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To Evaluate the Depression and Anxiety Symptoms in Coronary Artery 
Disease Patients

Amol Patange1, Md Munnawar S Hussain2

Abstract

Background: Depression, anxiety, and anxiety disorders may play a significant role in heart health and have 
been implicated in the development and progression of both coronary artery disease and heart failure.

Material and Methods: This is descriptive cross-sectional study design was used to find out the anxiety 
and depression of patients with CAD attending at Khaja banda Nawaz institute of medical sciences. Semi 
structured interview schedule for the sociodemographic variables, disease related variables, behaviour 
related variables, and support system was developed by researcher based on extensive literature review. 
Hospital Anxiety and Depression Scale (HADS), developed by Zigmond and Snaith and validated by Risal et 
al. was used to assess anxiety and depression. 

Result: In our study, out of 70 respondents, 57.8% were between the ages of 40-60 years. The mean age of 
the respondents was 52.23±7.83 years. Similarly, 60.7% were male and 80.3% were living with their spouse. 
Moreover, that two-thirds (66.1%) of the respondents were diagnosed with myocardial infraction followed by 
angina pectoris (20.2%) and ischemic heart failure (13.7%). The 27.4% of the respondents had anxiety caseness 
and 19.6% had borderline anxiety. Similarly, 26.2% of the respondents had borderline depression and 23.8% 
had depression caseness. 

Conclusion: In coronary artery disease and depression are cause a significant decrease in quality of life 
for the patient and impose a significant economic burden on society. Anxiety and depression have great 
correlation in CAD patients. Furthermore, shows that there was significantly positive correlation between 
anxiety and depression.

Keywords: Depression; Anxiety; Myocardial infraction; Angina pectoris; Ischemic heart disease.

How to cite this article:
Amol patange, Md Munnawar S Hussain / To Evaluate the Depression and Anxiety Symptoms in Coronary 
Artery Disease Patients. RFP Indian Journal of Medical Psychiatry. 2020;3(2):59–65.

Author’s Affiliation: 1Associate Professor, 2Assistant Professor, Department of Psychiatry, Khaja Bandanawaz 
Institute of Medical Sciences, Kalaburagi, Karnataka 585104, India.

Corresponding Author: Md Munnawar S Hussain, Assistant Professor, Department of Psychiatry, Khaja 
Bandanawaz Institute of Medical Sciences, Kalaburagi, Karnataka 585104, India.

E-mail: kings_4u21@yahoo.com

Introduction

Depression and anxiety disorders are common and 
persistent-and they have a lasting impact on quality 
of life, functioning, and cardiac health.1 In this 
article, we review the associations between negative 
psychological states and cardiovascular health, the 
physiologic and health behavior mechanisms that 
may mediate these relationships, ways to diagnose 
depression and anxiety disorders, and safe and 

Original Article

effective treatments for these disorders. 
Among patients with heart disease, such as 

coronary artery disease or heart failure, depression 
and anxiety disorders are extremely common. 
In these populations, 20% to 40% have elevated 
depressive symptoms, and 15% to 20% suffer from 
Major depressive disorder (MDD).2 Anxiety may 
be even more common than depression. A recent 
meta-analysis suggests that over 50% of patients 
with heart failure have elevated rates of anxiety, 



RFP Indian Journal of Medical Psychiatry / Volume 3 Number 2 / July–December 2020

60

and 13% meet criteria for an anxiety disorder.3 
These prevalence rates are significantly higher 
than those in the general population and highlight 
the high-risk status of cardiac patients for these 
disorders.

Depression, anxiety, and anxiety disorders 
may play a significant role in heart health and 
have been implicated in the development and 
progression of both coronary artery disease and 
heart failure.4 Depression confers a 2-fold increased 
risk of mortality and adverse cardiac events after 
myocardial infarction or heart failure and has been 
linked to poor outcomes after cardiac surgery.5 The 
evidence for depression’s links to cardiac health is so 
strong that the American Heart Association (AHA) 
labelled depression a risk factor for poor medical 
outcomes following acute coronary syndrome.6

The links between depression, anxiety, and 
cardiovascular disease are complex and involve 
psychological, biological, and behavioral 
mechanisms.7 Depression, arrhythmias, and 
coronary artery disease frequently co-occur 
because they share common behavioral and 
pathophysiological drivers-unhealthy lifestyle, 
autonomic dysregulation, hypothalamic-pituitary-
adrenal (HPA) axis dysregulation, endothelial 
dysfunction, and inflammation-that are intricately 
related to one another.8

Physiological mechanisms: Autonomic 
dysregulation, HPA axis dysregulation, 
inflammation, and endothelial dysfunction all 
may mediate the relationship between psychiatric 
illness and heart health. In depression, anxiety, and 
cardiovascular disease, an autonomic imbalance 
with sympathetic predominance is common; these 
disease states potentiate each other through the 
autonomic nervous system.9 Chronic stress can lead 
to inflammation, as well as alterations in cortisol 
levels via the HPA axis, which in turn leads to 
lasting, deleterious changes in the limbic system.10

Inflammation also promotes depression and 
anxiety by reducing monoamine neurotransmitters 
in the brain, by activating anxiety-related 
neurocircuitry, and by decreasing antidepressant 
response; moreover, it has been implicated in the 
development of cardiovascular plaque formation.11 
Finally, endothelial dysfunction is directly related 
to inflammation and is associated with depression, 
anxiety, and cardiovascular disease.12 Ultimately, 
it is likely that a combination of these shared 
physiologic processes and lifestyle choices may 
help explain the observed relationships between 
depression, anxiety, and cardiovascular health.

Material and Methods

This is descriptive cross-sectional study design 
was used to find out the anxiety and depression 
of patients with CAD attending at Khaja banda 
Nawaz Institute of Medical Sciences. The 
nonprobability, purposive sampling technique was 
used to select the required sample size. Researcher 
identified the sample from OPD by verbally asking 
the patients about their age and purpose of visit to 
OPD. Ten medical files were reviewed to confirm 
the information given by patient. Semi structured 
interview schedule for the sociodemographic 
variables, disease related variables, behaviour 
related variables, and support system was 
developed by researcher based on extensive 
literature review. Hospital Anxiety and Depression 
Scale (HADS), developed by Zigmond and Snaith 
in 1983 and validated among Nepalese people by 
Risal et al. on 2015, was used to assess anxiety and 
depression. It had 7 items related to anxiety and 7 
items related to depression.13

Statistical Analysis 

The data was edited, coded, and entered in excel 
sheet and then entered into SPSS 20th version for 
analysis. Data was analysed using descriptive 
statistics, i.e., frequency, percentage, mean, and 
standard deviation to describe the patient’s 
demographic variables, anxiety, and depression. 
Chi square test was used to determine association 
between different selected variables with level 
of anxiety and level of depression. Spearman’s 
correlation coefficient test was used to find out the 
relationship between anxiety and depression of the 
patients with CAD.

Results

In our study, table 1 shows that, out of 70 
respondents, 57.8% were between the ages of 40-
60 years. The mean age of the respondents was 
52.23±7.83 years. Similarly, 60.7% were male and 
80.3% were living with their spouse. 

Table 1: Sociodemographic variables of the respondents. n= 
70.

