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omestic abuse is prevalent in all strata of society and has been associated with various mental

health problems. However, the severity of abuse in women with mental iliness has not been

studied much. The amount of distress experienced often depends on the severity of domestic

abuse. Ability to tolerate distress may buffer the effect of abuse-this determines the perceived
level of abuse. Both the severity of abuse and distress tolerance may in turn determine adherence be-
haviour towards treatment in mentally ill women. There is a paucity of research examining these vari-
ables. Hence this study was undertaken to examine the severity of abuse and distress tolerance and their
relationship with medication adherence in women with mental illness. This study took place on an out-
patient basis in the department of psychiatry at a tertiary care centre in South India. One hundred wom-
en with a mental illness currently in remission for at least two months —living in the community with
family members after an episode of mental illness— were consecutively recruited by purposive sampling
method after obtaining an informed consent. Due to issues related to reliability, patients with a diagno-
sis of mental retardation or dementia or psychotic symptoms were not included. All participants were
initially assessed using socio-demographic and clinical forms. The severity of abuse was assessed with
Composite Abuse Scale (CAS) and the level of distress tolerance was evaluated with Distress Tolerance
Scale (DTS). Medication adherence status was assessed with the commonly used Morisky Medication
Adherence Scale (MMAS). There was a high level of abuse (mean 20.33, SD=20.55) and distress toler-
ance (mean 26.80, SD=12.07) in this sample as compared to those in general population. Scores in do-
mestic abuse had a significant positive association with Tolerance (p=0.001) and Absorption (p=0.014)
subscales of distress tolerance. Scores in domestic abuse had no statistically significant association with
level of medication adherence. With the findings of this study, it can be concluded that women with
mental illness face considerable level of domestic abuse and they have a higher capacity to tolerate dis-
tress. Severity of domestic abuse is inversely associated with their perceived ability to tolerate emotional
distress; and positively associated with the level of attention being absorbed by negative emotions. The
study was constrained by its cross-sectional design and small sample size, and further replication of data
is needed with bigger sample size and control group.
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Introduction

Domestic abuse can be defined as a range of sexu-
ally, psychologically and physically coercive acts
against women.! The exact magnitude of the prob-
lem in India is unknown, though it is estimated to be
huge. National Family Health Survey (2005-2006) re-
ported a two-fifth of all married women to have ex-
perienced sexual or physical violence at some point
of time.? Domestic abuse is etiologically linked to
mental illness in women. There is a positive associa-
tion of domestic violence and occurrence of mood
and psychotic disorders in women.** There is a pau-
city of research examining the implication of domes-
tic abuse in women with mental illness. Few studies
reveal a high prevalence of domestic abuse in Indian
population.”” In general population, domestic vio-
lence is associated with high psychological distress,
though the level of distress tolerance is unknown.®?

Distress tolerance (DT) is the perceived or actual
capability to tolerate aversive emotional and physi-
cal experience.'® DT is an individual’s evaluation of
and expectations about experiencing distress and
is associated with a tendency to alleviate or escape
negative emotional experience.'" DT is considered
as a transdiagnostic risk, maintenance or preventive
factor of psychological disorders.” There is some ev-
idence that distress tolerance is positively associated
with domestic violence'? and negatively associated
with health seeking skills.'* Shorey et al, reported a
negative association between distress tolerance and
physical and psychological abuse perpetration in
substance use disorder." Indirect evidence suggests
a high level of stress associated with non-adherence
to medication in general population.'”” On the other
hand, distress tolerance may interact with circum-
stances and motivation to enhance adherence to
treatment in substance use disorder.'® However, such
a relationship has not yet been established in other
mental disorders and needs to be explored.

Women with abuse not only suffer from mental ill-
ness frequently, but also receive psychotropic medi-
cation more frequently than general population."”
Though abuse has been reported to be related to
low medication adherence in physical illness, there
is no report of such association between abuse and
medication adherence in mental illness,'® hence
there is a need to explore it.
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Keeping in mind the above background, this study
was conducted to access the levels and relationships
of abuse, distress tolerance and medication adher-
ence. There is a knowledge gap as to how abuse and
distress tolerance are interrelated, and what is their
association with medication adherence. We hypoth-
esised that adherence has a negative association
with abuse and a positive association with distress
tolerance, while the interrelationship of abuse and
distress tolerance is positive.

