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Preface
Basic Needs India (BNI) is an organization that has been working over the last eight years in the field of mental health. Its work primarily involves networking with around 61 partner organizations in eight states of India to implement its innovative model of Community Mental Health and Development. The design of the model has been driven by the belief that the rights of people who experience mental illness, especially the poor, must be addressed both at the level of the individual and in the context of the wider world through a process that is participatory and mutually empowering.

This model, based on developmental approach to community mental health, reaching out to nearly 15,000 persons with mental illnesses across different communities, has brought to the fore many learning, innovative strategies, good practices and challenges in this field. It has resulted in a wide spectrum of individuals, Government and non-government organizations, community groups and professionals coming together to form a formidable alliance, addressing the core issues plaguing the mental health sector. 

The significant impact of this work made the team at Basic Needs India feel that it was time to share its learning and experiences with potential stakeholders who are/would be concerned and interested in making appropriate interventions in the field of mental health.  As early as 2004/5 the possibility of this model being offered as a course was considered in a discussion between Dr. Parasuraman, Director, Tata Institute of Social Sciences (TISS), Mumbai, Mr. D.M. Naidu (then Program Manager, BNI) and Ms. Valli Seshan, (then Chairperson, BNI). A series of dialogue and interaction between the teams at TISS, Mumbai and BNI, Bangalore ensued, which subsequently led to:

a) A one week training program in January 2006 on BNI model of Community Mental Health and Development (CMHD) for senior level functionaries, academic institutions and NGOs. 

b) A Consultation workshop organized by TISS focusing on developing a curriculum for an appropriate post graduate course based on the model.  

All these initiatives backed by Dr. Parasuraman’s  spontaneous  response and firm commitment led to the conceptualization of a weeklong Certificate Program on CMHD model of Basic Needs India, supported by a training manual providing the theoretical framework for the training program and bringing to life the learning from field experiences.

The training program and manual is aimed at senior development professionals, focusing on 
· creation of a cadre of master trainers who would be equipped to train others in the concept and implementation of the model
· influencing potential stakeholders to include mental health in their domain of work.

It was agreed by the core team working on the training program that the training manual so designed would initially be field tested by the first batch of participants of the certificate program and further developed based on the their feedback.  

It is important to note here that both the teams at TISS and Basic Needs India view this endeavour as a first step towards mainstreaming the Community Mental Health and Development Model.  The journey ahead looks to evolving this training program into accredited certificate and diploma courses, locating it onto the platter of academic institutions across the country.   

Introduction to the Manual
Persons with mental illness in India face a myriad of challenges which include stigma and discrimination on one hand and scanty resources and problems in accessing the available resources and services on the other. The issue is compounded for person with mental illness if he or she is poor with the family and the person getting into the cycle of poverty exacerbating mental illness and vice versa.  3500 psychiatrists, 1000 psychiatric social workers and 1000 clinical psychologists serving a population one billion is an important information which highlights the urgency of the situation and the need for innovative interventions to reach one of the most marginalised sections of the society. 

The Basic Needs Model of Community Mental Health and Development is one such intervention which has been tested and proven effective in impacting the lives of persons with mental illness and their families and in involving them in their own rehabilitation and development.  The model of CMHD incorporates five modules of 
1) Community Mental Health, 
2) Sustainable livelihood
3) Capacity Building 
4) Action Research  
5) Management 
These modules work together in the field and have resulted in a holistic development of the program.  

This training manual is an effort to consolidate the experiences of the implementing agencies, the impact felt by the communities and the feedback from persons with mental illness and their families. It is an exploratory journey looking to understand the principles behind the Community Mental Health & Development (CMHD) model which would influence and enable the traveler to take on innovative and effective work in the community addressing mental health issues.  
Aim of the Training Manual
To capture the essence of the Community Mental Health and Development Model of Basic Needs India and  act as a point of reference in terms of  structure, content and methodology for the six days Certificate Program on the aforementioned model.

The Manual will :

· Give an outline of each session with proposed topics, teaching methodology and the time devoted.

· Provide the relevant support materials to supplement and complement the training efforts.

· Lend itself to be used in parts or whole, depending on the needs of the trainer or the participants.
Approach to the manual
This training manual has been designed as a tool for training,  keeping in mind a target group loosely defined as potential stakeholders in the process of community mental health and development programs. This definition includes development professionals, funding organizations, policy makers, medical professionals, community groups and non-government organizations. The manual serves the dual purpose of 
· Consolidating the seven years of work – the learning, the good practices, the challenges, in effect theorizing from the practices.   
· Building on the training skills of the participants to enable them to be trainers or agents of change, back in their own communities.  Hence the focus of the content is as much as on the information to be conveyed as on the manner in which it is done.

We believe that mental health is a development issue and as such the success of this development initiative rests on people developing abilities to control situations that affect their lives. This is possible through a process that is people centered, consultation and participation oriented and which ultimately leads to people exercising their rights.  It behooves on the users of the manual to reflect this process in their training sessions and in the pedagogy.  Only then will the true spirit of the manual and the Community Mental Health and Development Model, it showcases, be communicated.  To facilitate this process it is essential for the user to reflect on the following attitudes and beliefs which drive the CMHD model and our efforts to mainstream it.

· Every human being is a thinking creative person with capacity for action.  An implicit trust in people’s potential and a confidence in people’s ability to think, to want, to know.   This is crucial for the success of any development initiative to bring about change and hence it is crucial to be reflected in the work with the participants.  

· Critical thinking is the main ingredient of any recipe for social change.  This ability has to be fostered and nurtured for participants to question their prejudices and beliefs about existing services, acquire new understanding and work towards a society that includes persons with mental illnesses within its fold with honor and dignity. 

·  Reflection-Action praxis is crucial to transformation and building capacities.  By setting off a cycle of reflection and action, in which a group constantly celebrates its success and analyses critically the causes of setbacks, the group becomes more and more capable of effectively transforming its daily life.  It is essential for the participants of the training program to imbibe this skill, to reflect on every day’s inputs and plan an action based on their learning.  

· Learning means change in behavior and not just acquisition of knowledge. It is of importance that the participants acquire a wider perspective about issues facing the persons with mental illness and their families during the program which will impact their own attitudes and practices.  The awareness and development perspective towards mental health in turn we hope will motivate the participants to seek the requisite knowledge beyond the boundaries of the training program and the training manual.  
We hope that the user shall uphold these values and beliefs and reflect them in the training and in the realms of his / her work.  

We would like to add here that, while designing the manual, we have drawn from the experiences of senior development professionals and trainers, part of the  core team working on the manual and  from  the well-known Development Studies Course at Selly Oak Colleges and the manual ‘Enticing the learning’ by John Staley, University of Birmingham. 

Note for the trainers

· Modules and Session Plans: The manual consists of seven Modules (encompassing the work accomplished under the CMHD model of BNI), with  detailed session plans for each module.  The session plans include: 

· Objectives for each module

· The number of sessions per module, the over all time needed and the time slotted per session.

· The activities planned for each session along with the necessary handouts.

· Note to the trainers to highlight specific aspects of the session and to aid the trainer in better use of the manual.

It is to be noted that the time indicated in the plans need not be binding on the trainer.   Also the user is free to structure the session differently, including variance in methodology.  The pointers and time, mentioned have only been incorporated to aid the user in planning and also to suggest which aspects of the content really need to be stressed upon.

While dwelling on the modules, the user may please note that a module on evaluation/ looking back at the learning has not been detailed in the manual.  Instead, a report of one such session conducted as part of a Training program on CMHD model has been included in the final chapter– Strengthening the trainer.  This should give the users some ideas on structuring such a session.  It is left to the discretion and experience of the trainer to plan an evaluation as he feels appropriate.

· Role of trainer: The manual envisages a training process that focuses on learning by participants rather than teach/deliver. Close study of training programs and methods across countries have revealed that effective development training modality has always to be non-directive in approach, while there being discipline – specific content (eg. Health, Education).  The trainer also needs to have a willingness and readiness to respond to emerging outcomes with integrity, make/accept changes where necessary.

Trainer to avoid inordinate preoccupation with curriculum content, program, design, training methods, materials and other details and face broader basic issues as purpose -  options for achieving it and a good fit with wider organizational and social context in which work takes place.

A note ‘Three phases in training for development’ has been included in the final chapter – Strengthening the trainer, with a view to help the trainer gain a perspective on the steps involved in giving the participants a new understanding of Community Mental health with a development perspective and creating a readiness for action. 

· Time Management : This calls for  meticulous preparation in advance of the training session. The trainers to avoid extending the session timings in general. Being alert and creative and making spot decisions impacting the session help make the training process creative and keep time. 

· Effective Facilitation :  Small group work,  paper readings etc., have been used extensively in the manual as teaching methodologies.  Effectiveness of such strategies  depend largely on trainers’ competence in setting tasks, monitoring, making various choices - eg., individually listing points, sharing turning to partners  and sharing with groups of varying sizes.

There is a ‘Bag of Cookies’ given in the final chapter of ‘Strengthening the Trainers’, which contains activities which could be used as icebreakers, energizers and activities to sustain the interest.  It depends on the skill of the trainer to use these effectively and competently to sustain the interest and the energy levels of the participants.

· Participants taking responsibility for learning :  Its healthy for any training program to have participants feeling ownership to the process.  The trainer to invite participant contributions to sharing responsibility during the entire training period as felt appropriate for e.g. in norm setting, maintaining daily diary, overnight assignments, and also in sharing valuable experiences complementing the trainer inputs.  All these increase motivation to take responsibility for learning. Having advance information on participants’ profile through questionnaires sent earlier can help the trainer to tap the potential of each participant better. (Format of a questionnaire used in a training program on CMHD model of BNI is attached in the chapter on `Strengthening the Trainers’ featuring at the end).
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MODULE 1

COMMUNITY MENTAL HEALTH AND DEVELOPMENT (CMHD)

The tenet of “Community Mental Health” locates the onus of responsibility on the community. The processes of consultation, community participation, community ownership and initiatives therefore are crucial in evolving and implementing such a programme.

Module Objectives : The course participants will be enabled to
1. Understand and reflect on the socio-economic-cultural aspects of the community with a special focus on issues of poverty, gender and persons with mental illness and their families;

2. Develop an attitude of respect towards the people one works with.

3. Gain an insight into the concepts of mental health and community mental health;

4. Comprehend the concept of development in general and the concept of developmental approach to community mental health;

5. Appreciate the importance of listening to the voices of people and develop an understanding of the process of consultations with the community with special focus on persons with mental illness and their families, various groups within the community which have the potential to be part of the support system for the Community Mental Health programme;

6. Gain an understanding of the evolution of  mental  health in India since independence and  recognition of mental health care as an important issue and also movement of services to go beyond hospital care to care in the community         

7. Begin to develop skills in planning Community Mental Health programmes with  community involvement and initiatives;

8. Identify strategies to integrate Community Mental Health in Primary Health Care Programmes and other welfare services of the Government and plan for such integration.
Number of Sessions : 16

Total Number of hours : 9 hours 10 minutes
CMH Session I. Welcome & Introduction
Time : 30 min
· Trainer after a welcome expression , invites participants to move around greeting every member in the group

· Trainer suggests to participants to sit in a circle and then to mention their names with an adjective. On completion, the trainer invites participants to express their feelings associated with their names, if any.

· Merry Go round : Members in small, even numbers organize themselves in inner and outer circle facing each other ( Five in inner circle and five in outer circle)

Minimum of five small topics are chosen for sharing in pairs. With each topic the participants move to his/ her left facing the next partner. Each topic is given two to three minutes.

The topics are given in sequence :

· Something which bothers me  right now

· An important aspect of my work 

· My mother

· A person I know with mental illness

· One thing I am good at.

· One reason I am here for.

Process Questions :

1. Did you enjoy participating in the exercise?

2. Anything that you found difficult?
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  Note to the Trainer :

a. Small topics chosen with care encourages disclosure on the part of participants ; listening ; promoting empathy etc. 

b. Outcome of exercises will depend very much on the care, sensitivity and seriousness of purpose on the part of the trainer 

CMHD Session II. Expectations sharing  

 20 min 
· The trainer begins the session by presenting the collated expectations (from the questionnaires sent to the participants earlier) on the board.

· The trainer takes the group through the listed expectations.
· Trainer presents the objectives of the program and asks for responses from the participants.  


   Note to the trainer :

a. This exercise helps to draw attention of participants to their own expectations and the expectations of the group.

b. It helps the participants to clarify the scope of the program and allows them to be free to focus their attention on the program.  

c. Trainer may also choose to ask the participants to share their expectations in the group, if formerly filled questionnaires are not available.
CMHD Session III. Norm Setting
(10 min)
· Trainer suggests to the participants to set the norms / ground rules for effective functioning as a group.  Norms can be on the lines of:

· Mobile phones not to be entertained, to be kept in silent mode.
· Listening to each other.

· Everyone’s contribution is important.

· Participants speak one at a time and no cross talk.
· The trainer tells the participants that they are free to change/ add norms during the course of the program.  
Note to the trainer 

This process helps the participants to feel a sense of belonging to the group and encourage ownership of the process of training.
CMHD Session IV. Familiarising with the program 
25 minutes
a.) Daily Dairy : (15 minutes)
· The trainer introduces the idea of participants maintaining a Daily Diary, following  certain guidelines.

· Purpose of Course diary :
· To think further about some aspects of each day’s experiences and leaning.

· To provide an opportunity for issues and concerns within the groups to be raised.

· To provide a continuing commentary by participants on the life of the group.

· To bring the group members to a shared starting point each morning.

· Guidelines for the diary :

· Write as an informal diary, not as a report or minutes.

· Keep the emphasis on the life of the group, on the members of the group and on the process of learning.

· Avoid recording and repeating the factual content or subject matter of sessions.

· Choose only a few points, events or moments to mention something which strike you, which seem important or you feel strongly about.

· Write from your own personal observations and experience of the group and the day.

· Remember that the purpose is reflection and not evaluating.

· Use your own style of writing and ways of expression.

· Write three or four sides only.

· The trainer gives a note book to the participants for writing the diary.


Note to the trainer :

a. Individual members can write in the Diary or in a small group.

b. Every day henceforth will start with the reading of the diary, allowing space for crisp comments/observations.

c. The diary will be returned to the trainer after the last day’s sharing.

b.) Hand Outs : (5 minutes)

· The trainer informs the participants that the sessions will be supported by handouts wherever required.

Note to the trainer :

a. In general all handouts are to be dealt with during the sessions.
b. Handouts may also be given as overnight assignments and brought back the next day.
c.) Overnight Assignments : (5 minutes)

· The trainer tells the participants that there will be over night assignments relating to topics including discussions of paper readings ( individually or in groups), and also other activities, (like Me and My work, Personal Profile sheet detailed in the last chapter on Strengthening the Trainer).

Note to the trainer :

a. Training is an ongoing process.

b. Creative exercises like ‘Me and My work’, ‘Personal Profile’ etc., help strengthen the group.  (Refer the chapter on Strengthening the Trainer for details on these exercises). The trainer can choose to give one or both of these exercises on day 1 to be completed and shared by day 3.
COMMUNITY

CMHD Session V. Community I know  
30 minutes
· The trainer suggests that the participants sit in pairs, think individually for a few moments of a ‘community’ they know of, their own impressions of its characteristics, its strengths and weaknesses.  Participants share the same with each other.
Process Questions :

1. What was the emphasis on :  people or physical features ?

2. How complete are the descriptions of communities?

3. Do you think the community has changed?

4. Are the changes in favour of the people or against?

5. Who is responsible for the changes?

6. How much control do communities have over situations?

· The trainer continues with the reflection in the group on things which affect the lives of people. 
‘The Chambers Dictionary defines community as ‘Common possession or enjoyment; people having common rights etc., in addition to a body of persons in the same locality’.

CMHD Session VI.  Community Members I know : 
 30 minutes 
· The trainer writes a list of 20 adjectives on the board . They are :

Strong





Intelligent

Suspicious




Interfering

Poor





Ignorant

Hard- working




Rational

Hospitable




Lazy

Helpful




Dull

Cooperative




Gossipy

Imaginative




Selfish

Stupid





Quarrelsome

Talented




Religious

· Trainer suggests participants individually to make a list choosing five adjectives to describe community members. On completion, he further suggests to list five adjectives to describe themselves .

· The trainer asks the participants to read out both lists.

·  The trainer encourages the trainees to look at the list and give their comments on their choices.

  Note to the Trainer :

Trainer does not make any effort to interpret what the participants have said.  

CMHD Session VII. Basic Beliefs : 
 10 minutes 
· The trainer gives out a paper – ‘Basic Beliefs’ (CMHD, Handout 1) to all the participants and suggests it be read aloud.

· The participants sit in silence for a few moments.
(CMHD, Handout 1)

Basic Beliefs 
· The existing beliefs and practices of the people in the programme are meaningful to them and should be understood.

· People are capable of understanding what is being discussed, provided the matter is relevant to their lives and presented in a way they are used to.

· People are capable of assuming responsibilities in solving their own problems.
· People are capable of organized and collective action for improving their lot.

· Group solidarity is crucial in fighting for exercising their rights 

· Individual reflection on personal experiences builds up the individual capacity.

· Synthesizing theory and practice widens the perspective one has in field work.
· The trainer is not all knowing.

· The trainer too grows during the process of facilitating groups to learn and grow.
CMHD Session VIII.  Your acquaintance with a person with mental illness : 
 15 minutes 
· The trainer divides the participants into groups of three.

· The participants are asked to think of a person they know of with mental illness in a community, their responses to the situation she/ he lives in, and share the same in the group.

· The trainer invites comments in the large group. 

Process Question :

1. What is our perception and feeling towards persons with mental illness?


 Note to the trainer : 

Trainer asks the participants to share only from their real life experiences.

CMHD Session IX.  Voices of People 
1 hour
· The trainer (Resource person identified by Basic Needs India) makes a presentation or field experiences are shared by BNI partner(s)/persons with experience.

· The trainer distributes a paper -‘Consultation’ (CMHD, Handout 2) to all the participants for further reading, which would be dealt with again in Module 4 under the session `Consultation’.

Process Question 

1. What is the significance behind consultation?

2. Comment on the impact. 

 (CMHD Handout 2)

CONSULTATION
Objective: To get to know people, their understanding of themselves, their present status and to encourage participants to express/voice their feelings, needs and aspirations. In the context of people with mental illness, the participants would include people with mental illness, family members (caregivers) and community workers.
Pre-consultation: Notice of meeting stating starting time, venue and purpose reaches the participants well in advance. Ensure travel plans and escort facilities where required. Ensure both women and men participate in the consultations.

Logistics: Suitable venue and environment help participants to interact with each other. Drinking water, toilet facilities, refreshments, sufficient newsprint, marker pens, etc., are other essential requirements. Participants feel familiar and comfortable.

Process: A trained facilitator/animator would undertake the process. S/he would adhere to the topic guides. For the first consultation the topic guides would include:

· Greetings & ice breaking

· Introduction to the day’s proceedings

· Introduction of participants

· Permission to process document and to take photographs

· Setting of Ground Rules for the conduct of the programme

· “My World” constituency mapping exercise

· Explanation and debriefing of mapping exercise

· Needs discussion (group exercise) followed by presentation & discussion in a big group

· “What Next?” again group exercise followed by presentation and discussion

· Debriefing – facilitator, key people from the organization and process writer

Process writer would be outside the circle and simply captures the content, context and even the movements and moods of people. 

Facilitator/Animator sticks to the sequence eliciting participation from every one. Does not break the silence, instead uses the silence to get life to the group.  When required asks participants to repeat what s/he said so that the group understands the depth and intensity of that particular statement. Animator encourages reflections, debates among the participants without losing the sight of purpose and good use of time. One has to be sensitive to emotions and at the same time not focus on one person so that others may lose interest, meaning, being sensitive to everyone present.
Group size needs to be appropriate for everyone to participate and their needs, if any, have to be met in time. After each presentation clarifications to the queries have to be drawn from the participants themselves. Persons with behavior problems may get up and go out. Someone should mind them but not force them to behave themselves in the group.

Points to remember (for Animator): 
· Communicate in commonly understandable language

· Not to misinterpret information/expressions

· Listen with attention

· Mind your body language

· Position yourself appropriately e.g. not showing your back while talking

· Repeat their expectations/ statements e.g. have I heard you saying ‘you want to get married?’
Closing the session: At the end, thank the participants for their frank sharing, especially for the commitments or action plans made and any appropriate things done by them during the day. End with the hope they have brought in. 
All the materials presented by the participants get collected by the process writer.

Debriefing: The facilitator/animator, process writer and the key staff from the organization debrief on every aspect of the day’s proceedings and that becomes part and parcel of the process document. 

COMMUNITY MENTAL HEALTH

CMHD Session X.  Development Perspective: 
1 hour
· Trainer distributes copies of papers – ‘Development Studies Course – Discussion paper’ (CMHD, Handout - 3) and the one on Human Rights approach 

· Participants are asked to read the paper individually.   

· Trainer divides the participants into groups of five. Each group selects its own  facilitator and critically examines the paper.  

· The trainer invites the groups to make presentation of the salient features. 

· The trainer highlights the learning of the group. 

Process questions.

1. What is your own experience of learning from the paper?


Note to the trainer :

Trainer focuses on the method of using a paper.

(CMHD, Handout 3)

DEVELOPMENT STUDIES COURSE: Discussion Paper

Development - What Do We Mean By It?

During the years that we have been thinking about development, the idea of development itself has passed through four different phases, and a fifth phase begins to dawn at the horizon. Simplifying matters very much, the four phases can be distinguished, and the role of voluntary agencies too can be seen to have changed. 
I. Development understood as Growth in Income
After the Second World War the economies of many countries in Europe were shattered. The United States of America embarked on a massive programme of economic aid and technical assistance, which quickly restored those economies. It was partly this experience, which encouraged statesmen of the time to recommend similar aid programmes as the remedy for poverty in the 'underdeveloped' countries.

Initially there was heavy emphasis on the economic aspect of development, on the need to raise the average income per person (per capita income), especially by the injection of foreign investment, technology and know-how into 'backward' countries. Countries having an annual per capita income of 500 US dollars or more were considered. 'developed'; those with lower per capita incomes were classed as 'under-developed'. The advantage of this approach was its simplicity. Development was thought of in one dimension only, and it could be measured by means of statistics. It was a subject for economists and statisticians: they had the 'answers'.
The reference point or measuring stick was the developed countries of the West. They decided what 'development' and 'underdevelopment' meant; and they did so, as can be expected, in their own image. The way to achieve development, as they saw it, was the transfer of funds and technical know-how from developed to developing countries through aid programmes. 

Voluntary agencies did not have a very important role to play during this stage; and they were largely ignored. But at times of disaster they were active in providing relief to the victims and survivors.

II. Development understood as Social Progress

The economists began to find out that they did not have all the answers, and that development was far more complex than increase in per capita income. A 1arge number of other variables were therefore added to the equation, for example measures of health, education, sanitary
conditions, calorie intake, protein consumption, and so on. A country with more hospital beds per thousand persons, or a higher calorie intake than another, or more schools, was considered more developed. The model became one of socio-economic development. Planners and administrators were now convinced that they had the answers, and that they would overcome the problems of underdevelopment, provided there were enough funds to build up 'infrastructure', such as schools, health centers, agricultural colleges, research institutes, etc. These were to be staffed by experts, expatriates or local persons, trained in the centers of learning of the Western nations.
(Department of Social Studies, Selly Oak Colleges, Birmingham B29 6LQ)

In this approach to development, the modern industrialized West remains the point of reference, against which other nations are measured, and in whose image they try to shape themselves. Development still comes from outside. It involves modernity, rationality, efficiency, and management. It is brought about through financial assistance, technical know-how, and the expert advice of professionally trained persons. Development radiates out of institutions, laboratories, research centers, hospitals, and places of higher learning. 

A more important role began to be given to the voluntary agencies. During this stage of thinking about development - and many of us are still in this stage - a great effort was made to build up institutions to provide a wide range of social services to the rural poor. Many of the dispensaries, hospitals, schools, and other institutions, built by either governments or voluntary organizations, owe their origin to this phase. And 'Thank God' for this, because otherwise large areas would remain without essential infrastructure.

This 'social progress' approach means that, at the local level, the institution itself becomes the point of reference. The individual in need of a service has to come to the dispensary, the office, the school, the hospital – as a client, or student, or patient, or beneficiary. Not much is expected from him (or her), since he is thought to be poor, backward, steeped in ignorance and unable to manage his own life. The most that is expected of him is that he participates in the programmes planned for him, and makes use of the infrastructure, which has been built up. He is clearly at the receiving end and is expected to behave in a 'rational' manner, that is, according to the expectations of those who have planned and budgeted for him.

This approach brings the further danger that institutions are measured by their size and style, rather than by the quality of personnel working in them, or the services they provide to the people. There is, further, the danger of institutions becoming ends in themselves.

Finally, this approach that those living at a certain distance from an institution can benefit  very little from it. Development therefore becomes patchy and begins to generate 'centers' of development: the so-called ' demonstration' farms, 'model' villages, 'pilot' project, etc., on the one hand; and large neglected areas on the other. As a result there is a growing disparity between the  two, even at the regional or local level.

III. Development understood as Integration
In the above approaches development was seen primarily as something coming from outside, whether in the form of finance, capital or social benefits. By the mid-1960s the failures of these previous attempts were making it increasingly clear that unless the process started within the poor country itself, it was unlikely to start at all. The expression 'Third World' entered development jargon, and 'third world countries' began to take a serious look at their internal social structures, i.e. the way their own societies were organized.

The problem they shared in common was a very unequal distribution of wealth. Most wealth was concentrated in the hands of a small minority, while the masses of the people lived in poverty and on the 'margin' of society. The chief task of development therefore came to be seen as bringing these marginal people into the existing social and economic organization, i.e. integrating them into the structures of society. Attempts were made to broaden the 'structures', and thus ensure a greater flow of benefits from those who 'had' to those who 'had not'.

Note that during this phase, the point of reference shifts to the developing countries themselves, but to their capital cities, their urban centers, the organized sectors of their economies, and to their ruling and decision-making elites, who themselves are fashioned according to Western standards and values. Naturally enough these persons, inspired with the best of intentions, view development of the ordinary people in their own image. The result is planning from above.

The strategy for development becomes one of reaching out from urban centers or from institutions. It takes the form of community development and extension programmes, started with initiatives from the centers or institutions (i.e. not in the communities themselves), planned from above at the center or institution, financed from outs side, and promoted through services manned by administrators who have now been asked to function as development agents.

The approach does not exclude the possibility of self-help, but lip-service is usually paid to this. In practice plans are decided in the cities, or at best by local officials and prominent leaders. Indeed it is usually assumed without question that the poor will gladly accept development as a gift from above.

This approach may lead to the building up of an impressive bureaucratic system with branches and offices all over the country, which is expected to deliver services and development. This mechanism is costly in terms of salaries and administrative costs - and also corruption - but it often fails to deliver the services. It may consume more than it produces. This is so because no corresponding receiving or achieving mechanism is built up amongst the people. The more powerful often scoop up the benefits meant for the poor. The so-called ‘trickle-down’ effect does not take place. The rich tend to become richer and the poor poorer. The majority of people feel powerless and, not surprisingly, they become cynical about the gap between what is promised and their daily experiences.

The approach is politically safe, because it doesn’t encourage the people to ask questions about the system itself. Development work is used as a way of winning the support of the people for the existing political system and its rulers.

The role of voluntary organizations grows considerably in importance. Because of their higher level of motivation, some Governments feel that projects meant for the most disadvantaged or remote people can be handed over to voluntary organizations, whose personnel will work with enthusiasm in places where Government officials would hardly go. Or again, because the voluntary agency workers have the confidence of the people, they can therefore communicate with them more easily than could Government officials.

A question can perhaps be asked at this point: Is this not how some Governments continue to see the role of voluntary agencies? 

IV. Development understood as Liberation
In this phase we reach the opposite of the original idea of development. Now the ordinary man (or woman) at the' grass-roots' becomes the point of reference and the standard for judging whether development is taking place or not. Any step for development at any level is justified if, directly or indirectly, it helps the marginal man in the third world to become more fully himself. The 'human' aspect now takes priority over the economic and technological. Economic projects and social progress are still very relevant, but only when they follow from decisions made by ordinary people in their own communities, and when they bring more equality and more participation in decision-making.

Previous attempts to bring development from outside and from above are said to have mostly produced unjust systems that oppress the people and deprive them of their self-reliance. The assumption that the benefits of development will 'trickle-down' from the top to the bottom of the social scale is seen to be false. Without major changes in the existing social and political structure, those who 'have' will not be willing to make the necessary changes to provide for those who 'have-not'.

There is a growing awareness that real development can on1y start from below, from the people at the bottom. The first step in development must be an attempt by the people to free themselves from the various oppressive forces keeping them in a state of dependency.

Development now becomes a matter, not of economics and social progress, not of integration, but of decision-making by the people - and therefore of politics and of power. Development does not take place until the people take matters in hand and become the makers of their own destiny. Only when people build up power from below, can they generate enough pressure on the structures of society, on the bureaucracy, on the political parties and on the privileged minority, and demand a share in the latter's power. This power is not given on a plate; it is earned. or won through struggle, violent or non-violent.

Several streams of thinking have come together to form this approach to development. They can be classified into two broad categories: the educational and the political.

Paulo Freire thinks that development comes about through 'conscientization': people growing in awareness of their situation, understanding the structures that oppress them, and gaining the capacity to change these structures through organized group action. In their process people change themselves from the 'objects' of their fate into its subjects, and so make their own history.

Such development happens through adult education, people organizing themselves around issues, winning small victories in obtaining from the administration what is due to them, and joining into larger groups to gain power at the wider level of politics and policy-making.

People's growth takes place through a never-ending cycle of experience, sharing, reflection, social analysis and action. 

The second stream looks for its ideology to Marxism or Maoism, and starts with a social analysis of the structures which oppress the people and which result in the increasing gap between the rich and the poor.

It sees confrontation with those in power as necessary to bring about revolutionary change. Supporters of this position are convinced that unless the total system is changed at the world level, no reform or local action or minor victories will help the people. On the contrary, they say, these improvements are only 'patching-up', which permits the existing system to survive, puts the people to sleep, and postpones the coming of the revolution. Minor struggles only have meaning because they prepare people for the big change, like rehearsals before the real drama is enacted.

Groups supporting this approach say that development cannot take place until new structures are built upon the ruins of the old, which have crumbled away. They aim at revolutionary change at the wider level, and pay more attention to the structures than to people. As examples of macro-changes, they mention Cuba, Tanzania, China, Vietnam and Nicaragua.

The means they recommend are confrontation and political action. They link up with political groups, liberation movements, and armed insurrection. They dismiss as bourgeois other approaches to development, including conscientization. For them it is everything or nothing. 

These two streams of thought share in common the idea that the main driving force for development is no longer the Government, international agencies, or donor countries. The Government is at best seen as the agency, which should respond to people's views and needs and ensure justice and the satisfaction of basic needs. At worst the Government is considered as one of the oppressive structures, in league with the exploiting forces, to be confronted and replaced by another Government that is responsive to people's needs and wishes. 

The agent of social change in now the rural development worker or activist. He (or she) lives amongst the people, identifies fully with their interests, and integrates himself in the local setting. He may be a professionally-trained person who draws a salary; or may be a volunteer working as an activist. He sets the process of awakening in motion, uses non-formal education methods, organizes the people around issues, and remains with them while they take up their own development. He is an animator and group organizer, but not a leader or decision-maker. Decision-making is left with the people, who appoint their own grass-roots leaders

Funding agencies and organizations of the UN pay increasing attention to efforts at 'development from below' and provide them with funds. They positively promote the emergence of more local non-governmental organizations and people's groups and help them to draw up their r own projects. This is done as an alternative to assistance channeled through Government channels, which does not reach the poor. It is also as an outcome of the conscientization that has taken place within these organizations themselves.

The chief merit of this approach is that it puts people back in the center of the growth process, and reminds us that nobody can develop another person or group. All we can do is create favorable conditions for development to take place. Development does not primarily consist in having more, but in deciding for oneself and in being more.

V. Development understood as Dialogue
Each of the approaches described has its merits, and contributes to a more complete understanding of what development is about. The last idea, development as dialogue between those who are below and those who are above, has evolved from the earlier analysis and has been added to by several new streams of thinking. It brings in other dimensions, which are also vital for the quality of life, such as culture and the environment.
One significant event was when Voluntary Service Overseas, Peace Corps and similar ventures were started. Thousands of young men and women from developed countries were sent to help groups of 'grass-roots' people in the third world, as agents of development. After the initial culture shock, they began to discover that there was much to be learned from the local population, whether in the warmth of human relationships, the hospitality received from the poor, the ingenious ways in which people managed to live with very little, the manner in which they relate to nature, their sense of the sacred, their joy of life in the midst of poverty, and the deep wisdom hidden in local ideas.

This started them off reflecting about their own culture, the way of life in their own society, which they had taken for granted. It all so made them critical of the exploitation of small people by international marketing structures. They returned to their own countries, many of them no longer reconciled to the way in which their own society was organized. They questioned its structures. Some opted for further assignments in Third World countries, or found employment as researchers, writers, teachers, administrators or political figures. They used their position to spread the process of conscientization, which they had experienced themselves.

A second train of thought arising from contact with Third World cultures is typified by Schumacher's book Small is Beautiful. Schumacher asked questions about Western economics and technology, and the affluent society with its wasteful ways, leading to the exhaustion of non-renewable resources. Out of this sprang the Appropriate Technology Movement, which attempts to combine the wisdom and ingenuity of traditional technologies with the improvements of modern technology, so as to lead to greater productivity but without throwing people out of work or destroying the environment.
Human Rights Approach To Development
A right is a justified claim or entitlement. The claim derived from right can be moral or legal or both. In either case, they are claims that call forth duty from other members of society directed towards the rights holder. The corresponding duties of society can be ascribed to various agents, for example, government, individual, NGOs, corporations.
Rights provide the basis for justified claims of the actual enjoyment of certain liberties, goods, powers or immunity by persons or people to be protected by society against standard threats. For human rights purposes, it can be said that a right is : 
· A right, if and only if society has the duty to protect its enjoyment and redress its violation;

· A human right, if and only if being a human being is sufficient reason or condition of possessing the right

Human right as a natural law is a clinical concept. It reflects a fundamental principle which emphasizes the worth of the individual human being and recognizes their right simply because of them being human.
All human rights are universal, individual and inter-dependent. The individual must be able to enjoy freedom from want as well as freedom from fear. Respect for the dignity of the individual cannot be ensured without that person enjoying all his/her rights. Ultimately, it is a question of putting the human being in the centre, not as an atomistic individual but as part of a community and an ecological system.
Advancing a human rights approach to development requires a new paradigm and new perception of both rights and development. The dignity and well being of the human being are the foundation on which the rights-based approach is built. Rights based approach to development means the difference between a need and a right. A human right is something to which one is entitled solely by virtue of being a person. It is that which enables one to live with dignity. A right can be enforced by the government and entails an obligation on the part of the government to honour it.
A `need’ is an aspiration which can be quite legitimate, but not necessarily associated with an obligation on the part of the government to cater to it. Satisfaction of a need cannot be enforced. Rights are associated with `being’ whereas needs are associated with `having’.
( Source : A Human  Rights Approach to Development, Action Aid 2004 pp 49-51)

CMHD Session XI.  Poverty Analysis 

1 hour
a.) Issues of Society That Concern You : (30 Minutes)

· Trainer asks the participants to think of society at large and some issues they are concerned about.

· The participants list concerns and prioritize them.

· Participants share the lists in groups of three, followed by discussion

· The group consolidates the issues on news print

· Each group is asked to select the major concerns and the possible solutions to the issues and the same posted on newsprint again. 

Process Question :

1. What do we feel about the emerging scenario?


Note to the trainer :

a. Tasks and time allotted have significance.

b. Trainer stays alert in the group processes and makes interventions appropriately.

b.)  Poverty Perspective : (30 minutes)
· Trainer distributes copies of paper – ‘ Poverty perspectives’ (CMHD,  Handout 4)

· Participants read and discuss the paper in two groups.

· Each group makes presentation of salient features of the paper through a brief report.

Process Question :

1. What struck you most about the session?


Note to the trainer :

Highly varied mode of sharing within the group keeps the participants alert and interested – thinking individually, sharing with partners, small groups, large groups and group as a whole -  this also helps in time management.

(CMHD, Handout 4)

‘Poverty Perspectives’

The concept of poverty is not limited to a person’s mere material requirements. According to UNDP and Dr. Amarthya Sen, Economist, poverty is multidimensional in character and diverse. The concept of poverty has been defined from different perspectives.
· Income perspective : A person is poor if and only if, her income level is below the defined poverty line. The poverty line used by the World Bank for international comparison is set at one US dollar a day per person. The poverty line varies from one continent to another.

· Basic needs perspective : Under this, poverty is deprivation of materials required for minimally acceptable fulfilment of human needs, including food, basic health care, education and essential services that have to be provided by the community or state. It also recognizes the need for empowerment and participation.

· Capability perspective : Poverty represents the absence of some basic capabilities to function. In the capability concept, poverty of a life lies not merely in the impoverished state in which the person actually lives, but also in the lack of real opportunities due to social constraints as well as personal conditions to lead valuable and valued lives.
Poverty as a web

In Definitions of Poverty, Eleven Clusters of Meaning, Paul Spicker points out that poverty is commonly understood in at least 11 discrete senses. The senses can , and do , overlap , but they are discrete because they can be logically separated , so that circumstances which apply in one sense do not necessarily apply in others. Those cluster of meaning of poverty are closely linked with the concepts of living, limited resources, lack of basic security, lack of entitlement, multiple deprivation, exclusion, inequality, class, dependency and unacceptable hardship.

Poverty can be seen as a set of social relationships in which people are excluded from participation in the normal pattern of social life. Human poverty constitutes a denial of human rights to promote social progress and raises the standard of living within the wider concept of freedom. Poverty is a great enemy of human happiness, as it certainly destroys liberty. However, poverty is not only lack of material needs. It includes other aspects of life, such as lack of personal security, access to information and ability to influence political decisions. 

Within this multidimensional perspective, poverty reduction will have to address not only improvement in livelihoods, but also improvement in access to resources, expansion of knowledge and increased empowerment. To do so, one has to understand the process of economic, social and political exclusion.

Some figures to indicate Poverty are, 
· 800 million people suffer from malnutrition

· 900 million people are illiterate

· 20% of the world’s population lack access to safe drinking water

· 1 billion people live on less than US$ 1  a day

· 3 billion people live on less than US$2 a day – 50% of humans

· 250 million children work 

· 120 million children receive no schooling

· 25% of humans live in absolute poverty

CMHD Session XII.  Gender (30 minutes)

· The session opens with the participants being invited to recall childhood plays or often repeated proverbs bringing attention to gender lightly.

· Trainer adds a small input on gender in general.

· A paper - ‘Gender – Key Concepts’ (CMHD, Handout 5), is distributed while the participants are asked to sit in groups of five.

· The trainer takes them through the paper.

· The participants follow sharing personal experiences around the concepts.  

· The trainer ends the session by handing out a paper - ‘Women and Mental Health’ (CMHD, Handout 6), to the participants with a suggestion to think further on the subject.

Process Question

1. What would be the one statement that you would like to make to the group now? 


(CMHD Handout, 5)

GENDER
Key concepts 

The practical use of gender-analysis frameworks must be based on the clear understanding of their central concepts. The concepts can also be used in research and planning, independently of the gender frameworks. 
All explanations and definitions given need to be translated and adapted to each local context. While all of the concepts here maybe of use in your area of work, only a few of them are essential in all situations. For example, it would be impossible to perform a gender analysis without understanding the concepts of sex and gender, or how the division of labour between women and men is affected by,  and in turn shapes gender power relations. But some other concepts which are widely used- for example, practical and strategic gender needs are not vital to do good work.  They may even mislead, because reality does not fit into such neat categories. Use these concepts as a way to start thinking about the issues, but do not be intimidated by them, and only use what seems helpful to you in your work 
Terms and concepts included here are the subject of widespread and continuing debates by researchers and workers in academia and development organisations. We do not aim here to do justice to these complex debates: rather, we explain the terms and concepts briefly as they are currently understood and used by gender and development practitioners. 

Sex and Gender  

The distinction between sex and gender is the subject of much discussion. In gender and development, definitions can be summarised as follows: 
· Sex: Sex is the biological difference between men and women. Sex differences are concerned with men’s and women’s bodies. Men produce sperm; women bear and breastfeed children. Sexual differences are the same throughout the human race. The experience of being male or female differs dramatically from culture to culture. 
· Gender: The concept of gender  is used by sociologists to describe all the socially given attributes, roles, activities, and responsibilities connected to being a male or a female in a given society. Our gender identity determines how we are perceived, and how we are expected to think and act as women and men, because of the way society is organised. 
· Gender relations: These are the social relationships between men as a sex and women as a sex. Gender relations are simultaneously relations of cooperation, connection, and mutual support, and of conflict, separation, and competition. Of difference and inequality. Gender relations are concerned with how power is distributed between the sexes. They create and reproduce systemic differences in men’s and women’s positions in a given society. They define the way in which responsibilities  and claims are allocated and the way in which each is given a value. Gender relations vary according to time and place, and between different groups of people. They also vary according to other social relations such as class, race, ethnicity, disability and so on. 
· Gender analysis: Such an analysis explores and highlights the relationships of women and men in society, and the inequalities in those relationships, by asking who does what? Who has what? Who decides? How? Who gains? Who loses? When we pose these questions we also ask, Which men? Which women? Gender analysis breaks down the divide between the private sphere (involving personal relationships) and the public sphere (which deals with relationships in wider society. It looks at how power relations within the household interrelate with those at the international, state, market and community level. 
Gender and development work is based on gender analysis. This involves promoting equality between men and women; key to this is placing the issues that women say are of particular concern to them on the main agenda of those institutions which shape women’s and men’s lives (the state. non-government organizations and so on)
Work 
· Gender (or sexual) division of labour : In all societies, men and women are assigned tasks, activities and responsibilities  according to their sex. The gender division of labour varies from one society and culture to another, and within each culture, it also changes with external circumstances and over time. Because in most societies, gender power relations are skewed in favour of men, different values are ascribed to men’s tasks and women’s tasks. 
In all types of work done by men and women, a distinction can be made between productive work (production) and reproductive work (reproduction). 
· Production: This includes the production of goods and services for income  or subsistence. It is this work which is mainly recognised and valued as work by individuals and societies. and which is most commonly included in national economic statistics. Both women and men perform  productive work, but not all of this is valued or rewarded in the same way. 
· Reproduction: This encompasses the care and maintenance of the household and its members, such as cooking, washing, cleaning, nursing, bearing children and looking after them, building and maintaining shelter. This work is necessary, yet it is rarely considered of the same value as productive work and  is normally unpaid and is not counted in conventional economic statistics. These are mostly done by women.
Access to, and control over, resources. 
When considering the way in which resources are allocated between women and men (the ‘gendered’ allocation of resources), it is important to look at the difference between access to resources and control over them
· Access: This is defined as the opportunity to make use of a resource.

· Control: This is the power to decide how a resource is used, and who has access to it.
· Women often have access but no control. 
Status and role 
There are a number of different sets of concepts which aim to distinguish between the visible aspects of gender relations between women and men (for example, as seen in the different activities they participate in), and the invisible power relations which determine these activities. As a result of their low status in the community, the activities which women perform tend to be valued less than men’s, and in turn, women’s low status is perpetuated through the low value placed on their activities. 
Condition and position 
· Condition: This term describes the immediate, material circumstances in which men and women live, related to their present workloads and responsibilities . Providing clean water or stoves for cooking for example, may improve the condition of women by reducing their workload. 
· Position: This concept describes the place of women  in society relative to that of men. Changing women’s position requires addressing their strategic gender interests (see below for a full definition of this term), including  equal access to decision making and resources, getting rid of discrimination in employment, land ownership,’ and so on. In order to change women’s position, we must address the way gender determines power , status, and control over resources. 

Practical and strategic gender Interests/ needs 

The dual concept of women’s  or men’s practical and strategic gender interests  (first coined by Maxine Maxyneux in 1985) was developed into a tool for planners by Caroline Moser (see p 55 for the Moser Framework). which looks at needs’ rather  than interests. 

Practical gender interest/ needs: if these were met, the lives of women (or men) would  be improved without changing the existing gender division of labour or challenging ‘women’s subordinate position in society. Meeting practical interests/ needs is a response to an immediate perceived necessity. Interventions which do this are typical1y concerned with inadequacies in living conditions such as water provision, health care, and employment

Strategic gender interests/ needs: 1f these were met, the existing relationship of unequal power between men and women would be transformed. These interests/needs relate to gender divisions of labour, power, and control. Those identified by women may include issues such as legal rights, domestic violence, equal wages, and women’s control over their bodies. However, many of these issues are perceived as part of a natural order, which cannot be challenged. Women may only be able to articulate their strategic interests/ needs once they have exchanged knowledge with someone who knows that it is possible to change the ‘natural order’. This may be an external facilitator, or a community member who has experienced another environment or culture for example, (a returning migrant worker). Men also have strategic interests/ needs: they may aim to transform their own roles (in order to be able to take part in childcare or to resist conscription into a fighting force), or, on the other hand, they may resist women’s demands for more control over their own lives. 

Some have argued that practical and strategic interests and needs cannot be so neatly separated Sara Longwe points out that every practical development intervention has an effect on power relations (the ‘strategic’ area of life), whether this is intended or not. 

Transformatory (or redistributive) potential 

Kate Young (1987) introduced a concept of transformatory potential, to complement the concepts of practical needs and strategic gender interests (Young’s chosen terminology). This is a useful concept to help development planners, or women themselves, to consider how their practical needs can be met in a way which has transformatory potential; that is, in a way which will assist women in challenging unequal gender power relations, and contribute to Women’s empowerment.

Gender classifications of policies 

As a tool for helping practitioners and policy-makers determine to what degree a projector a policy is explicitly working towards transforming unequal re1ation Naila Kabeer (1992) classifies policies into the following types. 

Gender-blind policies: These recognise no distinction between the sexes. They make assumptions, which lead to a bias in favour of existing gender relations. Therefore, gender-blind policies tend to exclude women. 

Gender aware policies: This type of policy recognises that women are development actors as well as men: that the nature of women’s involvement is determined by gender relations which make their involvement different amid often unequal and consequently women may have different needs, interests, and priorities which may sometimes conflict with those of men within this category. Kabeer further distinguishes between gender-neutral, gender-specific and gender-redistributive policies. 

Gender neutral policies: These use the knowledge of gender differences in a given society to overcome biases in development interventions, in order to ensure that interventions target and benefit both sexes effectively to meet their practical gender needs. Gender-neutral policies work within the existing gender division of resources and responsibilities. 

