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Abstract

Background: Social dysfunction refers to an undesirable behavior pattern or disturbed social interac-
tion, performance, self-perception and self-system which results in decreased self-care and increased
distress in the life of individual. Chronic illness is the major reason behind social dysfunction. Both, the
psychiatric chronic illness (depression, anxiety, psychotic disorders) and non-psychiatric chronic illness
(diabetes, stroke, heart disease etc.) can lead to social dysfunction.

Objectives: The study has been carried out for the purpose of exploring the level of social dysfunction
among patients with chronic illness and to analyze the demographic factors associated with it.
Methodology: A total number of 300 patients of chronic illness were selected from psychiatric and
medical OPDs of Abbas Institute of Medical Sciences (AIMS) Muzaffarabad using purposive sampling
technique. Socio-demographic data was collected and then a 21-item standard scale of Linn (social dys-
function rating scale) was used to measure the social dysfunction of patients. Medical records of pa-
tients were also observed.

Results: It was found that 74% of the patients of chronic illness suffer from mild to severe degree of
social dysfunction (where criteria for chronic illness=1 year or more). Among these, 47% had moderate
level of social dysfunction, while 6% had severe degree of social dysfunction. Results also indicate that
35% of the patients had psychiatric illness (among which 20.3% had depression) while 65% had non-
psychiatric chronic illness (among which 9.9% had Ischemic Heart Disease). 23% comorbidity was pre-
sent. Most of the chronically ill patients were females (57%). 67% of the patients were on regular treat-
ment for their chronic illness.

Conclusion: There exists a high level (74%) of social dysfunction among patients with chronic illness.
Both psychiatric and non-psychiatric chronic illnesses lead to social dysfunction. The rate of social dys-
function was found higher among psychiatric illnesses as compared to non-psychiatric illnesses. The
study also highlighted the issue that social functioning of the patients is generally ignored when treat-
ment plans are formulated; which is the major factor behind high rate of social dysfunction in chronic
illness. Other factors; age, employment status, gender and education, are also associated with social
dysfunction. Counselling services need to be developed in hospitals in order to improve the level of
social functioning of patients with chronic illnesses.
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This definition expands the scope of health to not
only physical or medical aspects, but also to so-
cial functioning of an individual, which is the
way in which a person usually interacts in a soci-
ety or social group.3

The social function can be described in terms of
social interaction, performance, self-concept or
emotional function of an individual.# According
to the definition of health by WHO2, any dis-
turbance in physical, social, emotional or spiritual
functioning/well-being can be described as ill-
health, thus indicating a physical as well as social
dysfunction in the individual. Social dysfunction
can also be characterized in terms of behavior
which affects the normal functioning of individu-
als thereby reducing their self-care and inducing
distress and confusion in their lives.>

Social dysfunction occurs as a consequence of
many different factors, the most prominent of
which are chronic illnesses; a prolonged and pro-
gressing form of illness; as described by WHO.¢
Major chronic diseases which tend to be related
to social dysfunction are stroke, cancer, diabetes,
respiratory diseases and heart diseases. They ac-
count for almost 63% of the leading cause of
death.6.7

The severity of impact of chronic illnesses in a
person’s life can be observed in the form of social
dysfunction. Studies have revealed that different
chronic illnesses have been related to social life of
patients, leading to social dysfunction.81! Differ-
ent diseases have different criteria for being di-
agnosed as chronic, ranging from a few months
duration to many years of progress of disease.
There are some diseases which prevail through-
out the life of individual like diabetes, blood
pressure, physical disabilities, some psychiatric
disorders etc. Such chronic diseases with life-long
prevalence leave a deep impact on social life of
patients. Chronic illness becomes a part of pa-
tient’s life, so unless one learns to adapt to it, one

17

cannot function in a healthy way; a social dys-
function.

Among the various explanations of social dys-
function, one explained by Linn is this that social
dysfunction occurs is a negative aspect of per-
son’s social adjustment* This social adjustment
could be in a person’s self-system (including
his/her self-concept, inner motivation, meaning
of life and health concerns), interpersonal system
(including emotional relations or problems) and a
performance system (which includes peer rela-
tions, satisfaction from work, and participation in
other social activities), any disturbance among
which could correspond to social dysfunction.

It was found from a study!! that chronic illness
also affects the social functioning in children.
They tend to become more submissive and isolat-
ed from social surroundings. It was also found 12
that children who suffer from chronic illness may
have psychosocial and adjustment problems, thus
leading to social dysfunction.

