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Noah E.C. Levinson

Exploring the Impact of Mental
Health on Infant Growth in Urban
West Bengal, India.

ABSTRACT

Underweight malnutrition is considered the underlying contributing factor in 45% of all child
deaths worldwide. Employing a retrospective cohort study design, we explored the association of
mental illness symptoms of parents with a deterioration in weight for age z score (as an indicator
of under-nutrition) of their children under the age of 4 in a cohort living in an impoverished
urban community in West Bengal, India. Results, inconsistent with other studies, indicate that
the association is not statistically significant among the studied population. The likely
explanation is the intensive, multi-faceted nutrition interventions of Calcutta Kids, an
organization working for many years with this population. Mothers with suicidal ideation,
however, are observed to be three times more likely to have a malnourished child than mothers
who do not have suicidal ideation. It is recommended that Calcutta Kids introduce maternal

suicide assessments and safety net systems for pregnant women and mother beneficiaries.
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I. INTRODUCTION

Despite recent improvements in the reduction of childhood malnutrition and preventable
childhood deaths in developing countries, underweight malnutrition remains a significant
challenge and is considered the underlying contributing factor in 45% of all child deaths (World
Health Organization, 2016). UNICEF's conceptual framework of the causes of child malnutrition
(Fig 1) provides a comprehensive, multifaceted and multi-determinant understanding of the
causes of child malnutrition. The model is broken down into four levels with the “outcome” of
child malnutrition, death and disability at the top. Below the “outcome” are the “immediate
causes” which include inadequate dietary intake and disease; below the “immediate causes” are
the “underlying causes at the household level” which include insufficient food access, inadequate
maternal and child care, and poor water/sanitation and inadequate health services. At the bottom,
and affecting these “underlying causes” are the “basic causes at the societal level.” (UNICEF,

1990).

Most of my professional life until now has been spent working to improve the nutritional
status among children aged 0-3 in the public health sphere in India through an organization I
founded based in an impoverished urban residential community outside of Kolkata India, called
Calcutta Kids (Box 1). In our work, we've focused primarily on the “immediate causes” of
malnutrition as defined by UNICEEF - “inadequate dietary intake” and “disease”. With this
approach we were able to reduce severe underweight malnutrition (see Definition of Key Terms

below) among the Calcutta Kids registered children in our catchment area (n=500 during the



years 2005-2009) from 16% to 12.3%. To further reduce rates of severe malnutrition, Calcutta
Kids expanded its attention to the next level of causality in the framework — the “underlying
causes at the household/family level”. For severely malnourished children, we discovered both
immediate and longer-term solutions have to be provided to address the “insufficient access to
food” and “poor water/sanitation and inadequate health services” determinants. These solutions
have included nutrition/food supplementation at the home/institutional level; increased access to

clean drinking water; and healthcare access in the form of subsidized insurance.

Child Malnutrition
Death and Disability < Outcomes |

Inadequate dietary
intake

Disease < Immediate Causes I

Poor water /sanitation
and inadequate health
services

Underlying causes at
household/familylevel

Inadequate maternal
and child-care

Insufficient access to
food

Quantity and quality of actual resources
Inadequate and/or -- human, economic and organizational
inappropriate knowledge and and the way they are controlled

diseriminatory attitudes limit

household access to actual asic causes at societal
resources /ﬂ T level

Political, cultural, religious,

economie and social systems, Potential resource: environment,

including women's status, limit m—
the utilization of potential technology, people

resources

Figure 1: Conceptual Framework of Child Malnutrition (UNICEF, 1990)

Calcutta Kids Mission Statement: Calcutta Kids is committed to providing the crucial health
and nutrition services during the first 1000 days of life to prevent irreversible damage to
children’s long-term health. This is achieved by empowering pregnant women and mothers in the
slums of Kolkata, India to be the primary agents responsible for that outcome. Our goal is to
provide services which positively impact children’s growth and development which in turn will
help them to break out of the cycle of poverty. Our signature program is the Maternal and Young
Child Health Initiative (MYCHI) and has the following specific objectives: 1) reduce maternal
morbidity and mortality; 2) reduce child morbidity and mortality; 3) improve birth weights/reduce
low birth weights; and 4) ensure that children aged 0-3 years grow normally according to WHO
growth standards.

Box 1: Calcutta Kids Mission Statement and MYCHI Objectives, (Calcutta Kids, 2017).



The inclusion of these approaches proved to be yet more successful, reducing severe
malnutrition among the Calcutta Kids registered children in our catchment area from (n=500
during the years 2009-2012) from 12.3% to 3.3%. Carrying out interviews with the families of
the 3.3% of children who did not improve (n=15 out of 500 registered children aged 0-3 years) —
confirmed that these children were responding neither to the interventions we had in place
addressing the “immediate causes” nor those addressing the ‘“underlying causes.” We found
instead that, without exception, all of these children come from families experiencing particular
challenges at home - challenges which were not responsive to our existing interventions. And
notably among these challenges were mental illness, physical abuse/domestic violence, and

substance abuse among their caretakers.

Looking again at the UNICEF conceptual framework, we saw that these challenges
affected “Inadequate maternal and child-care,” one of the underlying determinants of
malnutrition, and accordingly, one to which Calcutta Kids now needs to give serious attention.
Notable in the framework is the bi-directional direct link between the “underlying causes at
household/family level” of “maternal and child care” and the outcome of “child malnutrition,

death, and disability” (UNICEF, 1990).

This study is the first part of a projected four-part project encompassing 1) research to
quantify the extent of the need for an intervention to address “inadequate maternal and child
care’’; 2) a community-based intervention-design process; 3) the implementation of the

intervention; and 4) an evaluation of the effects of the intervention on child malnutrition rates.

The caring determinants of child under-nutrition include nourishment - most

appropriately in the form of breastfeeding -, attending to the cleaning needs of the child after



urination and defecation, bathing, protection from the elements, keeping the child warm, physical
touch, psychosocial stimulation, and attachment. Because in much of the developing world, the
caretaking responsibilities of young children remains in the hands of women, the language in the
conceptual framework and most of the literature refers to maternal care. Accordingly, probing
the mental health determinant of caring, the research usually refers to maternal mental health as

opposed to, for example, parental mental health.

The World Health Organization defines maternal mental health as "a state of well-being
in which a mother realizes her own abilities, can cope with the normal stresses of life, can work
productively and fruitfully, and is able to make a contribution to her community" (Engle, 2009).
It is useful here to note Rahman's (2008) critique that mental health is not the same as the
absence of mental illness, but rather that it reflects a capacity to adapt and cope. If a mother is
unable to "adapt and cope" due to a lack of mental well-being, how can she respond to the
demands of a young child? Without a caring component of intervention for mothers who lack
mental well-being, how can they be expected to fulfill their responsibilities to their children
which include, for example, ensuring that their child consumes enough calories even when the

child is cranky, screaming, crying, and doesn't want to eat anymore?

The topic of this research, therefore, is an examination of the relationship between
parental mental health and the quality of maternal care giving. The study examines the
hypothesis that poor parental mental health (independent variable), through the pathway of
inadequate maternal care giving, negatively impacts early child nutritional status (dependent
variable) with other potential determinants held constant. Additionally, the study examines
parental mental illness rather than just maternal mental illness because of the absence of paternal

care in the literature - including that of the UNICEF conceptual framework (UNICEF, 1990).
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The specific research question is: do deficits in parental mental health negatively impact early
child nutritional status in a small impoverished urban residential community in West Bengal,

India?

Another reason for exploring parental (combined, but also disaggregated by maternal and
paternal) mental illness is to examine a secondary question — namely the effect of substance
abuse (most commonly occurring among men in the aforementioned urban community). Is there
a pathway of negative impact between a father's substance abuse on a mother's care-giving

ability which then impacts their child's growth?

It is notable that the language used in the hypothesis refers to “mental well-being” rather
than “mental health”. While the chosen words do not exactly convey the intent of the research
(together with the community, we will eventually find words in Hindi or Bengali), what I mean
to do is avoid using traditional psychiatric language. The reason for this is because of the
projected 4-part project which will rely importantly on community participation. I want to use
invitational language to imply the aforementioned possibility for individual improvement in the
ability to adapt and cope. Such language will likely increase the chances that community
members will participate in an intervention rather than staying away due to fear of
stigmatization. The best mental health interventions address the need for positive human
interactions, shared vulnerability, coping strategies, perspective, and psycho education.
Accordingly, our desire is that none of these be stigmatized, and that the intervention ultimately

be packaged with that understanding.

It is crucial that this lens - which speaks to possibility and resilience - frame the study and

the eventual intervention. Such a lens will widen the focus for potential community-based



interventions to be of value to the entire population - not only addressing “inadequate maternal
and child care” (UNICEF, 1990) but also, for example, substance abuse and domestic violence.
The term "mental illness" is stigmatized worldwide. In India, the term usually refers to psychosis
and schizophrenia rather than applying to the many people who might benefit from a strength-

based, resilience-building intervention.

While the words are used in this study, "mental illness," as indicated, does not correctly
capture what we are seeking to study. We are interested, instead, in what Rahman (2008) refers
to as parents” ability to “adapt and cope”. If a parent is unable to adapt and cope, this may be
circumstantial as opposed to the parent having a more traditionally-defined "mental illness”.
Future phases of this study will develop a word or phrase to attend to this sensitivity, one which
will encompass the “inability to adapt and cope.” In so doing we may be better positioned to
address the core question and identify parents not who are "mentally ill" but rather are having

challenges in their ability to adapt and cope.

While there is substantial evidence to suggest that maternal mental illness negatively
impacts child growth (Harpham, 2005; Rahman 2004; Rahman 2004; Santos 2011), it appears
necessary to test this phenomenon in the community in which an intervention may be
implemented. The most obvious reason for this is to be sure - prior to any intervention - that the
social phenomenon under review indeed exists in the community. Just as important however, is
to assure that community itself has the opportunity to examine this social phenomenon —

assuming that it exists, and then has the opportunity be actively involved in the solution(s).

As this research is part of a larger project with a projected four-part implementation (in

which each prior implementation informs the next) and because the literature suggests the



likelihood that the hypothesis will be correct, it was considered appropriate to anticipate a
response and basic implementation plan for the second part of the project: If indeed the study
reveals a correlation linking parental mental illness to poor child growth in the community,
Calcutta Kids will follow its tradition of engaging the community in the creation and partnered
implementation of an intervention. By recognizing and then owning the social phenomenon, the
community is more likely to commit itself and engage fully in an intervention, thus ensuring a
culturally appropriate model to improve mental health, and involving stakeholders throughout
the community. Two of the unique aspects of the undertaking, as indicated, would be (a) the
inclusion of co-parents/fathers, and (b) a broader definition of mental illness to include substance

abuse - a social ill which plagues this community and India more generally (Neufield, 2005).

Relevance to Social Work

While a public health commitment to mental health has been minimal in low and middle
income countries to date (Engle 2009), mounting evidence of the impact of mental health on
physical health is likely, over time, to lead to a more seamless integration of physical and
behavioral health service provision. Due to its impact on children, the obvious place for such
incorporation is in the M of MCH (Maternal and Child Health). Not only is there mounting
evidence of the impact of maternal mental illness on child physical health outcomes, but also on
child mental health outcomes (Herba et al, 2016). Herba et al cite a World Health Survey
indicating that childhood adversity and later common mental disorders are most strongly
predicted by maladaptive family functioning including parental mental health disorders (Herba et
al, 2016 p. 896.) The relevance to social work of this study is noteworthy because of the mental
illness prevention possibilities: by effectively treating parents and encouraging adaptive family

function capabilities, both physical and mental ill-being of the child may be prevented.



Furthermore, this study creates an opportunity to bring forward the possibility of valuable

conversations.

Additionally, this research has the potential to illuminate predictive observable signs and
symptoms of parents who may have children who will struggle with malnutrition. This in itself
can signal an early intervention at both the parental and the child level. The implication with
regard to mental health therefore is that children in such instances need not be treated within a
silo that is independent of their parents; that through an intervention aimed at improved child
healthcare, both parental mental illness as well as improved maternal healthcare can be addressed
as bi-products of such a child-focused intervention. For example, through a pathway of poor
pregnancy care, children are often born with low birthweights. This is an illuminative, predictive,
and observable indicator of inadequate pregnancy care, one that carries with it an inherently
higher risk of malnutrition — but one that can be addressed with early intervention. If it is
observed that parental mental illness negatively impacts child growth, then by addressing
parental mental illness, we move outside of the child health silo into the possibility of more

holistic approaches to impact child growth.

This project has significant importance for social work because it addresses 1) mental
illness prevention, 2) mental illness treatment, 3) social justice (addressing and improving
services for underserved populations i.e. women and individuals with mental illnesses, 4)
cognitive development (malnourished children are cognitively disadvantaged in comparison to
their well-nourished counterparts), and 5) because of the long term plans for this project which

will encourage community mobilization.



As previously mentioned, the long(er) term plans for this undertaking include a
community-driven process of designing and then implementing a social work/mental illness
intervention to address the "care" component of the underlying causes of malnutrition. This study
is the next logical step for Calcutta Kids in addressing child malnutrition. We need to know if the
social phenomenon of parental mental illness impacting child nutrition exists in the Calcutta
Kids intervention area. If a correlation is found and the community determines that an
intervention is warranted, then, in a participatory fashion, the community will help to design and
implement such an intervention. A bottom-up community approach to design and develop a
culturally appropriate intervention is fully consistent with social work values and the discipline’s
explicit commitment to social justice. Not only do the long-term plans for this undertaking
suggest the development of new interventions, these plans also facilitate the process of

community innovation with regard to the development of those new interventions.