Material and method

This study was conducted at the outpatient depart-
ment of psychiatry in a tertiary care centre in south
India. One hundred women with mental illness cur-
rently in remission for at least two months and who are
living in the community with family members after an
episode of mental illness were consecutively recruited
by purposive sampling method after obtaining an in-
formed consent. Participants were excluded if they had
a diagnosis of mental retardation, dementia or psy-
chotic disorder due to issues related to reliability. For
this study, the presence of any psychiatric diagnosis
according to ICD 10 (10th revision of the International
Statistical Classification of Diseases and Related Health
Problems) was considered as “Mental disorder”. All as-
sessments were done by a qualified psychiatrist who
assessed the diagnosis and remission states with MINI
Plus,"” case record files, discussion with the treating psy-
chiatrist, and interview of patients and key informant(s).
All eligible participants were further assessed with the
following tools: Socio-demographic and clinical forms
including age, education, occupation, marital status,
socio-economic-status, family type, domicile, diagnosis,
age at onset of illness, duration of illness, family history
of mental disorder, history of abuse in childhood, sub-
stance use in family, attitude of others etc.

Composite Abuse Scale (CAS): CAS is the most com-
monly used tool to assess the frequency of domestic
abuse.? The scale is rated on five-point likert for all
30 items. Sum of all items (CAS Score) indicates the
level of abuse. Higher scores indicate more severe
and frequent abuse.

[tems of the CAS can be grouped into 4 subscales — se-
vere combined abuse, physical abuse, emotional abuse,
and harassment. These subscales are useful in assess-
ing how different forms of abuse impact the physical
and mental health of women. CAS has a high internal
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consistency and a Cronbach’s alpha value of >0.85. For
this study, the scale was translated into Kannada. This
scale has been used in the Indian population.®

Distress Tolerance Scale (DTS): This self-report scale
consists of 15 items, and intends to measure distress
tolerance, i.e., one’s ability to tolerate psychologi-
cal distress."" The scale can be subdivided into four
subscales: (1) Tolerance - perceived ability to toler-
ate emotional distress, (2) Absorption — attention
being absorbed by negative emotions, (3) Appraisal
- subjective appraisal of distress, and (4) Regulation —
regulation efforts to alleviate distress. The scores of
the scale range from 15 to 75, and are found to be
of good internal consistency, test-retest reliability,
and discriminant validity. In this study, the scale was
translated into Kannada. This instrument has been
used in the Indian population.®

Morisky Medication Adherence Scale: The MMAS-8
is a self-reporting tool and most commonly used in
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Results

Most participants were employed, belonging to
lower socio-economic status, Hindus, married, from
rural background, and suffering from mood disor-
ders (table 1). The majority of participants did not
report substance use in family, childhood abuse, and
family history of mental illness.

In our sample the mean score of age was 37 years
and duration of illness was 4.91 years. The scores in
CAS, DTS, and MMAS are presented in table 2.

The linear regression analysis between CAS score
and the subscales of DTS (R>=0.179, F=5.175, p=0.001)
revealed a significant negative association of CAS
with Tolerance subscale (p=0.001) and positive asso-
ciation with Absorption subscale (p=0.014) (table 3).

