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ABSTRACT

Introduction: Stigma about mental illness continues to complicate
the lives of those who are stigmatised, even as treatment improves
their illness. Health professionals sometimes discriminate based
on the general public’s stigmatising views towards people with
mental illness. There is a pressing need to improve understanding
of the range of factors contributing to this.

Aim: To assess the impact of anti-stigma educational intervention
about mental illness among medical students and to identify
the impact of this on their attitudes, knowledge, behaviour, and
empathy.

Materials and Methods: This quasi-experimental study was
conducted at a tertiary teaching hospital, Visakhapatnam, Andhra
Pradesh, India, from September 2015 to August 2016. A total of 170
medical students from the 4" semester were included and divided
into test and control groups, with 85 students in each group. Stigma
was measured by assessing attitude, knowledge, behaviour, and
empathy. For the test group, it was assessed at baseline, immediate
post-intervention, and one year later as Test 1, 2, and 3, and baseline
for the control. Mental health-related knowledge was measured

with Mental Health Knowledge Schedule (MAKS) scale, attitude
with Mental lliness Clinician’s Attitudes (MICA) scale, Reported
and Intended Behaviour Scale (RIBS) to measure behaviour, and
empathy by Jefferson Scale of Empathy Student Version (JSE-SV)
scale. T-test was used to statistically analyse the data.

Results: A total of 85 participants were included in each group.
Gender-wise, the mean+SD of MAKS scores were statistically
significant in test 3, and also within the test group. Gender-wise
MICA scores were statistically not significant in the groups, within
the test group, statistically, there was a significant difference
between test 2 and 3. Within the test group, for RIBS scores,
there were statistically significant differences between test 1,
2, and 2, 3, and gender-wise, there was no significance. For
JSE-SV scores, there was a statistically significant difference
between the gender in test 2 but no significant difference among
the test groups.

Conclusion: This study’s findings show that the mental health-
related knowledge, attitude towards the illness, and intended
behaviour of the students towards the mentally ill have significantly
improved post-intervention and also had a long-term impact.
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INTRODUCTION

Mental illness is still perceived as an indulgence and a sign of
weakness [1]. People with mental illness have lower rates of
coronary revascularisation and hospital admission compared to
those without mental health problems [2,3]. Discrimination against
mentally ill people has been identified as an important cause of
this [4].

Stigma, a common mental health disorder, affects the patient’s
interactions, social network, employment opportunities, and quality of
life [5]. Stigmatisation occurs for individuals whose mental illness is in
remission despite their normal behaviour [5]. There is a pressing need
to improve understanding of the range of factors contributing to this.
A potential mechanism underlying these disparities is discrimination
against people with mental iliness by health professionals who share
the general public’s stigmatising views towards such people [6].

[t has been found that the adverse effects of stigma are greater among
those in key power groups in society [7]. Medical professionals are
identified as a vulnerable group for mental illness [6]. The attitudes
of medical students toward mental patients have been documented,
and compared to the general public, medical students have more
prejudicial attitudes towards mental health [6,7].

Stigma about mental illness among medical students not only
affects patient care but also their higher education and research
[7]. There is not much research that has looked into the various
aspects contributing to stigma in South Indian medical students.
The uniqueness of the present study is its prospective intervention
design and its inclusiveness in assessing knowledge, attitudes,

intended behaviour, and empathy as contributing factors towards
stigma. With this background, the present study was conducted
to assess the levels of stigma about mental ilness among medical
students and to identify the impact of educational intervention on
their attitudes and behaviour.

MATERIALS AND METHODS

This quasi experimental study was conducted at a tertiary teaching
hospital in Visakhapatnam, Andhra Pradesh, India, between
September 2015 and August 2016. The study protocol was
approved by the Institutional Ethics Committee (IRC) (Reg. no. 67/
IEC/AMC/2016), and informed written consent was collected from
the participants.

Inclusion criteria: Included all 4"-semester medical students who
submitted informed consent

Exclusion criteria: Excluded those who refused to submit consent.

Sample size: A total of 170 4™"-semester students were divided into
a test and control group using systematic random sampling based on
their attendance register, with each group consisting of 85 students.