Definition of key terms

For the purposes of this paper, malnutrition (inclusive of moderate and severe
malnutrition) is defined as a weight for age body weight of less than -2 standard deviations
from the mean of the World Health Organization's Multicentre Growth Reference Study
(MGRS). The MGRS study was undertaken between 1997 and 2003 to generate growth
curves for assessing the growth and development of infants and young children around the
world. The study collected growth data from 8500 children from different backgrounds in
Brazil, Ghana, India, Norway, Oman and the USA (Bhan, 2004). The reason that the weight-
for-age reference definition of malnutrition has been chosen as the dependent variable (as
opposed to weight-for-height, or height-for-age) in this study is because this has been the

reference definition used to identify families for whom the Calcutta Kids' public health



interventions were not working. (Note: references to severe malnutrition in this paper refer to
a weight-for-age body weight less than or equal to-3 standard deviations from the

aforementioned WHO mean.)

Mental illness is difficult to define. This study favors the notion that mental health lies
on a continuum; that Harry Stack Sullivan said it best when he wrote "We are all much more
simply human than otherwise, be we happy and successful, contented and detached, miserable
and mentally disordered, or whatever" (Sullivan, 1947). Symptoms of mental distress,
however, are easier to define. This study employs the use of World Health Organization's Self
Reporting Questionnaire 20 (SRQ-20) which asks 20 “yes or no” questions related to
symptoms known to exist in conditions of neurosis. This survey tool has been tested and
validated internationally and has been used extensively in Pakistan and India (Harpham, 2005;
Rahman 2004; Rahman 2004). Using the guidelines suggested by the writers of the SRQ-20
(WHO, 1994) as well as those employed in similar studies (Harpham, 2005; Rahman 2004;
Rahman 2004) mental illness is imperfectly described as being present when someone

answers yes to at least 10 of the 20 questions.

The SRQ-20 assesses suicidal ideation by asking "Has the thought of ending your life
been on your mind?" This question, in which a defined time frame is noticeably absent,
provides the opportunity for 1) an assessment of the severity of mental distress and 2) the
opportunity for an immediate implementation of service provision. This opportunity as well as

a protocol for service provision is addressed at length in the methodology section of this

paper.
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As is the case with mental illness, substance abuse is difficult to define. This study
employs the use of another World Health Organization screening test which has been
validated (Humeniuk et al, 2008) and translated into Hindi called ASSIST 3.0 - Alcohol,
Smoking, Substance Involvement Screening Test (WHO, 2010). ASSIST 3.0 asks a series of
questions, gives a numerical value for each answer, and then based on the total numbers added
makes a recommendation for treatment. As per the guidelines of ASSIST 3.0, substance use
treatment is suggested for users of tobacco and cannabis (and all other substances with the
exception of alcohol) with scores of at least 4; substance use treatment is suggested for users
of alcohol with scores of at least 11. Again, these definitions are imperfect, but they allow for

quantitative measurements based on substance use within the previous 3 months.

For the purposes of this study, mental illness refers to someone with ten or more
symptoms on the SRQ-20 related to neurosis, and substance abuse refers to a World Health
Organization recommendation of treatment for tobacco and cannabis users with an ASSIST

score of at least 4, and alcohol users with an ASSIST score of at least 11.

11



II. LITERATURE REVIEW

This literature review is divided into two independent sections. The first relates to child

malnutrition and mental illness; the second relates to suicide and suicidal ideation.

Child malnutrition and parental mental illness

This study employs the use of UNICEF's (1990) conceptual framework of child
malnutrition (Figure 1), discussed earlier. The framework is useful in understanding the
complexity of malnutrition and the different levels at which interventions are possible. It also
specifically highlights the area of interest of this research as an underlying cause of malnutrition

at the household and family level - care of mother and child.

The framework is pivotal to this research as it conveys the complexity of malnutrition.
Yet its very complexity is one of the criticisms of the model. Gillespie et al (2003) argue that the
conceptual framework has the potential to be misused; that it can invoke malnutrition as too
rooted in societal causes for one sector to make a difference (p.19). Others, however, have made
the case that 1) addressing only one of the determinants will likely have limited impact and 2)
addressing all of them in vulnerable areas can have synergistic effects and result in major
decreases in under-nutrition (Levinson & Balarajan, 2013). A further critique, suggested by this
proposal, addresses the limited attention given to the inadequate maternal and child care cause of

malnutrition and the absence of any mention of mental health. The original framework (UNICEF

12



1990, p.33) describes the connection between inadequate care and malnutrition in the following

way.

The care of the child is inextricably linked with the situation of the household and
the situation of women. A mother's knowledge about child care and her access to
and control of resources determine, to a large extent, the care she can provide for
her child. The lack of resources, in the form of time, knowledge and income,
together with the subordination of women in many societies, constitute the
underlying and basic causes of malnutrition. Many of the abovementioned actions
address those causes. The establishment of community-based child-care
arrangements, income-generating activities for women and the training and
education of families should all aim to give women the skills and knowledge
required to create better opportunities for improved care for themselves and their
children.

Perhaps the absence of mental illness in the 1990 framework can be explained by the fact
that most of the research published about the relationship between maternal mental illness and
child malnutrition has been published post 1990 (Harpham, 2005; Rahman 2004; Rahman 2004;
Santos 2011). Alternatively, those developing the original framework might have argued that
community-based institutions could themselves create opportunities for improved maternal care,

including improvements generated by addressing mental illness.

There is a substantial body of literature examining the relationship between maternal
mental illness and child malnutrition and numerous studies which test similar hypotheses
(Harpham, 2005; Rahman 2004; Rahman 2004; Santos 2011). All of these studies use WHO
Anthropometric Standards as reference data for child growth. Harpham et al, (2005) conducted a
cross sectional survey among 2000 mothers and their children aged 6-18 months in four
countries - India, Peru, Vietnam, and Ethiopia. The authors found in both India and Vietnam a
significant relationship between poor maternal mental health and poor child nutritional status. In
Peru and Ethiopia, however, the relationship was not found to be statistically significant.

Rahman A., Igbal, Z et al (2004) conducted a cohort study examining the impact of maternal

13



depression on infant nutritional status and illness in Pakistan. They found that infants who had
depressed mothers showed more growth retardation than the control group at all time points. At 6
months of age, the relative risk for underweight malnutrition was 4.0 (95% CI. 2.1-4.4.). In a
second study in Pakistan (Rahman, et al, 2004) the authors used a case-control model in which
they examined mothers' mental health and infant growth. They found that maternal mental
distress was associated with under nutrition in infants by a factor of nearly 4 (OR 3.91, 95% CI
1.95-7.86). Santos et al (2011) conducted a case-control study examining maternal CMD's
(Common Mental Disorders) and malnutrition in children in Brazil. They found that the children

of mothers with CMD's had double the risk of malnutrition (OR 2.05, 95% CI 1.1-3.78.).

The array of study designs used and countries studied to examine the same question is
suggestive that this relationship is an established social phenomenon. What is concerning about
these studies is that while a relationship between maternal mental health and child malnutrition
has usually been found, strategies to counteract the relationship are few and tested interventions
are even fewer. Additionally concerning is that while in many developing countries, women
remain the primary caretakers of young children, the impact of paternal mental health has not
been explored. It seems plausible that paternal mental health or addiction might play a significant

role in the ability of a mother to care for her child appropriately.

Tripathy et al (2010) examined the impact of community mobilization on birth outcomes
in India through a cluster-randomized controlled trial over 3 years. They found that neonatal
mortality rates were 32% lower in intervention areas (OR 0.68 95%CI 0.59-0.78). They also
noted a reduction in maternal moderate depression by 57%. What is particularly noteworthy
about this study is that it introduces a culturally appropriate form of mental health treatment that

could be integrated into community-based programs, and which has been effective in reducing
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maternal depression and improving infant survival rates. The intervention did not use western
means of addressing mental illness. Instead, it convened monthly groups to support participatory
action and learning for women and facilitated development and implementation of strategies to

address maternal and newborn health problems (Tripathy et al, 2010 p. 1182).

In examining the policy implications of maternal mental health, Engle (2009 p.963S)
comments that "despite mounting evidence of the impact of maternal mental health on women
and children, prevention and treatment have been slow to enter into maternal and child health
programs.”" While the literature above does not explicitly discuss the reasons for this slow
integration, one reason is surely the cost and resource mobilization involved in one-on-one
service provision compared with. broad-based public health approaches. Another reason is the
well established underlying sexism and the lower status of women worldwide. The social
implications of gender inequality in South Asia, particularly its impact on child health is

explored extensively by Ramalingaswami et al (1996) in their “Asian Enigma” commentary.

While biases and assumptions make their way into all areas of research, the lack of
apparent and oppressive biases identified in the aforementioned literature is noteworthy. The
likely exception is that groups within the study populations have been unrepresented or
underrepresented because of poor access to health services — meaning that they also are poorly
represented on household lists on which the randomization is based. These problems, however,
are unlikely to be major given that the studies themselves are oriented toward solving problems

of generally oppressed populations - women and young children in low income countries.

Suicide

Until the Patel et al (2012) seminal nationally representative study estimating suicide
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mortality in India, there was a wide range of estimates which put the annual loss of life by
suicide in India post 2010 somewhere between 123,000 (Mayer, 2011) and the World Health
Organization's higher estimate of 170,000. The Indian National Crime Records Bureau (NCRB),
using police records put the number at 135,000. The nationally representative study was
critically needed because of complexities surrounding underestimation and misclassification
issues based on the fact that, at the time of the paper's publication, suicide was a criminal offense
under Section 309 of the Indian Penal Code stating that “Whoever attempts to commit suicide
and does any act towards the commission of such an offense shall be punished with simple
imprisonment for a term which may extend to one year or with a fine or with both." This was
changed in 2014, but up until that time there was good reason for suicides to be concealed due to
fear of possible police interference and family stigma (Patel et al, 2012, Radhakrishnan and
Andrade 2012). Underestimation in suicide deaths was believed to range from between 36% to
as much as 60% in the states of Uttar Pradesh and Bihar. Under a grant from the National
Institute of Health, Patel et al (2012) estimate that in the year 2010, suicide claimed the lives of
more than 187,000 persons. Said another way, every three minutes, someone in India commits

suicide.

The sex ratio in this number is useful in considering the uniqueness of the Indian
situation. Patel et al (2012) compares the general male-to-female suicide death ratios in high-
income countries of three to one to that of India which it is about one and a half to one. Among
Indian women 15 years and older, the suicide rate is more than two and a half times greater than

women in high income countries.

Among Indian women between the ages of 15 and 49, suicide is the most common cause

of death. Between 1990 and 2010, suicide among women in that age group rose 126 per cent

16



replacing maternal mortality as the most common cause (Kay, 2013). Mayer (2011, 2016a,
2016b) tries to make sense of this increase in suicides among this age group by focusing on
"housewife" suicides and points to an intersection between gender politics - the continued
marginalization and invisibility of female suffering - and development. As human development
indicators improve for women - employment, literacy, civic involvement - so does suicide.

Mayer writes:

Despite the social progress that has seen a rise in female literacy and a fall in birth
rates, young women are still at the mercy of India’s patriarchal culture... The
sense of powerlessness appears to be especially acute at those ages when there are
intense social expectations that they will make suitable marriages and have
children, especially sons. We speculate that this conflict may also have
manifested as an increase in self-harm by frustrated young females trapped
between the conservative past and the promise of a liberated future. (Mayer 2011
p106)

Suicide is an issue from which the media and public policy generally has shied away (Mayer,
20164, Patel, 2012, Vijaykumar, 2007). Farmer suicides, however, have caught the attention of
the Indian press and the public because, more often than not, these deaths are linked to Indian
public policy discussions related to post-1991 economic reforms and point directly to a narrative
of economic distress (Mayer 2016a). In an article with the subtitle: "Desperate Housewives,
Despairing Farmers", Mayer compares media coverage and raw mortality numbers to provide a
clearer understanding of suicide in India. For example, in 2014, there were 5,650 recorded
farmer suicides and 20,148 housewife suicides. Mayer estimates that even though there are 250%
more housewife suicides than farmer suicides, media coverage may lead the public to think that
housewife suicides are only a fraction of that of farmer suicides. I propose that the disconnect
between the raw mortality numbers related to housewife and farmer suicides and the
overwhelming emphasis on farmer suicides in the media may point to a social comfort in

speaking about symptoms related to the economy (the narrative about farmer suicides relates to
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financial pressures) and a social discomfort in speaking about the effects of gender inequality

which plagues India.

Why are housewife suicides so high? Mayer states his hypothesis that "The very brief
answer which I propose is that it reflects the conflicted roles in which women find themselves as
Indian society undergoes social change" (Mayer, 2016a). As a means of probing into Indian
society, Mayer (2016a, 2016b) explores marriage and writes about how the patterns of suicide in
India are different to those seen in high income countries; that generalizations thought to be
sociological gospel must be further interrogated in the Indian context. He points to the example
that marriage is a protective factor against suicide in most places in the world, yet in India this
appears not to be the case. In 2014, 68% of male suicides were among married men and 64% of
female suicides were among married women. Of this Mayer writes, "Let me simply state my
argument that as Indian marriages change from those arranged by parents and based on more
formalized relationships between husband and wife, to those which are increasingly like what
students of marriage in 18th century Europe have termed "companionate marriage," a small
fraction of married women find themselves unable to cope with the stresses which arise" (Mayer
2016a). Other writers speak to the married Indian woman's increased suicide risk and point to
dowry, domestic violence, divorce, cancellation of arranged marriage, illegitimate pregnancy,
extra-marital affairs, and the social and family pressure (often financially motivated) which cage
women in unhealthy marriages (Vijaykumar, 2017, Radhakrishnan and Andrade 2012, NCRB,
2015). Of divorced women, the suicide rate is 126/100,000; of divorced men, the suicide rate is

347/100,000 (Mayer, 2016b).

