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CHAPTER 4: A SITUATIONAL ANALYSIS OF MENTAL 

HEALTH IN INDIA 
Attitudes to mental illness and stigma 

A common explanation in tribal and rural societies for mental illness is supernatural 
phenomena, and it is sometimes believed that one’s karma or actions in a past life 
determine present illness; thus, a mental illness may serve as punishment for previous 
wrongdoings (Khandelwal, Jhingan, Ramesh, Gupta, & Srivastava, 2004). Regardless of 
beliefs of the causes of mental illness, stigma remains strong, and previous research has 
highlighted the strong stigma attached to mental illness. A recent cross-sectional survey of 
436 participants (samples from urban and rural communities as well as medical 
professionals) found that although the majority (49%, 32% and 82%, respectively) 
identified mental illness as a disease, 37-45% across all samples opposed marriage with a 
PWMI in recovery (Kishore, Gupta, Jiloha, & Bantman, 2011). Furthermore, 34% of urban 
and 40% of rural participants believed mental illness is untreatable. Another study found 
mental illness to be more stigmatized among rural Indians, particularly in severe mental 
illness (SMI) (Jadhav et al., 2007) In South India, stigma scores were lower for those 
reporting somatic rather than psychological symptoms for depression. This was attributed 
to the thought that depressive symptoms were not socially advantageous as they could 
impact social status and marriage opportunities. (Jadhav et al., 2007; Raguram, Weiss, 
Channabasavanna, & Diop, 1996) Young women diagnosed with a severe mental illness 
(e.g. schizophrenia) faced the greatest stigmatisation from the community. Though 
limited, this group of studies highlight that stigmatisation towards persons with mental 
illness is still very much pervasive in both urban and rural societies.  

Burden of mental illness 

Early epidemiological studies show heterogeneous prevalence rates of mental illness, 
ranging from 10 to 370 per 1000 people. This variation can be attributed to the range of 
study sites (urban, rural, and tribal settings), methodological factors (e.g. diverse 
assessment tools), and case identification strategies (Chandrashekar & Isaac, 1999; Goel, 
Agarwal, Ichhpujani, & Shrivastava, 2004; Gururaj, Girish, & Isaac, 2004). A conservative 
estimate pooled from individual studies reveals a median of 65 per 1000 people with a 
mental illness and an overall prevalence rate estimated at 5.8% (Ganguli, 2000; Gururaj et 
al., 2004; Reddy & Chandrashekar, 1998).  A subsequent report in 2005 by the National 
Commission on Macroeconomics and Health (NCMH) found 1-2% (10 to 20 million) of the 
population suffer from SMIs, and an estimated 5% (50 million) suffer from mild to 
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moderate mental disorders, yielding an overall estimated prevalence rate of 6.5% (all 
severities) (Ministry of Health and Family Welfare Government of India, 2005). A later 
study found an overall prevalence rate of 7.3%. Synthesized, it can be estimated that 
prevalence rates of mental illness, irrespective of severity vary from 5.82% to 7.3% of the 
population. This translates in absolute numbers to an estimated 7 crore (unit in the South 
Asian numbering system equal to 10 million) people suffering from a mental illness 
(Directorate General of Health Services Ministry of Health and Family Welfare, 2011; 
Ganguli, 2000; Reddy & Chandrashekar, 1998; Sinha & Kaur, 2011; Thirunavukarasu, 
2011). Psychiatric morbidity rates vary in vulnerable populations (in slums, beggars 
colonies and low-income industrial urban areas). These populations show prevalence rates 
ranging from 22.6 per 1000 people to 131 per 1000 people (Sinha & Kaur, 2011). The 
World Health Organization estimates that neuropsychiatric conditions account for 9.5% of 
disability adjusted life years (DALY’s) and account for 1.4% of all estimated deaths in India 
(Planning Commission Government of India, 2012; World Health Organization, 2008, 
2009a). 

Suicide remains a major public health issue in India. Suicide rates are highest in South 
India, in rural settings, and is the leading cause of death in both male and female youth, as 
can be seen in the darker coloured states in Figure 1 (Patel, 2012). In 2010 alone, there 
were 134 000 suicides in India (National Crime Statistics Bureau, 2010). A 2012 survey 
(Figure 1) revealed an estimated 3% of 1.1 million deaths to be suicides, and of those 
suicides, 56% were women and young adults (between the ages of 15-29) the majority 
occurring between the ages of 15 and 29 (Patel, Ramasundarahettige, Vijayakumar et al,  
2012). Suicide is a particularly sensitive topic for women. Suicide figures for women could 
be underestimated for two possible reasons: First, attempted suicide is a crime in India, 
and two, suicide is contentious for young married women as her spouse and/or his family 
can be held responsible if the suicide occurs within the first 7 years of marriage (Jha, 
Kumar, Khera, & Al., 2010; Patel,  Ramasundarahettige et al., 2012). 

Farmers are particularly vulnerable to suicide. In 2009, there were 17638 farmer suicides, 
likely an underestimate as women are often excluded from farmer suicide statistics as 
they can not have their names attached to land (a prerequisite for being recognized as a 
farmer in official statistics) (Centre for Human Rights and Global Justice, 2011). Further, 
the Human Rights Commission reported that in 2011, 800 farmers committed suicide in 
the states of Maharashtra, Andhra Pradesh and Kerala alone. Reasons for high suicide 
rates in farmers has been attributed to indebtedness (leading to poverty) for farmers and 
their families left behind (Centre for Human Rights and Global Justice, 2011).  
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Figure 1. Risk of suicide, age-standardised suicide death rates, and total estimated suicide deaths in individuals 
aged 15 years or older in India, based on 2010 data. Original figure in: (Patel,., Ramasundarahettige et al., 2012) 
Note: 
ASR=age-standardised suicide death rate per 100 000 population. ; R=cumulative risk (%); T=estimated number 
of suicide deaths in 2010 (thousands). 
 

Treatment and service utilization data 

Across all health conditions, there is 1 hospital bed per 1500 people (Sinha & Kaur, 2011). 
Estimates of psychiatric bed totals in India are heterogeneous and range from 25 
psychiatric beds per one million people 42 to 20 000 total beds in both psychiatric and 
general hospital psychiatric units combined (Directorate General of Health Services 
Ministry of Health and Family Welfare, 2006), to 29 000 beds across all mental health and 
general health services (Table 1). 

