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Summary 

 

The global burden and magnitude of disease attributable to mental disorders has 

drawn significant attention in the recent years, emphasising the immediate urgency for 

better systems of prevention and treatment of these disorders. The problem is more 

acute in low- and middle income countries, where there is acute crisis, lack of 

treatment and poor accessibility of care, widespread stigma and prejudice. Globally, 

450 million people suffer from mental illness as a major concern. 75% of these 

individuals are from middle-and-low income countries (WHO, 2018) In India, 150 

million people are suffering from mental health disorders and are in need of regular 

treatment (NIMHANS, 2019). More than 50% of individuals are deprived of treatment 

for mental health disorders and this rate increases in countries with inadequate 

resources such as India (Saxena et al., 2007). According to Rathod et al. (2017), 80% 

of all mentally ill people are born in low- and middle-income countries (LMICs). 

Globally, mental health issues in the homeless population reflect a complicated mesh 

of socio-psychological, cultural, and economic issues, and much has been written 

about the relationship between homelessness and SMDs.  The problem of homeless 

persons with mental disorders (HPMD) is a complex issue within the Indian context, 

connected as it is to stigma, gender inequality, deficiencies in mental health 

awareness and support, and a gross neglect of their rights (Swaminath, Enara & Rao, 

et al., 2019). Although the consequences of SMD are serious, mental health care for 

the homeless population has not been treated as a serious problem by many health 

systems.  

 

Homelessness is an outcome of the interaction between intrapersonal and structural 

factors (Fazel et al. 2014) with mental illness. Poverty, mental illness, addiction, lack 

of affordable housing, and socioeconomic inequities lead to homelessness (Bird et al., 

2010; Perrisini, 2009; Somers et al., 2016). The prevalence rates of mental illness are 

high among the homeless population (Evans & Wells, 2003: Forchuk et al, 2007), while 

factors such as socioeconomic disadvantage, childhood adversity, trauma, and 

domestic violence are inherently involved in the trajectories between mental illness 

and homelessness (Shelton et al, 2009). Homeless persons with mental health issues 

https://link-springer-com.vu-nl.idm.oclc.org/article/10.1007/s10597-019-00406-8#CR28


encounter ostracization, social rejection, and stigma (Rae and Rees 2015; Siskind et 

al. 2014). 

 

This thesis emphasizes the need for developing user-centric mental health services 

and a range of interventions required for homeless persons with chronic mental health 

needs along with continuity of care in the community. The objective of this thesis was 

to understand how change in the mental health system in India could potentially be 

leveraged to improve continuity of care (COC) for persons with severe mental health 

disorders (SMDs). Especially in recognising the perpetuity of homelessness, poverty 

and mental illness, finding ways to improve and sustain care was considered as an 

important quest. This thesis particularly tried to employ a research and innovation 

approach that is constructive, user-centric and focused on dignified living for all 

people. This meant moving away from social exclusion, practices of criminalization (of 

begging) and incarceration, but also from prolonged inpatient treatment and 

hospitalization, towards models that improve quality of life for persons with SMI. Thus, 

the questions posed in this thesis focused on understanding how COC can be 

improved through better family caregiving and alternative models, specifically 

Supported Housing.  The following main research question was asked, based on the 

innovative intervention models of The Banyan, a non-profit organisation based in 

India, which has been working with homeless people with mental illness since 1993:  

 

      Main Research Question: How can mental health systems in India become  

      more adaptive to serve the needs of those with chronic mental health needs  

      in the community, and to support caregivers in delivering continuity of care ? 

 

The answers to these questions are provided in three parts. Part 1 considers the 

broader social-political situation in which homeless persons with SMI construct their 

lives. Part 2 understands the pathways to improving COC. It also particularly focuses 

at ways of systematically enhancing and supporting a very common and natural way 

of organizing COC through family caregivers. Finally, in Part 3 one of the complex 

problems of homeless people is understood based on a new model of  COC – 

supported housing in South India, in order to understand how such innovative 

interventions can become sustainable and implementable in various other sites.       

 

https://link-springer-com.vu-nl.idm.oclc.org/article/10.1007/s10597-019-00406-8#CR26
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The main question was thus approached with the following sub-questions:   

Sub-question 1: How can the experiences, dignity, and aspirations of homeless 

persons with mental illness be understood in the current context of India’s political 

system and legislation processes? 