But the impact of marriage on suicide appears to be impacted by region, development

status, and gender. A 2002 study examining India as a whole showed that, for Indian men, the
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risk of suicide increases with marriage, and among Indian women, the risk is reduced by nearly
half (Ziaian and Mayer, 2002). In the northern, more impoverished states, sometimes referred to
as the BIMARU states (Bihar, Madhya Pradesh, Rajasthan, and Uttar Pradesh - the English
translation of the Hindi word bimar is "sick") the overall suicide rates are low; marriage is a
protective factor for women; and the larger the family size, the lower the risk of suicide. In those
same BIMARU states, as women's education improves, so does suicide risk. In southern India, as
human development indicators increase at a faster pace, so do suicide rates; in southern states
family size tends to be smaller; and risk of suicide for married women is higher than that of

unmarried women (Mayer, 2016b). Mayer (2016b) suggests

"a central explanatory factor is the importance of changing expectations
concerning social roles, especially in marriage. India's current generation is vastly
better educated than were their parents. With education come changing values and
ways of living. In other words, cultural change is an ineluctable aspect of social
and economic change."

In the north, illiteracy among women remains high as do traditional expectations about women's
social roles; independent decisions about their lives is limited. This is juxtaposed with the south
in which female literacy is advanced as is access to mass media (Mayer, 2016b). In their 2012
nationally representative survey, Patel et al report that "the southern states have nearly a ten
times greater age-standardized suicide death rate than some of the northern states." The authors'

data show that even after adjusting for education, that difference remains.

Deeply imbedded into most aspects of Indian culture is religion. While marriage appears
sometimes to be protective and sometimes a risk against suicide, religion and belief in God is
consistently a protective factor against suicide in India. Vijaykumar (2007) points to several

smaller studies in the Southern part of India which show high odds ratios of protection.
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Vijaykumar (2002) published a study in Chennai which showing an odds ratio of 6.8 (CI 2.88-
19.69) of increased risk for suicide among those who did not believe in God. In her study, she
found that 11 percent had lost their faith within three months prior to suicide. A case-control
study in Bangalore by Gururaj et al (2004) found that a lack of religious belief was a risk factor

for suicide with an OR 19.18 (C14.17-10.37).

Up until now, this review has focused on literature related to completed suicides. Let us
move to literature which speaks specifically to suicidal ideation. The WHO SUPRE - MISS
community survey examined population-wide suicidal behavior in Brazil, China, Estonia, India,
Iran, South Africa, Sri Lanka, and Vietnam. As would be expected, there was large variation in
results. For suicidal ideation among these populations, the range was between 2.6-25.4%; for
those who had actual plans of suicide, the range was between 1.1-15.6%; and for those who
attempted suicide, the range was between 0.4-4.2% (Bertolote et al, 2005). Specific to India,
there are numerous small studies which examine suicidal ideation among specific populations.
Findings from these studies indicate that suicidal ideation rates and attempts range widely,
generally between 5-25% and 4-13% respectively. A paper by Etzersdorfer et al (1998) studied
medical school students in Chennai and found that previous suicidal ideation rates were 16.8%
and the suicide attempt rate was 5.9%. A school-based study of 1205 students between the ages
of 12 and 19 in Delhi report lifetime and last year suicidal ideation rates of 21.7% and 11.7%
respectively; and lifetime and last year suicide attempts rates of 8% and 3.5% respectively
(Sidhartha and Jena, 2006). Another paper examined results from 1817 surveys filled out by
college students in Ahmedabad (aged 18-24) and reported a lifetime suicidal ideation rate of
11.7% and lifetime suicide attempts rate of 4% (Nath et al, 2012). A study by Jonas et al, (2014)

which studied 4711 subjects in Central India measured suicidal ideation (within the previous six
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months) at a rate of 5.1% and suicide attempts at a rate of 4.2%. In a Bangalore-based study with
1087 young adults between the ages of 16 and 18, 25.4% reported suicidal ideation within the
last 3 months; the lifetime suicide attempt rate was 12.9%. In Kar and Thirthalli's (2015) cross-
sectional study, they survey 394 participants at four tertiary level medical centers in India. They
note that 44.2% of participants have at one time or another in their lifetime felt that life was not
worth living; they note that 27% have a current wish to die; 25% have suicidal ideas; 12% have
made suicidal plans, and 7% have attempted suicide. These authors note that 66% believe that
suicide is a sin while 10% believe that in certain situations their religion would allow suicide.
The rates in Kar and Thirthalli's study may be high given that the sample is made up of people

currently suffering in some form or another given that they are in a hospital setting.

Focusing on suicidal ideation among young women in India, Pillai et al (2008) study
youth in Goa and found that female suicidal ideation was associated with independent decision
making, pre-marital sex, rural residence, common mental disorders, and domestic violence. This
leads the authors to make a similar observation to what Mayer (2011) makes about the
vulnerability of young women in challenging patriarchal traditions.

Much like malnutrition, the reasons for suicide ideation and attempts are multifaceted and
multideterminant. Perhaps unlike malnutrition, however, the reasons for suicide ideation and
attempts are also deeply personal and far too often not spoken about due to stigma and shame.
Scholars are clear, however, in their shared call for improved public education, increased
awareness, improved support systems and a national suicide prevention policy (Kar and
Thirthalli, 2015; Mayer 2016a & 2016b; Patel et al, 2012; Vijaykumar 2007). This is reinforced
by Indian psychiatrists and NGO's working in the mental health field. Researchers point to a lack

of evidence-based suicide prevention programs specific to Indian culture (Mayer 2016a, Patel et
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al 2012, Radhakrishnan and Andrade 2012, Pillai, Andrews and Patel 2008, Vijaykumar 2007).
Vijaykumar (2007) juxtaposes Indian views on suicide and a perception that it cannot be
prevented - on the one hand, a belief that suicide is a personal matter to be decided upon
individually; on the other hand, a belief that it cannot be prevented due to the social and
environmental factors over which individuals have little control. She adds her voice to the
discussion with a belief that there is usually an appropriate alternative resolution; that "suicide is
often a permanent solution to a temporary problem." She goes on to endorse Mrazek and
Haggerty's (1994) framework of a mental health interventions based on a spectrum with three
primary levels: prevention, treatment, and continuing care (in which prevention and treatment
often overlap in the form of early intervention). The endorsement of the framework suggests that
the problem need not be so overwhelming as to lead to apathy; that rather suicide prevention can
be addressed systematically with inputs at varying input points upon the spectrum at the levels of
1) the population level; 2) the level of subgroups at risk but not yet displaying concerning
behavior, and 3) the level at which indicated interventions are necessary for people exhibiting
suicidal thoughts/behavior.

Patel (2012) suggests that until community mental health services improve for people
with mental health conditions associated with suicide, the government of India should reduce
binge alcohol drinking through regulations of higher alcohol taxation; introduce mental health
services into primary care; and improve education around and reduce access to organophosphate
pesticides - ingesting such poison is the most common method of completing suicide by almost

half of both male and female suicides.
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1. METHODOLOGY

Overview

Employing a retrospective cohort study design, we explored the association of mental
health status of mothers and fathers with a deterioration in weight for age z score (as an indicator
of under-nutrition) of children under the age of 4 in a cohort living in an urban slum in West
Bengal, India. The primary endpoint for this analysis was severe malnutrition (WAZ<-3SD)
and/or an average negative change of at least 10 percent per month in WAZ score in children
under the age of four over a period of one year in 2016. We used frequencies to describe the
outcome in the population. We also compared the proportion of various factors in those children
who reported the outcome as compared to those who did not. We investigated the association of
mothers and fathers' SRQ-20 (WHO, 1994) and ASSIST (WHO, 2010) scores (survey
instruments created by the World Health Organization and internationally validated (Patel et al,
2007 & Humeniuk et al, 2008) which examine mental health and substance use/abuse
respectively - see Introduction: Definitions of Key Terms) with the outcome using multivariate
logistic regression and report odds ratios (OR) and 95% confidence intervals (CI). We adjusted
the model for age, sex, birthweight, Socio Economic Status, mothers’ education, and mother’s
suicide ideation.
Inclusion criteria

The sample of study participants was taken from the universe of registered Calcutta Kids

beneficiaries in the year 2016. Within the geographical area in which it works (with an estimated
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population of 20,000 persons) Calcutta Kids invites all families with a pregnant woman and/or a
child under three years of age to participate in its programs. Potential study participants (parents
of child-beneficiaries at Calcutta Kids) were required to meet the following inclusion criteria: 1)
that their child was an active and enrolled Calcutta Kids beneficiary during the calendar year
2016 and had been weighed at least twice during the year through the Calcutta Kids Growth
Monitoring and Promotion program; 2) that a family release of medical records to be used for
quality improvement research had been signed; 3) that the study participant was not pregnant;
and 4) that the study participant was above the age of 18.

Of those families which met the inclusion criteria, study participants were selected based
on growth data outcomes of their children. The growth data is based on algorithms from the
World Health Organization's Multicentre Growth Reference Study (Bhan, 2004).

Study design

We (the Calcutta Kids team and this writer as PI) conducted a retrospective cohort study
using a combination of already collected demographic and child growth data from Calcutta Kids'
medical records system and newly collected mental health and parental substance use data for the
purposes of this study. We explored the association of mental health status of parents with a
worsening in WAZ weight-for-age z score (as an indicator of under-nutrition) of their children in
a cohort living in an urban slum in Kolkata. The study included extensive data on the
socioeconomic, health and nutrition characteristics of all of the Calcutta Kids beneficiaries
whose parents had signed release forms for their health data to be used in research designed to
improve Calcutta Kids service delivery. A retrospective cohort design was the most appropriate
because the outcome of interest had already been achieved at the time of this study.

The primary outcome for this analysis was weight for age malnutrition and/or growth
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faltering. This was defined as 1) children whose last weight taken in 2016 had a WAZ score of
less than -3 and/or 2) a WAZ score of less than -1SD and an average negative change of 10
percent per month in weight-for-age z score in children under the age of four over a period of
one year in 2016 during which time Calcutta Kids measured beneficiaries 12 times. Since the
children in the cohort were followed up for different time points during 2016, we felt that it was
inappropriate to compare changes in WAZ without considering the time of follow-up. Hence, we
converted the percentage change to a percentage change per month, and imposed an arbitrary
cut-off value of 10 percent. This means that a child who had the outcome may have been
weighed in January 2016 and December 2016 and multiple times in between, but between the
January weighing and the December weighing had a negative drop of at least 120%. Similarly,
this means that a child who had the outcome may have been weighed in January 2016 and
September 2016 and multiple times in between and then went away to the village for the
remainder of the year, for example and therefore had a negative drop in WAZ of at least 90% - or
an average of at least 10% per month over 9 months.

As far as we know, this is the first study of its kind to employ this type of malnutrition
outcome variable which looks at a WAZ percentage drop in growth. The reasons for the creation
of this outcome variable were 1) by looking only at categorizations such as mild, moderate or
severe, we miss out on the nuance and range within those categorizations; 2) this type of
outcome variable allows for variability within month-to-month growth and seasonal variation; 3)
this type of outcome variable allows for the children who were able to regain the weight they
may have lost due to a short episode of diarrhea or illness to stay out of the group with the
malnutrition outcome variable; 4) this outcome allows for measurement of overall growth

trajectory (with appropriate variability within) as opposed to baseline/end line or measurements
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at two points in time; and 5) due to the success Calcutta Kids has had in reducing severe
malnutrition - a categorization of WAZ less than or equal to -3SD - there were not enough
children/cases who fell into that category to make this study statistically meaningful.

Growth data of all children weighed in the calendar year 2016 (n=637) was downloaded
from the Calcutta Kids database and then divided into two groups - those with the outcome
variable, and those without.

While an effort was made to use only random sampling techniques in this study, the small
number of children with the outcome variable made this impossible. The sample of study
participants without the outcome variable (n = 588) were chosen randomly and the sample of
study participants with the outcome variable (n = 49) were a convenience sample made up of all
of the children with the outcome variable whose parents were in the community at the time of
data collection.

Sample Size
We calculated the required sample size using the online sample size calculator Sampsize

(http://sampsize.sourceforge.net/iface/s1.html#comp). We assumed, based on our experience in

working with these families, that the prevalence of mother's mental illness (as measured by the
SRQ scores) among the two groups of children - those whose underweight status declined
(average reduction of 10% or more in weight-for-age z-scores measured observed over a year) or
not - to be 66 and 33 percent, respectively. Assuming power of the study to be 80% at 0.05%
significance level, this gave us a sample size of 70, assuming equal sample sizes in both the
groups. Unfortunately, we were not able to meet this criterion. The final study sample for the

regression models was 29 with the outcome variable and 138 without the outcome variable.
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Cases and Controls

Cases were defined as those children with the outcome variable of 1) a final WAZ score
of -3 and/or an average negative change of at least 10 percent per month ending in a WAZ below
-1 SD. The number of identified cases was 49 (of which 20 were not present in the community at
the time of the study - one of the realities of working with a transient urban community) of which
29 participated in the study. The sample of cases was therefore convenient because the
administration of the survey was done based on the presence of the cases in the community at the
time the survey was being administered.

Of those children in the sample of 637 who did not have the outcome variable and whose
parents met the inclusion criteria for the study, a random selection of 138 parental pairs were
chosen as controls.

Final Sample Participant Recruitment and Primary Data Collection

As per the standard operating procedure of the Maternal and Young Child Health
Initiative at Calcutta Kids, each beneficiary family is provided a monthly home visit during
which a routine health exam is administered, basic health information is collected, and solution-
focused counseling is provided. The recruitment plan for this study used the established monthly
home visit as an opportunity to administer the survey tool as part of a quality improvement
strategy at Calcutta Kids. (In addition to the use of the established monthly home visits, separate
home visits were made to the homes of the 12 beneficiary families whose children had since
graduated from the program and were no longer receiving regular monthly home visits. The
following data collection methods were the same.) During home visits Calcutta Kids-employed
Community Health Workers visited the homes of the selected study participants; explained the

purpose of the study and requested their participation making it clear that they were not required
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to participate and that non-participation would in no way jeopardize the other services they
currently receive through Calcutta Kids. If the study participant agreed, consent forms were
provided, verbally explained, and participants were asked to sign their name; stamp their
fingerprint in case they could not sign their names; or provide verbal consent which the
Community Health Worker witnessed and signed in case the participant was unable to read and/
or was uncomfortable signing a document which they could not read.

