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CHAPTER 9: HOW CAN ALLOPATHIC MENTAL HEALTH AND 

FAITH-BASED PRACTITIONERS WORK TOGETHER: A CASE 

STUDY OF A COLLABORATIVE MENTAL HEALTH PROGRAMME 

IN GUJARAT, INDIA 
 

Abstract 

Despite the knowledge that people with mental illness often seek care from multiple 
healing systems, there is limited collaboration between systems. Collaboration is needed, 
as it could be a mechanism to narrow the treatment gap by utilising existing community 
resources and reducing fragmentation by encouraging more integrated care. Using an 
example of a collaborative programme in India, this paper explores three aspects related 
to this programme: how it was brought about, the user population accessing care, and 
perceived outcomes. We conducted 16 interviews with key stakeholders and present 
demographic and clinical characteristics of this programme’s user population. Results from 
this case study contribute to the idea that despite differing practices, collaboration 
between psychiatrists and faith healers can be achieved to benefit clients with otherwise 
limited access to mental health care. In line with previous research, we found 
collaboration is not a modest task and requires processes centred on trust, rapport 
building and open dialogue. The collaboration reaches out to a sizeable population, and 
key stakeholders review the programme favourably, particularly on health improvement 
and livelihood restoration, and perhaps most importantly, views the client holistically, 
allowing for both belief systems to play a shared role in care and recovery. This 
collaboration is one potential way forward to providing care to a country scarce in both 
financial and human resources for mental health. Future research could explore barriers 
to systems collaboration, use validated outcome measures to assess impact and 
outcomes, and scaling up strategies to replicate this programme in similar contexts.  

Introduction 

There are approximately 70 million people in India suffering from mental illness, and 
based on treatment data (Directorate General of Health Services Ministry of Health and 
Family Welfare, 2011; Ganguli, 2000; Ministry of Health and Family Welfare Government 
of India, 2005; Reddy & Chandrashekar, 1998; Sinha & Kaur, 2011; Thirunavukarasu, 
2011), the treatment gap is estimated to be 47% for severe mental disorders and 82% for 
common mental disorders. India has a pluralistic health system that attempts to deal with 
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this burden of mental illness. The components of this pluralistic system consist of the 
allopathic (biomedical), Indian systems of medicine (Ayurveda, Unani, Siddha, and 
Homeopathy) and faith-based systems. These systems work in parallel and there is limited 
collaboration between them. In particular, collaboration between faith-based 
practitioners (FBPs) and allopathic mental health practitioners (AMHPs) like psychiatrists is 
needed because it represents a potential mechanism to narrow the treatment gap 
(Campbell-Hall et al., 2010; Patel, 2011).  

Collaboration with the faith-based system might provide solutions for 3 challenges 
currently encountered by the allopathic mental health system in India by utilising existing 
local resources for the provision of mental health care (Abbo et al., 2008; Gureje, Oye, 
Lasebikan, 2006; Horton, 2007; Kayombo et al., 2007; Saraceno et al., 2007; World Health 
Organization, 2002), and may contribute to reducing health system fragmentation. The 
first of these challenges is that the allopathic system is confronted with a human 
resources crisis in mental health, with only 4000 psychiatrists for a population of 1.2 
billion people (Mohandas, 2009). Furthermore, 80% of these specialists are based in urban 
areas, leaving 90% of rural areas without access to allopathic mental health care 
(Khandelwal et al., 2004; Weiss, Isaac, Parkar, Chowdhury, & Raguram, 2001). Working 
with FBPs could therefore be one type of local resource harnessed to facilitate mental 
health care (Ae-Ngibise et al., 2010). FBPs are widely consulted for both general and 
mental health problems in India (Campion & Bhugra, 1997; Kar, 2008). This finding has 
been reproduced in both early and recent studies, with actual numbers seeking help from 
traditional healers ranging from 31% to 69%, depending on location (Campion & Bhugra, 
1997; Chadda, Agarwal, Singh, & Raheja, 2001; Kar, 2008; Kulhara, Avasthi, Sharma, 
Kulhara, & Avasthi, 2000; Lahariya, Singhal, Gupta, & Mishra, 2010; Wagner, Duveen, 
Themel, & Verma, 1999). Second, some Indian explanatory models of mental illness 
attribute the cause of mental illness to supernatural occurrences or to previous 
wrongdoings (Kar, 2008; Kulhara et al., 2000), which relate more closely to rituals and 
practices performed by FBPs. Thus, FBPs may be perceived as a more culturally accessible 
local resource to consult for care. Third, mental illness is highly stigmatized in India, and 
seeking treatment in a psychiatric hospital is thought to exacerbate the stigma faced by 
clients and their families (for e.g. (Wig, 1997). Therefore, they often choose to conceal 
their mental health problems, or to address them to FBPs, who are often rooted in the 
local culture and therefore perceived as less stigmatizing and more acceptable (Selvaraj & 
Kuruvilla, 2001).  

Although collaboration between the allopathic and faith-based system could contribute to 
reducing fragmentation arising from parallel, but disconnected, health systems, scepticism 
regarding the value of the faith-based system persists. In particular, the human rights 
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abuses of persons with mental illness in faith-based healing services are one of the main 
obstacles to collaboration between allopathic mental health and faith-based services (Ae-
Ngibise et al., 2010). In India, allopathic practitioners’ mistrust of faith-based mental 
health care was reinforced by the Erwadi tragedy in 2001 that claimed the lives of 26 
persons with mental illness. The victims were on the premises of a Muslim dargah (the 
shrine of a saint) for treatment and were not able to escape the fire because they were 
shackled in the dargah’s hostel. The tragedy instigated a nationwide outcry about human 
rights violations of the mentally ill at religious sites, resulting in widespread apprehension 
towards care provision by these sites (Antony, 2002; Murthy, 2001; Selvaraj & Kuruvilla, 
2001; Trivedi, 2001). On the other hand, human rights violations have also been reported 
in allopathic mental health facilities in India, indicating that human rights abuses are not 
necessarily restricted to the faith-based system (Murthy, 2001). Nevertheless, it is possible 
that when collaboration between the two systems takes a rights-based approach to care, 
faith-based care may become an ally of psychiatry. 

