also, a detailed
history collection about the patient’s comorbid conditions
and concomitant drugs can help to overcome unwanted
drug interactions. Prescription monitoring studies were
needed periodically to assess the prescribing trends of
physicians and promote the rational utilization of drugs. It
is also required to improve patient compliance and decrease
the costs and healthcare burden on the patients. Atypical
and newer classes of drugs were given more preference
than the conventional group of drugs for treating psychiatric
disorders. The availability of drugs at the hospital pharmacy
was up to the mark. Polypharmacy was within the limits,
indicating rational prescribing trends. There was slight
overutilization  of  anticholinergics, especially in
combination with antipsychotic drugs, which could lead to
the occurrence of side effects like drying of the mouth,
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