Calcutta Kids' Community Health Workers are proficient at providing home visits. They
go through rigorous initial instruction when they are hired and attend ongoing monthly in-house
trainings. They have experience in, and are skilled at data collection, and were given specific
training by the PI in the administration of the survey tool used in this study. They were given
lists of the pre-selected potential study participants to carry along with them on their home visits.
During the month of January 2017 at the end of their monthly home visits, the Community
Health Workers invited the pre-selected potential study beneficiary parents to participate in the
study which was then administered.

The Calcutta Kids Community Health Workers administered a survey made up of two
World Health Organization surveys; both of which had already been translated into Hindi and
used in India. The Hindi version of WHO ASSIST (Alcohol, Smoking and Substance
Involvement Screening Test) 3.0 was downloaded from the World Health Organization website
(WHO, 1994); the translated version of the SRQ-20 was provided upon request via e-mail by Dr.
Vikram Patel who shared the version he used in his studies in India (Patel et al, 2007). The
surveys can be found in the appendices.

The survey usually took between 5 and 20 minutes to administer depending on what

answers were given to sensitive questions related to suicidal ideation. The Community Health
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Worker's have longstanding ongoing relationships with the study participants. As such, when
survey questions caused distress, the Community Health Worker was able to provide support in
the moment and was also be able to direct the participant to other supports in the community. If
beneficiaries were interested in participating in the study but wished to speak with the
Community Health Worker outside of the home, accommodation within a private room at the
Calcutta Kids community health center which is within walking distance of all beneficiary
homes was made available. At the end of the survey administration, the beneficiary was thanked
for their involvement in the study. Specific to this study, Community Health Worker often
interacted with each participant couple more than once. It often happened that the father of the
child wasn't home at the time of the monthly home visit and a separate visit was made to survey
the father. The same protocol was followed for families that were cases and those that were
controls.
Confidentiality, informed consent, and data security

Confidentiality at Calcutta Kids is taken very seriously. The Community Health Workers
are privy to a tremendous amount of private information in their daily work and are known to
many in the community as true confidantes. Identified data is never shared with anyone outside
of the office. Additionally, all Calcutta Kids employees are bound by confidentiality clauses in
their employment contracts. Completed surveys were kept in a locker with a key held only by the
Managing Director of Calcutta Kids. The beneficiary's Calcutta Kids ID number rather than his
or her name was written on the survey tool in case a completed survey was dropped or
misplaced. Aforementioned electronic medical records data was downloaded from the Calcutta
Kids medical records system in the form of an excel sheet. The survey tool data was then entered

into that downloaded excel sheet by Calcutta Kids’ data entry staff and locked on a password-
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protected computer. The final database was further stripped of all identifying information. From
that point on anonymity was assured.

As earlier mentioned, along with interviewing study participants, collateral participant
data was taken from the Calcutta Kids medical records system. Whenever a beneficiary family
enrolls at Calcutta Kids, they sign a release form indicating that their socioeconomic and health
data may be used for studies intended to improve Calcutta Kids service delivery. All beneficiary
families have signed the release document which was prepared with the assistance of Dr. Richard
Cash at the Harvard School of Public Health who specializes in health research ethics and Dr.
Jon Rohde, former Chief, UNICEF, New Delhi. A translated copy of the relevant section of the
signed release is below:

Calcutta Kids collects and records usual data of medical/nutritional/public health
relevance and importance to better serve its beneficiaries. Such information is
encrypted, stored securely, and remains confidential--handled only by Calcutta
Kids employees bound by confidentiality clauses in their contracts. Information
collected may be used for study purposes outside of Calcutta Kids, but identifying
information will never be shared. There is no harm expected from the collection
of this data. The clauses mentioned in this document have been read and
explained to me. I agree and understand all the terms and conditions mentioned in
this form.

Secondary data from Calcutta Kids Electronic Medical Records System

The child growth data along with other socioeconomic and demographic information
such as age, gender, mother's education, and poverty index score (Desiere, Vellema, & D’Haese,
2015) was taken from the Calcutta Kids medical records system. All secondary data used in the

study was collected during the year 2016.
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Addressing sensitivity of study questions

There were sensitive questions on the survey tool which included those in which a
beneficiary may have disclosed thoughts of suicide. When a participant replied in the affirmative
about suicidal ideation they were provided with on-the-spot counseling to assess imminent
danger; were provided with culturally appropriate materials about suicide including hotline
phone numbers; and were provided with the opportunity to work individually with a Calcutta
Kids employed trained psychologist who was on call at all times during data collection.

The study required parents to participate in this study. It was suggested to the parents that
the surveys be administered privately on an individual level. If, however, the couple was
uncomfortable participating in the study without the other person present, then the questionnaire
was administered in the presence of the other party. We had planned that the final analysis would
indicate when both parents were present during the interview as data may be skewed by
information being shared in front of the other partner - avoiding the risks associated with
potential marital conflict if the couple was not comfortable sharing information privately was to
be avoided at all costs. However, this situation never arose. All surveys were administered
privately.

Potential study participation benefits were the following: 1) The research will help to
answer the question of whether it is necessary to add a mental health component to the Calcutta
Kids intervention. If yes, then presumably, the participants will benefit from a more complete,
comprehensive maternal and child health program and less childhood malnutrition; and 2) If the
participant's answers triggers an intervention for mental health services (in case a participant
responds affirmatively to suicidal ideation), then such an intervention could be beneficial -

potentially life-saving.
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Data Analysis

We used frequencies to describe the outcome in the population. We also compared the
proportion of various factors in those children who were present with the child malnutrition
outcome variable as compared to those who did not and measured their chi squared associations.
We investigated the association of mothers and fathers SRQ scores with the outcome using
multivariate logistic regression and reported odds ratios (OR) and 95% confidence intervals (CI).
We adjusted the model for age, sex, birthweight, poverty index score, mothers’ education all
known to be important variables in studies which examine malnutrition. We also adjusted the
model for 1) mother's endorsement of suicide ideation, and 2) father's tobacco abuse, both of
which were found to have statistically significant chi squared associations with the child
malnutrition outcome variable. Tests were carried out at 5% significance levels. Study
participants’ SRQ scores were added and divided into those who had answered yes to ten or
more, and those who answered less than 10. Mental illness was defined as those in the former
category. This is the recommended scoring of the SRQ 20 (WHO, 1994) as well as those
employed in similar studies (Harpham, 2005; Rahman 2004; Rahman 2004). Using the scoring
reference instruction of ASSIST (WHO, 1994), substance abuse treatment was recommended for
a total score of at least 4 for tobacco and cannabis; a score of at least 11 for alcohol. Correlation
tests were carried out on all the variables in the multivariate logistic regression and the r-value
was always less than 0.4 (table not shown). Analyses were performed with Stata 14.2 (Stata
Corp., College Station, TX, USA).
Bias

As this is a retrospective study, we cannot fully control for bias because the outcome

(child malnutrition) has already occurred, and the relationship to the exposure outcome (parental
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mental illness) may only be coincidental. Selection bias was addressed by using random
selection when possible and controlling based on the criteria of age, gender, poverty index score,
mother's education and mother's suicidal ideation. Additionally, the randomization of controls
assisted in attending to diversity and representativeness of the population being studied. While
the results can only be representative of those children registered as Calcutta Kids beneficiaries -
as that is the larger population being studied, the results may be extrapolated to non-Calcutta
Kids-registered children living in the same community, as most of their constraints will be the
same.

This study does not determine causality, but will assist in developing a hypothesis around
the association between parental mental illness and child malnutrition. Ideally, this study will be
followed up with a mental health program intended to reduce parental mental illness. Given the
limitations of financial resources, the study is quasi-experimental in that it studies those families
from the community which participate in the Calcutta Kids intervention, meaning that there
could be particular groups from the community e.g. migrants from particular areas, which will be
unrepresented. However, Calcutta Kids has done extensive research into the families which do
not participate in its programs, and has found that the primary reason for not participating is that
they have greater access to financial resources and can purchase private healthcare at their
convenience.

All secondary data was collected during the calendar year 2016 and the primary data was
collected in the first quarter of 2017. It is possible that data which is correlated in this study has
been impacted by time. The variables most likely to have been impacted by the time factor are
socio economic status and child growth. It is possible, for example, that a family which was in

one socio-economic quintile in 2016, may have shifted into another quintile based on familial
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changes impacting socio-economic status. It is also possible, though unlikely, that children with
the malnutrition outcome variable in 2016 did not have the child malnutrition outcome variable
at the time of this study's primary data collection. It is unlikely because the data was based on
growth data ending in December 2016, and the primary mental health data was collected in early
2017.

Cognizant of the history of colonialism in India and its legacy which has found its way
into international assistance programs, this writer continues to be aware of my status as an
outsider. I have worked with this community for more than ten years, however, and I have been
successful to date in forging a partnership with a group of Indian colleagues who are indeed the
face of the organization. My role within this partnership has been primarily that of a fundraiser
and technical assistant. While this study fulfills the thesis requirement for a Masters of Social
Work at Smith College School for Social Work, the topic already has considerable interest to the
Calcutta Kids team, and the implementation and data collection was done in partnership with
them. As with Calcutta Kids studies and interventions in the past, those found to be culturally
inappropriate or of minimal value to the population will be scrapped. This writer did not
interface personally with any of the study participants at the time of the data collection.

One of the biggest biases necessary to address was the expectation that we would find a
positive correlation in the study, particularly given the dependence on such a finding for the next
3 parts of the proposed project. Notwithstanding the considerable evidence from the literature
review, and our qualitative experience in studying the households of children in the community
whose malnutrition has not been reduced, this writer worked closely with a Smith College thesis

adviser - a neutral and unbiased observer and mentor in the study - who continually asked
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questions and probed on questions of purpose and design to ensure that such bias was reduced as
much as was possible.
Disclosures

Regarding relationship between PI, survey team, and study participants, this writer (the
PI of this study) is the founder and a co-director of Calcutta Kids. The Calcutta Kids’
Community Health Workers conducted the interviews with study participants as part of their
routine monthly home visits. Potential coercion of participation was controlled for by 1) the PI
not being directly involved in data collection; and 2) during the time of recruitment, it was made
clear to the potential participants (both verbally and in writing on the consent form) that in no
way will their involvement in this study impact the services they receive through Calcutta Kids.

Benefits for this writer in conducting this study include: 1) further understanding of the
causes (and therefore potential treatments) of child malnutrition; 2) baseline data and rationale
for a possible mental health intervention into the already existing Maternal and Young Child
Health Initiative at Calcutta Kids; 3) evidence for potential program funding for such an
intervention; and finally 4) meeting the Smith College School for Social Work MSW degree

thesis requirement.

35



IV.  FINDINGS

Research question

The topic of this research is an examination of the relationship between parental mental
health and the quality of maternal care giving. The study examines the hypothesis that poor
parental mental health (independent variable of data collected exclusively for the purposes of this
study), through the pathway of inadequate maternal care giving, negatively impacts early child
nutritional status (dependent variable of growth data collected as part of the Calcutta Kids
Maternal and Child Health Program during the calendar year of 2016). The specific research
question is the following: Do deficits in parental mental health negatively impact early child
nutritional status in a small impoverished urban residential community in West Bengal, India?
Additionally, the study examines a secondary question which relates to the effect of substance
abuse: Is there a pathway of negative impact between a father's substance abuse on a mother's
care-giving ability which then impacts their child's growth?
Major findings

Nearly a quarter (23.35%) of the mothers surveyed reported yes to 10 or more mental
illness symptoms therefore fitting the mental illness criteria of this study. For fathers, the
corresponding number was 13%. Nearly one fifth (17.96%) of mothers reported suicidal
ideation. For fathers, the corresponding number was 6.96%. Almost half (42.41%) of the fathers
surveyed had an alcohol use score of above 11, which meets WHO ASSIST (WHO, 2010)

criteria for alcohol abuse intervention. The chi square associations between the child
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malnutrition outcome variable and 1) maternal mental illness; 2) paternal mental illness; and 3)
parental units in which both mother and father fit mental illness criteria; were not statistically
significant. The association between paternal alcohol abuse and maternal mental illness is also
not statistically significant. The chi square association between the child malnutrition outcome
variable and those mothers who answered yes to the question, "Has the thought of ending your
life been on your mind?" was statistically significant, and regarding this relationship, the logistic
regression model (Tables 2 & 3) shows that in comparison to those women who do not endorse
suicidal ideation, those women who do endorse suicidal ideation were three times more likely to
have a child with the malnutrition outcome variable.

The results begin with demographic and study characteristics of the sample population
and focus specifically on those characteristics which are commonly found to be confounding
variables in studies examining child malnutrition (Table 1). Most of these characteristics are also
present in the logistic regression model (Table 3). This is followed by descriptive statistics
(Table 2), which speak directly to the independent variable data related to mental illness and
substance use/abuse among parents collected for the purposes of this study. The final section first
examines inferential statistics including associations between a set of determinants and co-
variables and the malnutrition outcome variable (Table 2) and then presents a logistic regression
model based on the results of the study (Table 3).

Demographic and sample characteristics

The study sample was made up of the parents of 29 children with the child malnutrition
outcome variable (cases), and the parents of 138 children without the child malnutrition outcome
variable (controls). Of the sample, all the mothers participated in the study as did 95% of fathers.