Socio-demographic Variables Frequency Percentage

Age Group (in years)

19-39 14 19.6

40-64 40 57.8

65 above 16 22.6

Mean ± SD=52.23±7.83 Min:18 Max: 80

Amol Patange, Md Munnawar S Hussain / To Evaluate the Depression and Anxiety Symptoms in Coronary 
Artery Disease Patients
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Sex

Male 42 60.7

Female 28 39.3

Living with

Spouse 56 80.4

Single 14 19.6

Type Family

Nuclear 35 50.6

Joint 35 49.4

Educational Status

Literate 43 61.9

Illiterate 27 38.1

Employment Status after illness

Employment 44 63.1

Unemployment 26 36.9

If employment, occupation (n=70)

Housework 21 30.2

Agriculture 14 20.7

Service 18 25.5

Business 17 23.6

Table 2: Disease related variables of the respondents. n= 70

Variables Frequency Percent

Type of CAD

Angina pectoris 14 20.2

Myocardial Infraction 46 66.1

Ischemic heart failure 10 13.7

Mode of treatment

Medical 22 30.9

Surgical 48 69.1

Presence of co-morbidities

Yes 35 50.0

No 35 50.0

Family history of CAD

Yes 8 11.9

No 62 88.1

In our study, table 2 shows that two-thirds 
(66.1%) of the respondents were diagnosed 
with myocardial infraction followed by angina 
pectoris (20.2%) and ischemic heart failure (13.7%). 
Regarding mode of treatment, more than two-thirds 
(69.1%) of the respondents had surgery. Likewise, 
half of the respondents (50.0%) had other comorbid 
conditions. 

Table 3: Level of anxiety and depression of the respondents. 
n = 70

Level Frequency Percentage

Anxiety

No anxiety (0-7) 37 53.0

Borderline anxiety (8-10) 14 19.6

Anxiety caseness (11-21) 19 27.4

Depression

No depression (0-7) 35 50.0

Borderline depression (8-10) 18 26.2

Depression caseness (11-21) 17 23.8

Total 70 100

Table 3 shows that 27.4% of the respondents had 
anxiety caseness and 19.6% had borderline anxiety. 
Similarly, 26.2% of the respondents had borderline 
depression and 23.8% had depression caseness. 

Amol Patange, Md Munnawar S Hussain / To Evaluate the Depression and Anxiety Symptoms in Coronary 
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Table 4: Association of level of anxiety with different variables.

Variable Level of Anxiety p-value

No Anxiety n (%) Borderline anxiety n (%) Anxiety caseness n (%)

Gender

Male 23 (62.1) 8 (57.1) 8 (42.1) <0.001

Female 14 (37.8) 6 (42.8) 11 (57.8)

Living with

Spouse 25 (67.5)  9 (64.2) 13 (68.4) 0.024

Single 12 (32.4)  5 (35.7) 6 (31.5)

Occupation status 

Housework 3 (8.1) 3 (21.4) 11 (57.8) 0.013

Agriculture 4 (10.8) 3 (21.4) 5 (26.3)

Services 11 (29.7) 6 (42.8) 2 (10.5)

Business 19 (51.3) 2 (14.2) 1 (5.2)

Economic Status

Enough to run family 26 (70.2) 10 (71.4) 12 (63.1) <0.001

Not Enough to run family 9 (24.3) 4 (28.5) 7 (36.8)
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In table 4 shows that the level of anxiety was 
significantly associated with sex of the respondents 
where females had more anxiety cases than males. 
Moreover, respondents who were living single had 
more anxiety caseness than respondents who were 
living with their spouse. Similarly, respondents 

who were involved in housework had more anxiety 
caseness than other occupation. The results further 
demonstrated that respondents whose family 
income is not sufficient to family had more anxiety 
caseness than respondents whose family income is 
not enough to run family. 
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Table 5: Association of level of depression with different variable.

Variable Level of depression p-value

No Anxiety n (%) Borderline anxiety n (%) Anxiety caseness n (%)

Living with

Spouse 21 (60.0) 11 (61.1) 6 (35.2) <0.001

Single 14 (40.) 7 (38.8) 11 (64.7)

Education Status

Literate 24 (68.5) 12 (24.0) 5 (29.4) <0.001

Illiterate 11 (31.4) 6 (66.6) 12 (70.5)

Level of Education

Up to secondary 16 (45.7) 10 (55.5) 10 (58.8) 0.013

Above Secondary 19 (54.2) 8 (44.4) 7 (41.1)

Occupation status

Housework 9 (25.7) 8 (44.4) 9 (52.9) 0.001

Agriculture 3 (8.5) 5 (27.7) 6 (35.2)

Services 11 (31.4) 2 (11.1) 1 (5.8)

Business 12 (34.2) 3 (16.6) 1 (5.8)

Presence of Co Morbidities

Yes 13 (37.14) 9 (50) 11 (64.7) 0.023

No 22 (62.8) 9 (50) 6 (35.2)

Family History of CAD

Yes 9 (25.7) 8 (44.4) 6 (35.2) 0.501

No 26 (74.2) 10 (55.5) 11 (64.7)

In table 5 shows that respondents who were 
living single had more depression caseness than 
respondents who were living with their spouse. 
Likewise, level of depression was more prevalent 
among illiterate respondents having CAD than 
literate respondents having CAD, which further 
demonstrate that the higher the education the lower 
the depression cases. Moreover, respondents who 
were involved in agriculture had more depression 
caseness than other occupation.

Table 6: Relationship between anxiety and depression score 
of the respondents. n= 70.

Variables Anxiety Depression

Anxiety 1 —

Depression 0.325 1

Table 6 shows that there was significantly positive 
correlation between anxiety and depression (0.325).

Discussion

Out of 70 patients, 27.4% of the patients have 
anxiety caseness & 19.6% have borderline anxiety. 
This observation is virtually same to the study 
showed by Meneghetti C et al.,14 where 48.4% 
of CAD patients have anxiety. Equally, studies 
showed by Carvalho et al.,15 and Rothenbacner et 
al.,16 showed 32.5% and 8.3% of anxiety between 
CAD patients, correspondingly. Anxiety between 
CAD patients is more in the current study which 
could be due to joblessness position after sickness, 
lack of knowledge, lack of awareness concerning 
forecast of CAD, and incomplete therapy facility in 
the healthcare setting. 

In this study, 23.8% patients have depression 
caseness and 23.8% and 26.2% had borderline 
depression, whereas studies showed in Meneghetti 
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C et al.,14 and Rothenbacner et al.,16 showed that 
26.4% and 5.9% of CAD patients have depression, 
correspondingly. Depression in CAD patients 
is more in this study which could be due to 
lack of awareness and limited convenience and 
availability of health services facility along with 
health insurance.

In this study, sex of the patients was suggestively 
linked with level of anxiety of the CAD patients 
where females have more level of anxiety than 
males. This observation is reinforced by the studies 
showed in Carvalho et al.,15 and Shibeshi et al.,17 
which presented the more level of anxiety in female 
CAD patients. Females are more prone to have 
anxiety which could be due to their multiple roles, 
gender discrimination, or other family problems. 
Living status was alternative significant variable 
which effect the level of anxiety of CAD patients 
where patients who were existing alone have higher 
level of anxiety than the patients living with spouse. 
This finding is reliable with the study conducted in 
Chopra et al.,18 which exposed that patients who 
were living alone had more anxiety. This could be 
due to lack of physical, emotional, and economic 
provision amongst those CAD patients who were 
living alone. 