Cooperation between faith-based and allopathic practitioners: the Dava Dua 
Programme (DDP) 

In the aftermath of Erwadi, and in the context of scarce resources for allopathic mental 
health services, a number of people accessing faith-based services for mental illness were 
left with no other options for care. This prompted the development of innovative 
programmes to support rather than condemn FBPs and the search for new forms of 
cooperation that could help prevent the occurrence of such tragedies. One such initiative 
is the DDP, a collaborative initiative in community care (initiated by AMHPs) aiming to 
facilitate treatment and protection of the rights of those with a mental illness. Medical 
and faith-based approaches to mental illness co-exist within the programme, 
simultaneously providing culturally acceptable services and facilitating the protection of 
the rights of persons with mental illness. The name reflects this co-existence of different 
systems and is derived from Dava and Dua, Urdu words commonly used in Hindi for 
medicine and prayers. It started as a working partnership between FBPs from the Mira 
Datar dargah and AMHPs in Unava, a village 100 kilometres from the state capital, 
Ahmedabad. The Mira Datar dargah is one of the most popular shrines for people with 
mental health complaints and is renowned for treating ailments related to the 
supernatural involving mental illness and behavioural problems.   

After 3 years of sensitization and interaction, a formal programme was launched in March 
2008.  From then onwards, a more vigorous, multi-targeted and multi-angular approach to 
rural community mental health provision was taken. In addition to FBPs, other community 
leaders were involved, and workshops, group discussions, and information, education and 
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communication (IEC) activities were held in the community. In this same year, FBPs 
declared their support for a mental health initiative and permitted AMHPs to start a 
psychiatric outpatient clinic in the dargah. As part of the collaboration, FBPs identify 
clients with mental health symptoms and encourage them to seek the advice of the MHP 
at the clinic who are able to provide both medication and counselling. MHPs also refer 
clients back to FBPs to discuss spiritual needs. Public health linkages were also 
strengthened as the government facilitated free medication for the programme, and 
clients with more severe symptoms are referred to the government-run tertiary 
psychiatric hospital in Ahmedabad. 

To our knowledge, the DDP is a unique programme, as other examples of sustained 
cooperation between FBP and AMHPs are uncommon. Therefore, documenting this 
programme provides a unique opportunity to understand how fragmentation can be 
reduced between systems through collaboration. The current article thus aims to 
contribute to the understanding of how care might be integrated by examining the DDP, a 
working partnership between FBPs and AMHPs. Lessons from this programme can be 
applied to facilitate integration between allopathic and faith-based mental health care. In 
this article, we focus on three broad research questions: First, how was collaboration 
established? Second, who are the user population accessing services from this 
programme? Third, what are the perspectives of the programme from different 
stakeholders? By addressing these questions, we hope to contribute to the dialogue and 
research in the area of systems collaboration, particularly in mental health.  

Research exploring success factors and barriers to cooperation between FBPs and AMHPs 
in India is limited. Previous literature from Africa discuss several options for how allopathic 
and faith-based systems can interact (Campbell-Hall et al., 2010). Freeman and Motsei 
(1992), for example, describe 3 types of interactions: incorporation, 
collaboration/cooperation, and total integration. Incorporation involves FBPs to be 
incorporated into the health care system within a primary care approach as first-line 
health practitioner (Freeman & Motsei, 1992). Cooperation/collaboration entails both the 
traditional and Western health systems remaining autonomous and retaining own 
practices and methodology, however practitioners from the 2 systems co-operate through 
recognition of the importance of health value of the other and engage in mutual referral 
processes. Total integration concerns evolution of a new and blended system, wherein a 
combination of both systems results in one packaged treatment. Using this framework for 
interaction, we can evaluate the DDP’s configuration and strengths. More recently, debate 
in this area has shifted from understanding the type of interactions to how the allopathic 
mental health and faith-based sector can collaborate to bridge the gap in care and 
treatment and acknowledge that these two systems work in parallel (Hansdak & Paulraj, 
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2013). In an attempt to showcase a case study evidencing a collaboration that has bridged 
the gap between the allopathic system and the faith-based system for mental health, we 
hope to ascertain and better understand the critical considerations and implications of 
initiating a platform for collaborative holistic care provision. Furthermore, we hope that 
lessons derived from this programme can be relevant for collaboration in countries with a 
similar context.  

Methodology 

Rationale  

The aim of the qualitative data was to shed light on how collaboration could be realised, 
trajectories of clients and carers accessing the DDP, and experience with the programme 
from different stakeholders, whereas the quantitative data provides information on who 
accesses the DDP and their corresponding demographic and clinical characteristics. The 
results are presented in order of research questions rather than by type of data. 

Quantitative Methods 

The quantitative component of this paper involved an analysis of the characteristics of 
clients recorded in the database of the DDP. All clients who accessed and received care 
from the DDP between April 2008 and March 2013 (n=3172) were included in the analysis. 
Clients were diagnosed according to ICD-10 diagnostic criteria by psychiatrists working at 
the DDP.  Both new and follow-up clients were included. Clinical characteristics and 
variables of the 3172 clients were analysed using SPSS version 20 (IBM Corporation, 2011) 
by summarizing descriptive statistics for demographic variables (sex, age, educational 
status, marital status, religious preferences) and clinical variables (diagnosis, age of onset, 
referral pathways, mode of treatment) from the client database.  

Qualitative Methods 

In line with the research questions listed above, the primary aim of conducting qualitative 
interviews was to explore the mechanisms of how the collaboration between the two 
systems started and evolved. Therefore, semi-structured interviews were conducted with 
key stakeholders instrumental in the setup and maintenance of the DDP. This included 
AMHPs (n=3) and FBPs (in this context, known as mujavars) (n=3). Additionally, the 
interviews aimed to substantiate the quantitative data providing client-level information. 
Therefore, accounts of the outcomes and benefits of the DDP for clients (n=3) and their 
carers (n=7) were also collected. The interviewed clients and carers were selected from 
the database analysed in the quantitative section of this study. An overview of 
interviewees is presented in Table 1. 
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The topics of the interviews differed by stakeholder group. For client and carers, 
interviews focused on initial mental health problems, pathways to care, motivation for 
continuing to receive care from the DDP, and perception of care and services before DDP 
and at DDP. Interviews with key stakeholders (MHP and FBP) centred on the perceived 
impact DDP has had in the community, and essential components to making the DDP 
successful. Both AMHPs and FBPs were asked about their experience in referring persons 
with mental illness, and any apprehensions to collaborate. 