Gender specific policies: These use the knowledge of gender differences in a given context to respond to the practical gender needs of women or men; they work within the existing gender division of resources and responsibilities. 

Gender-redistributive policies: These are intended to transform existing distributions of power and resources to create a more balanced relationship between women and men, touching on strategic gender interests. They may target both sexes, or women or men separately. 
(Source : From Candida Marah, Iynes Smith, Maitrayee, Mukhpadhya `A Guide to Gender Analysis Framework’, Oxfam G.B. 1999)

(CMHD, Handout-6)

WOMEN AND MENTAL HEALTH

When the world of health policy and public health considers the health of women, one tendency is first and foremost to link the well-being of women to that of children and the family, and, legitimately, to the health of society overall. Although this perspective is well-founded given that the health of women is well documented to have a positive impact on the general health of all members of a society, too often a common focus among health policy decision makers is to emphasize maternal and child health. Women's health within the policy domain is often defined as reproductive health and identified with women's children's health. Family planning efforts, inspired by the theory that overpopulation is a major impediment to development, have dispensed contraceptives in the interests of reducing fertility, but often ignored women's needs for information about, and control over, reproductive processes. More recently, clinical trials of AZT during pregnancy have focused on reducing the transmission of HIV from infected mothers to their newborns, but financial constraints have limited efforts to provide AZT for mothers after pregnancy.(2)

Such efforts to improve the health of women's children through programs that affect women's health are laudable. Yet, in the past decade, as women have begun to exercise greater influence over health policy formation, questions about such trends have been raised. Initially, women asked "Where is the "M" in MCH programs?" (3) "What about programs designed to address women's needs as women as well as mothers?" Such questions challenge traditional health policies that focus primarily on MCH programs; the call for definitions of women's health which are broader than the reproductive and the maternal, incorporating mental and physical health across the life cycle, has been repeatedly expressed in recent years. As feminist theorists have recently argued, women's well-being is "not solely determined by biological factors and reproduction, but also by the effects of workload, nutrition, stress, war, migration." (4) Mainstreaming a gender perspective into the health sector requires a broad-based definition of health for women as well as men that addresses well-being across the life cycle and in domains of both physical and mental health. Mainstreaming a gender perspective needs to be coupled with mainstreaming mental health issues as well, because women disproportionately suffer from mental health disorders and are more frequently subject to social causes that lead to mental illness and psychosocial distress.

Epidemiologic and anthropological data point to different patterns and clusters of psychiatric disorders and psychological distress among women than among men. The origins of much of the pain and suffering particular to women can be traced to the social circumstances of many women's lives. Depression, hopelessness, exhaustion, anger and fear grow out of hunger, overwork, domestic and civil violence, entrapment and economic dependence. Understanding the sources of ill health for women means understanding how cultural and economic forces interact to undermine their social status. If the goal of improving women's well-being from childhood through old age is to be achieved, "healthy" policies aimed at improving the social status of women are needed along with the "health policies" targeting the entire spectrum of women's health needs. Such an emphasis calls for state gender ideologies that encourage investment in women's health in broad ways, from education to economic empowerment and through legal and political mechanisms that enhance the status of women. It also calls for a concerted effort to improve and enhance social and mental health services and the competence of professionals and programs in concert with the improvement of health services overall. Before we turn to examine policy implications in greater detail, I wish to provide a brief and partial profile of the cluster of problems in the domain of mental health that challenge policy makers committed to mainstreaming a gender perspective in health policy and state ideologies.

A Brief Profile of Psychiatric Disorder and Psychosocial Distress

Psychiatric Disorders

Comparative analysis of empirical studies of mental disorders reveals a consistency across diverse societies and social contexts: symptoms of depression and anxiety as well as unspecified psychiatric disorder and psychological distress are more prevalent among women, whereas substance disorders are more prevalent among men. The disability-adjusted life years data recently tabulated by the World Bank reflect these differences.(5) Depressive disorders account for close to 30 percent of the disability from neuropsychiatric disorders among women, but only 12.6 percent of that among men. Conversely, alcohol and drug dependence accounts for 31 percent of neuropsychiatric disability among men, but accounts for only 7 percent of the disability among women. These patterns for depression and general psychological distress and substance disorders are consistently documented in many quantitative studies carried out in societies across the world. (See Desjarlais et al. [1995], chapter 8, pp 179-206, for a review of research findings in numerous studies.([a]) Explanations proposed for gender differences in psychiatric morbidity in Asia, Africa, the Middle East and Latin America echo established associations among poverty, isolation and psychiatric morbidity for women in Western Europe and the United States (see Dennerstein et al. 1993). In a now classic study by Brown and Harris (1978), depression was found to be more prevalent among working-class than middle class women living in London. There is evidence that poor women experience more and more severe life events than does the general population (Brown et al. 1975; Makosky 1982); they are more likely to have to deal with chronic sources of social stress such as low quality housing and dangerous neighborhoods (Makosky 1982; Pearlin and Johnson 1977); they are at higher risk for becoming victims of violence (Belle 1990; Merry 1981); and they are especially vulnerable to encountering problems in parenting and child care (Belle et al. 1990). Poverty also erodes intimate and other personal relationships (Cherlin 1979; Wolf 1987). In fact, social networks can represent additional stress for poor women as well as sources of support (Belle 1990).) This gender difference has led some to contend that men tend to externalize their suffering through substance abuse and aggressive behavior, resulting in an under-reporting of psychological distress. Women, in turn, more often suffer distress in the form of depression, anxiety, "nerves," and the like.
Social Origins of Distress

Ethnographic research and case descriptions enrich the quantitative findings of these prevalence studies of psychiatric morbidity, elaborating on the social context of depression, dependency and hopelessness and on the gendered dimension of these epidemiological clusters of social and psychological distress. Clusters appear as post-traumatic stress disorder and dissociative disorders, depression and sociopathy, and other mental illnesses which are highly correlated with societal breakdowns and social problems, such as civil strife, domestic violence, street violence, community disintegration, substance abuse, and family breakdown.(6) Numerous case studies illustrate the configuration of such social psychological clusters. Das, for example, recounts events in the life of an Indian woman following the loss of her husband and three sons in an ethnically charged riot, showing how her husband's family's subtle communication of the responsibility for the disaster converged with her own guilt to culminate in despair and eventual suicide.(7) Links between economic hardship, child death, emotional deprivation, and psychological distress in women have also been documented in many anthropological studies, including recent work carried out in Brazil, Mexico and Pakistan.(8)
Anthropology also offers an alternative approach to understanding the experience and expression of emotional distress. Complementing an epidemiological or clinical perspective with an ethnographic one, we find psychological pain realized not necessarily as "depression" or "anxiety" but in local idioms of distress -- "nerves," "attacks," "heaviness of the heart" and intrusions by unwanted "spirits" -- in studies carried out through South and North America, the Mediterranean region, Africa and Asia, and in Middle Eastern societies. Higher prevalence of such disorders is consistently found for females. Careful attention to social and cultural meanings associated with complaints of "nerves" often points to power conflicts, abuse and oppression in families and communities. Such findings appear in studies done in settings as diverse as Somalia, Iran, Malaysia, and among Central Americans who are refugees who fled civil strife and societal breakdown and currently live in the United States.(9)

Poverty, domestic isolation, powerlessness (resulting, for example, from low levels of education and economic dependence), and patriarchal oppression are all associated with higher prevalence of psychiatric morbidity in women. In short, a considerable body of evidence points to the social origins of psychological distress for women. In the chapters on "Women" and on "Violence" for World Mental Health (1995), we also examined issues of hunger, poverty and overwork, sexual and reproductive violence, domestic, civil and state violence, and the potential noxious effects of certain state economic policies, such as structural adjustment programs and monetary crises, on the mental health and general well-being of the majority of women. (See World Mental Health 1995 for data summaries.) The conclusions from these reviews are indeed distressing. Malnutrition in many parts of the world is found more frequently among girls than boys, manifesting sex bias also found in traditional patterns of infanticide and newly practiced sex choices of fetuses, through selective abortion.

In the world of work, we find employment may bring self-esteem and independence; however, low paid or unpaid labor may contribute to oppression rather than independence. Many women work a "double day" maintaining households, raising children, carrying out economically productive activities in marketing and agriculture and in household-based industries. Numerous studies document that women "work" more hours than do their husbands given their widely diverse economic and household responsibilities. Overwork may lead to exhaustion and stress. In addition, global and local traffic in women for commercial sex as well as household servitude entraps women, leading to high rates of mental illness. Sexual and reproductive violence, as well as rape during war, ethnic violence and civil strife, target women disproportionately. Severe and on-going domestic violence has been documented in almost every country in the past decade; the World Bank (1993) estimates the consequences of familial and communal abuse account for approximately five percent of the global burden of disease for women during the reproductive years. Such abuse is often associated with depression, dissociate disorders, and suicide.

It took the United Nation's "Decade for Women" to begin to make women's productive, as well as reproductive, roles visible to the world. Many development policies, and most recently in Asia, monetary policies to ease the debts of the rich and the consequent monetary crises, have hit women in traditional marketing, agricultural, and even in governmental and commercial sectors hard. Yet, the global consciousness-raising of the United Nations has spawned a number of programs that enable women to be productive, to control their own labor, the means of production and their earnings. Programs that are attuned to women's voices, needs, and hopes for the future for themselves and their families, and that contribute to women's control over economic and social/political resources have a direct and beneficial effect on women's mental health. They also have indirect effects, buffering women from oppressive conditions that place them at risk for mental illness and providing them the means to escape situations of violence, economic and sexual slavery and abuse.

Such a description of the social origins underlying psychiatric disorders can be disheartening. However, the resilience of individuals and the ability of governments and community organizations to develop policies and programs to address both the needs of the psychiatrically ill and the social origins of psychological and psychosocial distress offer not only hope but examples as well. What can be done? What has been accomplished thus far? What creative efforts may serve as models and inspiration for future action?

State Gender Ideologies and Healthy Policies: Mainstreaming Gender Perspectives in Mental Health Policy

Gendered Voices

Just as important as an understanding of the social origins of women's ill health is a recognition of what can be done and is being done to improve women's status and well-being. The development of policies and programs consistent with broader definitions of health require listening to the women whom such programs are designed to serve and giving voice to their concerns, at all stages of planning, implementation and management. Listening to women who will use and staff programs maximizes the likelihood that services provided will fit well in local settings, and as a result be acceptable and used. The myth that poor women cannot or will not speak for themselves must be dispelled.

Much local listening work -- that is, going into communities and talking with women about how they live and what their health and in particular mental health needs are -- remains to be done. In the meantime, we may listen to the work of many NGOs and women's groups that have mounted programs to defend and promote the overall well-being of women, such as recent efforts being undertaken by Indonesian women's organizations to address the mental health consequences of the sexual violence perpetrated against Chinese Indonesian women during the May 1998 riots. NGOs and women's organizations are also seeking ways to give voice to ordinary women's concerns about feeding their families and caring for the sick in this stressful period created by the monetary crisis.

Building on local movements and enhancing grass-roots strengths offer pathways through which the status of women and women's health may be improved. Numerous local initiatives abound, from adult literacy programs in India to grass roots movements throughout the world's local communities of women, to resist oppression and to organize and reshape community health programs.(10)
The voices of the contributors to the 1991 National Council for International Health's Conference on Women's Health(11) represent a broad perspective as well. Conference recommendations are directed toward women's overall empowerment; these include 1 establishing baselines for women's health and well-being and measuring progress; 2 developing ways of monitoring the impact of structural adjustment programs on women's welfare, and establishing programs to mitigate their adverse effects; 3 enforcing or enacting legislation to improve women's status; 4 addressing women's need for equitable employment and economic development; and 5 expanding education for women and girls.

Efforts at both the international and local levels are crucial, but to be maximally effective the two must connect. This may take several forms. One is the "listening" exercise mentioned above; exogenous donor agencies seeking to promote health and "development" should do so not only having listened but having given voice to the participants and intended beneficiaries of programs. For women, this means being partners in the process of mainstreaming gender perspectives in health policy and development programs. International support for local initiatives is another connecting mechanism. A third is learning from and using local programs as models or creative inspiration for the designing of new initiatives.

Healthy Policies and Mental Health Policies

Health policies can be distinguished from "healthy" policies at the level of the state.(12)Healthy policies are those government programs that, while not specifically aimed at fighting illness and disease, nonetheless have positive consequences for health. Healthy policies for women are supported by state gender ideologies that enhance the cultural, political and legal status of women by legitimizing equitable public investment in and protection of females as well as males. Countries with equitable gender ideologies are far more likely to educate females at approximately the same rate as males and to provide women legal protection, political rights and economic opportunities, than are countries that do not promote such equity. Although furthering gender equity in state ideologies requires the mobilization of political will and political action, as well as attention to women's voices and participation, the impact on women's well-being, and therefore the well-being of society, has been shown to be considerable.

Health policies that incorporate mental health into public health and address women's needs and concerns from childhood to old age can be developed in numerous ways to further mainstreaming of gender perspectives. Ethical considerations and competence of practitioners are central to the formulation of integrated health programs capable of redressing the trauma of rape, the stigma of sexual or domestic violence, the depression of isolation or gender oppression, and the anxiety of scarcity. One of the more troubling mental health consequences of general health status of communities is the effect on mothers of high infant and child mortality rates and high HIV infection rates affecting multiple family members across generations. Highly skilled clinicians as well as broader programs are necessary to address the deeply troubling experiences women encounter when faced with decisions about how to make use of scarce family resources or how to plan for the care of children who may be orphaned because of familial HIV.

Although the social roots of many of these problems mean that they cannot be simply patched over with medical care, to ignore the potential role of the health care system to attend to needy women would imply that a society does not want to invest its resources in women's health. Institutions of health education, such as medical schools and training programs for health workers, need to be evaluated and barriers to treating mental illness and the consequences of violence addressed. Communication among health workers, physicians, and women patients (and often men as well) is notoriously authoritarian in many places in the world, regardless of the sex of the physician or health worker, making a patient's disclosure of psychological distress or consequences of sexual violence difficult, at times stigmatized. Evaluation of training and enhancing the competence of primary care physicians and health workers to treat the consequences of domestic violence, sexual abuse and psychological distress and mental disorders may occur in tandem with a review of what women ideally want from health care givers.

International and state sponsored health policies must also face the challenge of formulating moral but "culturally sensitive" responses to practices hazardous to the emotional and physical health of women and girls (such as female circumcision, female infanticide, gender-specific abortion, and feeding practices that discriminate against girl children.) Such dilemmas can be partially resolved by offering support to local public health movements and grass-roots efforts.

Health policies and accompanying programs of health research may become leverage to mobilize political will and participation, and to promote change in policies controlled by other sectors of government. Continued documentation of the powerful relationship between the health of the whole society and female education is but one example. Evidence is overwhelming that the education of females is the single most important factor in improving the health of infants and children, and of men. It is even a factor in reducing alcohol consumption by husbands (which, in turn, reduces male abusive behavior).(13) Similar analyses of links between legal inequities (such as gender discrimination in family and criminal law) and sexual and domestic violence and their health consequences for women and their families would provide another. A third example is to emphasize the link between health and access to and control of economic resources and opportunities.

Health policies and "healthy" policies may both be fostered by and provide ways to encourage equitable state gender ideologies that bring about the mainstreaming of a gender perspective into the health sector. There are also several specific initiatives in the domain of mental health that call for concerted attention from the research community, international agencies, and local governments. The following recommendations do not propose formulas for the development of specific solutions, but suggest ways that recognize the complexities of creating mental health policies, and ultimately, mainstreaming a gender perspective in the health sector that recognizes the concerns of the very people most affected by the problems in question.

Recommendations for Specific Initiatives in Mental Health Services and Training (14)
· Upgrade the quality of mental health services :Mental health services have a crucial role to play in alleviating suffering associated with psychiatric illnesses, emotional distress, psychological disorders, and behavioral pathology. Abused women, troubled children, those traumatized by political violence, those who have attempted suicide or are addicted to alcohol or narcotics, and especially those who suffer acute or chronic mental illnesses can be helped substantially by competent mental health care. We have seen how women suffer disproportionately from mental illnesses such as depression and anxiety, and dissociative disorders associated with sexual abuse, and yet these are the illnesses that competent clinicians may best help. With recent advances in psychiatric medications and specialized forms of psychosocial interventions, the potential for benefit is greater than at any time in history.

Yet mental health services in most societies are inadequate. Well-trained practitioners are scarce, drugs and psychosocial interventions are unavailable or of poor quality, and even where expertise and resources exist, they seldom reach into the communities where the needs are greatest. The human rights of the persons with mental illness are often severely compromised, and mental health care is too often associated with abusive social control. Financial investment is required for sustainable programs, and creativity is needed to build programs that join local resources with professional knowledge.

Mainstreaming a gender perspective in the mental health sector -- through educating women at all levels of society about the possibilities of mental health interventions and the potential for services and programs -- is central to the success of mental health program development. The development of community based programs may build upon the engagement of many women to their local communities and their commitment to community and family health. Formal mental health services, including rational drug policies for psychotropic medications and the reliable provision of adequate supplies at reasonable costs (selected generic antidepressants, antipsychotic and anticonvulsant drugs), must be complemented by non-medical support groups, consumer groups and healing institutions that provide crucial care in many communities.
· Encourage systematic efforts to upgrade the amount and quality of mental health training for workers at all levels, from medical students to graduate physicians, from nurses to community health workers.

Essential to mental health programs is a small cadre of well-trained mental health professionals: psychiatrists, psychologists, social workers and psychiatric nurses. They are the ones who must lead efforts to establish priorities of mental health in medical education and health policy. Training primary care physicians, nurses and health workers in the recognition and appropriate referral and/or treatment of mental illness is central to expanding community services to meet needs. Specific training in diagnosis and management of psychiatric conditions is required to improve the quality of mental health services offered in primary care. And since community practitioners often depend almost exclusively on agents of pharmaceutical companies for new information on medications, initiatives in continuing education are needed to provide more basic training in the safe and effective use of psychotropic medications.

With appropriate training and supervision, non physician primary health workers can learn to diagnose, treat, and organize follow-up programs for a substantial fraction of cases of depression, anxiety and epilepsy, and can, with appropriate supervision, manage patients with chronic schizophrenia in the community if their social welfare is provided. WHO has developed training programs and shown they can be effectively employed in societies as diverse as India, the Philippines, and Tanzania. In societies in which non physicians provide a substantial portion of primary care, specialized training activities are a cost-effective means of improving and extending mental health services.

Mainstreaming a gender perspective may build on the interests of many women professionals who have entered the field of mental health care as psychiatrists, psychiatric nurses, counsellors and social workers.

· Promote efforts to improve state gender policies, toward interdicting violence against women, and toward empowering women economically, and to make women central in policy planning and implementation of mental health services. Research should evaluate the mental health consequences of these programs for women, for children, and for men.

As we have noted above, investing in the health, education, and well-being of women is of high priority for improving the mental health of populations in low and middle income countries. The World Bank's 1993 World Development Report clearly demonstrates that educating women to primary school level is the single most important determinant of both their own and their children's health. World Mental Health (1995) indicates women's education is an equally valuable investment for the mental health of women, men and children. Such education also renders women less likely to tolerate domestic violence and abuse, or the spending of substantial portions of the family income on drinking or gambling by their spouses. Educated women are also more likely to be receptive to and engaged, as equal partners, in public health programs.

Women throughout the world constitute the vast majority of caretakers of first and last resort for chronically disabled family members, including mentally retarded children, demented elderly, and adults suffering a major mental illness. Minimally, it is in a community's long-term social interest to assist with this burden through formal health services. In addition, because women are critical to the success of health policies, their participation in formulating mental health policies should be encouraged, with governments, international organizations and NGOs defining avenues for women to exercise leadership roles. Policies may be evaluated by women's groups not only in terms of how they support women's mental health but also in terms of the quality of services offered to women, children and men.

· Encourage initiatives to attend to the causes and consequences of collective and interpersonal violence.

Collective and interpersonal violence is one of the most pressing problems in the world today. Wars, prolonged conflicts, ethnic strife, and political repression lead to deep trauma and psychological problems that persist beyond the period of conflict and violence. While only profound changes in international and national politics will reduce armed conflicts, peace and security initiatives should be strongly encouraged. In addition, mental health concerns should be more widely understood in peace and security programs. For ethnic conflict, for instance, mental health issues -- from the effect of racism on ethnic identity to the vicious cycles of revenge -- should become the target of new policies, such as education in schools. Transnational initiatives to treat trauma may assist in modest but effective ways as well to quickly respond to and aid victims of collective violence. Intervention programs of therapy and triage, which have been shown to have beneficial effects, need to be supported internationally as well as locally given costs and limited services in many parts of the world. Women's organizations have taken major roles in leading such efforts in the past and can be models for future efforts as well.

Curtailing and preventing interpersonal and domestic violence (often generated by community violence and breakdown) requires the mainstreaming of a gender perspective to formulate policies both in health care services and in the legal system. Although medical care for physical wounds and mental health care for psychological wounds may mitigate long term suffering, deterrence and ultimately prevention require laws that make domestic violence against women (and children) a crime.

· Direct efforts specific to primary prevention of mental disorders, and behavioral, psychosocial and neurological disorders.

Such efforts would survey the scientific knowledge base, examine primary prevention activities around the world, address the cross-cultural relevance of prevention programs, and define training needs and related activities. Successful prevention programs call for the integration of biological and psychosocial factors, and the active promotion of proven preventive programs. Models taking account of the co-morbidity of many disorders, the clusters of psychiatric disorders and psychosocial distress, must be developed in order to encourage interventions to support individuals who are afflicted with mental illness. In addition, prevention programs require an understanding of indigenous protective factors, such as the activities of caretakers of those who are ill and those local practices that enhance the mental and physical health and well-being of individuals and of communities. Listening to women, professional and lay, should help in identifying these factors.

References not  Indicated Here 

Footnotes:
This working paper focuses on one of the many components of the well-being of women: women's mental health.  It draws on the World mental Health project carried out by the Department of Social Medicine at Harvard medical School, in particular on Chapter 8 "Women" which I co-authored with my colleague, Norma Ware, and which incorporated contributions from many colleagues from around the world, including Violet Kimani of Kenya, and Elizabeth Miller and Ruth Fischbach of Harvard Medical School.   See Robert Desjarlaid, Leon Eisenberg, Byron Good, and Arthur kleinman, World Mental Health: Problems and Priorities in Low Income Countries (1995).  Chapter 8 "Women" (by Norma Ware and Mary-Jo DelVecchio Good) and Chapter 11 "A Call for Action."  See also Updates on Global Mental and Social Health, Summer 1997 2:1.

1. Angell 1997; Msamanga and Fawzi 1997; Lurie and Wolfe 1997; Whalen et al. 1997.
Rosenfield and Maine 1985.

2. Van der Kwaak et al. 1991:2.

3. World Bank 1993. 

4. Updates on Global Mental and Social Health, Summer 1997.

5. Das 1994. 

6. Finkler 1985; Malik et al 192; Naeem, 1992; Nations and Rebhun 1988; Scheper-Hughes 1987, 1992, 1995.

7. Davis and Low 1989; Jenkins 1991; Farias 1991; Good and Good 1982; Boddy 1989; Lewis 1986; Ong 1987.

8. See Desjarlais et al. (1995) p. 202 for many examples of such local efforts carried out by women to address the social origins of mental distress and illness. See also Cohen 1997.
9. Koblinsky et al. 1993; Jacobson 1993

10. Julio Frenk, personal communication

11. World Bank 1993.

12. This section is summarized from Desjarlais et al. 1995, chapter 11.

Explanations proposed for gender differences in psychiatric morbidity in Asia, Africa, the Middle East and Latin America echo established associations among poverty, isolation and psychiatric morbidity for women in Western Europe and the United States (see Dennerstein et al. 1993). In a now classic study by Brown and Harris (1978), depression was found to be more prevalent among working-class than middle class women living in London. There is evidence that poor women experience more and more severe life events than does the general population (Brown et al. 1975; Makosky 1982); they are more likely to have to deal with chronic sources of social stress such as low quality housing and dangerous neighborhood (Makosky 1982; Pearlin and Johnson 1977); they are at higher risk for becoming victims of violence (Belle 1990; Merry 1981); and they are especially vulnerable to encountering problems in parenting and child care (Belle et al. 1990). Poverty also erodes intimate and other personal relationships (Cherlin 1979; Wolf 1987). In fact, social networks can represent additional stress for poor women as well as sources of support (Belle 1990).

CMHD Session XIII.  Historical Perspective of Mental Health Care in India. 
(45 minutes)
· Trainer distributes extracts from `Mental Health Care in India’ by Dr. R. Srinivasa Murthy      (pp-160-166), (CMHD, Handout 7).

· Salient features of the paper to be posted on newsprint by the Trainer before the session begins

· The trainer and the participants together go through the content, drawing attention to the salient features referred to.

Note to the trainer:
Important serious and lengthy papers require special preparation by the trainer in advance to establish the relevance to the current context.  

(CMHD, Handout 7)
MENTAL HEALTH CARE IN INDIA (1947-2000)

During the last 50 years, the place of mental health as part of the general health has significantly changed. From a situation of no organised mental health care at the time of independence, currently, mental health issues are actively seen as part of the public agenda in the various forms. Some of the examples are (i) the formulation of the National Mental Health Programme (Government of India, 1982), (ii) integration of mental health with primary health care at the district levels (Government of India, 2000), (iii) the adoption of Mental Health Act, in 1987, and Persons with Disabilities Act in 1995, (iv) Supreme Court judgments about mental hospitals and attempted suicide, (v) voluntary agencies, initiatives in the areas of self-help groups, rehabilitation, drug dependence and suicide prevention and (vi) wide media coverage of mental health issues (DATE on radio in 1992, Mindwatch on TV in 1997). The overall effect has been the movement to recognise mental health as an important issue in the community and services to move beyond mental hospital care to care to the community Mental health professionals in India have viewed community mental health as not care in the community but care utilising the community resources, in other words care by the community .
The period of 1947-2000 can be divided into four phases, namely, (i) 1947-1975; (ii) 1975-1982, (iii) 1982-1990 and (iv) 1990-2000. 

1947 TO 1975 

One of the earliest references to the needs of the mentally ill persons                                                                                                 is the report in the Indian Medical Review (1938). At that time it was noted that there were 17 mental hospitals in British India with an accommodation for 8425 patients, but the number of patients actually confined in the hospitals in 1936 was 11,792. There was overcrowding in almost all the hospitals, but it was more acute in Madras, Bombay and the United provinces.

The dominant  force in mental health development in the first phase was the policies relating to primary health care. Beginning with the Bhore Committee Report (1946) mental health has been part  of the general health planning in the country The Health Survey And Development Committee was set up by the Colonial Government in 1943 under the chairmanship of Sir Joseph Bhore. This committee recommendations provided an almost revolutionary alternative to the existing health system in the country The guiding principles of the committee were: 

(1) No individual should fail to secure adequate medical care because of inability to pay for it;(2) Health programs must ,from the beginning lay special emphasis on preventive work; (3) The need is urgent for providing as much medical and preventive care as possible to the vast rural population of the country because they received medical attention of most  meagre description although they pay the heaviest toll when the famine and pestilence sweeps through the land ;and (4) The doctor of the future  should be a social physician attracting the people and guiding them to healthier and happier life.

Extract from paper Mental Health Care in India by Dr. R. Srinivasa Murthy

 The major recommendation of the Bhore Committee was for the setting up of infrastructure in the rural areas with the primary health centre as the chief focus. The committee laid down the staffing criteria for each unit population of 40,000.

The observations and recommendations of the Bhore Committee on Mental Health were as follows:

“even if the proportion of patients be taken as 2 per thousand population in India, hospital accommodation should be available for at-least 8,00,000 mental patients as against the existing provision for a little over 10,000 beds for the country as a whole. In India the existing  number of mental hospital beds is ratio of one bed to about 40,000 of the population while in England, the corresponding ratio is approximately one bed to 30,000 population”.
The proposals for mental health care were (a) The creation of mental health organisations as part of the establishments under the Director General of Health Services at the Centre and of the Provincial Directors of Health Services; (b) the improvement of the existing 17 mental hospitals and the establishment of 2 new institutions in the first 5 years and of 5 more during the next 5 years; (c) the provision of facilities for training in mental health work for medical men in India and abroad and for ancillary personnel in India and (d) the establishment of Department of Mental Health in the proposed All India Medical Institute. 

The next Health Review Committee to review the health situation in the country was the Mudaliar Committee in 1962 .This Committee under the heading of Mental Health, reviewed the progress made subsequent to the Bhore Committee, i.e., in the period of two decades, as follows: 

“Reliable statistics regarding the incidence of mental morbidity in India are not available. It is believed   that enormous  number of patients require psychiatric assistance and service…….As against the  total need  of the number of beds available in mental hospitals in India is only 15000. There is hardly any provision for the treatment of psychosomatic diseases in general hospitals.
The recommendations made were under three heads, namely, general , training, research. In the curative field (i) in-patient departments at lay hospitals; (ii) independent psychiatric clinics or mental health clinics and (iii) institution for mental defectives. In the area of training the following were identified as important, namely (i) training and mental health personnel; (ii) orientation in  mental hygiene of such professional  groups as pediatricians, school teachers, nurses and administrators; (iii) orientation in mental health for all medical and health personnel; (iv) for  meeting the acute shortage of psychiatrists , upgrading of the Ranchi Mental Hospital into a fill fledged training institution additional to All India  Institute of Mental Health, Bangalore and (v) arranging that ultimately each region, if nor each state, become self-sufficient in the matter of training its total requirements of mental health personnel. 


An important outcome of this Committee recommendations was the setting up of a number of district psychiatric units in the different parts of the country and the creation of a mental health advisory group at the Ministry of Health. 
The Srivastava Committee (1974) was the next major health Committee to-review the progress of health in the country and suggest plans for the future. This committee came into operation at a time when primary health care was receiving international attention. The Report of the committee “Plan For Immediate Action” does not contain any specific proposals for developing mental health programmes. One of the important outcome of this committee’s recommendation was the Community Health Volunteer (CHV) scheme. The CHVs were expected to be from the community and provide services to about 1000 population. The training of CHV’s contained a component of mental health. Out of the total training of 200 hours ,one hour was kept for mental health. One of the 12 chapters in the CHV manual was also devoted to the recognition and management of mental health emergencies and problems.
The WHO Conference at Alma Ata,1978, was a major event in the international health planning. This international conference in which India took an active part has come to be recognised as the turning point in the organisation of health services in developing countries. The term Health For All by 2000 (HFA 2000) has become the focus of new activities and reorientation of health programmes around the globe. In view of this the inclusion of Mental Health as one of the components of primary health care in the recommendations of this conference was significant. 
The National Health Policy (NHP) (198 3) was adopted by the Parliament to provide a new direction for health planning in India. One of the main recommendations was the increased emphasis on community participation  and empowerment of the community for health. The NHP (1983) refers to mental health care as follows: 

“Special well coordinated programmes should be launched to provide mental health care as well as medical care and also the physical and social rehabilitation of those who are mentally  retarded, deaf dumb, blind, physically y disabled, infirm  and the aged” 

GROWTH OF MENTAL HEALTH SERVICES 

Mental Hospitals: Till about the middle of 1970s, the growth and development of mental hospitals was the main approach for the provision of mental health services. Institutions for mentally ill that were in existence at the time of Independence were at Madras (1794), Varanasi (1809), Mental Observation Ward (1817), Dharwad (1845), Bareilly (1862), Ahmedabad (1863), Visakapatnam (1863), Kozhikode (1872), Tezpur (1876), Ratnagiri (1886), Baroda(1898), Thane (1902), Nagpur (1904), Hyderabad (1907), Yervada, Pune (1907), Jaipur(1912), Trichur(1914), European Mental Hospital (1918), Mental observation ward, Bhawanipur, Calcutta (1922), Indian Mental Hospital, Ranchi (1925); Indore (1927), Munkundu mental hospital, Calcutta (1932), Gwalior (1935), Bhagia Uninand Ashram, Calcutta (1935), Bangalore (1937), Jodhpur (1940), Lumbini Park, Calcutta (1940) Bhavnagar (1942), Jaipur (1944) 

In the post-Independence period, the major psychiatric hospitals that were built were at Amritsar (1950), Goa (1957), Bhuj (1957), Jamnagar (1959), Jammu (1964), Shahadra, Delhi (1966), Pavlov Hospital, Calcutta (1966), Behrampur (1980) and Purulia (1998). 

The services provided by the mental hospitals have been very unsatisfactory .Most of the mental hospitals have remained undeveloped and unsatisfactory in terms of the services provided and the facilities for care .A recently completed survey of the mental hospitals, by the National Human Rights Commission (NHRC,2000) presents a picture of neglect and low level of care to mentally ill persons. A large part of the stigma about persons with mental illness comes from the poor conditions of the mental hospitals. The following two developments with regard to the mental hospitals underscores the urgent need to modernize  the mental hospitals and develop community mental health care programmes. 
First of the efforts are by the voluntary organisations. At times, professionals and public think of very poor conditions of mental hospitals as an essential part of mental illness. This does not have to be so was shown by the voluntary organisations in India. This was achieved by the effective use of the public interest litigation (PIL) provision in the Indian legal system. Starting with the first PIL in 1982, relating to the Ranchi hospital, was soon followed by the Shahadra hospital in Delhi (1983), mental hospital, Trivandrum (1986), jailing of the persons with mental illness in West Bengal( 1989), Ranchi hospital (1989), Gwalior hospital (1993), Tezpur mental hospital, Assam, (1994), mental hospital in Trivandrum (1996) and Agra mental hospital (1994) became subject of judicial process. In most of these cases, commissioners were appointed and changes outlined to protect the rights of the mentally ill and to provide mental health care 

The second initiative was by the National Human Rights Commission (NHRC) of India. The NHRC(2000) report on the mental hospitals of India is a monumental effort carried out with dedication to document systematically the current situation of the mental hospitals. That such an effort to describe the baseline situation was urgently needed can be made out by the following findings of the Report. In view of the importance of the findings some relevant portions are quoted from the Report, relating to 37 government psychiatric hospitals 

“38% of the  hospitals still retain the jail like structure that they had at the time of inception . . . nine of the hospitals constructed  before 1900 hare a custodial type of architecture ,compared  to 4 built during pre-independence and one post-independence. . .57% have high walls patients arc referred to  as ‘Inmates’ and persons in whose care the patients remain through most of the day are referred to as ‘warders’ and their supervisors as ‘overseers’ and the different wards are referred to as ‘enclosures’.(p.32) overcrowding in large hospitals was evident... (p.34) the overall ratio of costs :patient is 1:1.4 indicating that floor beds are a common occurrence in many hospitals (p37) in hospitals at Varanasi, Indore, Murshidabad and Ahmedabad patients are expected to urinate  and defecate into open drain in public view(p38)... many hospitals have problems with running water...., water storage facilities are also poor in 70% of hospitals.. . .lighting  is inadequate in 38% of the hospitals... .89% had closed wards while 51% had exclusively closed wards... .43% have cells for isolation of patients(p.39). . . leaking  roofs , overflowing toilets ,eroded floors, broken doors and windows are common sights(p.44). . ..privacy for patients was present in less than half the hospitals.. seclusion rooms were present in 76% hospitals and used in majority of these hospitals... .only 14% of the staff felt  that their hospital inpatient facility was ad equate (p.4 7) . . in most hospitals case file recording was extremely inadequate……. less than half of the hospitals have clinical psychologists and psychiatric social workers.., trained psychiatric nurses were present in less than 25% of the hospitals... (p.48)... even routine blood and urine tests were ,not available in more than 20% of hospitals... 81% of the hospital in-charge reported that their staff position was inadequate (p.54) . “This is the situation in 1999, somewhat similar to the situation in the hospitals in Western countries at the end of the 19th  Century! “

The report notes “the deficiencies in the areas described so far are enough indicators that the rights of mentally ill are grossly violated in mental hospitals”(p.50) .As recommended by the NHRC, there is an urgent and massive need for change in the situation relating to mental hospitals, to become centres of care and treatment rather than be custodial institutions. 

GENERAL HOSPITAL PSYCHIATRIC UNITS: 

The growth and development of general hospital psychiatric units (GHPU) in India is an important milestone in the development of Indian psychiatry. Wig refers to it as a slow and silent change but in many ways a major revolution in the whole approach to psychiatric treatment in our life time (Wig, 1978). The introduction of these units as a method of mental health delivery system has very important implication for the development of mental health service in the country. They have given a big push not only for the greater acceptance of psychiatric services by general public but also changed the mental health scene in terms of training of mental health professionals and research work.
The existence of GHPU in the general hospitals, though resented initially as mental hospitals coming in to general hospitals, were very soon accepted as valuable partners in the total health care system. The GHPU have a number of advantages over traditional mental hospitals. Some of them are (I) they are situated right in the community and they are accessible and easily approachable, (ii) families can easily visit and relatives can stay with the patients, (iii) there is no stigma of mental hospitalisation, (iv) there is no legal restrictions on admission and treatment, (v) proximity of other medical facilities ensure thorough physical investigations and early detection of associated physical problems. All these have brought new hope to patients. The other most important spin off has been the starting of the postgraduate training centres (Chapter 11). 

DISTRICT PSYCHIATRIC UNITS 

The development of district psychiatric units recommended by a number of health committees notably the Mudaliar Committee (1962 )has been very slow and uneven. At 
present every district in Kerala and Tamil Nadu has a district psychiatric unit. However the situation in the other states of India especially in the northern and north eastern states  is very unsatisfactory. 

During the first phase, specifically in the 1960-75, efforts were directed to meet the shortage of facilities of trained personnel by a number of  innovative methods. Some of the important ones were (i) involvement of family members in mental health care at Amritsar (Chapter 8); (ii) use of traditional methods of therapy like yoga at Bombay, (iii) alternative approaches developed for the care of university students and school children (Wig) 
1975-1982 

The second phase of work can be called the period of integration of mental health with primary health care. There were many reasons for this integration of services. Firstly, the recognition of the large numbers requiring mental health services, both in the community and in the general medical clinics, especially among those living in the rural areas. Secondly, the limited number of psychiatrists and other mental health professionals to provide care. Thirdly, the emerging integration of all health programmes from the vertical programme model to multipurpose model. Fourthly, the international development of primary health care as the approach to organise  health services. Fifthly, the recognition of the importance of early recognition and treatment to prevent chronicity. Lastly, the goal of continuity of care and integration of the persons with mental illness into the community could be achieved by the integration of mental health with general health services. 

The integration of mental health with primary health care occurred at two levels, namely the training of the general practitioners and the training of the primary heath care personnel working in the rural health services. 

General Practitioners (GP) Training: A large number of studies in the country have studied the magnitude of mental health problems in general health services (Srinivasa Murthy et al 1976; Haniing et al,1980; Gautam et al,1980; Shamsunder et al, 1986; Adityanjee et a!, 1986; Sen, 1987, Seshadri et al, 1988; Sriram et al, 1988; Channahasavanna et al, 1995; Amin et al, 1998; Patel et al, 1998). 

Professionals have made systematic attempts to develop approaches to provide mental  health training to the general practitioners. This method is specially suited to the needs of the urban populations.(Shamsunder et al, 1978; Shamsunder et al, 1980; Gautam et al, 1980; Shamsundar et al, 1983,; Devi, 1993; Bhattacharya et al, 1993). General practitioners  form a major part of the total number of more than 300,000 doctors in the country.  They are providing care in the private sector and form an important resource for mental health care in India. They work both in rural and urban areas and their services are unused both by the rich and the poor. In India, involvement of GPs has been carried out both in an organised manner and by informal contacts. The  latter takes place in the form of (a) courses by psychiatrists organised by such professional agencies like the Indian Medical Association, (b) informal discussions that naturally take place between the referring general practitioner and the psychiatrist either in service or in private consultation. When there is a healthy mutual professional liaison it further strengthens the efficacy of formal, organised training programmes. 

The more formal continued effort in training GPs in psychiatry has been going on at NIMHANS, Bangalore from 1975 (Shamsunder et al, 1978, Shamsunder et at, 1980, Gautam et al, 1983, Shamsunder et al, 1983, Shamsunder, 1986) with accumulated experiences of about 10 courses of varying types. They varied in the form, frequency and duration. In addition, an ICMR collaborative research effort was undertaken in 1982-84 involving 3 centres (namely Bangalore, Hyderabad, and Vellore) successfully testing the method and material developed at NIMHANS, Bangalore. (ICMR,1982). 

The findings of these experiences are (i) GPs are generally poor corresponders, responding poorly to postal and/or newspaper communication with a response rate of about 20%. However, they respond more positively on personal contact. This was specifically  effective when liaison service was available; (ii) a GP tends to jealously protect his unique professional freedom and dreads to function as an extension or extra pair of hands of specialists; (iii) the GP expects their patients to be referred back to their care when they refer patients, (iv) specialists plan of management is often not practicable in the primary care setting of general practice, (v) neurosis, depression, alcohol related problems, sexual problems, psychosomatic and somatopsychic  problems are overwhelmingly represented in clients of general practice, and (vi) the GPs seek to acquire practical skills rather than acquire theoretical knowledge. 

This area offers a major avenue to enhance the mental health manpower in the country with comparatively minimal inputs. In the coming years, this area is expected to receive greater, nationwide professional support. Working in this field is easier compared to similar work in public sector because the GPs are eager to acquire skills by which to achieve both professional and consumer satisfaction. And therefore, it is much easier for the health professionals to establish a working and teaching relationship with the GPs to the ultimate benefit of the community .
In the last few years, World Health Organisation has not only systematically studied the psychological problems in general health care (Ustun and Sartorius,1995) but also developed a primary health care version of lCD-10 ( WHO,1996) and training material suitable for general practitioners. 
RURAL PSYCHIATRIC SERVICES 

The organisation of essential mental health services as an integral part of primary health care has been a major development in the country The efforts were started by two centres in the country namely, Bangalore and Chandigarh. Currently, the programme is covering over 25 districts, in 22 stares of the country providing services to over 40 million of the population. 


The programme  of community psychiatry was launched in 1976 at the NIMHANS Bangalore. The aim of the rural project was to develop suitable training programmes for the doctors and the multipurpose workers from the various primary health centres in the state of Karnataka, so that after their training PHC personnel could provide basic mental health care ( detection and management of epilepsy and psychosis).The team initially studied the needs of the rural population in one primary health centre (1975-1980) (Chandrasekar et al, 1981, Parthasarathy etal, 1981). This was carried out by identifying the mentally ill persons in their homes through key informants and those attending the general health facilities (Kapur and Issac, 1978, Issac and Kapur, 1980). 

These efforts of understanding the needs and methods of care in the community were followed by pilot experiment to integrate mental health with primary health care in one PHC with a population of 100 000 (1980-86) (Issac et al, 1981, Issac et al, 1982). Following this a model programme covering a district with a population of 2 million was developed (Issac et al, 1986, Naik et al, 1994, Naik et al, 1996). 

The Chandigarh efforts were initiated in 1975. This effort was the outcome of the observation of the limited utilisation of psychiatric services from the hospital (Khanna et al, 1974, Srinivasa Murthy et al, 1974, Srinivasa Murthy et al, 1977, Wig et al, 1979).  The aim was to develop a model for rural psychiatric services . This effort was further supported by the WHO efforts in this area. WHO Project Strategies For Extending Mental Health Care (1976-1981) was a multicentered project carried  out in 7 geographically defined areas in Brazil, Colombia, Egypt, India, Philippines, Senegal and Sudan and designed to develop and evaluate alternative and low cost methods of mental health care (including training methods) in developing countries (Sartorius and Harding, 1983). The basic approach adopted in this model was to integrate mental health with general health services and provide basic mental health care as part of primary health care. 

At the Chandigarh Centre, this project provided opportunities to understand the needs of the rural  mentally ill  and methods of proving care to them utilising the existing primary health workers and physicians (Srinivasa Murthy et al, 1978, Wig and Srinivasa Murthy 1978, Wig et al, 1980, Wig and Srinivasa Murthy, 1980, Wig et al, 1981a, Wig et al 1981b, Srinivasa Murthy and Wig, 1983, Ignacio et al, 1983, 1989). 

The results of this project completed in 1981 demonstrated the feasibility to integrate mental health with general health services by choosing priorities and developing proper training programs for the health personnel. However, this requires (i) the commitment of health authorities to include mental health as part of PH care; (ii) provision of adequate drugs, (iii) the availability of support and supervision from the PHC doctors and (iv) further crystallization of knowledge regarding the treatment schedules to be used in the community without daily and continuous supervision of specialized staff. 


NATIONAL LEVEL INITIATIVES FOR MENTAL HEALTH PROGRAMME 
One of the earliest efforts to develop mental health programme for the country was in the 1960s. The Mental Health Advisory Committee constituted in 1962 met in 1963, 1965 and 1966 to consider the various aspects of mental health needs in the country The areas that received considerations were (1) the mental health bill , (ii) ambulatory treatment, (iii) training of mental health personnel, (iv) starting of epilepsy clinics , (v) improvement of mental hospitals, (iv) standardisation of forms and records for mental health services (vii) need for drugs (Ministry of Health, 1964-66). The need for a comprehensive plan to organise nation-wide services has been often expressed. The need for a clear plan led to the formation of a group of 3 psychiatrists to assist the President of IPS to prepare a blue print for national level of planning of Mental Health. 


However, it was only during 1981 , the Directorate General of Health Services organised a National level workshop to consider a draft mental health plan this was held at AIIMS, New Delhi under the convenership of Professor N.N. Wig, in July 20-21, 1981. The essential aspects of the suggested plan following the workshop is to stimulate services both in the periphery  and the Center. This was planned to be achieved by suitably integrating mental health care at all levels of health services. 

1982-1990 

NATIONAL MENTAL HEALTH PROGRAMME. 

The National Mental Health Programme (Government of India, 1982) is the outcome of the developments in providing mental health care through different methods as well as the overall goals of health care in general. The first concerted effort to formulate a national programme was held in July 1981. Over seventy mental health related professionals met at New Delhi and reviewed the needs in the areas of mental health and possible approaches . The result of this workshop was a draft NMHP for further consideration On 2 August 1982, a small group of experts met to consider the revised document and finalise the same. This document was presented to the central council of health and Family Welfare at its meeting between 18 and 20 August 1982. This body, the highest policy —making body in  the area of health , recommended the NMHP for implementation. 

The objectives of the programme are: 

1. To ensure availability and accessibility of minimum mental health care for all in the foreseeable future, particularly to the most vulnerable and underprivileged of the population. 