Out of all non-communicable diseases (NCDs), mental illness accounts for 2.2% of all 
hospital stays (0.267 million out of 12.2 million total stays for all NCDs). Mental illness 
accounts for 3.2% of the total hospital days attributed to NCDs (4.2 out of 132 million). 
Nearly 2% of all outpatient visits linked to NCDs were for mental illness (16.9 million out of 
893.9 million). In the public sector, 43% of hospital admissions and 17.9% of outpatient 
visits were linked to mental illness (compared to 39.7% and 19.7% for all NCDs, 
respectively). These figures illustrate that service utilization rates for mental illness are 
high, relative to all NCDs (Mahal, Karan, & Engelgau, 2010). 
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Table 1. Estimates of psychiatric beds in India 

 
State-specific data reveals that at the tertiary level, Gujarat has a total of 1.34 beds per 
100 000 population (Joshi, 2011). The largest state-run psychiatric hospital in Ahmedabad 
had an occupancy rate of 73% in 2012 (Chauhan, 2012). In addition, there are 16 
community-based psychiatric inpatient units available throughout the state. There are 
fewer community residential facilities catering to Gujarat’s population (0.165 beds  per 100 
000 people) (World Health Organization and Ministry of Health and Family Welfare of 
Gujarat, 2006). A service user spends on average 48 days in a psychiatric hospital, and 60% 
of service users spend less than 1 year in institutional care, 20% spend 1-4 years, 6% spend 
5-10 years, and 14% spend more than 10 years.   

In Rajasthan, of the 2 state-run psychiatric hospitals in the state, the Psychiatric Centre in 
Jaipur covers both Rajasthan, and regions in adjacent states of Uttar Pradesh, Madhya 
Pradesh, Haryana, Punjab, and Delhi (Gautam, 2010). The Centre has 320 beds (280 
inpatient beds, 20 acute emergency beds, and 20 reserved for substance use disorders). 
The hospital has an annual turnover of 4000 inpatients and 40 000 outpatients.  

 In Kerala, there are 3 state-run psychiatric hospitals with a total capacity of 1342 beds. In 
a typical PHC or CHC in the Thiruvananthapuram District in Kerala, 300-400 patients are 
seen daily, of which 10% had a mental illness (World Health Organization and World 
Organization of Family Doctors, 2002, 2008). The number of new and registered cases 
within a particular mental health facility also indicates service utilization. For example, in 
Uttarkhand, 6948 cases were registered in one outpatient facility in 2005 however the 
average number of contacts per service user was low, at 1.4 (9621 contacts total) (World 
Health Organization and Ministry of Health Uttarkhand India, 2006). At the district level in 
Tamil Nadu, conversely, there were substantially more new service users registered (34 
152) at the 9 DMHP sites throughout the state; at the same time, 815 801 follow-up visits 
were reported and 3199 service users received institutionalized care (National Institute of 
Mental Health and Neurosciences, 2011a). Despite the synthesis of these figures, 

Estimates Year of estimates reported 

2600 per 10 000 people 59 

25 per 1 000 00042 20 000 (total beds psychiatric and general psychiatric units 

29 000 (total beds across all mental + general health services) 

2005 
2011 

2006, 2008 

2000 per 10 000 people59  (Psychiatric beds in psychiatric hospitals) 2005 

500 per 10 000 people59 (Psychiatric beds in general hospitals 2005 

100 per 10 000 people59  (Psychiatric beds in other settings) 2005 
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utilization data from individual states is sparse, and the data presented here reflects only a 
small sample of utilization patterns in mental health services. 

Treatment gap 

Estimates as to the number of people suffering from mental illness across India have been 
postulated at 650 000- 700 000 (narrowly based on select mental health conditions) 
(Ministry of Health and Family Welfare Government of India, 2005), of which 10 000 
million are expected to have a severe mental illness without adequate treatment 
(Directorate General of Health Services Ministry of Health and Family Welfare, 2006). 

The World Health Survey (Table 2) displays adults (above 18 years of age) needing and 
receiving treatment for a mental illness in 6 Indian States. Treatment rates were lower in 
rural than urban areas (62% vs. 47%) and higher in the upper-income quartiles 
(Directorate General of Health Services Ministry of Health and Family Welfare, 2011; 
World Health Organization, 2003b). Across the six states in Table 2, on average 2% require 
treatment for psychosis, and of that 2%, only 53% receive treatment. For depression, 11% 
require treatment but only 18% receive treatment. The resulting treatment gaps are 47% 
for psychosis and 82% for depression. This data set may be unrepresentative of the true 
treatment gap, as it only focuses on psychosis and depression, and only reflects data from 
six states. These figures are however, consistent with findings in a subsequent Planning 
Commission Report (Ministry of Health and Family Welfare Government of India, 2005) as 
well as in line with the treatment gap in other LMICs (Patel, 2009). 

Table 2. Number diagnosed and treated for depression and psychosis in 6 States (India) (Directorate General of 
Health Services Ministry of Health and Family Welfare, 2011; World Health Organization, 2003b) 

State Psychosis  Depression  

 Need (% diagnosed) Covered (% treated) Need (% diagnosed)  Covered (% treated) 

Assam 1.9 39.1 3.2 32.3 

Karnataka 0.7 85.2 9.2 13.0 

Maharashtra 2.2 48.7 27.3 9.6 

Rajasthan 3.6 36.2 7.3 29.7 

Uttar Pradesh 2.7 45.5 7.4 8.2 

West Bengal 1.8 66.5 11.7 17.8 

Total 2.15 53.53 11.02 18.43 
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The treatment gap in India has also been related to the paucity of human resources for 
mental health. Patel (2009) describes that, if one were to assume a conservative 
prevalence rate of mental illness at 5% (translating to 55 million people) - and if every 
psychiatrist in India (3000 psychiatrists estimated in this example) did nothing apart from 
individual clinical work and worked 5 days per week year round, having consultations each 
of one hour, they would be able to see only 6 million people annually – which would 
address only 10% of the burden of mental illness. Regardless of the approach to 
calculating the treatment gap, all figures appear to highlight the startling treatment gap 
throughout the country.  

Coordination, plans and programmes 

As India’s Constitution designates health as a state subject, health is decentralized and 
responsibilities are governed and implemented by individual states. Health policies and 
priorities are detailed in 5-year plans as part of India’s centralized planning and 
development strategy. The MoHFW5 coordinates the majority of health initiatives in India, 
however the MoSJE6 covers specific health responsibilities such as rehabilitation (Sinha & 
Kaur, 2011). The MoHFW has several Additional Secretary posts, one of which is 
responsible for NCDs (including mental health). Additionally, the Ministry’s Directorate 
General of Health Services (DGHS) has an officer on special duty (OSD) responsible 
exclusively for mental health. There is also a Central Mental Health Authority responsible 
for regulation, development, direction and coordination of national mental health services 
(Sinha & Kaur, 2011).  At the state level, there is a state nodal officer for the District 
Mental Health Programme (DMHP), and a DMHP district nodal officer in most states.  

The MoHFW launched its flagship programme, the National Rural Health Mission (NRHM) 
in 2005, initially thought of as an umbrella program consolidating existing and new 
programs while adopting a bottom-up approach focusing on the district and village health 
activities. The activities are then aggregated up to the state level, which are monitored 
and financed by the central government with some matching funds contributed by 
individual states (Berman, Ahuja, Tandon, Sparkes, & Gottret, 2010). Mental health 
services in rural settings are not covered by the NRHM, which could have been a crucial 
area for mental health service provision as the DMHP is operational in only 123 of 640 
districts. 