Of the children of the study participants, the sex ratio was close to equal - 82 were male, 85 were
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female. Of these children, 78% were born with healthy birth weights of at least 2500 grams. The
vast majority of these children were under 36 months of age with 23% under 12 months; 37%

aged 12-24 months; 32% aged 24-36 months; and 7% aged 36-48 months. The socio economic

Table 1: Demographic and Sample Characteristics
Total n Variable n %0
167 Malnutrition outcome variable
Present 29 17.4%
Absent 138 82.6%
167 Parental participation
Mothers 167 100.0%
Fathers 158 94.6%
167 Sex
Male 82 49.1%
Female 85 50.9%
167 Birthweight
Above 2500 130 77.8%
Below 2500 37 22.2%
167 Age
<= 12 months 39 23.4%
12+-24 months 62 37.1%
24+-36 months 54 32.3%
36+-48 months 12 7.2%
167 Socio Economic Status
Lowest Quintile 35 21.0%
Quintile 2 31 18.6%
Quintile 3 37 22.2%
Quintile 4 32 19.2%
Highest Quintile 32 19.2%
161 Mother's Education
No Education 25 15.5%
Some primary education (between class 1 and class 8) 59 36.6%
Some secondary education between Class 9 and 12 65 40.4%
Completed secondary education and some college 1 0.6%
College Graduate 11 6.8%

38



Table 2: Descriptive and Inferential Statistics

Child Child
Malnutrition Malnutrition
Variable Name Full Outcome Out?ome
Sample . Variable
Variable
Present NOT
Present
n % n % n % | p value
Sex of child 167 0.472
Male 82 49.1 16 55 66 | 48
Female 85 509 13 45 72| 52
Mother's Ed 161 0.384
No Education 25 155 8 28 17 13
Some primary education (between class 1 and class 8) 59 36.6 9 31 50| 38
Some secondary education (between Class 9 and 12) 65 404 10 34 55 41
Completed secondary education and some college 1 0.6 0 0 1 1
College Graduate 11 6.8 2 7 9 7
Birthweight 167 0.675
<=2500 g 130 77.8 26 90 127 | 92
>2500 g 37 222 3 19 11 8
Age 167 0.002*
<=12 months 39 234 8 28 31 22
12-24 months 62 371 9 31 53| 38
24-36 months 54 323 5 17 49 36
36-48 months 12 7.2 7 24 5 4
Socio-economic Status 167 0.237
lowest quintile 35 21 11 38 24 18
quintile 2 31 18.6 5 17 26 19
quintile 3 37 222 5 17 32| 23
quintile 4 32 192 4 14 28 | 20
highest quintile 32 19.2 4 14 28 | 20
Mother's mental health 167 0.913
SRQ Score >=10 (10 or more mental illness symptoms
present) 39 234 7 24 32| 23
SRQ Score<10 (less than 10 mental illness symptoms
present) 128  76.6 22 76 106 | 77
Father's mental health 158 0.658
SRQ Score >=10 (10 or more mental illness symptoms
present) 21 133 3 11 18 14
SRQ Score <10 (less than 10 mental illness symptoms
present) 137  86.7 25 89 112 | 86
Combined parental SRQ 158 0.945
SRQ Score >=10 (both parents have 10(+) mental illness
symptom present) 6 3.8 1 3 5 4
SRQ Score <10 (both parents have < 10 mental illness
symptoms present) 152 96.2 27 97 125 96
Suicidal ideation (Mother) 167 0.044*
Yes 30 18 9 31 21 15
no 137 82 20 69 117 | 85
Suicidal ideation (Father) 158 0.967
Yes 11 7 2 7 9 7
No 147 93 26 93 121 93
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Tobacco abuse (Mother) 167 0.139
ASSIST Score >=4 (meets criteria of abuse) 19 114 1 3 18 13

ASSIST Score < 4 (does not meet criteria of abuse) 148  88.6 28 97 120 87
Tobacco abuse (Father) 158 0.032*
ASSIST Score >=4 (meets criteria of abuse) 116 734 16 57 100 77

ASSIST Score < 4 (does not meet criteria of abuse) 42 26.6 12 43 30 23

Alcohol abuse (Father) 158 0.43
ASSIST Score >=11 (meets criteria of abuse) 67 424 10 36 57 44

ASSIST Score < 11 (does not meet criteria of abuse) 91 576 18 64 73 56

status of the families of these children was equally distributed between quintiles. From lowest
quintile to highest, the percentage distributions were 21%, 19%, 22%, 19%, and 19%. The
Calcutta Kids medical records system had access to the education level of 96% of the mothers in
the study. The majority of the mothers had completed primary education and went on to do some
high school education. Fifteen percent had no formal education; 37% had some primary
education between class 1 and class 8; 40% had completed primary school and completed some
high school education; 1 mother completed high school and had some college education; and 7%
were college graduates.
Descriptive statistics

Of the 167 mothers who were surveyed, 23% replied yes to ten or more mental illness
symptoms on the SRQ-20. Of the 158 fathers who were surveyed, the corresponding percentage
was 13%. Of the 158 parental units surveyed, there were 6 in which both parents reported yes to
ten or more mental illness symptoms. For reasons which are explained below (in the section
which examines the inferential statistics related to the malnutrition outcome variable) one
question was taken from the SRQ-20 and examined more carefully. The question was "Has the
thought of ending your life been on your mind?" To this question, 18% of mothers replied yes as
did 7% of fathers.

While the WHO ASSIST survey (2010) related to substance abuse asks about a wide
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variety of substances, the substances mentioned by the study sample were limited to 1) tobacco
products; 2) alcohol; and 3) cannabis. WHO ASSIST suggests that a substance abuse
intervention is justified for scores of above 4 for all substances except alcohol in which a score
of above 11 justifies an intervention. Regarding mothers, 11% had tobacco use scores above 4;
no mothers had alcohol scores above 11; and no mothers had cannabis scores above 4. Regarding
fathers, 73% had tobacco scores of above 4; 42% had alcohol scores of above 11; and just under
4% had cannabis scores of above 4 (table not shown).

Inferential statistics

The results from the inferential statistical analysis begins with examining the association
between a set of demographic co-variables and the child malnutrition outcome variable (Table
2). For the purposes of this study, association refers to chi-square tests of association at 0.05%
significance level, meaning that the associations which are statistically significant are 1) different
across groups; and 2) that the difference is greater than we might expect to find in nature 95% of
the time.

There was not a significant association between the child malnutrition outcome variable
and 1) child's sex; 2) mother's education; 3) birth weight; and 4) socio-economic status.
However, there was a significant association between the malnutrition outcome variable and
child's age (p=0.002). As the children get older, malnutrition is less likely to be reduced.

Specific to the study question related to the chi squared association between parental
mental illness and the child malnutrition outcome variable, the association was not significant.
Of those mothers with children in which the malnutrition outcome variable was present, 24% of
them reported 10 or more mental illness symptoms as compared to 23% of mothers who did not

have children with the outcome variable. Similarly, the chi squared association between paternal
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mental illness and the child malnutrition outcome variable was not significant. Of those fathers
with children in which the malnutrition outcome variable was present, 11% of them reported 10
or more mental illness symptoms as compared to 14% of fathers who did not have children with
the outcome variable. Of the 158 parental units that were interviewed, 6 units consisted of
parents who each reported 10 or more mental illness symptoms. And likewise, the chi-squared
association between those parental units and the child malnutrition variable was not significant.
Of those parental units with children in which the malnutrition outcome variable was present, 3%
of them reported 10 or more mental illness symptoms as compared to 4% of those units which
did not have children with the outcome variable.

Each of the SRQ-20 questions was individually examined against the child malnutrition
outcome variable. Of the 20 questions, the only chi squared association which was statistically
significant was that related to suicidal ideation. Of the mothers who answered yes to the question
"Has the thought of ending your life been on your mind?" 31% had children with the outcome
variable and as compared with 15% of mothers who did not have children with the malnutrition
outcome variable. The chi squared association between maternal suicidal ideation and children
with the outcome variable was statistically significant. Of the fathers who answered yes to the
question "Has the thought of ending your life been on your mind?" 7% had children with the
outcome variable and as compared with 7% of fathers who did not have children with the
malnutrition outcome variable. Paternal suicidal ideation and the malnutrition outcome variable
were not significantly associated.

Specific to the question related to the chi squared association between substance abuse
and the child malnutrition outcome variable, maternal tobacco abuse was not significantly

associated with the malnutrition outcome variable due to the small sample (n=1) of mothers who
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had a child with the outcome variable who also fit the criteria for tobacco abuse. Of fathers,
however, the chi square association between paternal tobacco abuse and the child malnutrition
outcome variable was significant. Paternal tobacco abuse appears to be protective against the
child malnutrition outcome variable. Of the fathers who met the criteria for tobacco abuse, 57%
of them had children with the outcome variable as compared with 77% who did not have
children with the outcome variable. Regarding the association between paternal alcohol abuse
and the child malnutrition outcome variable was not significant. Of the fathers who met the
criteria for alcohol abuse, 36% had children with the outcome variable compared with 44% who
did not have children with malnutrition outcome variable.

Regarding the hypothesized pathway from paternal alcohol abuse to maternal mental
illness, the chi squared association between these two variables was not significant (p=0.535;
table not shown). Of the fathers who abused alcohol, 24% had wives with 10 or more mental

illness symptoms compared with 20% of fathers who had wives with less than 10 mental illness

symptoms.

Table 3: Logistic Regression Model

Variable OR Std. Err zZ P>z 95% CI1
Mother's SRQ score >= 10 0.84 0.5 -0.3 0.76 0.26-2.68
Father's SRQ score >= 10 1.05 0.74 0.08 0.94 0.27-4.17
Child's sex (male) 0.95 0.43 -0.1 0.918 0.39-2.33
Age (older children) 1.28 0.33 0.96 0.34 0.77-2.13
Birthweight<=2500g 1.6 1.4 0.54 0.6 0.29-9
Lower SES 0.76 0.14 -1.48 0.14 0.54-1.1
Mother's education (lower) 1.02 0.27 0.09 0.93 0.61-1.72
Mother's endorsement of SI 3.2 1.76 2.1 0.036* 1.08-9.4
Father's tobacco abuse 0.32 0.16 -2.31 0.021%* 0.12-0.84
Constant 0.28 0.32 -1.1 0.27 0.03-2.7

Using 1) some of the confounders known to impact child malnutrition study outcomes

such as sex, age, low birthweight, socio economic status, mothers education; 2) the parental
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mental illness scores; and 3) maternal suicidal ideation and paternal tobacco abuse (both of
which were significantly associated with the outcome variable), a logistic regression model was
created (Table 3). The model shows that for maternal suicidal ideation and the child malnutrition
outcome variable, there is a significant odds ratio of 3.2 (95% CI 1.08-9.4, p=0.036). This means
that in comparison to those women who do not endorse suicidal ideation, women who endorse
suicidal ideation were three times more likely to have a child with the malnutrition outcome
variable. The model also shows a significant odds ratio between paternal tobacco abuse and the
child malnutrition outcome variable of 0.32 (95% CI 0.12-0.84, p=021). This means that in
comparison to those men who do not meet the criteria for tobacco abuse, men who smoke are

68% less likely to have a child with the malnutrition outcome variable.

Table 4: 2016 Diarrhea Incidence Among Sample Children
Group Diarrhea Mean Std. Err. Std. 95% CI
Observations Dev.
With Child Malnutrition 29 0.86 0.17 0.91 0.51-1.21
Outcome Variable
Without Child Malnutrition 138 0.9 0.09 1.11 0.72-1.1
Outcome Variable
Combined 167 0.89 0.08 1.08 0.73-1.06
Difference 0.43 0.22 -0.39-0.48
t=0.1978
degrees of freedom = 165

While not part of the original study design, we performed two additional tests to get a
better understanding of this study's sample (those children with and without the child
malnutrition outcome variable) as it relates to other nutrition-related indicators. The first
indicator was diarrhea incidence, and the second was related to environment. In the first test, we
examined diarrhea incidence within the last year against the child malnutrition outcome variable.
In areas without specific nutrition and/or diarrhea treatment programs, where there is more

diarrhea, there is more malnutrition. Using a t-test we found the associations were insignificant
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(Table 4).

In the second test, we examined environment by dividing the population into two groups
- those families who 1) live in “tali bari” houses (ground floor concrete huts) or on the ground
floor of multi-story tenement buildings; and 2) those families who live above ground level. We
then compared the groups to the malnutrition outcome variable using a Pearson chi squared test.
The rationale behind dividing these groups is that children living in the conditions found in
group 1 are more likely to be crawling around and playing in areas in which there is garbage,

sewage (from flooded and non-flooded open drains), animal feces etc. Chi squared associations

were not significant (Table 5).

Table 5: Residential Environment

Child Child
Malnutrition Malnutrition
Total Variable Name Outcome Outcome
Variable Variable NOT
Present Present
p
n n %o n %o value
167 0.163
Ground Floor Residence 12 41 39 28
Above Ground Floor
Residence 17 59 99 72
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V. DISCUSSION

This study attempts to shed light quantitatively on qualitative findings suggesting a
relationship between parental mental illness and child malnutrition in an impoverished urban
community in West Bengal India. The study showed no significant association between these
variables. These findings are inconsistent with the literature indicating that in similar contexts the
likelihood that mentally ill parents are 1.5-4 times more likely to have children who are
malnourished (Harpham, 2005; Rahman 2004; Rahman 2004; Santos 2011). This discussion
explores the results of the study as well as its limitations; compares them to other studies; offers
possible explanations for the incongruence; suggests areas for future studies which may be
practically useful in programmatic application; and speaks to next steps related to the originally
proposed 4 part project of which this research was the first. This discussion also speaks to two
sub-narratives of the study - stories that revealed themselves through the process of the research.
By briefly retelling the journey of the research and the findings-related specific questions, it
becomes clear that in many ways, these sub-narratives are indeed the major findings of this
study. These major findings are 1) that the Calcutta Kids MYCHI (Box 1) intervention appears to
be protective and mediate against the known association between parental mental illness and
child malnutrition; and 2) the discovered high rate of mental distress and suicidal ideation among
parents (especially mothers) in the studied urban community is a serious problem needing special
attention.