Data collection: Included socio-demographic variables such as
gender, religion, and socio-economic status. Socio-economic status
was categorised as low, middle, or upper economic status using the
Kuppuswamy classification [8]. Stigma was measured by assessing
components such as attitude, knowledge, behaviour, and empathy.
For participants in the test group, stigma was assessed at baseline,
immediate post-intervention, and one year later as test 1, 2, and 3,
respectively. Only the baseline test was evaluated for the control group.
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Intervention was done in the form of educational lecture with key
facts and figures about stigma, interactive sessions and video
based contact within the class premises. Intervention scheme for
decreasing the stigma of mental illness included the components
on: a) Education on mental health and mental iliness; b) Education
on causes, symptoms, treatment, and recovery of mental illness;
¢) Education on stigma of severe mental illness; d) Education on
mental illness myths and facts; and e) Video presentation with
people with mental illness. The education components: (a-d) aimed
to provide accurate information against the myths of mental illness
and the contact via video presentation; () aimed to familiarise
students with mental illness. Video presentation included two videos
of 15 minutes each first video presented the experience of a woman
with depression, second video showing common symptoms of
mental illness. The duration of the entire intervention session was
around 90 minutes.

Mental health-related knowledge was measured with the MAKS
[9]. This scale comprises of Part A which is comprised of six items
covering stigma-related mental health knowledge areas (help-
seeking, recognition, support, employment, treatment and recovery)
and Part B consisted of six items that enquired about classification
of various conditions as mental illnesses. Items 6, 8, and 12 were
reverse coded to reflect the direction of the correct response. ltems
7 1o 12 are designed to establish levels of recognition and familiarity
with various conditions and also to help contextualise the responses
to other items. Each item was scored from 1 to 5. The minimum
possible score was 12 and the maximum possible score was 60.
The overall test reliability was 0.71 (Lin’s concordance statistic)
and the overall Internal Consistency (IC) among items was 0.65
(Cronbach’s alpha); higher scores were considered to be higher
mental iliness related knowledge [9].

MICA [10] was used to measure the attitude of the participants,
version 2 which was developed for medical students. It is a 16
item scale. ltems 3, 9, 10, 11, 12, 16 are reverse coded. Each
item is scored from 1 to 6. The minimum possible score is 16 and
the maximum possible score is 96. It has good IC, 0.79 and test
retest reliability was 0.80. Higher scores considered more negative
attitudes [10].

RIBS [11] was used to measure the behaviour. Four intended
behaviour items (1-4) assessed the level of intended future contact
with people with mental health problems and were assessed as
yes/no/don’t know. Additional four reported behaviour items (5-8)
assessed past or current contacts. Each item was scored from
1 to 5. Overall test retest reliability was 0.75 and overall IC was
0.85. Higher scores were considered to be positive intended
behaviour [11].

Empathy was measured using JSE-SV scale [12]. Three underlying
constructs, that is: a) Perspective taking; b) Compassionate care;
and ¢) Standing in patient’s shoes emerged from the factor analysis
of the scale that was consistent with the conceptual framework of
empathy, thus supporting the construct validity of the scale. It is a
20 item scale with nine reverse coded items. Each item is scored
from 1 to 7. The minimum possible score is 20 and the maximum
possible score is 140. The coefficient alpha was 0.77. Higher scores
indicate greater empathy [12].

In this study, all the four variables affecting the stigma about the
mental illness i.e., mental health related knowledge, clinician’s
attitude, intended behaviour and empathy were assessed once
in the control group and in the cases at baseline before the
intervention as test 1, immediately after the intervention as test 2
and one year after the intervention as test 3. All the four variables
were compared genderwise at all the four points of assessment
to see the long-term impact of the intervention. In the test group,
all the four variables affecting the stigma were compared at all the
three points of assessment. Crossover was done for control group
also after collecting the data.
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STATISTICAL ANALYSIS

The data were analysed using Statistical Package for the Social
Sciences (SPSS) version 22.0. The t-test was used to find the
association and p<0.05 was considered statistically significant.

RESULTS

Total 85 participants were included in each group. Age ranged
between 19 to 23 years and the mean+SD was 20.3+2.82 years.
There was no statistically significant difference found for socio-
demographic variables such as gender, religion and socio-economic
status among the study participants [Table/Fig-1].

Variables Cases n (%) | Controls n (%) | p-value
Gender
Male 40 (47) 39 (46)

0.887
Female 45 (53) 46 (54)
Religion
Hindu 71(83.5) 68 (80)
Christian 9(10.6) 11 (12.9)

0.835
Muslim 44.7) 6(7.1)
Others 1(0) 0 (0)
Socio-economic status
Lower 19 (22.4) 17 (20)
Middle 58 (68.2) 62 (72.9) 0.767
Upper 8(9.4) 6(7.1)

[Table/Fig-1]: Socio-demographic variables among the study participants (N=170).

p-value was calculated using Chi-square test

All the four variables affecting the stigma were compared between
the test and the control group. There was statistically significant
difference found in the mean+SD scores of MAKS, MICA and
RIBS but there was no significant difference in the JSE-SV scores
between the two groups [Table/Fig-2].