Moreover, family revenue and profession status 
were also linked with level of anxiety of CAD patients 
where patients whose annual family revenue was 
not adequate to run their family had more anxiety 
level. However, study showed in Khan A et al.,19 
presented that there was no significant relative of 
anxiety with socioeconomic and profession status 
of CAD patients. The discrepancy in observing 
could be due to difference in sample size and 
sample characteristics. This study establishes that 
the patients who had higher level of selfesteem 
have lower level of anxiety likened to patients 
who have lower level of self-esteem (p ≤ 0.001). 
In contrast to this observation, the study showed 
in Carvalho et al.,15 exposed that the patients who 
have more self-esteem score will have higher level 
of anxiety. This inconsistency in the observation of 
the studies could be due to presence of different 
nature of sample and health service facilities which 
helps to manage their more selfesteem. 
The findings of the study presented that level 

of anxiety was not related with age and comorbid 
circumstances of the CAD patients. This observing 
contradicts with the observing of the study showed 
in Shibeshi et al.,17 where age was significantly 
linked with level of anxiety. Similarly, study showed 
in India 16 presented that level of anxiety of CAD 
patients had significant association with comorbid 

condition. The discrepancy in observing might 
be due to difference in sample size, study setting, 
and characteristics of sample. The observing of the 
study presented that people who were living alone 
have higher level of depression (p≤0.001) than the 
patients living with their spouse. This observing is 
similar to the study showed in Eng H et al.,20 where 
patients living alone have more depression than 
the patients living with their spouse. This could be 
due to lack of ultimate care and support of family 
members which is pivotal to the individual who are 
diseased. Likewise, patients who had greater level of 
education had lesser level of depression (p=0.017). 
In contrast to this observing, study conducted in 
Eng H et al.,20 revealed the education level to be 
not linked with depression. This discrepancy in 
observing might be due to presence of different 
nature of samples and study setting of the study.

Likewise, occupation was recognised as one of 
the influencing variable for the level of depression 
of CAD patients (p=0.001) in which patients who 
were involved in housework had greater level of 
depression compared to patients involved in others 
occupations (agriculture, service, and business). In 
contrast to this observing, the study conducted in 
Khan A et al.,18 revealed that occupation status was 
not linked with level of depression. This could be 
due to use of various tool or inclusion of different 
nature of sample population. The observing of 
the study exposed that the comorbidities were 
significantly linked with the level of depression of 
CAD patients and this observing is reliable with the 
study conducted in Eng H et al.,20 This could be due 
to more symptoms related to the linked diseases 
which interrupt the daily activities of the CAD 
patients which caused them to feel more depressed. 
Additionally, physical exercise was significantly 
linked with the level of depression (p=0.001) of the 
CAD patients where the patients who did regular 
exercise have low level of depression. This could 
be due to role of exercise in decrease of stress in the 
individual and improvement of the overall well-
being.

Further, this study exposed that there was 
significant link among self-esteem and level of 
depression of the CAD patients where patients 
with greater level of self-esteem had lesser level 
of depression. This could be due to association 
of positive self-esteem with mental well-being, 
happiness, adjustment, success, achievements, and 
satisfaction where low self-esteem can donate to 
negative outcomes such as depression. In contrast 
to this observing, the observing of study conducted 
in Carvalho et al.,15 exposed that the patients who 
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had higher self-esteem score had greater level of 
depression. This discrepancy in the observing of the 
study might be due to inclusion of various group of 
sample population in the studies. In this study level 
of depression was not significantly linked with sex 
of the CAD patients, whereas study conducted 
in Carvalho et al.,15 showed that depression had 
significant association with sex of the patients. The 
discrepancy in findings could be due to difference 
in sample population and study setting.

Conclusion

In conclusion, coronary artery disease and 
depression are both highly prevalent diseases. Both 
of them cause a significant decrease in quality of life 
for the patient and impose a significant economic 
burden on society. Anxiety and depression have 
great correlation in CAD patients. So, psychiatry 
visits by specialties along with assessment by 
nurses in cardiovascular patients are recommended 
for case finding in anxiety and depression.
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Abstract

Background: Schizophrenia is a severe mental disorder characterized by three broad categories of symptoms: 
positive symptoms, negative symptoms, and cognitive symptoms. Quality of life (QoL) is defined by the 
World Health Organization as “Individuals' perceptions of their position in life in the context of the culture 
and value systems in which they live, and in relation to their goals, expectations, standards, and concerns.”

Materials and Methods: This is a descriptive epidemiological, non-interventional, study single center, cross 
sectional, observational study. The study was conducted at Department of Psychiatry, Khaja banda Nawaz 
Institute of Medical Sciences, Kalaburagi, Karnataka with inpatient units, outpatient clinics, and specialty 
psychiatric rehabilitation services. Thirty-five consecutive outpatients with schizophrenia attending the 
hospital fulfilling the inclusion and exclusion criteria were recruited for this study. 

Result: The mean duration of illness was 6.32 years for schizophrenics and the duration of treatment was 
6.10 years. On comparing the domain raw score, the mean physical and psychological domain raw scores for 
Schizophrenia were 21.24±5.16 and 17.32±2.97, respectively, while among the controls these were 24.36±2.89 
and 21.37±1.95, respectively. The differences between them were statistically significant. In the mean social 
domain raw score, there was a difference noted with a borderline significance (P = 0.0514) while the mean 
environment raw score was not significant. 

Conclusion: The deleterious effects of schizophrenia on QoL occur significantly. Management should be 
planned with this consideration to yield better outcomes.
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Introduction

Schizophrenia is a serious mental disorder 
described by three general classes of side effects: 
positive indications, negative manifestations, and 
intellectual manifestations. Schizophrenia is related 
with critical practical impedance, challenges in 
network living, and weight of inability.1 Moreover, 
the indications and weakened job working, 
schizophrenia influences numerous spheres of 

living, for example, relational and socio-word 
related areas.2

Quality of life (QoL) is characterized by the 
WHO as "People's impression of their situation 
in life with regards to the way of life and worth 
frameworks wherein they live, and according to 
their objectives, desires, guidelines, and concerns."3 
Over the most recent years, there has been 
expanding enthusiasm for personal satisfaction in 
schizophrenic patients, since schizophrenia is an 

 Original Article
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extreme, debilitating, long lasting problem, related 
with serious social and word related dysfunction. 
Besides, the advancement of atypical antipsychotics 
with more extensive viability and lower occurrence 
of extrapyramidal results than typical neuroleptics 
has advanced more prominent enthusiasm from 
the patient's viewpoint.4 

Explaining the connection between mental 
manifestations and QoL speaks to a significant 
advance both in clarifying the elements that 
influence QoL for people with schizophrenia and 
in understanding the utility of the idea of QoL for 
directing future treatment improvement endeavors. 
For instance, if markers of QoL share just a 
humble sum difference with mental side effects, 
such discoveries would propose that proportions 
of QoL have some discriminant legitimacy as 
well as highlight the significance of looking past 
manifestation decrease procedures for improving 
QoL in schizophrenia.5,6 While these issues have 
been the focal point of much exploration in the 
course of recent many years and are of specific 
significance if proportions of QoL are to be the 
benchmarks for novel medicines pointed toward 
improving utilitarian results in schizophrenia, until 
now, discoveries across contemplates have been 
blended. 