Sub-question 2a: In the context of de-hospitalization, how can we understand the 

experiences of family caregiving as an integral part of COC for persons with chronic 

mental health needs? 

Sub-question 2b: How can family caregivers be better supported in their caregiving 

role, in order to preserve and improve COC for persons with chronic mental health 

needs? 

Sub-question 3a: How can alternative COC programs, modelled on housing first 

principles, be developed in the context of South India, for persons with chronic mental 

health needs? 

Sub-question 3b: In the context of preparing alternative COC models such as 

Supported Housing for upscaling, how can we understand its basic outcomes in 

comparison to care as usual?  

 

This thesis used an interactive approach combining quantitative and qualitative 

studies to answer the main question, and associated sub enquires. Continuity of care 

(COC) is used as a theoretical concept to gain more understanding of  persons with 

severe mental disorders as a significant indicator of a well-functioning health system. 

The COC framework helps to conceptualize the continuation of good care across the 

lifespan of people, with emphasis on creating an enabling environment. Recovery is 

not to be understood based on the journey of an individual but caregiving itself is a 

process of recovery. Both caregiver and MHC user perspectives are to be taken into 

consideration, stressing the importance of wholistic care systems in the face of 

significant social and economic barriers. Transdisciplinary research process was 

applied as it presents a critical alternative to conventional methods of problem-solving 

for complex, persistent issues. Strategic niche management and Positive Psychology 

theories were used to analyse mechanisms for knowledge co-production, integration 

and radical system change within the framework of recovery.  

 

In Part 1 - Chapter 4 throws light on the destitution bill which fails to adhere to the 

basic rights and autonomy of an individual. It sheds light on the complex relationship 



between homelessness and its causes and consequences of incarceration in relation 

to begging. This chapter also explores on what are the possible alternatives might be 

available to substitute the anti-beggary law. The possibility of financial support through 

basic income, housing options, and the need for mental health services, education, 

and other basic activities were emphasised. In this way, this chapter, attempts to 

understand sustainable approaches to care, in the community, that are sensitive to 

diverse  (mental) health needs. This chapter also examines the bill, critiques the 

incarceration model, and offers alternative ways to respond to beggary and 

homelessness in law and policy that emphasise care and rehabilitation. This chapter 

portrays the exploration of views and perspectives of vulnerable persons who have 

been convicted under the current system of the ‘Bombay Prevention to Begging Act’, 

their perception of the current legalities, the proposed destitution law and the support 

systems that they require from the state. The semi-structured interviews of 24 

respondents who were incarcerated for begging and currently residing in beggar 

homes revealed that they were not informed about the reasons for being incarcerated 

and were taken away without their consent or voluntary participation. The findings 

revealed that the majority of them said that the proposed destitution bill was unfair and 

needed to be abrogated. Some also revealed that they desperately want to contact 

their families even as  the benefits of continuing to stay in beggar homes outweighed 

their emotional needs with regard to their family. 

 

In chapter 5 and chapter 7, the role of caregivers is often associated with burden and 

their strengths is usually ignored and not considered significant to understand the 

positive gains of caregiving. This is explored in this chapter based on research done 

on three studies on caregivers and their caregiving process. The process of caregiving 

journey need not necessarily get associated only with negative terms but can also be 

viewed through the lens of strengthening virtues of a caregiver, protective factors that 

has helped in continuing caregiving and the possible strengths that are derived due to 

caregiving. Results indicated that post-traumatic growth and the crucial role of religion 

in meaning-focused coping, as connected to post-traumatic growth were key factors. 

Chapter 5 also sheds light on how the experiences of caregivers change over time, 

and concludes with the notion that these ‘stages’ should be acknowledged in creating 

support strategies (chapter 7). The final model that was derived includes six distinct 

stages which can influence each other and are contingent on one’s experiences and 



reinforcements/losses during caregiving. While the stages are separately observable, 

and useful to consider by mental health professionals, I do not content that this is 

always a linear process for each family history (chapter 7). The Banyan’s phases 

model of caregiving starts with the ‘manifestation of symptoms’ (1), then ‘seeking help’ 

(2), helplessness and attribution (3), relative control and insight (4), loss and worries 

(5) and finally finding new meaning (6). Each phase is a dynamic mechanism that 

propels movement through the caregiving process.  