While, as indicated, the association between maternal mental illness and child
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malnutrition is a known phenomenon which has been studied in multiple countries using
multiple study designs (Harpham, 2005; Rahman 2004; Rahman 2004; Santos 2011), this social
phenomenon, based on the study findings, appears not to exist among this study's population.
Similarly, the additional questions related to paternal mental illness and child malnutrition; the
mental health and well-being of parental units in which both parents had mental illnesses and the
association with child malnutrition; and the hypothesized pathway between paternal substance
abuse and child malnutrition were found not to be significant.

It remains curious as to why this known association between maternal mental illness and
child malnutrition does not appear in this community. The most obvious answer is a likely
difference between the populations of previous studies and the population of this study. This
study examines a population which has been the beneficiary of a multi-year focused nutrition
intervention (above and beyond the government sponsored Integrated Child Development
Scheme) that has demonstrated its effectiveness by reducing severe malnutrition by more than
70% over a period of three years; has an impressively low rate of severe malnutrition; and, at the
time of the study, had only 49 out of 637 children (under 8%) who fit the child malnutrition
outcome variable. By contrast, the other studies examined populations without any such
interventions beyond status quo government interventions. A possible explanation for the
dissimilar findings, therefore, is that the Calcutta Kids intervention is mediating against the
known association between maternal mental illness and child malnutrition. This of course is
tentative and would need to be quantitatively measured using a study design which would
compare a similar urban population without an additional nutrition intervention such as that
provided by Calcutta Kids. However, we imperfectly tested this "mediating effects hypothesis"

by using this study's sample (those children with and without the child malnutrition outcome
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variable) to examine other nutrition-related indicators - diarrhea incidence and environment
(Tables 4 and 5). Both of these would likely show a significant relationship with malnutrition in
a population without a nutrition specific intervention, yet neither showed a significant
relationship. While certainly not conclusive, these statistical tests add more evidence to the
theory that Calcutta Kids' MYCHI program is mediating against associations known to increase
underweight malnutrition including that of poor maternal mental health.

As part of the data analysis process, we examined the responses to specific questions on
the SRQ assessment tool against the child malnutrition outcome variable and found that the only
association with statistical significance were mothers who answered yes to the question, "Has the
thought of ending your life been on your mind?" (p=0.044). Given its significance, this particular
question was added to the logistic regression model with the finding that mothers with suicidal
ideation were 3.2 times more likely to have a child with the malnutrition outcome variable than a
mother who does not have suicidal ideation (95% CI 1.08-9.4). Using the aforementioned
explanation of the protective and mediating effect of the Calcutta Kids MYCHI program, it
appears that the program has not yet been able to mediate against child malnutrition when it
comes to the more serious mental illness symptom of suicidal ideation.

The rates of mental distress and substance abuse observed in this population were high.
Nearly a quarter (23%) of the mothers surveyed reported “yes” to 10 or more mental illness
symptoms therefore fitting the mental illness criteria of this study. For fathers, the corresponding
percentage was 13%. And nearly one fifth (18%) of mothers reported suicidal ideation. For
fathers, the corresponding number was 7%. Almost half (42%) of the fathers surveyed had an
alcohol use score meeting this study's criteria for alcohol abuse. While the effects of substance

abuse and mental illness were not found to be impacting the nutritional status of children in this
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community significantly - with, of course, the exception of suicidal ideation - this population
appears to have high levels of mental illness symptoms, and fathers rely heavily on alcohol,
perhaps as a means of self-medication.

A rather surprising finding of this study was the protective nature of paternal tobacco
abuse against the child malnutrition outcome variable (Table 3): an odds ratio of 0.32 (95% CI
0.12-0.84) found within the logistic regression model with statistical significance (p=0.021). It is
unclear how to best interpret this finding. One possible hypothesis is that tobacco is often used to
relieve mental stress. This finding certainly merits more qualitative investigation.

Because of the broad but shallow nature of questions on both the SRQ and ASSIST
surveys, it is unclear what if any patterns are at work in relation to the high rates of mental illness
symptoms. Biopsychosocial assessments and carefully constructed qualitative studies would
certainly illuminate such patterns. We were particularly curious about those 6 families in this
study in which both parents reported yes to 10 or more mental illness symptoms. Brief
qualitative interviews were carried out with 4 of these families as part of our ongoing work with
them - the remaining 2 families were away at their ancestral villages and not present in the urban
community. (Note, only 1 out of these 6 parental units had a child with the child malnutrition
outcome variable.) The stories of these families are unsettling, and also telling in that they point
to logical and straightforward reasons for the emergence of mental distress caused by unfortunate
life circumstances that are neither inherently biological nor psychological:

Family one had a fish-selling business. A customer offered to buy their entire stock of
fish, provided a down-payment for the fish, promised to provide the remainder of the payment
the following day, took the stock of fish, and ran off without paying the family. This situation

landed the family in poverty.
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Family two had multiple familial stressors occurring at the same time: 1) a newborn
child; 2) the father's brother died of kidney failure; 3) the father's mother was hit by a bus and
had to have her leg amputated; she is no longer able to actively help take care of the children;
and 4) healthcare expenditures related to the brother with kidney failure drained the family of its
financial resources.

Family three legally handed over their “tali-bari” ground level home to a property
promoter with the promise that they would have an apartment in a 5 story building on the same
premises within a year. Now, 4 years later, they are still living in the temporary housing without
running water - a 6x18 foot room in which the family of 4 cook, live and sleep together. The
family feels hopeless about their future.

Family four was part of a larger joint family; after the patriarch died, there was some
serious family disharmony and the family moved out of the house. Running an independent
nuclear family has caused new and unfamiliar financial pressure, and the parents are still hurt by
what happened in the larger family.

As mentioned earlier, these stories point to social constraints and occurrences in which
mental illness symptoms manifest in the parents. Discussing the differentiation of the social from
the biological or psychological is important because of the originally proposed four part
intervention of which this research was the first part. The original purpose of the four part
intervention was to reduce constraints in childrearing practices which result in, or add to the
likelihood of a child having the malnutrition outcome. While this study points to particularly
high rates of mental illness symptoms among parents, it does not - beyond these four cases -
provide us with adequate information on the causes of these symptoms, and, with the exception

of suicidal ideation, it is not associated with the child malnutrition outcome. Beyond a specific
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intervention related to addressing suicidal ideation among pregnant women and mothers, it is not
justifiable to use this study as the basis for a well-informed mental health intervention for the
larger population. Instead, this question demands further investigation into the individual
understandings of the reasons behind the high rate of parents with mental illness symptoms.

It is estimated that forty-six percent of Americans will meet criteria for a mental illness at
some point during their lifetimes (Woolfolk, 2015 p. 152). Another interpretation of this may be
that forty-six percent of Americans will have significant mental distress at some point during
their lifetimes - significant distress due to, for example, the loss of a loved one or a traumatic
event in which mental illness symptoms are present for an appropriate amount of time but does
not inherently demand an intervention. With specific relation to these four families, I am curious
about the factor of time and how these same families might answer the questions related to
mental illness symptoms six months or one year later. It feels particularly important to state the
time factor in this study because, based on this study, I want to be explicit in stating that I am not
"medicalising normality" (Woolfolk, 2015 p. 166) in this population. On the contrary, I am
suggesting that, according to this study, only at a specific point in time, did 18% of mothers
disclose suicidal ideation; did a quarter of the mothers report yes to 10 or more mental illness
symptoms etc. The rates may be different six months from now, and if the numbers are not,
perhaps the individuals making up those rates will be different.

As stated earlier, further investigation into the reasons behind the mental distress and
sadness of these parents is required before the creation of an intervention. At the most
fundamental level, the reason for this is that if parental sadness is caused by poverty, neither
SSRIs nor individual therapy are going to be as helpful as financial security. Neither SSRIs nor

individual therapy are going to bring financial security to the family whose financial resources
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were drained by hospital bills for the brother who died of kidney failure; neither are they going
to assist the property promoter in delivering the promised flat.

But what about suicide and suicidal ideation? This specific issue is associated with the
study and the child malnutrition outcome variable. Suicidal ideation is a serious symptom and at
the point of suicidal ideation, it begins to matter less whether the causes are biological,
psychological, or social because an individual's life is in danger. Additionally, in the case of this
study’s population, the long-term well-being of the child is surely at risk if the mother's life is in
danger. At its core, Calcutta Kids is a women's health organization committed to the health and
nutrition needs of pregnant women and children. The finding that 18% of mothers in the sample
have suicidal ideation and that the likelihood of a mother with suicidal ideation having a child
with the malnutrition outcome is 3.2 times higher than a mother who does not, is a major
component of the sub-narrative of this study and provides justification for an intervention.

The findings related to suicide ideation are shocking and disturbing. While high levels of
human suffering are to be expected in an impoverished urban slum in India, the potential
lethality of that communal suffering was surprising not only to this investigator but also to the
team involved in this study who are local residents. The tragedy that 1 out of 5 interviewed
mothers in this study revealed suicidal ideation demands to be acknowledged, and that fact must
stand on its own. At the same time, it is important to look at these numbers contextually. This
study is unable to report actual comparisons to other populations within India and internationally
given the way the suicidal ideation question was asked in this study. However, there are some
useful statistics to put this study's findings in greater perspective. The WHO SUPRE - MISS
community survey examined population-wide suicidal behavior in Brazil, China, Estonia, India,

Iran, South Africa, Sri Lanka, and Vietnam. For suicidal ideation among these populations, the
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range was between 2.6-25.4%; for those who had actual plans of suicide, the range was between
1.1-15.6%; and for those who attempted suicide, the range was between 0.4-4.2% (Bertolote et
al, 2005). Specific to India, there are numerous small studies which examine suicidal ideation
and suicide attempt rates among specific populations. The studies show numbers which range
widely, but are generally between 5-25% and 4-13% respectively (see literature review for more
information.) In a cross-national study, Nock et al (2008b) estimate the life-time prevalence of
suicidal ideation to be 9.2%. In the US, that number is 15.6%. Again, the way in which the
question is asked is important and the lifetime prevalence question is different than the point-in-
time question asked in this study. That this study's findings are not inconsistent with other
findings related to suicidal ideation, however, does not excuse or minimize the tragedy.

In India, suicide claims the lives of 18.6 out of every 100,000 persons (Patel, 2012). In
the US, that number is 10.8 (Nock et al, 2008b); in China, the corresponding number is 23
(Phillips et al, 2012). In most countries, the male to female ratio of suicide is between 3:1 and
7.5:1. India and China defy this trend with ratios of 1.3:1 and 0.9:1 respectively (Nock et al
2008a).

At this point in the discussion, I would like to pause momentarily and speak
parenthetically about the personal journey of this research which I hope will add context to the
direction of the remainder of the discussion. As is clear from the introduction of this thesis, this
study is specifically related to the MYCHI objectives (Box 1) of Calcutta Kids and attempts to
add quantitative data as part of a needs assessment to support and define a mental health
intervention among parents of child beneficiaries. Based on anecdotal evidence from the field
and multiple studies which reveal an association between parental mental illness and child

malnutrition, this investigator was confident that this association would be found in the studied
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population. My adviser, Dr. Maria Torres was concerned about possible researcher bias given my
confidence in expected findings and together we worked hard to reduce such biases (see
Methodology chapter). The study revealed, as indicated, that the expected association was not
present in the studied population. There was a moment of temporary panic in which I was
concerned about the value of the study and what it was that the study had to contribute. That was
short lived as soon as it became clear that a possible explanation of the findings was that the
Calcutta Kids MYCHI program was acting to protect beneficiary children from the adverse
effects of parental mental illness on child nutrition status. While that was not the question being
asked in the study, I found comfort in the idea that while the study showed insignificant findings,
ten years of implementing a successful nutrition program was perhaps the reason for this finding.
At the same time, what was significant (at least to this writer) were the descriptive statistics
related to the mental illness and substance abuse outcomes, and specifically the findings related
to maternal suicidal ideation. These findings were shocking to me. I had no idea that this
population had such high levels of mental distress. Much to my annoyance at the time, Dr.
Torres informed me that it was necessary to add research and information about suicide to my
literature review; that indeed one of the major findings of the study was related to suicidal
ideation and that it was important to understand this finding in the context of the literature.
While perhaps unorthodox within the body of an academic thesis, 1 wish to express deep
gratitude to Dr. Torres for this instruction. It was within the literature review that I came to better
understand the importance of the sub-narrative of this study.

And it is through this sub-narrative that I bridge what began as a public health
epidemiologic study examining mental illness symptoms and anthropometric data to a study of

important social work significance. This sub-narrative allowed for an integration of a
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psychodynamic framework into an understanding of the larger social context likely fueling the
numbers found in this data and spoken about extensively in the literature review. What, for
example, is going on behind the findings in this study that 18% of mothers reported suicidal
ideation while the corresponding number for fathers is 7%? Why is the general male-female ratio
of suicide narrower in India than is it in other parts of the world?

In his writing about the value of psychotherapy, Louis Cozolino (2016 p.3) quotes
renowned medical researcher and inventor of the polio vaccine, Jonas Salk who said, "Evolution
is a problem-creating as well as problem-solving process." Cozolino goes on to discuss this quote
suggesting that most people have experienced things that seemed like a good idea initially but
can have unforeseen consequences and prove to be problematic down the road. One of the most
fascinating parts of this thesis journey was the introduction to the work of Peter Mayer (2002,
2010, 2016a, 2016b) who writes about the increase in female suicide in India (see literature
review). Mayer's work speaks to the relationship between female literacy and female suicide in
India: as female literacy (especially in the southern parts of India) improves, so does female
suicide. Why? Mayer argues that through literacy, women learn about opportunity, learn about
human rights, learn about what is possible, yet, being Indian, feel stuck in a patriarchal society
which limits their rights, limits their opportunity, and limits what is possible for them. This
speaks to the psychological "double bind" (Bateson, 1972; Lightburn & Sessions, 2016;
Mahmoud, 1998) or the sentiment that one is "damned if they do, damned if they don't." Bateson
et al (1976) speak of the double bind as "...not in terms of binder and victim, but in terms of
people caught up in an ongoing system which produced conflicting definitions of the relationship
and consequent subjective distress" (p.42). Mayer describes the feeling of hopelessness leading

to suicide brought on by an ongoing social system of gender inequality. Young women in India
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today are provided education which introduces them to a world of opportunity. Within the
confines of gender roles in India, women find themselves in a double bind wherein if they fully
explore opportunities in the way their male counterparts are invited and encouraged to do, they
are shunned by society and made to feel as if they are not proper Indian women (this often
resulting in violence); if they do not, they feel as if they are stuck behind prison walls missing
out on a world of opportunity and possibility. While it feels almost sacrilegious to suggest such a
possibility, is it possible that what originally seemed like a good idea in providing women in
India with improved education has had the unintended and unforeseen consequences of increased
female suicide? Perhaps yes...in the short run.