Intervention group Control group
Parameters (mean=SD) (mean=SD) p-value
MAKS 45.08+4.27 43.82+2.59 0.021
MICA 44.81+8.88 47.18+6.32 0.047
RIBS 15.09+3.54 12.95+3.07 0.0001
JSE-SV 105.56+18.51 100.81+18.50 0.096

[Table/Fig-2]: Comparison of factors affecting the stigma among the study

participants (N=170).
p-value was calculated using the t-test

Genderwise, the mean+SD of MAKS scores were statistically
significant in test 3 [Table/Fig-3]. Genderwise, the mean+SD of
MICA scores were statistically not significant in the test and control
groups [Table/Fig-4]. Genderwise, the mean+SD of RIBS scores
were statistically not significant [Table/Fig-5]. Genderwise, the
mean+SD of JSE SV scores were statistically significant in test 2
[Table/Fig-6].

Mean=SD
Assessment Male Female p-value
Test 1 21.13+2.61 20.57+2.55 0.68
Test 2 22.13+3.19 22.72+3.06 0.565
Test 3 22.42+1.94 21.77£2.78 0.04
Control 20.92+2.18 20.49+2.16 0.44

[Table/Fig-3]: Genderwise comparison of MAKS scores among the intervention group.

p-value was calculated using the t-test

Within the test group, for MAKS scores, statistically there was
significant difference between Tests-1, 2 and 1, 3. Within the test
group, for MICA scores, statistically there was significant difference
between Tests-2, 3; the difference was statistically not significant
between Tests-1, 2 and 1, 3. For RIBS scores, statistically there
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Mean+SD
Assessment Male Female p-value
Test 1 49.11x7.12 45.28+6.29 0.36
Test 2 47.26+8.80 42.8+8.40 0.677
Test 3 48.94+7.30 46.74+7.44 0.837
Control 48.74+6.60 45.91+5.81 0.164

[Table/Fig-4]: Genderwise comparison of MICA scores among the intervention group.

p-value is calculated using the t-test

Mean+SD
Assessment Male Female p-value
Test 1 138.08+3.37 138.62+3.02 0.38
Test 2 14.13+3.18 15.87+3.6 0.32
Test 3 13+3.19 13.97+3.24 0.59
Control 13.13+2.90 12.81£3.2 0.76

[Table/Fig-5]: Genderwise comparison of RIBS scores among the intervention group.

p-value is calculated using the t-test

Mean=SD
Assessment Male Female p-value
Test 1 96.08+23.09 103.79+18.83 0.09
Test 2 100.92+22.65 109.32+13.43 0.003
Test 3 104.29+156.57 106.16+17.17 0.69
Control 96.92+21.60 103.96+15.00 0.47

[Table/Fig-6]: Genderwise comparison of JSE SV scores among the intervention

group.

p-value is calculated using the t-test

was significant difference between Tests-1, 2 and 2, 3; the difference
was statistically not significant between Test-1 and 3. Within the
test group, for JSE-SV scores, statistically there was no significant

difference between tests [Table/Fig-7].

p-value
Assessment MAKS MICA RIBS JSE SV
Test 1,2 0.001519917 | 0.076186103 | 0.001066102 | 0.091189167
Test 2, 3 0.082502125 | 0.000291217 | 0.000687548 | 0.989538874
Test 1,3 0.000183571 | 0.320804594 | 0.530955226 | 0.101173252

[Table/Fig-7]: Statistical difference in the mean scores of different parameters among

the intervention group.
p-value is calculated using the t-test

DISCUSSION

As per the reports, there is high prevalence of mental disorders in
general population at the rate of approximately 1 in 5 [13]. People
with mental disorders are frequently associated with stigma [14].
However, in Indian subcontinent, there was a wide prevalence of
mental illness but the magnitude of stigma is not clear [15].

Vijaya Lakshmi D and Reddy SB reported a study on attitudes of
undergraduates towards mental illness, in nursing and business
management students [16]; it was reported that nursing students
exhibited significantly more positive attitude towards mental iliness.
In the current study done, on medical students, after the intervention,
there was improvement in mean MAKS scores, statistically also
there was significant difference. Medical background is probably the
contributory factor for this as similar studies done by Challapallisri V
and Dempster LV documented that the negative attitude of public
with psychiatric disorder is popularly observed by the doctors [17].