2. To encourage application of mental health knowledge in general health care and in social development. 

3. To promote community participation in mental health services development and to stimulate effort towards self-help in the community 

The specific approaches suggested for the implementation of the NMHP are: 
1. Diffusion of mental health skills to the periphery of the health service system. 

2. Appropriate appointment of tasks in mental health care. 

3.  Equitable and balanced territorial distribution of resources 

4.  Integration of basic mental health care with general health services 

5.  Linkage to community development. 

The Central Council of Health and Family Welfare in August 1982 recommended that:(i) mental health must form an integral part of the total health programme and as such should be included in all national policies and programmes in the field of health, education and social welfare and (ii) realising the importance of mental health in the course curricula for various levels of health professionals, suitable action should be taken in consultation with the appropriate authorities to strengthen the mental health component Similar recommendations were made in October 1995 by the same body on reviewing the progress of the National Mental Health Programme. This latter recommendation resulted in the DMHP programme in the country. 

From the time of the formulation of the NMHP in August 1982, in the last two decades the following initiatives and activities have been taken up: 
1. Sensitisation and involvement of the state level programme officers

2.  Workshops for voluntary agencies; 

3. Workshops for mental health professionals, namely psychiatrists, clinical psychologists, psychiatric social workers, psychiatric nurses; 

4. Training programmes in public mental health for programme managers;

5. State level workshops for the health directorate personnel;

6. Development of models of integration of mental health into primary health care up to the level of the district; 

7. Preparation of support materials in the form of manuals, health records for different types of health personnel; and health education materials; 

8. Training programmes for the teachers of undergraduate psychiatry (Reddy et al,1986). 


These developments were the result of efforts by a large group of mental health professionals. Gautam (1985) completed a comparison of two different training programmes and its effectiveness. Manuals of mental health were prepared at the different centres namely, Bangalore (Wig and Srinivasa Murthy, 1980, Wig and Parhee, 1984; Sharma, I 986 Srinivasa Murthy et al, 1987; Issacc et al, 1988; Srinivasa Murthy et al, 1988; Sdil et al, 1989; Sriram et al, 1990; Issac et al, 1994). Systematic  efforts were made to evaluate the effect of the training programmes utilising different methods (Sriram et al, 1989; Sriram et al, 1990a; Sriram et al, 1990b; Sriram et al, 1990c) Bangalore centre has also prepared training video for use in the above training programmes along with a variety of evaluation tools. 

Of the many initiatives, the integration of mental health with primary health care at the level of the district is the most important. This initiative has the community based and community intensive approach. (Issac et al, 1986; Naik et a!, 1994, Naik et al, 1996; Srinivasa Murthy, 1992). The essentials of the District Mental Health Programme, as developed at the Bellary District and currently under implementation in two dozen districts in the country(with central government support) are: 
· a decentralised training programme for the existing health personnel on essentials of mental health care at the district level.  

· a provision of mental health care in all general health facilities. 

· involvement of all categories of health and welfare personnel in mental health care. 

· provision of essential psychiatric drugs at all health facilities. 

· a simple record keeping. 

· mechanism to monitor the work of primary health care personnel in the provision of mental health care.
· a mental health team at the district level, for training of personnel, referral support and supervision of the mental health programme. 
The initial project at Bellary demonstrated the feasibility of providing basic mental health care along with primary health care. 
1990-2000

During the last few years, the District Mental Health Programme (DMHP) has been launched at the national level. This was the outcome of the meeting of the Central Council of Health in 1995, and the recommendation of the Workshop of all the health administrators held in February 1996 at Bangalore. The DMHP was launched in 1996- 1997 in four districts, one each in Andhra Pradesh, Assam, Rajasthan, and Tamil Nadu, with a grant assistance of 22.5 lakhs each. A budgetary allocation of Rs.2800 crores has been made during the Ninth Five Year Plan period for the National Mental Health Programme. 

The current programme envisages 

“a community based approach to the problem, which includes(i) training of the mental health team at the identified nodal institutes within the State; (ii) increase awareness in the care necessity about mental health problems; (iii) provide services for  early detection and treatment of mental illness in the community itself with both OPD and indoor treatment and follow-up of discharged cases and (iv) provide valuable data and experience at the level of community in the state and Centre for future planning, improvement in service and research. The training of trainers at the State level is being provided regularly by the National Institute Of Mental Health and Neurosciences, Bangalore  under the NMHP”(GOI,2000). 


The DMHP was extended to 7 districts in 1997-1998, five districts in 1998 and six districts in 1999-2000.Currently the programme is under implementation in 22 districts in 20 states as follows. Andhra Pradesh(Medak) ;Assam (Nagaon and Goalpara) ; Rajasthan (Seekar); Tamil Nadu (Trichy); Arunachal Pradesh (Naharlagun); Haryana (Kuruksherra); Himachal Pradesh (Bilaspur); Punjab(Muktsar); Madhya Pradesh (Durg); Maharastra (Raigad); Uttar Pradesh (Kanpur); Kerala (Thiruvanthapuram, Thrissur); West Bengal (Bankura); Gujarat (Navsari); Goa (South Goa); Daman and Diu; Mizoram (Aizwal); Chandigarh ; Manipur (Imphal East); Delhi (Chhatarpur). The recently initiated programmes all over the country can be expected to provide information about the practicability of this approach in different states with varying levels of primary health care infrastructure. 
MENTAL HEALTH MANPOWER DEVELOPMENT 

At the rime of independence , there were only a handful of psychiatrists and no organised facility for training of psychiatrists in the country The recommendation of the Bhore committee led to the establishment of All India Institute of Mental Health at Bangalore in collaboration with the existing Mental Hospital, Bangalore in 1954. From January 1955 the first postgraduate diploma in psychological medicine was initiated .Since then a large number of training centres have come up in about 40 centres. About 3000 qualified psychiatrists are working in different centres in the country. The number of psychiatric social workers is estimated to be around 600. The number of trained psychiatric nurses is around is about 600, 

Of the 140 medical colleges in the country , about three quarter of the colleges have an academic department of psychiatry. In another quarter ,a psychiatrist functions as part of the general medicine department with no additional staff. The actual amount of training is grossly inadequate, as the minimum amount of training required as per Medical Council of India rules is only two weeks of training. Often this occurs in a distant mental hospital. Amelioration of this lacuna in giving adequate exposure to common mental disorders and competence and skills to diagnose and treat mental disorders is an urgent need. It is noteworthy that this need has been repeatedly expressed in a number of expert committees and other forums, without a significant change in the situation. The stagnation of training of undergraduates in psychiatry is in contrast to the improvements in establishing postgraduate training programmes in psychiatry. 

INVOLEMENT OF FAMILIES 

The majority of mentally ill live with the families in India. Families have been a part of the care programme for a long time. In the last 50 years, the following measures have been taken to involve them in care during the period of hospitalisation: educational programmes for the family members; partnership between professionals and families and formation of self-help groups of families-support for the families caring for the persons with mental illness (Chapter 8). 
COMMUNITY INVOLVEMENT 

A number of innovative programmes have been developed to utilise the community resources in the mental health programme. The CAMP approach for addressing the problem of drug dependence is one of them. This has been unused by the reams in Rajasthan (for opium addiction) and Tamil Nadu (alcohol dependence) (Ranganathan, 1996, Manickam, 1997). The other area in which volunteers have been utilised extensively is the suicide prevention programmes at the different centres in the country(Vijayakuniar, 1994; Srinivasa Murthy, 2000).Another programme of importance is the school mental health programme (Kapur and Cariappa, 1979; Kapur, 1997) 

PUBLIC MENTAL HEALTH EDUCATION 

A notable feature of the Indian mental health experience is community education. Professionals have used the available media ,especially the newspapers and magazines. radio, television to address the problems of drugs, alcohol, tobacco (DATE Programme) and mental disorders (MINDWATCH series on National television).The media persons also have focussed on the issues of mental hospitals, women in institutions, jails and mental retardation .A more recent addition to these activities is the television chat shows which often relate to mental health issues.
TRADITIONAL PRACTICES 

India has a rich history of traditional medicine, cultural beliefs and social practices of acceptance of the ill and personal adversities (eg.death) by use of social supports and philosophy of the religion. In a limited way, Ayurvedic drugs have proved to be valuable, as much first generation antipsychotics, in the treatment of psychoses. The systems of yoga and meditation are well- recognised and used widely for stress management and treatment of emotional problems. At the community level, there are a wide variety of practices regarding child care that are in harmony with the current mental health knowledge. 

OTHER DEVELOPMENTS 

During the last five decades, along with the changes in the care of the mentally ill, there have been changes in the legislative area, programmes for persons with drug dependence and mental retardation (Chapter 10). The Indian Lunacy Act 1912, was replaced by the Mental Health Act,1987. The recently formulated Persons with Disabilities Act,1995 included  mental disorders as one of the disabilities. The development of services for the mentally retarded persons has shown a dramatic improvement. The National Institute for the Mentally Handicapped established in 1984 at Secunderabad has provided leadership in training of personnel, preparation of support materials for the different categories of mentally retarded and different Functionaries and research. In the area of drug dependence, a new law, the Narcotics and Psychotropic Substances Act, 1985 has come into effect. The drug dependence care programme has included (i) setting up of dc-addiction centres;(ii) training of personnel for drug dependence care;(iii) support to voluntary agencies and (iv) monitoring of the drug dependence programmes by setting up regional and national co-ordination centres.(Chapter 5) .The area of rehabilitation is making beginnings in the country. Centres of day care, half-way homes and long-stay facilities are coming up gradually; as well as masters programme for training rehabilitation personnel at Richmond Fellowship Bangalore and at the Father Muller Hospital, Mangalore. There is scope for prevention of mental and neurological disorders( WHO, 1989) and this area has not received adequate attention to date. Similarly the focus on promotion of mental health is still a less emphasised area. 

INTERNATIONAL DEVELOPMENTS 

There is a major shift in identifying priorities in health from mortality to morbidity. Past emphasis on mortality had led to the ignoring of neuropsychiatric disorders for a long time as they are low in the cause of death Lists. However, when measurement of disease burden includes time lived with disability several of the neuropsychiatric disorders become the leading causes of disease burden world wide. The World Health Organisation-World Bank(1993) estimates of global burden of disease estimated the burden of neuropsychiatric disorders to be 8.5% in 1993.This was 11% in 1998.In high income countries ,one out of every four DA.LYs was lost to a neuropsychiatric condition, while in low and middle income countries this group of conditions was responsible for one out of ten DAILYs.(WHO,1998,1999,2000).Of the ten leading causes of disease burden in young adults( in the 15-44 years age group) four were neuropsychiatric disorders. More specifically, unipolar major depression was the fourth leading cause of overall disease burden in 1990, while in adults aged 15-44 years it was the leading cause of DALYs , both in high income and in low and middle income countries. Alcohol dependence, bipolar disorder and schizophrenia were among the leading causes of disease burden in this age group in 1998. 

WHO has identified this as a priority and called for greater attention to be paid to the growing needs of populations in the area of mental health.(WHO, 1999 a,b,c,d).
 
In recent times, mental health has received the highest recognition from international organisations. The most important is the initiative by the World Health Organisation (WHO). The Director General Dr. Gro Harlem Brunddand organised a meeting of experts on April 28-29,1999,to set the WHO Agenda For Mental Health. This consultative meeting identified mental health as a priority for WHO’s work in the coming years. The group emphasised the need for greater attention to causes of mental disorders, their prevention, as well as identification and implementation of best practices for the treatment of priority mental disorders (WHO,1999 c).An important expression of this concern is the declaration of the theme for the World Health Day 2001 as Mental Health. In addition the World Health Report 2001 will focus on mental health. 

Another important development is the publication of the Surgeon General Report on Mental Health from USA in December 1999(Surgeon General,1999).This Report is the first of its kind, in the 40 years of publication of reports by the Surgeon General to be focussing on mental health. This document identifies the following areas for action wider the section Vision for the Future (i) continue to build the scientific base;(ii) overcome stigma;(iii) improve public awareness of effective treatment;(iv) ensure the supply of mental health services and providers;(v)ensure the delivery of state of the art treatments,(vi) tailor treatment to age, gender, race and culture;(vii) facilitate entry into treatment and (viii) reduce financial barriers to treatment. Two important messages of the Report are: 
·  mental disorders are real health conditions.

·  seek help if you have a mental health problem or think you have symptoms of a mental disorder. 
Another important development is the forthcoming publication by the Institute of Medicine, USA, a monograph on mental and neurological disorders in developing countries. This monograph examines the evidence for the magnitude, burden, effectiveness of interventions and the research needs relating to developmental disorders, depression, schizophrenia, stroke and epilepsy. There is truly an international attempt to address the mental and neurological disorders in the developing and developed countries. 

Evaluation of the progress of the last fifty years has been presented elsewhere (Srinivasa Murthy and Wig,1993).The positive aspects are the enhanced recognition and services beanbag available to a larger population However, it needs to be noted that the programmes and initiatives have not really spread to the population. There are large treatment gaps (Rajkumar,et al,1993,Shaji et al,1995).The rest of the World is discovering the value of mental health in primary health care and focusing efforts in this area. India which has had a lead in initiating integration of mental health in primary health care nearly a quarter century ago, has not done enough. Specifically studies need to be carried out to understand the care processes and impact evaluation of the programmes. There is the larger problem of the chronic persons with mental illness in the community (Rhashyam, 1997; Agarwal,1998;Wig,1999).The stigma of mental illness awaits major initiatives to fight the discrimination experienced by the patients and their families( Wig,1987)The areas of truly empowering the patients, families and communities towards the three goals of mental health namely promotion, prevention, and treatment have just been inaugurated. There is a need for a Peoples Action For Mental Health in the country (Srinivasa Murthy,1998). 


Agenda for the future of mental health 
· The advances in the understanding of human behaviour and mental disorders justify the optimism of developing meaningful and realistic mental health programmes. It is mandatory to bring the fruits of science to the total population of India. 

· The nature of mental health requires that actions and interventions be multi dimensional  involving a number of sectors, professionals and approaches. 

· The wide variations across the states of India demand that plans are developed for each of the states and union territories, besides a national plan and programme. 

· There is a need for a central level mental health organisation. 

· All the psychiatric care institutions should be upgraded in terms of trained personnel, treatment and rehabilitation facilities, living arrangements and community outreach activities. 

· All the medical colleges should have independent departments of psychiatry to ensure adequate undergraduate training in psychiatry.

· Setting up of district mental health teams, as part of the district hospitals and the district health office.

· Integration of mental health with primary health care should be achieved to facilitate earl identification of patients, regular treatment and reintegration into the community.

· Monitoring mechanism to monitor the mental health of populations at the level of districts and sub units of districts should become part of the development of all health information systems.

· Support from the government for the families of the persons with mental illness in terms of community based services, financial support for care, formation of  self help groups should be provided. 

· Enhanced involvement and aid to Voluntary agencies to take the number of initiatives towards promotion of mental health, prevention of mental disorders and treatment of persons with mental illness should be provided. 

· Planned mental health human resource development by increasing the centres of training and creating opportunities for employment should be made.
· Development of programmes for public education through all available traditional and modern media should be taken up.
· Research at the national, regional and local level to understand the prevalence, nature, course and treatment response should be supported. There is an urgent need to understand the impact of social changes and development policies is needed.

· National level institutions should take up the responsibility to develop and evaluate models of care, training of different categories of personnel and monitoring of the mental health programmes. 

CMHD Session XIV. Current Scenario of Mental Health : 
45 min
     a.) Mental Health issues, Interventions & Emphases; Government, Private and NGOs

· The trainer makes a power point presentation on BNI model of Community Mental Health and Development program with focus on mental health issues, interventions and emphasis.  

     b.) Reorientation of the Mental Health Sector at Local & National Level

· The trainer makes a presentation on the ongoing efforts in the Mental Health Sector with further suggestions for the future.


Note to the trainer :
The session to be facilitated by a resource person from Basic Needs India or its partner.
XV. Impact of Basic Needs India Model in Mental Health Sector through various          stakeholder levels: 
1 hour
· The trainer facilitates a panel presentation with the panel comprising of various stakeholders involved in the BNI CMHD program viz.,

· Person with mental illness
· Care giver

· Family

· Community & People’s Institutions

· CBO/NGOs

· Resource agencies

· Government (local & national)


Note to the trainer :

The trainer takes note of the selection of the panel.
CMHD Session XVI.  Consolidation of learning : 
20min
· The trainer initiates a web chart on the board, focusing on three major components – Community, Mental Health and Development, and encourages the participants to further develop the web in order to consolidate their learning from the module. 
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	The short forms in the web circles clarified :

Soc Justice : 

Social Justice

Cum-involve : 
Community Involvement



Note to the trainer :

During this initial session, emphasis is on helping participants to take initiative for their own learning and experience the significance of the same.

	MODULE 2 

 FIELD VISIT (FV)

Module Objectives : The participants will be enabled to 

1. Experience the Community Mental Health and Development Model as is implemented in the field and interact with various stakeholders in the process.

2. Gain an insight into a variety of perspectives dictating field realities like gender, poverty, family dynamics, community outlook, etc.

3. Understand the activities of community groups like Self Help Groups, Organisation of Persons with Disabilities and discuss their work, with specific reference to Community Mental Health and Development model.
  Time : 1 day




Field Visit 

· The trainer and participants reach the project area of the Host NGO.  The head of the host NGO and staff make a presentation about their work.

· The trainer divides the participants into five groups and  assigns each group to a resource person from the host NGO who takes his/her group to a particular village. 

· In the village, each group interacts with one Community Group and  visits homes of  two persons with mental illness (preferably one male and one female) accessing services of the community based mental health and development project.   

· The participants have :

· Brief space for sharing, asking questions and clarifications.

· Additional information where necessary.

· The trainer distributes a paper on Field Visit report on visit to GASS (FV, Handout 1) to all the participants for further reading.


Note to the trainer :
a. The trainer emphasizes on the importance of ‘Field visit’ in the training.

b. Attention must be paid to details of the logistic arrangements.

c. Be sensitive to interactions in the field.

d. Adequately communicate appreciation for the efforts made by the host project.

(FV, Handout  1)
Excerpts from a report on Training on 

Community Mental Health and Development, Basic Needs Model – 
A tested new initiative in Mental Health (January 8 to 12, 2006) 

The team traveled for 1½ hours to Doddabalapur to visit GASS, a partner of Basic Needs India. (Earlier, to understand the Basic Needs Model, the participants had listened to the sharing of BNI partners on day two and three of the training.) 

The purpose of this visit was to understand the Model implemented in the field.
· The philosophy, approach and strategy of working in partnership/alliance building.

· Familiarizing with salient features through case studies. 

· Capacity building and efforts made by the partner to mainstream persons with mental illness in the family and in community.
Reaching Grameena Abyudaya Seva Samasthe – GASS, Amali, the Secretary of the organization and the staff working there welcomed the team of visitors (participants). The visitors were then asked to introduce themselves. 

The Philosophy, approach and strategy of working in partnership/alliance building - Sharing by Amali
Informing the group about the day’s programme, Amali explained the structure and the development of the organization from its inception. Participants raised a few questions. Has there been an integration of the BNI model into the CBR programme? What are the educational interventions? How the problems of children with different disabilities addressed? 

It was stated that even before getting into partnership with BNI in the year 2001 to implement the mental health work, GASS had already made some interventions to work with people with mental illness. The first assessment camp was held with the support of Dr. Srinivasa Murthy from B.R. Hills and NIMHANS, in which 205 people with mental health problems were identified. Later, with the support of BNI, the programme was expanded to reach more people. At present the organisation is working in three districts – Tumkur, Kolar and Bangalore Rural, where mental health work is implemented through CBR approach. 

Tips for the work initiated: 
· The work on mental health is integrated with CBR programmes and the resources, including human resource in the organization are shared equally.  
· Identified several causes for mental illness. Statistics reveal that 64% of women and 36% of men suffer from some form of mental illness.

· Staff work with commitment not only to address medical issues but also to support persons with mental illness to solve their other problems, which sometimes become major obstacles for interventions. 

· Community centres are initiated in some parts where community people are playing pro-active roles. For instance, vocational training programmes are initiated at the community level. 

· So far, 53 women’s groups have been formed and it involves 1200 women, including women with disability. 
· Appointing local members as staff has been a plus point in running the programmes smoothly and in monitoring the activities. 

· The organization has built a strong advocacy and network group to support its activities. 

BNI’s support to GASS to implement the work 

Janardhan, Coordinator of the MH programme, explained the first three modules of BNI that are implemented in their project and its impact. Sharing of several examples and facts during the presentations and sharing by persons who have recovered, caregivers and staff clarified the doubts and questions of the participants to some extent.  

Module –1: 

Community Mental Health: Doctors from NIMHANS have supported the assessment and treatment in camps that are organized once a month. So far 1554 persons with mental illness are registered and have got treatment. Approximately, 240 patients are assessed every month. Regular counseling is done to solve family problems and adjustment disorders. During the camps, a platform is created for the persons getting stabilized or recovering to share their feelings, experiences and attitudinal aspects with the new patients registered in camps. This gives them moral support, confidence and motivates them for treatment. The side effects of treatment are informed to patients. Though 1% of the population drops out due to migration, there are regular follow-up and awareness programmes in the community at regular intervals. 40% of the People with mental illness get their medicines free and others contribute according to their capacity, ranging from Rs.60\- to Rs.600\-. During the camps volunteers, college students, Gram Panchayat members, local community people and caregivers assist the staff by sharing the responsibilities of registration, interacting with new patients and so on. 

Module –2:

Capacity Building: In this module, the organization has worked to build the capacity of family members, community people, women SHG members, persons with disabilities, Gram Panchayat members, school and college students, teachers and lecturers. The topics were simplified according to the group’s level of understanding. The inputs were given through training, mass programmes and street plays. These activities have not only helped many individuals to change their attitudes but have also enabled them to play their role as stakeholders. In the awareness programmes, other than sharing the causes and identification of person with mental illness, the preventive aspects are also highlighted. For e.g., in order to maintain good physical and mental health one has to develop good habits, do meditation, get involved in sports and cultural programmes etc. Very sensitive issues are identified and exhibited through street plays to raise awareness among the people. 

Module –3:

Livelihood Activities: In this module, people with MI are integrated into Women SHGs and in to groups formed by PWDs. Vocational training and income generation activities are designed at the community level. Through trade analysis the person is supported to opt for the trades he\she is willing to take up. The organization provides financial support to person with severe mental illness and their families to start some income generation activity for economic sustainability.  

Questions raised by the Participants during the presentations:
The following questions were raised during the presentation for which responses were given.
· Are there any cases of relapse with your follow-ups?

· If mother is suffering from Schizophrenia will the child get it?

· Belief in black magic. 

· What are activities designed \programmes for prevention of MI?

· To share some examples of social integration.

· What has been the impact with drug addicts and alcoholics?

· How are persons with MI integrated in the overall development of society?

· How are the needs of MI people addressed?

· Is there a requirement for higher knowledge and skills to handle persons with MI?

· In what areas is capacity building of people done?

Salient features through case studies, shared by individuals

Amali introduced the people who were affected with mental illness, caregivers and staff to share their experiences with the participants. Before the individuals shared, it was stated that, Development is not like drawing pictures. Development is being sensitive and being open-minded. The culture already exists in the community and the action is already there – one has to recognize, strengthen and uphold it. 

Venkatesh : “I am from a peasant family, and I was working as a home guard.  I suffered from mental disorder for 30 years. I have completed my SSLC. I am married and have three children. My wife works in a school as a cook.  I was sleeping only for 3 hours a day and I had reached the stage of committing suicide. That was the time the organization identified me and extended its support to fulfill my needs. Initially my medicine cost Rs.800/- per month and now it has come down to Rs. 40/-. I feel energetic and strong now. As my hobby is writing poetry, the doctors are encouraging me to write. The organization has given me Rs. 5000/- as a loan and with that I have opened a shop for refreshments.  I am happy with my work and my family. 
Shantha : She is 30 years old and was suffering from depression for last 10 years. Interpersonal relationship was the main cause for her depression. She got this problem after giving birth to her first child.
Shantha said, “I used to get angry and be suspicious of everyone. I could not adjust with any one in the family, as I would pick up fights for small issues with every one. Both my children died and I am staying with my parents. I always felt I am helpless and I cannot do anything.  With the organization’s intervention in the last one year I am improving. I was asked to take 12 tablets in the beginning and now it has come down to 5 tablets. More than the medicine, meditation has helped me a lot. I do it for 3 hours a day because of which tension has reduced and I feel relaxed. I have investigated myself by doing meditation and breathing exercise (Anapana sadana). I found that the problem was within me. Reading books on personality development has helped to build my self-confidence.  Now I have started respecting and it is mutual. My parents show their love and affection to me. They listen to my words. I attend the camps every month voluntarily and to assist them in the work.”  

Bhagyalakshmi has been suffering from mental illness for 3 years. She said, “I was unable to recognize my parents. Roaming here and there I was beating people and so they were scared of me. I take 6 tablets a day now and I have recovered. I work as a volunteer in this organization and bring patients to the camps.  I take care of my husband and children and I give importance to the education of my children.” 

Amali said Bhagyalakshmi’s service to the organization has benefited both the organization and herself. She is seen as a live example. She has volunteered to work in seven villages around the project area due to which the dropout rate for treatment has really reduced. She visits the home of mentally ill persons, sets herself as a role model, and brings them for regular treatment. She is one of the best examples for social integration.
Thimmappa : “I have been suffering for last the 10 years. I was not even aware of wearing a piece of cloth on me. Thanks to the organization for helping me to live with respect like other human beings”. 

After these four persons sharing, the caregivers were requested to share their experiences:

Ramanjunappa – Caregiver : “My daughter got married three years ago and complained of this problem for the last two years. Her husband sent her back to our house. There was no improvement even though we offered pooja in several temples. Puttaraju, the staff of GASS, requested me to bring my daughter to the camp for treatment.  Since 2 ½ years, she is under treatment. She was so depressed that she didn’t want anything in her life. Now she has recovered and hopes to lead an independent life. Her husband has married again. She is involved in domestic work and takes care of cattle. “I go with Mr. Puttaraju to identify other people and advice them to go for treatment”. 










Rudrappa – Caregiver : “It is so painful to be a caregiver. I am 73 years old and a retired school teacher. I look physically weak but I am mentally very strong as I have that will power now. My daughter Geetha has completed PUC and my four sons are graduates.  My sons and I were prepared to sacrifice our life for her recovery. I was trying to identify the reasons for my daughter’s problem. She actually did not suffer from any health problem. I had a feeling I may have put pressure on her.” 
At the consultation meeting, Geetha expressed that her desire was to have a car and a bungalow. But Naidu convinced her otherwise. She felt she has recovered and needs no treatment. Initially, it took one year for her to come to the camp. She was prescribed two tablets in the beginning and now she is advised to take one tablet every day.  Geetha said, “Amali is like a mother for all of us. We wait to see her during the camps. She is like a woman with light.  The prescription given by the doctor is like the Bhagavad-Gita to me”.

Channegowda – Caregiver : “I have three daughters and one son. We starved without food for several days. Staying in Bangalore for two years for treatment was hell for us. Medicines were costing Rs.300/- and we could not afford it. All our jewels were stolen. For three months I stayed in Vijaypura hostel. The organization came in contact with us and supported me for my medicines. I am fine now. I like to read Bhagavad-Gita.  I am the president of a SHG and I now live with respect.”

The staffs’ sharing

The staff sharing their experiences described the activities they carry out in the field to provide interventions at different levels. Capacity building of different stakeholders in the community has resulted in identifying more persons with mental illness. They take care of the referrals and follow-ups. Street plays have had great impact in sensitizing people on the causes of mental illness and identification. The messages about superstitious beliefs and black magic have been very effectively communicated. 

Initially, there was rejection from the families and communities in carrying out this work. With the support of Gram Panchayat members and community members, the pre-consultation meetings are arranged to talk to the persons affected and their families. The successful
life stories/case studies are shared as base information to motivate the newly identified person with mental illness. 

The staff explained the difficulties they face to bring them for consultation and to camps. One of the staff expressed that he once felt “Is there no other job or better job than this for me to work?”.  Now working consistently with them has given today’s positive results. “It now gives greater job satisfaction when we see the person back into his/her normal life. Those bitter experiences are forgotten now and the community has recognized our work.” 

Adding to their words Amali said, “we have now initiated work for the fourth module i.e. influencing at the policy level. We are pressurizing the department to provide medicines. Applications from people who have been suffering from mental illness for 5 - 10 years are forwarded to the concerned department to get pension. As far as socio - cultural integration is concerned, several of them have been enrolled as members in SHGs and some are involved in livelihood activities. During the follow-up visits the staff explain about the side effects and keep track of the medicines each individual is prescribed. The siblings are also advised to keep track of medicines given to them.  Namdev, a staff member expressed that “A camp is a platform to discuss the issues and to plan for further action”. 
Summing up the sharing Amali said, “When we started the project, I myself was not confident of doing this job and felt how would I convince my team. But now the experience is different and I am glad that we took up this work”. 

	MODULE 3

MENTAL HEALTH (MH)
Module Objectives: The participants will be enabled to 

1. Understand the concept of mental health and mental illness.

2. Understand the causes and symptoms of mental illnesses (types and causes).

3. Gain an overview of holistic intervention including healing practices.

4. Become aware of issues related to access to treatment. 

Number of Sessions :   6

Number of Hours :       9




MH Session I. Understanding Mental Health and Mental Illness : 
1hour 30minutes
· The trainer facilitates a discussion on the participants’ understanding of mental health and mental illness. 
· The trainer now plays the bus game with the participants.   

	Bus Game: The trainer indicates to the participants the presence of two Buses - A (Agree) and D (disagree) with drivers.  The trainer presents written statements of myths (MH, Handout 1) and reads them one at a time. He then suggests participants to board respective buses according to their choice of agreeing or disagreeing on each statement. Once all the statements are read, the group assembles in large group for discussion.


· The trainer, in the larger group, initiates the discussion on the existing myths. The trainer ties up the discussion using the process questions. 

· The trainer distributes a paper on Mental Health and Mental illness (MH, Handout 2) to all the participants.

· The participants are asked to spend 20 minutes reading through the paper and noting their reflections.  

Process Questions: 

1. Having participated in the game, what do you have to say?
2. Has there been any change in your understanding of mental illness? If so, what?

3. Something you might consider doing differently.
Note to the Trainer:

a. The trainer introduces the session based on the input on experiences in the field.

b. The trainer closes highlighting that this session on mental health focuses on individual person, whereas the previous day’s experience involved the community as a whole.  

(MH, Handout 1)

  Myths about Mental Illness 
· Children do not get mental illness

· People do not recover from mental illness

· All mentally ill people are violent and dangerous

· Marriage `cures’ mental illness

· Evil spirits cause mental illness

· Past misdeeds cause mental illness

· Mental illness spreads through constant contact

· Rituals can cure the mentally ill

· There is no cure for the mentally ill

· The mentally ill have to be kept isolated.
· The mentally ill cannot work.
(MH, Handout 2)

Mental Health and Mental Illness  

The world health organization clearly defines what health is. It is a state of complete physical, mental, social and spiritual well being and not merely  an absence of disease or infirmity. Mental health can also be defined as a state of mind that allows you to be comfortable with yourself, have a good quality of life, feel good about their relationships with others, meet the demands of the day and to be useful and creative.

All individuals get emotionally disturbed at some time or the other, due to a variety of reasons. Sometimes we feel sad while at other times behave indifferently, in response to certain situations. Many of the symptoms of mental illness lie on a continuum that includes everyday experience. These experiences are likely to be abnormal when they occur out of voluntary control, out of proportion to any situation and cannot be stopped or reduced by conscious effort. Some symptoms would cause marked distress to the person (anxiety, depression, bodily complaints without a physical cause, unusual experiences); some would cause distress and embarrassment to the family (neglect of self care, social withdrawal, inappropriate and bizarre behavior) and a few stop working and participating in social roles. Few symptoms are reported better by the person affected (sleep, appetite, anxiety, obsessions) and some by the family (disorganized behavior, social withdrawal).

All people experience stress, some suffer more than others from its effects as people have different coping abilities and skills to handle stress. In the day to day practice, the therapists and the CBR workers come across people with disabilities having stress. Stress arises from unpleasant or difficult experiences and or living conditions arising out of the disabilities. Any condition or situation that a person cannot cope with could create stress.

Some stress is a normal reaction when people feel threatened with the situation. Muscle tension can increase, the heart can beat faster and breathing accelerates. When the feeling of threat disappears, people usually relax and get calm again.  But for some others, tension and worries continue. They might have a general feeling of insecurity, worry about their life conditions, their children, because of problems in their family or difficulties faced on account of their disability.

It is important to identify people with mental stress, who report : 

1. Mental distress

2. Physical complaints

3. Changed behaviour

4. Problems in relationship with others

5. Problems at work

6. Feeling sad and being isolated

7. Crying spells and expressing death wishes.

They also present  following common symptoms/ problems

In the Mind

a) anxiety – getting fearful or angry easily

b) Mood changes

c) Poor concentration and attention

d) Memory disturbances

e) Difficulty in abstracting

In the Body

a) Tiredness

b) Headache

c) Tense muscle

d) Poor appetite

e) Feeling of pain

f) Disturbed menstruation

In  Behaviour

a) Reduced sleep

b) Restlessness

c) Increase in substance use

d) Difficulty in completing the task
e) Lack of self control

f) Over reacting to the situation

g) Mistrust 

People having stress do not complain  about the mental stress directly, but they present with more of physical complaints with no physical basis. Because of the mental stress the illness worsens and in addition, the persistent  psychosomatic illness like asthma, peptic ulcer, hypertension and gastro intestinal disorders could get worse affecting the physical health of an individual. 

	Positive mental health can be maintained by

· Acceptance

· Assessing, defining and solving the problem

· Setting objectives

· Maintaining a routine

· Handling loneliness and depression

· Handling fears of intimacy and sharing

· Taking help from others and sharing

· Relaxation methods

· Developing new interests

· Maintaining social/ family contacts


The common psychological reactions seen among people who become disabled later in their life through accidents or illness are

	Unhappiness
	Feeling worthless
	Feeling helpless and hopeless

	Frequent worrying
	Poor sleep and appetite
	Headache and body pain

	Tiredness
	Inability to work
	fearfulness

	Death wishes
	
	


Mind and Body: relationship between emotions and the physical illness and disabilities:

Mental functioning and bodily functioning are intimately related. Each influences the other in health and illness. When we are mentally upset, we experience a number of uncomfortable bodily sensations. The thoughts govern bodily dysfunction.  Let us examine the various types of associations between emotional processes and bodily illnesses.

· Emotional factors can play a causal role in bodily illness: there are several disorders, especially those termed psychosomatic disorders, where psychological factors like mental tensions and worries play an important role in the development of bodily illnesses. Some of these conditions include peptic ulcer, hypertension, diabetes mellitus, rheumatoid arthritis. Studies have shown that individuals suffering from depression are prone to develop many types of physical illnesses. 

· Emotional problems can present with bodily complaints: several mental disorders, especially the neurotic illnesses, manifest with a variety of bodily complaints. A person with anxiety experiences several uncomfortable bodily symptoms which include palpitation, sweating, tremors, dryness of mouth etc. Similarly, depressed patients often report aches and pains in various body parts, tiredness, weight loss, constipation and sexual dysfunction. Many people with common mental disorders have an excessive preoccupation with the functioning of their body parts.

· Emotional symptoms can be part of a bodily illness: physical illnesses may present with mental symptoms as well. For example, a person with anemia frequently complains of anxiety, tiredness, lack of energy and disturbed sleep. Hypothyroidism often manifests with memory disturbances, depression lack of concentration and tiredness. Symptoms of anxiety and depression are reported by people with heart disease and kidney dysfunction.

· Emotional problems can occur as a reaction to bodily illness: Physical illnesses frequently result in emotional disturbances. There are several undesirable emotional consequences that result from life threatening or chronic physical illnesses. These include the physical disability produced by the illness, financial and occupational difficulties, difficulties in family life and sexual difficulties. As a result, people experience varying degrees of anxiety and depression. Fear of death may accompany illnesses like renal problems, heart problems, cancer etc. Various types of emotional disturbances, principally depression, are a common manifestation of terminal illnesses.

MH Session II.  Taking further the understanding of symptoms of  Mental Illness : 
1hour 
· The trainer invites the participants to list on the board the symptoms that they have seen in a person with mental illness.  

· The trainer asks them to indicate the three categories of mind, body and behaviour respectively.
· The trainer clarifies the three categories of mind, body and behaviour.

·  The trainer distributes a paper on Symptoms and Basic Features of Mental Illness (MH, Handout 3) to all the participants for further reading.

Process Questions: 
1. Has anyone here experienced any of the symptoms of mental illness anytime?

2. Has your perception of mental illness been challenged?

3. Comment on your sensitivity towards a person with mental illness.
 Note to the Trainer:

The trainer draws attention to the fact that symptoms have specific significance and sensitivity is called for on the part of the others.

(MH Handout 3)
Symptoms and basic features of mental illness

Mental illness is a group of disorders characterized by significant disturbance in thinking, emotions and perception, resulting in psychological and/ or behavioral symptoms lasting for a significant period of time. Mental illness is a general term, referring to a group of illnesses in the same way that heart disease refers to group of illnesses affecting the heart. It could be a severe disabling condition like schizophrenia or less severe condition like adjustment disorder. It includes conditions attributed to organic causes or to those caused by stress. It includes brief episodic illness to long-term persistent illnesses. It varies in its presentation, course and outcome. For some people it could persist throughout their lives. Some people may experience the illness only once and recover fully, and for some others it could recur throughout their life.

Certain symptoms like delusions, hallucinations and obsession are specific to a particular mental illness. Many illnesses herald their onset with non-specific symptoms like social withdrawal and anxiety. Sometimes, the typical symptoms appear late in the course of the illness after a prolonged period of non-specific symptoms. Waiting for occurrence of typical symptoms would delay early intervention and therefore, affect the prognosis. However, definite diagnosis of a particular illness is considered only when a certain number of symptoms are found for a certain period of time.

Three characteristics of mental disorders are:
· Changes in the thinking, feeling, memory, perception and judgment of the person, resulting in changes in his talk and behaviour which appear to be deviant from his normal personality or from the norms of the community, lasting for a long period.
· Changes in behavior cause distress and suffering to the individual or others or both

· Changes and the consequent distress cause disturbance in day to day activities, work and in relationship with others (social and vocational dysfunction).
Features of mental illness:

Common features in all mental illnesses are its basic abnormalities in thinking, emotion and perception. However, the degree and extent of the abnormalities may vary. For example, a person with schizophrenia may have predominant disturbance in thinking process and a person with mood disorder may have significant disturbance in emotions. The manifestation of these abnormalities can be easily recognized from their appearance and behavior. Any behavior out of the ordinary or the limits of 'normal' acceptable cultural and social norms may provide the first clue. Changes in behavior, if persists longer than expected, often make one to suspect mental illness. Disturbance in the occupational and /or social functioning can also point to mental illness. 
Early identification of mental illness helps in the overall treatment and prognosis of illness. Family members, neighbors and friends of a person often are the best source of information and it is always good to listen to their opinion and initiate appropriate intervention strategies. Most mental illnesses can be treated effectively. Advances in drug management, psycho-social interventions and rehabilitation services have made the treatment of mental illness as good as or even better than those of physical illnesses.
Features (symptoms) of mental illnesses are broadly grouped as:
· Disturbances in bodily functions

· Changes in mental functions

· Changes in personal and social activities/ behaviour
Disturbances in bodily functions:
a) Sleep: Person finds it difficult to fall asleep. He stays awake and worries about his inability to sleep. At times he may wake up in the middle of the night and find it difficult to fall asleep again. He may have disturbed sleep through out the night or may not sleep at all. He does not feel fresh in the morning. Any of these types of sleep disturbance can be a manifestation of mental illness.

b) Appetite and food intake:  Person does not have proper appetite and eats less. At times although appetite is normal, the individual does not enjoy what he eats. Patient may also have increase in appetite and eats more than he normally does. He may lose or gain weight.

c) Bowel and bladder functions: Person may pass urine more frequently than usual. He/she may have loose motions or become constipated. Some patients may soil their clothes and remain unaware of it.                              ,

d) Sexual desire and sexual activity: Patients may lose interest in sex. Men may also complain of difficulty in sexual performance or inability to enjoy sex.

e) Bodily complaints:  The person may mimic physical disorders, but without having evidence of physical illness. For e.g., a person may complain of headache or body aches which cannot be explained on the basis of any known physical illness.

2. Changes in mental functions:

a) Behavior: The person may behave peculiarly and in a strange manner. His behavior may irritate family members and other people or place them in awkward and embarrassing situations. Person's behavior can also be dangerous to self and others. He/she may become overactive, restless and wandering aimlessly. He/she may abuse and beat others for trivial or no reason. On the other hand, the individual can become very dull, inactive and lose interest in the day-to-day activities. He/she may sit or lie down for hours or at times, days together, refusing to move even to attend to their bodily needs.
b) Talk (thought process): The person may talk excessively and unnecessarily or may utter only a few words and remain silent. At times talk becomes irrelevant and incoherent. The individual may express certain peculiar and wrong beliefs which are not shared by others. For example, he/she may say that somebody is spraying poisonous gas into eyes, that lots of worms are crawling under his/her skin or that his/her food is mixed with poison etc.
c) Emotions (feelings): The person may exhibit excessive emotions of sadness or happiness. Emotions inappropriate to the situation may be shown. In contrast, some may be unable to express any emotion at all and just sit like a statue. Others may laugh or weep.

d) Perception (sensations): The person's ability to understand various stimuli reaching through different senses can be disturbed. Individuals may often misinterpret them. They may hear sounds that others do not hear and say that they can see enemies coming to kill them. They may see figures of devil on the wall. Persons with mental illness see things which are not present or not seen by others. They hear voices from empty spaces and often-spurious sensations are also reported. Thus, even without any external stimuli they perceive things and react to them. This is known as `hallucination’. When a person hears some voices, he/she may in turn start abusing or threaten the imaginary person/s. On seeing someone with a weapon the person may run away to hide himself or attack others. A person who is hallucinating can be seen talking to self, laughing or weeping and wandering on the streets.
e) Memory: The person's memory may be disturbed and as a result, can report forgetting simple things. Individuals may forget whatever they see, hear or experience within few minutes. They may be unable to remember where they have kept common articles of daily use like money, clothes, keys, umbrella etc. They may not remember transactions carried out a few days earlier or people they met a week ago. They may lose capacity to remember their past and may even find it impossible to recall names of their children, where their brothers and sisters live etc. In severe cases, the individual may lose self even in a familiar place.
f) Intelligence and judgment: In some mental illnesses, intelligence and the ability to take decisions deteriorate. Person can lose the capacity to think clearly and hence may commit mistakes in his routine work. He/she may not be able to do even simple arithmetic and appear dull. In many ill persons, the ability to take appropriate decisions in a variety of situations is impaired or lost. They may take wrong decisions, which can result in difficulties for themselves and others. For example, they may keep quiet even after seeing a child fall and get hurt.
g) Level of consciousness: In some mental illnesses, due to brain damage, there can be changes in the level of consciousness. The person with mental illness can also become disoriented about time, place and persons.
3. Changes in personal and social activities:     

a) Personal: A person with mental illness can neglect bodily needs and personal hygiene like combing hair, wash/ bath or change clothes. He/she may remain unclean for days and not bother even when such neglect causes discomfort. At times they may even soil their clothes and bed. 

b) Social: A person with mental illness behaves strangely with family members, friends, colleagues and others by insulting, abusing or assaulting them. The individual may behave inappropriately in social functions and embarrass others. He/she may be rude to others, annoying them or resulting in others making fun of him/her.

In summary, mental illness in a person can cause severe alterations in his thinking, feeling and in his general behaviour.

Prevalence of mental illness

Mental, behavioural and social health problems are an increasing part of health problems in the world.  The WHO estimates that mental and behavioural disorders constitute 12% of the global burden of disease.  Worldwide, nearly 450 million people have a mental or behavioural disorder. 

Epidemiological studies reveal that 1% of the population live with severe mental disorders, while 10 – 15% lives with common mental disorders.  It is estimated that the number of people with mental illness will increase substantially in the coming decades for the following reasons. 
First, the number of people living in the age group of risk (15 – 45 years) for certain illnesses is increasing because of the changes in the demographic features. Thus there has been an increase in the number of persons with mental illness in the age group of 15- 45 years. 
Secondly, there has been substantial increase in the geriatric population having mental health problems, as the life expectancy is increasing. 
Thirdly, there is an overall increase in the rate of depression seen in all age groups as an effect of the changing socio, cultural, economic and political situation of the modern world.

MH Session III.  Understanding the Causes of Mental Illness : 
1 hour 30 minutes
· The trainer makes a power point presentation on the characteristics of mental illness (to differentiate between mental illness and stress related symptoms) and the structural model of mental health, using the chart (MH, Handout 6) depicting the model. 

· The trainer divides the participants into four groups and gives a copy of case studies (MH, Handout 4) to each participant. Each group is asked to discuss one case study, in which they should look at the nature of illness exhibited by the person.
· The trainer invites the groups to make a presentation of their discussion and further clarification is given where necessary.  

· The trainer distributes two papers to all the participants and for future reference.
· Causes of mental illness (MH, Handout 5) 

· Structural model (MH, Handout 6)

Process Questions: 

1. Would you like to comment on the usefulness of structural model in understanding the situation of the person with mental illness? 

2. The role of environment in predisposing a person to mental illness.

3. Ways in which you can use the information gained to raise awareness in the community about mental illness and their causes and to help change their attitude towards persons with mental illness.
Note to the trainer:

There are seven case studies in Handout 4. The trainer is free to choose from them for the purpose of group discussion.

(MH, Handout 4)
 Case study – 1

Ramalakshmama is a 30-year-old married woman who has studied upto grade XII, and was working in a garment factory as a helper. She has complained of dizziness and headaches for the past one year, but medical investigations revealed no physical illness. In course of sustained conversations with her, it has come to light that she is constantly thinking about various things, sleeping badly and occasionally having suicidal thoughts. She feels tired and not upto house hold chores. Her relationship with her husband worsened over time. A big cause for his displeasure has been that she has not borne a child and it has been two years since their marriage. He has been threatening to marry for the second time. To worsen matters, she also lost her job 3 months back as she was not able to concentrate on her work. She has no hope of securing another one given the way she is feeling.  Currently she is feeling very lonely and helpless with no support system and has little hope of improving her situation. 