Chronic illnesses could be psychiatric and/or
non-psychiatric. Co-morbidity can also be pre-
sent. The level of severity of illness corresponds
to the level of social dysfunction.

Psychiatric illnesses are major contributing factor
towards social dysfunction. One major psychiat-
ric chronic illness which leads to a very severe
form of social dysfunction is schizophrenia$; in
which there is a severe social skill deficit which
significantly limits the patients” normal social in-
teraction and work.

According to a study'® 14, the social interaction
and self-belief system of patients suffering from
chronic illness also gets disturbed. They become
socially isolated, their social activities get limited
and most importantly because of their deteriorat-
ing health, they believe themselves to be a burden
upon others (decreased self-worth). It was also
found! 13 that social dysfunction hinders the
proper social development of adolescents with
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chronic illness (or physical disability). It was
found that adolescents, who had physical disabil-
ity or chronic illness, lacked in their self-
maturation and peer relations. They remained
isolated from social activities; thus showing social
dysfunction.

Among the psychiatric disorders, depressive dis-
orders and bipolar disorder also lead to social
dysfunction. It was found!5 that patients with bi-
polar disorder scored low in the fields of social
confidence, openness and conversational skills,
thereby showing social dysfunction. In one
study?s, it was found that with increasing severity
of psychiatric illness (depression and anxiety),
the level of social dysfunction also increased. Pa-
tients with depression had higher level of social
dysfunction than patients of anxiety. It was also
found that with the change and severity of de-
pression or anxiety, the level of social disability
also changed (increased or decreased, respective
to the severity).

Among non-psychiatric illnesses, diabetes, cancer
and stroke are the common source of social dys-
function. It was found from a study?” that females
who were suffering from breast cancer showed
high levels of social dysfunction which included
psychological distress and disturbed sexual and
social functioning. Studies & 19 have also found
that patients of diabetes have also scored low in
their social functioning and quality of life. Their
level of social dysfunction was also related to
their demographic factors like socio-economic
status, education, age etc. comorbidity has also
played an important role in the social functioning
of patients.

Developmental disorders also correspond highly
towards social dysfunction. It was found that!320
developmental disorders like learning disabili-
ties, ADHD, mental retardation and physical dis-
abilities hinder the social development and func-
tion of individuals. Social isolation and disturbed
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peer relations are common problems of such pa-
tients.

The previous researches and the need for further
exploration have led to the development of this
study. This study aims to observe the relation be-
tween chronic illnesses (psychiatric and non-
psychiatric) and social dysfunction, and other fac-
tors associated with them. The criteria for chronic
illness in this study have been set to be at least 1
year of clinically diagnosed illness. This study is
the first of its kind to be conducted in any dis-
trict/ locale of Azad Kashmir, which adds highly
into its significance.

Methodology

The study has been carried out using a quantita-
tive research design.
Data has been collected using a standard ques-
tionnaire “Social Dysfunction Rating Scale” de-
veloped by Linn M in 1969. It is a 21-item scale
which measures the negative aspects of an indi-
vidual’s social adjustment. Three major catego-
ries have been made in this scale; the self-
perception, interpersonal relations and social per-
formance. The test takes about 30 minutes to ad-
minister and is administered in a semi-structured
way by the examiner.
A total number of 300 participants have been se-
lected using purposive sampling technique from
medical and psychiatric OPDs of “Abbas Institute
of Medical Sciences” (AIMS): a government hos-
pital in the locality of Muzaffarabad. The study
has been carried out over the duration of one and
a half month; from Feb 1 2013 to March 15 2013.
Inclusion/ Exclusion criteria: Participants have
been included in the study on the basis of follow-
ing criteria:

e Only the patients who have been clinically

diagnosed for a psychiatric or non-

psychiatric chronic illness (illness lasting for
1 year or more after diagnosis) have been
selected.
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Table 1. Level of severity of social dysfunction
(n=300)

Social Dysfunction Severity | Percentage

Very mild/ Negligible 26%

Mild 21% M

Moderate 47 % j 74%
Severe 6%

Psychiatric Chronic Illness 35%

Non-psychiatric Chronic Illness | 65%

Comorbidity 23%

e Patients have been selected only from AIMS
hospital. Participants who experienced any
physical, social, emotional or psychological
trauma/accident in the last 6 months were
excluded.

Ethics: The ethical approval for conducting this
research was taken from The Executive Director,
Abbas Institute of Medical Sciences Muzaffara-
bad. The ethics involved the protection of pa-
tient’s privacy (social, medical and demograph-
ical) i.e. the social, demographical and medical
data of the patients was to be used specifically
under this research study only after the approved
consent from the patients themselves. The pa-
tients/and their caretakers were briefed about the
study beforehand and also had the right to stop
participating in the study at any point. The in-
formed consent of the patients was taken in a
written form.