Information on the deciding components 
of personal satisfaction in individuals with 
schizophrenia can assist experts with picking 
the most suitable strategies and more viable 
mediations. Hence, we trust that this study will add 
to adjusting intercession procedures at psychosocial 
rehabilitation services, considering factors that 
ideal for improving personal satisfaction.

Materials and Methods 

This is a descriptive epidemiological, non-
interventional, study single center, cross sectional, 
observational study.

The study was conducted at Department of 
Psychiatry, Khaja banda Nawaz Institute of 
Medical Sciences, Kalaburagi, Karnataka with 
inpatient units, outpatient clinics, and specialty 
psychiatric rehabilitation services. Psychiatric 
Rehabilitation Services of the institute is comprised 
of a multidisciplinary team. For the primary data, 
the patients and controls were recruited from 
the psychiatry outpatient wing of a teaching 
institution. At the start of the study, author (AMA) 
was educated and calibrated by senior faculties 
by providing education and training for using the 

standardized instruments. Repeated checks by 
faculties ensured its continuous standardized use. 
Thirty-five consecutive outpatients with 

schizophrenia attending the hospital between 
January 1, 2020 and September 30, 2020 fulfilling 
the inclusion and exclusion criteria were recruited 
for this study.

Inclusion criteria for the study were as follows:
1.	 Patients fulfilling criteria for Schizophrenia 

as per ICD-10
2.	 Patients between 18 - 60 years of age; 
3.	 Having received adequate doses of the same 

antipsychotic drugs for at least 3 months; 
4.	 No history of hospitalization, exacerbation, 

or electroconvulsive therapy application 
within the last 3 months; 

5.	 Enough intellectual capacity to answer 
the scale questions and interact with the 
interviewer. 

Exclusion criteria are the following: 
1.	 History of alcohol and/or drug addiction or 

abuse; 
2.	 Unwilling patients and those who were not 

in a position to give voluntary consent; 
3.	 With any other systemic diseases. 
4. Those with irregular treatment-seeking 

behaviour; and 
5.	 Newly diagnosed patients. 
Gender, age group, and educational status 

were matched as far possible with the controls. 
Apparently normal and healthy controls were 
drawn from the normal public visiting the hospital. 
Care was ensured to recruit these controls from 
willing persons fulfilling the inclusion and 
exclusion criteria except for inclusion criteria 1 and 
3. Those in the control population who had their 
first- or second-degree relative suffering from any 
psychiatric disorders were excluded from this 
study. 

From all potential participants, a preformatted, 
semi structured data collection form for each patient 
was earlier filled out by a single author (AMA). 
Details of the sociodemographic information and 
disease status (for schizophrenics) were collected. 
The following predictor variables were used. Age 
was categorized as: i. below the 3rd decade of life, 
ii. 4th decade of life, iii. 5th decade of life, and iv. 6th 
decade of life. Education, income, and occupation 
were classified as per updated Kuppuswamy’s 
socioeconomic scale.7 Familial setup (joint/nuclear) 
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and marital status (single/married/separated/
divorced) were the other parameters used. Clinical 
severity of the disease was evaluated using the 
established norms. For this current study, the 
following forms were translated to the regional 
language using the standard, prescribed WHO 
methodology.8 The positive and negative syndrome 
scale (PANSS-positive/PANSS-negative)9 and 
general psychopathology scale10 were used to 
measure details of the disease in schizophrenic 
patients. 

WHO-QoL-BREF formed the outcome measure 
tool to collect the QoL of schizophrenic patients. 
This instrument considers four domains with six 
items each for physical, psychological, social, and 
environmental domains and two items from the 
overall QoL and one in general health.11 The scale 
is much similar to Likert with each structural 
rating done from 1 to 5. Both the raw score and the 
transformed score of the domains were used. Total 
score of WHO-BREF was considered as the overall 
score and used in this study. The higher the score, 
the better the QoL.

Statistical analysis 

Data were collected and analysed using the SPSS 
20.0 version. escriptive statistics were provided 
for the numeric and categorical variables using 
mean, standard deviation (with prefix ±), and 
percent distribution (%) as necessary. Group 
differences were determined using chi-square (χ2) 
test for categorical variables and Student’s t-test 
for continuous variables. Cross-tabulation and the 
chi-square tests were performed. Kruskal–Wallis 
test was used to determine the overall significant 
differences among groups. Overall significant 
differences were analyzed for the presence of 
pairwise difference using the Mann–Whitney 
U-test. Wilcoxon signed-rank test was used to 
assess the distribution of two paired variables in 
two related samples. P value of less than 0.05 was 
used for statistical significance.

Result 

The sample was composed of patients with 
schizophrenia (n = 35) and Control (n = 35).

Table 1: Distribution of socio-demographic profile in 
schizophrenia and control groups.

Variables Schizophrenia, 
(n=35) (%)

Controls 
(n=35) (%)

p-value

Sex

Male 29 27 0.341

Female 6 8

Age group

<20 4 5 0.542

21-40 19 17

41-60 11 12

>61 1 1

Mean Age 37.43 ± 7.42 38.21 ± 8.31 0.843

Religion 

Hindu 26 23 0.635

Muslim 7 11

Christian 1 -

Sikh 1 1

Occupation

Unemployed 19 14 0.043

Unskilled 12 9

Skilled 3 7

Professional 1 5

Marital status

Single 13 12 0.493

Married 21 23

Divorced/Separated 1 0

Educational status

Illiterate 1 1 0.734

Primary school 1 2

Middle school 7 8

High school 22 18

Inter 3 4

Graduate 1 2

Locality

Rural 12 9 0.834

Urban 23 26

In Table 1. Gender wise, there was an equal 
distribution among the schizophrenics and controls. 
The mean age of the schizophrenic and control 
groups were 37.43 ± 7.42 years and 38.21 ± 8.31 
years, respectively, and there was no statistically 
significant difference (P = 0.328). The age group, 
religion, education, marital status, educational 
status and locality did not show statistically 
significantly difference between the case and 
control groups in table 1. 

Table 2: Distribution of duration of illness, and treatment of 
schizophrenia patients.

Variables Schizophrenia, (Mean±SD)

Duration of illness (years) 6.32±1.46

Duration of treatment (years) 6.10±1.01

The mean duration of illness was 6.32 years for 
schizophrenics and the duration of treatment was 
6.10 years in table 2. 
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Table 3: Mean Raw Score of the Domains in the study 
Population.

Parameters Schizophrenia 
Mean± SD

Controls 
Mean± SD

p-value

Physical domain 
(raw score)

21.24±5.16 24.36±2.89 0.0026

Psychological 
domain (raw score)

17.32±2.97 21.37±1.95 0.0001

Social domain (raw 
score)

9.56±1.55 10.13±1.11 0.0514

Environment 
domain (raw score)

24.83±4.04 25.72±3.82 0.3470

On comparing the domain raw score, the 
mean physical and psychological domain 
raw scores for Schizophrenia were 21.24±5.16 
and 17.32±2.97, respectively, while among the 
controls these were 24.36±2.89 and 21.37±1.95, 
respectively. The differences between them were 
statistically significant. In the mean social domain 
raw score, there was a difference noted with a 
borderline significance (P = 0.0514) while the mean 
environment raw score was not significant (Table 3).

