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I shall be presenting here the things that I feel need to be highlighted keeping in mind the 

interest of the community at large of the whole of the North East India, especially Assam. 

Four areas of research were zeroed in having impact on the socioeconomic state of the region 

and having the potential to become health indicators which can be called translational science 

in its true sense. The four areas were substance, children, geriatrics, and somatisation. And I 

dream of four respective teams working for them, namely ‘Team Substance’, ‘Team 

Children’, ‘Team Geriatrics’, and ‘Team Somatisation’. 

Somatisation 

In one of the pioneering research works from this part of the globe carried out in 1988, 

Hiranya Kumar Goswami and Deepali Dutta[2012] reported ‘fits’ as the most common 

symptom in patients with ‘hysteria’. “One point for comment here is the gradual decline in 

the incidence of the dramatic manifestation with which hysteria is historically associated, 

particularly the hysterical fits in the West. This phenomenon has been noted by most 

clinicians.[Ziegler et al 1963, Stefánsson et al 1976, Slater & Roth 1969] This can be 

explained by the fact that if a patient’s particular conversion symptoms depend, among other 

factors, on his conception of illness and his medical sophistication,[Ziegler et al 1963] then 

we may postulate that because of the increasing educational level and the general 

socioeconomic improvement in the West, patients are now in a position to express their 

feelings (when more direct expressions are discouraged) by more sophisticated but still 

equally pathological conversion symptoms.”[Stefanis et al 1976] 

One of my students, now an eminent psychiatrist by himself, an academic psychiatrist to be 

precise who also uses to be the Executive Editor of the Open Journal of Psychiatry & Allied 

Sciences (OJPAS™),[Open Journal of Psychiatry & Allied Sciences 2015] Uddip Talukdar 

once made an interesting observation. We know about ‘hypertension’. When the systolic 

and/or diastolic blood pressures (BP) are more than or equal to 140 and 90 mm of Hg 

respectively, then we know the adverse consequences; thus, requiring diagnosis and 

treatment. But, on the other hand, this is a common experience of encountering patients with 

somatisation complaining of illness of “pressure”. On enquiry about what antihypertensive 

they are on, the reply is that the treatment is for ‘low pressure’. It is not uncommon, instead 

can be said as very common of these patients having their BPs in the ranges of 100/50 or 

90/60 mm of Hg. Unfortunately, as of now, we do not have a diagnosis of ‘hypotension’ in 

medical science. Are some of the symptoms of somatisation explainable by this phenomenon 

of so-called ‘hypotension’? 

Few other observations are worth noticing. There are particular pockets of these patients. 

Specific communities and certain geographies report higher incidence and prevalence of this 



disorder which is more than that expected by chance. Built of such patients and their 

nutritional status also merit exploration. So, is somatisation in our part of the world simply 

explainable by the psychodynamic theory of lack of ‘modernisation’ or are there something 

more into it to know that remains unexplored! Here, I would like to draw attention to the 

concepts of ‘life course epidemiology’ and ‘intergenerational epidemiology’[Costello & 

Angold 2009] that has recently been highlighted in a research paper by Shyamnata Das and 

his colleagues:[2015] 

“Life course epidemiology 

Life course epidemiology is the study of long-term effects on chronic disease risk, of physical 

and social exposures, during gestation, childhood, adolescence, young adulthood, and later 

adult life. It includes studies of the biological, behavioural, and psychosocial pathways that 

operate across an individual’s life course, as well as across generations, to influence the 

development of chronic diseases. 

Life course epidemiology has developed a special concern with ‘the “embodiment” of social 

phenomena into the biological’ encapsulated in the concept of ‘health inequalities’. This 

concern arose historically from work showing that mortality from many diseases is spread 

unequally across the population and that these differences in risk can be linked to social 

inequalities that often go back to infancy or even to the parental gestation. This body of work 

has had enormous significance for international thinking about social policy and is having a 

direct effect on the allocation of public resources in the United Kingdom and elsewhere. 

Intergenerational epidemiology 

A life course approach to epidemiology intertwines biological and social transmission of risk 

across generations, recognising that geographical and secular characteristics may be unique to 

one cohort of individuals. 

Experiences of the previous generation can operate at many different levels of generality. 