Table 1. Demographic and clinical characteristics

research todetermine medication adherence. It has a Variables n=%
yes or no response option for each question and score Occupation Unemployed 35
ranges from 0 to 1. Each question is intended to meas- SES Low 62
ures the specific adherence behavior of the respondent. Middle 38
Score of <6 indicate low adherence, 6-8 score indicates Religion Hindu 91
medium adherence, and a score of =8 indicates high Muslim 9
adherence. The sensitivity and specificity are 93% and Marital status Single 10
53%, respectively, with Cronbach’s alpha value of 0.83.”' Residence Rural 68
A Kannada translated version was used in this study. Family type Nuclear 85
Data analysis was conducted with SPSS version 16. Joint 15
The demographic and clinical characteristics were Diagnosis F10 3
expressed with descriptive statistics. The Kruskal- F20 4
Wallis H test was used to examine the group differ- F30 82
ence between three or more variables, and scores F40 11
on .subscales of distress toIerancg and differeryt se- Substance use in family Yes 29
verity of burden Were apalyzed using m}JItlpI? Imgar Childhood abuse Yes 5
regression analysis, to find out the relationship with
severity of abuse. The level of statistical significance Fgmily history of mental Yes 10
was kept at p<0.05 for all tests. finess
Table 2. Demographic and clinical characteristics.
Minimum Maximum Mean (SD)
Age 14.00 61.00 37.02 (9.37)
Education 1.00 5.00 2.02 (1.00)
Age at onset 1.00 54.00 32.45 (9.28)
Duration of illness 1.00 25.00 4.91 (4.07)
CAS Score 0.00 92.00 20.33 (20.55)
DTS Score 4.00 51.00 26.80 (12.07)
MMAS Score 1.00 8.00 5.84 (1.66)
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Table 3. Multiple regression analysis with scores on DTS subscales as independent variables and CAS Score as

dependent variable.

Unstandardized Unstandardized Standardized Sig. t
Coefficients Coefficients Coefficients
B Std. Error Beta

1 (Constant) 15.605 4.870 3.204 0.002
Tolerance —4.447 1.294 -0.557 -3.437 0.001
Absorption 4.522 1.808 0.591 2.501 0.014
Appraisal 0.231 0.785 0.057 0.294 0.770
Regulation 0.664 1.254 0.092 0.530 0.598

(a) Predictors: Regulation, Tolerance, Appraisal, Absorption, (b) Dependent Variable: CAS Score, (c) R?=0.179,

F=5.175, p=0.001

Using the Kruskal Wallis H Test, statistically no sig-
nificant association was observed between CAS and
MMAS score or between DTS and MMAS score (ta-
bles 4 and 5, respectively).

Discussion

Demographic characteristics in this study were simi-
lar to other reports from the centre. Some variables
such as low socioeconomic status, rural background
and duration of illness more than 4 years are known
to be associated with domestic abuse,” while there
were other clinical variables such as low substance
use in family and nil child abuse which were associ-
ated with low domestic violence.”? However mean
score of 20.33 (SD+20.55) on CAS indicates an overall
high level of abuse in this study compared to those
reported in general population (Mean=3.3, SD=3.3).2*

High level of distress tolerance has been reported
from India where in it has been associated with his-

tory of substance use in the family, history of any
past treatment for on-going psychiatric illness and
level of knowledge about treatment options. Indian
culture has been attributed in favouring higher dis-
tress tolerance.'” Indian women use multiple coping
strategies such as relaxation, exercise, yoga, writing
a diary, prayer, recreation with family, spending time
with friends, reading books, travelling or outing, lis-
tening to music, etc.?*

In this study we found that there was a statistically
significant association of CAS score with the Tolerance
(negative) and Absorption (positive) subscales of DTS.
Tolerance to abuse depends upon the severity of
abuse. In Indian context, psychological abuse in wom-
en is acceptable to a certain degree. However once
the threshold is crossed, tolerance may reduce signifi-
cantly. Thus a lower level of abuse may be tolerated
more while higher levels of abuse are considered as
unacceptable leading to low distress tolerance. This is

Table 4. Relationship between abuse and medication adherence (Kruskal Wallis test).

MMAS score n Mean Rank Chi-Square df p
CAS Score Poor 29 47.78
Moderate 69 51.38 0.514 2 0.773
Good 2 59.50

Table 5. Relationship between distress tolerance and medication adherence (Kruskal Wallis test).