                                                           
 

5 MoHFW: Ministry of Health and Family Welfare 6 Ministry of Social Justice and Empowerment 
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Both the Alma Ata Declaration and the awareness that mental health could be delivered 
via primary care led to the initiation of the National Mental Health Programme (NMHP) in 
1982 (Directorate General of Health Services Ministry of Health and Family Welfare, 
1982a; Sinha & Kaur, 2011). NMHP’s aim was to ensure availability and accessibility of 
minimum mental health care for all, particularly for vulnerable populations, to stimulate 
and provide knowledge and skills in mental health in general health care services and in 
social development, to promote community participation in mental health services 
development, and lastly, to encourage self-help interventions in the community 
(Directorate General of Health Services Ministry of Health and Family Welfare, 1982a; 
Sinha & Kaur, 2011). Despite the launch in 1982, it was not included in national plans until 
1997, wherein a provision of 270 million rupees (INR) was made in the 9th five-year plan, 
allocated to pilot the DMHP. To date, the NMHP has had mixed success in accomplishing 
its initial goal of integrating mental health into primary care, as a substantial proportion of 
the rural population throughout India remain without access to services (Khandelwal et 
al., 2004; Thara, Padmavati, & Srinivasan, 2004).  

The DMHP is the central mental health initiative of the GoI’s NMHP programme. DMHP 
began after implementation of a pilot project in the Bellary District in South India in the 
1990’s (Kumar, 2011; Murthy, 2009; Thara et al., 2004). The Bellary district programme 
demonstrated the potential for treatment in district and taluk level hospitals and primary 
health care centres (PHCs) rather than in tertiary psychiatric settings (National Institute of 
Mental Health and Neurosciences, 2003). After both the National Health Policy (2002) and 
the NMHP objectives highlighted community care for PWMI, a pilot field-tested model of 
community mental health care was launched, later becoming the DMHP (Directorate 
General of Health Services Ministry of Health and Family Welfare, 1982b; National 
Institute of Mental Health and Neurosciences, 1988; Sinha & Kaur, 2011). 

DMHP aims to integrate mental health into general health care, particularly at the PHC 
level and provide community-based care (Krishnan, 2012; National Institute of Mental 
Health and Neurosciences, 2003). The core outcomes of DMHP are facilitating early 
detection and treatment of mental illness in the community, reduce strain on psychiatric 
hospitals, enhance access to services and reduce indirect costs to access care, increase 
awareness and tackle stigma through public education, train mental health teams, and 
provide data from the community level to the state and central government for planning 
and improvement (Krishnan, 2012; J. Kumar, 2011). In the 9th year plan, the DMHP was 
implemented in 27 districts, and the allocated 28 crores (INR) was not utilized during the 
plan period. As a result, a working group was established to look into the 
underperformance of DMHP and identify ways forward. During the 10th five-year plan, 
NMHP was re-strategized to incorporate the expansion of DMHP to 100 districts, 
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modernize state mental hospitals, upgrade psychiatry wings in the government medical 
colleges and in general hospitals, conduct information, education and communication 
(IEC) activities, and carry out research and training in mental health for improving service 
delivery. By the end of the 10th five-year plan, the DMHP was extended to 100 districts, 
71 psychiatric wings in medical colleges/general hospitals were upgraded, and 23 hospitals 
were funded to modernize (Directorate General of Health Services Ministry of Health and 
Family Welfare, 2006; Sinha & Kaur, 2011) The DMHP currently covers 123 districts 
(Murthy, 2009). 

DMHP implementation has been difficult, and in response to these implementation 
challenges, several states have initiated their own activities at the district level. In 
Jharkhand, for example, the state government started the DMHP in Jamshedpur district 
from its own funds, and the Ranchi Institute of Neuropsychiatry and Allied Sciences 
(RINPAS) in collaboration with NGOs runs outreach and awareness programmes 
independent from the Central government (Krishnan, 2012). In Gujarat, the state 
government provides mental health care in 16 districts while developing their own 
teaching and training materials, and operates a 24-hour helpline to provide suicide 
prevention services. In Tamil Nadu, rehabilitation services are provided to PWMI’s via 
NGOs, while a full-time state nodal officer oversees DMHP districts. Districts in Tamil Nadu 
have collaborated with poverty alleviation initiatives to combine mental health care and 
livelihood opportunities, as well as formed family federations to ensure the welfare of 
PWMI (Krishnan, 2012). 

Legal framework and policies 

India’s current mental health law (the Mental Health Act) came into force in 1987. Under 
this Act, the magistrate holds substantial power; they can order admission, grant 
discharges or a leave of absence from a psychiatric hospital, sanction plenary 
guardianship, or administer reception orders or orders in the case of ill-treatment or 
cruelty of a person with mental illness (PWMI). Should a Magistrate assess a PWMI to lack 
legal capacity, they can either appoint a guardian or detain the PWMI in a psychiatric 
hospital. More recently, the MoHFW has commissioned for a new law (The Mental Health 
Care Bill, 2013) to replace the MHA. The new Bill has been cleared for parliamentary 
review, and is more progressive in terms of promoting the rights of PWMI and prioritizing 
community care. The Persons with Disabilities (Equal Opportunities, Protection of Rights 
and Full Participation) Act (1995) places responsibility for the provision of services and 
facilities to the disabled at both the central and state government level. The importance of 
the PWD Act for mental health is in its categorization of mental illness as a disability 
(Murthy, 2011). The MoSJE is also drafting a new bill, the Rights of Persons with 
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Disabilities Bill. In international law, India was the 7th country worldwide to ratify the 
UNCRPD, obligating a country to address the socioeconomic, civil and political rights of 
PWD. India needs to enforce the UNCRPD by amending existing laws and developing policy 
to take a more holistic approach so as to address the problems faced by PWMI from a 
rights-based perspective. 

India does not yet have a national-level mental health policy, however the National Health 
Policy (2002) details priorities and actions for mental health. The NMHP has, to some 
extent, served a similar role as a national mental health policy would, however it has been 
said to miss some critical mental health components such as a focus on reducing disability, 
suicide, substance abuse, alcoholism, mental health promotion, rehabilitation facilities, 
and human rights (Sinha & Kaur, 2011). In 2011, the MoHFW appointed a National Task 
Force to develop a national mental health policy, which is currently nearing completion. At 
the state level, two states (Kerala and Gujarat) have mental health policies.  