Case Study-2
A 24-year-old married woman witnessed a horrific accident involving a man falling off a running train. By nature she was an anxious and fearful person.  Post witnessing this accident, her anxiety and fear have increased manifold.  She now complains of extreme fearfulness while traveling in bus or train. She felt a wave of fear every morning when she traveled to go to her work place. Within a week she started avoiding the train and started going by bus. Within few days, she developed anxiety while traveling by buses too. The very thought of traveling would trigger episodes of severe anxiety, accompanied by trembling, sweating of the palms, feelings of suffocation, and get a feeling that she would die. Due to these problems she stopped going to work, and even the thought of going out of the house brought on the same episodes of intense anxiety. Finally, over a period of two weeks, she started feeling sad, feeling fearful most of the time, felt a sense of loss of control over her life and began having suicidal thoughts. Her husband persuaded her to seek help from the counseling center.

Case Study-3
Mrs Geetha, 35 year old housewife, has been complaining of repeated episodes of heart attacks. She recalls that her problems began 10 years back when she delivered her only child. The first attack occurred while she was working in the kitchen. She suddenly felt that there was a dramatic increase in her heart beat. She also felt an intense stabbing pain in her chest and had difficulty in breathing. She started sweating and trembling, felt dizzy and was rushed to a physician. An ECG was performed immediately and was reported to be normal. Since then,    Mrs Geetha has complained periodically of such episodes of heart attacks with each episode lasting about 15-30 minutes. There have been nearly four episodes every month. During these episodes, she seeks medical help. Over the past 10 years she has undergone many medical investigations, each of them reconfirming and reassuring her that she has no cardiac disorder.
After her first few attacks, she has developed a fear of having an attack and not being able to access medical aid. Since then she avoids crowded places such as banks, marriage parties and cinema houses, where quick escape might be blocked and medical aid not easily available. The episodes still occur and are observed more frequently in those situations which she fears most.  Mrs. Geetha recognizes that both her symptoms and her avoidance behavior are unreasonable and excessive, but nevertheless they dominate her life. She feels mildly depressed and restless and has difficulty falling asleep. Her confidence is low, and she is unable to focus on any activity. 

Case Study - 4
Mrs K is 45 years old, married for last 25 years.  Her relationship with her spouse is strained and there is a severe marital conflict. For the past five years, Mrs. K has been having episodes of physical discomfort where she has difficulty in breathing, complaints of chest pain, sweating, and tremors. She has burning sensation in the chest and abdomen and feels that she is having heart attack.  During this phase of discomfort, she has intense fear and cannot sit in a place and wants somebody to be with her. Each of such episodes lasts 5 to 10 minutes. Mrs. K has consulted a heart specialist, who after series of tests and examinations has reassured her that her heart is healthy.  In spite of this she continues to have instances of discomfort and often visits her family physician and also approaches different doctors to find a solution. The frequency of such episodes has increased, affecting her daily routine and has also aggravated the marital discord. 

Case Study-5
Mr. Suresh, 36-year-old and married, working as a mechanic in a private factory, was of an energetic and pleasant disposition. His family comprised of his wife and two daughters. One day while returning from his factory, Suresh met with an accident in which he sustained an injury to his right leg. He was taken to a private hospital where the orthopedician tried to do restorative surgery. Unfortunately gangrene set-in after the surgery. Hence the specialist suggested to go for a below knee amputation. Suresh consented to the surgery after initial refusal. The surgery was done without any complications and postoperative-period was uneventful. Suresh was discharged within a week.  A fortnight later, when Suresh was brought in for a follow up, he complained of uneasiness, decreased sleep and body aches. His family reported him to be withdrawn and irritable with frequent anger outbursts.  His wife said that he was often fearful, had very little interest in pleasurable activities and even indulged in tears at times.  She mentioned that for two days before the consultation, he had spoken of suicidal thoughts.  She revealed that all this had increased since listening to his colleague who mentioned that Suresh might lose his job on account of his condition. The wife also shared that all aspects of marital relationship had been affected post the accident. During the consultation Mr. Suresh started crying and asked the orthopedician for an injection which would put an end to his life without any pain. He shared a feeling of worthlessness and being a burden on the family as he couldn’t return to his job. He expressed helplessness and hopelessness and a deep sense of life being unfair to him.  
Case Study-6
Lawrence, a 20-year-old boy discontinued his studies as he was not able to pass his 7th standard since the age of 15.  He started working as a helper under a contractor at the construction sites. He was honest in all his dealings and gave his earnings to his parents.  He had lot of friends where he was living. His evenings were spent in the company of his friends, playing cricket, football etc. One of his friends was in love with a girl residing in the neighborhood. His friends used to tease that girl often. One day a group of 5 youth attacked Lawrence and his friends unexpectedly. Lawrence was also badly assaulted as he was part of the group.  He had a head injury and was hospitalized. Few weeks later he developed excessive fear and was not ready to go out of the house.  He would scream constantly and sound very abnormal.

Lawrence’s sister speaks of the incident and what followed. “He was an ok boy. Did not do well in the school and discontinued his studies. He started learning carpentry and the trainer was also a contractor. Hence, he had no problem in getting work. One day he did not feel normal. He was disoriented, speaking unnecessary things and behaving abnormally. We took him to various healers and offered prayers in the church but there was no improvement. One day he ran away from home. We searched all over but did not find him. I think after more than two months his brother found him in another part of the town. When he was brought home, my heart sank and I wept. Every one was in tears. He was in his underwear and had an old coat on him. Even now if I think of that scene, some thing happens in my stomach.”
Case Study-7
Mrs Nagarathna, a 55 year old Telugu speaking retired employee from Hyderabad, was reported to have died in a railway accident. She was run over by a moving train and her body was found on the railway tracks. As she was often crossing the railway tracks, the neighbors surmised that she went wrong in her judgment while crossing the tracks on that day and met with an accident.
A doctor who was a friend of Mrs. Nagarathna, however, spoke to her daughter and elicited some information regarding her behavior during the past six months. Mrs. Nagarathna  had opted for voluntary retirement the previous year and was not interested in taking up another job. She would spend her time reading, watching TV and helping her daughter in law in managing the house. She seemed to enjoy this new lifestyle for the first six months. However, subsequently her family began to notice considerable change in her behavior. She seemed worried and tense most of the time for no apparent reason. She would wake up at 3 in the morning and would find difficulty in going back to sleep. She tried taking sleeping pills on her own but it did not help her much. She would feel excessively tired throughout the day. She lost her appetite and ate nearly half her usual intake. As a result, she lost 10 kilos over a period of three months. She also complained of constipation very often. She stopped her morning walks, watching TV and reading books. She would often remark that she had wasted all her life for the sake of family. She would share her guilt for not saving enough money for her children. Gradually she started feeling more and more helpless about the lack of control over her life. She often expressed that life was not worthy to continue, and expressed death wishes. Finally she decided to end her life by going under the moving train.

(MH, Handout 5)

Causes of mental illness
Mental illnesses can be caused by a variety of factors as follows:

Changes in the brain. Any change either in structure or functions of the brain can cause mental illness. Damage to the brain due to any of the following reasons can also cause mental illness,

a) Infections, 

b) Injury, 

c) Poor blood supply, 

d) Bleeding, 

e) Tumors, 

f) Substance abuse for long periods, 

g) Vitamin deficiencies  

h) Untreated epilepsy. 

Bio-chemical changes in nerve cells are the cause in a majority of the severe type of mental illnesses (Schizophrenia, Mood disorders)

Hereditary factors: In few cases of mental illness, there may be someone else in the family affected with a similar illness. In most cases however, there would not be anybody in the family with a similar mental illness. The tendency to develop a mental illness can be transmitted to an individual but whether the person actually manifests the illness depends on many other factors.

Childhood experiences: Adequate love and affection, suitable guidance, encouragement and discipline are all necessary for the healthy growth of a person. If they are not adequate and there are repeated unhappy experiences in childhood, they can contribute to development of mental illness later in adult life.

Home atmosphere: Frequent quarrels, misunderstanding and strained relationships among the family members, lack of warmth and trust among them can have undesirable effects on the persons. Such an individual when faced with stress and strain, in later life, can become ill as he lacks the necessary skills to deal with the situation or to control his emotions.

Other factors: If an individual does not get equal opportunities and facilities to live as an accepted and respected member of the society, he/she can develop mental illness. Poverty, unemployment, injustice, insecurity, severe competition and social discrimination contribute to development of mental illness.

(MH Handout 6)

Structural Model 


[image: image3]
MH Session  IV. Understanding on types of mental illnesses : 
1 hour
· The trainer makes a power point presentation on the types and features of severe and common mental disorders.
· In light of this information given to the participants, the trainer classifies the types of mental illnesses seen in the case studies.  

· The trainer distributes the paper - Types of Mental Illnesses (MH, Handout 7) to the participants.

Process Questions: 

1. Would you feel confident to make any positive response to persons with mental illness?


Note to the trainer :

The trainer can also choose to discuss the paper – Types of Mental illnesses in the session instead of a power point presentation.

(MH Handout 7)

Types of Mental Illnesses
Mental disorders are categorized based on causes into organic and functional disorders. In organic disorders, there is an overt and definite physical cause such as brain injury, brain tumor, metabolic imbalance etc. In functional disorders, physical cause is not evident. Delirium and Dementias are the examples of acute and chronic Organic Mental Disorders. Schizophrenia, Mood disorders and Anxiety disorder are few examples of functional disorders. The functional disorders are categorized into psychotic and non-psychotic disorders based on the symptom presentation. The psychotic disorders are characterized by the presence of psychotic symptoms (loss of touch with the reality). Non-psychotic disorders predominantly have inappropriate and exaggerated emotions (Depression, Anxiety).

Mental illnesses are categorized as:

I. Severe mental disorders: It is a severe type of mental disorder in which persons with mental illness talk and behave abnormally. The functions of the body and mind are severely disturbed resulting in gross impairment of individual and social activities.

II. Common mental disorders: Persons with mental illness show either excessive or prolonged emotional reaction to a stress situation. They have symptoms like anxiety, fear, sadness, vague aches and pains and other bodily symptoms. They are aware of their problems and seek help. They do not have psychotic symptoms.

III. Alcohol and substance dependence: These are categorized partly according to the substance involved (alcohol, opium, cocaine and etc) and partly by clinical syndrome. The clinical syndromes are of three main kinds  –  a) addiction state, b) complications of use/abuse, and       c) withdrawal syndromes. 

IV. Childhood behavior problems: These are mostly disturbances of behavior and conduct occurring in stressful family situations or as part of development, manifestation as abnormal behavior not appropriate to the age of the child.

V.  Personality disorders: Personality disorder can be thought of as maladaptive exaggeration of a personal trait. Symptomatically, a personality disorder may appear very similar to one or other type of the mental disorder. However, where a disease represents a change from what is normal for the patient concerned, a personality disorder is normally established by late adolescence and continues more or less unchanged into old age. 

VI  Psycho-sexual disorders: Psychosexual disorders are of two types: sexual dysfunction and sexual deviation.  Sexual dysfunction includes any persistent impairment of the normal patterns of sexual interest/ response and performance. Sexual deviation refers to any sexual interest or activity that is preferred to, or displaces adult hetero sexual interest or behaviors that are unusual and bizarre that violate prevailing social norms of the society (e.g., adults sexually abusing children or old people). 
VII Organic Mental disorder: These disorders are caused directly by damage to the structures of brain. The underlying disease may be in the brain itself or may be in other parts of the body. The important symptoms and signs of the disorders are:
	Disorientation to time, place and person, 
	Poor Comprehension, 

	Poor calculation, 
	Memory deficits, 

	Changes in personality, 
	Self neglect and absence of awareness of the same


Severe mental disorders

Every individual has different interests and methods of dealing with different situations in life. Similarly, response of individuals to life situations is also not uniform. However, most of the people in one community have fairly similar ways of thinking (mentally reacting), feeling and behaving.  In all communities there are agreed norms as to what is considered normal and what is not. For example, no one will consider wearing of colorful dress to a village get together or a fair as abnormal, but anyone coming to a sad occasion dressed colourfully and brightly may be immediately considered as not being normal by the community.
In medical sense, any persistent and severe disturbance in thinking, feeling and behavior is considered abnormal. In the past such conditions were called 'insanity or melancholia'. Modern science classifies them as Psychoses. In popular language persons with such illnesses are often wrongly referred to as 'mad' or 'insane'.

Till recent times, persons with severe mental illnesses were feared and treated harshly by tying up, chaining or locking them in a room. Some also considered persons with mental illness as holy and cared for them with respect. In the last 40 years, various forms of treatments have been available which help such persons cope with their condition and be part of mainstream life. The following section deals with persons having major mental illness, their recognition and care. It is estimated that in 1000 population 1% of persons are affected with one or the other form of psychoses at any point of time.

It is a common belief among general population that psychoses are not illnesses. They are thought to be due to religious and supernatural causes. Illness is attributed to phenomenon like 'ill will of Gods' and 'visitation of evil spirits and souls of dead persons'. As a result of these beliefs, persons with psychoses are usually taken initially to religious healers, magicians, temples instead of medical facilities. It is also thought that there are no medical methods of treating psychoses. It is very important to recognize and remember that major mental illness are similar to other physical problems, in that persons can recover from them as much from other physical illnesses. As in the case of all disorders, the outcome with treatment varies with the severity and type of problems and the time of starting treatment.

The important features of psychoses are:
	 Loss of touch with reality
	 Symptoms like hallucinations, delusions

	Neglect of bodily needs and personal hygiene
	Socially disruptive behavior like aggression and violence

	Neglect of work and responsibilities
	Wandering behaviour

	Emotional imbalance
	Isolation


Types of severe mental disorders

Acute psychosis
In India, a number of studies have shown that about 10% of all persons with psychosis belong to the category of acute psychosis. This condition is characterized by:
· An acute onset (within 2 weeks), presence of associated stress, 

· A typical syndrome characterized by rapidly changing and variable clinical picture.

Complete recovery usually occurs within 2 to 3 months and most often within few weeks or even days. In view of these features, the treatment of these disorders is very effective and the duration of treatment is not as long as in schizophrenia.

Schizophrenia
Schizophrenia is the commonest of the psychosis and the symptoms of this illness closely correspond to the layman’s concept of madness. It is an illness which interferes with individual’s personal and social functioning, and if untreated, can become chronic and a disability. Schizophrenia usually starts in the age group 15-25 years. The onset can be acute or insidious. Some times the onset may be precipitated by a stressful event. The illness affects both sexes equally and occurs in all social groups.

The illness is characterized by abnormalities of thinking, perception and emotions resulting in abnormal behavior, action and talk. An individual with schizophrenia has abnormal ideas and thoughts of various kinds, which the individual believes in and are unshakable (delusion). Persons with mental illness perceive things which really do not exist i.e. hear voices and see things which are non existent (hallucination).

Bipolar affective disorder
This type of mental illness is also called “Affective psychosis” because the primary abnormality in this illness is one of affect (emotion-mood). The disturbances in mood occur both in quality and quantity and ranges from extreme sadness to extreme happiness. The mood disturbances occur in episodes of either happiness (mania) or sadness (depression). These episodes can also occur alternatively; this is called Bipolar Affective Disorder.

Common Mental disorders

Common mental disorders are a group of minor mental disorders, which are not easily defined. Unlike in psychoses, persons suffering from neurosis do not lose touch with reality and they are able to meet the ordinary demands of every day living. They generally have a good understanding of their problems and do not cause much of distress to others in the family. They may experience varying degrees of difficulties in meeting personal responsibilities, work and other usual social situation to varying extent and are not usually incapacitated completely. The disability caused is generally related to the degree of personal suffering the person experiences.
The basic and predominant features of neurosis are mental tension and worry. All people get tensed or worried from time to time, especially when faced with difficult problems. However, they are able to cope with the situation and overcome their tension or worry with passage of time. If the tension, worry is too much in intensity or prolonged in duration, they tend to interfere with the person’s sense of well being and disturb the normal functioning. Many persons with neurosis basically have feelings of inadequacy and inferiority (lack of confidence) which lead them to perceive common every day problems as difficult and threatening. This constantly produces tension and worry and these individuals prefer to avoid facing these problems, ultimately resulting in a multiplicity of physical or psychological complaints.

In majority of individuals with minor mental illnesses, there can be stressful factors either precipitating or perpetuating the symptoms. The stress can be in the form of a disturbance in relationship with a person, a family quarrel, an unhappy marriage, difficulties at work, persistent financial problems, serious illnesses or a death in the family or a social set back.

It is easy to recognize individuals when they experience some degree of mental tension or unhappiness. They show symptoms when faced with problems of every day life. However, in case of a person with neuroses, these tensions, worries, unhappiness and the consequent symptomatology become part of their life style, leading to a constant feeling of insecurity and need for support from others. The exact clinical presentation of neuroses can markedly vary from one person to another. 

Characteristics of people with common mental disorders
· Repeated help seeking / looking for medical interventions
· Long standing multiple aches and pains

· Distress and disability

· Acute or chronic stressful events

· No physical basis for symptoms

· Reactions disproportionate to stress

· Need for constant reassurance

Types of common mental disorders: 

Depression
We all might have experienced feelings of unhappiness sometimes or the other and also intense grief following death of a close relative or a family member. But these feelings go off with time and usually do not require any treatment and also would not cause significant disturbances in the day-to-day affairs. But persons with depression will not improve without some form of appropriate intervention and face significant dysfunction in their personal and social roles. Depression is one such disorder that hampers the quality of life of an individual remarkably. This is also a condition that can lead to life-threatening complications such as suicide. It is therefore important for a clinician to recognize the presence of this condition in a case and treat effectively. Generally, the outcome of treatment will be good if the condition is detected early and treated adequately.

Anxiety 
Generalized anxiety disorder is a disabling and chronic condition that is common in general practice and in many medical settings. However, it is often unrecognized and under diagnosed in medical settings because the physical symptoms (mainly symptoms of autonomic hyper arousal) often lead physicians to search for physical illnesses with resultant delay in treatment.

Phobic Disorders
Phobia is defined as 'an irrational fear that produces conscious avoidance of the feared object, activity or situation'. Either the presence or the anticipation of the phobic entity raises severe distress in an affected person who usually recognizes that the reaction is excessive. Phobic reactions usually disrupt the ability to function in life. 

Panic disorder
Panic disorder draws its name from the Greek god pan, God of flocks. Pan was known for suddenly frightening animals and humans out of the blue. The spontaneous ‘out of the blue’ character of panic attacks is the principal identifying characteristics of panic disorder and central to its recognition and diagnosis.

Post Traumatic Disorder
After exposure to a traumatic life threatening accident or natural disaster such as tsunami, earth quakes, floods and manmade disaster like bomb blasts, riots etc., some people involved in or witnessing it develop a group of symptoms termed as acute stress reaction. These symptoms normally resolve gradually over a short period of time, say about a month. In some susceptible individuals these symptoms persist beyond that period and cause severe distress and functional impairment.

Adjustment disorders
The development of psychiatric symptoms in the context of stress is virtually a universal experience. An adjustment disorder is defined as development of emotional or behavioral symptoms in response to an identifiable stressor(s) occurring within a month of the onset of the stressor(s) and the duration of symptoms usually does not exceed six months. These symptoms or behaviors are clinically significant as evidenced by either of the following:
· Marked distress that is in excess of what would be expected from exposure to the stressor.

· Significant impairment in social, occupational or educational functioning.

Obsessive-compulsive disorder (OCD)
OCD is an intriguing and often disabling syndrome characterized by two distinct phenomenon- obsession and compulsions. Although the syndrome has been well described since the fifteenth century, it was thought to be relatively rare. However, the epidemiological study established it as being a fairly common syndrome with a prevalence of over 2% of population. This fuelled a lot of interest and study in the treatment and pathogenesis of this disorder over the last two decades.
MH Session V. Understanding the magnitude of mental disorders, the resources available in the country and the need for community based interventions : 
2 hours 30 minutes
· The trainer begins the session by posing questions to the participants on their idea about prevalence like : 

· How many persons with mental illness do you know? 

· How often do you feel does a general practitioner come across a person with mental health issues in his practice? 
· The trainer makes a power point presentation on the prevalence of mental illnesses in the country. (10 min)

· The trainer distributes the paper ‘Mental Health in India, an overview’ (MH, Handout 8) to all the participants.  The participants divide themselves into 3 groups and are given 20 minutes to read and discuss the given topic from the paper. The topics are :

· Group 1 – Discussing the problems facing the mental health sector

· Group 2 – Infrastructure and present status

· Group 3 – Policies and legislations
· Each group makes a presentation on their discussions and the trainer helps the groups to view the complete picture of the sector. 

· Following this, the trainer engages the participants in a discussion around the need for community based interventions.  

· The trainer encourages the participants to map the various treatment options available within the community, including traditional healing practices and discuss their relevance.
· The participants are given a note on `innovative intervention practices in Urban Slum Project, Bangalore’ (MH, Handout 9) and one of them reads it aloud for the whole group.  

· The trainer makes a brief presentation on the District Mental Health Program with specific focus on 11th five year plan of Government of India, referring to the paper – Mental Health Care in India (CMHD, Handout 6).

· Participants are given two hand outs on facts about Mental Health for reference. (MH-Handout 10a,10b)

Process questions:
1. What are your comments on the services and resources available for persons with mental illnesses in our country? (human, infrastructure, financial)?
2. Indicate the significance of community based interventions in the current scenario on a three point scale –  
1      





 2    


   3

Not at all significant


significant 

highly significant

                Note to the Trainer :

a. In the discussions, the trainer could address the general bias that people tend to have towards medical interventions and stress the importance of holistic nature of interventions. 

b. Trainer takes care to ensure that all manners of interventions including psycho- social inputs, sheltered workshops etc. are discussed.
c. Trainer highlights the role of barefoot workers and the impact of their sustained efforts on the community mental health healing and rehabilitation, drawing from field experiences.

(MH, Handout  8)

Mental Health in India – An Overview
1. Introduction
Mental, behavioral and social health problems are an increasing part of health problems in the world and in India too. Though the burden of illness resulting from psychiatric and behavioral disorders is enormous; it is grossly under represented by conventional public health statistics, which lead to focus on mortality rather than morbidity and on being dysfunctional. The number of people with mental illness will increase substantially in the coming decades. It is seen that there is an increase in the number of young adults with mental disorders, and 50-75% of mental disorders begin during youth period. Secondly, there has been substantial increase in the geriatric population having mental health problems, as the life expectancy is increasing.  Thirdly, social factors which are established risk factors are also causing a change in the rate of depression seen in all age groups. 

Mental and behavioral disorders account for 12% of the global burden of disease. It is estimated that nearly 450 million people suffer from a mental or behavioral disorders in the world. Nearly 10% of disability adjusted life years (DALYs) across all age groups are due to depressive disorders, suicides and alcohol related problems. Depression ranks third among men and second among women, yet mental health budgets of most of the countries are less than 1% of the total health expenditure. Mental disorders also kill in many indirect ways such as suicides, worsening the outcome of physical illness, medical complications and injuries related to alcohol abuse (i.e. mental disorders as a risk factor for other health problems), unhealthy lifestyles and so on.

2. Ground realities 

2.1 Demographic Characteristics
India is a country with an approximate area of 3,287 thousand square kilometres (UNO, 2001). Its population is over one billion and the sex ratio (men per hundred women) is 106 (UNO 2004). The literacy rate is 68.4 % for men and 45.4% for women. The proportion of population under the age of 15 years is 32 % and the proportion of population above the age of 60 years is 8%. The life expectancy at birth is 60.1 years for males and 62 years for females. The healthy life expectancy at birth is 53 years for males and 54 years for females.

2.2 Prevalence
A majority of the classical psychiatric epidemiological studies in the last four decades have been population based, focusing on general psychiatric morbidity in a small to medium population. From these house-to-house surveys, it is found that:

· An estimated 1% of the population, including children is affected by severe mental disorders. 

· Five to 10% of the population is reported to have common mental disorders.

· 15 – 20%  (in some studies it is 40%) of the people approaching primary health care centers, general hospitals or private clinics for general health problems require 
Document produced by Basic Needs India with facts and figures compiled from various sources.
psychiatric assessment and evaluation. Some of them are not aware of it. They think and believe that they have some physical illness and take various methods of treatment for relief, often in vain. Some of them are not aware that they suffer from a biomedical mental illness, but they are aware that their symptoms are related to stress. In most other cases, the morbidity is unrecognized by doctors who treat the condition with symptomatic drugs.
If this figure is projected in India, there would be more than ten million people suffering from severe mental illness, and the figures for common mental disorders would be five to ten times that of severe mental illness. In addition, there are issues related to suicide, substance abuse and mental disorders among children. 

2.3 Mental Health Care 
Mental health care has always been influenced and determined by contemporary beliefs, and India is no different. Traditionally, persons with mental illness were often cared for in temples and religious institutions, based on the principles that mental illness is a form of spiritual affliction and could thus be cured by religion. Superstition along with inadequate mental health services in the community subjects people with mental illness to various harmful treatments. Often, certain treatment practices by black-magicians, village quacks, witches and physical abuse in the name of treatment can have harmful effect on people with mental illness. They are kept outside the margin of the community by being chained, locked in rooms, found wandering on the streets, or staying forever in closed wards of asylums, hospitals, etc. Bhoot mela in Chincholi in M.P, Pingalwada in Rajasthan are examples of societal responses to mental health problems. While the situation described above is mostly applicable only for the rare, severe forms of mental disorder (e.g. psychotic disorders), the vast majority of mental disorders are either managed at home or through primary care.
2.4 Stigma and Discrimination
A large section of people with mental illness are still locked inside their houses without any treatment, because their family members don’t recognize the illness or they find it embarrassing to be recognized as a family with a person with mental illness who is  commonly called  ‘mad’. There is also a fear that they would be victims of disgrace and indignity and thereby lose the status or acceptance they enjoy in the community. The stigma is so tremendous that people feel ashamed and deny the illness. Therefore, the first and foremost element that shrouds the realm of mental illness is stigma attached to it. The very thought of someone in the family getting mental illness is a big shock and they do not want to believe it. 

Due to stigma attached to the illness, families and people with mental illness become the victims of discrimination and human rights abuse. The discrimination is seen from the family members and goes right up to the policy makers and state authorities.  The attitude of the public is often, “who cares about what is done for people with mental illness”. People with mental illness have been treated as second-class citizens with no adequate facilities given, either by the state or the central governments. As a result, they face chronic ill health and are seen as an economic and social burden to the community, leading to social destitution. With such an attitude, soon the families lose hope and are left to the mercy of others. 

2.5 Human Rights Violations
People lock or chain their kith and kin under pressure from others, due to helplessness and ignorance. This also happens in hospitals, asylums and special homes. It is grossly inhuman. Violence against women is a public concern in all countries, and especially women with mental illness are often subjected to physical and sexual abuse.
2.6 Existing Laws
As per the law, a person with mental illness cannot sign any documents of sale, purchase, lease or any contract. The law is silent on these issues during the lucid moments or stabilized stage. Family members, mostly brothers, take undue advantage of this clause to deny property rights to the persons with mental illness and enjoy all the property. 

Marriage and Divorce Act also permits legal separation of life partners if one of them is found to be mentally ill (certified by a psychiatrist). Generally in rural communities, men are permitted to marry the second time if his first wife is suffering from any disease like mental illness, epilepsy and so on. On the other hand, if a married man becomes mentally ill, the community expects that the wife continues to be the caregiver. If a family has a person with mental illness, getting life partner for a boy or girl from that family is very difficult because of the stigma, as it is seen as a family illness. There are occasions when they hide the information before marriage and problems erupt after the marriage. It is also common that a close relative gets pressurized to marry such a person with illness.

Stigma also affects health care insurance, as many companies exclude mental illness from their coverage.
2.7 Social Determinants
Poor people with mental illness are not only vulnerable due to their condition, but also the vulnerability is brought about by poverty, which is related to their condition. One of the reasons for people not accepting persons with mental illness as equal members of their community is that they do not see them capable of contributing to the household or to the community. The effects of social determinants such as poverty, gender disadvantage, social exclusion, etc. on mental illnesses are well known. It is also found that people are not able to access care due to their social conditions. And due to such inadequate treatment, people with mental disorders remain ill longer and incur greater health care costs, with lesser ability to work, thus worsening poverty. 

3. Infrastructure and Present Status
The major changes in mental health scenario began with the tragedy at Erwadi, the fire in the asylum in Ramanathapuram district in Tamil Nadu. It was a disaster that opened the eyes of policy makers and the general public to attend to the needs and voices of people with mental illness.  During the last 50 years, the place of mental health as part of the general health has changed to some extent. From a situation of `no organized mental health care’ at the time of independence, currently mental health issues are seen as part of the public agenda in a few places at least. Part of the credit for this development goes to the intervention by the judiciary.

While mental health has been stated as part of primary health care system on paper, primary health centers (PHCs) are not equipped to treat people with mental illness in their centers. Only few primary health centers (where programmes such as the District Mental Health Programme (DMHP) are implemented) provide mental health care and treatment in the community. In addition, PHCs are not geared towards provision of chronic disease care (which is a characteristic of most mental disorders), and psychosocial interventions are rarely available in any sector. 

3.1 Treatment Facilities
Most of the district hospitals are not fully equipped and supplied with psychiatric medicines to treat people with mental illness. Most often they are referred to multi specialty centers in capital cities or big towns. Many medical professionals view mental health as an alien subject and do not give importance to either learn or practice it in their day-to-day practice.

There are 42 mental hospitals in the country with the bed availability of 20,893 in the government sector and another 5,096 in the private sector hospital settings to take care of an estimated 1,02,70,165 people with severe mental illness and 5,12,51,625 people with common mental disorders needing immediate attention.

Psychiatric medicines have been supplied only in few primary health centers, community centers and district hospitals. Amitriptyline, lithium, chlorpromazine (CPZ), phenobarbital, phenytoin sodium, haloperidol, carbamazepine, imipramine and risperidone are made available in a few district hospitals. The rates of risperidone (better drug than CPZ in terms of side effects) are cheaper then CPZ.  Unfortunately, drugs like CPZ which have lesser utility have been purchased in surplus (for example in Karnataka). Adequate laboratory facilities are also lacking in district hospitals to check the serum level for lithium administration. None of these drugs are routinely distributed by government to primary health centers except in some districts, where DMHP is operational. Services like child guidance and rehabilitative services are also available only in few district hospitals and in big cities. 

One third of the total number of beds for mentally ill is in the state of Maharashtra, whereas several states do not have mental hospitals. Some mental hospitals have more than 1000 beds and several still have a large proportion of long stay patients. During the past two decades, many hospitals have been reformed through interventions by voluntary organizations, media, National Human Rights Commission (NHRC) and the judiciary. 

Availability of psychiatric beds in India

	Total psychiatric beds per 10,000 population
	0.25

	Psychiatric beds in mental hospitals per 10,000 population
	0.2

	Psychiatric beds in general hospitals per 10,000 population
	0.05

	Psychiatric beds in other settings per 10,000 population
	0.01


The survey of 37 mental hospitals conducted between November 2001 and January 2002 revealed a dismal picture. Apart from poor infrastructure, the greatest deficiencies were in the area of qualified staff. Some mental hospitals do not have even a single psychiatrist on their permanent roster.
Survey results of mental health facilities in India

	Sl.

No.
	Facilities
	Adequate
	Inadequate

	
	
	Number
	%
	Number
	%

	1
	Infrastructure
	12
	32.4
	25
	67.6

	2
	Staff
	10
	27
	27
	73

	3
	Clinical services including investigations
	16
	43.2
	21
	56.8

	4
	Availability of medicines and treatment modalities
	28
	75.7
	9
	24.3

	5
	Quality of food
	23
	62.2
	14
	37.8

	6
	Availability of clothing and linen
	15
	40.5
	22
	59.5

	7
	Recreational facilities
	18
	48.6
	19
	51.4

	8
	Vocational rehabilitation facilities
	14
	37.8
	23
	62.2


3.2 Mental Health professionals
We have limited facilities to train human resource in mental health. The irony is that in spite of this, all centers export trained mental health professionals abroad!! Many mental health professionals are migrating to developed countries where jobs are more lucrative. For instance, in 2003 itself, more than 82 psychiatrists sought short and long term employment in the United Kingdom in response to the latter’s international recruitment drive.

Undergraduate training in psychiatry is not changing in spite of many efforts and this continues to be a barrier to get medical doctors trained adequately in psychiatry. Moreover, some of the government and private medical colleges do not have department of psychiatry in full strength to train young medical graduates in psychiatry.

Inadequacy of mental health human resource is a major barrier in caring for people with mental illness in the community. Most districts do not even have psychiatrists in public sector. Comparatively, mental health professionals are more in the states of Kerala and Tamil Nadu. Very few mental health professionals are based in rural areas. Many states allow public sector psychiatrist to have private clinics.

Availability of mental health professionals in India
	Number of psychiatrist per 100,000 population
	0.2

	Number of psychiatric nurses per 100,000 population
	0.05

	Number of psychologist per 100,000 population
	0.03


3.3 General Hospital Psychiatry
It is said that establishing psychiatry units in general hospitals in India was due to lack of sufficient funds to open more psychiatric hospitals. These new units needed mobilization of little resources like small space in an already functioning hospital and few mental health professionals to manage these people with mental illness. What started probably due to economic limitation, has now become a major set up in the delivery of mental health care. Setting up of in-patients ward for people with mental illnesses requiring admission in general hospitals is provided for in the Mental Health Act. However, it is to be noted that the psychiatric units in general hospitals are not well established, and they are not able to take care of the psychiatric problems associated with other illnesses.

3.4 Private Psychiatry 
It is interesting to note that a large number of private psychiatrists have located themselves in towns/cities that are district headquarters but are not the state capitals. The reason could be that most state capitals have medical colleges with psychiatry department or other governmental psychiatric facility, hence a private psychiatric facility in other cities/ towns of the state where no such facility exists would be more welcomed. It seems that distribution of private psychiatrists in India is in a way related to the position of the states in socio-economic hierarchy. Thus relatively prosperous states with high number of literate people (like Kerala and Tamil Nadu) have the highest number of psychiatrists. North India has proportionately lesser number, with the exception of Punjab and Delhi. States in the Central and Eastern zone have least number of psychiatrists even in private practice. 

3.5 Mental Health Financing
The country spends 2.05% of the total health budget on mental health. The primary sources of mental health financing in descending order are tax based, out of pocket expenditure by the patient or family, private insurance and social insurance. Government fund for health services are provided both by the states and the center. The country has a Disability Act, which has included mental illness as a disability.  However in reality, people with mental illness rarely avail any benefit available under disability schemes. 

3.6 Regional Disparity
The state run health care system in India is striving hard to overcome the regional disparity between rural and urban. The health services and the normal health standards in rural areas seem to be much below the average. Cities and big towns are growing with private health care facilities catering to the needs of middle class and rich communities. The costs for diagnosis and treatment are so exorbitant that some get into debt traps. In rural areas hardly any facility exist and the attitude of the government health professionals are often not patient friendly. The budgetary allocation for mental health in the total health budget is very meagre, as most of it goes to maintenance of hospitals and a very little portion for treatment.

3.7 Non-Governmental Organisations (NGOs)
NGOs are involved in mental health in the country in the areas of advocacy, promotion, prevention, treatment and rehabilitation. They are also involved in counseling, suicide prevention, training of lay counselors, and provision of rehabilitation programmes through day care, sheltered workshops, halfway homes, hostels for recovering patients and long term facilities. Self-help groups of parents/care givers and people with mental illness have been established. It has to be noted that most of the NGOs have their setups and outlets in the urban areas catering to the needs of middle class and higher economic groups. 
It is evident from the above that mental health care in India is characterized by: 

(i) Very limited mental health care facilities;

(ii) Grossly inadequate professionals to provide mental health care; 
(iii) Less than 10% of those needing urgent care are getting any modern medical care; 
(iv) Families are the current care providers but with limited support and skills for care 
(v) No support schemes for voluntary organization; 
(vi) Lack of a regular mechanism for public mental health education; 
(vii) Limited administrative structure for monitoring the mental health programme and 

(viii) Limited budget for mental health care as part of the total health budget

4. Policy and legislation
4.1 National Mental Health Programme (NMHP) 1982

The National Mental Health Program is the outcome of the developments in providing mental health care through different methods as well as the overall goals of the health care in general. The first concerted efforts to formulate a national program were held in July 1981. Later, on August 2 1982, a small group of experts met to consider the revised document and to finalize it. This document was presented to the central council of health and family welfare and the committee recommended the NMHP for implementation.  The objectives of the program are:
· To ensure availability and accessibility of minimum mental health care for all in the foreseeable future, particularly to the most vulnerable and underprivileged of the population.
· To encourage application of mental health knowledge in general health care and social development.

· To promote community participation in mental health services and to stimulate effort towards self –help in the community.

The specific approaches suggested for the implementation of the NMHP are:
· Diffusion of mental health skills to the periphery of the health service system

· Appropriate appointment of tasks in mental health care

· Equitable and balanced territorial distribution of resources

· Integration of basic mental health care with general health services

· Linkage to community

4.1.1 Progress of the NMHP
Since the time of formulation of the NMHP in August 1982, in last two decades, the following initiatives and activities have been taken up in districts where the District Mental Health Programme (DMHP) was implemented:
· Sensitization and involvement of state level programme officers

· Workshops for voluntary agencies

· Workshops for mental health professionals namely psychologists, psychiatric social workers and psychiatric nurses

· Training programmes in public mental health for programme managers

· State level workshops for the health directorate personnel, development of models of integration of mental health into primary health up to the district level 

· Preparation of support materials in the form of manuals, health records for different types of health personnel and health education materials 

· Training program for teachers of undergraduate psychiatry

· Initiation of DMHP in 28 districts of 22 states

· Expansion of DMHP to 100 districts with the budgetary allocation of Rs 190 crores in the 10th five-year plan (2002-03 to 2006-07).
4.2 The District Mental Health Programme (DMHP) 
The DMHP, which operates as part of the National Mental Health Programme was launched in 1996-97 in four districts. By 2000 the DMHP was extended to 22 districts in 20 States and Union Territories and by 2002 the DMHP further extended to 27 districts in 22 States and Union Territories, providing services to over 40 million of the population. In the current 10th plan period, the government has announced the programmes extension to 100 districts across the states, with a total budget outlay of Rs 200 crores.
There have been many barriers to reach the goals set out in the 1982 document. The goals were too ambitious to begin with and sufficient attention was not paid to all aspects of implementation of NMHP. The other important barrier has been the lack of funding. Though NMHP came up in 1982, the subsequent three Five years plans did not make adequate funding allocation. Furthermore, even the funds allotted were not fully utilized. It was only in the 9th Five-year plan that a substantial amount of Rs 28 cores was made available and it was projected to be Rs 190 cores in the 10th Five-year plan. 
The critical review of DMHP reveals that: 

· There was lack of administrative clarity to utilize the allocated funds. The programme looked good on paper but very unrealistic in its targets, especially considering the available human resources and required fund for its implementation. 

· The approach was top down and did not take into consideration the ground realities. The poor functioning of the primary health care in India in general as well as the poor morale of the health workers were not taken into account. A structure that was attending to given tasks so inadequately would certainly be unable to absorb new targets of integration.

· The DMHP continues to be the extension of professionals rather than integration of mental health with primary care.
The Central Government sanctioned DMHP in 100 districts in the year 2004. The districts are yet to implement the programme and appoint the required mental health professionals for it. It is to be noted that few districts do not have psychiatrists or facilities in the district hospital to support the mobile team of the DMHP.
4.3 National Health Policy- 2002
The 2002 National Health Policy (NHP 2002) refers twice to mental health. In its assessment of the current scenario, Section 2.13 states that: ‘Mental health disorders are actually much more prevalent than is apparent on the surface. While such disorders do not contribute significantly to mortality, they have a serious bearing on the quality of life of the affected persons and their families. Sometimes, based on religious faith, mental disorders are treated as spiritual affliction. This has led to the establishment of unlicensed mental institutions as an adjunct to religious institutions where reliance is placed on faith cure. Serious conditions of mental disorder require hospitalisation and treatment under trained supervision. Mental health institutions are woefully deficient in physical infrastructure and trained manpower. NHP 2002 will address itself to these deficiencies in the public health sector’.

Section 4.13 states the policy prescription towards mental health: ‘NHP 2002 envisages a network of decentralized mental health services for ameliorating the more common categories of disorders. The programme outline for such a disease would involve the diagnosis of common disorders, and the prescription of common therapeutic drugs, by general duty medical staff.

The proposed National Mental Health Policy outlines the prioritized agenda for extending basic mental health care facilities, with a pragmatic time frame, to all sections of the population across the country by the year 2020.

4.4 Legislations Related to Mental Health:

The Mental Health Act of 1987 and the Persons with Disabilities Act 1995 are the two legislations that are directly applicable to people with mental illness. While these are legislations, the World Mental Health Atlas 2005, reports that there is no Mental Health Policy in India.
4.4.1 The Mental Health Act (MHA), 1987
The Mental Health Act is “an act to consolidate and amend the law relating to the treatment and care of mentally ill persons, to make better provision with respect to their property and affairs and for matters connected therewith or incidental thereto”. In this Act, a modest attempt has also been made to bring mental illnesses on par with physical illnesses, thus reducing the stigma attached to mental illnesses.
The Mental Health Act is not just a cosmetic improvement over the out dated Indian Lunacy Act 1912, but represents the conclusion of lengthy presentation by the Indian Psychiatric Society to the Government of India. This Act came into force in April 1993, as per the Government of India order, even though it is still in hibernation in some states. The establishment of mental health authorities, both at the center and state is a welcome step. These authorities are expected to act as a friend, philosopher and guide to the mental health services. Provisions have been made for establishing separate hospitals for children under the age of 16 years; for people with alcohol-abuse and other drugs and for other special groups. Emphasis on outpatient care has been made to safeguard the human rights of the mentally ill person. Stringent punishment has also been prescribed for those who subject the mentally ill to physical and mental indignity within hospitals.

However, the notion of care in the community has not been addressed in the current legislation. No effort has been made to provide after care services for the discharged patients. There is no thinking over the alternative to hospital care. Authorities are using certain clauses of the Act leading to many medico-legal problems and difficulties for the private nursing homes.
The Ground Realities of its Implementation: The Mental Health Act has not been implemented in Arunachal Pradesh, Chhattisgarh, Uttaranchal, Bihar, and Orissa. State Mental Health Authority has not been constituted in these states. Mental health rules have been framed only in Goa, Manipur, Sikkim, Assam, Chandigarh, Delhi, Gujarat, Madhya Pradesh, Mizoram, and Tamil Nadu.

The Persons with Disabilities (Equal Opportunities, Protection of Rights and Full Participation) Act, 1995

The Persons with Disabilities Act 1995, commonly called the Disability Act, came into force on February 7, 1996. This law is an important landmark and is a significant step in the direction of ensuring equal opportunities for people with disabilities and their full participation in the nation building. The Act provides for both preventive and promotional aspects of rehabilitation like education, employment and vocational training, job reservation, research and manpower development, creation of barrier-free environment, rehabilitation of persons with disability, unemployment allowance for the disabled, special insurance scheme for the disabled employees, establishment of homes for persons with severe disability etc. There are also statutory bodies for implementing the Act at the central and state levels. 

Even though it is encouraging that mental illness has been included in the Act, the later chapters of the Act do not mention any provision to be given or set aside for people with mental illness. The Act also does not assure the right to treatment. While there is much debate about the implementation or lack of implementation of the Act, there is little understanding on the indicators to measure the level of implementation. Presently, conducting a session or putting up posters on the Act is referred to as ‘advocacy’. A clearly defined set of indicators for the implementation needs to be worked out. There is also a great need to come up with strategies to decentralize the implementation of the Act at the district/ taluk and village level. 

5. Conclusion
The issues and concerns of mental illness are being increasingly recognised across different divides like the rich and the poor, urban and rural and so on. With some help from the judiciary, it seems like the states are taking notice of the gravity of these issues and attempting to address the needs of people with mental illness.
Good health, including good mental health, is a fundamental right. Millions in India perhaps do not know that it is their right to avail treatment. People with mental illness are crying ‘My name is today’ Do we hear their voices? 
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(MH, Handout 9)
Innovative Intervention practices in urban slum project

The field worker, during the field visit, looks at the medical compliance, relationship of family with community, the changes that can be seen in the family and the person with mental illness, financial situation of the family etc.

A. Experience in psychotherapy in Bangalore slums:

Psycho therapeutic interventions are done once a week at a government center. Every Tuesday, counseling is given to caregivers, parents and persons with mental illness.  During last one year 140-150 persons were counseled and around 90 persons have benefited.  

Outcomes : Feed back from the users:

· Reduced negative symptoms

· Improved hygiene
· Going independently to access treatment
· Improved understanding of illness
· Going back to work and earning well
· Reduced conflict with family members
· Improved participation in household activities
Outcomes  : Feedback from the caregivers 

· Better understanding of the symptoms of the person’s illness and they are able to identify relapse

· Reduced frustration and tension
· Care givers are able to go out, work and earn
· Understood importance of both medical and non-medical treatment
· Improved care
· Reduced burden and work load at home
· Reduced quarrels at home
· Anger is reduced and coping better with their personal problems and conflicts.

Outcomes : Field staff 

· Able to do better follow up

· Developing skills in basic counseling

· Able to identify symptoms, especially, suicidal tendencies

· Benefited personally from practical learning 

From the sharing by Mr. Guru, Program Officer, BNI,  in the `Training Program on CMHD Model of BNI’, conducted in collaboration with TISS, Mumbai,  January 2009
B. Work therapy centre :

At this center, seven persons with mental illness, along with others, are doing assembly work.  Group activity is leading to reduced symptoms, improved hygiene, independent mobility, increased earning and improved communication. Focus here is specifically in four areas to improve - personal hygiene, independent mobility, improvement in social and communication skills and projecting self worth.

Outcomes :  

Feedback from persons with mental illness included improvement in the four aspects listed above, and also good sleep at night. 
C. Residential camps :

The three partners identify about 30 families of person with mental illness for a collective activity. They are taken out on a camp for three days. Objectives are to work with families who are not able to cope with mental illness and offer some form of recreation and relaxed time to them.  Families are assisted to build skills in handling difficult situations, suicidal tendencies, and given knowledge and information on non-medical approaches, SHGs, care giver groups, policies and legislations.

Outcomes :  

· Better understanding about mental illness. 

· Care and support is improving.

· People are on regular treatment. 

· Better understanding and interest on the need to be part of groups and federations.  

· Better awareness of their rights, resulting in participation in advocacy activities.

(MH, Handout 10a)

Some points to remember
	· People with severe mental illness run the risk of becoming homeless. 

· Heavy emotional and financial burden for the caregivers.
· Severe mental illnesses are largely untreated.
· Severe mental illness results in social and occupational dysfunction.              

· Common Mental Disorder (CMD) is an emotional disorder.
· Maladaptive pattern or behavior in one out of four patients attending PHCs / private practitioners has diagnosable CMD.
· CMD is seen more among females.
· Stressful life situations and reactions to the event is exacerbated.
· People with CMD have poor coping ability.