Procedure: The participants were selected after
taking an informed consent (on a written consent
form) and the purpose of the study was briefly
explained. After the informed consent, the basic
demographics of participants were collected. Da-
ta was also collected from the medical reports of
the patients (regarding the severity and duration
of their chronic illness). After that, “social dys-
function rating scale” was verbally administered
to each of the participants and the results were
recorded.

The recorded data was subjected to further analy-
sis.
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Results

The results indicate that about 74% of the patients
of chronic illness suffer from mild to severe de-
gree of social dysfunction. 26% of the patients
had very low/neglectful degree of social dys-
function (where n=300 and criteria for chronic
illness=1 year or more). (Table 1)

The results indicate that (with n=300) about 74 %
of the chronically ill patients suffer from mild-
severe degree of social dysfunction; among
which, majority (47%) have moderate level of so-
cial dysfunction. Severe degree of social dysfunc-
tion was present in about 6% of patients, while
mild levels were indicated in 21% of the patients.

It also shows that 35% of patients had psychiatric
illness while 65% had non-psychiatric chronic
illness. 23% comorbidity was present.

The results show that majority of the chronically
ill patients who indicated levels of social dysfunc-
tion were suffering from Depression (20.3%),
Anxiety (14.4%), Hypertension/IHD (9.9%) and
epilepsy (9.5%). (Table 2)

The psychiatric illnesses with comorbid condition
were Depression and Anxiety.

Table 2. Social dysfunction in psychiatric & non-
psychiatric illnesses (n=222)

Illness Social Dysfunction
Psychiatric

Depression 20.3%

Anxiety 14.4%

Psychotic Illness 10.8%
Non-Psychiatric

Diabetes 8.5%

Paraplegia 1.3%

CVA 9%
Hypertension/IHD 9.9%

COPD 7.2%

Arthritis 9%

Epilepsy 9.5%

This result indicates that majority of the patients
identified with social dysfunction (73%) were suf-
fering from illness between duration 1 to 5 years
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Table 3. Duration of chronic illness & treat-
ment history (n=222)

Patients On treat- | Percentage
ment

Regular treatment 67%
Irregular treatment 33%

Duration of chronic illness

1-5 years 73%
6-10 years 23%
11-15 years 3%
More than 15 years 1%

while the no. of patients seeking regular treat-
ment was 67%. (Table 3)

This result indicates that majority of the patients
with chronic illness (47%) were between 41-60
yrs. of age. Most of the chronically ill patients
were females (57%) and only 13% were educated
above matric level. (Table 4)

Table 4. Demographic data (n=300)
Demographic variable | Percentage
Age

>20 yrs 11%
21-40yrs 23%
41-60yrs 47 %
61-80+ yrs 19%
Gender

Males 43%
Females 57%
Education

[lliterate 2%
Primary 15%
Middle 37%
Matric 33%
Above matric 13%

This result indicates that unemployment rated
high among female patients (34.7%) while majori-
ty of male patients were employed (31.1%).

(Table 5)

Table 5. Employment Status (n=300)
Employed (%) | Unemployed (%)

Male 31.1% 11.4%

Female |22.8% 34.7%

20

Total 54 % 46%

Discussion

The results of the study have indicated that a
large number of chronically ill patients (74%)
have been suffering from mild-severe levels of
social dysfunction (47% having moderate levels
of social dysfunction) (tablel). These results have
been consistent with the previous studies which
indicate that chronic illness always impacts social
functioning of patients.811 Among the chronically
ill, 35% had been suffering from psychiatric ill-
ness; while 65% were having non-psychiatric
chronic illness. But, it was found that social dys-
function rated higher among patients of psychiat-
ric chronic illness (table 2) with Depression and
Anxiety having the highest levels of social dys-
function (20.3% and 14.4% respectively). This ex-
plains the fact that psychiatric disorders are a ma-
jor source of producing social dysfunction.813-16
These findings highlight the influence of psychi-
atric disorders on social life of patients: the self-
esteem, social relations and social performance
are greatly affected by the severity of psychiatric
illnesses. However, it does not lessen the impact
of non-psychiatric chronic illnesses. It was found
that level of social dysfunction was affected by
the severity of both psychiatric as well as non-
psychiatric illness (table 1). Although the most
severe form of social dysfunction in non-
psychiatric illnesses was present among patients
of paraplegia, but, social dysfunction rated higher
in IHD (Ischemic Heart Disease), CVA and Epi-
lepsy. This finding highlights another important
fact that, generally people consider diseases like
CVA and IHD as “common” because of their
high prevalence, and in doing so, they ignore the
high influence of such diseases upon the psycho-
social functioning of the individual.
social