The 16 semi-structured interviews were conducted as follows: 14 in Unava, Gujarat, 1 at 
the Ahmedabad Mental Hospital in Ahmedabad, Gujarat, and 1 in Pune, Maharashtra, 
India. Interviews were conducted face-to-face in the local language (Gujarati), in Hindi, or 
in English, by a field researcher working for the DDP and a researcher external to the DDP. 
All interviews were translated into English and back translated in either Gujarati or Hindi 
to ensure words used throughout the interview maintained their original meaning. Field 
notes were also included and added to the interviews. All interviews were recorded 
(either video or audio or both) and transcribed verbatim.  A sub-sample of the interview 
transcripts was sent for member check.  

We used a thematic analysis approach for the qualitative data (Miles & Huberman, 1994) . 
The coding process consisted of several stages. Stage one involved two researchers 
familiarizing themselves with the interview data. In stage two, two researchers 
independently coded the data inductively and generated a list of emergent codes. The 
codes were generated from the two independent analyses of the data, which were further 
collated and refined into potential themes relevant to the three research questions. 
Disagreements about coding selections were resolved through discussion or where 
necessary, through involvement of a third researcher. Transcripts were re-coded 
independently according to the developed coding scheme in the codebook. Themes were 
then defined and named. Themes were clustered according to the three research 
questions: how collaboration was established, the user population accessing care at DDP, 
and experiences with the DDP from stakeholders. Interviews were transcribed and 
analyzed in MAXQDA version 11 (VERBI Software – Consult – Sozialforschung GmbH, 
2001).  

Ethical considerations 

Local ethical approval was obtained from the Ahmedabad Hospital for Mental Health. 
Consent to participate in the interviews was obtained and recorded from every 
participant. In 3 of the 7 interviews with carers, the clients (separate from the client 
interviews) were present but had limited participation in the interview. To ensure 
confidentiality during the data analysis, names were replaced with unique ID codes. Codes 
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assigned to interviews are: service user (U), carer (C), faith healer (FH), or mental health 
practitioners (MHP). Furthermore, identifying factors associated with the interviewees 
were omitted from the data analysis and from this paper.  

Table 1. Characteristics of Interviewees (n=16) 

Participant 
ID 

Sex of interviewee Additional characteristics (role, client diagnosis) 

Clients 

2#U Male User diagnosed with obsessive compulsive disorder 

4#U Male User diagnosed with depression  

12#U Male Diagnosis unknown 

Carers 

1#C  Male Family member, client diagnosed with bipolar disorder 

3#C Male Family member, client diagnosed with epilepsy 

5#C Male Family member, client diagnosed with schizophrenia  

7#C Male Family member, client diagnosed with schizophrenia 

8#C Female Family member, client(s) diagnosed with schizophrenia, somatoform 
disorder, epilepsy 

9#C Female Family member, client diagnosed with schizophrenia  

14#C Male and female (two 
carers) 

Parents, client diagnosed with schizophrenia 

Faith Healers 

6#FH Male Trustee of dargah 

10#FH Male Younger generation faith healer 

11#FH Male Former trustee of dargah 

Mental Health Professionals 

13#MHP Male Psychiatrist 

15#MHP Male Psychiatrist 

16#MHP Male(s) Psychiatrist and Trustee/Manager 

 

Results 

The first section reveals the process of establishing the collaboration through a series of 
several stages. The second section will describe the user population accessing the DDP 
through reporting demographic and clinical characteristics as well as help-seeking 
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trajectories prior to DDP. The third section will describe perceived outcomes of the 
collaboration, in terms of how stakeholders perceive the DDP. 

How was collaboration brought about? 

The AMHPs established collaboration through a number of stages, depicted in the six 
themes below. These stages began with apprehension from FBPs to collaborate due to 
perceived intrusion and desire to protect their own domain. After apprehension was 
resolved through several strategies, stages progressed to developing trust and rapport, 
participating in training and sensitisation activities, encouraging mutual learning and 
openness, and redefining the roles of both FBPs and AMHPs within the collaboration.  

Barriers to initial collaboration: Apprehension from faith-based practitioners 

One key challenge to collaboration expressed by the AMHPs was the apprehension from 
FBPs. This apprehension appeared to arise from the perception that AMHPs were 
intruding on the FBPs territory and posed a threat to their livelihood: 

 “My first visit in 2004, when I approached all the FBPs.. they initially opposed, 
[saying].. ‘this is a religious place, no government agencies are allowed.. this is a 
family trust.. religion and faith are not to be mixed up with the government.. so 
they opposed many times. More than 40 to 50 FBPs refused me to enter into the 
dargah. Then I called police officers and district collectors to help me..and then I 
talked with key FBPs and one or two trustees... I want to see the place, what's 
happened, what activities you are doing, and report to the government. Explicitly 
I’m keenly interested in the conditions of persons attending this dargah, especially 
the people who are suffering from behavioural, psychological problems or so 
called mentally ill persons. so they reported.. ‘here anybody can come, suffering 
from any problem’. Initially they said that ‘they all are having effect of evil or 
ghost … some bad things…There’s not anyone suffering from mental illness’ - so 
no role of yours..” (ID 15, AMHP) 

 “Initially, it took me awhile to establish rapport with the FBPs because they had 
an apprehension that I would harp on their livelihoods. But gradually, when they 
saw me working, they realised….it was not intersecting with their work or their 
livelihoods. So they started believing in the system” (ID#13, AMHP) 

There was also initial apprehension from the AMHPs, due to the perceived differences in 
professional and societal status between AMHPs and FBPs, making a partnership difficult: 

“Initially, practitioners said this is not possible because doctors and faith 
practitioners status are different.” (ID 15, AMHPs) 
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Resolving the apprehension was achieved through a gradual process of discussions with 
key FBPs who supervised other FBPs, processes of mutual adjustment to both mental 
health and faith-based practices, discussing identification strategies for mental illness, and 
clarifying roles and expectations. These strategies are exemplified below. 