· People with CMD are able to meet the ordinary demands of everyday living and do not cause much distress to the family but varying distress to the individual.
· People with CMD generally have a good understanding of their problems.
· Generally CMD does not disable the person completely.
· There will be stressful factors precipitating or perpetuating the symptoms. 
· Majority of them have a feeling of inadequacy and inferiority.












(MH Handout 10b)

Facts about mental illness
· At least 1-2% of the population suffers from Major mental illness.

· Fifteen to twenty percent of the population suffers from Minor mental disorders.

· Five percent of the population suffers from Depression.

· World statistics reveals that around 25% show high recovery; another 25% do not recover at all and about 50% are in between, with moderate progress who can lead a good quality of life with support systems.

· Though the exact cause for mental illness is not known, scientists agree that it is due to chemical imbalances in the brain.

· Majority of the mentally ill persons can be treated as outpatient by a psychiatrist at general hospitals or at clinics. Very few cases need to be taken as in-patients in mental hospitals.

· Only the psychiatrists are authorised to prescribe medicines or other forms of treatment support.

· Very few mentally ill persons act irresponsibly in public places, that too only during acute episodes. Otherwise they are not at all harmful.

· The individual can lead a functional life with medication and with support from family and other social systems.
· The mentally ill person may appear sleepy or drowsy due to medication. These problems disappear once the person is stabilized on treatment. Therefore one should understand that a person feeling drowsy or sleeping too much is not due to laziness but it is the effect of medication.
· A schedule or structured daily routine is essential from the very beginning for the person to recover and stabilize.

MH Session VI.  Multi Dimensional approach to Mental Health : 
1 hour 30 minutes
· The  participants divide themselves into two groups. 

· Each group receives a paper for reading, 

· Group 1 – ‘Multi Dimensional Approach to Mental Health Promotion’ (MH, Handout 11a)

· Group 2 – ‘Case study of Kalaivani’ (MH, Handout 11b)

· The groups are given 45 minutes to read and discuss the handouts and write their points on newsprint. 
· The suggested questions for discussion are :
Group 1 (MH, Handout 11a):
· Discuss the different dimensions to mental health promotion as mentioned by the author.

· What are the problems mentioned in this paper faced by persons with mental illness?

· Comment on the suggested measures for change.
· Could you think of any other step/s that could be taken to promote mental health in any of these dimensions?
Group 2 (MH, Handout 11b)

· What factors could have contributed and aggravated Kalaivani’s illness?
· Discuss the different stake holders in her recovery process.
· What are different dimensions that have been addressed by the team working in the field to facilitate recovery?

· Could you think of some other step/s that could be taken to promote Kalai’s mental health?
    Note to the trainer :

Trainer to take care that the case study discussion addresses issues like the role of the     field worker, community involvement, Self Help Groups,  gender component, and the need to promote family well being to ensure the well being of the person with mental illness.
· The participants assemble in the larger group and make their presentations.
· The trainer encourages a discussion in the larger group on the need to address mental health issues at different levels.
· The trainer ends the session asking the participants to continue to reflect on this issue.

Note to the trainer :

The trainer alerts the participants to look closely at the CMHD model of BNI unfolding during the course of the program and observe how it is addressing the mental health issues at different levels. 
(MH,  Handout 11a )

A Multi Dimensional Approach to Mental Health Promotion

Statistically serious mental illness affects one percent of the population (and a much larger percentage affected by minor mental illness). However at the community level their visibility is low as only one or two affected persons are present in a village. Being marginalized by the pervasive stigma against mental illness and by their own diffidence, persons with mental illness and their care givers have not been very articulate about their  'needs and rights' in India at a larger level. In recent times there is increasing interest in this issue to some extent stoked by public interest litigation (by the NGO SAARTHAK following the Erawadi tragedy in 2001), egging the reluctant public health structure to begin responding to the needs. However, the present situation is quite unsatisfactory in the different areas of policies, programs, models of care adopted, community attitudes and supports and family level awareness and capacities in relation to the issue of mental illness.

Multidimensional factors affecting quality of life of the persons with mental illness, in India. 

Policy and Program level.

The Mental Health Act of 1987 though signifying a positive policy mindset (where mentally ill people were viewed as requiring treatment and care and not as criminals), however its base in institutional care makes it ineffectual in meeting mentally ill peoples needs. The inclusion of mentally ill people in the 'Persons with Disability Act 1995' is to all purpose peripheral and more like an after thought (extracted from Basic Needs Baseline Document)

There is no access to 'medical care' for the large majority of persons affected. The allopathic and institutional approach to mental health in the national program has resulted in medical care and support resources being concentrated in the major cities. The plight of the public and private run institutions have come up for critical scrutiny by the NHRC and the Judicial system. However even these rudimentary facilities are unavailable at the periphery. Many of the headquarters towns of the 500 odd districts in India do not have qualified mental health teams, or availability of medications.  The recently launched District Mental Health Program-DMHP (extended to 22 districts in the year 2000 in the first phase and to spread to 100 districts in the 10th Five year plan period - 2003-2007) with a budget outlay of Rs 200 crores, is yet to begin to show results at the ground level. Data on the 2nd phase districts chosen are not yet available.  It would appear in keeping with the problems affecting the public health system at large, the benefit to the clients even in DMHP districts are likely to be low. Resources being likely to be cornered by the medical establishment themselves.

Beyond medical care the important needs (of the mentally ill persons and their caregivers) for 'welfare support measures' and 'livelihood generation' is not addressed at all. Similarly there is no nationwide 'awareness and education effort' directed against the pervading stigma and for generating community and family level support.
(Paper presented at International Health Forum for the Defense of People's Health on 15th Jan 2004, Mumbai. 
By Dr. Mani Kalliath- Basic Needs India)

Community Level: 

The stigma against mental illness results in marginalization (of the mentally ill persons and their caregivers). It often excludes them from income earning opportunities, social recognition and acceptance and making them vulnerable to physical harassment and exploitation. This is compounded by the gender discrimination existing, resulting in mentally ill wives being rejected by their husbands, affected women's inheritance being usurped and the local level opinion groups promoting suppressive dynamics against women. 

Family Level:  

Hostile family dynamics play an important role in the generation and maintenance of mental illness. This is an area requiring further researching in India. Often the key caregivers are overburdened or themselves require physical and emotional support. Another feature is that of mentally ill people becoming destitute, with family not able or willing to look after them. A not uncommon (though not understood) factor is the contribution to mental illness of sexual exploitation within the family.

Individual level:

High dropout rate from treatment is often due to lack of access to quality health care and follow-up for side effects. A large number of individuals who could have been stabilized with drugs are remaining unmanageable for this reason. Beyond the bio-medical inputs, individuals have a variety of psychological needs, which are not getting addressed. Beyond both these aspects there is a lack of recognition of individual’s ability to help themselves, given some critical support.

Multi Dimensional Approach to Mental Health Promotion.

In the 'developmental model' of mental health professed and promoted by BasicNeeds, we see the need for change at all of the above mentioned levels. 

Policy and Programme :

Mental illness and health is a developmental issue and not just a medical problem. Hence it needs to be addressed holistically, in policies and programs. Within the health sector interventions, the potential for contribution of the various systems of medicine/health needs to be evaluated scientifically. Where found appropriate they should be encouraged, so that people can choose the system they have faith in, assured of its quality.    
Mental health care and medications need to be accessible to needed individuals through the PHCs, GPs and Voluntary Sector agencies. This would require appropriate professional training interventions and procurement and distribution of essential drugs.  There is importantly a need for training and making available at the village level, skilled 'barefoot counselors' who can be supportive in generating solidarity at family and community level. This is an important gap presently.

The welfare provisions of the 'Persons with Disabilities Act' need to be operationalized to benefit the mentally ill persons, and where needed, additional welfare measures instituted. Mentally ill persons cannot be well without the self-respect derived from being earning and contributing members of the family and community. Livelihood generation supports are important, with schemes addressing their special needs, where the ill person and the family are included.
There is need of educational campaigns to promote emotional wellness, at different walks of life. One of the positive features of the HIV/AIDS prevention campaign is the belated recognition of the importance of 'Life Skills Education' for adolescents. Other vulnerable segments also need to be addressed through promotive programs, which also should include stigma reduction.   

Community Level: 

Mentally ill persons and their caregivers need to be consulted and included in the community level developmental plans. Self help groups of only mentally ill persons are unlikely to be practical (too few in a village). Self-Help Groups of disabled persons (including mentally ill persons and caregivers) and which subsequently includes other marginalized group could be the mechanism for inclusiveness. Such SHGs could play important role in fostering solidarity and acceptance. At the same time, awareness promotion through multiple means to address community level stigma is needed. There is need of a mechanism to address speedily the exploitation and rights abuses, in the context of their vulnerability.

Family Support Structure: 

Mentally ill persons in our experience get well within their family, as opposed to an institutional care approach. However, the family needs new insights, skills and emotional support themselves. This is to be made available through visits and counseling by volunteers and SHG members who are trained themselves. Where family caregivers are not available, other local support systems may be developed. Part of the getting well process is recognition and acceptance of their change by the family and community.

Individual level: 

In the initial phase, stabilization of the person's functioning and emotional state with appropriate medications seem to be a cost-effective step. Several psychological needs of the individual (such as need for structure, stimulation, belongingness etc.) require to get addressed. Beyond that the affected individual makes the choice to get well and become a contributing member of society. 

Outcomes from BasicNeeds' Partnership Experiences.
In the most recent review of BasicNeeds India's work held with our  primary  partner organizations, the major overall impact  of our work was seen as the inclusion of mentally ill people in family and community activities; their  involvement  in making decisions about  treatment and work opportunities;  their increasing ability to access government  poverty  alleviation's schemes;  and their improved  participation and visibility  in social events.

The total number of mentally ill people identified by Basic Needs in our projects is around 1800. About eighty percent of them have attended consultation, sixty percent of them are under treatment and fifty three percent are engaged in productive work.

Basic Needs India has facilitated local policy initiatives of its partners, supporting them to root their advocacy actions in research based evidence.  This has resulted in district official releasing free food quota to a family, the district mental health teams extending clinics into the community, or the state mental hospital extending their services to several district (Extracted from THE BASIC NEEDS REVIEW, India, D.M.Naidu.)
Key  problems experienced in the work.

· District hospitals are not equipped to provide treatment to people with mental illness.
· Non availability of psychiatric medicines through government centres (Taluk hospitals, CHCs, PHCs etc.

· Mechanism for professional monitoring and follow up for side effects of drugs is inadequate, and would require an enhanced team of paramedics with simple training.

· Lack of awareness on mental health issues in the community, as well as resistance of the community and the spouses of individuals in recognising growth and change in individuals. 

· People with minor mental illness not addressed at the community level.

· Gender related discrimination and oppression

· Harmful practices and human rights abuse existing in the community.

· Problem of destitution (no care giver available)

· Need for sensitive skills training (respecting the individual's dignity and gender sensitive) to field staff of facilitating NGO and SHG group leaders.

About Basic Needs: 

Basic Needs' underlying conviction is that mental health issues must be seen not only in medical terms, but also as human rights issues. Hence it aims to create a caring, accommodating and understanding environment to ensure fair treatment of people with mental illness in immediate and larger developmental process, with active participation of community members. Basic Needs presently works with partner organisatons in parts of rural TamilNadu, Karnataka, Andhra Pradesh, Jharkhand and Bihar. Its work model has five modules:

· Community mental health

· Capacity building

· Sustainable livelihoods

· Research, advocacy and policy
· Administration and management

(MH Handout 11b)
Nemmadhi – Living with peace – Life story of Kalaivani
Background 

Kalaivani is an 18 year old, active and energetic girl having mental illness since four years.  She is from a poor socio-economic background living with her mother, one elder brother, one younger sister and a brother in Devarajeevanahalli, Bangalore. Her father has remarried and is living with the second wife and has severed relations with Savithri, Kalaivani’s mother and his children from her.  Kalaivani has studied up to 9th standard (she discontinued her studies due to illness). The Association of Persons with Disability (APD), BNI’s urban partner working in this area identified Kalaivani eight months back when she was suffering from acute psychosis. She has been diagnosed with schizoprenia and is currently taking treatment at NIMHANS.
The first visit of APD and BNI team revealed a grim situation, wherein, the family had lost all hope concerning Kalaivani and were resigned to their fate attributing the illness to ghosts and spirits.  It was a challenge for APD and BNI team to work on the attitudinal change in the family towards Kalaivani and mental illness as a whole, to help them understand that this condition was treatable and motivate them to seek intervention. 
The life story of Kalaivani was chosen to be documented to reveal the importance of family and community perspective and involvement, to serve as a motivation for other families faced with similar challenges and to showcase the insights the life of Savithri and her daughter gives into the illness and management strategies. Savithri was happy to help in the documentation when her daughter’s and her  permission was sought, if it served to help someone else.  The title of the life story “Nemmadhi“ means living with peace was suggested by her.

Kalaivani’s family includes, Savithri (mother), Murali (elder brother), Sudha (younger sister),  Jayaprakash (younger brother) and Druvesan (estranged father).
The onset
During the visit for documentation, Savithri began by sharing/recollecting her experiences from the day when the illness in Kalaivani got triggered. “My daughter Vani (nick name of Kalaivani) was very active and excelled in her class in English medium school. When she was in 9th standard, on the day of last exam she started behaving strangely and refused to write the exam. She left school and on reaching home, she started talking irrelevantly. She stared at her family members and abused them and called herself god. We all thought she is behaving like this as she could not attend the exam and out of sorrow she is showing these emotions and we neglected. But after few days her behaviour became disturbing and also threatening to family members. She started taking bath at midnight, sleeping without clothes, abusing family members, hearing voices and visual hallucinations ( seeing ghosts in cupboards), suspecting poison in food, calling her brother Jayaprakash her husband and having suicidal tendencies.”
Savithri added that initially the family members coped with her behavior, but later it became a problem when she started behaving strangely with the neighbors. She started going out of the 
(Case Study adapted from a Life Story written by Mr. Guru, Basic Needs India in 2005)

house without clothes, staring at community people, running away from home or wandering and laughing without reason. She collected rotten flowers from the drainage and bring the flowers into the house. She would smell of dirt but refused to bathe. Vani was teased by the people around her, called mental, became butt of all jokes and was also abused.  The family was left feeling frustrated and humiliated with the mother at times contemplating killing Kalaivani.

Savithri's feelings and understanding about her daughter’s illness

On being asked to explain her understanding of the illness, the mother said that initially she and the family were confused as to why Vani was behaving so, wondering at times if it were on purpose or if there was a ghost residing in her. The mother added that there could be three reasons for the illness. One, a head injury suffered by Vani when she was about 11 years old while being hit on the head by a rod by a neighbour’s child.  Second could be because of Vani’s father deserting the family to get married to another woman. Vani was very fond of her father and attached to him.  Thirdly, looking at other children in happy families having both parents might have influenced her mind. 
The intervention process. 

The family initially did not recognize it as an illness.  They took the girl to different temples, where they were given a sacred thread.  In one temple the priest collected five hundred rupees and Vani was forced to stand for hours in front of the temple. He also beat her with neem leaves and finally Vani passed stools in her clothes. The family also went to church and Muslim dargas as they tried all manners of faith healing and in the process spent thousands of rupees in two years. Finally, a priest in the temple who tried to treat Vani suggested taking her to NIMHANS. At Nimhans, she was given medicines but did not show any improvement.  The family lost hope and took her home.  Recently, eight months back, a mother of a mentally ill person (under BNI-APD mental health program) referred the family to APD, and the treatment process began. 
Family situation/dynamics  
Responding to queries regarding the role of Vani’s father in the family, Savithri mentioned that since having moved away to remarry, her husband has no contact with her or her children.  He is educated, financially well placed and lives with his second wife.  Few years ago, Savithri filed a case against him to claim compensation, but as there was no proof of her marriage, the case was dismissed. Her youngest son Jayaprakash, who was one year old when his father left home, came to know about his dad only two months ago.  The father promised to support him in his education but later went back on his word.  

Recently her second daughter Sudha’s wedding was stopped as the groom turned out to be of dubious character.  The boy persisted in contacting Sudha, so Savithri appealed to her husband to take care of the girl for few days but he refused. There is no legal recourse to the family as far as the father is concerned. 

Attitudinal change in the family and in community and the challenges faced now.
When quizzed about the current situation in the family and community, Savithri mentioned that post intervention by APD and taking treatment at NIMHANS, the family has observed lot of changes in Vani, the community and in them. The symptoms have reduced as she takes bath regularly, cooks food, washes clothes and takes care of mother’s health, while helping in the household work.  She has also taken charge of her medication.  

The family members have understood her illness and no longer attribute it to evil spirits.  Savithri said she understood the significance of family and community support and involvement. She said she was receiving positive response from the community. The neighbours talk to Vani, no longer tease her or call her names and also interact well with all members of family.  Significantly, post the changes in Vani, few families who have persons with mental illness approached Savithri regarding treatment and she referred them to APD staff. She is extremely happy with the positive changes that have occurred in Vani, in the family and is at peace.  

Kalaivani hesitated initially to meet the documenting team, but later agreed to speak to them.  She shared that she could not remember any of her behavior when she was ill, and only came to know about it through her family and neighbours.  She said that she failed to understand how she could do those things. She was taking her medicines regularly and feeling better.  Currently she was happy to help her mother in the household chores.  When asked about her desire to learn tailoring, she reiterated that she would plan ahead only after she felt completely healthy. 

With reference to Kalaivani’s younger brother Jayaprakash, the mother expressed anxiety about his future.  The boy had suffered intensely on account of Kalaivani’s condition, as she referred to him as her husband during that period which disturbed him immensely.  During that period he avoided coming home and wandered with his friends which affected his studies and he failed his 9th grade exams.  He finds himself at a loose end now as his friends have moved to 10th.  The team from BNI and APD offered to help him get some vocational training in another organisation. They also suggested that he continues his education in the open school system along with vocational training.
Savithri’s concerns today include Jayaprakash’s education and his future. She however felt reassured about the options offered by the team including the open school and vocational training.  She was also hopeful of Kalaivani becoming self dependent in the near future with a dream that she would work, earn and get married to a nice person who could care for her well.  

Conclusion 

The current positive developments in the family are the result of sustained intervention by the field workers of APD.  They took time to build relationship with the family, win the trust and bring about a change in attitudes.  Intense work was also done with the community to dispel notions and create a favorable environment for recovery and sustaining the positive developments.  The overall health, economic, emotional and social needs of the family were also looked into to create a favourable environment to sustain the development.

The family too has been proactive in their approach in dealing with the intervention.  They displayed great care in not allowing the other daughter Sudha’s future get affected by a bad marriage despite the stigma attached to marriages which get stopped.  The mother’s primary concern regarding Kalaivani today is to maintain the positive changes in her and also the changes in the family. She has become a resource person in the monthly caregivers meeting in the community, sharing her experiences as a carer with the newly identified families, giving emotional support and developing insight into treatment, family and community support. What more we can expect from her!!
	MODULE 4

CAPACITY BUILDING (CB)
Module objectives :  The participants will be enabled 

1. To understand the aspects / factors in society which are disempowering persons with mental illness (socio-cultural, legal, policy related etc.)

2. To understand capacity building as a process of reclaiming power by the marginalized section (through developing critical awareness and overcoming the barriers)

3. To understand raising critical awareness in the affected family, towards attitudinal  change (for empowering PwMI and the carers)

4. To understand and discuss effectiveness of public programs and services in the context of PwMI and the way forward

5. To have an understanding about how solidarity groups of primary stakeholders and alliances of supporters could be nurtured, for engaging with the larger societal barriers. 

6. To experience the process of consultation with stakeholders of CMHD program.

7. To discuss human rights and learn about the rights of persons with mental illness as proclaimed by United Nations declarations. 

8. To discuss the existing legislations in the country protecting their rights. 

Number of Sessions : 6

Number of Hours     : 8 hours 45 minutes




CB. Session I. Capacity Building : 
30 minutes
· The trainer makes a presentation on capacity building and follows up with a discussion. (Ground to the context of persons with mental illness - their rights and needs, highlighting that it is a people centric, continuous process of enhancement, influencing/ bringing about change and improving the quality of life.) 

CB. Session II. Understanding barriers at different levels : 

1 hour
· The trainer divides the participants into three groups, preferably grouped according to those having experience in;
· family visits 
· community group awareness interventions 
· federation activities of primary stakeholders.
· The trainer provides the three groups with handouts (CB, Handout 1a, 1b, 1c) to initiate the discussions.  
· Group a - life story illustration - oppressive family dynamics, 

· Group b - case study  on  rights violations in the society and resultant exclusion of certain affected families  

· Group c - a thought provoking newspaper article on current scenario in mental health system.  
· The trainer suggests that the groups return to the larger group to share their discussion.
· The groups discuss their respective topics
· Group a- Effects of attitudinal barriers in the family on the person with mental illness.  

· Group b- Effects of community norms and stigma on the affected families and individuals. 

· Group c- Lacunae in the state provisioning for persons with mental illness and the likely causes and consequences. 

Questions for group a : 

i. “Persons with mental illness perceive their situation and difficulties differently from their family members.” 

ii. How do you think a family’s attitude affects a person with mental illness?


Note to the trainer  :

The trainer makes a suggestion of using role play to share the group’s discussion, only at the end of the discussion.
Questions for group b:
i. How does the society respond to a person with mental illness?
ii. Recall a person with mental illness and the terms used in general about him by people around him.

iii. What does the use of various chemical restraints indicate?

iv. Who is responsible for the situation a person with mental illness is in?

Questions for group c :

i. What are your comments on State’s Mental Health programs?

ii. Comment on the quality of public services available for persons with mental illness. 

iii. What do you know of existing beliefs (superstitions) around mental illness? 
iv. What are the practices on account of such beliefs?  Do they help/hinder? 
(CB Handout 1a)
Case study for Group a : Dhanlakshmi - A victim of circumstances

SACRED, an organization working in Andhra Pradesh, extended its Community Based Rehabilitation work in Peapily Mandal of Kurnool district as part of their expansion plan. They included people with mental illness in their work since the beginning hence I expressed my desire to visit that area and to write a life story of a person from there. 

As we drove, the area reminded me of Northern Karnataka. Hillocks around, barren land, no irrigation facilities whatsoever, dry and people live on dry land cultivation. People mostly grow rain fed groundnuts and tomatoes. Nagamani and Madan, Sacred field workers, accompanied me during this visit.

On reaching Jaladurgam village, we approached the house just by the side of the road, where Dhanalakshmi lives. It is a small house – a thin wall in the middle makes it look like a two room accommodation including the kitchen. Four adults and a child live in that small space. Yeshoda, sister-in-law of Dhanalakshmi, greeted and invited the three of us into their house. Dhanalakshmi and her mother joined us soon. Dhanalakshmi recognized both Nagamani and Madan and I introduced myself and told the purpose of my visit. They were happy to share about Dhanalakshmi and themselves. 
It was late afternoon and I enquired about their lunch. Dhanalakshmi said that they had some rice with chintha kaya gojju (Tamarind juice with salt, chilly and onion) a very basic meal symbolic of poverty. I was told meat was rare in the household. Dhanalakshmi shared that she did not like to eat meat. The three women were of thin frame and looked malnourished. I turned the subject to family income. Yeshoda’s husband works as a cleaner in a truck and earns Rs.50 a day. Dhanalakshmi’s parents work in the fields as daily wage earners and work only on some days of the month.  Yeshoda takes care of her six-month-old baby girl, and attends to cooking and other domestic work. 

I requested Dhanalakshmi to tell about herself. She said, “I went to school for few days and then stopped as I had to look after my younger brother and my older brother’s children. I have two brothers and one sister. My older brother lives in another village called Banagani Palle with his wife, children and grand children. My sister also got married and lives happily. My younger brother got married to Yeshoda and lives here with our parents. Now I am 30 years old. I got married 12 years ago to Appaiah also called Lakshminarayana. I have one son Venkateswaralu and two daughters Nagalakshmi and Sulochana.”  Ramulamma clarified my confusion stating that Dhanalakshmi was born 12 years after her older sister and at that time her brother was married and had a child.   Dhanalakshmi as a girl, thus had to care for her nephews/nieces and her own brother. In this way she was the victim of circumstances and did not enjoy her childhood and education.

I asked her to describe the onset of illness and there onwards as she remembers. She took a deep breath and narrated, “When I married Appaiah he took Rs.5000 as dowry. He was an alcoholic and a gambler.  He used to send me to my parents place to bring money. My father borrowed Rs.5000  @  36%  interest  to  give  him  and  my  brothers  too gave big amounts on couple of 
Case Study by Dr Janardhan, Programme Officer, BasicNeeds India

occasions.  When my parents sold their land to repay debts, my husband beat me and snatched
my one year old daughter Sulochana and drove me out of the house demanding Rs.50,000. I took a bus home and told my misery to my parents. They were unable to help being in dire straits themselves. I did not get any sleep and my breasts were filled with milk as I did not feed my child. It was and is an unexplainable pain. I went crazy, cried a lot. I felt torn between parents, children, husband, etc. I found no water in the wells to commit suicide. In fact I do not remember clearly”. There was absolute silence at that point. 
Dhanalakshmi had no idea about her husband’s habits when she got married.  Her marriage made her victim to harassment, suffering, physical assault, separation from children, etc.  Her mother on questioning shared that the son in law was not from known circle, he was referred to by an acquaintance of the family and were unaware of his habits. At this point, Chinna Pullaiah, her father joined and introduced himself. Ramulamma spoke about her daughter in law not being sympathetic to Dhanalakshmi’s plight and nagging her for sleeping. Yeshoda defended herself saying  “I only bring to Dhanalakshmi’s notice to eat well, to be active and work in the fields and not to sleep.” Dhanalakshmi added, “It is not all that simple, she keeps on grumbling. I do feel sleepy. For the past three months I have been taking 9 tablets a day and I feel drowsy”;

I asked Chinna Pullaiah and Ramulamma to tell more about treatment. He said, “She is having this problem for about six years. She used to run away from the house and we had to search and bring her back. She was aggressive, abusive, not sleeping properly, picking up fights, etc.” Ramulamma said, “We admitted her in Kurnool district hospital for treatment. Prior to that we tried traditional healers but there was no improvement. On her return from hospital, she was well for some time and then the situation went back to square one.” She broke into tears and wept. There was little silence. Dhanalakshmi broke that silence, “I am better now. Three months ago these people (Nagamani and Madan) came to our house to know about my well being. Nagamani visits us regularly. I go to the hospital every 15 days to collect my free medicines. Yesterday also I went along with others. Now doctor has told that I need to take only 5 tablets a day instead 9 a day. I am not able to work in the fields. Whenever I feel sick physically I go to Primary Health Center near by. I know tailoring and was also doing this at my husband’s place. I have spoken about this need in the group (Self Help Group of people with disability and mental illness who meet regularly to discuss all issues among themselves). They have agreed to finance after three months. I may need help in cutting as I have lost touch. But petty coats and blouses I can stitch easily. Even now I do things like sweeping, weeding, etc. but I cannot work continuously”

I asked Dhanalakshmi whether she met her husband any time after she was sent away.  She said, “I never went to see him. But I saw him some 18 months ago at my younger brother’s marriage.” I was curious to know whether either of them tried to talk to the other. Her reply was firm no and she does not regret for not having spoken. Then I turned the subject to her children. She said, “My son is about 10 years and he brings his sisters during school holidays.” Her father added, “The children were here for four days recently. They went back as school reopened and free food would also be available.” I could clearly see his helplessness about being unable to feed his grand children. Once again Ramulamma broke into tears. I asked whether children manage to travel safely. Dhanalakshmi said, “Yadiki (name of her husband’s village) is not very far. It costs Rs.20 per head and my son is capable of taking care of his sisters and travel.”
Chinna Pullaiah voluntarily started telling about himself, perhaps he did not feel he was heard, “I am 70 years old now and my wife 65. We are  married for 52 years and it has been a rough journey.   Even today we both have to work as coolies (daily wage earners). We worked hard and given everything of ours to our children. One son has become a grandfather but never thinks of us and the second son lost money in running a roadside restaurant. Recently he started working as a helper in a truck. Now you heard about Dhanalakshmi and her husband. Recently we have lost Rs.1700 which we saved and kept in the house.. When I asked the family members, my daughter-in-law thinks we suspect her and keeps on talking about that although we have dropped it.” 
Yeshoda quickly reacted and said, “Don’t you think we need to catch the culprit.” I saw the atmosphere changing into a fight. I intervened and told a small story to make them understand the situation. Ramulamma said, “I do not expect anyone to work for us. I am quite happy to work for them as long as I maintain this health status. When I notice some unhappiness in any face, I cook and serve them. Work is not a burden having worked for so long. I want my daughter to be normal and happy. It seems the Self Help Group has asked us to wait three months to get financial assistance to buy a sewing machine. It would be nice if they could give us now so that we buy two ram lambs and make some money by three months time.” I told them that it is group’s decision and they might have some reason for asking them to wait.

I requested Dhanalakshmi to look after herself and to be fit physically and mentally to undertake tailoring after three months. She smiled and said, “Certainly, I would do so”. Yeshoda asked for some job. I told that I live in Bangalore and work through SACRED, who may be in a position to guide to get employment/self employment. I thanked all of them for their time and took leave of them. 

Although I left the place, mentally I was carrying them with me. I did not see much of mental illness in whole story; it is poverty and women’s issue. I felt it was a good example to state that mental health is a development issue. I talked to Nagamani and Madan about the factors that are bringing hope in Dhanalakshmi. Both said it is the group where she is listened to and cared for.

(CB,  Handout 1b)

Case Study for Group b
In a village, about 110 kms away from the capital of a North Indian state, lives Mrs K, a middle aged woman, mother of two children. Her husband has a cycle rickshaw and earns a meager income. Inability to sustain the four, Mrs K developed depression. Quite religious by nature, the woman believed that God would change the scenario one day. To support her belief she never missed to go to the village temple. 
But days passed and her family became poorer leaving her more depressed and desperate. She started to stay within the temple for hours and neglected her family. Unable to identify her illness and suspecting that she is practicing witchcraft and may harm their children, villagers threatened her husband. But being unable to refrain his wife from becoming more religious, the husband and family suffered continuous harassments. Ultimately, villagers boycotted the family from all services and support within the village. The family was isolated and could not access any facilities, not even water from the village well.

(CB, Handout 1c)

Newspaper article for group c
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CB Session III. Understanding appropriate responses to barriers : 

1 hour 45 minutes
· The trainer retains the existing groups or can decide to form three fresh groups.

· The trainer presents each group with a specific question related to the topics given in the previous session. 

·  Group a - What interventions could be helpful to address the family attitudinal barriers? 

· Group  b - What interventions are helpful in changing the societal norms towards persons with mental illness and their families? 

· Group c - How can civil society (persons with mental illnesses and supporters) be effective in improving public policies and /programs for mental health? 

Questions for Group a :  
i. What is the significance of care and support of the family in the path of recovery and healing?  

ii. How did the visits by the field worker to the family impact the recovery and healing process and what specific skills/strategies did the field worker use in his work?

iii. What are the needs of caregivers within the community? 

Questions for Group b : 
i. How did the local community attitudes change towards persons with mental illness and families in the program area?

ii. What were the significant instruments of change?

iii. Have the persons with mental illness and family benefited, if so how?

Questions for Group c :
i. What is the emerging thinking on the ‘legal capacity’ of a person with mental illness?

ii. What alternate and creative models of service provisions are being tried out? 

iii. What are some of the constructive forces in society that could support the issues of persons with mental illness and carers? 

· Each group presents its discussions and the trainer facilitates summing up the various possible options to address the barriers. 

· The trainer closes the session by speaking on emerging policy perspectives in the Health sector with special focus on mental health.  

CB Session IV.Basic Needs (India) experience on Capacity Building 
1 hour
· The trainer distributes a paper from Capacity Building Workshop conducted by BNI in 2007 (CB, Handout 2).  This is an account of experiences shared by BNI partners over the years.

· The participants read the paper on their own for 20 minutes.

· They are then divided into groups of 3 or 4 persons and asked to think of their own experiences in the field and put the details in the given format individually.  

· They come back into the large group.

· The trainer invites few of them to present their own forms.

· The trainer invites questions/ comments from the group.

· The trainer suggests the participants to close the session by making one statement each.

(CB, Handout 2)

Excerpt from report on Capacity Building workshop conducted by BNI 

Capacity building

This is a document prepared based on the experiences of partners of Basic Needs India, over the years.  This was used in the workshop on ‘Capacity Building’ (April 2007) to highlight the various dimensions of capacity building activities.
Activities for Capacity Building in CMHD Model of BNI

	PWMI & THEIR FAMLIES
	COMMUNITY
	FIELD STAFF

	1 (a). Consultation with persons with mental illness – camps

1 (b). Care givers meeting  - Their responsibilities 

1 (c). Vocational Skill DEV. Programmes.

· Training Craft, Tailoring, Agarbathi making

·  Animal husbandry and agro-based skill training;

· Weaving;

· Welding, Plumbing;

· Group assembly activities.


	2.1  Community Group meetings / sensitization programmes 

(a)  Women

(b)  NGOs

(c)  SHGs with Disabilities/general

(d)  Doctors, VHNs

(e)  Informal leaders

(f)  Panchayat Members 

(g)  Govt. Officials

(h)  Teachers and Anganwadi workers

(i)  Volulnteers, youth, NSS

(j)  Stree Shakti

2.2  Mass Awarness Programmes

· Street Theatres

· Rallies

· Poster, Leaflets, Newsletters, Videos,

· CDs - Exhibitions 

· Celebration of Special Days World Mental Health day, World Suicide Day, World Disability Day. 
	3. Field Staff Training in components of CMHD Model:

· Types of mental illness, signs & symptoms, previous history and causes, psychiatric and non – psychiatric disorders, child psychiatric medication & their effects, social stigma associated problems, counseling.

· Project Planning, implementation, monitoring and evaluation.

· Gender issues and analysis – health issues.

· Human rights of MH/PWDs

· Govt. Schemes relevant to MH/PWDs

· Disability Act 95

· Organizing meetings with variety of groups 

· Community management 

· Community cooperation and participation,

· Communication Methods and materials – utilization of existing resources and providing inputs for production and dissemination of relevant materials (Posters, leaflets, CDs, DVDs, exhibitions).

· Net-working for consolidating support to MH program to make it sustainable.

· Livelihood

· Primary, Secondary income activities

· Employment opportunities 

· NREGS

· Ag-activities & associated job card 

· Vocational skills – and resources available developing them

· Research & Documentation

· Tools for collection of information

· Collection of information

· Reporting & reviewing

· Advocacy

· Presentation of relevant information to Govt. officials for making facilities available & accessible to PWMIs Accounts, Books keeping 


Further Analysis of Activities on Capacity Building
(PROGRAMME INPUTS AS KNOWLEDGE, ATTITUDES & SKILLS)
	KNOWLEDGE
	ATTITUDES
	SKILLS

	· Types of Mental Illness (severe, minor)

· Signs & Symptoms of mental illness in terms of behavious of PWMIs 

· Causes of mental illness

· Techniques of identification of PWMIs

· Medication procedures and side-effects of medication.

· Care of PWMIs

· Home and family environment of PWMIs

· The carers in the family and their difficulties

· Follow-up of treatment

· Stabilization - meaning and signs

· Community perceptions of mental illness

· Techniques of counseling

· Mental Health Situations in different states; different districts within a state.

· Needs & rights of PWMIs

· Problems of PWMIs with regard to access, treatment and rehabilitation facilities

· Disability Act 95 - provisions made for mental health.

· Strategies for advocacy with government officials in concerned departments. 

Livelihood

·  Local resources and vocational Training facilities available

· Available government facilities for livelihood - NREGS, Job - Cards etc.,

· Job taken up by stabilized persons 

· Problems faced by PWMIs while returning to work

· Livelihood programmes through SHGs with PWMIs

· Loans for IGPs - availability & accessibility - procedures for accessing loans

Research & Documentation

· Importance of collecting information 

· Tools used for collection of information

· Procedures for filling in

· Periodicity of reports

Mass awareness / communication 

· Methods and techniques of communication of the concept of mental health
	· Acceptance of persons with mental illness as human being.

· Mental illness is like any other physical illness, and it is treatable – PWMIs became normal with treatment.

· They can take responsibilities in the family and in the community

· Supporting environment and opportunities for participation in family and community activities and decisions strengthens them further.

· Rehab. Facilities are as important as the treatment.

· Government facilities for PWMIs can be made  available and accessible to the benefit of PWMIs through working with the government.

· Government can be moved to provide the facilities available with them making them accessible for those who need.

· To move the government is crucial for the programme to sustain.

· Livelihood activities appropriate to the individuals enable them to recognize their skills and to become confident and improve their self - image

Documentation helps in reviewing the process at all levels. Information collection and recording are crucial for monitoring the programme and making necessary modifications from time to time.
Creation of a supportive environment enables, PWMIs to feel that they are part of the community
· Acceptance of PWMI as capable human beings and perceiving them as persons with needs, rights & responsibilities in the family and as members of SHGs, other formal/informal organizations and in the community and society at large  INCLUSION 


	· Skill in identifying persons with mental illness.

· Studying the home and family environment 

· Observing the community perceptions of the mentally ill through the kinds of treatment meted out to them

· Training carers in medication procedures 

· Handling side effets

· Making home visits, identifying needs of the PWMI and providing necessary guidance 

· Organising camps –

· Recording the voice of the PWMIs and carers and reviewing the progress periodically

· Counselling PWMIs and carers / other family members

· Serving as an effective link between psychiatrists and PWMIs through partner organizations.

· Ensuring the supply of medicines.

· Presenting facts effectively to the government officials and moving them to respond to the situation positively

· Guiding PWMIs and their families in the selection of appropriate livelihood activities. 

· Providing small loans monitoring the activities.

· Reviewing the economic aspects of the activities

· Costing

· Maintaining accounts

· Studying SHGs – Possibilities of inclusion 

· Integrating PWMIs in SHGs.

· Using the tools effectively

· Collecting information

· Reporting 

· Reviewing

· Modifying plans, if necessary

· Organizing public meetings

· Enacting street plays

· Organizing exhibitions

· Preparation, production and dissemination of communication materials

· Organizing events periodically to focus on the issue.




Impact of  Capacity Building Activities
	PWMIs
	FAMILIES
	COMMUNITY / SOCIETY

	· Come forward to receive treatment

· Continue treatment on their own

· Voluntary and early identification of their illness

· Pay attention to personal hygiene physical health

· Show improved nutritional status

They help :

· In household work,

· During camps through participation in activities such as registration of PWMIs, sharing experiences and in distribution of medicines.

· Share experiences in care givers meetings, in public meetings enacting roles in street theatres, take part in rallies.

· Encourage PWMIs to attend camps giving information and reminding about camps

· Actively participate in SHG meetings

· Actively involved in livelihood activities

· Visible in cultural programmes and family functions

· Gaining respect in the community

· Getting to know their rights and are beginning to fight for it.


	· Show considerable decrease in approaching black magicians, faith healers and village quacks.

· No longer treat PWMIs as a burden 

· Realize the Strengths of the PWMIs and give opportunities to do what they can 

· With increased income have increased purchasing power

· Slowly getting out of debt – traps
	· Show concern and acceptance of PWMIs

· Considerable reduction in human rights abuse such as chaining, locking

· Recognize the capabilities of PWMIs and offer jobs/ assignments.
Extend support to :

· Stabilized persons

· SHGs promoting and ensuring regular treatment of PWMIs and serving as a support to the families of PWMIs and also showing interest in solving their problems

· Referring PWMIs to camps

· Volunteering in conducing camps & regular follow-up

· Reduction of admission of PWMIs in mental hospitals




Impact of the Program on BNI and Partners
	FIELD STAFF
	PARTNERS
	BASIC NEEDS, INDIA

	· Recognise their role as important

· Have gained strength in attending to common side effects of vomiting, tremors, imbalances in food intake, imbalances in sleep, increased weight etc.,

· Confident in working with people with severe mental illness.

· Improved counseling skills.

· Confident in organizing community groups meetings and advocacy meetings with government officials

· Generate and use relevant training materials

· Planning and implementing appropriate rehabilitation measures.


	· Have been able to move the government to make psychiatric medicines available in PHCs in 15 districts.

· Continue their dialogue with the district authorities for meeting the treatment needs of PWMIs at Taluk hospitals.

· Continue with the established camps

· Sensitize the financial institutions to include PWMI in all their services – Loans for IGP activities (Samuha)

· Serve as study center for CBR Course of Bangalore University (Samuha)

· Confident of raising funds for the expansion of programme (GASS)

· Secondary Partners:-

· Address advocacy issues in a more focused way and in wider geographical areas:

· Expand programmes to the neighbouring districts.

· Include PWMIs in disability programmes

· Increased networking among clients.

· Increased number of volunteers

· Winning ‘Distinguished Service Award’ from Indian Psychiatric Assn. Karnataka Chapter (Samuha)
	· Participated and Contributed in the National Consultations:

· For developing a course curriculum on ‘Mental Health & Development’ in Tata Institute of Social Science, Mumbai.

· On Mental Health Policy in India.

· Facilitating Workshops with departments of health, disabled, welfare, NGOs, the Secretary of Mental Health Authority for discussing issues of people with mental illness in Kerala.

· Invited by the Ability Foundation for discussion on Acting on the Act & for giving suggestions on the PWD Act.

· Facilitating Workshop for orienting PHC doctors on mental health problems seen in their day to day practice in Karnataka.


CB Session V. Experiencing the Process of Consultation:
2 hours 30 minutes
· The trainer helps the participants to reflect on the session on day one, focusing on ‘consultation’. 
· The trainer takes the participants through the paper - Consultation (CMHD, Handout 4) distributed on the day one during the session on `Voices of People’. 

· The trainer invites two small groups of participants to experience the process of consultation.

· The group 1 consists of persons with mental illness.  

· The members of the group briefly share the observations of their ‘World’ followed by their ‘Needs’.

· The members of the group 2 are caregivers. They share their observations on the ‘World’ of the persons with mental illness as they perceive it.  They also list the needs of the family of the person with mental illness.  

· The participants other than the two groups remain as observers.

· The trainer asks the observers the following questions:
· What do you think of the outcome of the discussion on the ‘World’ of the person with mental illness, first by group one and then by group two.
· The outcome of the discussion on the needs of the persons with mental illness as discussed by first group one and then group two.

· The facilitator completes with his input on skills required for ‘consultation’.
Process Questions :

1. What is your feeling now on experiencing consultation?

2. What factors make consultation effective?

3. What are the possible outcomes of consultation exercise?

4. What is your personal learning during this exercise? 

CB Session VI. Rights and Legislations 

2 hours
· Trainer initiates a discussion on the human rights and how the participants perceive them.  The trainer discusses the rights from the perspective of persons with mental illnesses and also the rights of the caregivers. 

· The participants are given a paper (CB, Handout 3) prepared by BNI discussing 

· Note on Rights mentioned under UN Resolution.
· Rights of persons with mental illness.
· Rights of Family Care Givers.
· The trainer introduces two legislations concerning persons with mental illness viz.:

·  The Mental Health Act, 1987 (CB, Handout 4) 
· The Persons with Disabilities (Equal Opportunities, protection of rights and full participation) Act, 1995 (CB, Handout 5). 
· The trainer distributes the handouts to the participants.   

· The trainer asks the group to look at provisions for persons with mental illness in both the Acts, while highlighting the relevance, effectiveness and shortcomings in these legislations.
· The trainer makes a brief presentation on UNCRPD and its salient features for about 20 minutes and distributes papers on the same (CB, Handout 6).

Process questions :

· Comment on your understanding of the Human rights.

· What do you think is the difference between rights and entitlements?

· “Persons with mental illness enjoy all the rights as other people do.” Do you agree or disagree with the statement and why? 

· Comment on your knowledge of the existing legislations concerning persons with mental illness and to what extent are their rights secured by these legislations.

· Think of someone you know who has used the provisions under these legislations and the outcome.
(CB, Handout 3)

Rights of Persons with Mental Illness

Note on Rights mentioned under UN Resolution

The United Nations Resolution 46/119 on the `Principles for protection of persons with mental illness and the improvement of mental health care’ (1991) is the most detailed and comprehensive statement about the rights of the mentally ill. No other statement covers the variety of topics as this resolution does. The resolution recognizes:

1) The right to informed consent;

2) The right to protection from harm;

3) Prohibition of arbitrary or unnecessary isolation or physical restraint;

4) The right to live, work, and to receive treatment within the community;

5) Recognition of the patient's cultural background in order for there to be a more comprehensive reintegration into the society;

6) Use of the least restrictive environment available to treat the patient; 

7) Treatment of the mentally ill patient towards maintaining and furthering the independence of the patient and their participation in the community.

Rights of persons with mental illness
1.
Persons with Disabilities Act 1995 treats Mental illness as a disability on par with other disabilities like visual impairment, hearing impairment etc.

2.
Every State has a Commissioner for Disabilities under the Persons with Disabili​ties Act. 
3.
The mentally ill persons can avail of the benefits and schemes under the Persons with Disabilities Act, provided they have an identity card.

4.
The identity card is issued by the Director of Disability Welfare in every state after a certificate is obtained from the Medical Board set up for this purpose. The Medical Board will administer a test called IDEAS (approved by Govern​ment of India, Ministry of Social Justice and Empowerment).

5.
Identity cards can help in getting loans from the National Handicap Finance Develop​ment Corporation to set up and promote their livelihood activities. 
6.
Under the Mental Health Act 1987, all institutions and agencies providing treatment and rehabilitation services for the mentally ill must be registered with the State government and have a license. Please ensure that your wards are admitted only in such places.

7.
For legal aspects of guardianship of mentally ill persons, read the Mental Health Act 1987 and Indian Trust Act 1882. There is no coverage for Persons with mental illness under The National Trust Act, 1996.

Rights of Family Care Givers

· Right to seek treatment for involuntary patients under the Mental Health Act 1987. 

· Right to information about the illness, especially diagnosis and prognosis (wherever possible). 

· Right to seek information about treatment and side effects of medicines. 

· Right to get supervised care in any institution by seeking information about its legal status under the Mental Health Act, 1987. 

· Right to ask for a Discharge Report or Summary after hospitalization. 

· Right to ask for a report in case of shifting to a new psychiatrist. 

· Right to complain about any form of discrimination and other grievances to the State Commissioner for Disabilities set up under the Persons With Disabilities Act, 1995.  

· Right to obtain Disability Certificate from the Medical Board appointed by the Secretary of Health in your State. Govt. of India vide gazette notification dated Feb. 27th, 2002 has recognized IDEAS as a test to measure disability among the mentally affected for purposes of availing benefits under the Persons with Disabilities Act, 1995. 

