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Collaborative care for depression in diabetes:

Challenges, opportunities and strategies

Depression, a major public health problem, is gradually climbing up
the list of the global burden of disease to the second place.1 Depression
has incremental effect on the disability caused by the non-
communicable disease (NCD) itself. With diabetes, it has the most
incapacitating impact, resultant disability being more than the
summative disability.2 Coexistence of depression with diabetes results
in poor glycaemic control and more complications due to poor self-
care and lack of adherence to treatment. Depression often hinders
diagnosis and management of diabetes due to delayed help-seeking
and excessive concern about side-effects of medication.3

People with diabetes are two times more likely to be depressed as
compared to the general population. Compared to the west, one-
fourth to one-third higher proportion of people with diabetes have
depression in low- and middle-income countries.4 India has the
second largest population with diabetes in the world with about a
third having comorbid depression. Low socioeconomic status,
education, unemployment, female gender and high body mass index
are risk factors for depression in India. The synergistic effect of
socioeconomic risk factors for NCDs and mental disorders is termed
as ‘syndemic approach’, which is useful for developing and
implementing integrated intervention programmes.

Collaborative care of depression and diabetes improves both
glycaemic control and depression. By definition, collaborative care
is management of psychiatric disorders in medical settings. The core
components include systematic identification of patients with
psychiatric disorders, working of physicians and psychiatrists as a
team and stepped up approach of treatment as per patient needs.
International guidelines recommend this approach for meeting the
complex needs of this vulnerable population.4 Systematic reviews
report significant improvement in reduction of symptoms, glycaemic
control, improved functionality and cost-effectiveness.

Collaborative care is feasible and cost-effective in low-income
populations and primary care settings. Non-specialist health workers
have been employed for providing mental healthcare in the community.
Implementation of collaborative care approach is labelled as ‘grand
challenges in global health’. The difficulty lies in training the
workforce in delivering interventions and coordinating service
delivery.

A district mental health programme is currently operational in
about 50% of the districts where mental healthcare can be integrated
at the subcentre, primary and community health centre levels.
Community health workers, nurses and doctors can be trained in
identifying and treating depression in patients with diabetes. The
prescribed doctor’s manual under the National Mental Health
Programme (NMHP) can be used for training depression while
Patient Health Questionnaire 9 can be used as a screening instrument.
On-going supervision at the community level can be provided by
specialists through the nodal centres.

There is a need to integrate the National Programme for Prevention
and Control of Diabetes, Cancer and Stroke and NMHP, which are
currently working in separate compartments.5 Local-level solutions
by using the existing community resources in terms of workforce,
logistics and indigenous service providers and integrating them into
the health system can help in establishing collaborative care. This
system level integration can provide solution to this public health
challenge.
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Burkholderia cepacia: An uncommon cause of bilateral
primary psoas abscesses in a patient with a Pott spine

that cannot be ignored

Burkholderia cepacia is a Gram-negative, non-fermentative, aerobic,
motile, non-spore-forming bacillus.1 It is frequently found as a
saprophyte in soil, water and other damp environments and is an
opportunistic pathogen in patients with underlying medical disorders.2,3

Extrapulmonary manifestations are rare and small number of cases of
abscess due to this organism have been described in the ‘at-risk’
group.1,4–7 Infections are difficult to treat as this pathogen is inherently
resistant to multiple antibiotics. Till date, there are no reports of psoas
abscess caused by B. cepacia from India. We report a rare case of
primary, bilateral large psoas abscesses due to B. cepacia in a patient
with tuberculosis of the spine.

A 60-year-old man with diabetes and hypertension presented to
the neurosurgical outpatient department of our hospital for evaluation
of fever of unknown origin. A detailed history revealed tuberculosis
of the spine and that he was on antitubercular treatment for 4 months.
He had a history of bilateral lower limb weakness for 4 months and
bladder/bowel dysfunction for 1 month prior to his present complaint,
following which he was started on antitubercular therapy. He had
been complaining of fever for 3 weeks before the referral despite
receiving intravenous antibiotics at a private hospital. His physical
examination at our institute showed that he was febrile (101 °F) and
had a pulse rate of 100/minute. Laboratory data revealed a total
leukocyte count of 16 000/cmm with 80% polymorphonuclear
leucocytes. A blood culture done at this time was sterile. No
inflammatory diseases in the bowel were identified by radiographic
and endoscopic examination. Contrast-enhanced magnetic resonance
imaging (MRI) of the lumbosacral spine showed large bilateral psoas

124 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 31, NO. 2, 2018

Avinash.Kakade
Rectangle

Avinash.Kakade
Rectangle



125CORRESPONDENCE

abscesses: the right measuring 10.7×5.3×6.6 cm and the left
14.7×7.7×7.9 cm. Bilateral CT-guided percutaneous drainage of the
abscesses was done and pigtail catheters were left in situ. A pus
sample was sent for microbiological investigations. Ziehl–Neelsen
stain did not show acid-fast bacilli and GeneXpert was negative for
Mycobacterium tuberculosis. Non-fermentative, catalase-positive,
oxidase-positive Gram-negative bacilli with wrinkled, sticky yellow
colonies were isolated from the pus sample. This non-fermentative
Gram-negative bacillus was identified as B. cepacia by MALDI-TOF
mass spectrometry using the bioMérieux VITEK MS system (IVD
database version 2.0). The isolate was sensitive to ceftazidime,
ciprofloxacin, meropenem and cotrimoxazole. He was treated with
oral ciprofloxacin (600 mg twice a day) for 3 weeks. A week after
insertion of the pigtail catheters, there was no pus collection and the
catheters were removed. On follow-up, he was doing well and had no
evidence of recurrence of infection on repeat MRI imaging.