Trust and building rapport 

One of the most important elements in the start-up of the DDP was gradually and carefully 
developing and evolving strategies focused on building rapport and trust. The allopathic 
mental health practitioners took the initiative with this. The AMHPs initiating the DDP had 
a dual role, working for either academia or hospitals, as well as for the government; they 
therefore can be considered as intermediaries in the process of establishing collaboration, 
consolidating commitment from all these stakeholders and fusing together knowledge 
from each domain. Three main rapport-building strategies were discussed in the 
interviews. One strategy was to ensure a continuous and open dialogue to promote 
mutual understanding each other’s work, and discuss doubts or queries regarding mental 
health problems in clients. One interviewee spoke about his “off duty” visits to the dargah 
to continue the dialogue with FBPs when there was still substantial apprehension towards 
collaboration. Another strategy was to ensure that FBPs felt important and respected for 
their expertise and work: 

 “We wanted to make the mujavars feel important… and say ‘look, it will be you 
whom we will train, you will identify a person suffering from psychological 
disorder, you bring them to us, you continue to complete your rituals with the 
clients, we don’t want to get into your rituals, but if you feel medications could be 
working, then bring them to us’. Then the FBPs started bringing people to us.. we 
diagnosed them and provided free medications, and we sent those people back to 
the FBPs.” (ID 16, AMHP) 

A third rapport building strategy was to emphasise that MHPs and FBPs are not in 
competition, and instead encourage mutual support and respect of practices and 
knowledge. Practicing respect for faith-based services meant refraining from belittling 
practices or comparing it to the allopathic system. As a practical example, this included 
both AMHPs and FBPs sitting together on the floor for client consultations (rather than on 
chairs) to symbolise equality:  

“..These FBPs perceive that they are therapists, they also say that .. religious-faith 
based services are giving some relief, so we also respect their belief and their 
thoughts. and also in this project we ensure that the therapist respect and dignity 
is maintained.. and that the doctors are performing same work [as FBPs]. so FBPs 
sitting on floor..doctors also sitting on the floor.. giving equality, rather than 
discrimination..” (ID 15, AMHP) 
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Trust was built by developing a shared, unified goal to consistently refer back to 
throughout the beginning stages of the partnership, based on common values:  

“Both doctors and priests work together for the same shared goal, for the benefit 
of the client. If this is the case, there is no competition or challenges” (ID 16, 
AMHP) 

Once trust was established between the AMHPs and FBPs, some FBPs and their family 
members came forward with their own mental health problems, illustrating the amount of 
trust that FBPs invested in the programme and their AMHP colleagues:  

“So they started believing in the system and this service... and slowly and 
gradually they also had some family members who were suffering with mental 
illness. So they came forward, with their family members with their relatives...” 
(ID 13, AMHP) 

Training/sensitisation activities 

For FBPs, DDP involved extensive sensitization and training provided by AMHPs to identify 
and detect symptoms of mental illness, referral strategies, and clarify roles in the referral 
process. Training modules included orientation training, mental health skills, and roles and 
expectations in the partnership. Following these modules were refresher training and 
awareness-raising sessions with both FBPs and the surrounding community. A common 
thread throughout all sensitization and training activities was the notion that referral for 
FBPs was optional, rather than a compulsory activity, thus reinforcing the idea of 
respecting each other’s practices.  

“We train FBPs how to identify, who to refer, when to refer, and made clear that 
it is not a compulsion for them to refer. It is their own free will to refer a person...” 
(ID 16, AMHP) 

The sustained, routine sensitization activities helped with mental health literacy for both 
the FBPs and the wider community: 

“We did rapport building exercises with them… focus group discussions with FBPs, 
all ages, in groups of 5 to 7 people and explain to them … what is mental health, 
what is the project, how is it important for you, how will your interests be 
safeguarded… Doctors also sat in on the discussions to understand. This process 
took 6-8 months.” (ID 16, AMHP) 

Driven by the MHPs, the aim was to train and empower FBPs to act as community 
mobilizers for mental health, and act as liaisons between the clients and AMHPs: 
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“We train FBPs, as they directly reach the community, because they are the key 
person and have much more hold on the community because the community has 
faith and more respect for them, so they are like mediators of spreading the 
scientific message. FBPs are like liaison person between patient and therapist.” 
(ID 15, MHP) 

Learning and openness 

In turn, FBPs were positive about the training opportunities received on mental illness 
identification and referral: 

“The training that you've given us in mental health was very effective and we 
would welcome more and more trainings like this, and all the younger 
generations will come and sit and learn the signs and symptoms of mental illness, 
because it is required to understand physical and emotional things... not only 
spiritual. I need to understand the physical also and if I have to refer, it helps me 
in identifying clients.” (ID 10, FH) 

One clear outcome of the sensitisation activities and training was the learning process 
leading to the reconceptualization and distinction between physical and spiritual 
problems. This was an eye opener for both MHPs and FBPs, and a crucial realisation that 
facilitated agreement on the referral process. For example, one FBP commented on how 
he distinguishes mental illness from possession: 

“The differentiation in this is that when the evil person is possessed, overall his 
problems start reducing when he starts to do our holy rituals… in the case of 
mental illness, how ever many holy rituals we try to do, there is no improvement. 
So we realise that this person is suffering from mental illness” (ID 10, FH) 

Re-defining the roles of allopathic mental health practitioners within the collaboration 