Table 4: Mean Transformed Score of the Domains and Overall 
Quality of Life Score in the Study Population.

Parameters Schizophrenia 
Mean± SD

Controls 
Mean± SD

p-value

Physical domain 
(transformed)

53.86±14.25 65.10±8.72 0.0002

Psychological domain 
(transformed)

54.24±15.29 60.56±8.18 0.0346

Social domain 
(transformed)

57.12±17.93 63.83±16.14 0.1014

Environment domain 
(transformed)

57.13±12.91 61.27±15.12 0.2222

Overall 83.21±11.23 91.47±8.36 0.002

The mean transformed score was statistically 
different between the physical domain 
(schizophrenia 53.86±14.25 and controls 65.10±8.72) 
and psychological domain. Similar to the raw score, 
a borderline significance was noted between the 
schizophrenics and normal controls in the social 
domain. The mean overall WHO-BREF score for 
schizophrenics was 83.21±11.23 while for controls, 
it was 91.47±8.36. The difference between them was 
statistically significant (P = 0.002) (Table 4).

Table 5: The p-value of comparison of Demographic Factors, WHO-BREF (Raw Scores) Domains, and Overall Scores

Parameters Physical domain Psychological 
domain

Social domain Environment 
domain

Overall

Age group  0.783 0.083 0.371 0.213 0.217 

Gender 0.283 0.932 0.323 0.832 0.317

Religion 0.421 0.435 0.538 0.383 0.893

Education 0.532 0.152 0.323 0.273 0.283

Occupation 0.029 0.053 0.423 0.032 0.037

Income 0.634 0.173 0.653 0.143 0.382

Marital status 0.731 0.721 0.521 0.074 0.643

Table 6: Correlation of the PANSS-Positive, PANSS-Negative Scale, and the General Psychopathology Scales with WHO-BREF 
Scores in the Schizophrenia Population

Score WHO QoL- BREF PANSS-positive PANSS-negative General psychopathology

Domain Correlation p-value Correlation p-value Correlation p-value

Raw Score Physical -0.498 0.002 −0.199 0.251 −0.131 0.453

Psychological −0.196 0.259 −0.316 0.064 −0.454 0.006

Social domain −0.319 0.061 −0.281 0.102 −0.257 0.136

Environment domain −0.231 0.181 −0.153 0.380 −0.234 0.176

Transformed Score Physical −0.601 0.000 −0.176 0.311 −0.116 0.506

Psychological −0.254 0.140 −0.316 0.064 −0.476 0.003

Social domain −0.313 0.067 −0.214 0.217 −0.253 0.142

Environment domain −0.213 0.219 −0.187 0.282 −0.211 0.223

Overall −0.486 0.003 −0.246 0.154 −0.312 0.068
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On comparing the demographic factors and 
domain scores, the age group, gender, religion, 
education, income, and marital status did not 
statistically differ among the groups. Table 5 depicts 
the P value between the domains, overall score, 
and the groups. Occupation exhibited significant 
difference in the physical domain, environment 
domain, and overall score (Table 5).

On correlating the PANNS-positive, -negative, 
and general psychopathology scales, it was 
observed that raw score was negatively correlated 
(ρ = −0.498) with the physical domain and general 
psychopathology was related to the psychological 
domain raw scores. The transformed score of the 
psychological domain correlated negatively (ρ = 
-0.476) with a statistical significance. The overall 
WHO-BREF score was negatively correlated (ρ = 
−0.486, P = 0.003) with the PANNS-positive scale 
(Table 6).

Discussion

This study examined the distinguish in the area of 
QOL in patients with schizophrenia and healthy, 
the earlier speaking to a persistent mental disease 
and the last a constant physical sickness. 

The subject of contrasts in assessment of the 
personal satisfaction among males and females 
has been broadly discussed about in the literature, 
although numerous inconsistencies have been 
watched. Numerous studies have demonstrated 
that male had a more quality of life than females, 
particularly in the region of social working.12 Jarema 
et al. demonstrated that the personal satisfaction 
was preferred in males with schizophrenia over 
in females. [13] In some cases, there was no critical 
relationship found among gender and the quality 
of life.14-19 

Evaluations of unemployment in individuals 
with schizophrenia were 70-85%,20 while in our 
schizophrenic just 29.8% were discovered to be 
jobless. This can be clarified by the way that in 
created nations occupations are more convoluted 
than in less development social orders.21 It is 
likewise realized that progress of schizophrenic 
patients is better in non-industrial nations due to 
all the more treatment of patients in families and in 
the public eye and less systematization.22

In our study, the mean term of illness was 6.32 
years for schizophrenics and the length of therapy 
was 6.10 years Comparative outcomes can be found 
in considers embraced by different creators from 
Poland and abroad. Gorna et al. demonstrated that 

in individuals with schizophrenia, inside a normal 
time of 5 years after the primary hospitalization.23 

In our study, table 3 and table 4 feature that the 
QoL of schizophrenics is generally improved than 
that of evidently ordinary solid controls. On QoL 
scores, schizophrenic patients had most reduced 
scores in the crude social relationship space. It has 
been recorded that patients experiencing constant 
psychological maladjustment have a solid aversion 
for the related shame attributable to which they 
reject themselves from ordinary public activity. All 
things considered, there is a high predominance of 
formal and casual separations by society/network. 
This is as per the investigation of Solanki et al.24 Such 
underestimated individuals frequently pull back 
as well as respond by bringing down their social 
connection and additionally desire as reflected by 
helpless social scores. Henceforth, the distinction 
of the mean was most minimal in the social area. 
Furthermore, the presence of negative indications, 
for example, sociality, a volition, and detachment 
were found in patients like Gupta et al.25 

As seen in table 5, occupation had a critical 
relationship with the social relationship area of 
QoL. This shows that occupation may give the 
social solace to the schizophrenics better than to the 
ordinary controls. Our examination is steady with 
Solanki et al., and this can presumably be clarified by 
the yearning of the patients to live and acquire like 
"typical individuals" in order to have an ordinary 
social relationship as clarified before.25 There was 
no huge connection between QoL with individual 
pay too with the social relationship space that 
was in inconsistency to a past report from India.26 
This was likely because of the distinction in the 
technique for money assortment. Past examinations 
gathered the entire family pay, though the current 
investigation gathered the individual pay of the 
patients. Additionally, the span of disease and 
treatment had no relationship with QoL or its area. 