Tarig MH et al., reported a research on doctor’s attitudes to become
mentally ill through postal survey, rather than professional discloser,
73.4% chose family and friends to disclose their mental illness [18].
Similar to these findings, in this research also, majority (64%) of the
study members expressed willingness to disclose their mental illness.
In both gender, there was decline in the MICA score, immediately after
creating the awareness and the mean scores were statistically not
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significant. As the test 3 was one year later, there was raise in MICA
scores the difference between test 2 and 3 were statically significant.

RIBS scale can be helpful to assess the presence of reported and
also intended behaviour among the general public. In this research,
an attempt was made to analyse behaviour in medical students.
Genderwise, there was no significant difference in the test group. The
intervention helped to improve the mean scores and the difference
was significant between test 1 and 2 and 2 and 3. Giralt PR et
al., conducted a research on nursing students to analyse stigma
in relation to behaviour and attitudes [19]; it was also reported that
intervention helped in the significant improvement of RIBS scores,
the mean age was <21 years. The mean age of study participants
in this report are 20.3+2.82 years.

JSE is broadly used to measure empathy in relation to health
professions education and also patient care [20]. Empathy is also
an important parameter in patient doctor relation because this can
help to develop trust on the healthcare professional. Biswas B et
al., reported higher mean empathy scores among female medical
students but there was no statistical significance [21]. Similarly, in
this research also, there were higher mean scores among the girl
students. Usually women can bring out patient emotional issue
better. In a study done by Hamama-Raz Y et al., women were proved
to be better skilled in developing patient interpersonal relationships
compared to men [22].

The results of the current study show greater improvements at
immediate follow-up for all stigma related outcomes like mental
health-related knowledge, attitudes, intended behaviour and
empathy among medical students receiving the intervention. This
was in agreement with the results of study by Friedrich B et al.,
[23] The improvement in scores was also statistically significant at
immediate follow-up for all components except empathy.

At one year follow-up the improvement was sustained for knowledge
and behaviour. However, this advantage did not persist at one year
follow-up for attitudes. Higher empathy scores are not always
reflecting positive attitudes. In this study, students’ knowledge
related to mental illness stigma, assessed with the MAKS scale-
was rather high in both groups even at baseline measurement
and increased significantly during assessments. This finding of the
current study indicating that even a short duration comprehensive
education based intervention may have an impact on participants’
knowledge was in accordance with the study by Evans-Lacko S et
al., in which it was found that short-term campaigns or educational
training do work to decrease mental illness related stigma [24].

In this study, higher knowledge scores at baseline had no effect on
attitudes as they are more negative at baseline. Hence, an increase
of accurate knowledge, however, does not seem to lead to stigma
reduction, since stigmatised attitudes and behaviour often co-exist
with accurate knowledge on mental illness. This was in accordance
with the results of study by Madianos M et al., [25].

In this study, the mean scores of empathy were much higher at
baseline than the general population studies [21]. But higher
empathy scores are also associated with negative attitudinal scores
contrary to what is expected. The explanation to that could be that
there is a relationship between the stress the health professionals
feel, when they serve people who are in suffering. Specifically, Cutler
JL et al., suggested that stress, stigmatisation and stereotyping are
along an empathic spectrum, and that empathy can entail stress
for the healthcare staff, if they have not developed the capacity for
empathy combined with appropriate skills preventing from over
identification with the suffering of their patients [26].

In this study, it was found that improvement in one dimension
of stigma has not caused improvement in other dimensions.
Improvements in knowledge and behaviour at one year follow-up
have not caused improvement in stigmatising attitudes at one year
follow-up. This was in accordance with a study by Kassam A et al.,

Journal of Clinical and Diagnostic Research. 2023 May, Vol-17(5): VC06-VC09



www.jcdr.net

which also gave similar results in a controlled trial of mental illness
related stigma training for medical students [27]. Hence knowledge,
attitudes and behaviour may be separately targeted in stigma
reduction interventions.

Analysis of all major components of stigma using standardised
questionnaires and video based contact of patient to get better
understanding of mental illness are the strengths of this research.

Limitation(s)

Small sample size and practical utility of this postintervention
improvement towards patient care in clinical practice being not
provided are the limitations of this research.