After trust was established between AMHPs and FBPs, additional elements were required 
to be put in place to ensure both systems benefit from collaboration. One example of an 
important component was cross-referral. In practice, this meant AMHPs stepped away 
from their usual routines/practices by conducting a needs assessment of the client and 
breaking down the problems clients presented with, in order to take into account both 
spiritual and medical needs. For example, a client presenting with hallucinations as well as 
speculations about black magic being done to them, is administered both medications and 
counselling by AMHPs, and referred to FBPs to address social concerns and spiritual needs. 
Another important motivation for AMHPs to cross-refer clients back to FBPs was to ensure 
that the FBPs livelihood was unharmed.  
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“In this project, we also ensure that all the clients..coming to treatment at this 
dargah , they must be referred by the FBPs, so that gives reassurance that they 
will not lose their income or their livelihood…so we ensure that clients are mostly 
referred by FBPs, and after the consultation with AMHPs, they are sent back to 
the FBPs, so FBPs do all the follow-up activity.” (ID#15, AMHP) 

As FBPs are often the first point of contact, they are considered “gatekeepers of care” 
within the DDP framework, as they are able to detect a segment of the population often 
going undetected by the allopathic health system and have the option to refer clients to 
allopathic mental health services. In addition to providing faith-based rituals, FBPs take on 
new roles in DDP, responsible for several mental health related tasks, such as 
identification, referral and follow-up: 

“Now the majority of FBPs are identifying the patient, referring the patient, 
following-up the patient, so this is the positive aspect… FBPs do all the follow-up 
activity and other things.. so equality and liaison between doctors and FBPs. that 
is the main thing. (ID 15, AMHP) 

The quantitative data illustrates the number of referrals that FBPs made over a 5-year 
period (2008-2013). During this time, FBPs referred 57.9% of the 3172 clients receiving 
care from DDP.  

The user population at the DDP 

Demographic and clinical characteristics of service users 

Characteristics of the 3172 DDP clients are summarised in Table 2.  Results revealed that 
both sexes were equally as likely to use DDP services, thus there was no preference by 
gender. The mean age of clients was 34.95 (SD=14.63). The majority of the clients are 
married (73.9%) and living with their families (95.5%). Forty-eight percent of the sample 
completed primary school, and approximately one-fifth of the sample (19.7%) completed 
education beyond the primary school level. Nearly a third of the sample was illiterate 
(30.5%).  There were equal numbers of clients with a Hindu and Muslim background 
accessing care at DDP, and there are no major differences between clients coming from 
rural and urban settings. However, the sample of users selected for the qualitative 
interviews (n=3) was overrepresented by males, however all other demographic 
characteristics were consistent with the broader clients sample (n=3172).  

The most common diagnoses were schizophrenia and schizoaffective disorders (27.5%), 
mood disorders (24.2%) and neurotic, stress-related and somatoform disorders (24.2%). 
The mean age of onset was 30.91 (SD=14.47). 
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Help-seeking trajectories 

The quantitative data reveals that the mean duration of illness prior to seeking (any form 
of) care was 55.25 months (4.6 years) (SD=69.38) for the entire DDP database. This 
contrasts with accounts qualitative interviews reported by the clients themselves or their 
carers, where the delay appears to be slightly longer before seeking care. Most 
interviewees claimed that they used services perceived to be ineffective or led to limited 
improvement for on average 7-10 years before accessing services at DDP. In terms of 
treatment received, nearly half of clients, 49% (n=1545) received care from a FBP first, 
12% (n=381) received allopathic treatment from an AMHP first, and 38% (N=1996) 
received combined care (spiritual and allopathic care provided by both FBPs and AMHPs).  

Some clients appeared to seek help from a number of services from both the faith and 
allopathic systems, in a trial and error fashion. These trajectories illustrated complex, 
fluctuating care pathways (continuously seeking and receiving care from different types of 
services without any perceived improvement). Other clients were able to come directly for 
care at DDP, bypassing other services (the latter often due to a referral from a relative or a 
FBP).  

“He used to read the newspaper..and he read about these symptoms he thought 
it could be mental illness. So then he went to medical doctor …. and he got a 
sonography .. and he said that .. ‘you don’t have any problems, I’ll give you 
medicines’, but the medicines did not work. So second time, for his sonography, 
nothing was detected. It was the third time he got a sonography when the doctor 
told him, you’ll have to go to a psychiatrist. So he referred him to a private 
psychiatrist who charged him a bomb, exorbitant money.. and he continued with 
the medications and was fine. But then he felt not fine again so ..he tried a 
psychiatrist in Ahmedabad , there was no improvement. Then he went to… 
another private psychiatrist.. [There] He improved a lot and then he stopped 
taking medicines.. So then he went to another doctor but there was no 
improvement” (ID 4, U) 
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Table 2. Socio-demographic and clinical characteristics of DDP clients (n=3172). 

Characteristic  

Sex (males) a n=1570 (49.6) 

Ageb 34.95  (14.63) 

Marital statusa 
Single 
Married 
Divorced 
Other 

 
n =787 (25) 
n =2330 (73.9) 
n =12 (0.4) 
n =20 (0.6) 

Education level completeda 
Completed primary school 
Completed secondary school 
Completed higher secondary school 
Completed graduate school 
Completed post-graduate school 
Other 
Illiterate 

 
n =1531 (48.3) 
n =458 (14.4) 
n =99 (3.1) 
n =69 (2.2) 
n =14 (0.4) 
n = 2 (0.1) 
n = 967 (30.5) 

Religiona 
Hindu 
Muslim 
Other 

 
n =1575 (49.7) 
n =1585 (50.0) 
n =8 (0.3) 

Living situationa 
Family (Immediate) 
Extended family only 
Friends  

 
n =3026 (95.4) 
n =3  (0.1) 
n =1 (0.0) 

Rural or urban origina  (rural) n =1414 (44.6) 

Employmenta (Employed) n =237 (7.5) 

Diagnosis (using ICD-10 criteria) a 
Organic, including symptomatic, mental disorders (F00-F09) 
Mental and behavioural disorders due to psychoactive substance use (F10-F19) 
Schizophrenia, schizotypal and delusional disorders (F20-F29) 
Mood (Affective) Disorders (F30-F39) 
Neurotic, stress-related and somatoform disorders (F40-F48) 
Behavioural syndromes (physiological disturbances & physical factors) (F50-F59) 
Disorders of adult personality and behavior (F60-F69) 
Mental retardation (F70-F79) 
Disorders of psychological development (F80-F89) 
Behavioral & emotional disorders  (originate in childhood) (F90-F98) 
Unspecified mental disorder (F99) 

 
n =181 (5.7) 
n =22 (0.7) 
n =872 (27.5) 
n =769 (24.2) 
n =769 (24.2) 
n =185 (5.8) 
n =29 (0.9) 
n =99 (3.1) 
n =2 (0.1) 
n =6 (0.2) 
n =218 (6.9) 