But that does not mean that providing education to females causes female suicides.
Rather, it likely points to the constraint of gender inequality which is keeping positive
development strategies from working. In his remarkable book, Development As Freedom,
Amartya Sen (2001) speaks to freedom as constitutive of development:

Development consists of the removal of various types of unfreedoms that leave

people with little choice and little opportunity of exercising their reasoned agency.

The removal of substantial unfreedoms, it is argued here, is constitutive of

development (2001,p.xii).

Gender inequality is indeed an "unfreedom". This unfreedom has long been known to be
a factor impacting child malnutrition and is one of the reasons that child malnutrition
rates are higher in South Asia than in Sub-Saharan Africa (Ramalingaswami et al, 1996).
Returning for a moment to the biospychosocial framework of social work, it is useful to
think about how the gender inequality in India (the social) impacts the mental well-being

of mothers (the psychological) which goes on to impact child growth and brain

development (the biological).
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In conclusion, this study finds that general deficits in parental mental health do not
negatively impact early child nutritional status in the studied impoverished urban residential
community in West Bengal, India. However, maternal suicidal ideation is associated with early
childhood growth faltering. This lack of association between parental mental illness and child
malnutrition is inconsistent with the literature. It is believed that the major reason for this
inconsistency is that the population studied in this research has been involved in a multi-year
multi-faceted nutrition program which may be mediating against the effects of this association
observed in other populations. The main limitations of this study are 1) the small sample of
children with the outcome variable; and 2) the "convenience" of that already small sample due to
the fact that 20 out of the 49 (40%) children identified as having the outcome variable were away
in their ancestral villages at the time of the study (one or the realities of working with a transient

community).

This study was introduced as the first part of a projected four-part project encompassing
1) research to quantify the extent of the need for an intervention to address “inadequate maternal
and child care”; 2) a community-based intervention-design process; 3) the implementation of the
intervention; and 4) an evaluation of the effects of the intervention on child malnutrition rates.
The results of part one, which will culminate in the dissemination of this paper, suggest that it is
necessary to slightly modify the originally anticipated project plan, i.e. that the overall project
must shift to accommodate the nuanced data regarding maternal suicidal ideation this study
revealed. This nuance is certainly significant and the story the data reveals is deeply personal and
sensitive. Therefore, part two of the project (as well as parts 3 and 4) must be reexamined with
the Calcutta Kids team along with female beneficiaries in the studied community. In many ways,

the on-the-ground work now begins, and a series of conversations must take place soon to
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disseminate these findings within the community and create an agreed upon path which parts 2,
3, and 4 of this project can move forward. Until that time, it is recommended that the Calcutta
Kids MYCHI program 1) begin routine assessment for maternal suicidal ideation among
beneficiary pregnant women and mothers; 2) that Calcutta Kids create a strong referral network
with which to engage and connect those women with suicidal ideation to appropriate services; 3)
that gender inequality continue to be discussed in the MYCHI community meetings; and 4) that
discussions around suicide be added to the MYCHI community meeting curriculum as well as
discussions related to the possible "double bind" situations in which participants may find
themselves. It is imperative that all of these points be framed and acted upon within the
understanding that the conversations about suicide are inherently fragile; that these conversations
are sensitive and must fit into the cultural context in which they are taking place; and that a
safety-net is created which can hold and sustain these mothers through dark moments. Such
safety nets will surely be created with collaboration between Calcutta Kids and the community

and must be established before the 4 recommendations are deemed actionable.

These findings suggest the need to reexamine - at least within the Indian context -
UNICEF's conceptual framework of the causes of child malnutrition (Fig 1) which this study
employed. While the emphasis of the four part project indeed focuses on “inadequate maternal
and child care” at the underlying causal level, this study suggests the urgency to re-
operationalize this focus; to re-think and leverage the "maternal” part of the “inadequate maternal
and child care” factor; to add inadequate maternal care and gender inequality as specific input
areas at the two levels of basic societal level causes, therefore providing three entry points at
which improved women's physical and mental health may be addressed. Unbinding women and

removing women's “unfreedoms” is an appropriate systemic approach to reducing child
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malnutrition in India. And such an approach will certainly save and improve the lives of

countless women and children.
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Appendix A: Study Consent Form English

Child ID Mother or Father

Q‘ CALCUTTA 51 Bhairab Dutta Lane
0

Salkia, Howrah - 711106
KIDS TRUST West Bengal, India
Phone: 033-2675-7870

Verbal Consent Form

Calcutta Kids is conducting research on the mental well-being of parents of children at Calcutta
Kids. If you agree to take part in the study. I will speak with you for about 10 minutes and will ask
you questions about your feelings, your thoughts, and how you manage difficult situations. We
will keep these answers private and confidential. The information will be used for academic
purposes, but only after your name and other identifying information has been deleted. There arc
no benefits associated with participating in this survey, but it will help us to determine whether
Calcutta Kids should have a new program to support parents at Calcutta Kids. Some of the
questions are related to sad feelings and thoughts and may be upsetting to you. If you become
upset and need support, Sohinidi (known psychologist at CK) will come and meet with us. Other
than that, there are no risks associated to participating in this survey. If you do not wish to
participate or want to start and then stop, or only answer some of the questions, you may do so and
it will have no impact on the services your family receives at Calcutta Kids.

If you have any questions or concerns about this study, please contact Mr. Kalyan Kumar Roy,
Managing Director of Calcutta Kids at 9433426780 or Chandan Kumar Das, MYCHI Project
Coordinator at 9831960048,

May I proceed with the interview?

1) Yes
0) No

“] have read the consent form completely before the respondent and the respondent voluntarily
agreed to participate in the study”.

Name of interviewer Name of Participant
Signature of interviewer Signature/stamp of Participant (optional)
Date Date
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Appendix B: SRQ-20 Questionnaire English

A USER'S GUIDE 10 THE SELF REPORTING QUESTIONMAIRE (SRCH

SRQ-20

10,
1.
12.
13.
14,

L3
17.

%,
20,

WHO MINH/PSR 54,8

A copy of the English version of the Self Reporting Questionnaire-20 is shown below,

Do you often have haadaches?

I5 your appetite poor?

Do you slesp badly?

Arg you easily frighterned?

Do your hands shoke?

Doy you fesl nenvous, tense o wormed?

I3 your digestion poor?

Do you have froutle Thinking claarly?

Do you feal unhappy?

Do you cry more than usual?

Do you find it difficult 1o enjoy your dally activities?

Do youl find it difficult 7o maoke decisions?

Is wour dally work suffering?

Are you unable to play a ussful part in ife?

Have yvou kost intersst in things?

Do you fes that you ore a worthlass person?

Has the thought of ending your life been cn your mind?
Oo you fed fired all the time?

Do you have uncomforable faelings In your stormach?

Are you eastly fired?
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Appendix C : ASSIST-3.0 Questionnaire English

A. WHO - ASSIST V3.0

INTERVIEWER ID COUNTRY Cumac

PATEENT ID DATE

INTRODUETION (Please read (o patient )

Thank you for agreeing to take part in this brief interview about alcohadl, tobacco products and other
drugs. | am going to ask you some questions about your expernence of using these substances across
your lifetime and in the past three morths. These substances can be smoked, swallowed, snonted
inhaled, injected or taken in the form of pills (show drug card).

Some of the substances Iisted may be prescribed by a dodtor (like amphetamines, sedatives, pain
medications). For this interview, we will ggt record medications that are used g3 presgibed by your
doctar. However, if you have taken such medications for reasons ather than prescription or taken them
mare frequently or at higher doses than prescribed, please let me know. While we are ako interested in
knowing about your use of various dlick drugs, please be assured that information on such use will be
treated as strictly confidential.

Question 1
(if complieting follow-up please oross check the patient’s answers with the answers given for Q1 at

baseline. Any differences on this question should be gueried)
In your life, which of the following substances have you No You
sxerused? (NON-MEDICAL USE ONLY)
a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.) 0 3
b. Alcoholic beverages (beer, wine, spirits, etc.) 0 3
¢. Cannabis (marijuana, pot, grass, hash, etc.) 0 3
d. Cocaine (coke, crack, etc.) 0 3
e. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.) 0 3
f. Inhalants (nitrous, glue, petrol, paint thinner, etc.) 0 3
g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.) 0 3
h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.) 0 3
i. Opioids (heroin, morphine, methadone, codeine, etc.) 0 3
j. Other - specify: 0 3
Probe if all sxmwers ave If "No™ o all Rems, stop interview.
“Not even when you were in school?” If "Yes™ to any of these items, ask Question 2 for
each sulbstance ever used.
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Quastion 2

In the past thres months. how often have you used 5 e SEx
the substances you mentioned (FIRST DRUG, E - :! g ; !‘E ]
SECOND DRUG, ETC)? o~ = <

a. Tobacco products (cigarettes, chewing tobacco, cigars, atc.) 0 2 3 4 [
b. Alcoholic beverages (beer, wine, spirits, etc.) o 2 3 4 =1
¢. Cannabis (marijuana, pot, grass, hash, etc.) o 2 3 4 [
d. Cocaine (coke, crack, etc.) o F 3 4 [
e Amphetamine type stimulants (speed, diet pills, ecstasy, eic.) i} 2 3 4 =1
f. Inhalants (nitrous, glue, petrol, paint thinner, etc.) ] 2 3 4 B
g. Sedatives or Sleeping Pills (Valium, Serepax. Rohypnol, etc.) o 2 3 4 =1
h. Hallucinogens {L50, acid, mushrooms, PCP, Special K, etc.) o 2 3 4 [
i. Dpioids (heroin, morphine, methadone, codeine, eic.) o Fd 3 4 [
J- Other - specify: o 2 3 4 =1

I Never” o all items in Question 2, skip to Question &.

If any substances in Cuestion 2 were used i the previous Hres months, comtimee witfr

Questions 3, 4 & 5 for sach substance usod.

Quastion 3

During the past three months. how cfien have you
had a strong desire or urge to uss [FIRST DRLUIG, SECOND
DRLIG, ETC)Y?

MNever

Once or

Twice

Dailly or
Almost
Daily

a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.) 0 3 4 5 B
b. Alcoholic beverages (beer, wine, spirits, etc.) o 3 4 5 1
¢. Cannabis (marijuana, pot, grass, hash, etc.) o 3 4 =] 1
d. Cocaine (coke, crack, etc.) o 3 4 5 B
e Amphetamine type stimulants (speed, diet pills, ecstasy, eic.) i} 3 4 =] 1
f. Inhalants (nitrous, glue, petrol, paint thinner, etc.) i 3 4 5 E
g. Sedatives or Sleeping Pills (Valium, Serepax. Rohypnol, etc.) o 3 4 5 1
h. Hallucinogens {L50, acid, mushrooms, PCP, Special K, etc.) o 3 4 5 B
i. Dpioids (heroin, morphine, methadone, codeine, efc.) i 3 4 - E
J- Other - specify: o 3 4 5 1
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Quastion 4

During the past three months. how ofien has your
use of (FIRST DRUG, SECOND DRUG, ETC)
led to health, social, legal or financial problems?

Mever

O oF

Twice
Monthty

Weekdy

Daily or
Almost
Dally

a. Tobacco products (cigarettes, chewing tobacco, cigars, sic.)

(3]

b. Alcoholic beverages (beer, wine, spirits, etc.)

th

c. Cannabis {marijuana, pot, grass, hash, etc.)

d. Cocaine (coke, crack, etc.)

L -

|

e. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.)

f. Inhalants {(nitrous, glue, petrol, paint thinner, etc.)

P I Y

;||

g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.)

h. Hallucinegens (L50, acid, mushrooms, PCP, Special K. stc.)

th|o

i. Opioids (heroin, morphine, methadone, codeine, etc.)

[45]

J- Other - specify:

Qlolg|lo|a|lo|la|lo|la| o

| | |

L= = T = = B = = = = O = =

P ST R IR R TR (ST I I R

Question &

During tha pgst thrge months. how ofan havae you falled
o do what was normally expected of you because of

your use of (FIRST DRIAG, SECOND DRUG, ETC)?

O or

Twvice

Monthly

Daily or
Almost
Dally

a. Tobacco products

b. Alcoholic beverages (beer, wine, spirits, etc.)

c. Cannabis (marijuana, pot, grass, hash, etc.)

(5]

d. Cocaine (coke, crack, etc.)

[Za}

. Amphetamine type stimulants (speed, dist pills, ecstasy, etc.)

f. Inhalants {nitrous, glue, petrol, paint thinner, etc.)

(= I I

g. Sedatives or Sleeping Pills (Valium, Serepax. Rohypnol, etc.)

h. Hallucinogens (LS50, acid. mushrooms, PCP, Special K. eic.)

i. Dpioids (hercin, morphine, methadone, codeine, eic.)