CONCLUSION(S)

The findings of this study conclude that all factors affecting stigma
about mental illness among medical students improved with the
intervention and had a sustained long-term effect. This would
have a positive impact on their overall attitude towards people
suffering from mental illness. This study highlights the need to
create awareness about mental health among all students involved
in patient care and to introduce mental health education in the
educational curriculum. The authors recommend analysing of post-
intervention improvements in patient care with a larger sample size
in future research.

REFERENCES

[1] Corrigan PW. Mental health stigma as social attribution: Implications for research
methods and attitude change. Clini Psychol. 2000;7(1):48-67.

[2] Fleetwood K, Wild SH, Smith DJ, Mercer SW, Licence K, Sudlow CLM, et al.
Severe mental illness and mortality and coronary revascularisation following a
myocardial infarction: A retrospective cohort study. BMC Med. 2021;19(1):67.

[81 Mo M, Rashid M, Farooq S, Siddiqui N, Parwani P, Shiers D, et al. Acute
myocardial infarction in severe mental illness: Prevalence, clinical outcomes, and
process of care in U.S. hospitalizations. Can J Cardiol. 2019;35(7):821-30.

[4] Thornicroft G. Physical health disparities and mental illness: The scandal of
premature mortality. Br J Psychiatry. 2011;199(6):441-42.

[5] Naslund JA, Bondre A, Torous J, Aschbrenner KA. Social media and mental
health: Benefits, risks, and opportunities for research and practice. J Technol
Behav Sci. 2020;5(3):245-57.

[6] Uphoff EP, Lombardo C, Johnston G, Weeks L, Rodgers M, Dawson S, et al.
Mental health among healthcare workers and other vulnerable groups during
the COVID-19 pandemic and other coronavirus outbreaks: A rapid systematic
review. PLoS One. 2021;16(8):e0254821.

[71 Mas A, Hatim A. Stigma in mental ilness: Attitudes of medical students towards
mental illness. Med J Malaysia. 2002;57(4):433-44.

[8] Wani RT. Socioeconomic status scales-modified Kuppuswamy and Udai
Pareekh’s scale updated for 2019. J Family Med Prim Care. 2019;8(6):1846-49.

[9] Rusch N, Evans-Lacko S, Thornicroft G. What is a mental illness? Public views and
their effects on attitudes and disclosure. Aust N Z J Psychiatry. 2012;46(7):641-50.

[na

[l

n2]

[13]

[14]

[18]

[1e]

7]
[18]

9]

[20]

[21]

[22]

[23]

[24]

[28]

[26]

[27]

Naga Chaitanya Duggirala et al., Anti-stigma Educational Intervention about Mental lliness on Medical Students

Gabbidon J, Clement S, van Nieuwenhuizen A, Kassam A, Brohan E, Norman |, et al.
Mental ilness: Clinicians’ Attitudes (MICA) scale-psychometric properties of a version
for healthcare students and professionals. Psychiatry Res. 2013;206(1):81-87.
Evans-Lacko S, Rose D, Little K, Flach C, Rhydderch D, Henderson C, et al.
Development and psychometric properties of the Reported and Intended
Behaviour Scale (RIBS): A stigma-related behaviour measure. Epidemiol
Psychiatr Sci. 2011;20(3):263-71.

Hojat M, Gonnella JS, Nasca TJ, Mangione S, Veloksi JJ, Magee M. The
Jefferson scale of physician empathy: Further psychometric data and differences
by gender and specialty at item level. Acad Med. 2002;77(10 Suppl):S58-60.
Andrés-Rodriguez L, Pérez-Aranda A, Feliu-Soler A, Rubio-Valera M, Aznar-Lou
|, Serrano-Blanco A, et al. Effectiveness of the “What'’s up!” intervention to reduce
stigma and psychometric properties of the Youth Program Questionnaire (YPQ):
Results from a cluster non-randomized controlled trial conducted in Catalan high
schools. Front Psychol. 2017;8:1608.

Loch AA, Wang YP, Guarniero FB, Lawson FL, Hengartner MP, Rossler W, et al.
Patterns of stigma toward schizophrenia among the general population: A latent
profile analysis. Int J Soc Psychiatry. 2014;60(6):595-605.

Gaiha SM, Taylor Salisbury T, Koschorke M, Raman U, Petticrew M. Stigma associated
with mental health problems among young people in India: A systematic review of
magnitude, manifestations and recommendations. BMC Psychiatry. 2020;20(1):538.
Vijaya Lakshmi D, Reddy SB. Attitudes of undergraduates towards mental
illness: A comparison between nursing and business management students in
India. S Afr J Psych. 2013;19(3):66-73.