Duration of Illness prior to care (in months) b 55.25 (69.38) 

Age of onset b 30.91 (14.47) 

Belief about origin of mental illness a 
Illness (related to the medical model) 
Supernatural causes 

 
n =1634 (51.5) 
n = 1530(48.2) 

Notes: a: values presented as number (percentages); b: values presented as mean (SD) 

The cost of services prior to receiving care at the DDP 

The cost incurred from services (both medical treatment and faith-based treatment) was 
one of the most frequently cited themes across interviews, and the financial burden that 
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treatment costs posed to carers and clients was evident. Costs of care included travel 
costs to health facilities, consultation costs, or medication costs. The costs of consultations 
and treatment often led carers and users to access additional services, or refrain from 
adhering to treatment, causing relapse and subsequently, additional costs. While some 
clients and carers spent most of their money on medicines: 

 “I have visited all the doctors, and I’ve spent more than 3-4 lakhs [rupees] only on 
medicines, since 2003” (ID 4, U) 

Others spent substantial amounts of money (relative to their income) on faith-based 
solutions: 

“So he kept roaming around, in this vicious circle of FBPs for 6 months and he 
spent more than 10 000 rupees only on FBPs” (ID 4, U) 

Some carers did not have enough money for treatment costs, leading them to borrow 
money from other people in order to get treatment for their relative.  

Reasons and motivations to attend DDP 

Reasons and motivations of both clients and carers to attend DDP were primarily 
attributed to the free cost of the programme, attitudes of DDP staff (friendly, warm, 
cooperative) and the efficacy of the programme, both in terms of current achieved results, 
and compared to previous health services: 

“When I used to go to a private doctor he would explain me the problem and 
prescribe medicines for years. Whereas when I visit the DDP they listen to my 
problem and try to give me a solution, which is helping me a lot”. (ID 2, U) 

Another implicit reason for attending DDP was the positive interactions with DDP staff. 
Clients mentioned they were happy with the DDP team, and were very cooperative and 
jovial. One client mentioned he was very comfortable visiting the DDP, and that they treat 
him like a “normal human being”; while another client appreciated the interactions with 
the AMHPs at DDP, focusing on problem-solving and helping him review his thought 
patterns, which he writes down and brings to the DDP for discussion and insight. 

Perceived outcomes from stakeholders 

Both clients and carers expressed their satisfaction with the programme. Their satisfaction 
was either related to direct benefits of the programme (e.g. clients’ health improvement) 
or to indirect benefits of the program (e.g. restored livelihood). Overall, clients and carers 
were satisfied with DDP because it was free, they saw improvement in the clients’ health, 
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contributing to a better livelihood as they were allocate money previously spent on 
treatment and medication in other areas of life.   

Carers specifically cited that receiving care for their family members at DDP contributed to 
a feeling of relief, relaxation and peace within the family: 

“..it [the DDP] has helped me alot.. it has given me a more peaceful life…If I would 
have not got my daughter treated, I would have committed suicide..Thanks to 
DDP I am able to take care of my family” (ID 8, C) 

Subjective health improvement after receiving care at DDP 

Most carers (n=4) talked about the improvements they saw in their relatives receiving care 
from DDP, related to quality of life and health outcomes: 

“The changes I have seen in my father have been that he has regularized his daily 
routine, he does not roam around, he is not blabbering, he is quiet, he eats 
regularly, and he goes to sleep regularly. I have seen phenomenal changes in my 
father.” (ID 7, C) 

Clients confirmed the comments from carers, feeling that they had improved and 
progressed. One client talked about the benefits of the counselling he receives at DDP, 
and how it helped him in distinguishing between helpful and unhelpful thoughts, which he 
was unable to do before counselling at DDP: 

“Now I can control thoughts – earlier I couldn’t’ ... After counselling [at DDP] I 
realised what are good thoughts and what are bad thoughts. So when I started 
getting bad thoughts, I started controlling my thoughts, earlier I could not do 
that.” (ID 2, U) 

FBPs highlighted the improvement they observed in clients after receiving care at DDP, 
compared to limited improvement from previously accessed services:  

“There are people who have availed treatment outside and have come to dargah 
…and when they’ve started using DDP I have seen them getting cured and 
improving.” (ID 10, FH) 

When FBPs and carers talked about improvement, they often referred to the effect of 
medications; however, clients additionally mentioned the counselling that they received, 
which also contributed to improved wellbeing. 
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Livelihood restoration and impact on poverty levels  

One of the most frequently cited outcomes across all stakeholder groups was the impact 
of receiving care from DDP on restoring livelihood opportunities and its impact on 
financial resources. Restored livelihood consists of new employment opportunities or 
returning to former employment after receiving treatment (for clients and carers), and 
continued economic opportunities. Providing free care and medications enabled the 
programme to reach out to those living in poverty that need care the most and would not 
be able to access care otherwise. This alleviated the financial burden attributed to 
treatment or transport costs required in order to access care: 

“I’ve spent lakhs of rupees, I’m a very poor man, I don’t have money. But since last 
2 years, DDP has given me such happiness that at last I can earn and give money 
in the house, because earlier whenever I used to earn, my money used to go into 
medicines”. (ID#5, C) 

Viewing the client holistically 

One unique success factor of the DDP was the holistic approach to care, or viewing the 
client in a holistic manner, by taking into account a client’s treatment and spiritual needs 
without forcing a client to choose one system of care over the other. While MHPs working 
for the DDP became cognisant that a holistic approach benefits clients more as opposed to 
addressing spiritual or medical needs in isolation: 

 “I had a perception that…people get cured only by getting medicines. But once I 
started working here I realised that it was not only the medicines working, but it is 
the faith and support of others which is making it work..” (ID#13, AMHP) 

FBPs expressed that both Dava and Dua need to go hand in hand in order to optimally aid 
the client in recovery: 

 “Both of these things work, hand in hand, and people start getting cured..when 
the divine power mixes with anything, even medicines, it becomes effective for 
the people who come here.” (ID#6, FH) 

Discussion 

Using an example of a sustained collaboration between allopathic and faith-based systems 
in India for mental health, the aim of this paper was to explore three aspects related to 
collaboration: first, how collaboration was realised, second, understanding the user 
population accessing services provided by this collaboration, and third, perceived 
outcomes of the collaboration. In India’s pluralistic health care context, the majority of 
service users access services from multiple systems, pointing to the imperative to establish 
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methods of collaboration between systems to reduce fragmentation and provide 
integrated care.  