MMAS score n Mean Rank Chi-Square df p
DTS Score Poor 29 45.57
Moderate 69 53.03 1.955 2 0.376
Good 2 34.75
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consistent with our observation that there was a high
level of distress tolerance in this study. Another possi-
bility is that individuals with abuse exhaust resources
to tolerate and a high abuse level may be associated
with lower distress tolerance.

Consistent with our hypothesis, we found a posi-
tive association between abuse and absorption
subscale of DTS. More level of abuse leads to more
deployment of attention and changes in cogni-
tion.” The individual differences in distress toler-
ance depend upon the tendency to approach/avoid
potentially distressing situations, coping styles, ten-
dency to have attention absorbed by focusing on
distressing aspects of the situation or to try to avoid
attending to distressing aspects of a situation, and
altering meaning of the situation. The response to
abuse involves modulation of behavioral, experien-
tial, and physiological responses, each of which may
be increased or decreased as a function of distress
tolerance. One’s ability to tolerate psychological dis-
comfort may thus influence both types of strategies
one uses to manage affect as well as moderating af-
fective regulatory functions on behaviour."

Our hypothesis stood towards a negative associa-
tion of adherence with abuse and a positive associa-
tion with distress tolerance, but it was not confirmed.
This indicates that experiencing abuse does not help
to develop adaptive coping strategies and is miti-
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gated by the presence of high resilience. Previous
report revealed a negative association of abuse
with adherence while resilience enhance adherence
among HIV patients.?* Freire de Medeiros et al re-
ported resilience to be positively associated with
adherence in patients with hemodialysis.?® Possible
reasons could be that previous studies had differ-
ent study populations, severity of illness, and level
and nature of abuse. A difference in adherence has
been observed between developed and developing
countries.” Most studies were conducted in Western
countries,”'® and socio-demographic factors may
differentially mediate adherence behaviour®® as ad-
herence is multi-faceted.

Based on the findings of this study, it can be con-
cluded that women with mental illness face a consider-
able level of domestic abuse and have more capacity to
tolerate distress. Severity of domestic abuse is inversely
associated with perceived ability to tolerate emotional
distress; and positively associated with levels of atten-
tion being absorbed by negative emotions. Our study
was constrained by its cross-sectional design and small
sample size, and further replication is needed by stud-
ies with larger samples and control group.
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Wuxiatpikn 2019, 30:32-38

H evboolkoyevelakn Bia givat cuxvr o OAa TA KOIVWVIKA OTPWHATA Kal £XEL CUCKETIOTEL e ooRapd
mpoBARHATA YUXIKAG Lyeiag. QoTd00, N BapUTNTA TNG KOKOTIOINONG O€ YUVAIKES e YUXIKH vOOoO SevV
€xEl HENETNOEL eMapKWC. To péyebog TNG YUXIKAG KATATIOVNONG TTOU BlwveTal, ouxvda e€aptatal and
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N oofapdtnta TnG evdoolkoyevelakig Biag. H ikavotnta avoxng tng YUXIKAG Katandvnong Umopei
va e€oudeTepwvel TNV emidpacn TNG Kakomoinong Kal auto kabopilel To eninedo mpooAaufavope-
VNG Kakomoinong. Tooo n cofapdtnta TNG KAKOTIOINGNG 600 Kal N avoxr otnv YuxIkn Katamdvnon
MITopoUV HE TN Oglpd Toug va kKabopilouv Tn cupmeplpopd cuppdpPWong otn Beparmeia o YPuxIKA
TIAOXOUOEC YUVAIKEG. YTIAPXEL ENAXLOTN €peuva TIoU va §eTACEL AUTEG TIG METAPANTEG. ETOL N peNéTn
auTn gixe wg otdxo va e€eTAoel TN BaplTNTA TNG KAKOTOINONG, TNV Avoxr 0TNV PuXIKN Katamdvnon
KAl TN 0X€0N TOUG PE TN CUPMOPPWON OTNV aYyWwyH O YUVAIKEG LE PUXIKH vOoo. H peNétn Sievepyn-
Onke oe e€wTePIKOUC 00BEeVEIC OTNV PuXIATPIK KAIVIKF O€ éva KEVTPO TpItoAbuiac gpovtidag otn
NoTia IvSia. Ekato yuvaikeg pe YuxIK vooo mou Bpiokovtav og V@ean yia S0 URVEC TOUAAXIOTOV
kat mou {ovoav oTnV KovoTNTA Hadi UE PEAN TNG OIKOYEVELAG META aTTO €va eTEIOOSIO TNG YUXIKAG
vdoou KARBNKav otn oglpd pe pn-tuxaia SstypatoAnyia, a@ou xoprynoav Tn cuvaiveot ToUG META
ané evnuépwon. NMpokelpévou va Stao@aliotei n alomoTia, acBeveic pe Siayvwon vonTikh UoTéPN-
on, avola 1 o&éa YUXWTIKA CUUTTTWHATA SeV CUUTTEPIARPONKAV 0TO Seiypa. ONOL Ol GUUHETEXOVTEG
EKTIMAONKAV APXIKA PE XPrion @OPHAS KOWVWVIKWY, SNHOYPAPIKWY KAl KAIVIKWV oTolxeiwv. H cofa-
POTNTA TNG KAKOTIOINONG EKTIUNONKE pe TNV KAipaka Composite Abuse Scale (CAS) kat to emimedo a-
VOXNC 0TNV YuxIKH Kakomoinon a§lohoynOnke pe tnv kAipaka Distress Tolerance Scale (DTS). H oup-
MOPPWON 0TN PAPUOKEUTIKN Aywyr EKTIUAONKE UE TNV eupeiag xpriong KAipaka Morisky Medication
Adherence Scale (MMAS). Ynip&e upnAo enimedo kakomoinong (MO=20,33, TA=20,55) Kal avoxng
otnVv Yuxikn katamovnon (MO=26,80, TA=12,07) oto deiyua o€ oUykplon He Ta avtioTtolxa emimeda
OTOV YeVIKO TANBUouo. H BaBpoloyia otnv evdoolkoyevelakr Kakomoinon ixe onpavtikr OeTIknA
OUOXETION ME TIG uTToKAIpaKeG Avoxh (p=0,001) kat Atoppopnon (p=0,014) TG avoxng WUXIKAG Ka-
Tanoévnong. H fabuoloyia otnv evOoolkoyeVEIaKH Kakomoinon Sev eixe KA OTATIOTIKE ONUAVTIKNA
OUOXETION WE TO EMIMESO CUMHOPPWONG PE TN QAPHUAKEVTIKY aywyr. Baon Twv eupnudtwyv autng
NG HEAETNG, UTTOPOUUE VO CUMTTEPAVOUE OTL Ol YUVAIKEG UE YUXIKH VOOO €PXOVTAL AVTIMETWITEG UE
aéloonueiwTo emimedo ev0OIKOYEVEIOKAG KAKOTIOINONG KAl £X0UV Hia auénpévn kavotnta va avé-
xovtat Tnv Yuxikni katamovnon. H fapltnta Tng eVO0OIKOYEVEIOKNG KAKOTTOINONG oUVOEETaAL avTL-
OTPOPWC AvAloya pE TNV TPOCAABAVOUEVN IKAVOTNTA AVOXNG TNG OUVAICONUATIKAG KATATTOVNONG
Kal OeTIkd pe To emimedo KATA TO OMOIO N TIPOCOXA AMoPPOPATAL ATIO APVNTIKA cuvaloOnuata. H
MENETN EixE WG TTEPLIOPIOHOUC OTL TAV CUYXPOVIKN Kal EiXE PIKPOU peyéBoug Seiypa Kal xpetaletal
TEPAITEPW AVATIAPAYWYH TWV EVPNUATWY PE PEYANUTEPO Seiypa Kal opdda eNéyxou.

Né&eig eupetnpiov: Evdooikoyevelakn Bia, avoxry otnv Yuxik KAtamdvnor, CUPHOPPWON UE TN
(POAPUOKEVTIKA aywyr, YuxIKn vOooG.
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