 

In chapter 6, it was found that over a period of time there was a sense of growth, 

which includes a process of self-reflection, in the caregivers despite all the hurdles 

that one underwent during the journey of caregiving. Caregivers recognized that the 

caregiving experience has not been without joys, achievements and opportunities for 

growth, both personally and spiritually. In the context of coping mechanisms, many 

respondents mentioned praying to God and visiting religious places helped them to 

cope better and give them a sense of hope during distressed situations. It was also 

found that caregivers were most embarrassed and experienced fear of losing family 

honor/reputation was more pressurizing than the illness itself. The stigma associated 

with mental health continuous even after the recovery of the individual.  

 

In chapter 7, the aim was to understand the role of the phases and the strategies in 

each based on the needs of the caregivers during each phase. There was a great 

need for information, specific information about the illness and need for practical help. 

It becomes particularly salient here for mental health professionals to be 

unconditionally open to the family (and stay in close proximity), offer information about 

the mental illness, and slowly stimulate a more holistic picture of the more chronic 

state of the patient. Formulating plans for continuous treatment might also be done at 

this stage. As earlier mentioned, when caregivers fall into the third stage of universal 

or personal helplessness, it is important for mental health professionals to recognize 

this stage, and focus on capacity building and providing psycho-emotional support to 

the family. Chapter 7 gives a picture of the sensitivity and creativity (in dialogues, role-

plays, positive reframing, etc.) of lay workers require to empower caregivers at this 

stage, but also how this is naturally practiced by the NALAM and Banyan workers. The 

complexity of their work-profile becomes further enhanced when supported families in 

the fourth to sixth stage, as here the families require both action-oriented support (with 



e.g. support in accessing financial schemes, employment plans, or marriage 

counselling), complemented by support focused on family and individual wellbeing.  

 

Chapter 8, describes the history of hospitalization, globally and in India and how the 

mental system has evolved in acknowledging the importance of quality of life, and 

continuation of care in a humanly dignified way. Earlier medical models focused 

entirely on ‘treating’ unwell persons,  but the community and person-centered models 

of care recognize the need to focus on concepts of wellness and wellbeing as 

intrinsically important to any person suffering from mental illness. With the attention 

for wellbeing, there was also a need to develop care models in which ‘patients’ could 

be treated, and live relatively normal. To provide the opportunity for persons with 

mental illness, to still live a life outside of the hospital and in the community, required 

a flexible and person-focused type of support, operating to address the needs of 

service users (McPherson et al.,2018). This chapter laid out the processes in pre-

implementation of a supported housing facility for long term MHC users in a psychiatric 

hospital. Qualitatively, behavioural observations showed a significant improvement in 

activities of daily living and social relationships. There was also great insights in the 

observations that were made by the health care workers based on pre and post 

observations that they have seen of the MHC users while they stayed at the hospital 

and after they shifted to a housing facility.  

 

In chapter 9, the Banyan’s supported housing model got translated to a larger project 

of ‘Home Again’, and was systematically evaluated in comparison to Care as Usual 

(CAU). The model showed significant impact on community integration and disability. 

There is a significant impact on community integration when compared to a matched 

cohort of users from CAU, especially in sub-domains including e.g. greater 

involvement at home and in household chores. There was an increase in social 

activities such as shopping, leisure and social contacts, increase in work participation. 

In addition to quantitative data results, ethnographic observations highlighted the 

concept of family at Home Again through offered social support between family 

members fostering hope and independence. It was also observed that reduced 

supervision and the interdependence that arises from the familial bonding further 

nurtured social well-being. Families were formed between members of a home who 

adopted different roles in the family. Personal assistants who offered support also 



became a part of the family. Especially since the outcomes show that persons with 

severe mental health issues can continue to be cared for in independent living 

facilities, and do not regress in their psychosocial status as compared to CAU in 

hospital settings, the outcomes can be considered promising enough to be 

implemented and tested. 

 

This thesis summaries the complex challenges homeless people face in addition to 

mental health issues. Gender and mental illness also have high correlation with regard 

to the homeless population. There is a need for more sensitivity in understanding the 

homeless population. The destitution bill criminalises begging by completely ignoring 

several other factors such as poverty, social isolation and poor support systems. 

Homeless persons with mental health issues are either incarcerated for begging or 

continue to be homeless with high disability profile. There is a need for innovative and 

sensitive models to cater services to the homeless population. Supported housing 

models and innovative care packages for continuity of care is very essential to reduce 

homelessness. Mental health systems have a dogmatic approach to care processes 

which hinders recovery in a meaningful way.  
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