Our findings reveal several important mechanisms important for collaboration, namely 
building trust, respect and rapport, highlighting complementary aspects of both systems, 
mutual referral, cultivating openness and mutual learning, and consistent dialogue and 
information exchange, identifying shared goals, and redefining roles of both MHPs and 
FBPs. Other scholars have outlined similar components for successful collaboration for 
other public health priorities (e.g. HIV/AIDS, tuberculosis) (for e.g. Campbell-Hall et al., 
2010; Kayombo et al., 2007; King & Balaba, 2009; King & Homsy, 1997).  Building trust, 
mutual respect and rapport emerged as important components throughout the 
development of the programme and occurred on both the professional and system level, 
particularly important for addressing apprehension. Mistrust and apprehension of roles in 
a collaboration are important to overcome before a functioning partnership can be 
established (Burnett et al., 1999). In DDP’s case, trust was built through gradual and 
persistent dialogue (through joint client consultations, regular meetings, jointly-led 
community activities to raise awareness), initiated by the MHPs, which is in line with 
previous efforts (Kayombo et al., 2007). Open dialogue earned the trust from key FBPs and 
trustees of the dargah who subsequently conveyed the vision of working with AMHPs to 
other FBPs. Additionally, rapport building occurred through symbolic yet meaningful 
processes in the partnership, such as AMHPs and FBPs sitting on the floor together during 
consultations, to promote equal status between both practitioners.  

Our findings from the DDP show that the success of training and sensitisation activities 
seems to be in part due to systematic and gradual training sessions, with refresher training 
and support. Additional opportunities were provided to allow both faith-based and 
medical practitioners to learn about the other’s practices and approaches. Previous 
research has identified that FBPs who have been regularly supported after training have 
sustained their “new” roles within the collaboration longer and more intensively 
compared to those who only participated in basic training (Homsy, King, Balaba, & 
Kabatesi, 2004). FBPs are well-respected community leaders, easily accessible for persons 
with limited financial resources, and thus can reach out to a population who largely go 
undetected by formal allopathic services, especially those living in under-served settings 
(Kayombo et al., 2007). It is less clear from previous research, however, how AMHPs react 
after sustained collaboration. Our findings suggest that AMHPs were reluctant at first to 
equalise their status with those of FBPs, but increasingly grasped the value of FBP 
practices, particularly when observing the positive effects on the client’s overall wellbeing.  
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Our quantitative findings show that a larger proportion of service users from both urban 
and rural settings first sought care through the faith-based system. This is in contrast to a 
previous study that found a larger proportion of clients seek help first from psychiatrists 
compared to FBPs (Chadda et al., 2001). We also found a substantial number of Hindu 
clients seeking care at the DDP, which was unexpected as the dargah is a Muslim religious 
site and performs different rituals compared to Hindu rituals performed. However, 
previous research has identified that often the place of worship and the religious 
orientation of the place of worship are of less importance compared to the relief from 
symptoms or distress (Campion & Bhugra, 1997; Padmavati, Thara, & Corin, 2005; 
Pakaslahti, 2009; Quack, 2012).  

Stakeholders, although coming from different perspectives, were all positive about their 
experiences with the DDP, pointing to the possibility that elements from the DDP model 
could potentially be replicated in other parts of India to benefit clients and their carers. 
Clients and carers attributed their attendance at the DDP to positive staff interactions, 
free cost of treatment, perceived improvement (compared to previously accessed 
services), and the alleviation of the financial burden imposed from treatment costs prior 
to DDP, allowing for more space and time to concentrate on providing for their family and 
employment. While we did not have quantitative outcome data, clients and carers (in 
addition to AMHPs and FBPs) stressed the improvement they observed after participating 
in the DDP. Perhaps one of the outcomes most poignantly reported was the impact of the 
programme on restoring livelihood opportunities and freeing up financial resources with 
families. FBPs were also able to maintain their income through cross-referrals within the 
DDP. This could largely explain the limited resistance FBPs have to collaborating, as 
resistance from FBPs observed in the past in other countries stemmed from fear of losing 
their livelihood (Kayombo et al., 2007). Finally, one unique outcome of the DDP was their 
ability to see clients holistically, in that clients were not required to choose between 
explanatory models of mental illness that they may hold. Rather, the DDP promotes 
interaction and treatment from both systems, allowing for a more comprehensive care 
approach.  This requires that practitioners in both systems be reflexive and see the client 
as a product of their social, spiritual, economic, and political environment and needs 
(Campbell-Hall et al., 2010). The fact that spiritual healing was considered an inseparable 
component of healing through formal medical treatment meant that interpersonal, 
intrapersonal and communal stressors were addressed equally with symptoms arising 
from mental illness (Pakaslahti, 2009), likely contributing to satisfaction with care received 
from this programme.  