Human rights 

India has made substantial progress in the past decade in addressing the human rights 
violations that PWMI face, and working towards a more rights-based approach to care. 
The Erwadi incident, (Antony, 2002; Murthy, 2001; Selvaraj & Kuruvilla, 2001; Trivedi, 
2001) where 28 people died in a fire because they were chained in a faith-based site 
providing mental health care in Tamil Nadu, prompted the Supreme Court to inquire into 
the human rights violations occurring in facilities providing mental health care throughout 
the country. Consequently, the NHRC carried out two reviews of psychiatric hospitals in 
India in 1998 and 2008 (Murthy, 2011). The results revealed numerous violations of rights 
occurring in facilities providing mental health care throughout the country, which 
instigated NMHP funds to upgrade mental health facilities, resulting in improvements over 
the last decade, reflected in the recent 2008 NHRC and NIMHANS report. These 
improvements included reduced admissions through courts (70% in 1996 to 20% in 2008; 
less custodial care obligations (such as compulsory uniforms for inpatients – from 28 
institutions in 1996 to 21 in 2008); and decreased cell use (20 hospitals using cells for 
patients in 1999 compared to 8 hospitals in 2008) (National Human Rights Commission 
(NHRC) and NIMHANS, 2008). Several psychiatric hospitals scoring very poorly in the 1998 
report in terms of human rights violations (such as Ahmedabad Mental Hospital in 
Gujarat), have transformed conditions. An example of this transformation is the 
Ahmedabad Mental Hospital in Gujarat, which today is one of the few psychiatric hospitals 
in the country accredited by the National Accreditation Board for Hospitals.   Protection of 
human rights is described in the MHA (Chapter VII) stating that PWMI cannot be subjected 
to any indignity (physical or mental) or cruelty, or be used for research purposes, unless 
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the research is of direct benefit to them (Sinha & Kaur, 2011).  The New Mental Health 
Care Bill goes further to ensure protection of human rights for PWMI.  

Resources for mental health 

As India’s constitution states that health is a state subject, states contribute a substantial 
proportion of government health financing (Berman et al., 2010). National expenditure on 
health is approximately 5% of GDP per capita (including both private and public financing); 
comparable to other nations at a similar level of development. Comparatively, India’s 
public expenditure on health (1% of GDP) falls short of other nation’s public (government) 
health expenditure (Berman et al., 2010; Sinha & Kaur, 2011).  Financial allocation at the 
state-level is primarily reserved for urban areas (70%), and particularly to urban hospitals. 
The remaining 30% is typically spent on rural areas, and in particular on family planning 
services, resulting in significant service gaps (World Health Organization and World 
Organization of Family Doctors, 2008)  

Data from 2009 indicate that of total overall health expenditure in India, private 
expenditure constitutes almost 70%. The majority of private expenditure is attributed to 
out of pocket payments (OOPs), followed by private insurance and NGO’s (World Health 
Organization, 2009b) All 3 sources of private expenditure have increased in the last 5 
years. It has been estimated that Indian households contributed their own resources for 
69% of the aggregated national spending on health, while the share of the central and 
state governments combined was only 22% (the remaining financial resources came from 
the private sector). 83 Thus, high private health expenditure (approximately 82- 90%) 
compensates for low public health expenditure (Berman et al., 2010; Sinha & Kaur, 2011).  
OOP’s remain high at the primary, secondary, and tertiary level, imposing a large financial 
burden on households and contributing to personal debt.  Estimates suggest only 300 
million people are covered by health insurance schemes (Government-sponsored and 
commercial) (Health Division Planning Commission, 2012). 

The ratio of public and private financing in the health sector also varies substantially 
between states. To illustrate, the government share in total health spending was only 
10.8% in Kerala compared to 26.6% in Tamil Nadu (Berman et al., 2010; Ministry of Health 
and Family Welfare Government of India, 2005). Previously, although a decline was 
observed in government spending (1990 to 2005), government health expenditure has 
since increased (Berman et al., 2010). This is due to the Central Government’s ambition to 
set targets to increase government health spending to 2-3% of GDP (and by launching 
programmes like the NHRM). However, the decentralized government structure means 
that in order to realise the goal of 2-3% of GDP, individual states need to increase 
spending on average by 22-38% in order to attain this target (Berman et al., 2010).  



 47

Furthermore, some states have not been able to fully utilize funding provided by the 
central government, delaying service and programme implementation. The inability to 
absorb and utilise funds has been attributed to an incapacity to scale up the program at 
the pace initially planned, slow fund disbursements, lack of human resources, weak 
motivation and weakened capacity to execute plans (Berman et al., 2010).  The NHRM was 
initially designed by the central government to improve public health spending 
effectiveness via block grants, dispatching them directly to districts/local government, 
instituting demand-driven financing for institutional deliveries, and creating public private 
partnerships (Berman et al., 2010).  The idea was that NRHM could spend the additional 
funds from the central government, target primary care in rural areas, and improve health 
outcomes. However, while preliminary data indicates that NRHM may be improving health 
services and coverage rates (reducing gaps between progressive and lagging states), a gap 
remains between the planned and actual NHRM allocations (Berman et al., 2010).   

For mental health, the government spends approximately 2% of its overall health budget 
on mental health (compared to 0.83% in 2001) (World Health Organization, 2005a). Per 
episode requiring inpatient admission, mental illness costs the public sector INR 4238 (for 
all NCD’s, the cost per episode was 5585 INR) and costs the private sector INR 8353 (all 
NCD’s INR 13 213). Outpatient expenses in the public sector cost INR 369 per visit for 
mental illness, and INR 264 for all NCDs. Private sector outpatient expenses per visit for 
mental illness costs INR 288 (all NCDs INR 320) (Mahal et al., 2010). 

As there is no health insurance covering treatment for mental illness, OOPs remain the 
main source of payment for treatment for mental illness. Recent figures show that OOPs 
spent on mental health care amount to INR 6.87 billion (out of a total of 400.31 billion for 
All NCDs). Thus, mental illness accounts for 1.7% of total OOPs for NCDs. OOP’s per visit 
are 11% and 40% higher (private and public sector, respectively) compared to OOPs spent 
for NCD’s overall.  Of total OOPs for mental health, 7.9% were spent on doctor fees (all 
NCDs 8%), 54% on medicines (all NCD’s 44.5%), 3.7% on diagnostics (all NCDs 5.6%), 22.7% 
other medical expenses (all NCDs 34.3%) and 12% on other expenses (all NCD’s 7.6%). 
Borrowing costs were significantly higher (49% vs. 33%) for mental illness as compared to 
all NCDs (see Table 3) (Mahal et al., 2010). Thus, for mental illness, medication costs were 
20% higher than that for all NCDs. Compared to OOPs of INR 6.9 billion for mental illness, 
public subsidies amounted only to 1.47 billion. In contrast, of the total OOPs for NCDs 
(400.3 billion) public subsidies were 111.7 billion. Total public subsidies for mental illness 
were thus 25% lower than public subsidies for all other NCDs (Mahal et al., 2010). 

Indirect costs are also important to take into account - compared to other NCDs, the cost 
of mental illness and caregiving are far higher (see Table 4) (Mahal et al., 2010). Two 
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costing studies have found that indirect costs for health access are high (Chisholm et al., 
2000; Sharma, Das, & Deshpande, 2006) found indirect costs for health access (caregiving, 
travelling time and expenses) three times higher than formal health care costs (Chisholm 
et al., 2000). The majority of the costs were for accessing private health services, though 
this study had a low proportion of the sample using government health services.  