PANSS-positive scores were fundamentally 
corresponded negative way with the physical 
area and all out QoL table 6, which were like the 
consequence of Solanki et al.24 actually, there was 
no critical relationship in the PANSS-negative 
scale. The overall psychopathology subscale had 
a critical negative connection with the mental 
space in particular. In inconsistency to appropriate 
writing, just certain areas seem to add to the 
distinction in the QoL.27 This could be because of an 
inalienable contrast in the investigation populace or 
attributable to the factor that the current populace 
was under dynamic treatment for fluctuating time 
spans with countless them having ≥5 long periods 
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of dynamic treatment, prompting adjustment of 
indications in singular areas. In any case, the current 
investigation is in accordance with the investigation 
of Heslegrave et al.28 It must be remembered that 
the size of general psychopathology contains 
things with questions identified with side effects of 
despondency and nervousness. It is plausible that 
nervousness and sadness cloud the other cardinal 
highlights of schizophrenia. As refered to in the 
writing this relationship could provide a guidance 
for future schizophrenic examination.29

Social help is viewed as one of the most significant 
defensive elements of emotional wellness, and 
is likewise associated with a superior personal 
satisfaction in individuals with schizophrenia. 
Numerous examinations affirmed the positive 
impact of psychoeducation exercises on the 
personal satisfaction in individuals with mental 
issues.30

Limitations

1.	 Small sample size might have affected results, 
for example; difference in psychological 
health subscale of the WHOQOL may 
reached statistical significance in a larger 
sample.

2.	 The current study was based on an 
exclusively hospital-based outpatient sample 
that might not be representative of patients in 
the community.

3.	 The current study included patients with 
DOI of 2 years or more to make the sample 
homogenous, which limits the generalisation 
of results to schizophrenic patients having an 
acute illness.

4.	 As chronic stable patients were included 
in this study, data from patients with more 
severe illness were missing.

Conclusion

There is a relatively poor QoL for schizophrenics 
as compared to normal individuals in spite of the 
long term of pharmacological treatment. Chronic 
schizophrenic patients require more attention in 
physical and social domains too. Certain factors 
influencing QoL are not changeable; those that 
can be changed need to be identified. Effective 
management of these factors would improve the 
QoL of these patients. WHO-BREF construct can 
be used to periodically evaluate the treatment 
efficiency for targeted interventions and create 

more specific measures of response to treatment. 
The study also underlines the need for India-specific 
QoL BREF questionnaire, given the consideration 
of our locoregional and cultural aspects.
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A Study to Assess the Effectiveness of Structured Teaching Programme 
on Knowledge Regarding Selected Learning Disorders

Ankita  Nancy Das

Abstract

Learning disabilities, or learning disorders, are an umbrella term for a wide variety of learning problem. The 
most common types of learning disabilities involve problems with reading, writing, math, reasoning, listening, 
and speaking. The Aim and purpose of this study were to describe the roles and responsibilities of special 
education teachers (sets) and the challenges they encountered as they attempt to educate their students with 
learning disabilities in elementary schools Method used in the present study is a pre-experimental research 
design (one group pre-test post design) was used in the study. The pre-test was administered through a 
structured questionnaire depicted as 01 and then the structured teaching given depicted as X. A post-test 
was conducted using the same structured questionnaire depicted as 02. The interventional evaluative the 
approach was used in this study .this approach was selected because the research study aimed to evaluate 
the intervention (structured teaching programme) in improving the knowledge of school teachers in selected 
schools regarding selected learning disorders in children. The findings of the study are discussed as pre-test 
shows that 61.67% had good knowledge, 3.33% had very good knowledge, 31.67% had an average level 
of knowledge, 3.33% were poor in their knowledge. Post-test shows that 60% of subjects had very good 
knowledge 33.33% had a good score, 5% of subjects had an excellent score, 1.67% was average knowledge. 
So study can be concluded as it can be seen that the structured the teaching programme was effective in 
enhancing knowledge of primary school teachers of the city.2
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Introduction

Learning is essential to replenish knowledge. In the 
light of knowledge explosion, it is assumed that a 
student gains one Forth knowledge directly from 
the teacher, another one-fourth through his effort, 
next one fourth from experiences and the remaining 
one fourth will remain unfilled not only during the 
student period but also throughout the life.

In India, around 13 to 14% of all schools children 

suffer from a learning disorder. Unfortunately, 
most schools fail to lend a sympathetic ear to their 
problems as a result; these students are branded as 
failures. The reported prevalence in India ranges 
from 1.6%-15%, varying based on age-range, survey 
method, a tool used, and region of the country.7-10 
A cross-sectional study conducted in Chandigarh 
(n = 3600, grade 3 and 4 students) reported 3.08% 
of children with a diagnosis of LD. Another study 
using informal assessment, conducted in five 
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schools in Jaipur (n=1156, children 6-13 years of age) 
reported 12.8% with LD (21.6%, 15.5% and 22.3% of 
children with dyslexia, dyscalculia and dysgraphia, 
respectively) 3It is our responsibility to ensure 
bright future for today children so that tomorrow 
society will benefit. As a teacher, providing the best 
help to children with learning difficulties can be 
challenging, particularly in mainstream education 
where there are heterogeneous learners. Alongside 
the guidance you will receive from the government 
and your school's curriculum, here are some of the 
best tips towards creating an all-round positive 
learning experience - both in mainstream and 
special schools.4

Myth vs. Reality about Learning Disabilities

•	 MYTH: Dyslexia is caused by vision 
problems.

FACT: Dyslexia is not tied to visual deficiencies. 
It is actually a neurological condition that affects 
how the brain receives, processes, and responds to 
language.
•	 MYTH: A child has dyslexia if he or she 

reverses letters in reading and writing.
FACT: “Reversals or inversions of letters are 

common until second grade,” Callaway says. 
“Beyond that, it doesn’t mean the child is dyslexic,”
•	 MYTH: Students with dyslexia have low 

intelligence.
FACT: On the contrary, these students typically 

have average or above-average intelligence. Like 
other kids with learning disabilities, students with 
dyslexia have a gap between their potential learning 
(for instance, measured by a higher IQ score) and 
their actual achievement (lower than expected).
•	 MYTH: Students with dyslexia are lazy.
FACT: “What I hear over and over [from 

students] is that others don’t realize it takes them 
so much longer to do assignments,” Berninger says. 
“In many cases, they’re actually more motivated 
because they have to work so much harder.”

“When you have a child who is truly capable, 
you can mistake their low performance as a lack 
of effort. But with dyslexia, it’s so far from it,” 
O’Rourke says
•	 MYTH: Students can’t overcome dyslexia 

and won’t learn as much as their peers.
FACT: While children with dyslexia won’t 

outgrow the condition, they can make great strides. 
Busbice says the best instructional programs 
are “sequential, explicit, research-based, and 

multisensory.” Tryon advocates for the Orton-
Gillingham approach, which meets all of the above 
criteria.5

Materials and Methods 

The study was conducted in primary school 
teachers as the samples. In the present study pre 
–experimental research design (one group pre test 
post design) was used in the study. Pre test was 
administered by means of structured questionnaire 
depicted as 01 and then the structured teaching 
given depicted as X. a post test was conducted using 
the same structured questionnaire depicted as 02. 
The study design is depicted as under. (Table 1)

Table 1: Pre–Experimental Research Design (One Group Pre 
Test Post Design). 

Pre Test Intervention Post Test

DAY 1 DAY 1 DAY 7

01 X 02

The investigator planned to analyses the data in 
the following manner.

Data analyses is done by:

1.	 Descriptive statistics in that mean, standard 
deviation and percentage for assessing 
knowledge regarding selected  learning 
disorders in children among teachers

2.	 Inferential statistics in that paired t test used 
to assess the effectiveness of structured 
teaching programme ,unpaired t test and 
one way ANNOVA is used for association 
between knowledge and demographic 
variables

The Major Findings of the Study

Distribution of school teachers according to their 
demographic characteristics in terms of frequency 
and  percentage.