· Right to claim tax benefits under Sec.80DD and under 80U of The Finance Act, 2003. Consult a Chartered Accountant for details. 

Family caregivers are advised to read the Mental Health Act 1987 and the Persons with Disabilities Act, 1995 to understand the rights of affected persons under the laws of the land. 

Contact for further information, if required

The Joint Secretary

The Ministry of Social Justice and Empowerment
Shastry Bhavan
New Delhi -110 011.
http://socialjustice.nic.in/. 
Contact Jt.Secretary, 
iisd@sb.nic.in,
Tel.no. 011-23381643 
(CB, Handout 4)

The Mental Health Act, 1987

The enactment of the Mental Health Act, 1987 is a mental healthcare delivery in India. It is not a cosmetic improvement over the outdated Indian Lunacy Act 1912, but represents the conclusion of lengthy presentation by the Indian Psychiatric Society to the Government of India. This Act came into force in April 1993, as per the Government of India order, even though it is still in hibernation in some States.  The Mental Health Act is ‘an act to consolidate and amend the law relating to the treatment and care of the mentally ill persons, to make better provisions with respect to their property and affairs and for matters connected with or incidental thereto.

The Mental Health Act has the following objectives:
1. To regulate admission to psychiatric hospitals or psychiatric nursing homes of mentally ill persons who do not have sufficient understanding to seek treatment on a voluntary basis and to protect the rights of such persons while being detained.
2. To protect the society from the presence of mentally ill persons who have become a danger or nuisance to others.
3. To protect the citizens from being detained in psychiatric hospitals or psychiatric nursing homes without sufficient cause.
4. To regulate responsibility for maintenance charges of mentally ill persons who are admitted to psychiatric hospitals or psychiatric nursing homes.
5. To provide facilities for establishing guardianship or custody of mentally ill persons who are incapable of managing their own affairs.
6. To provide for the establishment of Central Authority and State Authorities for mental health services.
7. To regulate the powers of the Government for establishing, licensing and controlling psychiatric hospitals and psychiatric nursing homes for mentally ill persons.
To provide for legal aid to mentally ill persons at State ex​pense in certain cases, the Government of India has consti​tuted a Central Mental Health Authority. Before implement​ing the Mental Health Act in the States, the States have to take action regarding the following:

i. To establish a State Mental Health Authority.

ii. To spell out guidelines for establishment of private psychi​atric hospitals and nursing homes.

iii. Formation of a Board of Visitors.

In the Mental Health Act 1987, a modest attempt has also been made to bring mental illnesses on par with physical illnesses, thus reducing the stigma attached to mental illnesses. The Mental Health Act has modified certain terms and definitions. The Act uses the term mentally ill person instead of lunatic, mentally ill prisoner, instead of criminal lunatic. Other new terms are psychiatric hospital instead of lunatic asylum, psychiatric nursing home and psychiatrist. New terminology and definitions are given in Chapter 1. The Mental Health Act has 10 chapters in total, consisting of 100 sections.

Chapter 2 deals with establishment of mental health authorities at the Center and at State levels. These authorities will regulate and coordinate mental health services under Central and State Government respectively. 

Chapter 3 lays down the guidelines for establishment and maintenance of psychiatric hospitals and nursing homes. Also, there is a provision for a licensing authority who will process applications for licenses. No private psychiatric hospital or nursing homes will be allowed to function without a valid license, which has to be renewed every five years.  There is also a provision for an inspecting officer who will inspect the psychiatric and nursing homes to prevent irregularities.
Chapter 4 deals with the procedures of admission and detention in psychiatric hospitals or nursing homes. In addition to the five meth​ods allowed by the Indian Lunacy Act of 1912, one more method has been incorporated.

Chapter 5 deals with the inspection, discharge, leave of absence and removal of mentally ill persons.

Chapter 6 deals with the judicial inquisition regarding alleged men​tally ill persons possessing property, custody of their person and man​agement of their property.  If the court feels that the alleged mentally ill person is incapable of looking after both himself and his property, an order can be issued for the appointment of a guardian. However, if it is felt that the person is only incapable of looking after his property but can look after himself, a manager can be appointed to look after his property.

Chapter 7 deals with the liability to meet the cost of maintenance of mentally ill persons detained in psychiatric hospitals or nursing homes.

Chapter 8 is aimed at the protection of human rights of mentally ill persons. It provides that:

1.
No mentally ill person shall be subjected, during treatment, to any indignity (whether physical or mental) or cruelty.

2.
No mentally ill person, under treatment, shall be used for the purpose of research unless:

i. 
Such research is of direct benefit to him.

ii.
A consent has been obtained in writing from the person (if a voluntary patient) or from the guardian/relative (if admitted involuntarily).

iii.
No letters or communications sent by or to a mentally ill person shall be intercepted, detained or destroyed.

Chapter 9 deals with the penalties and the procedure, while Chap​ter 10 provides for miscellaneous sections.
The positive qualities of the new Act

The admission procedures are simplified to some extent.   The two new provisions of the Mental Health Act in the Admission procedures are:

1. Admission of minor (below age of 18) by the parents/guardian. 

2. Admission under special circumstances (maximum 90 days).

The old barbaric terminology has been changed with respect to psy​chiatric patients and hospitals.  The establishment of Mental Health Authorities, both at the Centre and in the States is a welcome step. These authorities are expected to function as a friend, philosopher and guide to the Mental Health Services.
Provisions have been made for establishing separate hospitals for those under the age of 16 years, for those who are addicted to alcohol and other drugs and for other special groups. Emphasis on outpatient care has been made to safeguard the human rights of person with mental illness. Stringent punishment has also been spelt for those who subject the mentally ill to physical and mental indignity within hospitals.

Critical  view about  Mental Health Act 1987

1. The notion of a care in the community has not been addressed in the current legislation. No effort has been made to provide after care services for the discharged patients. There seems to be no thinking over the alternative to hospital care.

2. Psychiatrists running private psychiatric nursing home are facing too many medico-legal problems, difficulties and interference in the administration with regard to:

a)
Getting and renewing licenses.

b)
Board of visitors control over their nursing home.

c)
Constituting a medical board for the day to day hospital procedures like issuing certificates for admission, discharge and leave of absence etc.

3. Patients examined by psychiatrists and admitted in a psychiatric nursing home should not be compelled to undergo further examination by medical and/or non-medical visitors. It goes against the fundamental rights of a citizen or his family and such an exposure of any responsible citizen or his family and disclosure of his psychiatric illness to the knowledge of the public may amount to indignity and cruelty.

4. In the present Act the matter of consent and competence has not been addressed
adequately.

5. Does an involuntary admission (eg: admission through a reception order) necessarily imply competence? Can drugs and ECT be given without any informed consent? What are the statutory criteria for competence? Who will judge the competency of doctors or the judges? 
(CB, Handout -5)

The Persons with Disabilities (Equal opportunities, Protection of Rights and Full Participation) Act, 1995

The following is the summary of the above Act, passed by the Lok Sabha and Rajya Sabha on 22 December 1995.  The President of India gave his assent on 1 January 1996.  The notification of this Act was made on 7 February 1996.

The purpose of this Act is to fix responsibilities on the Central and State Governments to provide services, create facilities, make schemes and give support to persons with disabilities for their development.  Further provisions are included in the Act to enable them to have equal opportunities and to participate as productive and contributing citizens to extent of their abilities.

The Act also fixes responsibilities on the Central and State governments to ensure that disabilities and the circumstances do not prevent individuals with disability from living a full life and to make a meaningful contribution, according to his/her ability.

Chapter 1: Preliminary

In Chapter 1, legal definition of the terms used in the Act is given. Disabilities recognized by this Act are blindness, low vision, leprosy-cured, hearing impairment, locomotor disability, mental retardation and mental illness.

i. Blindness ( No vision at all)

ii. Low vision (Person able to perform tasks with an appropriate assistive device).

iii. Leprosy-cured (cured but loss of sensation in hands or feet as well as loss of sensation and paresis in the eye and eyelid or manifest deformity, but sufficiently mobile to do normal economic activity, or extreme physical deformity and can not do any gainful occupation).

iv. Hearing impairment (Loss of 60 decibels or more in the conversation range of frequencies).

v. Locomotor disability (Disability of the bone joints or muscles leading to retraction of limb movements, or any form of cerebral palsy).

vi. Mental illness (Any mental disorder other than mental retardation).

vii. Mental retardation (Condition of arrested or incomplete development of the mind of a person).

A person with disability has to be certified by a medical authority that he/she is suffering from not less than 40% of disability to benefit from the provisions of this Act.

Chapter 2: The Central Coordination Committee

1. Central Coordination Committee :
For the purpose of this Act, the Central Government shall constitute a Central Coordination Committee (CCC), headed by the Minister of Social Welfare (now called Social Justice & Empowerment).

CCC consists of 39 persons, 34 official members from various Govt. departments and National Institutions and 5 nominated by the Government to represent NGOs and associations concerned with disabilities. Among these five, as far as practicable, it is envisaged that they be persons with disabilities and one from each area of disability, including at least one woman and one person from SC or ST. The term of office of these five members will be for three years or until the successor is appointed in his/her place.

Functions of the CCC shall be as following:

a. Review and coordinate the activities of the Government, Governmental and Non-Governmental Organizations.

b. Develop a national policy on disability.

c. Advise the Central Government on the formulation of policies, programmes, legislation and projects.

d. Advocate with national and international organizations with a view to provide for schemes and projects for the disabled in national and international plans and programmes.

e. Review donor funding policies from the perspective of their impact on persons with disabilities.

f. Ensure barrier free environment.

g. Monitor and evaluate the impact of policies and programmes designed for achieving equality and full participation of persons with disabilities.

h. Perform such other functions as may be prescribed by the Central Government.

The CCC shall meet once every six months and shall have a Central Executive Committee to carry out the decisions taken by it.  The CCC is bound by the directions given to it in writing by the Central Government.

2. The Central Executive Committee (CEC)

CEC will consist of 23 persons with a composition as laid down in CCC, including five NGO representatives nominated by the Government. The CEC shall meet every three months to discuss and decide on the mode of implementation of the decisions made by the CCC.

Chapter 3: The State Coordination Committee

Identical to the Central Coordination Committee, each State shall appoint a State Coordination Committee, consisting of 23 officials and five representatives from NGOs from disability sector. The State Executive Committee will be similar to its Central counterpart with 13 official and five members from NGOs.

The terms and conditions governing the State Committee shall be same as those of the Central Coordination Committee, and the functions and responsibilities shall also be the same.  The State Coordination Committee shall be bound by such directions in writing as the Central Coordination Committee or as the State Governments may give it.

Chapter 4: Prevention and early detection of disability

Within the limit of their economic capacity, the appropriate Governments and the local authorities, with a view to preventing the occurrence of disabilities, shall:

a. Undertake or cause to be undertaken surveys, investigations and research concerning the cause of occurrence of disabilities.

b. Promote various methods of preventing disabilities.

c. Screen all children at least once a year, for the purpose of identifying at risk cases.

d. Provide facilities for training to the staff at primary health centres.

e. Sponsor or cause to be sponsored awareness campaigns and disseminate information on general hygiene, health and sanitation.

f. Take measures for pre-natal, peri-natal and post-natal care of mother and child.

g. Educate the public through schools, primary health centres, village level workers and anganwadi workers.

h. Create awareness amongst the masses through television, radio and other mass media on the causes of disabilities and the preventive measures to be adopted.

Chapter 5: Education

The Central and State Governments and local authorities shall ensure that every child with disability has access to free and adequate education till the age of 18, and integrate students with disability into regular schools. Special schools will be set up in government and private sectors for those in need of special education, and equip these schools with vocational training facilities for children (youth) with disabilities.

The local authorities shall also introduce schemes for non-formal education of children with disabilities who have discontinued their education after 5th class. Conduct part time classes for functional literacy for children with disabilities in the age group of 16 and above, and provide each child with disability, free of cost, books and equipment needed for his or her education, including education in open schools and universities.

The Government shall set up adequate number of teacher training institutions and assist national institutes and NGOs to develop training programmes specializing in disabilities to train teachers, adequate in number, to run both special schools and integrated schools for children with disabilities.

The Government shall provide transport facilities and accessible, barrier free environment in schools, colleges and other institutions imparting education and vocational training to students with disability. Books, uniforms and other materials to children attending schools to be provided.  Granting of scholarships and re-structuring the curriculum and to give facilities and concessions in the examination system for the benefits of students with disabilities are also provided.

The Government shall present a comprehensive education scheme that will include, among other things, transportation, a barrier free environment, and a forum for redressal of grievances of parents of students with disabilities.

All educational institutions shall provide or arrange to provide amanuensis (one who writes to dictation) to blind students and those with low vision.

All Government educational institutions and those receiving aid from the Government shall reserve not less than 3% seats for persons with disabilities.

Chapter 6: Employment

The Government shall identify posts which can be reserved for persons with disabilities. These reservations shall not be less than 3%, of which 1% will be reserved for each of the following disabilities.

1. Blindness or low vision

2. Hearing impairment

3. Locomotor disability or cerebral palsy.

A special employment exchange will be the nodal agency for the purpose of employment. If in any year, any of the above vacancies cannot be filled, then people with other disabilities can be given employment. If there is no person with disability who can fill the vacancy, then a person other than a person with disability can be given employment.

Appropriate Government and local authorities shall formulate schemes for ensuring employment of persons with disability and this shall include training of persons with disabilities.

Not less than 3% of all poverty alleviation schemes shall be reserved for persons with disabilities. Governments shall, within their economic capacities, give incentives to employers in public and private sectors to ensure that 5% of the work force is composed of persons with disabilities.

Chapter 7: Affirmative action

The Government shall provide aids and appliances to persons with disabilities. Land shall be provided at concessional rate for allotment to persons with disabilities for housing, special recreation centres, special schools, research centres, and for business and to establish factories by entrepreneurs with disabilities.

Chapter 8: Non-discrimination

Government transport shall take special measures to adapt their facilities and amenities so that they permit easy access to persons with disabilities, including for persons in wheelchairs.

Governments and local authorities shall also within their capacity, provide auditory signals along red lights at road crossings, constructions designed for wheelchair users and engravings on zebra crossings for blind people. Public buildings and toilets shall be built with ramps and other features so that wheelchair users can have access to them.

No employer shall terminate or reduce the rank of an employee who acquires a disability during service, but he/she shall be shifted to some other post with the same pay scale and service benefits. No promotion shall be denied to an employee merely on the ground of his/her disability.

Chapter 9: Research and Manpower development

Government and local authorities shall promote and sponsor research in order to prevent disability, develop assistive devices to rehabilitate the disabled, identify jobs and develop disabled friendly structural features in factories and offices.

Chapter 10: Recognition of institutions for persons with disabilities

Within six months of this Act being passed, persons running establishments or institutions for persons with disability shall apply under this Act for a certificate of registration of the institution. This certificate shall be issued by a competent authority of the State Government and shall remain in force for such period as granted by the State Government. It shall be renewed through an application for renewal, to be submitted not less than 60 days before the expiry of the certificate.

The certificate can be denied or revoked for valid reasons and with a proper hearing granted to the applicant. The State Government is the final appellate authority in the matter. The institutions established or maintained by the Central and State governments are immune from the provisions of this chapter.

Chapter 11: Institutions for persons with severe disabilities

Persons having disability of 80% or more are considered to be persons with severe disability. The Government shall establish and maintain institution for them. Where private institutions exist which meet Government standards, they shall be recognized as institutions fit for persons with severe disabilities.

Chapter 12: The Chief Commissioner and Commissioners for persons with disabilities

The Central Government shall appoint a Chief Commissioner for the implementation of the provisions of this Act. The Chief Commissioner shall coordinate the work of the Commissioners (in the States), monitor the utilization of funds given by the Central Government and ensure that the rights and facilities made available to persons with disabilities are protected.

Commissioners appointed by the State Governments shall have similar responsibilities at the State level. The Chief Commissioner and the Commissioner shall take up complaints regarding deprivation and non-implementation of laws, rules, orders and instructions issued by the Government or local authorities for the welfare and protection of Rights of persons with disabilities.

The Chief Commissioner has the same powers as are vested in a court under the Code of Civil Procedure 1908, for summoning and enforcing attendance of witnesses, receiving evidence on affidavits, etc.

The Chief Commissioner shall submit an annual report to the Central Government, giving full account of his activities during the previous financial year. The Central Government shall place this report, along with recommendations, explaining the actions proposed or taken, before each House of Parliament.

Similarly, the Commissioners shall submit an annual report to the State Governments, which in turn will be placed before the respective State Legislature.

Chapter 13: Social Security

The Government shall, within their economic limits, make schemes and undertake rehabilitation measures for persons with disabilities, and grant financial assistance to NGOs to undertake rehabilitation programmes for persons with disabilities. An insurance scheme or alternatively, a security scheme, for the disabled persons employed by the Government is also mentioned.

The Government where possible, shall give unemployment allowance to persons with disabilities registered with the special employment exchange for more than two years, and who could not be placed in any gainful occupation.

Chapter 14: Miscellaneous

Anyone attempting to commit fraud and avail of benefits meant for persons with disabilities can be punished up to two years imprisonment, and a fine up to Rs.20,000.

The Government shall have the authority to make the necessary rules and regulations to carry out the provisions of this Act. These rules and regulations shall be issued in the form of Government Orders (GOs) which have the approval of both Houses of Parliament.

The Chief Commissioner, the Commissioners, officers and staff provided to implement this Act shall be deemed to be public servants within the meaning of Section 21 of IPC. No suit, prosecution or other legal proceedings shall be allowed against the Government and local authorities and their officers in respect of anything which was done in good faith or intended to be done in pursuance of this Act, and any rules or orders made there under.

This Act is in addition to and not in derogation of any other law, rules, order or instruction currently in force.

Source : Add India Publications, March 2002

(CB, Handout 6)

UNITED NATIONS CONVENTION ON THE RIGHTS OF PERSONS WITH DISABILITIES (UNCRPD)
1. Adopted on 13 Dec 2006. 

2. Opened for Signature on 30th Mar 2007.
3. India signed on 30th Mar 2007 and ratified on Oct 2007.
4. The Convention on the Rights of Persons with Disabilities received its 20th ratification on 3 April 2008 and the Convention and its Optional Protocol have come into force 30 days later (3 May 2008).
5. It is a Human Rights Convention, which sets out what countries have to do to make sure that people with disabilities have the same rights as everybody else.
6. Objective
a. To promote, protect and ensure that the human rights and freedoms of all people with disabilities are enjoyed, promoted and protected.
b. The dignity of people with disabilities is respected.

7. The Convention, in Article 1 does not limit to only the 7 disabilities (Blindness, Low vision, Leprosy-cured, Hearing impairment, Loco motor disability, Mental retardation and Mental illness) that have been mentioned in the Persons with Disabilities Act but has opened up a wider definition as - “People with disabilities who have long-term impairments, for example, physical, psycho-social, intellectual and who cannot get involved in society because of different reasons, such as attitudes, language, stairs, and laws, which prevent people with disabilities from being included in society.”  This broad based definition and the recognition of various barriers posed by society assists us to develop a more holistic and sensitive approach in addressing the discriminations faced by persons with disabilities in society.

Other definitions: 

Communication – means all ways of communicating, so that all people can communicate. For example, spoken language, sign language, text, braille, touch, large print, written, audio, plain language, human reader and other ways that people with disabilities communicate. 

“Language” – means all kinds of languages, spoken, signed, and other types of language that is not spoken.

“Discrimination on the basis of disability” – when people are excluded, shut out or prevented from doing things because of their disability. This is in all areas of life.   

“Reasonable Accommodation” – means that a person may need to have changes made, for example, to their home, or where they work, within the available resources, so they are able to enjoy their rights. If this is too expensive or too difficult then the changes may be made as feasible in terms of the cost, environment and prevailing conditions. 

“Universal Design” – means that things are made, programmes created and places adapted so that they can be used by all people. Sometimes someone with a particular type of disability may need something especially made so that they can enjoy their rights.

The CRPD is quite a long document (50 articles!)

· Articles 1 to 9 -  General Application – Purpose, definition, principles, women with disabilities, children with disabilities etc

· Articles 10 to 20 – Civil Political Rights – Right to Life, Equal before Law, Freedom from Torture, Exploitation, Violence, Abuse, Liberty of Movement, Being included in the Community

· Articles 21 to 30 - Socio Economic Cultural Rights – Education, Health, Livelihood, Social Protection, Participation in Cultural life

· Articles 31 to 40 - Implementation and Monitoring Measures – Data collection, reports
· Articles 41 to 50 - Rules that govern the operation of the Convention – translations, amendments
Further, this convention by design is not limited only to Government establishments. The Convention states that private businesses and organizations that are open to the public have to take initiatives to “eliminate barriers that people with disabilities face in buildings, the outdoors, transport, information, communication and services”.

What are the expectations from this Convention?

1.  Increase the visibility of persons with disabilities.

2. Clarify the human rights of persons with disabilities and ensure that governments make legislative and programmatic changes for its implementation.

3. Establish systems comprehensively to monitor the human rights situation of persons with disabilities. 

4. Establish systems for international cooperation, through which governments, disability organizations and other actors can share knowledge and ideas and work together to improve the lives of persons with disabilities.

For more details visit  www.un.org/disabilities/
For full text of the convention http://www.un.org/esa/socdev/enable/rights/convtexte.htm
	MODULE 5
COMMUNITY BASED SUSTAINABLE LIVELIHOOD (SLH)
Objectives: The participants will be enabled to

1. Recognize the issues of poverty and gender as cause and consequence of  mental illness.
2. Gain conceptual clarity on the role of livelihood activities in the recovery of mental illness.
3. Gain insight into the options available for persons with mental illness for livelihood activities, the opportunities and challenges faced by them in making a sustainable living through these activities.
Number of Sessions : 2

Number of Hours :    6



SLH Session I. Poverty and Mental Illness: 
3 hours
· The trainer divides the participants into two groups.  The participants are given time to reflect in their groups on the papers they had read on day 1 – Poverty Perspectives (CMHD, Handout 4)

· The trainer invites the participants to make their presentations on their reflections and sums up highlighting that poverty exacerbates mental illness.

· The trainer now divides the participants into four groups and gives each group a case study (SLH, Handouts 1a,1b,1c & 1d) of a person with mental illness to discuss with a focus on the interplay of mental illness, gender and poverty.  

· Each group makes its presentation. 

· Trainer initiates a discussion encompassing the following areas : 

· poverty exacerbates mental illness, 

· lost opportunities, 

· family illness, 

· economic burden on the entire family, 

· social exclusion and denial of opportunities .

Process questions:

1. Poverty to me means.......

2. Two things that struck me............

3. Think of a person with mental illness you came across during field visit.  What is the impact of poverty on him/family that you visited?

4. Would persons not suffer from Mental Illness if there is no poverty?

(SLH Handout 1a)

Case Study of Akulappa
Akkulappa lives with his wife Rudramma and children in Rachanpalli village in Anantapur District, Andhra Pradesh. They do coolie work for living. One day Akullapa was caught in a fight between two groups of workers, one comprising of his relatives and himself.  In the fight, five of his family members were very seriously injured and hospitalised in Anantapur. A complaint was registered with the local police. Three days later Akkulappa visited his people in the hospital, comforted them and promised to visit them again.  

However, on his return from hospital, he started talking continuously about the incident and began shouting and screaming at people. He became paranoid that the same group of people would come back and cause more trouble for his family and so went around closing all the doors. His behaviour became increasingly more aggressive. He would climb on top of his hut and shout, “I’m going to fall. I’m going to die. Please look after my wife and children!” Then he would start crying. He would also run around the village with a stick, shouting and swearing at people. Considering his own safety and that of others, his wife Rudramma tied him to a tree with the help of her brother Chikka Akullapa. They continued this for six days, after which he calmed down and stopped screaming at everyone. 

Rudramma took him to a faith healer in a nearby village called Kondurpuram. The faith healer spoke to her, gave some herbal medicine to Akkulappa and asked them to stay for seven days. At the end of the week though there was no change, the treatment cost them nearly Rs.1000/-. 

After his return from Kondurpuram, Akkulappa fixed a place in front of his house where he used to sit and sleep. He rarely moved from this spot and never came into the house, regardless of the weather and other inconveniences. After a few months, some of Akkulappa’s relatives suggested to Rudramma to take him to NIMHANS in Bangalore. 

At NIMHANS, Akkulappa was assessed and given drugs for one month. Subsequently, he recovered well, so much so that he came back into the house and even started going to work again. After a month, the tablets were finished. Rudramma wanted to buy more so that he could continue the treatment, but they had lost the prescription. She urged her husband to go with her to NIMHANS again but he refused. He was adamant and did not want to go to hospital again. Discontinuing the medication, Akkulappa’s behaviour again became disturbed and aggressive.

Sujatha, a village animator from SACRED, a local NGO which works with disabled people and their families, invited Rudramma to attend a meeting of the sangam in the village. This is a group of disabled people and their families who meet together to support each other. Here she met other people who shared their experiences, their problems and changes in their lives since coming into contact with SACRED’s community based rehabilitation program. After listening to the group Rudramma became inspired. 

With the help of SACRED, Akkulappa attended monthly treatment camps conducted by doctors from NIMHANS in the nearby town of Gowribidanur. His condition stabilized and he returned to work. Today he has regained his self respect and begun to take an active role in managing his family. He is thankful that life is returning to normal for all of them. 

Case Study by Dr. Janardhan, Programme Officer, Basic Needs India

Akkulappa and Rudramma have three children, a daughter and two sons. Their daughter Laxminarayanmma is married and lives in the same village. Harikrishna, their eldest son aged 15 is working. After his father became ill, there was nobody to support the family income so he left school and found work. He is grateful to his friends who advised and encouraged him to take his father to good hospitals and not waste money on treatment which did not work. The youngest of the three, Raju is 11 years old and is studying in school. 

Akkulappa would like Harikrishna to go back to school – ‘it is my fault that he had to leave school and that upsets me. But now he wants to continue working. Ultimately it is his choice.” Tears fill Akkulappa’s eyes as he talks about his children.

Says Rudramma, “I never gave up hope and always knew that my husband would return to normal. Everyone else thought that he was useless, a burden to our family and a waste of time and money. They thought I was stupid to spend money on trying to find treatment for him. Every one in the village sees how well he is now and the landowners are happy to give him work – before they never used to trust him.”
Now Akkulappa has started supporting other people with mental health problems and sharing  his experiences. He visits people at homes and follows up on their medication.  He also encourages them attend the camps in Gowribidnur each month. “Look how I was before and how I am now!”  Sujatha, the village animator also relates how Akkulappa has attended the group meeting along with his wife and the two of them have shared their experiences to the sangam. Their neighbour Sunkamma has the final word, “We never dreamt this day would come.” Now they cry with happiness…..

(SLH, Handout 1b) 

Case Study of Lakshmana

Lakshmana is a tall, earnest young man of thirty, full of potential and capability. He lives with his family in Gotkur in Ananthpur District in Andhra Pradesh. His father, aged 65, is an agriculturist who owns some land and is also into the business of weaving silk. His mother, 45, is a housewife who also weaves silk. His ninety year old grandfather lives with them. Lakshmana’s only sister is married. His two elder brothers are in the same family profession of weaving. All of them live in the same house. Economically they seem to be self-sufficient as they possess two silk weaving looms and earn a fairly good income from them.

Lakshmana, when about 12 years, started getting fits two or three times a day, which incapacitated him. An intelligent boy, he had to abandon his schooling. His family took him to local physicians, faith healers and tried herbal medicines, none of which had any impact. They soon gave up the search for treatment.   For almost fifteen years, Lakshmana was not encouraged to work and was excluded from the family’s silk-weaving business for fear that he would damage the expensive saris when an attack came on. Instead, he was asked to graze cattle and collect firewood. He detested such ordinary tasks that made him feel he was less intelligent. He was not allowed to visit relatives in case he disgraced the family with an uncontrollable attack or by being too voluble. He felt rejected and unaccepted, unable to earn and be independent.

Intervention under CBR & CMHD programs: This was when SACRED came into the family’s life. Erriswamy, Community Mental Health Co-ordinator in SACRED says, “We identified Lakshmana and made constant appeals to the family. We motivated his parents to understand their boy’s problem. We created an opportunity for his medication and took them to awareness meetings and workshops. Our staff members took on the responsibility of supporting him and taking him to a specialist for consultation and treatment. In March 2000, he was taken to Medinova Hospital in Bangalore and shown to a neurologist. Tests were done and he was diagnosed with epilepsy and prescribed anti-epileptic medicines.

There was dramatic improvement with treatment. The seizures decreased to as rarely as one a month as against two or three times every day in the beginning. Once during our visit, we found that Lakshmana was missing his dose of medicines, but family members attributed it to not having the time to take him to hospital. SACRED conducted regular follow-ups. “We counselled Lakshmana’s parents and neighbours to encourage him to be responsible about taking his medicines,” says Erriswamy. He was never at any stage mentally ill, nor was he given medication for mental illness at any point. His mother complained of Lakshmana’s angry outbursts, precipitated, I thought, by their sometimes insensitive behaviour to him. I found it natural that he should expend so much energy talking, even over-talking, I would say it was a natural ventilation process. But SACRED suspected mild mental illness because of his anger and his volubility, so they referred him to us at BasicNeeds India. By then we were in partnership with SACRED. We found no evidence of any mental disturbance. Lakshmana is still under medication for epilepsy.  
Frustration and discrimination: It took a long time for Lakshmana’s family to understand his condition, his anger and his needs.  In the process there were many misunderstandings, fights and agonizing moments for the young man and his family.  On one hand the family was confident that what they were doing was for  his  own  good  and  the  larger  good of the family,
Case Study by Dr. Janardhan, Programme Officer, Basic Nees India

 while Lakshmana felt insulted, let down and sidelined and was frustrated at not being given equal opportunities.  In his own words, “For almost fifteen years after I got my attacks, I was not encouraged to do any work. After a few years I started doing less tedious work like collecting firewood which I never liked. I felt that I was not given equal responsibilities like my brothers. Later, when I had improved with continuous treatment, I told them that I could work like them weaving silk saris, my family members refused to involve me in their work. They thought I was not as skilful as my brothers in weaving. They were worried that if I got sudden fits while weaving, I would spoil the expensive sari and cause them a huge loss. Therefore I was asked to graze cattle and collect firewood. I never liked doing these odd jobs. I was resentful towards my family. I felt I would never be allowed to do what I want to do and I felt that money is more important to my family than my well-being and was very unhappy with their attitude.”

“I get angry with my parents because they do not listen to me. They are not taking care of my desire to get married. I am asked to graze the cattle while my brothers work on the loom. I can make incense sticks, but they do not let me do it.” Lakshmana also later confronted his mother who had joined the group and told her, “You should treat me the way you treat my elder brothers. You should let me weave at the loom and not let me go for cattle grazing. You are worried about my fits and fear that I will spoil the sari if I faint while working. Please remember that even a millionaire eats rice, not gold. You should let me do this work. Humanness is more important than money.”

Lakshmana also faced problems with regard to stigma attached to his condition.  He liked to visit his relatives’ houses but his family invariably refused his request. They refused him because they thought that getting a seizure in a relative’s house would be shameful to them and difficult to manage. Family members also felt that he talked too much and that it would lead to an embarrassment wherever he went because what he said might not be appropriate or relevant. 

Progress: In the last two years however, there have been breaksthroughs. Lakshmana’s family encouraged him to produce incense sticks. Lakshmana said, “I came to know that SACRED was organizing a one-week training course in incense stick making in their office at Kurugunta. I attended it.” After the training, Lakshmana took up the work seriously and started producing incense sticks although the profits from it were low. He said, “I was paid Rs 20 for a kilogram and I could produce a little more than a kilogram per day. I earned about Rs 25. But the broker
 would not bring raw materials regularly or at other times, would not take the finished product, so at the end of the day we would not be paid at all!”

There is a story here about Lakshmana’s shrewdness and ingenuity. Once, the incense sticks were not taken by the broker, so the workers needed to sell them on their own and had to face stiff competition in the village. Lakshmana wisely bought a perfume bottle from the town, sprayed it on all the sticks, packed them properly and went to nearby villages to sell them! He earned a satisfactory amount. He found the business interesting and he started buying raw materials directly from the broker, producing the incense sticks and selling them on his own. Unfortunately he could not continue this work for long as he had seizures a few times and fell down while selling the goods, and lost some money. During one such incident he had an attack while travelling in an auto rickshaw. Staff of SACRED received the message about Lakshmana’s condition and they helped him reach home.
Lakshmana remembered keenly how SACRED invited him twice as a resource person to teach incense stick making to other disabled groups. It was a proud, transforming moment of acknowledgement and recognition for Lakshmana. He became a member of the self-help group in his community, attended meetings unfailingly and would try and involve himself in the proceedings. Initially, other members would ignore him. SACRED staff would then appeal to them to listen to him. They would cut him down insensitively, saying, “Sir, you need not listen to him. Please ignore his words. He always talks to himself and what he speaks is rubbish.” After they noticed a positive change in him, all of them accepted him, and he is now the leader of his group, the Vikalangula Abhivriddhi Sangham. He maintains the accounts, writes down the minutes, he has become a contributing member in the self-help group and more than anything else, people have started listening to him. People found him talking sensibly when he was encouraged to talk during a group activity or a partners’ meet. He once explained the needs of mentally distressed people and made suggestions about what to do for them. He described with anguish the real conditions of mentally ill people in his village, their sufferings, and submitted his views about their amelioration. It was a sensitive contribution from him. It is part of the self-help group’s policy for members, during meetings, to discuss treatment progress of persons under medication. I appreciated this idea of members acting as local guardians and stressed the point that this is a powerful tool in villages.

Significant development: With the sustained support of the community based animator Ujjanamma of Sacred, Lakshmana and his family were able to manage medication and regular follow up with the doctor.  Also the animator helped resolve conflicts relating to Lakshmana within the family. His self-worth was bolstered by the encouragement he received in the self-help group. He was appreciated. He also found acceptance in his family and for the first time, felt part of it, felt he was someone capable. The change in family members’ attitude to Lakshmana was due to his great strides in recovery.  Soon they allowed him to work on the weaving loom. Much to their surprise, Lakshmana learnt weaving quickly and did a reasonably good job of it. At present he is able to weave one and a half saris a week like his brothers, if he gets the chance. There are only two looms in their house and three people working on them, hence they took turns weaving. “I am much happier now,” Lakshmana said, “I am eager to acquire proficiency in weaving. I am already skilled at it.”  The family still had its concerns about his anger, he staying out of the house in late hours, etc., and Lakshmana on his part still felt discriminated against. 
Current Status : He is married and he is happy, but a little trouble mars his idyllic recovery. His wife is unwell, she is mildly retarded, but he takes her himself for treatment, determined to overcome this hurdle. The Community Mental Health and Development program of Sacred, with the support from Basic Needs, has encouraged Lakshmana and provided him with opportunities for self-expression and growth. He is today the leader of a community group whose members initially dismissed him as someone who “speaks rubbish.” Now his suggestions are received with respect. His family accepts him and he is a skilled weaver, earning about Rs 400 a week.

In his words, “I am able to work now and take care of my wife because of regular medication. I am interested in my work and in earning money. I am allowed to weave independently and I make almost Rs 400 a week from weaving silk saris. My family’s acceptance of me satisfies me. I am given responsibility now. I take my medicines on my own. I share my experiences with them and they give me co-operation and encouragement”.
“There is the future to think of. I want to develop my skills, work better and increase my income. I want to start my own weaving work. I have asked my parents about it. I would like to put up my own weaving loom in a house which belongs to them and is presently lying empty. I am thinking of utilizing it for my work. I am thinking about an independent life.” 

I would say Lakshmana has a passion for dreams. He nurtures aspirations, he has hopes in plenty and boundless enthusiasms for them. “I want to study and want to be educated. I want to work and want to stand on my own feet. I want to have my own silk weaving loom.” I have heard his dreams so often. He likes the idea of working and is obsessed with earning money and providing for himself. His ambitions are often work-related, and now, to live with his wife in domestic harmony. He has indeed come a long way from the days when he grazed cattle and collected firewood for his hearth.
(SLH, Handout 1c) 

Case Study 3 - Life Story of Sugunamma

Cheppudama?  (meaning “Shall we tell?”).  This was the apprehension expressed by Sugunamma and her husband when told that her life of recovery was going to be written down to be shared with others in similar situations. An expression of fear of stigma, rejection and exclusion, not so much for her but for the future of her two daughters, who are yet to be married. Sugunamma was assured that her story would not be written down even in English without her consent. She agreed. 

Sugunamma was asked to elaborate on her apprehension about her daughters’ marriages and the prevailing attitude in the community about the illness. She said that people do not come forward to marry a person having a person with mental illness in the family. The fear of the progeny getting the illness is the main reason. Her husband said, “People do not know that it is treatable and believe that such people are violent and dangerous to others. My wife, as a tailor, was earning around Rs.50 a day. When she got this illness people stopped coming to her.”
Sugunamma then told about herself and her illness. She said, “I have two daughters and both are studying. The older one, Srividya is 16 and the younger, Pushpalatha 8 years. I lost one girl child and two male children before the younger one was born. In 2005, I gave birth to another male child, who died after birth. I was constantly crying and lost interest in life. My appetite was poor and I was unable to sleep. Then a very good friend of mine who had supported us from the time we settled in this village began acting strangely with me and avoiding me. From then on I think I suffered for about three months.”
Ramanjaneyulu, her husband resumed the conversation from there saying “She was talking to herself, walking through the streets in the night. People saw a different Sugunamma and said she has gone mad. I was hurt and stopped working to look after her. My father-in-law was of great help in taking care of my wife and my two daughters”.
When Sugunamma was asked about the actual on-set of the illness she said, “I was always anxious. During the initial stage of our marriage I was nervous when I met my in-laws. I wanted to be the best to them in all possible ways. I wanted them to have a good relationship with me. Thus, when the second child died after birth some 15 years ago, I fell sick. At that time itself the doctor told me that it was not physical illness and to consult a mental doctor. He gave some medicine. I recovered but did not consult the mental doctor.” Her husband has regretted to this day for not listening to the doctor’s advice.
When asked about how he took care of his sick wife, Ramanjaneyulu said, “As a daily wages painter I leave early to work, yet, caring for her was not that big a problem. I attended to the needs of children as well of hers. I was more worried about her fights with neighbors. I suffered embarrassment and was not able to concentrate on work. I took her to the hospital. She was given shock treatment (ECT) and advised medication. I spent more than Rs.10,000.” 

Here Sugunamma intervened and said, “After the shock treatment, I lost my memory for almost 10 days. Taking those tablets made me drowsy and I was unhappy that I was not myself.” 
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Ramanjaneyulu continued, “I took her to temples as people said she was possessed by a spirit or goddess. Literally I was going crazy, thoughts of future worried me.” 

Then, they shared how Sugunamma’s father talked about her illness to the field worker in SACRED’s Mental Health Program. Sugunamma said, “My illness is in my past now. We are thankful to Meenakshi (field worker in SACRED,) who took real interest and has been helping us in getting the treatment and improve our financial situation. Now I feel a lot better.”

When asked to tell about their current state of affairs and future plans, Sugunamma said, “I am feeling near normal. I do all the jobs such as cooking, washing, housekeeping, tailoring etc., as in the past. I meet the doctor once a month and take medicines regularly. Of course now it is reduced dosage. I have joined a self help group which has 14 people. One of the activities is saving and availing loans. Now there are more tailors in this area and I stitch three blouses a day that fetches Rs.30. I have taken a loan of Rs.3000 from the self help group and started a small shop that deals with local requirements. More than earning money I always like to interact with people.” 
When Ramanjaneyulu was asked to share about his financial status he said, “I earn almost Rs.500 a week and I give that money to her. Her earnings are about Rs.600 a month. She pays back Rs.350 every month to the group. That leaves Rs.250. Therefore, our total monthly income varies between 2000 & 2250 a month. Our health and education of our children is our first priority. We have been managing our lives. My wife wants to buy cloth to make garments and sell. I am not all comfortable with her going to town on her own to buying things.”
I looked at Sugunamma. She understood my unasked question and said, “I feel confident to go on my own and do the shopping and other business. How long should I be protected like this?” I agreed with her.

She offered to make some tea for us. We accepted her offer. At the end they showed us their little shop. We took leave off them after thanking them profusely for their time and sharing their lives with us.

(SLH Handout 1 – 4 Case Studies)

Case Study 4 - Vijayalakshmi
The situation

Vijayalakshmi comes from a village in Bangalore Rural district.  She has a reputation of never being too busy to help others.  This despite the enormous challenge she faces in her personal life with an alcoholic husband not supporting her in any way.   She struggled to put together enough money to stock a small roadside kiosk.  However there were more challenges to be faced.  Her leg had to be amputated after she was seriously in an accident. Vijayalakshmi spent a long time in hospital recovering.  
When she came back home, she found that her husband had sold the contents of her kiosk.  The means of support for her and her family was gone.  It was at this point that she became mentally ill.  Anil from Basic Needs visited her with staff from the local partner organisation.   Anil found that she also has a son with mental retardation and a sister-in-law with physical disability.  Her mother-in-law also had some kind of minor mental illness. At this point Vijaylakshmi shared her feelings, “Why should I continue to live?” 

 She went on to say to Anil: “I don’t have anything now – no one loves me and no one comes to see me at least whom I have helped – right now what I want is some one who comes to see, talk and listen to me - what I have now is a tank full of tears”. Indeed, Vijayalakshmi did attempt to commit suicide but survived.

The commitment

At Basic Needs it is mandatory to listen attentively to persons with mental illness and those who care for them so as to understand the true situation.  Anil has kept up the process of listening to the person. Underlying the real state of poverty she has always lived in, is a strong sense of being oppressed as a woman and of being unsupported even by those she had helped. In addition to her many problems she is now shunned because of her mental illness.  As the World Health Organisation reminds us starkly, “Prevalence rates of depression and anxiety disorders as well as psychological distress are higher for women than for men”.  

GASS, a partner of BasicNeeds India, offered Vijayalakshmi the chance to meet a mental health professional, should she wish to, and later, the opportunity to start another small business. People with mental illness are some of the poorest people in the world and in that women are perhaps the hardest hit.  Ultimately what is important for Anil, and for Basic Needs, is that Vijayalakshmi succeeds – as that is her desire and right.

She started her enterprise with the help of GASS and BNI to make both ends meet. She manages the family with whatever little income she gets, ensures her son’s education and most importantly, manages her drunkard husband.
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SLH Session II. Recovery and livelihood options: 
3 hours
· The trainer introduces a paper on Looking at Self-Worth (SLH, Handout-2) to the participants.  He suggests that the participants take a few minutes to look at the same and fill the appropriate columns with a minimum of five points under each. 

· On completion, the trainer invites the participants to share their views on the picture that emerges about themselves.

Process Questions :

1. What do you see as the significance of this exercise?

· The trainer draws attention to the idea of self worth and the implication of the same in the lives of persons with mental illness and the importance of factors that nurture the same throughout the program.

· The trainer presents the DVD or Case study on Lalappa’s journey in the process of his recovery from mental illness.  Trainees watch the DVD or discuss the case study (SLH, Handout 3), focusing on Lalappa’s recovery and the process of him becoming self-reliant.

· The  trainer divides the participants into groups of five and asks them to list out : 
· Key interventions that would result in increased income for persons with mental illness through livelihood activities; 

· The limitations of such interventions and possible low increase in income. 

· The groups then make their presentations.  

· The trainer discusses trade analysis as a tool to identify appropriate livelihood opportunities for individuals within a community and distributes a paper on Trade Analysis (SLH, Handout 4) to all the participants.

· The trainer sums up the discussion while drawing attention to the issues concerning livelihood options.  

Process questions :

1. Looking at Lalappa’s story, what do you think have been the empowering factors?
2. What do you see as the relevance of persons with mental illness 
-Being productively engaged

-Engaging in traditional occupations.

-Involving in ‘income generation’ activities.
      
3. Comment on the usefulness of Trade Analysis as a tool.
· The trainer also highlights the emphasis of all activities under sustainable livelihoods to help persons with mental illness to be self-reliant.

· The trainer invites participants to make any conclusive statements they would like to on the session.

(SLH, Handout 2)
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Case Study of Lalappa

Lalappa lives in Anantapur district with his wife, two sons and mother in law. Lalappa’s wife shared the history of his condition with us.  Prior to the onset 10 years ago, Lallapa was a hard working farmer, working in the fields and taking care of his family.  Around that time, he visited his native village and his mother.  There, along with his mother, he decided to lease their agricultural land to their relatives with an agreement of equal sharing of the produce. However, after signing the agreement he started believing that his relatives would cheat him of his land. His mother too shared his concern and soon this worry led to his illness.

On his return from native place, he shared these thoughts with his wife and children and continued to be upset about the lease agreement he had signed.  He left home that very night with out informing and started wandering around. He walked to Ananthpur, which is 12 km and wandered for a day. He experienced fearfulness, anxiety without any apparent reason, suspecting his relatives of cheating him and trying to hide himself. He neglected his need for sleep and food. He also wandered around for several days.

During the chronic phase of illness he was restless, fearful, suspicious that people were after him to kill him, not sleeping and wandering, and at times he was abusive and violent which made people feel that he was seriously ill. He was admitted to a private nursing home in Cudappah twice and later the family took him to NIMHANS in Bangalore. He took medicines during the acute stage and would discontinue once he felt better, thus leading to relapses.  
In the private nursing home, Lallappa had negative experiences while undergoing treatment.  He was administered ECT (electroconvulsive therapy and in some cases they do advise ECT, given mainly for depression) five times and the nursing staff were rude and even assaulted him for refusing to take medicines. He was also chained to a bed in the nursing home and given ECT. After this incidence he ran away one day from the nursing home and was back on the streets for a month.
With the help of SACRED, Lallappa began attending the monthly treatment camps conducted by doctors from NIMHANS in the nearby town of Gowribidnur. Thus he could access regular treatment without having to travel to Bangalore.

Lallappa told us that he did not like taking the medicines as they were bitter.  However, his current medication is helping him to be functional.  He is able to focus on work and not wander around.  He aspires to grow 100 bags of rice.  His wife Bharathiyama expressed “I never gave up hope and always knew that my husband would become normal. Everyone else thought that he was useless, a burden to our family and a waste of time and money. They thought I was stupid to spend money on treatment for him. But now, after the help from SACRED and Basic Needs, everyone can see the changes in him. Now he talks to every one and ask them about their health and their work. He never sits quietly now and wants to work in the fields every day. Every one in the village sees how well he is now and the landowners are happy to give him work.”
Case study by Dr. Janardhan, Programme Officer, Basic Needs India

Lalappa was given a loan of Rs 3,000 through the self-help group to buy a buffalo, against his own contribution of Rs. 3,000.  He managed the animal well and repaid the loan from the sale of milk. He has now applied for a fresh one to buy another buffalo. 
He attends self help group meeting regularly and contributes in discussions. His condition has become quite stable and he has returned to work. He has regained his self-respect and is playing an active role in his family and in the village. So much so that he even advises people in his village on how they could better their life. He shows himself as an example and urges others to take more responsibility. He looks to the future with confidence, thankful that life is returning to normal for his family members. 