Challapallisri V, Dempster LV. Attitude of doctors towards mentally illin Hyderabad,
India: Results of a prospective survey. Indian J Psychiatry. 2015;57(2):190-95.
Tarig MH, Syed O, Ahmed AC, White N. A postal survey of doctors’ attitudes to
becoming mentally ill. Clin Medi. 2009;9(4):327-32.

Palou G, Vigué P, Romeu-Labayen G, Tort-Nasarre M. Analysis of stigma in relation
to behaviour and attitudes towards mental health as influenced by social desirability
in nursing students. Int J Environ Res Public Health. 2022;19(6):3213.

Hojat M, DeSantis J, Shannon SC, Mortensen LH, Speicher MR, Bragan L, et al.
The Jefferson scale of empathy: A nationwide study of measurement properties,
underlying components, latent variable structure, and national norms in medical
students. Adv Health Sci Educ Theory Pract. 2018;23(5):899-920.

Biswas B, Haldar A, Dasgupta A, Mallick N, Karmakar A. An epidemiological study on
empathy and its correlates: A cross sectional assessment among medical students
of a government medical college of India. Ind J Psychol Med. 2018;40:364-69.
Hamama-Raz Y, Ben-Ezra M, Bibi H, Swarka M, Gelernter R, Abu-Kishk I. The
interaction effect between gender and profession in posttraumatic growth among
hospital personnel. Prim Health Care Res Dev [Internet]. 2020;21(e35).

Friedrich B, Evans-Lacko S, London J, Rhydderch D, Henderson C, Thornicroft
G. Anti-stigma training for medical students: The education not discrimination
project. Br J Psychiatry Suppl. 2013;55(s55):s89-94.

Evans-Lacko S, London J, Little K, Henderson C, Thornicroft G. Evaluation of
a brief anti-stigma campaign in Cambridge: Do short-term campaigns work?
BMC Public Health. 2010;10(1):339.

Madianos M, Economou M, Peppou LE, Kallergis G, Rogakou E, Alevizopoulos
G. Measuring public attitudes to severe mental iliness in Greece: Development of
anew scale. Eur J Psychiatry. 2012;26(1):55-67.

Cutler JL, Harding KJ, Mozian SA, Wright LL, Pica AG, Masters SR, et al.
Discrediting the notion “working with ‘crazies’ will make you ‘crazy’”: Addressing
stigma and enhancing empathy in medical student education. Adv Health Sci
Educ Theory Pract. 2009;14(4):487-502.

Kassam A, Glozier N, Leese M, Loughran J, Thornicroft G. A controlled trial
of mental illness related stigma training for medical students. BMC Med Educ.
2011;11(1):51.

PARTICULARS OF CONTRIBUTORS:

1. Assistant Professor, Department of Psychiatry, Nimra Institute of Medical Sciences, Vijayawada, Andhra Pradesh, India.
2. Associate Professor, Department of Psychiatry, GSL Medical College, Rajahmundry, Andhra Pradesh, India.

3. Assistant Professor, Department of Psychiatry, Andhra Medical College, Visakhapatnam, Andhra Pradesh, India.

4. Professor, Department of Microbiology, GSL Medical College, Rajahmundry, Andhra Pradesh, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. VW Jagadeesh Settem,

74-8-5/1, F1, Mohana Apartment, Near Ladies Club, Prakash Nagar,
Rajahmundry-533103, Andhra Pradesh, India.

E-mail: svwjagadeesh@gmail.com

AUTHOR DECLARATION:

e Financial or Other Competing Interests:
e Was Ethics Committee Approval obtained for this study? Yes

¢ Was informed consent obtained from the subjects involved in the study? Yes
L]

None

For any images presented appropriate consent has been obtained from the subjects.

Journal of Clinical and Diagnostic Research. 2023 May, Vol-17(5): VC06-VC09

PLAGIARISM CHECKING METHODS: WanHetal]

ETYMOLOGY: Author Origin

® Plagiarism X-checker: Feb 09, 2023
* Manual Googling: Mar 15, 2023
e Thenticate Software: Apr 12, 2023 (18%)

NA

Date of Submission: Feb 08, 2023
Date of Peer Review: Mar 07, 2023
Date of Acceptance: Apr 15, 2023

Date of Publishing: May 01, 2023


http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf

