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• To receive support from national research
agencies on control of vector, and environmental
factors that lead to infectious disease emergence.
• Increase research on surveillance and control;
costs and benefits of prevention, control and
treatment; diagnostic tests.
• Based on the research evidences increased
priority of personal and community health
practices relevant to disease transmission
• Promote in nursing education and curricula
a population-based, epidemiologic, system
approach for nursing practice and research.16

Conclusion
For a country of size and population of India, the
emerging infections remain a real challenge. A
meaningful response must approach the problem at
the systems level. A comprehensive national strategy
on infectious diseases addressing the challenges of
emerging and re-emerging infections cutting across
all relevant sectors, both governmental and nongovernmental, should be in place.
Identification of national centre of excellence
and their capacity building is of critical importance.
These centres of excellence should be encouraged to
develop networking and partnerships between public
health organizations to improve their individual
scientific capacity, share best practices and expand
collective knowledge base. Concerted efforts are also
needed to develop advanced counter measures such
as surveillance tools, diagnostic tests, vaccines and
therapeutics through basic, translational and applied
research. Sensitive rapid response mechanisms at
various levels of health service are the cornerstone
to detect public health threats and respond quickly
enough to protect valuable human lives. National
commitment and comprehensive efforts are necessary
at all levels of health services in order to meet the
threat of emerging and re-emerging infections.
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Community mental health initiatives
Z. Ramaprabhu, I.Malini Pon Angel *

Abstract

Mental health services in India are neglected area which needs immediate attention from the Government,
policymakers, and civil society organizations. Despite, National Mental Health Programme since1982and
National Rural Health Mission, there has been very little efforts so far to provide mental health services
in rural areas. With increase in population, changing life-style, unemployment, lack of social support and
increasing insecurity, it is predicted that there would be a substantial increase in the number of people
suffering from mental illness in rural areas. Considering the mental health needs of the rural community
and the treatment gap, it is an attempt to remind and advocate for rural mental health services and suggest
a model to reduce the treatment gap.
Key words: Mental Health; Policy; Rural; Services; Treatment Gap; National Mental Health Program;
District Mental Health Programme; National Rural Health Mission.

Introduction
Health is “a state of complete physical, social, and
mental well being and not merely the absence of
disease or infirmity”[1,2] Nevertheless, our health
system is pre-occupied with curative health care
services and disease prevention, with little attention
on social and mental well being. Among these,
mental health and wellbeing is the most neglected
one[3,4] particularly in rural areas.[5,6]. Silence on
mental health services in rural India in the National
Rural Health Mission (NRHM) is a serious matter
of concern. The omission of mental health in the
NRHM mission document becomes even more
serious in the backdrop of the uneven performance
of the National Mental Health Program (NMHP,
1982) and District Mental Health Programme
(DMHP) which is operational in only 125 districts
out of 626 districts of India. With various flaws
and implementation constraints in the NMHP and
DMHP, there has been very little efforts so far to
improve the rural mental health services.[7,8]

Meaning: need for community mental
health intiatives
Mental illness constitutes nearly one sixth of all
health-related disorders. With the population
increase, changing values, life-style, frequent
disruptions in income, crop failure, natural
calamity(drought and flood), economic crisis,
unemployment, lack of social support and increasing
insecurity, it is fearfully expected that there would
be a substantial increase in the number of people
suffering from mental illness in rural areas.[9] Among
priority non-communicable diseases in India, mental
illness constitutes 26 percent share in the burden
of disease and available data suggest that there
would be a sharp increase in this incoming years.
Projections suggest that the health burden due to
mental disorders will increase to 15% of Disability
Adjustment Life by Year (DALY ) by2020.[10,11]
Despite NRHM initiatives and improvement,
general health services in rural area are not adequate
and are struggling with infrastructural, human
resources and other problems. Only 31.9 percent of
all government hospital beds are available in rural

* Mr. Z. Ramaprabhu, Lecturer, Miss.I.Malini Pon Angel, Asst. Lecturer Dept. of Mental Health Nursing,
KGNC, Puducherry 607402, India.