Table 3. Source of Funds for OOP expenses on Inpatient care 

 Mental Illness All NCDs 

Household income or savings (%) 38 45.4 

Borrowings (%) 49.5 33.7 

Contributions from friends and family (%) 9.4 12.5 

Others including sale of assets (%) 3.2 8.4 

 
Although improved, absorption of mental health funds has been problematic in India.  
Despite the increase in mental health funding from 280 million INR in the 9th plan to 4000 
million in the 11th plan, only a small fraction of the allocated funds were used. An 
independent evaluation in 2008 found that 33% of DMHP districts under the 9th 5-year 
plan utilised over 99% of funds, 33% utilised 63-91%, and the remainder utilized only 37-
47% of total funds (National Institute of Mental Health and Neurosciences, 2011b). Low 
utilization rates have been attributed to the failure to integrate mental health into primary 
health care, move psychiatric services from psychiatric tertiary facilities to the community, 
delays, trouble in recruiting and retaining qualified mental health professionals, and the 
lack of human resources to implement the services; all of which have resulted in a return 
of the allocated funds (Jacob, 2011; Jacob et al., 2007; National Institute of Mental Health 
and Neurosciences, 2011b). 

Table 4. Annual Income Loss for Households 

 Mental Illness (in INR billions) (% of total) All NCDs (in INR billions) 

Illness  12.9 (64.5%) 679.8 (62.06) 

Care-Giving 7 (35%) 367.8 (33.5 %) 

Premature death 0.1 to 0.7 (0.5%) 43.6 to 65.5 (3.98%) 

Total 20 to 21 (100%) 1094 to 1113 (100%) 
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In the DMHP districts under the 10th plan, the majority of the districts received the first 
installment of DMHP funding. Of those receiving the grant, 33% used more than 90% of 
the funds, 50% of the districts spent 1- 87% and the remaining districts have only recently 
started to utilize the funds, again due to the aforementioned reasons. A mere 10% of 
districts utilized the total amount of funds allocated for IEC activities (National Institute of 
Mental Health and Neurosciences, 2011b). 

Human resources for mental health 

In 2004, India was estimated to have more than 410, 800 qualified allopathic doctors (1 
per 3500 people). If this count were extended to include practitioners in other Indian 
medical systems, the total headcount would reach 1 million (Sinha & Kaur, 2011). Despite 
these high numbers, doctors are unequally distributed nationwide. An estimated 73.6% of 
doctors are concentrated in urban areas, despite 70% of India’s population living in rural 
areas. There are fewer doctors and more unqualified, unregistered medical practitioners 
in rural areas. Furthermore, a disproportionate number (80-85%) of doctors work in the 
private sector (Sinha & Kaur, 2011). Within the government-funded health system, there is 
an estimated 40-45% absenteeism rate among doctors posted at PHCs, making it difficult 
to receive care for service users and placing a heavier burden on doctors, as case loads are 
heavy, ranging from 100 clients per day at PHCs to over 8000 at the All India Institute of 
Medical Sciences (AIIMS) in Delhi (Planning Commission Government of India, 2008; The 
Banyan Academy for Leadership in Mental Health (BALM), 2012; World Bank, 2009). 

Figures on both the required and actual number of mental health human resources are 
heterogeneous. It has been posited that India has an estimated requirement of 11 500 
psychiatrists, 17 250 clinical psychologists, 23 000 psychiatric social workers and 3000 
psychiatric nurses (Sinha & Kaur, 2011).  The estimated figure was calculated using a norm 
(per 100 000), 1 psychiatrist, 1.5 clinical psychologists, 2 psychiatric social workers, and 1 
psychiatric PSW’s, and 900 psychiatric nurses.  A 2012 speech by the Vice President 
quoted mental health human resources as the following: 20 psychiatrists per 10 million 
people (compared to the global average of 120); 5 psychiatric nurses per 10 million people 
(global average: 200); 3 psychologists per 10 million people to the (global average: 60); 
and 3 social workers per 10 million people to the (global average: 40). Reflecting on these 
figures, the actual number of psychiatrists working in both public and private sectors 
range from 3000-5000 (V Patel, 2009; Sinha & Kaur, 2011). A disproportionate number of 
psychiatrists work in the private sector, as only 1000 work in the public sector. The 
existing training infrastructure for mental health produces 320 psychiatrists, 50 clinical 
psychologists, 25 PSW’s, and 185 psychiatric nurses annually (Salhan, Sinha, & Kaur, 2008; 
Sinha & Kaur, 2011). Taking into consideration that 320 psychiatrists are trained annually 
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in India at present (Sinha & Kaur, 2011), and that the attrition rate for psychiatrists is 
approximately 20% overall (due to migration, discontinuation of practice, death), we can 
estimate that since 2003 (earliest data year cited), 2560 psychiatrists have been trained, 
with 2048 continuing to practice after the attrition rate is applied, resulting in a range of 
current psychiatrists from 4448 to 5048.  

Brain drain is a significant problem among psychiatrists in India. Between 2005 and 2008, 
it was estimated that 1235 Indian psychiatrists were working in the UK, 137 in Australia, 
22 in New Zealand, and 3293 in the US (Jenkins, Kydd, Mullen, Thomson, & et al, 2010). 
Had there been no migration, the rate of available psychiatrists would increase to 0.63 per 
100 000 (6849 psychiatrists)(World Health Organization, 2005a). The National Survey of 
Mental Health Resources stated the average national deficit of psychiatrists to be 77% 
with 17 states/UTs falling well below the average. The only states not incurring a deficit 
were Chandigarh, Delhi, Goa and Pondicherry. Nine of 17 States/UTs had more than a 90% 
deficit, and these 9 states add up to 38% of the Indian population and 41% of the rural 
population of India. (Thirunavukarasu, M. Thirunavukarasu, 2010). These estimates were 
based on 2011 census data and the current deficit has likely worsened given population 
growth and limited output of psychiatrists in the last decade. At the district level, there is 
a psychiatrist in 73 (of 127 DMHP districts), a clinical psychologist in 49, PSW’s in 47, and 
psychiatric nurses in 41 districts (Krishnan, 2012). 

Training 

Psychiatrists will have completed a 5.5 year undergraduate degree, plus 3 years of 
subsequent training required for specialisation. Continuing education is also available via 
professional societies and associations. Doctors posted at PHC’s receive only a 6-day 
training session organized by the DMHP, however the duration and intensity of the 
training has been cited as insufficient to equip doctors with enough confidence to make 
medication decisions within limited consultation time (The Banyan Academy for 
Leadership in Mental Health (BALM), 2012).  

A manpower development programme was introduced with the aim to address the 
shortage of qualified mental health professionals. It aims to increase postgraduate training 
capacity in specified mental health domains, namely psychiatry, clinical psychology, 
psychiatric social work and psychiatric nursing (Sinha & Kaur, 2011). Currently, the 
postgraduate courses that are backed by the scheme are MD/DPM/DNB in psychiatry, 
diploma in psychiatric nursing, or an M.Phil in clinical psychology or psychiatric social 
work. Scheme A focuses on Centres of Excellence in Mental Health (CEMH), aiming to 
establish at least 11 CEMH’s via upgrading and strengthening existing institutes and 
hospitals in mental health to address the human resource gap, in addition to provision of 
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state-of-the-art mental health care facilities during the current 5 year plan period 
(Ministry of Health and Family Welfare Government of India, 2009). Perhaps most 
importantly, support is available for induction and retention of mental health faculty (For 
a more detailed explanation of what is supported, see Sinha et al., 2011). If 11 CEMH’s are 
established, this would result in 44 postgraduate seats in psychiatry, 16 Masters-level 
seats in clinical psychology and PSW each, and 220 seats in postgraduate diploma in 
psychiatry nursing, translating to an additional 6165 qualified professionals in mental 
health nationwide (Sinha & Kaur, 2011). Scheme A was allocated 472.941 crores (300 
million INR per centre) excluding an amount of Rs. 0.504 crore for evaluation (Ministry of 
Health and Family Welfare Government of India, 2009). The total budgetary allocation 
under Scheme A is 3381 million INR. 

Scheme B aims to build human resources through postgraduate training. This means 
general hospitals, state-run mental health institutes and medical colleges are supported to 
establish postgraduate courses or increase intake capacity for postgraduate training in 
mental health facilities (Sinha & Kaur, 2011). The plan outlines the support, set up, and 
strengthening of 30 units of psychiatry, 30 departments of clinical psychology, 30 
departments of PSW and 30 departments of psychiatric nursing. Scheme B is anticipated 
to generate 60 psychiatrists, 240 clinical psychologists, 240 PSWs and 600 psychiatric 
nurses annually. Scheme B’s budget is 700 million INR (See Table 5 and 6) (Ministry of 
Health and Family Welfare Government of India, 2009; Sinha & Kaur, 2011). The spillover 
activities of the 10th year plan (upgrading psychiatric wings of government medical 
colleges/general hospitals, and modernizing government mental hospitals) were allocated 
580 million INR in the 11th plan, and continuation of DMHPs were allocated 6.9 million 
INR (Ministry of Health and Family Welfare Government of India, 2009).  A one-time grant 
has been issued for psychiatry departments of government medical colleges not 
previously funded by NMHP to upgrade the psychiatric wings of their colleges (Sinha & 
Kaur, 2011). If no government medical college exists, a government general hospital or 
district hospital can be funded to establish a psychiatry wing. The grant covers up to 5 
million INR per college (Sinha & Kaur, 2011). Of the 43 psychiatric hospitals nationwide, 29 
have been funded to modernize.   

Training at the district level (DMHP) 

Of the 27 centres in the DMHP Evaluation, 21 completed training programmes for district 
level doctors, ranging from 1 day to 2 weeks, led by nodal officers and faculty from 
psychiatric department faculty. Thirteen of 27 centres conducted training programmes for 
PHC personnel, mainly doctors. A number of centres also trained community health 
workers, nurses, Anganwadi workers (community health workers), non-medical 
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volunteers, and community leaders, with training ranging from 1-5 days (National Institute 
of Mental Health and Neurosciences, 2011a). In 6 centers, schoolteachers were trained. 
Refresher courses or follow-up were not possible in the majority of instances. A lack of 
sensitization training for nodal officers, district psychiatrists and other DMHP team 
members has been one of the substantial barriers to DMHP implementation.  

Table 5. Support for faculty- Critical support for meeting the regulatory requirement support for one module 
(Sinha & Kaur, 2011). 

Department (Regulatory body) Additional faculty and technical staff 
(number supported)  

Outcome (PG 
seats/year)  

Cost during 
plan period 
(INR) 

Psychiatry (medical Council of 
India) – 1 unit 

Professor (1)”, associate professor (1), 
assistant professor (1) 

1MD and 1DPM 
or 2DNB 

5 940 000 

Clinical psychology (rehabilitation 
council of India, University) 

2 Faculty: Assistant/associate 
professor (2), Clinical psychology (4) 

8 M.Phil 5 148 000 

Psychiatric social work 
(University)  

2 faculty: Assistant/associate professor 
(2); PSW (2) 

8-16 M.Phil 3 564 000 

Psychiatric nursing (Nursing 
Council of India) 

Two faculty: assistants/associate 
professor (2), Tutor (1) 220DPN 

20 DPN 2 614 000 

 

Training at the community level 

Given the number of people accessing care at the community level, having human 
resources available at this level of care is imperative. Task-sharing has been a widely 
discussed solution to providing care to meet mental health treatment needs. This means 
that non-specialists, such as community health workers, carry out a set of tasks or 
interventions (Murthy & Kumar, 2008). To evaluate this, an RCT in Goa assessed whether 
lay health counselors (who took part in a structured 2-month training course and with no 
prior background in mental health) could be effective in addressing CMHD’s (Patel et al., 
2010). 

Results showed that service users were more likely to recover from CMHD’s in the 
intervention group (lay health counselor and primary care physicians in government 
facilities) than usual care (no lay health counselor). Patients receiving care experienced a 
30% decrease in the prevalence of CMHD’s and were less likely to commit suicide. 
Although the idea of task shifting is not new to health, it could greatly improve access to 
mental health care in India. It remains unclear however whether specialists (i.e. 
psychiatrists) would be willing to task-shift as it requires a shift in role expectations and 
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power differentials. This should be explored while still in the exploration phase of applying 
task-shifting as a strategy to address the mental health service and resource gap in India.  

Table 6. Cost of establishing/strengthening training departments in mental health (Scheme B) 

 Capital work (academic 
facility/hostel) furnishing & 
equipment  

Cost: Faculty 
and Technical 
staff  

Total costs per 
department 

Number of 
departments 
established/ 
supported 

Psychiatry (1 
Unit) 

40.6 59.4(3) 100 30 (10/year) 

Clinical 
psychology 

31.52 51.48 (2 +4) 83 30 (10/year) 

Psychiatric 
social work 

24.36 36.64 (2+ 2)  60 30 (10 /year) 

Psychiatric 
nursing 

24.86 26.14 (2+1) 51 30 (10/year) 

Note: All costs in INR Lakhs (0.1 million). 

Medication 

There is a substantial gap between medication availability in public (government-run) 
facilities and private facilities. Brand and generic antidepressants, for example, are readily 
available and stocked in many pharmacies, clinics and hospitals in the private sector. The 
public sector, however, offers free medication at the point of care but faces an acute 
shortage of medication availability. The dilemma is people unable to afford OOP’s for 
medication (most would need just over one day of wages to pay for one month of 
medication in the private sector (Gelders, Ewen, Noguchi, & Laing, 2006) seek help at 
public facilities only to be driven to the private sector for medication because it is more 
readily available (the private physician can choose whether to prescribe a generic or brand 
medication, impacting the price). To illustrate, in Chennai amitriptyline was available in 
90% and 93% (brand and generic, respectively) of private sector facilities; conversely, it 
was only available 75% of the time in public facilities (Gelders et al., 2006).  At the district 
level, medication availability can be even scarcer. Medication was readily available in only 
3% of DMHP facilities in Rajasthan, and this figure remained dismal among DMHP facilities 
in other states, with the exception of Haryana with the highest availability in DMHP 
facilities (20%) (Gelders et al., 2006). Another survey found that on average, only 25% of 
DMHP districts have a regular inflow of psychotropic drugs, and the remaining 75% faced 
difficulties in maintaining regular availability. Across all districts, 80% of beneficiaries 
reported that they received at least some medicines from the health centre (IFMR, 2008; 
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National Institute of Mental Health and Neurosciences, 2011b). Another source reported 
only 11 DMHP districts have availability of essential drugs to dispense, highlighting the 
lack of an adequate dispensing system available at the district level (Krishnan, 2012). The 
12th five-year plan envisions that essential drugs be available at every PHC, with the 
DMHP team checking stock during outreach activity visits (Directorate General of Health 
Services Ministry of Health and Family Welfare, 2011).  

Facilities and services 

Specialist facilities/hospitals  

There are 43 state-run psychiatric hospitals in the country (See Table 8 for a breakdown of 
hospitals by state). The distribution of psychiatric hospitals and psychiatric beds are 
unequally distributed throughout the country, with some states having none. Thirty-three 
per cent of psychiatric beds are in Maharashtra, while other psychiatric hospitals have 
over 1000 beds with a large majority long-stay clients (World Health Organization, 2005a). 
Figure 3 maps psychiatric hospitals (state-run) in India. Inpatient facilities are available in 
53 districts, and 70 districts have outpatient departments at the district level. Of these 70 
districts, 26 DMHPs have outpatient services at both the PHC and district level (Krishnan, 
2012).   For acute services, ambulatory services are available in 17 districts.  

General hospitals  

There are 574 general district hospitals in India, of which 53 have mental health inpatient 
facilities (Krishnan, 2012). The majority of medical college hospitals and major hospitals 
have psychiatry units. The Medical Council of India recommends that every medical 
college (at minimum) should have a Department of Psychiatry with 3 faculty members and 
inpatient facilities with at least a 30-bed capacity. However, of existing medical colleges, 
only 33% did not have adequate psychiatric services (Sinha & Kaur, 2011). Currently, 70 
districts have outpatient departments at the district level. Of these, 26 DMHPs conduct 
OPDs at both the PHC and district level. Ambulatory services are available in 17 districts 
(Krishnan, 2012).   Sixty-eight per cent of government hospitals beds are in urban areas as 
compared to 32% in rural areas.  

Formal community mental health services 

Though the NRHM recommends 7000 Taluk Hospitals (community-level hospitals in India, 
also known as community health centres (CHCs), of which there are approximately 4535. 
There are 4000 rural dispensaries, and 871 health posts existing at village and block levels 
(governance unit below district) (World Health Organization and World Organization of 
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Family Doctors, 2008). Basic community mental health services are provided by a team of 
mental health professionals at the district level consisting of a psychiatrist, clinical 
psychologist, psychiatric social worker, and a psychiatric nurse (Krishnan, 2012).    

Table 8. State-run psychiatric hospitals in India. 

State Number of Psychiatric 
Hospitals 

State Number of Psychiatric 
Hospitals 

Andhra Pradesh 2 Maharashtra 4 

Assam 1 Nagaland 1 

Bihar 1 Orissa 1 

Delhi 1 Punjab 1 

Goa 1 Rajasthan 2 

Gujarat 4 Tamil Nadu 1 

Jammu and Kashmir 2 Uttar Pradesh 3 

Jharkhand 2 West Bengal 6 

Karnataka 2 Himachal Pradesh 1 

Kerala 3 Meghalaya 1 

Madhya Pradesh 2 Tripura 1 

 

Mental health services through primary health care 

The infrastructure for rural health care consists of a 3-tier system: sub-centres, PHC’s, and 
CHC’s. The sub-centre is the peripheral health unit and often the first contact point. Each 
sub-centre has one female health worker/ANM and one male health worker. Two health 
assistants (1 male, 1 female) supervise a cluster of 6 sub-centres. The Government 
provides financial assistance in the form of salaries and rent to all sub-centres nationwide 
(World Health Organization Country Office (India), 2008). PHCs are the first contact 
between village, community, and medical officers. Medical officers manage PHC’s, along 
with a support team of 14 paramedical staff. PHC’s act as a referral unit for 6 sub-centres, 
and holds 4-6 beds for patients. CHC’s are managed by 4 medical specialists (e.g. a 
physician) and supported by 21 paramedical staff. CHC’s have 30 beds with additional 
facilities (x-ray, labour room, laboratory) and act as referral centres for 4 PHCs, providing 
specialist consultation.  

There are 22, 370 primary health care centres (PHCs) at present, however the optimal 
number proposed by the NRHM is 27,000. There are 147 069 sub-centres, however the 
recommended number is 175 000.  Staff in PHC’s consists of PHC doctors, village health 
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nurses, auxiliary nurse midwives (ANMs), accredited social health activist workers 
(ASHA’s), pharmacists and administrative staff. These numbers vary substantially by PHC, 
as there are only 3 staff nurses available (the ideal requirement) in only 7 629 of the 24 
000 PHCs; the majority of PHC’s have 2 nurses. Similarly, there are 3 ANMS available in 
6127 sub-centres, 2 in 59,068 in sub-centres, and the rest only have 1 ANM. Overall, there 
is an 8% shortage of doctor334s in PHCs, 65% of specialists at CHC’s 55% of male health 
workers, and 12.6% of female health workers (Ministry of Health and Family Welfare 
Government of India, 2007). 

Table 11. Primary health structures in India and population norms 

Centre Population Norms Recommended Numbers 

 Plain Area Hilly/Tribal/Difficult Area  

Sub-centre 5000 3000 175 000 

Primary Health Centre 30 000 20 000 27 000 

Community Health Centre 120 000 80 000  

 

Integrating mental health into primary care across the country has been criticized. One 
reason for this is because the access rates at both the primary and community level are 
low (11.5% and 12.7%, respectively). A larger proportion of the treatment-seeking 
population access services at the district (DMHP) level (61%) first. Despite accessing 
services at the district level, many clients drop out of the health care system even whilst 
accessing DMHP services, as often they still do not receive the mental health treatment 
they need (DMHP, 2012), thus more focus needs to be devoted to understanding care 
pathways. Other mental health services at the district level include mental health help 
lines, and services in schools and colleges, though these are scarce (Krishnan, 2012). 

Private sector service provision 

Many rely on private providers for health care. Currently, the private sector services 78% 
of outpatients and 60% of inpatients in the country (Health Division Planning Commission, 
2012). This translates to 80% of doctors, 26% of nurses, 49% of beds and 78% of 
ambulatory services. This is problematic for those who cannot afford private services, as it 
leads to high OOPs (for more detail, see Resources for Mental Health section). Many small 
family practices or independent providers penetrate remote areas of the country, making 
them far more accessible (DMHP, 2012). The idea of the government public health system 
partnering with the private system has been discussed; existing Government Sponsored 
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Health Insurance Schemes are enrolling private providers for inpatient care, and 
contacting-in mechanisms are being proposed. 

