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Commentary

Guil la in-Barré  syndrome  (GBS)  i s  an  acute 
postinfectious polyradiculoneuropathy with an 
incidence of 0.6-4.0/100,000 person/year worldwide.[1] In 
its classical form is demyelinative in nature, presented 
with rapidly progressive generalized weakness, 
minor sensory deficits, and hypreflexia or areflexia. In 
addition, elevated protein level in the cerebrospinal 
fluid and abnormalities of conduction velocity in the 
electrophysiology testing after the first week of illness 
are ancillary laboratory findings that greatly contribute 
to the diagnosis of GBS.[2] Respiratory muscles weakness 
and autonomic nervous system involvement are 
serious manifestations, which if occurred, should be 
promptly addressed. Treatment with intravenous 
immunoglobulin (04 g/kg per day for 5 days) or plasma 
exchange sessions at the early stages, management 
of cardiac arrhythmias, and support of respiratory 
function in intensive care unit have lowered the 
permanent disability to less than 20% and mortality to 
5% of all cases.[3,4]

According to the prevailing view, GBS is due to 
a transient autoimmune response induced by an 
exogenous trigger. Indeed, antecedent upper respiratory 
tract infection or gastroenteritis as precipitating events 
are documented in two‑thirds of GBS cases, albeit the 
responsible microorganism is rarely identified.[2] The 
most frequently encountered infectious agents are 
campylobacter jejuni, cytomegalovirus, Epstein-Barr 
virus, mycoplasma pneumonia, borrelia, Haemophilus 
influenzae.[5] One might argue that no investigation for 
the responsible agent in patients with GBS is required, 
since irrespective to the prior infection, management 
depends on clinical severity of GBS. However, GBS 
variants and therefore, prognosis may indeed depend 
on the causative agent. For example, campylobacter 
jejuni gastroenteritis has been associated with a specific 
type of GBS known as acute motor axonal neuropathy 
(AMAN), which has worse prognosis than the classical 
demyelinative type.[1] Several reports have linked viral 
hepatitis with the development of GBS. Hepatitis A, B, 
C, D, and E viruses have been implicated in single GBS 
cases.[6] Specifically, GBS associated with hepatitis A virus 
( HAV) appeared to be of the classical demyelinative type, 
but as described in case report presented in this issue,[7] 
less common variants such as acute motor and sensory 
axonal neuropathy (AMSAN) may occur.

Awareness of a potential association between HAV 
infection and GBS may prove useful for medical doctors, 
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who are not accustomed to neurological diseases. The 
diagnosis of GBS can be challenging for these doctors who 
treat patients with acute hepatitis, since neuromuscular 
manifestations like myalgia and fatigue are symptoms of 
hepatitis itself. Taking into account that hepatitis A occurs 
in tens of millions of persons per year worldwide,[8] its 
potential complications, even the rare ones, are clinically 
significant and even more so conditions like GBS, which 
is potentially treatable.
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Stigma of suicide
Sir,
The work of Nebhinani et  al., 2013 which highlighted 
the attitude toward suicide of nursing students of North 
India is noteworthy.[1] As pointed out by the authors, 
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suicide is a serious problem for India which requires 
consistent efforts to address the stigma towards suicide 
of the community as a whole.

The authors have chosen to use the Suicide Opinion 
Questionnaire, which although popular, has been 
criticized for having no consistent factor structure. 
The number of previously identified factors have 
poor internal consistence.[2] This possibly explains 
the reluctance of the authors to compare groups on 
individual items rather than factor scores. Citing the 
limitations of the study, the author states that ‘Attitude 
towards suicide prevention scale is not adapted for 
Indian population’, when the instrument is clearly not 
used by the investigators.[1]

When comparing the two institutes, the authors have 
pointed out significant statistical differences on 17 items 
of SOQ without attempting any possible reason for the 
same. Another fallacy is in considering certain scores as 
“uncertain” although summations of percentages suggests 
otherwise. For example, for the item ‘suicide happens 
without warning’ those agreeing add to 51.6% while those 
disagreeing amount to 31.8%. Clearly 68.2% of the sample 
is not in disagreement to the statement, which is a huge 
challenge for suicide epidemiologist and researchers. An 
average of 18.54% (range 4.5 to 35.1%) of responders are 
‘uncertain’ for various statements, which hamper making 
a meaningful interpretation.

In contrast to ‘attitude’, assessment of stigmatizing 
attitudes of society towards those who attempt suicide or 
commit suicide provides more valuable insight into the 
problem. It must also be understood that negative views 
do not limit to those who suicide but also extends to the 
family and friends of those who suicide. The recently 
developed Stigma of Suicide Attempt  (STOSA) and 
Stigma of Suicide and Suicide Survivor  (STOSASS) 
Scales, provides a better picture of the challenge 
posed by this discrimination.[3] The scales capture 
behavioral responses which are practical indicator of 
the beliefs system of the individual. Responses in this 
self‑administered instrument are reported as ‘strongly 
agree’, ‘agree’, ‘disagree’ and ‘strongly disagree’, thus 
removing the possibility of the ambivalent ‘not sure’ item. 
A composite stigma score on suicide (STOSA), attempted 
suicide (STOSASS‑  a subscale) and suicide survivor 
(STOSASS‑  b subscale), of 1 to 4 is generated, with a 
higher score denoting greater stigma. In experience of the 
author, both scales were easily administered to second 
year GNM nursing students of four nursing institutes 
of northern India (unpublished). The composite stigma 
score of 2.69 on STOSA, 2.47 on STOSASS‑a and 2.46 on 
STOSASS subscale was observed.
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Nursing students' 
attitude toward suicide 
attempters
Sir,
We sincerely thank you for your interest in our work,[1] 
and appreciate your valuable comments and research 
endeavors in area of suicide.[2] We acknowledge that 
Suicide Opinion Questionnaire (SOQ) has been criticized 
several times. Despite this SOQ continues to be widely 
used for attitudinal studies in various countries.[3‑6] It is 
intended to compare attitudes toward suicide among 
different communities, evaluation of training programs 
or education activities for health professionals, and other 
related areas.[7] Authors have differently interpreted the 
available forms of this questionnaire (15 factor, 8 factor, 
and 5 factor model).[8] Its mean internal consistency and 
test–retest reliabilities are 0.70 and 0.65, respectively.[9] 
In a recent systematic review Kodaka et al. concluded 
that each of available scale has its own characteristics 
and should be used in accordance with research 
purposes.[9] In the same line, SOQ was suitable for our 
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