(SLH, Handout 4) 

Identification and analysis of trade - feasibility study, a format
I. Personal data:

1. Name of the member

:

2. Age
& gender



:


3. Address



:

4. Education level


:

5. Disability



:

6. Family constellation table

	Sl

No. 
	Name
	Relationship
	Age
	Occupation
	Income
	Remarks

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


II Data on trade

1. Desired trade:

2. Experience / skills related to the proposed trade:

3. Feasibility

(a) Availability of material/s required for the trade:

(b) Support from family: Has anyone in the family been involved already in the proposed trade? The kind of support the family would extend to this person for the trade:

(c) Anyone in the village involved in this trade?  Their experiences / the risks involved in this trade:

(d) Marketing prospects:

(e) Profit ratio:

4. Details of investment:

(a) Amount required for investment:

(b) Financial sources:

Individual contribution: Rs.


Loan required Rs.


(c) Loan: Bank        
Organisation       
Government scheme

(d) Rate of interest:

(e) Number of installments for repayment:

(f) Installment amount:

(g) Subsidy, if any:



5. Details of re-investment strategies: If yes, how much?

III Details of sangha activities:

1. Name of the sangha to which the member belongs:

2. Number of meetings held in sangha:

3. Number of PWDs in the sangha: Male:              Female:               Parents (of CWD)     

4. Total savings in the sangha: Rs.

5. Basic details of loans given to members for income generation:

6. Details of attendance of the member (requesting loan) in the sangha:

7. Details of participation of the member in sangha activities

8. Total savings of the member:

9. Details regarding the member’s borrowing & its repayment status (from Sangha):
	Sl

No
	Date
	Nature of Credit
	Amount
	Amount repaid
	Current status

	
	
	
	
	
	

	
	
	
	
	
	


11. Details regarding loans obtained if any, for income generation & repayment records:

	Sl

No
	Date
	Trade
	Amount
	Amount repaid
	Current status

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


12. Details regarding progress in the trade:

13. Details regarding the reasons & priority for the loan recommended to the member:

14. Relationship of the member borrowing with the other members in the sangha:

15. Details of discussions & opinions of the sangha regarding the proposed trade for the member.

16. Details of recommendation the sangha:

IV Action from federation/Organisation

1. Date of the meeting where decision was taken on the loan and the reason for recommendation by the trade committee:

2. Details regarding modifications/alterations by the committee, if any:

3. Final amount agreed to be given for the trade:

4. Details regarding conditions for repayment/ default:

5. Details regarding the follow-up measure:

Date: 



Signatures of persons approving the loan:

Notes:  The following may be considered while looking at possibilities / analyzing the trade
· Availability of materials required for the proposed trade
· Demand for the produce – are there others involved in the same trade / business? 

· Source of transportation and demand – feasible support trade for providing transportation through cycle shop, two wheeler & four wheeler mechanism etc.
· Tailoring and Dress / cloths business:  Is there a demand / market in the local community? 
· Education related trade

· Religion and cultural needs vs supply system etc.

· Ancillary unit to fabricate or produce spare parts for factories nearby
· Possibilities of initiating small scale industry
	MODULE 6

 RESEARCH & ADVOCACY (R&A)
Module Objectives : The course participants will be enabled to

1. Understand field research, advocacy and networking and their significance in the field of community mental health.

2. Recognize and make use of the modes of creative and indigenous documentation.

3. Inform interventions and policy on comprehensive strategies for promoting community mental health based on evidence. 

4. Use advocacy as a tool to demand effective services for persons with mental illness and their families.

5. Appreciate the significance of networking with other CBOs, NGOs and Governmental organizations for effective rehabilitation of persons with mental illness.

Number of Sessions : 4

Number of Hours :  3 hours 15 minutes




R&A Session I. Sharing of ideas : (15 minutes)

· The trainer suggests participants to interact on the given statements in groups of three.

· Research is an ongoing activity in everyday life.

· Everyone can engage in research.

· Research improves the quality of any activity.

· Participants briefly comment on their interactions in the large group.

· Trainer makes a statement drawing attention to understanding of research.

Process Questions :

1. What is your own feeling about research?

· The trainer presents the definition of ‘research’ as seen in the dictionary:

· A careful search

· Investigation

· Systematic investigation towards increasing the sum of knowledge.

· Re-search – to search again.

· Search – to explore all over with a view to finding something, to examine closely.



Note to the Trainer :

Trainer draws the attention of the participants to the kinds of explorations made by all of us in everyday life.

R&A Session II.  Field Research : (30 Minutes)
· The trainer makes a power point presentation on field research, field evidences, indicators of change and skills required for collection of information as evidences. (RA, Handout 1).  Presentation can also be made through a paper.

· The trainer encourages participants to raise questions and make appropriate responses.

(R&A, Handout 1)

R&A Session III. Acquainting with and understanding the scope of crucial Field Information in  CMHD Model : 
1 hour 30 minutes
· The trainer distributes a List of Documents (R&A, Handout 2) containing crucial Field Information and usage of the same in the CMHD Model.

· The Participants spend 15 minutes reading through the list individually.

· The trainer also distributes samples of selected documents from the list to focus on process of systematization of field information in groups of five.  The selected documents are :

· Quarterly Report Format (R&A, Handout 3a)

· Status Report on Persons with Mental Illness - Rural Program (R&A, Handout 3b)

· Six Monthly Country Research Report (R&A, Handout 3c)

· Mental Health Initial Assessment Form, Urban Project (R&A, Handout 3d)
· The participants critically look at the content of the documents and understand the purpose behind the same.
· What kind of information is presented?

· How are they related?

· What purpose do they serve?

Process Questions :
1. What do you think of the scope for application of learning from the two sessions? For example, field research informing intervention?

· The trainer distributes a paper –‘Concept Note on tracking changes in the lives of people with mental illness’ (R&A, Handout-4), to be read overnight and presented by an individual or group on the following day, after the sharing of reflection diary.

Note to the trainer :

Systematic collection of information and documentation brings out pointers to quality programmes.

(R&A, Handout 2)
List of Documents

	Tools


	Documents

	· Individual Files 

· Records of the Home Visits


	· Profile of the PWMI, Case History, Photographs

· Details of identification, treatment & stability

· List of drop outs and reasons for the same.

· Individual intervention plans with follow up details.

· Life stories

· Profile of care givers.



	· Planning strategy

· Formats for Quarterly reports, Half yearly reports and Annual reports


	· Identification and mapping organization

· Quarterly reports

· Half yearly reports

· Annual reports

· Reports on specific modules (sustainable livelihoods, capacity building, etc.)



	· Variety of recording format examples :

Home visit format

Camps

SHG meetings

Loans sanctioned

Accounts
	· Records and registers

· Home visit records

· Camp records

· Medicine register

· SHG meetings register

· Loans

· Accounts



	· Meetings with partners
	· Periodical review report

· Quarterly Reviews

· Annual Reviews


(R&A,  Handout 3a) 

Quarterly Report format

Reporting Period: Qtr I – April to June ……………
Name of Partner: 

A. Community Mental Health

	
	Major
	Minor
	Total

	
	Male
	Female
	Male
	Female
	

	Total Number Identified in the area (brought forward)
	
	
	
	
	

	New cases identified during the quarter
	
	
	
	
	

	Number actively on treatment brought forward 
	
	
	
	
	

	New cases included during the quarter 
	
	
	
	
	

	Total 
	
	
	
	
	


	II
	Source of Treatment


	Major
	Minor 
	Total 

	
	
	Male
	Female 
	Male
	Female 
	Male 
	Female

	
	1. Camps

2. Private practitioners

3. District hospitals

4. Local medicine

5. Any other (Specify)

	
	
	
	
	
	

	III

IV

V


	Source of Medicines
	
	
	

	
	1. NIMHANS

2. District hospital

3. Self financing

4. NGO (partner)

5.   Any other (Specify)
	
	
	
	
	
	

	
	Side effect
	
	
	
	
	
	

	
	Relapse

Brought forward

During the quarter
	
	
	
	
	
	

	
	Number Stabilized
Brought forward

During the quarter

	
	
	
	
	
	

	VII
	Regularity
1. Regular with medication

2. Irregular with medication


	
	
	
	
	
	

	VIII
	Drop outs

Brought forward

During the quarter
	
	
	
	
	
	


B. Livelihoods

	I. 
	PwMIs
	Caregivers


	Total

	
	Major
	Minor
	
	

	
	Male
	Female
	Male
	Female 
	Male
	Female
	

	Number actively engaged in livelihood activity as on 1st April …….. 
	
	
	
	
	
	
	

	New cases involved during the quarter 


	
	
	
	
	
	
	

	Total 
	
	
	
	
	
	
	


	
	
	PWMIs
	Caregivers 
	Total

	
	
	Major
	Minor
	
	

	
	
	Male
	Female
	Male
	Female
	Male
	Female
	

	
	Consultations to discuss livelihood issues 


	
	
	
	
	
	
	

	II
	Source of Support

People gone back to previous work

1

2.

Taken up new activity with the financial support:
A. From financial institutes

1

2.

B. From partners through SHGs

1.

2.

C. Directly from partner NGO

1.

2..

Accessed government schemes
1.

2.
Taken up new activity without financial support

1.

2.
Number of people with mental health problems undergone vocational training

1.

2.


	
	
	
	
	
	
	


C. Capacity Building

	I. 
	PWMIs
	Caregivers


	Total

	
	Major
	Minor
	
	

	
	Male
	Female
	Male
	Female 
	Male
	Female
	

	Number active in SHG activity as on 1st April ……… 
	
	
	
	
	
	
	

	New cases involved during the quarter 


	
	
	
	
	
	
	

	Total 
	
	
	
	
	
	
	


	II
	
	Number 
	PWMI
	Caregivers 
	Staff 
	Others 

	
	Number of consultations held with:-
	
	
	
	
	

	
	Number of awareness workshops for:-
	
	
	
	
	

	
	Number of leadership training programmes for:-
	
	
	
	
	

	
	Number of people included in community groups 

(mention the group)
	
	
	
	
	N/A 

	
	Number of cultural and other events conducted

1.Sports

2.Rallies

3.Street theatre

4.Exposures /Outings

	
	
	
	
	

	
	Marriage of people with mental illness
	
	
	N/A
	N/A
	N/A

	
	Death of people with mental health problems
	
	
	N/A
	N/A
	N/A


N/A – Not applicable for these groups

D. Advocacy and policy

	
	
	Programmes
	No of Participants
	Description / Narrative 
	

	
	Efforts made to address thefollowing and by whom 

- Discussion onf Gender issues

- Human rights abuse

- Women’s rights abuse

- Meeting govt. officials

- Demonstrations

- Others
	
	
	

	
	Celebration/ Observance of events
World Mental Health day

Any Other
	
	
	


E. Research
	
	
	No. of Programmes Held
	No of Participants
	No. of Documents 
	

	
	Number of individual files updated
	N/A
	N/A 
	

	
	Number of life stories
	N/A
	N/A 
	

	
	Staff meetings (mental health)
	
	
	

	
	Review meetings (planning and review)


	
	
	

	
	Field consultations
	
	
	

	
	Process documents
	
	
	

	
	Programme Reports
	
	
	

	
	Resource directory
	
	
	

	
	Baseline Study
	
	
	

	
	Quarterly report
	
	
	

	
	Annual report 
	
	
	


Date:






Signature

(R&A, Handout 3b)

Status Report on Person with mental illness - rural programme  (format)
Date:






Written by (staff):

Identification
Name of Person:

Address:

Age/ Date of Birth: 




Sex:

Marital Status:

Religion:





Caste:

Occupation:





Avg. Monthly Income:

Information Given by:  Self / Parent / Sibling / son or daughter / relative / other 

Personal History

Educational Level, Other skills/training:

Occupation:

Hobbies / interests

Description of personality before illness 

Strengths / weaknesses

Description of relationship with: 

Spouse

Parents / siblings

Family and community

History on Mental illness:
Symptoms and onset and Causes according to person and family

Family history of mental illness

Treatment taken previously & duration

Current status 

a) Physical

Sleep / Appetite

Bladder/bowel control/ Other physical problems

Daily living skills

Sexual Problems

b) Mental 

Behaviour, Emotions/ Feelings

Speech / Memory / Intelligence

      Person’s activities at home / outside the home

Family and Social information 

Family constellation

	Sl
	Name
	Relationship
	Age
	Edn
	Occupation
	Remarks

	
	
	
	
	
	
	


Any disability or mental illness in the family?
Marital Life – duration and relationship

Attitude towards person with mental illness

Primary carer

Any other family problems

     Attitude of Community towards him/her

Date of inclusion in the CMHD programme:

I. CMH

Diagnosis

Present treatment and date of commencement

Regular/ irregular / Side effects

II. Sustainable Livelihoods 

Livelihood activities/skill of PwMI and hours of work per day

Present Income

Economic status of the family, Livelihood source and Total Income

Membership in SHG/ other group

Loans/schemes availed

Other remarks

III Capacity Building

Participation in family decisions

Participation in social / community life

Community support

Present Needs of person:

Action plan:

Quarterly Follow up Report 

I. Changes in symptoms and medication

II. Participation in Livelihood activities

Changes in income levels

III. Participation in Family life (describe quality and level of participation)

Participation in community life

Changes in attitude of people/community

(R&A Handout 3c)

Six Monthly Country Research Report 

Introduction

BNI works with 10 NGOs in few blocks of 37 districts - 22 districts in southern India (including Bangalore urban) and 15 districts in Bihar and Jharkhand. BNI continue to network with Bapu Trust, Anjali and Cehat, they have joined the list of resource partners. We have made an MOU with M.S.Ramaiah Medical College and Teaching Hospital for implementation of community mental health and development programme in Kaiwara, Kolar district.

Period of data collection and analysis: 1st July to 31st December 2006.

Information for the report has been collected from life stories, quarterly and six monthly reports, and from the report to donors for last six months.

Over view of the report

During these six months, partners have collected the data and incorporated them in individual files. Field staff records the details of home visits and other meetings in their dairies based on the guidelines and updates files every quarter. All the partners have submitted their quarterly reports incorporating the details of individuals, activities, etc. 

Since inception, BNI has identified, through partner organisations, 10,449 persons with mental illness, of which 6,386 have been assessed, diagnosed and treated. Continued effort by the partner organizations have resulted in availability of medicines in 15 districts of South India and few districts in Jharkhand.  Partners in Bihar were successful in convincing the Government of Bihar to set up mental hospital for the state. It is a major achievement for NBJK and their lobbying work.

During the last six months the interview schedule for the study on caregivers was developed and the field staff were trained in administering it. The schedules were field tested and later administered to the caregivers of severe mental illness who have completed two years in the programme. A workshop was held to sensitize the partners of NBJK on the issues of gender in development. Later, the methodology for the gender research was finalized. 

The research workshop held with the partners was taken further and a project has been initiated to draw evidence for the insights gained over the last six years and also to strengthen the quality of data available in the field. 

Training on child mental health problems continued with other schools.  The manual on child mental health has been drafted, which needs to be further discussed, finalised and field tested.
Methodology

As stated in the last six monthly report, the source of information available for the present report is from the partners programme data, quarterly reports, review-reports, life stories, quarterly review reports, workshop report, and visitors report. The field staff of every partner submits their monthly reports during the review meeting to the mental health coordinators, who in turn consolidates, and sends the same to BNI on quarterly basis. Whereas in secondary partners, the field staff provide information to the disability coordinators of the CBO, who in turn consolidate and send to project managers of ADD India and Vidyasagar. They consolidate reports from their partners and submit the quarterly reports to BNI. The BNI team, in turn consolidates the reports and compiles six monthly reports .
In addition, every month, during the staff meeting, the Mental Health Coordinator reviews the mental health programme, followed by quarterly reviews from BNI. The respective project manager reviews the quarterly reports, tabulates and analyzes the data submitted by our partners. Gaps in the report are brought to the notice of the concerned coordinators and the project heads, which are then incorporated in the reports. These individual reports from the partners will be tracked as per the plans submitted by them. This will become the base to collect information and statistics for the present report. The available reports are reviewed to collect the required voices/ information to fit the eight categories and indicators developed by Basic Needs India. 

Limitations: 

Limitations and challenges continue to be the same as reported in the last six monthly report. 

Achievements:

· The questionnaire for the study on the role of caregivers has been administered in the field and data has been collected. 

· Data base has been completed in NBJK, which has helped them to provide all quantitative details for the report.

· NBJK was successful in advocating to set up a mental hospital in Koilwar in Bhujpur district in Bihar.
Quantitative data:
1. Community mental health: 

During this reporting period, 1706 people with mental illness were identified, which takes the total number identified till date to 10,449. 6,386 persons with mental illness are taking regular treatment, of which 5,118 got stabilized.

The ratio of men and women identified during the reporting period is 55:45.  However, over all, men and women ratio remains at 53:47. There are variations between partners and the geographical areas, for example in NBJK the ratio is 60:40, for South India programme the ratio is 49 and 51 for men and women and for urban programme the ratio is 48:52. 

4,738 people have been identified as having major mental illness and 5,216 with minor mental illness. It is observed that in the last six months more people with severe mental disorder were recorded (excluding NBJK). During this reporting period it is observed that there is more number of people with common mental disorders.

2.Sustainable livelihoods

People with mental illness are involved in the activities like weaving, animal husbandry, petty shop, vegetable selling, making incense sticks, tailoring, agriculture, barber, poultry, carpentry, welding, masonry and plumbing. Average income vary between Rs 300 to 2000 per month.

These people with mental illness who are taking treatment regularly are stabilized, and they are able to manage day-to-day activities with out burdening the families. Women with mental illness are helping families in the household chores and in agricultural work. Most men, after stabilization, engage in agriculture related activities and some are going back to work as daily wage earners.

The advantages and benefits gained by persons with mental illness include,
1. Active participation in the self-help group meetings.

2. Actively involved in livelihood activities and repayment of loan.
3. Families realizing their (PwMI) strengths and giving them opportunities.

4. Community is recognizing their (PwMI) capabilities and offering them work.

5. Gaining respect in the community, they are no longer treated as a burden.
6. Increase in the income of families and them getting out of debts.

7. Increase in the purchasing power of the family. 

8. Increase in their nutritional food intake.
The table given below gives details of the livelihood activities of people with mental illness after their stabilization. 

	Activities 
	Sacred 
	GASS
	NF
	Samuha
	ADD India Vidyasagar
	NBJK
	Total 

	Agriculture & agro based work
	37
	157
	29
	243
	427
	433
	1326

	Business
	35
	14
	3
	18
	40
	-
	110

	Coolie 
	
	14
	48
	430
	246
	773
	1511

	Domestic work
	
	295
	46
	297
	437
	1923
	2998

	Tailoring/agarbathy/IGP activity 
	36
	54
	
	14
	127
	80
	311

	Skilled work
	30
	
	4
	60
	
	39
	133

	Studies 
	-
	
	2
	22
	
	50
	74

	Govt / private employee
	-
	5
	-
	10
	43
	-
	58

	Total
	138
	539
	132
	1094
	1320
	3298
	6521


3.Capacity Building 

1. 43 (23 days for south India programme, 15 days of training for NBJK partners, and 5 days of training for urban partners) days of capacity building training were conducted by BNI and external resource persons for the partner’s field staff. 

2. 17 consultations with mentally ill people in south India were held, where their voices were heard and the process documented by partner organizations in local languages.

3. 1463 (163 South India and 1226 for NBJK, 74 for urban programme) community group meetings were held during this six months.
4. 306 people with mental illness were integrated in to self help groups. This takes the total to 2,160 in South India

5. 18 days training on mental health; 11 days training on capacity building; 7 days training on documentation was organized for partner’s field staff and volunteers.

6. Two days workshop on research and documentation was organized for the mental health coordinators and the project heads. During the workshop an attempt was made to gain evidence for the insights gained over last five years from the existing documents. 

7. One day workshop on understanding sustainable livelihood programme in the field was organized at Bangalore. We took stock of what went well and what did not go well. Plan for future course of action was made.
8. One day workshop inviting government officials and the NGO in Kerala was organised to discuss the mental health situation in Kerala.

9. One day workshop for orienting primary health care doctors of Raichur district on mental health issues was organized. The training programmes will be carried further by the District hospital in Raichur.
10. Two days National consultation on Mental Health Policy was organised in collaboration with Bapu Trust and Cehat in Pune. The group discussed the need for mental health policy and agreed to draft a policy paper for further discussion.

Qualitative data:

1.Health Status, Treatment and Health services:  

​​6,386 persons with mental illness are taking treatment regularly. 81% in South India; 54% in urban programme; and 43% in NBJK of the identified have been assessed, diagnosed and receiving treatment.

The diagram shows the details of people with mental illness identified, treated and stabilized for south India, north India and the urban programme. 


[image: image6.wmf]0

1000

2000

3000

4000

5000

6000

7000

No. of people 

identified

No.on treatment

No.stabilised


BNI continues to capacitate its partners to work with district authorities and advocate with them for the rights of mentally ill people for treatment and care within the community. Eg., in Narendra Foundation, a rally was organised where all people with mental illness raised their voice for availability of medicines in the taluk hospital. In response, an order has been passed for the availability of medicines during camp, and two doctors will be deputed during the camp for follow up services. The psychiatric medicines have been made available in Dodabalpura Taluk and Kanyakumari district during the last six months. 
Presently psychiatric services are available in 15 districts  in south India (Dodabalpura, Raichur, Koppal, Karwara, Pavagada, Ananthpur, Podukottai, Tanjavur, Tiravurur Tiruchy, Erode, Tirunelveli, Theni, Kanyakumari, Dindagal and Bangalore Urban) and in few district of Jharkhand. The diagram below shows the number of districts we are working in and treatment available in districts.
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The diagram below shows that 45% of the identified are having major mental illness; 50% have common mental disorder, and 5% have epilepsy. The male and female distribution of people with CMD and SMD are 55:45 and 50:50 respectively. The male female ratio of people with epilepsy is 64:34.
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Treatment has been stopped for about 1895 people with mental illness as they have reached pre morbid level of functioning. This is 25% of people who have benefited from the progamme. 

As per the reports, 210 people are reported of having side effects when the medicines were started for the first time. 2% of people with mental illness have relapsed during the reporting period, mainly due to irregular intake of medicines.

As stated in the last six monthly report, the partner organizations continue to identify more women with mental illness and people with minor mental illnesses. The challenge of working with people with common mental disorders continues as they do not like to be labelled as mentally ill. They also do not like to be part of caregivers meetings, IGP activity, awareness programmes etc. but they like to take assistance from the mental health camp. Field staff have observed that they stop treatment once the symptoms are reduced. Only few continue to take treatment for long period. 

During the quarterly reviews, when we asked for evidences to show that the programme has brought changes in the lives of people with mental illness, the group came out with following indicators:

· Families are no longer called as family with mad people. 

· Person is able to do daily living activities.

· Person participating in family and social functions.  

· They involve with others in the community and undertake jobs along with them.

· They take responsibilities and participate fully in house hold activities. 

· They now think in terms of “me, my family, my community, my life, my responsibilities etc” which they were not aware of, when they were symptomatic.

· Medicines made available locally.

· Persons with mental illness and their caregivers are included in the self help groups, who were excluded before the initiation of the programme.

· People with mental illness approach camps at an earlier stage rather than getting the symptoms worsened.

· Government officials understand now that mental illness is another disability, and as a result, they are issuing disability certificates to such persons.
· People with mental illness are provided with monthly pension and are given houses under the housing schemes.
Some voices:

When Yallappa was faced with a choice of either attending the mental health camp or a relative's wedding, he chose the latter thinking he was right in doing so. He ended up not having medicines for the next one month. Thinking that he need not take any more medicines, he continued leading his life as usual. One day, after watching a movie, inspired by the movie actor, started roaming around with an axe in his hand and hurting people. He now says," Come what may, I will never stop coming to the mental health camp. I will never stop taking medicines. Neglecting the illness for only one month caused so much of problems. I got back my illness. I will never let this happen again."

Another person with mental illness Yellavva said “the most significant experience during the treatment process were sudden decrease in the symptoms which enabled me to understand myself, interacting with Reshma and others, and started taking care of my daily activities.”
2. Economic Status

As stated earlier in this report, 6,521 persons are engaged in some productive activity either in the home or outside. Majority of the stabilized have returned to their previous work, mainly agriculture and as collies. The involvement of people with mental illness in productive work has further reduced the burden for the caregivers and the family. This has resulted in gaining respect not only in the family but also in the community. There has been an increase in the income of families or reductions in losses due to the burden of caring for a family member. Approximately in 70-75% of the families the income has gone up between Rs. 500-3600.
Table below provides information about male and females in livelihood activities 
In north India programme                          In South India programme

	Activities 
	Male
	Female

	 Agriculture & agro based work
	336
	97

	Coolie 
	436
	337

	Domestic work
	1024
	899

	Tailoring/agarbathy/ IGP activity 
	48
	32



	Skilled work
	22
	17

	Studies 
	33
	17

	Total
	1899
	1399

	Activities 
	Male
	Female

	Agriculture & agro based
	349
	119

	Business
	40
	28

	Coolie 
	246
	239

	Domestic work
	69
	570

	Tailoring/agarbathy/
Skilled work 
	118
	80

	Studies 
	19
	10

	Govt employees/factories
	9
	7

	Total
	850
	1053


Eight persons with mental illness availed Job card from National Rural Employment Guarantee Schemes. Three persons with disabilities having mental illness completed tailoring and craft training, and were supported with sewing machines for their livelihoods. In most of the cases caregivers are relieved to earn for themselves and their family income has enhanced.
The IGP activities are viewed as secondary, additional income apart from their regular source of income either from agriculture or coolie work. This additional income is helping people with mental illness in meeting the increased needs of the family and to overcome negative symptoms by slowly engaging in productive and meaningful activities. 

Some Voices:

“We have 5000 rupees debt, which we borrowed to build this thatched house to live. We are struggling hard to clear that debt. Daughters are growing up and at least we have to save some money for her marriage” Parent of a PWMI, Chandrasekhar

Reshma, daughter of a stabilized PWMI who is earning “my mother has bought a kerosene stove for cooking, one small cupboard to keep clothes, crockery and she has bought one silver chain for me”

3. Care giving:  

It has been observed that most of the people with mental illness identified and treated are living with their families. The immediate family members are a source of support for the acutely disturbed mentally ill person. Most of the families attend caregivers meeting, where they exchange their thoughts with others and share their experience. It is the caregivers, often wife or parents of PwMI, who play a key role in the rehabilitation of the person with mental illness. Their caring starts from bearing the violent behaviour to attending to their physical needs, motivating the person to involve in productive work and continue to care even after recovery. Although they provide care and are responsible for the recovery, they do not recognize their efforts, but see it as their responsibility to take care of the person with mental illness. They credit the field staff, doctors and medicines, who play only 25 % role in recovery of the person.. 

Few stabilized persons with mental illness and caregivers have taken the responsibility of identifying people with mental illness, motivating those who have discontinued treatment to take medicines, and to give representation for meeting their needs. Few caregivers are relieved from caring and are back to their normal life. 

Some caregivers express that their ward/ mentally ill family member has not improved, where as they see/hear success stories in their own village with same inputs for others. Often it is a disappointment for such families and the question that arises is “why our person has not improved and what is our mistake or wrong we have done?”

Often caregivers state that they have incurred a lot of expenses while caring for their mentally ill family member. Discussions with the mental health coordinator and the project heads during the workshop helped in deriving some of the evidences which support this statement. Families as first contact would like to approach temple, black magician, and village quacks for their problems. Only at the later stage they would approach the organization or the medical doctor for the problem. Few people with mental illness continue to approach temples and take treatment there as they have more faith in them. 

BNI has trained the mental health coordinator and senior field staff on the interview schedule, which was also field tested by them. The pilot phase of data collection was reviewed along with the staff. The field staff were further trained to use these interview schedules. The field staff have visited all families of people with severe mental illness, had discussion about caring when they were symptomatic, how it has changed when they have become stabilized. The information filled has been rechecked and send to BNI for tabulation and analysis. BNI staff have coded the data, and are in the process of entering the same in SPSS, to be analyzed during next six months.

It is observed that care giving role changes as and when the person recovers from illness. When the person is acutely ill the care giving is intensive and it changes as they recover. The data that has been entered till now reveal certain facts (this need not be concurring with the final analysis). The assumptions made before taking up the study on caregivers seems to be proving right. From the data entered till now, it is seen that people with mental illness are denied of social care when they are highly symptomatic. For example, taking the PwMI to temples for praying, taking the person to religious and social functions the family attends, encouraging PwMI to mingle and interact with friends etc. are not done. But once they are stabilized, the scene is different, as these social needs are addressed. Social integration seems to be happen after the person with mental illness stabilizes.

Some Voices.

After sailing though many problems like poverty, getting her mentally ill husband and epileptic son treated, Parvatamma finally heaves a sigh of relief. But, there is some disappointment visible on her face. When asked the reason, she says, "I have been taking care of my husband for past four-five years, giving him all kinds of medicines everyday. If he goes away somewhere, I personally look for him and bring him back. But still, I don’t know why, sometimes I feel very bad. That is why I went and stayed in my mother's house for one month. And my husband never took medicines during that period and he got his illness back". 

Mother of PWMI “He is my son. One day or the other he will become normal and I will see that he gets married and lead a normal life. I am still strong enough to take care of my boy”

“Earlier, if there were any function, I used to take my whole family. Now I go alone. Even if I call, they will not come. So I also don’t force. But if any of the relatives come home, Rajeshwari welcomes them. She is cordial with everyone”, father of PWMI

“I tell her to keep herself occupied. She says she will and then never goes for tailoring at the vocational training center at APD. I am worried about her future.” father of PWMI

4. Participation:  

Participation in mental health and development programme is seen at various levels, but in the day to day work, the following four levels are visible:

1. People with mental illness and their caregivers

2. Community members

3. Partner organization

4. Basic Needs India

People with mental illness participated in the 17 consultations meeting organised by our partners in both South and North India. These consultations have helped designing interventions to meet the needs expressed by people with mental illness and their carers.  Caregivers regularly participate in the caregivers meetings (61) share their problems and find solutions by learning and discussing with each other.  People with mental illness are encouraged to become members of the existing groups (2271) so that they can avail benefits, leading to social inclusion. Federations of people with disabilities have included people with mental illness and some of them are as Executive Committee e members. All federations in south India have made a policy to include people with mental illness in their groups and are advocating to meet the needs of people with mental illness eg., OPWD, the Federations in GASS, Sacred, Narendra Foundation and partners of ADD India. 

Stabilized people with mental illness, caregivers participated in observing the World Mental Health Day and World Disability Day by organizing rallies, meetings with government authorities and political leaders. People with mental illness played roles in street theatres and shared their experiences in awareness programmes. Their participation as volunteers, assisting the field staff in identifying, follow up services and organizing meetings has remarkable value in fighting stigma. 6,572 people with mental illness are actively involved in productive activities and contribute to the family income and build their self esteem.
Community members provide support by making arrangements for programmes like street theatre, community meetings, village level meetings etc. (for ex: they provide food and other logistic support). The community groups identify people with mental illness and bring them to the mental health camp (for ex: the panchayats members and Anganwadi workers). Stabilized people with mental illness are helped in getting a source of income eg., job cards have been issued for people with mental illness under the National Rural Employment Guarantee scheme. The local Government and panchayats are sanctioning various schemes of the government for people with mental illness and their caregivers. 

Basic Needs India has been networking with other organisations for drafting the National Mental Health Policy and influencing public opinion in its favour. BNI, through ADD India, has published posters on mental health in Telugu, Tamil, Kannada and Malayalam to raise awareness in the villages and other places.
Some voices:

Suma, a girl with depression, now stabilized, has started identifying other persons with mental illness. She advocates the fact that this illness is treatable and encourages them to attend the mental health camps. She does not stop at this. Every month, she finds out the date of the mental health camp and the day before the camp she goes to the homes of persons who are scheduled to attend the camp and reminds them about it. This small effort of hers had helped a lot of people in accessing regular treatment. 

Ameli, mother of PWMI said, “When he abused people in the community he was beaten up by other people who did not know about his illness. We have faced painful situations like these many times. Once while he was walking he tried to hold the hand of a girl and that became a big issue and a gang of people gathered in front of our house and they thought of damaging the whole family. But few neighbors who knew about our family convinced them and the problem was some how managed. But the situation is different now as people around know about his illness and even if he does some mistake they will come and inform us. People try to talk to him and they are friendly towards our family”.

One PwMI said “my relatives and immediate community took me to NIMHANS and all the expenses were taken care of by them, including travel and medication”

5. Community acceptance: 

Mass awareness programmes, street theatres and community group trainings continue to play an important role in relearning/changing the existing attitudes on mental health for people in the community. During our field visits people in the community shared that they do believe that mental illness is treatable and stigma has reduced in their villages. People with mental illness are identified at an early stage, referring them for necessary treatment, increase in voluntary identification etc. The stabilized people with mental illness are acting as change agents in the community who identify, motivate and refer others for treatment. 

There is also evidence that there are many actors who have joined the alliance building in South India, advocating for meeting the needs of people with mental illness. The description of influencing policy in the six monthly report would provide evidence of various actors involved in advocating and discussing issues of people with mental illness.

There is reduction in human rights violation by the family or community; for example, some people are released from shackles and chains. The evidence for this being:

· The attitudes of the people have changed in the sense, persons getting married and getting re united with spouse etc.

· Throwing stones at the person with mental illness has reduced to a large extent.

· Persons with mental illness are called by their names instead of calling like ‘mad’, ‘crazy’ etc.

As reported earlier, the small community group trainings and street theatres continue to influence the attitudes of community members on mental illness. The changes have been observed during our home visits, monitor’s visits, and in our interactions while writing the life stories. 

Programme inputs: 

The training needs expressed by the field staff during the review meetings were met during the reporting period. Number of community group meetings covering various sections of people like women SHG, health workers, teachers, panchayath etc were organized during the reporting period. The impact is seen in terms of more number of people being identified and also increase in self-identification.

Findings, 

1. 61% of the identified have been assessed and diagnosed. It is noted from the reports that 81% in south India , 54% in urban areas, and 43% in NBJK project area of the identified have been assessed, diagnosed and treated. The reasons for this variation could be the duration of the programme carried out, level of awareness, nature of partnership, nature of communities etc.

2. 45 % of the people with mental illness reported to have major mental illness, 50 % people with common mental disorders, 5% of them are diagnosed as having epilepsy. The reasons for this could be awareness and de-stigmatization has increased in the number of persons with minor mental illnesses.
3. Regular treatment has been stopped for about 1895 people with mental illness as they have reached pre-morbid level of functioning which forms 25% of people been benefited from the progamme.

4. Stabilized people seem to prefer previous jobs or daily wage work than business enterprises. This could be seen in 2837 people with mental illness are involved in agriculture and collie work which forms 43% of people involved in productive work.

5. The earnings of the people with mental illness ranges from Rs.300 – 2000 per month. 

6. Stabilized people with mental illness come forward on their own convictions to play active role in the programmes for eg  in street theaters

7. Acceptance and recognition has increased in the community resulting in more opportunities for social interaction. Eg integration in SHGs and community offering jobs.

8. Mental health professionals are showing interest in associating with BNI’s efforts in mainstreaming mental health programme Eg private psychiatrists, organizations like Bapu trust, Anjali, and Cehat.

9. There has been improved and effective links with policy-makers and implementing agencies. This can be observed in the interaction of partner staff with health and social justice and disability officials, networking with the health departments resulting in mental health camps being organized and supply of medicines, initiating discussions for effective implementation of DMHP and persons with mental illness getting disability certificates.

10. The psychiatric medicines have been made available in Dodabalpura district in Karnataka and Kanyakumari district in Tamil Nadu taking the total to 16 districts in south India. Camps have been held regularly and medicines have been supplied in eight districts of Jharkhand.

Recommendations:  
To review the existing quarterly review formats with partners and to bring out a more meaningful format. 
(R&A, Handout 3d)
MENTAL HEALTH – INITIAL ASSESSMENT FORM- urban programme

Date of Assessment
Cluster Area

Field Staff
Field Coordinator

INDIVIDUAL DETAILS
	Name
	Client number


	Age
	Sex

	Marital status
	Education


Residential address

Manner of identification/Referral source

Informant(s) during interview

IS CLIENT UNDER MEDICAL TREATMENT? IF YES
Name of hospital

Hospital registration number

Name of consulting doctor

Dates of identification

Diagnosis and medication
PRESENT COMPLAINTS (Number each complaint)

Family

Individual

HISTORY OF CURRENT ILLNESS
When and how did the illness start and develop? (Recent major life events, relevant marital history, history of mental illness, relevant medical history e.g., head injury, alcohol or tobacco use)

Care and treatment given so far

CLIENT’S FUNCTIONAL PERFORMANCE
Client’s current daily activities

Personal hygiene/Self care (Ability to manage bathing, grooming, dressing, toileting, etc.)

Home management (Ability to manage cooking, cleaning, shopping, finances, childcare, etc.)

CLIENT’S OCCUPATION, SKILLS, and INTERESTS (Include income, if appropriate)

Past

Present

ATTITUDES AND BELIEFS
CLIENT’S

      i  Understanding of illness

      ii Beliefs about others

FAMILY’S

i. Understanding of illness

ii. Acceptance of the individual

iii. Support and supervision provided to involve individual in family activities and functions

COMMUNITY’S

i. Understanding of illness

ii. Acceptance of the individual

iii. Support and supervision provided to involve the individual in community activities and functions

iv. Active resources created to support the individual

SOCIAL SITUATION
FAMILY (Circle members that client resides with)

Extended or nuclear family

	Name
	Relationship
	Age
	Education
	Occupation/Income
	Skills
	Remarks

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Primary caregiver

Difficulties and needs experienced by the caregiver and support needed

OBSERVATIONS DURING THE VISIT 

CLIENT (Facial expressions, restlessness, strange movements, rate of speech, mood, level of cooperation, ability to answer questions, hygiene, smell of alcohol or tobacco)

FAMILY DYNAMICS

GOALS  (Goals that you will be addressing)
Client’s goals

Caregiver’s goals (Goals of the Staff involved with the individual and the family)

ADDITIONAL INFORMATION

Follow up
Signature
(R&A, Handout 4)
Concept Note: Research Project - Tracking changes in the lives of people with mental illness 

Introduction

It is widely accepted that poverty and health are inextricably linked in a vicious circle. This is especially evident in the case of people with mental illness.  Basic Needs India works with poor people with mental illness across six states in the North and Southern India. Three years of intervention through implementation of the mental health and development model has been instrumental in bringing about some change in the lives of people with mental illness at the individual, family, community and at the systemic levels.

Till date, 4,197 persons with mental illness (major and minor) have been identified in the project areas, of which 2,638 are currently on treatment.  Of these, 1,045 were identified by NBJK in Bihar and Jharkhand, 1,531 identified by the South India Programme and 62 by the Urban Programme.  As of July 2004, 1,172 persons have been stabilized and are now involved in sustainable livelihoods.

Well into the fourth year of intervention, Basic Needs India will, through this project, traverse the path with people with major mental illnesses over a period of three years, while simultaneously tracking the change and assessing the impact of these interventions on their lives.

The study will be exploratory in nature and assess the impact of BNIs intervention through the Community Mental Health and Development (CMHD) model.  The sample will be taken from the three primary partners and Samuha (who have direct links with the people with mental illness).  Presently the identification of people with major mental illnesses is as follows:

	Project
	Number identified (Male)
	(Female)

	Samuha
	73
	66

	Narendra Foundation
	33
	20

	Sacred
	54
	26

	GASS
	66
	78

	
	
	

	Total
	226
	190

	Total number identified
	416
	


Sample for the study:  30% of the total, approx 125 people.

Tracking change in the lives of persons with mental illness and their carers :

Criterion 1: Impact on lives of poor mentally ill women and men and their families:

· ‘a’ % of the identified people with mental illness have access to regular treatment (clinics, camps, hospitals, etc) and follow up services.

· ‘b’ % of the people who accessed regular treatment till Dec 2004 would get stabilized.

· ‘c’ % of the stabilized people would get into gainful occupation, returning to previous work etc.

· Carers of the family get relief and get on to their work thus increasing the family income. They would also form their own groups to help others.

· People with mental illness would be freed from human rights abuse such as chaining, locking up in rooms, sexual abuse and harmful treatments.

· Follow up activities with families would result in minimum relapses, improved quality of life - personal hygiene, social inclusion, pursuing their goals, getting married, etc.

Criterion 2: Changes in policies, practices, ideas and beliefs

· Accessing government facilities for treatment & drugs at local levels and poverty alleviation.

· Holding discussions, community meetings, conferences with government at all levels and media to implement existing policies effectively and amendments to the policies where required. Documentation and sharing of best practices & experiences would influence policy makers on the issues of community mental health and development.

· Through awareness campaigns and working with traditional healers in the communities would result in understanding the illness and the fact that it is treatable. Communities free from myths and misconceptions about the illness.

·  Mainstream health services and development agencies would include the needs of people with mental illness.

Criterion 3: Changes in gender balance/equity

· The country programmes would address the issues of both, women and men / girls and boys who need services, without any discrimination.

· Implementing partners would have adequate training on gender related issues to ensure non-discrimination at community level and above.

· Study would be undertaken where women and girls ratio is much lower to that of their counterparts.

Criterion 4: Beneficiary involvement in the `project/ programme’ activity

· Identified people and their carers would attend consultation & focus group meetings and other designed programmes and express their views, needs and help in carrying out the programmes.

· People with mental illness and their family members would take part in awareness programmes, rallies and also share their experiences with newly identified people. Carers would monitor drug intake.

· People forming into self-help groups or joining the existing self help groups.
· Depending upon their capabilities, making financial contributions for their own treatment and travel costs.

· Volunteers taking the responsibility of care, animation, research, etc.

Criterion 5: Sustainability of change

· Supporting implementing partners to undertake wide range of awareness activities using media so that all the stakeholders, including the general public, realize their rights and responsibilities.

· Proactively working with government and other agencies to mainstream mental health issues.

· Primary stakeholders and implementing partners taking responsibility for building alliances and accessing resources as a matter of right.

· Building capabilities right from people with mental illness to policy makers and implementers.

Research Design

Defacto descriptive:  It will attempt to make an impact assessment of the ongoing Mental Health and Development programme.

Sampling

Since the number of persons who are currently in the programme is very large, it was decided to narrow down the sample to those with major mental illness who are likely to be on treatment for a long period of time.  30% of those currently identified will make the sample size 125. 
Sources of Data

Criterion I :      Individual files

       Interview with persons with mental illness

       Interview with carers

Criteria II :       Individual files

 Programme reports

Criteria III :      Programme 
Criteria IV  :     Programme 

        Interview with carers / Focus Group Discussion

Sequencing 

1. Individual files with quarterly update – Already in circuit

2. Indicator development – in process. Will be finalized through a brainstorming session with BNI team

3. Sample selection – in consultation with assigned field staff

4. Development of questionnaire / Focus Group Discussion topic guide for carers 

R&A Session IV. Advocacy  (1 hour)

· The trainer makes a power point presentation on advocacy and advocacy actions (R&A, Handout 5).

· The trainer gives handouts :
· A report on Advocacy Efforts and outcomes by BNI partners (R&A, Handout 6a).
· Outcomes at the end of Phase I of BNI - indicated in external Evaluation Report. (R&A, Handout 6b)
· Outcome as indicated by partners in Capacity Building Forum (R&A, Handout 6c)

· The participants discuss the reports in groups of five
· The participants identify the specific situation, issues, advocacy efforts and the outcome.

· Each group reports, bringing out the salient features of discussion.

Process questions :

1. What do I see as significant about advocacy?
2. What is my significant learning?
(R&A, Handout 5)

Advocacy

· To generate public demand for mental health, 

· Place mental health issues high up on the political and community agenda 

· Effectively convince all stakeholders to act in support of mental health. 
Read

Advocacy is an important activity, but the emphasis of advocacy should not be exclusively on the protection of the rights of those with severe mental illness, which has traditionally been the case, but rather combine this with promotion of mental health in the general population. In other words, advocacy for the rights of every citizen to have better mental health through changes in the social-political environment needs to become a major goal.
Example

· “Darumukti Sangathana” (Liberation from Liquor)
· Education and awareness building, 
· Action against drunken men, 
· Advocacy to politicians to limit the sale and distribution of alcohol in bars and shops, and mass oaths for abstinence. 
· Reduction in the number of alcohol outlets in the  area and a 60% reduction in alcohol consumption. As a result, there was more money for food, clothing and welfare and a reduction in domestic violence (Bang & Bang, 1995).
Discussion

· Significance of advocacy in CMHD program
Advocacy Actions

· Awareness raising

· Information

· Education

· Training

· Campaigns
Discussion

· Do you think advocacy can fight stigma?

Note to the Trainer :

Trainer make a Powerpoint presentation to the above matter
(R&A, Handout 6a) 

Report on Advocacy Efforts and Outcomes by BNI partners

A.  Sharing of field experiences in Advocacy actions – ADD India & Partners

Lakshmi Devi, Programme Manager in ADD India, explained with a few examples on how advocacy work is done. 

· One aspect of this programme is to get medicines from the government for persons with mental illness. After the Erwadi incident in Tamil Nadu, the government has insisted, and an order has been passed that medicines for mentally ill persons should be distributed only through PHCs. Taking that as a base, the emphasis of this programme was to persuade PHCs to play an active role in distributing the medicines. This has been successful in some districts due to continuous follow-up with the department. 

· Caregivers and persons with mental illness have formed an association called `Manasu’ in Thiruvarur district. Here, the association members were trying to get psychiatric medicines and a Psychiatrist to their PHCs, as they presently had to hire the Psychiatrist from the neighbouring Tanjavur district. The association approached the District Collector and the Health Department to provide services. They organized awareness programmes to sensitize district authorities and community people. Since last four months Psychiatric service and medicines are provided in the PHC. This is a major achievement for the association. 

· The sharing by partners during review meetings encouraged and motivated other partners to use the same strategy for lobbying with the authorities on issues of concerns. Efforts are made to link all psychiatric services with Primary Health Centres. Field visits and reviews are very important to see the progress in this work.