1.	 The analysis of the demographic variables 
of the study samples gives an idea about the 
general characteristics of the total teachers 
of the selected schools of the city. The 
demographic data in relation to age shows 
that most of them i.e  40% were belonging 
to 31-40  years, 35% belonging to 41-50  
years,21.7% of 20 to 30 years ,3,3% of samples 
were of 50 years and above  respectively

2.	 Distribution of school teachers according to 
gender reveals that all of them were female’s 
.i.e 100% samples were females.
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3.	 Distribution of school teachers according 
to their religion shows that most of the 
samples were Hindu 77.3%, Christian were 
in 18.3%,muslims and Buddhist  were 3.3%, 
and others 1.7 in percent.

4.	 Distribution do school teachers according to 
their type of the family reveals that 50%  from 
joint family, nuclear was 48.3%, extended 
were 1.7% respectively.

5.	 Distribution of school teachers according to 
their educational status shows that (42)70% 
were educated upto postgraduate, post 
graduate were 14 i.e 23.3%, the diploma 
holders were 4 i.e 6.7 in percent no others 
education was observed.

6.	 Distribution of school teachers according to 
their years of experience shows that 23.3% 
of them had experience up to 5 years. 30% 
had 6-10 years,and 26.7% samples  had 11-
15 years of experience, 20 samples had more 
than 15 years of experience.

7.	 Distribution of school teachers according to 
their residence was at urban 93.3% i.e. 56 
samples and at rural was rural was 6.7% i.e. 4 
samples respectively.

8.	 88.3% of school teachers were aware and 11.4 
were unaware about learning disorders.

9.	 Distribution of school teachers according to 
their source of information shows that 35.85 
had information from their curriculum, 
26.42% from mass media, 22.64 from friends 
and 15.64% from family member, no health 
worker was the source of information about 
learning disorders for the samples

Assessment of pre-test knowledge source of 
school teachers regarding learning disorders in 
children 
The findings showed that 37 (61.67%) had good 

knowledge, 19 (31.67%) had average knowledge, 
2, i.e 3.33% had poor knowledge, and 0% had 
excellent level.the minimum score in pre-test was 5 
and maximum was 21.

Assessment of post-test knowledge scores 
of school teachers regarding selected learning 
disorders in children.
The above findings shows that in 3.33% of the 

teachers in pre-test had poor level of knowledge 
score, 31.67% in pre-test and 1.67% in post test 
had average level of knowledge score, 61.67% in 
pre test and 33.33% in post test had good level of 
knowledge score, 3.33% in pre test and 60% in post 
test had very good and 5% of the teachers in post 

test had excellent level of knowledge score.
Evaluation of effectiveness of structured teaching 

programme on knowledge regarding selected 
learning disorders in children among teachers.
The findings shows that the tabulated value 

for n=60 -1 i.e. 59 degrees  of freedom was 2 .00.
the calculated value was 11.44 respectively for the 
knowledge regarding selected learning disorders 
in children calculated . The calculated ‘t’ value i.e. 
11.44 are much higher than the tabulated value at 
5% level of significance for overall knowledge score 
of teachers which is statistically acceptable level of 
significance.

Association of knowledge score in relation to 
demographic variables of the samples.
There was significant association of knowledge 

score with teacher’s years of experience.

Discussion 

The present study was conducted to assess the 
effectiveness of structured teaching programme on 
knowledge regarding selected learning disorders 
in children among teachers working in selected 
schools of the city
The findings of the study are discussed as:
Majority 40% subjects were from the age group 

of 31-40 years. 100% subjects were female, 73.3% 
were hindus, 26.7 subjects were having experience 
up to 11-15 years 93.3% reside at urban part of the 
city, 88.3% subjects were aware about learning 
disorders in children, 35.85% subjects had source of 
information from their curriculum. Pre-test shows 
that 61.67% had good knowledge, 3.33% had very 
good knowledge, 31.67% had average level of 
knowledge, 3.33% were poor in their knowledge. 
Post test shows that 60% subjects had very good 
knowledge 33.33% had good score, 5% subjects 
had excellent score, 1.67% was average knowledge 
It means structured teaching programme was 
effective in post test ,there was  an association with 
teachers  years of experience therefore knowledge 
score is associated with their demographic variable.

Conclusion

After the detailed analysis ,this study leads to the 
following conclusion:

The school teachers do not have 100% knowledge 
regarding selected learning disorders in children.
there was a significant increase in the knowledge 
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of subjects after the administration of structured 
teaching programme.to find the effectivesness of 
structured teaching programme student ‘t’ test was 
applied and t value was calculated ,post test score 
was significantly higher at 0.05 level than that of 
pre test score.thus it was concluded that structured 
planned teaching programme on selected learning 
disorders in children among teachers was found 
effective as a teaching strategy.Hence based 
on the above cited findings ,it was concluded 
undoubtedly that the written and taught material 
by the investigator in the form of structured 
teaching programme helped to improve school 
teacher’s knowledge on selected learning disorders 
in children.
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Causes of Aggressive Behaviour
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Abstract

Aggression is any behaviour performed with the aim of harming another man or woman who is prompted to 
keep away from that damage. There are various psychological theories of aggression. The three personality 
kinds- psychopathy, Machiavellianism, and narcissism are connected with high ranges of aggression, lack of 
empathy, and decreased emotional responding. The alternative psychological theory is founded on the ‘Big 
five’ personality tendencies, Cognitive Labelling and Excitation transfer theory, Cognitive Neoassociation 
theory. It could additionally be explained by social theories like Frustration-Aggression speculation, The 
Social learning concept, Social information Processing principle, Script theory, General Aggression model. 
There are few predictors of aggression which encompass the patterns of infantile attachment, impulsivity 
and inattention in preschool years, subnormal IQ etc. Genetic Predispositions may additionally play a part in 
the occurrence of aggression. The genetic markers of aggression include a polymorphism in the monoamine 
oxidase A promoter gene (MAOA) and a variant inside the 5-HT serotonin transporter gene. Environmental 
elements encompass provocation, weapons, exposure to violent environments, and social rejection. Substance 
addictions also are accountable for inflicting aggression. Intoxication with alcohol is associated with murders, 
attacks, rapes, and intimate partner violence, due to reduced capability of restraining their violent impulses.  
Different materials like stimulants, amphetamines, and methamphetamines which induce disinhibition and/
or increased physiological arousal may additionally lead to aggression.

Keywords: Aggression; Psychological theories; Social theories; Genetic predispositions; Environmental 
factors; Substance dependence.
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Introduction

Aggression can be described as any behaviour 
performed with the aim of harming some other 
individual who's inspired to avoid that harm.1-2 It 
includes an overt behaviour that entails threat or 
motion which could cause pain, withdrawal, or loss 
of sources. Violence may be defined as a physically 
or psychologically harmful human aggression 
that entails either the threat or use of pressure.3 

Despite the fact that aggression is a part of human 
evolutionary adjustment, it is neither the handiest, 
nor always the satisfactory, method to coping with 
discord among human beings.