Our patient has several rare and interesting features. These include
the primary nature of the abscesses, their bilateral location, large size,
an immunocompromised host and infection with B. cepacia. Imaging
(MRI or CT scan) could establish the diagnosis and define the extent
of the abscesses. Percutaneous drainage along with appropriate
antimicrobial therapy can be effectively used in the management of
such cases. Thus, early and accurate identification of this organism is
required for appropriate treatment as it is frequently misidentified as
Pseudomonas species. This may lead to prescribing inappropriate
antimicrobial therapy since this pathogen is inherently resistant to
multiple antibiotics. Furthermore, with the increase in interventional
procedures and the use of MALDI-TOF-MS-based systems, this
pathogen is likely to become more frequent as a nosocomial pathogen.
We could not determine the source of B. cepacia in this case.

Our report is aimed to draw attention to the accurate identification
of B. cepacia in clinical samples, upon the isolation and identification
in this case in the microbiology laboratory of a tertiary care hospital.
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Mandatory Reporting of Sexual Offences in
Indian Legislation: An ethical dilemma

for medical professionals

Confidentiality of health information of patients is an essential part
of the Hippocratic Oath, which is based on the principle of ‘Do No
Harm’. It states: ‘And whatsoever I shall see or hear in the course of
my profession, as well as outside my profession in my intercourse
with men, if it be what should not be published abroad, I will never
divulge, holding such things to be holy secrets.’1 It forms the basis of
a doctor–patient relationship and helps to maintain trust and rapport
with the patient during continued medical care. Disclosure of patients’
information against their wishes has several consequences, for
example, feeling of betrayal by the patients, breach of trust and
rapport with the doctor, deterrence from treatment, dropout from
follow-up, stigmatization, discrimination; it is also considered to be
professional misconduct. Although mandatory disclosures by law are
not considered to be professional misconduct,2 other patient-related
consequences pose problems in ongoing treatment. Mandatory
disclosures may also boost the rising incidents of violence against
doctors.

Children and women are known to be victims of sexual assault. It
is estimated that in India, about 50% of children face some form of
sexual abuse, with about 20% of them facing more serious forms, and
8.5% of women 15–49 years of age facing some form of sexual
violence.3,4 It is estimated that about two-thirds of the victims never
disclose such violence. Reports have identified several reasons for
non-disclosure of sexual violence to the police. These are non-
friendly reporting procedures and attitude of the police, lack of
knowledge about reporting, avoidance of recollection of traumatic
memories and breach in confidentiality during multiple interrogations
and lengthy court procedures, fear of stigmatization and discrimination,
ashamed of being blamed by society for low morality, acceptance of
harassment as part of everyday life, safety of self and family members,
fear of revenge from perpetrators, avoidance of separation and
dispute among family members, poor financial conditions and feeling
powerless.5–7 Sexual abuse causes physical as well as psychological
trauma to the survivors,4,8 for which medical help is often sought by
the victim without reporting to the police.

The Protection of Children from Sexual Offences Act, 20129 and
the Criminal Law Amendment Act, 201310 are major legal
developments in India. Their main objective is to reduce sexual
violence against children and women and punish the perpetrator.
Therefore, these legislations mandate healthcare providers to report
information to the police and provide free treatment to the victim.
Failure to do so shall evoke punishment with fine or imprisonment or
both.

However, such a provision in the law violates a principle of
medical ethics, i.e. non-maleficence. Hence, healthcare professionals
may face an ethical dilemma while fulfilling their obligations in
providing ethical healthcare versus being accountable to the law by
reporting such instances of sexual violence to the police without
consent from the victim. Such dilemmas may arise when the victim
and family provide a sexual history in confidence to the doctor for
seeking appropriate care but do not wish the incident to be reported
to the police. There may be instances where children or adolescents
provide information regarding sexual exploration out of curiosity or
get involved in foreplay or even intercourse in agreement with each
other. Although child marriage is illegal and prohibited, it is still
prevalent in our society. Reporting such instances to the police, of
couples who visit a doctor for treatment of an ailment may create an
ethical dilemma. Patients suffering from mental illness due to their
psychopathology, poor judgement and insight may make false
allegations of sexual abuse; they may on proper treatment of their
illness retract such allegations. Reporting all such instances at the
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