As to the possible configurations discussed for collaboration (Campbell-Hall et al., 2010; 
Freeman & Motsei, 1992), it appears the DDP fits into coordination/collaboration, but 
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incorporates elements from the other two configurations. Although FBPs are positioned as 
gatekeepers of care at the community level, the two systems remain autonomous in many 
aspects with the exception of engaging in mutual referral processes. However, most 
clients receive dual treatment (faith rituals and medical treatment), in line with the 
integration configuration. It remains unknown however under what conditions and at 
what frequencies these mutual processes occur within the DDP. In Africa, studies found 
that a dual approach to care is preferred and that seeking treatment from both systems of 
care was viewed as “unproblematic” (Hopa, Simbayi, & du Toit, 1998; Kahn & Kelly, 2001). 
FBPs on the other hand, favoured the cooperation/collaboration preferring overall 
autonomy with collaboration on specific tasks like referral (Campbell-Hall et al., 2010; 
Hopa et al., 1998). Although the DDP does not necessarily represent an ideal framework 
for collaboration, it does exemplify the possibility of working jointly towards improving 
health outcomes for the client over a sustained duration of time. Ideally, as Campbell-Hall 
et al (2010) discuss, the collaboration would be more equitable, involving more mutual 
learning opportunities, particularly for AMHPs to accept and learn about faith-based 
practices. Indeed, as Campbell-Hall and colleagues articulate, the challenge with 
collaboration between two autonomous systems appears to avoiding the imposition of 
one system over the other. Quack (2012) states that many collaborations fall under the 
category of “one-sided collaboration” and are better referred to as “utilisation”. Indeed, 
the DDP does “utilise” existing community resources, although such a partnership is one 
of the few attempts to document the existence of a collaboration heading in the right 
direction towards forging a mutually beneficial partnership for both systems. Indeed, the 
risk of a one-sided collaboration is that the faith-based sector is forced to transform in a 
version of the allopathic system (Quack, 2012). One suggestion for avoiding this is to 
acknowledge this risk, and mitigate it by continuously creating opportunities to learn 
about one another’s processes, reiterate the shared goal of the two systems that benefit 
the client and contribute to wellbeing, and ensure tasks and responsibilities are mutually 
reinforcing rather than one-sided.  

Future research could delve deeper into the barriers to establishing and sustaining 
collaboration and delineate potential solutions to these challenges. Second, clear outcome 
measures could help to more concretely assess the impact of the programme on the lives 
of clients and carers. Third, both proof of efficacy and replication of this programme in 
other contexts are needed.  

Caveats and Limitations  

Several limitations and caveats of this paper and programme should be addressed. The 
first is the potential bias in terms of positive reflections of the programme. There is 



 161

potentially a social desirability bias in the interviews, as the authors found that very rarely 
were challenges or negative programme aspects mentioned in the interviews, with the 
exception of initial apprehension of the collaboration. Second, we employed a small 
sample size for the interviews and did not use random sampling methods, thus the results 
are unlikely to be representative of the allopathic or faith-based systems in India, and 
reflect only one particular region. While the small-scale, locally-based nature of this 
project is a limitation, the project does demonstrate sustainability and commitment from 
stakeholders, evident by its fifth year of operation. Third, we retrospectively looked at the 
client database used for quantitative analysis, which did not include any formal outcome 
measures or rating scales administered to clients and carers, so we were reliant on 
subjective experiences of improvement. 

From the programme point of view, even when collaboration does bridge the gap 
between two systems, the lack of evaluations coupled with uncertainty arising from the 
perceived unscientific or exploitative nature of faith-healing (Patel, 2011) limits the ability 
to fully ascertain the benefits of the programme (King & Homsy, 1997).This in turn can 
cause collaborations to enter a vicious cycle where the lack of data and evaluation leads to 
a lack of funding and vice versa (King & Homsy, 1997). Evaluation could more accurately 
assess effectiveness of such collaboration and concretely evaluate outcomes such as 
amelioration of mental health symptoms, indirect cost outcomes (for carers and service 
users), and quality of life. Proof of efficacy for such a programme for renewed funding and 
evaluation is necessary, and unfortunately this programme suffers from insufficient 
reporting and evaluation due to limited funding and training, similar to many other 
collaborations of this nature (Campbell-Hall et al., 2010). Additional practical obstacles for 
the programme include transitioning clients to recovery or rehabilitation programmes, 
which currently are not in place and are not funded; ensure continued monitoring of 
potential human rights violations; and determining a balance between acknowledging that 
those who make most use of FBPs are often those who can least afford to pay for their 
own health care while recognising that FBPs earn their livelihood from such consultations 
(Freeman & Motsei, 1992). Despite the shortcomings, our study does build on previous 
research by exemplifying the positive impact of collaboration for service users and carers, 
as well as for key stakeholders (mental health and faith-based practitioners, in this case). 
Our study also shows preliminary exploration into the determinants of success and of 
initialising  collaboration like this.  

Conclusion 

Pluralism views all sectors as co-existing parts of a connected system, made of clients, who 
concurrently or continuously use different types of approaches for care (Fink, 1990; King & 
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Homsy, 1997). In health care and particularly mental health, this pluralism can be seen as 
necessary in a country with a large treatment gap with scarce resources. Subsequently, 
use of multiple systems for mental health care has forced the interest of the allopathic 
system to find alternative configurations of care that utilise existing financial and human 
resources, such as collaboration between systems (King & Homsy, 1997). This is especially 
the case for chronic illnesses, such as mental illness requiring ongoing care and benefit 
from a coordinated, holistic approach. Thus, although the allopathic and faith-based 
system in India can and do often function independently, when working together they can 
promote a shared responsibility for improving client care, respect the client’s wish to avail 
treatment from both systems, as well as provide a more holistic approach for clients and 
families, which one sector cannot address alone (King & Balaba, 2009). That being said, 
collaboration between systems of care is not a simple task. The results from the example 
of the Dava Dua programme show that gradual cultivation of trust, respect, understanding 
and dialogue is required.  Continuous and open dialogue is perhaps most crucial in 
alleviating mistrust, building confidence, providing knowledge, and lead to a coordinated 
approach for managing mental illness (and other diseases) (Kayombo et al., 2007). Thus, 
allopathic and faith-based systems are not entirely incompatible, and if there is 
acceptance of both practices, collaboration can emphasise the complementary aspects of 
both (King & Homsy, 1997). Having different paradigms of beliefs and practices between 
systems should not exclude the possibility of collaboration. Instead, working towards a 
system of co-operation between two independent systems while fostering respect, mutual 
learning, and trust, appears to be one way forward to providing much needed care to a 
country scarce in both financial and human resources, especially in mental health.  