Causes of Aggressive behaviour

Psychological theories: There are various psychological 
theories of aggression. The normal and common 
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occurrence of violent behaviour everywhere in the 
globe may additionally convince us that people 
have an inborn predisposition, or even an instinct, 
for aggression. The renowned philosopher Hobbes, 
suggested that human beings are naturally evil 
and only the social order may restrain their violent 
dispositions. As opposed to this, Jean-Jacques 
Rousseau proposed that humans are innately mild 
but exhibit hostile behaviour due to societal affects. 
Freud, proposed that individuals similarly to a “life 
instinct” also have a “death instinct,” an impulse to 
exterminate themselves and others.

The three character types- psychopathy, 
Machiavellianism, and narcissism are connected 
with high degrees of aggression, loss of empathy, 
and reduced emotional responding. Psychopaths, 
especially those with secondary psychopathy, are 
often reckless, unafraid, and unworried about 
terrible results to themselves or others. Narcissists 
reply belligerently once they feel endangered 
in particular by way of insults, humiliations, or 
different threats to their inflated ego, or once 
they worry that their flaws may be uncovered. 
Machiavellians use belligerence to obtain their goals 
and feel little or no remorse when harming others. 
Considering the possibility of harmful effects to 
themselves, they are much more likely to aggress 
circuitously so that they may escape responsibility 
for their moves. 

According to the ‘Big Five’ personality traits 
theory- humans low in agreeableness and high 
in neuroticism are more belligerent and violent.4 
Cognitive Labelling and Excitation transfer theory 
states that if  arousing events are separated by 
way of a quick amount of time then the arousal 
from the first event will add to arousal of the 
second one (Cognitive Labelling).5 This results 
in a person turning into an indignant stage far 
more than is probably predicted from a minor 
provocation (Excitation switch theory). Cognitive 
Neo-association theory states that unsightly stories 
produce poor feelings, which are related to mind 
and behavioural tendencies which might be in 
turn connected to fight and flight inclinations. If 
someone has a dominant ‘fight’ response then most 
of the conditions are much more likely to bring 
forth aggression in that individual.6

Social Theories

Aggression can also be explained with the aid of 
social theories. In keeping with the Frustration-
Aggression hypothesis, frustration is precipitated 
whilst an intention is blocked. Belligerent 
behaviour takes place due to frustration, and the 

existence of frustration constantly leads to some 
shape of aggression.7 The Social learning theory, of 
Bandura posited that the capability for aggression 
is biological. However, aggressive behaviour 
manifests after viewing the same in others.8 The 
individual views belligerent behaviour in a model 
and imitates that behaviour. Imitation is stronger 
if they connect with or think highly of  the model, 
or if the model is remunerated or succeeds. That 
is vicarious reinforcement. For social learning to 
occur, a toddler should shape a mental illustration 
of the occasion which includes the possible rewards 
or punishments for behaviour. A child who imitates 
a belligerent conduct is likely to repeat the same 
if he is rewarded. Subsequently they develop self 
assurance in their capacity to perform aggressive 
acts. If belligerent behaviours are unsuccessful, 
they'll have a low self-assurance and would 
not maintain the behaviour. Social Information 
Processing (SIP) theory is primarily related to 
“hostile attributional bias” that's the tendency to 
interpret ambiguous activities as being motivated 
by aggressive purpose.9 Script theory explains 
aggression by way of the use of diverse scripts.10 
Here the “scripts” suggest a selected state of affairs 
and a manual for the way to behave in them, learnt 
through direct experience or observed learning. If 
a person repeatedly responds to struggle via using 
scripts that encompass behaving belligerently, 
these scripts may additionally become chronically 
available to mind. Later, it becomes generalized to 
other conditions, which will increase the probability 
of aggression to arise in those conditions.  Consistent 
with the General Aggression model, aggression 
in someone depends on their characteristics 
like biology, genes, persona, attitudes, beliefs, 
behavioural scripts and environmental trigger 
consisting of a provocation, an aversive occasion, 
or an aggression-related cue. Those variables have 
an impact on the indiivdual’s present internal state 
which include cognitions, mood, and physiological 
arousal.11

There are some predictors which may be utilized 
in clinical practice to become aware of threat of 
aggression and act as a predictor. The styles of 
infantile attachment in particular disorganized 
attachment characterised by means of inconsistent 
responses to separation stress are predictive of 
aggression. Impulsivity and inattention in preschool 
years might also foretell aggression at a later age. 
Opposition and hyperactivity increases the chance 
of aggression. Physical aggression peaks inside the 
infant years after which decreases but the degree 
to which one individual is aggressive relative to 
others of identical age is fairly stable throughout 
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the existence.12 Large body size, sensation seeking, 
and lack of fear at the age of three years foretold 
aggression at the age of 11 years. Impulsive human 
beings have problem stopping aggressive impulses. 
Humans can be much less belligerent in the event 
that they have extra control over their feelings, more 
self-control, and a stronger capacity to inhibit their 
impulses.13 There may be link between low IQ and 
higher ranges of aggression in children, especially 
in kids with poor verbal intelligence and/or with 
low self-control.

Genetic causes

Genetic Predispositions may additionally play a role 
in development of aggression in people. The two 
genetic markers of aggression are a polymorphism 
inside the promoter of the monoamine oxidase A 
gene (MAOA) and a version in the 5-HT serotonin 
transporter gene. MAOA gene polymorphism 
-aggression and antisocial behaviour are most 
probable in those youngsters who have this genetic 
trait and suffered adolescence maltreatment.14 
Diverse hormones are linked to aggression. 
However, the hormone most continually connected 
with aggression is testosterone. Low ranges of 
oestrogen and progesterone may be associated 
with aggression. 

Environmental causes

Surroundings additionally performs a pivotal 
function in aggression. A very commonplace 
environmental trigger is provocation. It is able 
to both be direct or oblique like social exclusion, 
having rumours unfold about them.15 The other 
is the availability of weapons. The semantic 
memory of humans seeing a real or digital weapon 
are primed with aggression-related cognitions. 
Such human beings generally tend to behave 
aggressively. The folks who are exposed to 
violence have an associative neural community 
with aggression-related expertise systems. Human 
beings exposed to violent environments, whether 
houses, neighbourhoods, or countries, have an extra 
predisposition to be aggressive.16 The equal precept 
applies to exposure to violent media. It results in 
desensitization to violence in both the short- and 
long-term.17 It has been related to adversarial 
thinking, upsurge in aggressive thoughts and 
feelings, and decreases in empathy and prosocial 
behaviour.18 The reaction to social rejection may be 
aggression in situations where the person cannot 
do something about the rejection without inflicting 
major retaliations.19

Substance use

Substance addictions are also associated with 
increased aggression. Alcohol intoxication is 
related with murders, assaults, rapes, and intimate 
partner violence. The is probably due to the fact 
that alcohol reduces the individual’s potential to 
inhibit aggression.20 Other materials like stimulants, 
amphetamines, and methamphetamines which 
cause disinhibition and/or an boom in physiological 
arousal may result in aggression.

Conclusion

Despite the fact that aggression is part of human 
evolutionary variation, it is neither the only, nor the 
best, method to managing discord among humans. 
The amygdala controls emotional expression and 
also aggression. Negative emotions intermixed 
with excessive arousal triggers aggression. The 
prefrontal cortex controls aggressive conduct. In 
both the sexes testosterone stimulates and serotonin 
decreases aggression. Alcohol and stimulants may 
additionally cause aggressive behaviour.
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