Comparative analysis of dysfunction

among psychiatric and non-psychiatric illnesses
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pours light on a significant issue that despite the
high rate of social dysfunction among patients
with psychiatric illness, people tend to have igno-
rant attitude towards the severity of implications
of such diseases. The major reason observed be-
hind this difference was this that patients of non-
psychiatric illness (especially cardiovascular pa-
tients and diabetics) learned to adapt to their ill-
ness and accepted it as a part of their life. The so-
cial system also comprehends such illnesses easi-
ly. But on the other hand, people with psychiatric
problems face much more social problems than
non-psychiatric patients because both the patient
and the society do not understand this illness
properly. They have difficulty in adapting to their
illness and so it increases their social dysfunc-
tion.?1, 22

It was also observed that, with the severe nature
of chronic illness, chances of developing comor-
bid psychiatric disorder also increased. 23%
comorbidity was found in the chronically ill pa-
tients. The common psychiatric illnesses found
comorbid with non-psychiatric illness were de-
pression and anxiety, which further explains the
higher levels of social dysfunction.

An important fact found from the study was the
ignorant attitude of people towards treatment.?
Among the 74% chronically ill patients, 33% were
not on regular treatment (table 3). The irregulari-
ty in treatment process is the major reason behind
increasing duration of illness and higher levels of
social dysfunction. An increasing trend was ob-
served in the duration of illness. Majority of pa-
tients (73%) were suffering from chronic illness
for duration between 1-5 years. It explains that if
left untreated, the illness could get prolonged and
more disturbing for social life.

The demographics were also related to the social
dysfunction and chronic illnesses (table 4), as
found consistent with previous findings.!8 19
About 47% of the chronically ill were between
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age 41-60 (adults). This is a very critical issue re-
garding general health of population. Adulthood
is the period of strength and maturity at which
time individuals are deeply interconnected in the
social circle of family and other social relations
(work, friends etc.), but if it gets burdened be-
cause of chronic illnesses, it can produce damag-
ing effects on both the individual and his/her
immediate relations.!3 Subsequently, the social
dysfunction also increases. It was also found that
females faced more social dysfunction than
males. This can also be explained through the
findings that most of the patients were unem-
ployed; specifically females (table 5). The social
dysfunction levels increase in patients as the eco-
nomic stress increases. Chronic illness reduces
the physical and mental strengths of an individu-
al thereby weakening his/her socio-economic/
employment position, and if the individual is un-
employed, it leads to more complications in social
functioning of the person.
The study also highlighted the low literacy rate
among patients. Most of them (54%) were edu-
cated below matric level (table 4). The lack of ed-
ucation explains the ignorant attitude towards
treatment. If one is not fully aware about the is-
sues of health, then one cannot take full care of
his/her health.2122 Hence, the employment status,
lack of education and gender differences contrib-
ute in the ignorant attitude towards health care.
Unhealthy habits lead to chronic illnesses and
then towards social dysfunction.
This study has yielded results consistent with the
previous studies. Increased severity of chronic
illness leads to higher levels of social dysfunction,
which is also related to socio-demographic fac-
tors.16,18,19

Conclusion
There exists a high level of social dysfunction
among patients with chronic illness. Both psychi-
atric and non-psychiatric chronic illnesses lead to
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social dysfunction. The rate of social dysfunction
was found higher among psychiatric illnesses as
compared to non-psychiatric illnesses. The study
also highlighted the issue that social functioning
of the patients is generally ignored when treat-
ment plans are formulated; which is the major
factor behind high rate of social dysfunction in
chronic illness. Other factors; age, employment
status, gender and education, are also associated
with social dysfunction. Counseling services need
to be developed in hospitals in order to improve
the level of social functioning of patients with
chronic illnesses.

LIMITATIONS: One major limitation of the study
was the lack of previous researches on the topic in the
locale of Muzaffarabad. There was also the limitation
of trained personnel to conduct the study due to which
the study was limited to a small sample size and only
two departments of the hospital.
RECOMMENDATIONS: On the basis of study find-
ings, it has been recommended that chronically ill pa-
tients and their families be provided basic guidance
and counseling to reduce their level of social dysfunc-
tion. Simple vocational training and rehabilitation fa-
cility need to be established for patients with severe
social dysfunction.
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