They may be specific to the mother-child dyad (e.g. the effect of drug use during pregnancy), 

or may affect everyone living in a certain neighbourhood (e.g. poverty, or exposure to an 

environmental toxin). All mothers and children may be affected by a particular event, such as 

a period of famine or disease, or children may be affected by their mother’s developmental 

stage (e.g. children of teen mothers or elderly mothers). Models of intergenerational research 

have recently appeared and statistical methods have become more tractable.” 

With this background, ‘Team Somatisation’ can gear up to carry out a community-based 

translation research work which has potential not only in exploring new health indicators but 

may even have far reaching economic consequences in the form of policies of redistributing 

funds for developmental work in some earlier non-reachable locations. Some works have 

already been done by Anil Kumar and Hemendra Ram Phookun.[2015a,2015b] 

Substance 

Access to the data on substance use from those areas that are untouched can be a priority 

work. In fact, on the data collected by Ajit Kumar Kakati, currently a work on substance use 

at Diphu is underway. A similar work was published by Kakati et al.[2010] from Silchar. 



“In the absence of reliable direct indicators and to supplement them, indirect indicators have 

been used to estimate the magnitude of the substance-related problems. Indirect indicators are 

elicited from the data already available at some source and require no specific resources 

except for secondary analysis. The Drug Abuse Warning Network (DAWN) and Drug Abuse 

Reporting Program (DARP) in USA, and Home Office Addicts Notification Index and 

Regional Drug Misuse Database in the UK are well known examples of reporting systems 

based on the principle that the data about persons presenting at the treatment centres can 

provide useful indirect information about the magnitude of the drug abuse population in the 

community.[Desai et al 1999] 

In India, pilot testing of a reporting system was carried out in a research project funded by the 

Indian Council of Medical Research (ICMR) from 1989 to 1992 at Delhi, Lucknow and 

Jodhpur. The Drug Abuse Monitoring System (DAMS) developed for this research project 

has been reported to be feasible. In the developing countries, with the inadequacy of direct 

indicators persisting, these indirect indicators may be the only or one of the few sources of 

information on the epidemiology and must be utilised.”[Desai et al 1999] 

With this background information on substance use in the community, ‘Team Substance’ can 

plan to carry forward further work in this field. 

Children 

Development of tools those are vernacular in medium and culture-sensitive are prominent by 

their absence in our part of the globe. Almost all the research works are carried out with the 

help of already existing standard tools that had been developed and validated in other parts 

and at the most by translating them. But, this is neither sufficient nor enough as a replacement 

for locally developed and validated tools. 

Uddip Talukdar[2016] has already developed a questionnaire to detect mental illness, at least 

the major classes. Interestingly, this tool is not required to be applied by mental health 

professionals. Instead, somebody working in the department like say a wardboy or wardgirl 

himself or herself can apply the same. It is in vernacular language and importantly, short 

taking about ten minutes time. Moreover, Nurnahar Ahmed and Arunjyoti Baruah[2016] has 

also developed “a tool to assess the knowledge of mental illness among the family members 

of mentally ill”. 

Drawing lesson from these works, similar approach can be taken for the children and 

adolescents. Development of similar tools for disorders like autism spectrum disorder, 

attention-deficit/hyperactivity disorder is what the ‘Team Children’ can think of. In the same 

community-based population of children and adolescents where the tools would be validated, 

some other parametres can also be assessed like that of use of volatile substances as well as to 

find out resiliency factors. In fact, preliminary work toward this end has already been started 

by Mythili Hazarika and her team.[Hazarika et al 2016, Academy Publisher 2016] 

Geriatrics 

Elders of urban Assam are going through a phenomenon which is first of its kind in 

generations. Having an upbringing and spending most of their productive period of life in 

rural setup, now due to various pulls they are bound inside the concrete jungle of ubanicity. 

Did this led to weakness in the form of stressors? Or did they instead built strengths by 



mobilising resources? What are the consequences in their mood? And how they have had an 

impact on life satisfaction and quality of life? 

The ‘Team Geriatrics’can plan to explore this area and Bornali Das and her team had initiated 

the process.[Das et al 2016] 

As a parting line, I would like to say: 

হাল মািৰেলা পথাৰত; এিতয়া ক�য়া ৰুৱাৰ সময়। 

Thank you. 
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