Ann. SBV, Jan-June2015;4(1)

Ann. SBV, Jan-June2015;4(1)

Page 67

Community mental health initiatives

Annals of SBV

area compared to 68.1 percent of urban populationAt
the national level the current bed population ratio
for government hospital beds for urban area (1.1
beds/1000 population) is almost five times the ratio
in rural areas(0.2beds/1000population). [12].There is a
short fall of 8%of doctors in Primary Health Centers
(PHC), 65% of specialist at Community Health
Centres (CHC), 55.3% of male health workers, and
12.6% of female health workers.[13,14]

Supporting study:
The study by the National Commission on
Macroeconomics and Health(NCMH) shows that
at least6.5% of the Indian population has some form
of serious mental disorders, with no discernible
rural–urban differences.[15,16]
• Epidemiological studies done in last two decades
shows that the prevalence of mental disorders
range from 18 to 207 per 1000 population with
the median 65.4 per1000 at any given time.[17]
• Most of these patients live in rural areas, far
away from any modern mental health facilities.
The overall individual burden for rural areas
cannot be estimated with the available studies.
• Nevertheless, considering the fact that 72.2 percent of population lives in rural areas, with only
about 25 percent of the health infrastructure,
medical man- power and other health resources,
it may be summarized that the number of
people affected with any mental and behavioral
disorder would be higher in rural areas.[18]

Community mental health intiatives
• NGOs and civil society groups are involved
in providing mental health service delivery
and community mental health and have done
commendable job.
• Many of them have set up day care centers,
half-way homes, long-stay homes, counseling
centers, suicide prevention centers, school
mental health programmes, disaster mental
health care, and community based programmes
for the mentally ill.
• Nevertheless, most of their services are
“extension clinics” concentrated in urban areas
with little attention on rural areas. Some of
NGOs doing commendable jobs are MedicoPastoral Association, Bangalore; Paripurnata,
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Kolkata; SCARF and the Banyan, Chennai;
Richmond Fellowship Society (Bangalore,
Lucknow, and Delhi); Cadabams, Bangalore;
and Ashadeep in Guwahati.[19,20]
• Interestingly most of these efforts are
concentrated in Southern states and in urban
areas. NavBharat Jagriti Kendra (NBJK),
Hazaribagh is one of few organizations working
in rural areas in partnership with23NGOs in 14
districts of Bihar and Jharkhand.
Secondly, their initiatives have been isolated
to pockets with limited funds and have not been
supported by the government, both at the Centre
and state level.
• Thirdly, the continuance and the quality of
services is a serious concern where the staffs
lack professional training and skills.
• Fourthly, we have failed to recognize, learn
from their experiences and extend these efforts
in rural areas. It emerges that these NGOs
can supplement in providing mental health
services but they cannot be an alternative to
provide mental health care services in rural areas
considering the need and treatment gap.[21]

Challenges
• The epidemiological situation and available
health service system shows that providing
mental health services in rural areas is a
challenging task, which needs infrastructural,
architectural, and programmatic correction in
the existing National Mental Health programme
and District Mental Health programme.[22]
• Lack of trained human resource for mental
health care and treatment is an other challenge,
considering few institutions available for mental
health professional training.
• Besides these, major challenge is lack of political
commitment and realization that mental health
is an important aspect of our health system
which has far reaching implication for the
development of the country.
• Considering the limited or no service availability;
the treatment gap is huge in rural areas. Even if
all 3000 psychiatrists available in the country
are involved in face to face patient contact and
treatment for 8 hours a day, five days a week,
and see a single patient for a total of 15-30
minutes over a 12 month period, they would
altogether provide care for about 10%-20% of
Ann. SBV, Jan-June2015;4(1)

the total burden[23] of serious mental disorders,
Surprisingly it is almost similar to the estimated
treatment gap of ninety percent.

Human resources and infrastructure
GAP
The people in rural areas are unable to access the
services of the qualified doctors and other mental
health professionals, where just 0.2 psychiatrists, 0.05
psychiatric nurses, 0.03 psychologists per 100,000
people (see Table1), and 0.26 mental health beds
per 10,000
Populations, 0.2 in mental hospital and 0.05 in
general hospitals [24](seeTable2) are available for the
whole country.
Table 1: Professional per 1, 00000 populations

Number of psychiatrists
Number of neurosurgeons
Number of psychiatric nurses

Number of neurologists
Number of psychologists
Number of social workers

2001*
0.4

2005**
0.2

0.06

0.06

0.04

0.05

0.05

0.05

0.02

0.03

0.02

0.03

Source:*Atlas, Country Profile, 2001.World
Health Organization. **Mental Health Atlas,
2005. World Health Organization.
Table 2: Psychiatric beds per 10,000 populations

Total psychiatric beds
Psychiatric beds in mental hospitals
Psychiatric beds in general hospitals
Psychiatric beds in other
settings

2001*

2005**

0.26
0.2

0.26
0.2

0.05

0.05

0.01

0.01

Source:*Atlas, Country Profile, 2001.World
Health Organization. **Mental Health Atlas,
2005. World Health Organization.
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Interestingly, the number of availability of
psychiatrist has gone down during 2001 and 2005.
To make the resources equitable, India needs about
140,000psychiatristswhereas we have about 3000
psychiatrists and75% of them are working in urban
areas where less than 28% of the population lives. The
government expenditure on mental health is another
concern where it spends just 0.83percent of its total
health budget on mental health.

Barriers in implementing community
mental health services
Barriers in seeking help in rural area are many.
Major barriers in seeking help are unavailability of
mental health services, low literacy, socio-cultural
barriers, traditional and religious beliefs, stigma and
discrimination associated with mental illness.[25]
Unavailability of mental health services and lack of
resources, particularly in terms of human resources,
financial constraints, and infrastructure are one
of major barriers which makes access to mental
health services in rural areas more difficult. The
services available in urban areas are far and costly;
and difficult to utilize and access due to various
reasons. Lack of awareness and recognition of CMD
(common mental diseases) with prevailing stigma
and discrimination is an important issue and barrier
which is closely associated with low literacy in rural
areas.
Other barriers are low political will of Central
and state governments and unclear plan of
action and policy. Another barrier is resistance to
decentralization, and resistance by mental health
professionals and workers, whose interests are
served by large hospitals. Above all, major barrier is
difficulties in integrating mental health in Primary
Health Care.[26] Primary health care workers are
overburdened with lack of supervision and specialist
support. Other barrier is that medical students and
psychiatric residents are often trained only in mental
hospital settings within adequate training of general
health work- force and lack of infrastructure for
supervision in the community.
Another important barrier is mental health
leadership of the country which often lacks public
health skills. Those who are in leadership positions
are psychiatrists, trained in clinical management,
without formal Public health training. Besides,
them a job barrier and challenge is resistance by
psychiatrists to accept others as leaders.
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Future prospects

Com-

Proposed decentralization and synchronization
of National Mental Health Programme (under
11thFiveYear Plan,2007-2012)[27]with National
Rural Health Mission is a good opportunity and
has a wider prospect. We can hope that this will
ensure Primary Health Centre (PHC) based mental
health services to the rural population. Involving
and training village level Accredited Social Health
Activists (ASHA) is another opportunity. Adding a
module on community mental health and training
ASHAs will definitely help in early detection,
treatment, and rehabilitation of patients in the
community in the rural areas. Presently, most of the
rural people approach traditional healers (religious
saints, tantriks (black magicians), unregistered medical
practitioners, and quacks) for treating mental health
problems. Considering people’s faith in them
and lack of trained professional, training these
traditional healers could help in alleviating mental
illness in rural areas.[28] Developing short-term special
curriculum based training for medical officers
is another prospect which will help in providing
clinical services at block level.