J- Other - specify:

=T O I (e e Y O o Y o T N e Y e Y e

|| en|en

M m | m|@m|d | T (& ; @

C N N N N N |

[ == T I = = == == I = = == T = < O == I =
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Ask Questions & & 7 for all sulstances ever used {ie. those endorsed in Question T)

‘Question &

Has a friend or relative or anyone else ever I -gm Hgn“
expressad concern about your use of ] EEE EEEE
(FIRST DRUG, SECOND DRUG, ETC.)? C I =8

a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.) 0 & 3

b. Alcoholic beverages (beer, wine, spirits, etc.) 0 3

¢. Cannabis (marjuana, pot, grass, hash, etc.) ] G 3

d. Cocaine [coke, crack, etc.) 1] G 3

. Amphetamine type stimulants (speed, diet pills, ecstasy, aic.) 0 6 3

f. Inhalants (mitrous. glus, petrol, paint thinner, etc.) 1] G 3

g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, stc.) 0 & 3

h. Hallucinogens (LS50, acid, mushrooms, PCP, Special K. eic.) 1] L= .

i. Opioids (heroin, morphine, methadone, codeine, etc.) a G 3

Jj- Other - specify: 0 =

Ouestion 7

Have you gy tried and falled to control, cut down or $iop wsing
{FIRST DRLIG, SECOND DRLIG, ETC.)?

past 3
e

Mo, Newer
Yas inthe

Yes, but
rot in e
past 3

months

a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.)

b. Alcoholic beverages (beer, wine, spirits, etc.)

¢. Cannabis (marjjuana, pot, grass, hash, etc.)

d. Cocaine [coke, crack, etc.)

. Amphetamine type stimulants (speed, diet pills, ecstasy. aic.)

f. Inhalants (nitrous, glue, petrol, paint thinner, etc )

g. Sedatives or Sleeping Pills (Valium, Serepax. Rohypnol, etc.)

h. Hallucinegens (LS50, acid. mushrooms, PCP, Special K. eic.)

i. Opioids (heroin, morphine, methadone, codeine, eic.)

Jj- Other - specify:

lao|lalalg|lo|lalaldl|lo
(= = O = N = = = v = O = T = I =

Bl | G | G | £ | B3 | B | B | L | La | Ga
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Appendix D: Study Consent Form Hindi

Child 1D Mother or Father
@ 51 Bhairab Dutta Lane
) 4 CALCUTTA Salkia, Howrah - 711106
"A" KiDs TRUST West Bengal, India
Phone: 033-2675-7870

AlRs ggafd o

Hctehd! [HsH T IGTHET & ACTH { ST ATl § sl - Sodi ol AT 31T T ol 3T Afas
BTG 3e7ch STl & FUR Sl HE YT § | HIR T S STl Frichad # $T ot 7 Tl & A0EH
IR % 10 PAae aF TR T IR $T datd A I HTEs, TERT 3T S R iee
aRTEfeal %0 @arerd € 38 9T wigw s g3 fear wn Sere F0 ek o 1wE g
ST Shael RIeTr Tt & BT STIATT 80, v 3T AT 3K UgTs Sudare 3T SR 58
FIAFH H AT ot T HTUROTFETT FE A1 a7 [HeRT afthed T Aiasy 3 el [hed & Oar 3R
AT 3 Ford 72T e 3171t gl e 91T | 33 Halell 3 @ $o gue Ha-s AR a2 g2 €
STOTRIE, HTT FHOTLT 7 T Thal & | I AT SI16T {20 B0 FIX TETIT ST 15 92 d0sohinidi
(Tl fohsd & Ffae ) 3TIer 3T FHAR AT FoThlc Hial| ITE JoTal 53 eTaeel HIisha 7 e
o A FE FAEGH AL 8| IR AT SH FIRAFHH 7 7T o) 7 FAHN Y AT AT I & a16 96 F1 & 47 [Th
FO AT HT TG &, 3T TH F 37 el & T FHolena! ohsd H [HoT g1 FardT e IRa & forr
Hge T

IR A9 FHHFAHA F aX & & o gared a1 Far § 0 gARvey e Feue FAN 0y -
9874426780 3R MYCH| SIsha THATS Tocel AN G - 9831960048 3 T HIH |

FAT A T ATATTcHT HOTT T3 Tl 57

TTRTTeR el F7 AT wfasmft & A
HIETFRE T F1 AT yfasmelt 1 gFamR/ e o (Ffeos)
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Appendix E : SRQ-20 & ASSIST-3.0 Questionnaires Combined Hindi

WHQ SRQ-20 & WHO ASSIST V3.0

Calcutta Kids Trust

WA HEAT waTer Erics
?. FT 319 G & HFET <& Blar g ? &f &
3. FT 1T olig 3t A8l 1T e 7 ar B
Y. FIT H1Y Hed! T AT 8 7 af Her
3 T 379 g1 Hiad @ ? gl EE
€. FAT Y F&edl Sure HTd 8 ? gt ar
b. FAT HTGPT AT Ser F g7 A8 grar ? gt et
c. FAT ITIHRT T A 7 7w § 7 &r Bl
<. T HT9 gET T 17 gl ar
7o, FT HTT FareT i 87 gl BE
7%, T 319 {1 7 et o @ e it aa § ? gl G
7. FIT H19 WEG AR & o T &7 &) el
73, T HTTHT HIH LI T AT 817 gl e
2. FT A9 Siraet 3 Sredy syfra A e an Gl sl
98, Far Mg S & ¥ gETCT @ A @ ? g e
%4, FT 9T AT 8 3719 e 8 ? gl T
2. FUT 3T FAT Yot A Bl 317 Gl el
i3 FIT 1T 92 H 28 AGHH 2 8 ? &l Ba

# 3 3oy REY WEar FI & A ATt Rrw v wusrEe Ree o W@
e - 1

Score

T HIAHITA T H foid=r verat & winer aerat w1 aaier el oft frar gre g &
a. wFarg Sfeve gerd (e, & @ah, 9fFan (Tera arer aFarg), 9% el 0 3
b. e ( T, @A, 2 WE etc) 0 3
c. aram, e, @va, fgf, adearsT etc. 0 3
d. Ha"amen (A, 3=gr5e, ugid, afAenArded 4 dee =T ete. ) 0 3
e. @ig e are (aErasd aTUF | ATSerde , HEdr , &5 Ao ) 0 3
f. R WaEA (g0, A, TATeTS |, FHI81, A1, Sl wFdd= ) 0 3
g. =Tar- Tose w7 0 3

3o et sram A A gt R AgERT AT e
ST 39 Tl # A ot 2

3 Haft e FAT_H g HIRTCHT HATI S S |

3o gerd Wit F1 ot Frare &1 # gt & Fvat Frapramend sRarTee-2 98 )
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WHO SRQ-20 & WHO ASSIST V3.0

Calcutta Kids Trust

garer -2
Ao fie AT # el IR 319 A9 URT TG 7 9ETAT T G=RT Score
o TH ar AT
T g (T Rrarran TEen AT gaRete. vard sufemeD) ¢ et | wa N
L1204 BECH
a. A Afad Gerd (e, i), @dl, qFr (wan g ), 0 2 3 6
=¥ elc.)
b. e ( @Y, arsd, gl W eic) 2 3 6
c. S, $ieT, TRH, R, FSEr et 2 3 6
d. HE=mren (e , 3FSIse, Ygid, Il ASeH 9 Uve e elc. ) 0 2 3 6
e. dig o arell (SFrTE AV | ASeide | FEAreT | & Ho ) 0 2 3 6
f. 3T W ( §USH, ARG, 7en=r , lald, AR, CIaloide, 0 2 3 6
EIESICICE)
g. =T ar- TS &Y 0 2 3 6

IR FETT 2 H T T A8 H & A ¥aTT 6 WA= |

I FATS -2 F 718 oft it S 39%er & s o oo #agat & g9 — 3, 4, 5 F08T Fare F0T 99RT 3

gdlel - 3
o die AT 7 Rl a7 39 AU GURT ST I IETIT (ST Score
ﬁwmﬂuﬁ?{mﬁ)mmmﬁﬁmsﬁwmmg [r— -
[ Fsft alax | ®fds | @eafes | A
Eid st
a. TFETE Al gerd (e, i, wa, gf¥ar (@ aer Geer), 0 3 4 6
?_I)F{etm
b. I ( Y, ase, gl WE erc) 3 6
c. dia, HieT, wRE, FAefd, #lSETET etc. 3 6
d. He"mEEnEle, 3-3ge, YETd, afeierAsed 9 s 1T etc. ) 3 4 6
e. ol o ardl (dETH AWy, Agede , FEAieT , & o ) 3 4 6
f.  RH WA ( &S, AR, 72zt , FIS, AR Thad, CIaloTHIS, 0 3 4 6
gredTaeT )
g. =g di-Tase & 0 3 4 6
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WHO 5RQ-20 & WHO ASSIST V3.0

Calcutta Kids Trust

Harel -4
Score
RroaE 78T # fFraet ar w2 fFarramesar, R gEroTent T T’ waTs
WNT WBTTT TATEY, WA, Fer A1 i FAean gf om woftedl | matan | wfew | oo | dwa
Qe
a. aFaTg AfAd werd (Rere, f9, @ah, gfar (e arer aEg), 0 4 5 6 7
qIT elc.)
b. R ( &gy, ard=, goft e elc.) 0 4 5 6 7
c. TS, 19T, TRH, FHEfer, AT etc. 0 4 5 6 7
d. HEHE0NE , STE18T, TEI, IIe,AREH § Uee Y efc. ) 4 5 6 7
e. diig @ e (ShraA W, AT, HHAST , ¢ oo ) a 5 6 7
f. IOIH F F ( gL, ARDIA, 7Ens , Hisled, AR e, SIaeds, 0 4 5 6 7
SrerHTaleT )
g. 3=l - TOsT &Y 0 4 5 6 7
H4ard - 5
roen e AT & frae a0 79 | STWTT HFROT 39T FIAT Score
= SrEmEiEt ar 3 Frat v 39ET r g0 ST S srae T A FTSTT
T WHAT SATET {7 (YT RFATn T, R gete. e Fufon | FAAE | @atar | afew | wcafs |
a. aFaTg SAfed gerd (Fave, @, weh, qf¥ar (Serer arer arar), 0 5 6 7 8
f_l"&'alm
b. et (dray, ards, g2 awe etc.) 0 5 6 7 8
c. AT, HieT, T, faefe, AlsarT ete. 0 5 6 7 8
d. HE_menElE | 37313, TET, Sl ASeH d Yo U9 etc. ) 0 5 6 7 8
e. dig ot arer (STE AVFY | AN, FEAS | o w0 ) 0 5 6 7 8
f. ITH T & ( BUS, AT, #ars , Hiald, A, EErdF, 0 5 6 7 8
gierHTale )
g. 3T dl - ¥9sT &Y 0 5 6 7 8

Tl - 6 T 7 & 3t 3uer Faoroast @ (FETer 1 # g7 ) Fan I8 |
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WHO SRQ-20 & WHO ASSIST V3.0

Calcutta Kids Trust

Hared -6
Score
a1 FT 3o R ReaEr, 37 7 377 TRt aomTesT J3 ST Tear SR ‘ - =
$ g (T RraoramET, R gERpte. vard FufEmen) 2 T ETd
2 FHT e Eerdt
TG | FESTE | AR H ARl
a. TFaTE Afera gerd (Rere, i, welt, gRar (qan oo aEas), aw 0 6 3
etc.)
b. wdrd ( &Y, a5, 23ff e etc)) 0 6 3
c. AT, &1, @4, m,metc. 0 6 3
d. gE=mETE0(AE , 35313e, Ui, A ASeE d Use AR etc.) 0 6 3
e. dAte o arel (STRTH WTH |, AT, FENS |, O 5o ) 0 6 3
f. WO | &= ( 20, ALEIA, maner= | I, A, SE3HF, 0 6 3
HieFETareT )
g. H= Al - TIST &Y 0 6 3
gare -7
Score
T AT FH1 IFA0ITATTT Y &F3 HI1 0T 0T T FOHHTC FTAFT THT : = -
B (waier Rrarranager, ar fR gavete. vt sfeamen) ? | e
= FHT GG EEEKGIE
AR | #OATE | AR A AR
a. g IfA TE (e, §if, @, 9w (SE @ aE), 95 0 6 3
ele.)
b. E ( &7, ars=, 3t T ete.) 0 6 3
c. TS, HI, =W, FEfe, AfSEmE etc. 0 6 3
d. gEAmETeENG , S7Ege, UgTd, A, ATecd d dee f8eT etc. ) 0 6 3
e. dig ot arar (s aWsw, AEdde, Frdie , S A ) 0 6 3
f. AHH T &= ( 51, ARG, Femsm , HIaw, AR h=T, Slaralaie, 0 6 3
deFHEr )
g. A= dl - TISC Y 0 6 3

Thank You
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Appendix F: HSR Approval Letter

Lo

P N T

“’_’ dSMI T H CUULLEGE
School for Social Work
Smith College

Northampton, Massachusetts 01063
T (413) 585-7950  F (413) 585-7994

December 9, 2016

Noah Levinson
Dear Noah,

You did a wonderful job on your revisions. Our compliments. Your project is now approved
by the Human Subjects Review Committee. Please disregard the suggestion for submitting
the request for waiver. Your materials are all in order.

Piease note the following requirements:
Consent Forms: All subjects should be given a copy of the consent form.

Maintaining Data: You must retain all data and other documents for at least three (3) years past
completion of the research activity.

In addition, these requirements may also be applicable:

Amendments: If you wish to change any aspect of the study (such as design, procedures, consent
forms or subject population), please submit these changes to the Committee.

Renewal: You are required to apply for renewal of approval every year for as long as the study is
active.

Completion: You are required to notify the Chair of the Human Subjects Review Committee when
your study is completed (data collection finished). This requirement is met by completion of the thesis
project during the Third Summer.

Congratulations and our best wishes on your interesting study.
Sincerely,

W
Elaine Kersten, Ed.D.

Co-Chair, Human Subjects Review Committee

CC: Maria Torres, Research Advisor
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