Traditional and faith-based interventions 

Traditional and faith-based services play a substantial role in mental health care and are 
often a first point of contact prior to entering the formal health care system (especial ly in 
areas with limited access to government health services). Interventions falling under this 
category range from yoga and meditation, to homeopathy and Ayurveda, to completing 
rituals in a religious site (e.g. a dargah) (Murthy & Kumar, 2010; Naga Venkatesha Murthy, 
Gangadhar, Janakiramaiah, & Subbakrishna, 1998).  As a substantial proportion of the 
Indian population live in rural settings with inadequate service provision, and due to the 
local beliefs in supernatural causation of illness, faith healers and religious sites (e.g. 
dargahs) are sought for mental health treatment (Jain & Jadhav, 2008; Khandelwal et al., 
2004). Healers are perceived as advantageous as they are based in the community, speak 
the local language, share a similar socio-cultural background and can offer explanations 
for mental illness which are easily understood by locals (Khandelwal et al., 2004). Some 
faith healers throughout the country (e.g. Gujarat, Andhra Pradesh, Tamil Nadu) have 
received mental health training to assist in identifying and referring clients to mental 
health services, while continuing their own practice with clients. One such partnership was 
established in Gujarat, with faith healers at the Mira Datr dargah, well known for treating 
behavioural complaints related to ghosts and supernatural behavior. The project is a 
public-private partnership between the government, the dargah and its accompanying 
trust, and an NGO, Altruist. This collaborative initiative was set up to prevent a tragedy 
similar to Erwadi from re-occurring, by working together with faith healers to prevent 
human rights violations occurring in religious sites.  

Non-government organizations (NGOs) and mental health advocacy 

NGO’s play a crucial role in mental health advocacy, prevention activities, service 
provision, policy and legal lobbying. There are approximately 73 NGO’s working in mental 
health in the country. The table below shows States with NGO’s dedicated to mental 
health (the following states have no mental health NGO’s: Chhattisgarh; Haryana; 
Himachal Pradesh; Jammu and Kashmir; Meghalaya; Mirzam; Nagaland; Pondicherry; 
Tripura; Uttarkhand). 

At the district level, a number of DMHP districts (48) collaborate with NGO’s working in 
mental health and 22 DMHP districts collaborate with Panchayati Raj institutions 
(Krishnan, 2012).  Some NGO’s operating in other areas of health and livelihood 
development that have incorporated mental health into their services/activities, or 
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partnered with mental health organizations. Ashwini, an organization working for health 
welfare people living in tribes of the Gudalur Valley in the Nilgiri District of Tamil Nadu 
initiated a community mental health programme, integrating mental health into general 
health services. Over 120 volunteers drawn from 300 hamlets (Ashwini’s outreach area) 
were trained to identify, refer and follow-up medication regimes to assess adherence and 
counsel family members. 

Table 12. Number of dedicated mental health NGOs in India 

State Number of mental health NGO’s State Number of mental health NGO’s 

Assam 1 Maharashtra 11 

Bihar 1 Manipur 1 

Delhi 8 Orissa 1 

Goa 3 Punjab 2 

Gujarat  7 Rajasthan 1 

Jharkand 1 Tamil Nadu 9 

Karnataka  10 Uttar Pradesh 1 

Kerala 2 West Bengal  8 

 

Over 5 years, out of the 214 persons identified and treated, the treatment compliance 
rate was 58%, and 75% were fully productive in daily activities, 20% partially productive, 
and 20% continued to be symptomatic. (Ashwini (Association for Health Welfare in the 
Nilgiris), 2009; Menon, 2011; The Banyan Academy for Leadership in Mental Health 
(BALM), 2012). The program is entirely staffed by people within the tribes, and volunteers 
were adept at detecting mental illness (as they knew the clients closely on a personal 
level). Second, the Blind People’s Association in Gujarat piloted a project in 4 blocks 
throughout Gujarat, to integrate mental health into their community based rehabilitation 
model. The project led to free provision of psychotropic medication to 782 people, and 
counseling for 649 people (Joshi et al., 2006).  

Mental health advocacy is strong throughout the country. While some NGO’s focus on 
legal advocacy (for e.g. AMEND, the first autonomous self-help group in the country 
lobbied for inclusion of PWMI in the PWD Act), others advocate for family and carer 
support in treatment and rehabilitation, or on promoting the rights of PWMI. Following 
the Supreme Court of India’s work in mental health and the NHRC’s document on human 
rights and mental health revealing the conditions within institutional care that PWMI are 
subjected to, a number of organizations have started focusing on human rights and/or 
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shifting to a more community-based form of care. NGO’s such as Ashadeep (in the state of 
Assam), AMEND (in Karnataka), Aasha (Tamil Nadu), Schizophrenia Awareness Association 
(Maharashtra), NAMI India (Maharashtra), Turning Point (West Bengal) have user or carer-
led groups, demonstrating the emergence of family support groups as community 
providers in an effort to account for the shortage of care facilities. As the care of a PWMI 
is viewed primarily as the responsibility of the family, families are often considered 
partners in mental health care, particularly when considering the shortage of human 
resources in mental health and rehabilitative care (Murthy, 2010, 2011). Often the family 
assists with treatment decisions, and a large majority of PWMI are accompanied by a 
family member during treatment. Some NGO’s also have protected communities for 
PWMI who are unable to reintegrate with their families, while others (e.g. ACMI) 
recognize family as enablers rather than as barriers for service users. A contrasting view to 
family involvement in care is that having the family attached to care contradicts the 
UNCPRD in terms of human rights and social justice principles. Here, the argument is that 
family should not be identified with service users and should be separated in order to 
validate user rights (National Human Rights Commission (NHRC) and NIMHANS, 2008). 

A number of NGO’s focus on social care and rehabilitation (e.g. assisting in securing social 
benefits/entitlements, disability allowance, pension, and income tax rebates for both 
service users and carers. Though 64% of hospitals report that they have basic 
rehabilitation services and activities for PWMI, only 4 hospitals have structured 
occupational therapy facilities in the form of day care centres (NIMHANS, Bangalore; 
Karnataka Institute of Mental Health, Dharwad; IMH, Chennai; Mental Health Centre, 
Tiruvananthapuram) (Krishnan, 2012). The MoSJE’s rehabilitation scheme (the 
government body focusing on rehabilitation) scheme promotes halfway homes, 
psychosocial rehabilitation, national scholarships for students with disabilities from IX 
standard onwards, and a trust fund for empowering PWD (Krishnan, 2012). Some state-
level initiatives led by government and/or NGO’s have been successful in promoting 
mental health rehabilitation models. One example is in Gujarat, where the government 
issued regulations on which goods/products made by rehabilitation centres in psychiatric 
hospitals can be purchased without issuing tenders (Krishnan, 2012).   Some state 
governments (e.g. Gujarat) also provide tax benefits and free transportation passes in an 
effort to reduce costs for service users and carers (Krishnan, 2012). Another example is 
Panchayat representatives in Kerala, encouraged to include PWMI undergoing treatment 
to engage in rehabilitation projects such as the Mahatma Gandhi National Rural 
Employment Scheme. This has been influential as many Panchayat representatives are 
unaware that PWMI have access to disability certificates or social benefits (World Health 
Organization, 2005b). 