Health

Recommendations by the government to
intiate community mental health services
presently, the Government of India is providing
mental health services in 125 districts through
District Mental Health Programme under NMHP.
There is need to integrate NMHP and DMHP with
NRHM Programme to provide mental health care,
services and support to each and every individual in
rural areas.
Table 3. Model of mental health care and service
in rural areas.
Personnel
Mental
Health

Institution

District
Health

Society

Level

Role

Special

is insti-

tutional

care and

State level

Treatment of severe mental health disorders

services
Civil

surgeon
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District
level

Planning, implementation,
and service delivery

munity
Centre

Primary
Health
Centre
Com-

munity
Care
Self

Care/

Family
Care

Psychiatrist

Medical
officer
in-

charge

ASHA

On one

lakh population

munity
mem-

mental health disorder

Block
(on30,000
population)
Village/

Community

Family/
Com-

Treatment for common

Family

Counselling/identification/
referral

Care,support, education, acceptance, and
in addressing stigma
and discrimination

Care

Conclusion
The rural mental health services are neglected
area which needs immediate attention considering
the burden of disease and treatment gap. District
Mental Health Programme needs restructuring and
convergence within the NRHM. The “extension
clinic” approach needs to be replaced with integration
of mental health services with general health services,
particularly under NRHM. Involving ASHAs under
NRHM is an opportunity to provide mental health
services at doorsteps in rural areas. Lastly, ensuring
bottom up approach and community ownership are
must to achieve universal mental health services, care
and support in rural areas.
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Future prospects

Com-

Proposed decentralization and synchronization
of National Mental Health Programme (under
11thFiveYear Plan,2007-2012)[27]with National
Rural Health Mission is a good opportunity and
has a wider prospect. We can hope that this will
ensure Primary Health Centre (PHC) based mental
health services to the rural population. Involving
and training village level Accredited Social Health
Activists (ASHA) is another opportunity. Adding a
module on community mental health and training
ASHAs will definitely help in early detection,
treatment, and rehabilitation of patients in the
community in the rural areas. Presently, most of the
rural people approach traditional healers (religious
saints, tantriks (black magicians), unregistered medical
practitioners, and quacks) for treating mental health
problems. Considering people’s faith in them
and lack of trained professional, training these
traditional healers could help in alleviating mental
illness in rural areas.[28] Developing short-term special
curriculum based training for medical officers
is another prospect which will help in providing
clinical services at block level.

Health

Recommendations by the government to
intiate community mental health services
presently, the Government of India is providing
mental health services in 125 districts through
District Mental Health Programme under NMHP.
There is need to integrate NMHP and DMHP with
NRHM Programme to provide mental health care,
services and support to each and every individual in
rural areas.
Table 3. Model of mental health care and service
in rural areas.
Personnel
Mental
Health

Institution

District
Health

Society

Level

Role

Special

is insti-

tutional

care and

State level

Treatment of severe mental health disorders

services
Civil

surgeon
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District
level

Planning, implementation,
and service delivery

munity
Centre

Primary
Health
Centre
Com-

munity
Care
Self

Care/

Family
Care

Psychiatrist

Medical
officer
in-

charge

ASHA

On one

lakh population

munity
mem-

mental health disorder

Block
(on30,000
population)
Village/

Community

Family/
Com-

Treatment for common

Family

Counselling/identification/
referral

Care,support, education, acceptance, and
in addressing stigma
and discrimination

Care

Conclusion
The rural mental health services are neglected
area which needs immediate attention considering
the burden of disease and treatment gap. District
Mental Health Programme needs restructuring and
convergence within the NRHM. The “extension
clinic” approach needs to be replaced with integration
of mental health services with general health services,
particularly under NRHM. Involving ASHAs under
NRHM is an opportunity to provide mental health
services at doorsteps in rural areas. Lastly, ensuring
bottom up approach and community ownership are
must to achieve universal mental health services, care
and support in rural areas.
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