· DMHP is implemented only in few districts in Tamil Nadu. In those districts, every Taluk hospitals and PHC should be supplied with psychiatric medicines. In one district, where it was implemented no medicines and psychiatric services were provided at the PHC and Taluk headquarters, despite the allocation of fund. So this was taken up as an issue by a partner NGO and was followed up with the concerned department.  ADD India and Vidya Sagar supported them actively and now the programme is being implemented.

· Continuous efforts are made to implement the work at the PHC level. The officials are sensitized so that people can benefit from the services within the radius of 40 kms. Only severe cases are referred to the taluk and district hospitals. 

In conclusion to her sharing she said, communication methods and materials produced by ADD India on mental illness have been very useful to create awareness among people on this issue. The partner organization staff are trained in street plays, puppetry and songs to create awareness on mental illness. Lastly, on the challenges faced by partner organizations, she listed 

· inclusion of persons with mental illness in the SHGs of disabled persons and other groups;
· follow-up of dropouts with mental illness and their treatment and 
· care of destitute persons with mental illness. 
B.  Sharing of field experiences in Advocacy actions – Samuha

Basappa, Community Organiser in Samuha explained the role of Organization of Person With Disabilities (OPWD) in supporting their disability work. They play a vital role in carrying out many of their programmes relating to mental illness and other disabilities. They are trained to address the issues of severely disabled people. They support in the follow-up of persons with mental illness for referrals, treatments and sensitize the community on different issues through awareness programmes. 
He said some of the key issues for advocacy have been resolved. To mention a few, medicines for persons with mental illness are now available at the taluk level; MBBS doctors are trained as psychiatrists and camps are organized with their support. With the orders passed through the local DHO and officials of the Gram Panchayat, persons who were thrown out of employment due to their illness are taken back into their jobs. 

He further spoke on other achievements of Samuha. The organization acts as a facilitating agent in North Karnataka for providing Distance Education. Courses and training programmes are offered and one of that includes mental illness. In last two years, 45 people were trained on different disabilities and in mental health work. All of them are now taken by the local government as Volunteers and they share the responsibility of carrying out both disability and mental health work. 

OPWD as a legally registered body and they have received financial support from several donors to carry out several programmes on disability and mental health issues. The local government has entrusted them to implement the Disability Rehabilitation programmes and mental health activities. Volunteers doing this kind of work in their free time have benefited financially and supported others in availing of schemes and services. 

The Disability Commissioner’s office in Raichur and Koppal has recruited Samuha as a nodal NGO to address disability issues. Members of OPWD and members of Parents Association of mentally ill persons are encouraged to attend committee meetings at District and Taluk level. They have addressed several issues successfully. 

He said, in spite of all the above achievements through network and advocacy initiatives, OPWD has several challenges to face. The main challenges are irregular supply of medicines; increased focus on minor mental illness; proper identification of mental illness to get correct statistics; side affects of taking medicines; increasing number of destitute with MI; lack of study on local practices and impact of traditional healers; involving PHC doctors in mental health programme; integration of women with mental illness in Women SHGs; involving stabilized persons with mental illness in OPWD etc.  

In conclusion, he said, so far five OPWDs have been formed and registered under the Societies Act. People who are stabilized are included in this forum. It has 400 members and 11 Executive bodies have been formed. They discuss issues concerning all disabilities in their Executive Body meeting held once a month. Appeals, litigations, complaints have been filed in three districts. Once in six months all members meet to share their achievements, discuss problems and plan their future.

To his presentation, the resource team added few more highlights and views: 

· Visiting Samuha is an experience by itself i.e. relating to people with whom they work.
· There are strengths within the culture and in the community. One has to recognize those strengths and their beliefs. It is our ignorance to underestimate the community and its knowledge and wealth. We should have a clear look at it to know how big, good and efficient they are and start the work from there. Otherwise we will be tunneling them with our own ideas.

· 30% of the people visiting a General Practitioner portray the physical symptoms but actually have roots in mental health issues. As these doctors are key persons in the process, it is important to train him/ her in identification and to deal with other aspects relating to mental the illness.
Source: Report on Training Program on CMHD Model of Basic Needs, India  (2006)
(R&A, Handout 6b)

Outcomes at the end of Phase I of BNI – indicated in External evaluation Report.

Awareness raising, Advocacy, Collaboration and Networking 
Some key indicators:

· 1,155 community groups were trained, covering 35,619 people from women’s groups, anganwadi (government pre-school) teachers, health workers and Panchayath (local self government) members on mental illness, treatment and management. This resulted in dispelling myths and reducing stigma. 
· Two workshops helped to sensitize 49 general medical practitioners. 
· Two workshops for government medical officers resulted in them identifying and treating people with mental illness in their day to day practice.
· Sensitisation workshops for members of the judiciary were held in Karnataka and Tamil Nadu.
· Two workshops were conducted for police personnel on mental health and human rights in Karnataka and Tamil Nadu.  
· Nine hundred and ten panchayat members were oriented on mental health issues and on the need for allocation of 3% reservation for people with disability in all the government schemes. This resulted in people with mental illness accessing poverty alleviation schemes and being included in other government programmes.
· Awareness and sensitization programmes resulted in medicines being made available in 18 out of 21 districts.
· Advocacy resulted in sanction of DMHP in four more districts in Tamil Nadu.
· Resource directories and base line information describing mental health and health infra structure are now available with partners.
· Around 400 district network meetings were held by partners to discuss mental health issues, using baseline information and proceedings of initial consultations. As a result, medicines are stocked in the district and block level hospitals. Doctors are deputed to mental health camps which are held regularly in Taluk hospitals. 
· All the projects involve district authorities like police, judiciary, health and administrative departments in observing World Mental Health day in their project areas. 
· Partners have had networking meetings as and when required with the State Mental Health Authority, Commissioner for Disabled Welfare at the state level. Meetings were also held with national and state institutes of mental health, district authorities and other NGOs.  Partner organizations have represented issues related to mental health at various fora including two regional meetings and two national meetings of the  National Human Rights Commission.
· Quarterly newsletters in local languages are circulated in Karnataka, Tamil Nadu and Andhra Pradesh.

Source :  External Evaluation Report on CMHD Model of Basic Needs India (2007)
(R&A, Handout 6c) 

Outcomes as indicated by BNI partners in Capacity Building Forum.

Governments on the move ………
1. Made psychiatric medicines available for persons with mental illness in 15 districts.

2. Issued disability certificates to enable mentally ill to avail any facility specified for them.

3. Issued Job cards under National Rural Employment Guarantee Scheme (NREGS).

4. Allotted houses for people with disability and with mental illness under 3% poverty alleviation programme.
5. Psychiatric follow up at Taluk hospital in Pavagada by Narendra Foundation.

6. District Hospitals to support mental health camps at Mandal Level in Anantapur district.

7. District Health Directorate in Kanyakumari agreed to collaborate with Resource Centre, a partner of ADD India to implement District Mental Health Program.

Source:  Capacity Building Forum Report of Basic Needs’ Partners.
	MODULE 7

PROJECT MANAGEMENT (PM)
Module Objectives : The course participants will be enabled to
1. Gain/build on the understanding of project administration and management.

2. Critically analyse their own management experiences in the field.
3. Look at crucial values and ethos that ensure a healthy functioning of the organisation.

4. Appreciate the importance of alliance building and networking in the process of managing and administering a CMHD Program.

Number of Sessions : 3

Number of Hours :  3 hours



PM Session I.  Project Administration and Management :
1 hour 30 minutes 
· The trainer divides the participants into four groups.

· Group 1 & 2 receive a paper - Strategy paper for urban slum project (PM Handout 1a) and Group 3 & 4 receive – ‘Memorandum of Understanding’ (PM Handout 1b).

· The groups read their respective handouts, identify good management practices from the reports and write them on news print.
· The participants regroup and make a quick presentation of their discussion.
· Taking off from the sharing, trainer makes a power point presentation (PM Handout 2), on components of project management and the process involved.

Process questions :
1. What practices listed here can be found in your work place?

2. Is there any good practice that you are currently using in your organization that you would like to share?

3. Would you like to bring in any change in your work process?

· The trainer asks the participants to individually reflect on their own work experiences and keeping the above discussions in mind, put down in a quadrant a SWOT (Strength, Weakness, Opportunity and Threats) analysis of the Management Practices in their organization.

· The trainer invites volunteers from the group for a quick sharing.  As they share, the trainer writes the points on the board. 

· The exercise concludes with a discussion.

Process Questions :

1. How did you find this exercise?
2. Can you identify more of your strengths or weaknesses from the larger list on the board?

3. How would you use the opportunities?

4. What would you do about some of the difficulties?

(PM, Handout 1a)
A Strategy Paper for the Urban Project

 I.  Problem analysis

Though mental illness is manageable with necessary societal, community and family support, it is not a well managed issue at present.  This is especially so for the poor and mentally ill, leading to the marginalisation of the individual and the family, as both these handicaps hamper their ability to be engaged productively and to access necessary resources for it. Mentally ill individual’s initiative is affected by internal factors (within the individual) and external factors (due to lack of specific support facilities). The social stigma further blocks community support and access to resources. Poverty and gender compound these dynamics. For e.g., being a woman with mental illness,  the family’s investment for care is likely to be less and so also other support needed for her recovery. The consequences are, unhappy lives of the individual, sometimes leading to extreme crisis, poor coping abilities of the family, stress in the community and lost productivity.

The needs and supports required are 

1. Access to beneficial care - medical and psychological

2. Livelihood opportunities for the individual and family members.

3. A supportive community environment. 

All these measures need to be strengthened through gender rights perspective.

Bangalore is blessed with diverse resources, primarily governmental, for the health care of persons with mental illness. However, the system is not friendly to the individual needing assistance. NGOs working on community based rehabilitation approaches are already oriented towards reaching out to specific target groups. They could intervene easily with persons with mental illness with additional skill building. There is an existing experience on livelihood creation for disabled persons, though in urban situations it may pose some challenges.

II. Objectives

To enhance the well being of poor persons with mental illness within a defined urban population of 75,000 to 1 lakh, served by NGOs with community based rehabilitation approach.

III. Strategies

1. Providing access to low cost quality and responsive health care.

Several government hospitals, NIMHANS and private hospitals have psychiatric and psychological resources. They need to be facilitated or challenged to extend their services that are friendly and responsive to specific needs. An assessment by the target group of the hindrances for better utilization of their services would be useful.

2. Creating opportunities for livelihood and income in a sympathetic environment.

In an urban situation, home or cottage industry and assembling units have potential for providing livelihood support. There are agencies interested in providing livelihood opportunities. Planning and co-ordination with them is needed to use the potential of persons with mental illness.

3. Promoting supportive community environment. 

Caring enhances the meaning for the carer, and at the same time, gives comfort and assurance to the client. An assessment of community resources that can be potentially used is needed. Such resources could be strengthened with some training and financial inputs where needed, like an internship scheme. Simultaneously, the stigma needs to be challenged by giving voice to persons with mental illness and carers, highlighting experiences of discriminations faced by them.

IV. Activities

1. NGO’s and community structures

· Integrating working with persons with mental illness as a priority in the programmes of interested NGOs.

· Facilitating identification and contact building with persons with mental illness and their care givers.

· Developing a participatory planning to address the felt needs.

· Sensitisation and skill building of concerned personnel to provide psychological support and to promote the growth of mentally ill persons.
· Documenting and monitoring the progress and addressing the issues that come up.

· Facilitating community support resources and structures through identifying and training persons from the community to be counselors and community solidarity builders.

· Facilitating awareness promotion on mental health issues in the community.

2. Health Care Promotion

· Sensitising health care personnel, especially the public health functionaries, towards a friendly and closer community service.

· Follow up of the clients for regular utilisation of services and addressing issues that are hindering access to such services.

· Awareness and counseling to persons with mental illness and caregivers to promote greater autonomy and coping skills.

3. Livelihood promotion

· Assessing skill base of the target group and making suitable plans.

· Facilitating technical, financial and marketing resources to implement viable plans.

· Setting up management systems for greater self management and efficiency.

V (a) Implementation Plans

The pilot phase of the programme is expected to be implemented in roughly 50 slums with a population of about 50,000-1,00,000 (each slum population varying from 1000-2000).
Through the participating NGO’s it is expected to have regular follow up of every identified client monthly once, as well as ensuring they have accessed health care facilities regularly. If the NGO’s present functioning does not permit that due to constraints in existing roles of field staff, this need to be augmented through additional resources. One option is to identify persons, as interns, from the slum community itself with sensitivity for persons with mental illness, who can give adequate time for this cause. It needs to be decided whether such an intern would operate through the partner NGO or will have a direct relationship with Basic Needs, though operating through the NGO appears more practical.
Each slum community would be visited every month in rotation by the `Co-ordinator - Urban Programme’ for interaction with the target group and their care givers. The co-ordinator would interact with them at the group level and make individual visits in special cases. He\she would also monitor follow up of the clients by the field staff or intern. Co-ordinator and NGO team would organise inputs \ interaction with other stakeholders locally – SHG group leaders, citizens committee members, concerned government functionaries etc., to promote awareness on the concerns of the persons with mental illness and for better public services.

The programme management will facilitate larger linkages with health care institutions and other support such as livelihood resources and specific capacity building resources. There will be monthly supervision and planning at the community level, field staff level and co-ordination at the NGO leadership level. Programme management will also ensure preparation of quarterly activity reports and annual outcome reports. It is expected to develop appropriate progress monitoring formats for each client, which will lend itself for analyzing efficiency of interventions towards the project objectives.

V (b) Roles
( i ) NGO grassroots functionary \ intern

· Monthly personal level interactions and follow up of clients

· Recording of progress

· Ensuring regular visit to health care resources

· Provide awareness inputs to community members

(ii ) Intern - in addition to all or part of the above, providing simple counselling

(iii) NGO leadership
Integrating into organisational priority through perspective building of teams

· Providing guidance and support to the grassroots functionary to respond to arising needs.
(iv) Co-ordinator

· Regular meeting of persons with mental illness and caregivers.

· Awareness raising inputs into regular meeting of community leaders, government 

      functionaries and the community itself.
· Monitoring the follow up of grassroots functionaries and interns.
· Sustaining linkages with health care facilities and other resources.
· Supporting training at different levels.
Programme Management Team

· Conceptualising the programme.
· Initiating implementation through identifying and preparing staff and NGO partnership.
· Regular supervision of community level and grassroots functionary level activities.
· Ensuring perspective development and skill training among the concerned staff, interns and 
      other local resources.
· Ensuring systematic linkages with health care facilities (especially public) and livelihood 

      resources (at a later period).
· Meeting temporary gaps in health care resources

· Regular reporting of activities and outcomes

V (c) Work plan: This needs to be developed after partnerships are concretised and staff are inducted

VI. Indicators 

Target group ( all should have male / female tally)

· No. of clients with mental illness identified and enrolled
· No. of clients taking regular medication

· No. of dropouts followed up

· No. of clients participating in group meetings

· No. of clients experiencing improvement of symptoms and performing self care

· No. of clients improving in relationships (within family and outside)

· No. of clients participating in self help groups

· No. of clients prepared for income generation or performing other productive activities
· No. of clients experiencing inclusion into the socio-cultural milieu

Programme Activities

· No. of preparatory visits made

· No. of clients individually interacted monthly

· No. of meetings held with the identified target group

· No. of meetings held with the prospective local leadership

· No. of local support resources \ volunteers identified and sensitized

· No. of local support resources \ volunteers trained in bare foot counselling 

· No. of local support resources \ volunteers operational

· No. of accompaniment visits to health care facilities

· No. of  training held for programme teams

· No. of public relations \ advocacy seminars organised

(Indicators for income generation activities need to be developed)

(PM, Handout 1b)

Memorandum of Understanding between Basic Needs India and GASS

This document establishes the principles upon which Basic Needs India and GASS will co-operate to pursue the agreed objectives of working with people with mental illness in development. Both organisations share the belief that the people with mental illness have the right to self-determination in all areas of human development, hence have joined together to support them in their effort for justice and equality.

This Memorandum of Understanding (MOU) describes:

· Introduction

· Description of the partnership

· Values

· The relationship

· The Plan of Action

· Organisational roles

· The budget of GASS

· Resolution of disputes

1.1
Introduction

The Community Fund UK has responded to the request from Basic Needs UK to build an alliance of people with mental illness and their supporters in 3 districts of Southern India.   The implementing agency is Basic Needs India, which in turn will work to carry out the project with its partners.  The life cycle of the funding is for 4 years commencing from first April 2004.  The first 2 years the funding is 100% of the agreed budgets and from 3rd and 4th years funding will gradually taper.  It is expected the partners would in parallel increase their capacity to sustain the initiated project.

Having set out in the preamble the way Basic Needs India and GASS generally envision their relationship the agreement in this document as being a contract between them for the purpose of achieving the outcome and cross cutting outcomes of the Project.  According to need, the organisations will act mutually and severally to fulfill the planned work.  This first part describes the overall agreement and sets out roles and responsibilities for both Basic Needs India and GASS. GASS has agreed to implement Mental Health and Development Programme in Dodabalpura taluk in Karnataka.

1.2
Description of Partnership

1.2.1 Basic Needs India and GASS agree to:

· See that the Project is implemented in accordance with Basic Needs UK

· Ensure transparency in the way the project is managed and the way in which information is made available to all stakeholders 

· Develop equality and mutual governance with partners in the way the project is managed over the life of the project 

· Compliance with the terms and conditions of the MOU

· MOU is agreed for four years, and it is subject to renewal every year  

Values:

Both the organisations will consciously live the following values:

· The programme ensures inclusion of people with mental illness and caregivers equally without any discrimination to caste, tribe, male, female, adults, youth and old age. 

· The most disadvantaged groups and very poor people get top priority.

· Respect for people with mental illness and their potentials. 

· People with mental illness have equal opportunities for full participation and to exercise  their rights.

· Being sensitive to the needs of people with mental illness and responding in a realistic manner.

· Open discussions about the issues and problems of such people whilst maintaining confidentiality.

· Involvement of the larger community and local resources in taking further the cause. 

· Maintain transparency, accountability, and mutual trust.

Relationship:

The five modules namely Community Mental Health, Capacity Building, Income Generation, Administration and Action Research agreed upon, more clearly explained in Annexure 1 define the relationship.

Plan of Action:

Annexure 2 describing the proposal and scheduled activities for year one become part and parcel of this MOU for monitoring and evaluation.  The project outcome and cross-cutting outcomes, and  the indicators govern the schedule of activities.  

Organisational roles

The geographical locations and differing resources available to Basic Needs India and GASS will mean that each organisation will take differing roles, provide different resources and skills in the implementation of the project.  This will ensure that the required skill mix for the project is achieved.
Contribution of Basic Needs India

1.
Contributions to be made by Basic Needs India will be:

a) To set up local partner implementation and manage local partner work through partnership MOU’s.  

b) To provide technical support and training to the local partners, as set out in the project design, in the following areas:

· Capacity building (to include consultation processes)

· Community Mental Health

· Sustainable livelihoods

· Research and Policy work

· Administration (to include monitoring, review and evaluation processes as well finance and reporting procedures)
c) To lead the formation of an Alliance of NGOs supporting change in mental health and the development and implementation of government mental health policies.   

d) To ensure that Basic Needs India partners provide the required monitoring data, financial information and reports according to the agreed monitoring system timetable and requirements.

e) To review quarterly the performance of GASS and to release funds every quarterly as agreed.

Contribution of GASS
a. Implementing the project as agreed and more described in the annexure.

b. Sending quarterly reports on time in the required formats.

c. Cooperate and collaborate with Basic Needs India in capacity building with mentally   ill people, families and larger communities.
d. Seeking prior approval for any change in programme or budget if required.
e. To play an active role in the promotion of community mental health and development and to build an alliance at the State level by the end of the project period.

Budget:
Both the parties have agreed to work in partnership for 4 years, and the budget for 1st year is amounting to ------------  for a period April 2004 - March 2005 

GASS undertakes to carry out the plan of action respecting the values. 

Basic Needs India undertakes to provide agreed funds in four installments every quarterly. Proper receipts need to be sent to Basic Needs India.

Quarterly reports comprising of updated qualitative and quantitative information and statement of accounts need to be submitted to us on or before 10th of the first month of each quarter (the first quarter begins from 1st April and the first quarterly report is expected by 10th July)

 A separate account needs to be maintained for this purpose and these accounts are subject to auditing.

Resolution of disputes


Any dispute between Basic Needs India and GASS will be referred in the first instance to the Basic Needs India Programme Manager to resolve. If the dispute cannot be resolved within a month it will be referred to the Basic Needs India Trust. The Trust will consult the necessary parties in the event the dispute warrants such attention.  

………………………………                                                        ………………………………..

Secretary







    Secretary

GASS








    Basic Needs India

Annexure 1

Basic Needs in participation with persons with mental illness, their carers\ families and CBO’s evolved a model comprising of five modules.

1. Community Mental Health  

The purpose of Community Mental Health Care is to assist the individual with mental illness to obtain an adequate level of functioning, to enable them participate in a sustainable self-reliant programme leading them to exert the human potentials within their own communities. The staff of the CBO’s  will be trained in identifying persons with mental health problems and designing a need based care programme and follow up. Training will be provided by the staff of BNI and external resource persons and organisations. In particular, the services of the Community Mental Health Unit at NIMHANS will be used for training of the CBO staff. 

2. Capacity Building and Animation 

As Basic Needs works as a catalyst through CBOs, it is important to build the capacities of the local organisations so that they would be able to independently manage the community mental health and development programme.  The project holders and the staff will be trained on an ongoing basis, the training will equip them with the skills to manage all the capacity building elements of the programme.   In particular the focus of this community development work will be mentally ill people themselves and their carers affording them opportunities to come together at regular intervals to talk about relevant issues and to assist them in developing appropriate strategies in sustainable livelihoods. Capacity building will equip them with the knowledge about the illness and the coping mechanism. Ultimately the stigma attached to people with mental illness fades and they have a rightful place  in their  community . 

3.Sustainable Livelihoods 

Poverty is a consequence and cause of mental illness, therefore one of the touch stone of the philosophy is to involve people with mental illness and family members in economically viable activities. Using a group animation approach, persons with mental illness will be encouraged to find practical solutions to the problems that they themselves have identified. Economic development programmes appropriate to the individual or his family members will be designed . The CBO’s will also be trained in identifying local resources and trades and in identifying the capabilities and making appropriate referrals. Savings and credit groups comprising of mentally ill people and their carers will be formed and appropriate links will be made to micro finance organisations and to locally based schemes run by the Government for disadvantaged people.

4. Research 

Action research will be developed along with people who have experience of mental illness to understand their lives in the community. The CBOs will document their learning, experiences and impact and disseminate this information to other interested organisations and individuals. The end product of research is attaining knowledge leading to change in the life styles of people with mental illness. 

5. Administration   

The programmes will be reviewed through meetings and field visits. Individual case records and activities  will be documented for  monitoring and evaluation.   Programme and financial reports will also be submitted periodically.   

During the year, you are expected to meet the needs of 225+60 people with mental illness in Dodabalapura Taluk.

Main out come

	1. 273 mentally ill women and 273 mentally ill men will benefit from Community Mental Health and Development Programme by March 2007. 191 men and 191women have their condition stabilised (including prevention of relapse or, where possible, recovery) through the implementation of a Community Mental Health and Development model in Doddabalpura taluk of Karnataka state.
	1. Number of persons with mental illness who have had their condition stabilised or who have recovered*

      Plus indicator of community-based
      nature of interventions. 

2. Number of persons with mental illness supported to sustain treatment and provided with follow-up within the community, by families/CBOs, self-help groups*/** and community-based health care services.


*Measured through individual programme records of persons with mental illness, including details of their diagnosis and professional follow-up.  Confirmed by interviews with persons with mental illness and their families and annual review processes.

** Measured from partner NGO records and reports and confirmed by interviews with families, self-help groups and CBO staff

(PM, Handout 2)
Project Management
Why Project
· Complexity of development needs

· Changes in societal and peoples’ demands

· Increased value of natural, physical and capital resources

· Importance of using new knowledge & technology

· Need to improve quality of life and quality of services

Projectization

· In order to meet the changing needs and emerging problems, we initiate some action

· Authority concerned initiate, develop, launch, implement project to meet the needs, to solve the problems
Project Cycle
1. Planning strategy, appraisal

2. Selection, approval, and activation

3. Operation, monitoring

4. Evaluation and refinement

5. End project

These five phases are inter-related and inter dependent

Two-way flow of information between phases, between policy and management
Attributes of Project
· Project has specific objectives and measurable 

· outcomes 

· Consists of a number of non-repetitive tasks that need to be accomplished in a certain sequence

·  Inter-related tasks effective utilization of various resources

· Project has a specific time frame

·  Project is a unique and one-time endeavour

· There is a degree of uncertainty
Project Management activities

· Setting objectives 

· Planning the work 

· Analysis & Design of objectives 

· Assessing and controlling risk

· Estimating resources 

· Allocation of resources 

· Organizing the work 

· Acquiring human and material resources 

· Assigning tasks

· Monitoring project execution 

· Tracking and Reporting progress 

· Analyzing the results based on the facts achieved 

· Defining the products of the project 

· Forecasting future trends in the project 

· Quality Management 

· Directing activities 

· Issues Management
Goals & Objectives

· Goals are the statements of what you hope to accomplish but usually aren't very measurable. They create the setting for what you are proposing.

· Objectives are operational, tell specific things you will be accomplishing in your project, and are very measurable.

· Your objectives will form the basis for the activities of your project and will also serve as the basis for the evaluation of your project. 
· Ensure clear links between the strategies/methods you describe and the objectives you have defined.
Things to Rebember

· Do not forget to include the collaborative relationships your project will be developing with other cooperating groups/organizations. A good way to show collaboration is in the methods that you will be using. How will the methods for your project encourage groups to join together in dealing with the issues/concerns your project addresses?

· Your strategies section should clearly indicate how the methods that will be used will allow the outcomes of your project to have value for others beyond your project. 

· Describe the roles of the different people associated with your project and the importance of each.

· Make sure to clarify how each of the roles are essential to the success of the project and each role clearly relates to operationalizing the methods you have described. 

· Sometimes local resources go unnoticed and are difficult to see. (time that volunteers donate to your project, materials that local merchants may provide, local experts who can provide help/advise when needed, a friend who is willing to do some word processing, etc.). if local resources have already been contacted and plans to include them in the project have already been made.
Budget Head

Non-recurring

· furniture

· office equipment

· other program equipment 

Recurring

· Establishment

· Staff salaries

· Programme expenses

· Communication & travel

· Other incidental
Budget Head / items
· Personnel (salary and benefits)
· Consultants (salary)
· Instruction
· Equipment
· Supplies
· Communication (telephone/postage) 
· Materials preparation
· Travel
· Rental of facilities
· Evaluation
· Other expenses
· Indirect costs
Phase I – Planning, Appraisal and Design (strategy)
· Identification and formulation of project (proposal)
· Strategy
· Feasibility and appraisal
Feasibility and appraisal

· Feasibility – technically sound

· socially acceptable

· expertise available

· financially doable

· Ethically acceptable

· Appraisal – Assessment of the overall ability of the organization to implement the project
Logical Framework Approach
The logical framework approach is a

    planning tool that can help structuring the linkages between project objectives, activities, who responsible, outcome, when, costs

· Project Objective

· Strategy

· Activities

· Outputs

Outcome Indicators
Logical Framework Approach
· Why the project is carried out (objective, outcomes)
· What the project is supposed to produce (outputs)
· How the project is going to achieve the outputs (activities/processes)
· How the success of the project can be measured (indicators)
· Where the data can be found (Means of Verification)
· Which external factors influence the project (Risks)
· Which inputs are required for the project (inputs/budget)
Phase II Selection, approval, and activation
· Formal approval 

· Bringing project team together

· Assigning responsibilities, resources

· Preparing financial plan

· Putting in place organizational and  

· administrative processes
Phase III Operation, control and handover
· Supervision, monitoring, control, coordination

· Plan end project arrangements

Monitoring

· What (verifiers): reports, meetings, field visits

· When: timetable

· Who: responsibility

· Institutional capacity and track record

· Project Steering and Consultative

· Committees

Phase IV Evaluation and refinement
· Outcomes 

· Processes

· sustainability

· Refinement

Evaluation Contd…….

· Make direct reference to your objectives in your evaluation plan. This creates a strong sense of integration/consistency within your proposal.

PM Session II. Alliance Building : 
1 hour
· The trainer invites the participants to share their understanding about Alliance building and Networking as two strategies used in development work. 

· Trainer circulates a paper on Alliance Building and Networking (PM, Handout 3) and one of the participants reads it aloud to the group.  The participants are encouraged to clarify any questions. 

· The participants are asked to reflect on Alliance Building and Networking in  the context of their own work.  They share their experiences.

· Who are the actors in their network/alliance?

· Why are they there?

· Are there others you can think of ?

· How dynamic is the networking/alliance building process?

· Is the networking based on specific issues, sectors etc.?
· What is the purpose behind the alliance?
· Is there a philosophy/ideology behind alliance/networking?
· The trainer makes a power point presentation based on two papers – ‘Alliance Building in Mental health sector’ and ‘Spreading and Scaling Up’ (PM, Handout 4a & 4b). 
· The trainer distributes the handouts to all participants for further reading. 

Trainer Note :

The trainer can choose to make the presentation on Alliance Building in any other manner based on the handouts.  

(PM, Handout 3)

Networking and Alliance Building

In the NGO world there is constant talk about networking and alliance building.  This is especially true in the area of advocacy.  To create positive change in our communities, in society and even in our workplaces, organisations and individuals need to come together to collaborate and achieve common goals.  The result of this coming together and collaboration has been called a variety of terms – alliances, coalitions and networks.

What are Networks?

Networks consist of individuals or organisations that share information, ideas and resources to accomplish individual or group goals.  Networking is a process of acquiring resources and building power by using or creating linkages between two or more individuals, groups or organisataions.  Networks tend to be loose, flexible associations of people and groups brought together by a common interest or concern to share information and ideas. Networking is about seeking multilateral co-operation with other persons or organisations. Some reasons for networking :
· Dissemination of information

· Dissemination of know-how

· Coordination of activities in terms of synergy
· Capacity building of members
· Technical guidance and coordination

· Seek social well being and social progress

· Make use of partners’ skills and resources and seek more specialisation

· Stimulate competition in terms of bringing together resources

What are Alliances?

Alliances are groups of people or organisations working together to pursue a single goal or a specific objective.  Alliances tend to have a more formalised structure, and their permanence can give clout and leverage. 
Alliances may be local, regional, national or transnational.  Some may be formed to achieve one short term objective.  The alliance is dissolved when the issue has been solved or the event has been coordinated.  While other that focus on more than one but related issues such as nutrition and health, population and environment, etc., will be more permanent in nature and recognize the value of mobilizing together for action over a long time.

In terms of structure, some alliances may be formally organised and highly structured, while others more informal and flexible, relying on volunteers.  Alliances are seen as perfect vehicle for NGO collaboration.  Alliances are usually strongest if they grow organically out of common interests and unlikely to survive if they are externally imposed.  
Working through alliances has many benefits :

· Increased access to decision makers and other contacts

· Improved credibility and visibility

· Opportunities to broaden public support

· Opportunity to strengthen civil society on the whole

Different NGOs have different areas of expertise, varied resources and attract different stakeholders.  Building a diverse alliance increases one’s chances of success and proves to the decision makers in power that there is a broad social support for the desired policy change.  Decision makers are also more likely to pay attention to alliances, as they bring a stronger voice to the decision making table.  

Alliances Checklist:

· Membership :  Who do you want to work with? What criteria for joining the alliance?  A clear statement of principles that defines the purpose, mission, goals and benefits of membership.

· Commitment :  What are the expectations of the members? Where, when and how does the alliance meet? How to keep the members informed, involved and motivated.  

· Decision Making :  How will the decision making work? The process must address principles of equality and democracy and include opportunities for group discussions, procedures for conflict resolution, methods for delegating tasks and a scheduled rotation of leadership responsibilities.

· Communication :  How will members communicate, exchange ideas and information quickly and efficiently?  There must be a commitment to attend meetings and events.  Records of all meetings, decisions and action taken to be organised and available to members. There should be commonly accepted spokespersons for the alliance and a communication plan for crisis situations.

“Coming together is a beginning; keeping together is progress; working together is success.” 

--- Henry Ford

Sources : 

 ‘Advocacy Expert Series – Building and Maintaining Networks and Coalitions’. Developed by Pact Tanzania

‘Emergences’, Practical guide to Networking, Lobbying  and Advocacy

 (PM Handout 4a) 

Alliance Building in Mental health Sector

While trying to understand the process of Alliance Building, it will be valuable to ask the following questions:

· What is the nature of alliance one has built around one’s work in the mental health sector?

· How did it emerge? 

· What is its relevance?
· Who are the players in it currently?

· Can/should there be others one can think of?

· Where does Alliance Building lead to?

In reflecting the above, we may discover that alliance building occurs as a result of shared belief and vision that aspirations of persons with mental illness will be fulfilled, their rights respected and that they live a life of dignity.  
Members in the Alliance Building function out of an extreme sense of responsibility, accountability, have respect for each other and their autonomy, and exhibit transparency in action.  Alliance Building does not merely arise out of given situation or roles.   It is a conviction one develops while engaging with poor and most disadvantaged.  With humility one recognizes that affected people themselves exhibit great courage and stamina living against all odds.  The enormity of issues faced demands that a large enough force to be created – an alliance in a spirit of collaborating and cooperation.  
Alliance Building is organic in nature in the context of institutionalization and relates to sustainability of change and people taking responsibility themselves.  It is based on the belief that bringing various stakeholders in mental health scenario engaged in short term actions to integrate into long term development processes of strategic planning is crucial.  And there is a need to look at the possibility of its replication. Issues of policies and stakeholders remain the focus of Alliance Building.  

(PM, Handout 4b)
Spreading and Scaling up - Through Alliance Building

Increasing the impact of development initiatives to large-scale coverage can be approached in a number of ways. It can be done through direct organizational growth and programme expansion, whereby model replication and adaptation remain the main methodology. It can also be achieved through demonstration projects in other areas which adopt this methodology. Another kind of scaling-up is of indirect organizational growth which can take place through catalysing and supporting partners or joint venturing and alliance building.  

Alliance building is one of the main strategies of the Basic Needs India programme for scaling up and expanding the spread of the programme.  This approach requires the formation of an association with primary, secondary and resource partners as well as  individuals committed to the issue, participating as volunteers.  

Scaling-up through catalysing and supporting partner organizations, both primary and secondary, has been a key activity of the Basic Needs India programme since its inception. Though the process of alliance building began simultaneously, along with the development of the programme in the field, it took formal shape only in 2007.   

How did it start?
As a part of the planning process, Basic Needs India looked towards setting up alliances at different levels. The first level consisted of primary partners. Partnerships were formed with SACRED in Anantpur district of Andhra Pradesh, Narendra Foundation in Tumkur district and GASS in Bangalore district of Karnataka. These three organizations had previous experience in working with disability issues, and thus enabled a spirit of mutual learning. 

This was followed by scaling up to secondary partners for a wider reach.  The next step was to identify large, reputed development agencies and involve them in community mental health. The first partnership was made with Samuha. Subsequently, Action on Disability and Development (ADD) India and Vidya Sagar were invited to promote and work with persons with mental health issues in 12 districts of Tamil Nadu. Fourteen development agencies involved in community based rehabilitation came under the aegis of these large organizations.

The secondary partners worked as ‘mini’ Basic Needs India, with numerous groups following the model. Secondary partners dealt directly with resource organizations, planned and implemented the programme in the field. 
Given the technical nature of the work, another level of alliance building created by Basic Needs India was of resource partners. They were identified through an intensive process of selection.  

Vision 

Set up as an unregistered informal body, the South India Alliance aims at joint efforts towards creating an environment where persons with mental illness lead a life of dignity.  Starting in 2007, the alliance, ‘Action Oriented Platform of People with Mental Illness, Care-givers and Federation of Disabled’ is a new concept where collective strength can act as a catalyst for building advocacy on issues related to social justice for  persons with mental illness.

Building the alliance
The Alliance is open to membership and can include any institution or individual who is supportive of the issue. Individuals who are interested in this issue or are actively involved in the programme are inducted as volunteers. People who are stabilised also volunteer to be a part of the Alliance.  Others volunteer when large gatherings are organised and additional human resources are needed. The Alliance is therefore open for support from all.

The South India Alliance is the broad umbrella for all the three states.  Each State subsequently has its own alliance of care-givers, partners and institutions. Volunteers are welcomed to join and support the issue.  

The process is designed is a manner that there is no inbuilt hierarchy or structure. Unlike a forum or a network which has office-bearers and assigned roles and responsibilities for members, the Alliance has a flat structure. The effort is to have a level platform for free and fair discussion of issues and identification of alternative solutions.
Activities of Alliance

Various activities are undertaken through the Alliance. At an institutional level, a preliminary introductory meeting was held to outline the nature of the work and assess the ability of the key partners to participate in the activities of the Alliance on a regular basis. These include NIMHANS (National Institute of Mental Health and Neuro Sciences, Bangalore), KIMH (Karnataka Institute of Mental Health, Dharwad), RINPAS (Ranchi Institute of Neuro-Psychiatry and Allied Sciences, Ranchi), The Banyan and SCARF in Chennai, Jayanagar General Hospital, Victoria Hospital in Bangalore, District Hospitals and mental health professionals.

A major activity of the Alliance ever since its formation has been organising Alliance Meets. Lead roles are taken by each partner for various activities, and responsibilities are shared within the Alliance.  Partner organisations volunteer to organize the forums at different times of the year and persons with mental illness, their care-givers, field-staff and heads of organizations participate.  These meets also serve as a platform for formal and informal discussions where people engage in sharing of problems and looking for solutions, they get updates on the latest news, and relevant information is disseminated. These discussions help to access benefits, plan ways of approaching what is missing on the ground, formulate strategies for working with the government and, more importantly, build evidence and lobby for such requirements. Persons with mental health issues, along with their supporters (they could include self-help groups to which they belong, marginalized groups and other people with goodwill) lobby with appropriate departments for accessing their entitlements.  

The meets also enable a cross-fertilisation of experiences and ideas of partners which enhances the understanding and efficiency of the field staff.  It also greatly strengthens commitment to the issue and demonstrates solidarity in terms of the numbers involved. The Care-givers’ Association and self-help groups are also proposing to be part of alliance so that their activity can be strengthened through collective effort.

At a meeting of the Tamil Nadu partners in Chennai, about 14 NGOs and their field staff from the state, well known psychiatrists, senior government officials, academicians and  well-wishers met together under the aegis of ADD India, which had organised the Alliance Meet in December 2007. 

In January 2007, an Alliance Meet was organized in Thiruvananthapuram, Kerala, with the objective of bringing together the stakeholders of mental health and development from Idukki and Kannur to share their journey, their challenges and to plan the future. The programme was also used to sensitize the government and the public on mental health. Around 115 people from Idukki and Kannur districts participated in the one-day programme.  Other ADD India partner NGOs from Ernakulam, Thiruvananthapuram and Kottayam also participated. 
Occasions such as World Mental Health Day on October 10 are marked by a major event involving all Alliance members. Responsibilities related to planning a meet, the logistics and accessibility are worked out and divided amongst all participating organizations. A triangular formation of groups, members of self-help groups, members of the Care-givers’ Association and field staff get together to draw attention to the issue and take it forward. 

Impact
The concept of alliance building is indeed young, yet its potential is vast. Impact of such an idea is somewhat hard to quantify. Yet Basic Needs India is aware that consolidating the processes that have been initiated and, indeed, extending the model to other areas has to be  possible through building alliances. The number of members has grown steadily. 

The Alliance Meets, in a way, showcase the model of Mental Health and Development in a manner that well-wishers interested in getting directly involved, supporting, volunteering or informally participating in the effort are able to view its processes clearly. The presence of core staff members of the organizations at the Meets is in itself a show of solidarity and strength.  

Having a stabilised person to chair a meeting or a group activity is clearly a positive sign of the impact of this intervention. This demonstrates the leadership qualities that people have within them. It demonstrates that despite the mental health issue they once had, they are able to take on responsible positions and undertake activities in a dependable manner. “The Alliance has also greatly strengthened the relationship between organisations. We use these forums not just for cross-learning, but for appreciating each other’s work as well.  It also helps in disseminating best practices,” says Ramachandran, Director, ADD India. He further says, “More importantly, the issue of mental health is a complex one. It is an empowering experience for our field staff to see the commitment of so many others and the work they carry out.”

In order to strengthen experience-sharing, each of the secondary partners publishes a newsletter in the local language for wider dissemination of information. This effort enables access to information on relevant topics and encourages suitable action. The contents outline topical concerns and relevant issues while informing partners about planned activities.
Manasu – Association for persons with mental disorders and care-givers is a four-page six-monthly newsletter brought out by ADD India in Tamil and is circulated to all 14 organizations in the State. The slim publication carries information on relevant issues and has directives that are relevant for persons with mental illness in the state of Tamil Nadu.  Updates on events, services offered and questions and answers on mental illness are some of the highlights of this publication.

Vikasinchina–Manasulu is a quarterly four page newsletter in Telugu published by SACRED, stating the vision and mission of the organisation and the objectives of the mental health programme. Local events such as Mental Health Week celebration, training programmes, services available for persons with mental illness, along with true stories of recovery are also reported.

Samuha Samarthya is a twenty four-page monthly newsmagazine published by Samuha in Kannada. While the contents include information on the issue of disability, there is a strong focus on mental illness. The contents include guidelines and a checklist on the care and support of persons with mental illness. Simple guidelines for ensuring mental health, such as  the importance of sharing thoughts and feelings with close people, are also included. A regular column by Dr. C.R Chandrashekhar of NIMHANS is the highlight of the newsletter along with case studies and life stories. The newsletter also contains updates of news, events, and a doctor’s advice on mental health.

Challenges
The challenges to this process are indeed many. Chief amongst them is the problem of language in the development of a South Indian Alliance at the regional level. Experience shows that when the meets are state-specific, a healthy interaction follows; however, when it involves other states, several difficulties are encountered. Each of the presentations, discussions, games, songs, needs to be translated into each of the other languages. Not only is this tedious and time-consuming, but also limits direct interaction among the participants. Furthermore, since the practice of alliance building is not a formal one, sourcing continuous support is a challenge. Groups with limited finances find it difficult to organize such meets.

In spite of all these challenges, alliance building has had significant impact on the ground.  For instance, the essence of Alliance can be noted from the following statement from Basic Needs’ records, ‘On completion of the first year, Basic Needs India invited all the people involved in the programme directly as well as indirectly, and who have contributed towards the development of persons with mental illness to share their experience and provide suggestions for further progress. Hence, a two-day get-together was organized in May 2005. This was a gathering called to reflect, review and understand the status of the programme. The reviewers, the partners and the friends of Basic Needs were present at the programme. ‘Partnership,’ based on which the whole programme works, is a significant achievement of the programme. It was quite evident from the many people who had come together to reflect and learn from each other.’ 

Or as Regina, a mental health worker, puts it simply,  “The experience of working with persons with mental illness gives me a sense of peace in life……….”

This is a web representation of various sections of society involved in the CMHD program of Basic Needs India
Source : Extract from the paper - ‘Putting people first, Mental Health and Development in South India’ by  Communication for Development and Learning, Bangalore.                                                              

PM Session III. Values and ethos governing the work of an organization 
(30 minutes)

· The trainer asks the participants to list individually five contributing and five impeding factors to healthy functioning of an organization.

· The trainer invites the participants to share from their lists.
Process Questions :

1. What role do values play in defining the quality of work of a development organisation?

2. How challenging is it to maintain the ethos of our organization when it is at variance with the mainstream thought?


Note to the trainer :


The trainer encourages the participants to address issues such as gender discrimination, inclusive culture, transparency and accountability.
· The trainer takes the participants through a paper on Values (PM, Handout 5) governing the work in BNI’s CMHD program to be read aloud in the group.
Process Question:

Share some areas where you have seen these values drive the work in the CMHD model, either in the field visits or as revealed in the sharing or case studies.  

· Trainer circulates a paper – ‘Respect’ (PM, Handout 6) to all the participants and asks them to read it on their own.  

· The participants remain silent for few minutes and reflect on the paper and the session.


Note to the Trainer :

This is the final session of the training program.  The trainer to take care in planning the closure of the session in any manner he/she chooses. 

 (PM Handout, 5)

Note on Values governing CMHD Model of Basic Needs with reference to interaction with persons with mental illness, care givers and the community.

Values as expressed in our partnership today and as well in our work in the communities are based on one vision for society.  These go beyond the boundaries of ‘projects’, ‘programmes’ and institutions.  True, however these remain in a sense our vehicle/tools that we use, critically and creatively, as much without getting into mere patterns of activities.  The essence of our approach lies in congruence in our values and way of doing things.
The values that govern the  Community Mental Health and Development Model of Basic Needs, with regard to working with the community and persons with mental illnesses:

· Respect for each other, respect for persons with mental illness and their potential. All human beings are equal.

· Every one has potential to contribute, regardless of their socio/economic/cultural background and state of mental health.  All contributions are to be respected.  

· Basic needs and Basic rights of everyone to be addressed.
· Voices to be heard.  (Voices, opinions and perspectives of persons with mental disorders and their care-givers form the core of the planning and design of all BasicNeeds’ programmes.)
· Inclusion of persons with mental illness and care-givers equally without any discrimination of caste, tribe, gender or age.

· Top priority to be given to the most disadvantaged groups and to the very poor.

· Collective action for bringing about change. 

· Consultation and participation in decision making. Persons with mental illness should have equal opportunities for full participation and to exercise their rights.

· Sensitivity to the needs of persons with mental illness and their caregivers, and responding in a realistic manner.

· Open discussions about the issues and problems of people, whilst maintaining confidentiality.

· Maintaining transparency, accountability and mutual trust.

(PM, Handout 6)

Respect for other people

If we want to succeed in establishing a relationship of trust and confidence and in promoting change, there are certain attitudes which we need to adopt in our relationships with others.

These attitudes are important for the life and the learning of any group undergoing training for development work.  Without these attitudes we shall not learn much.  They are also important for us in our visits to villages or slums and in all our meetings with other people, whoever they are.  These attitudes are also important in other aspects of our lives – in our families, at work, with our friends and in casual encounters with others at the shop or in the bus.
The most important is an attitude of respect for other people.  This attitude is based on a sense of the worth of every human being.  This is a fundamental value which underlies our approach to development.  We believe that without respect for others, there can be little meaningful learning or development, either in a training group or in a community outside.  Respect implies confidence in the other person’s ability to learn and in his/her potential to solve his/her problems and to change him/herself.  In the wider context of development, it implies confidence in the potential of communities and groups of people to take hold of their own lives, to solve their own problems, and to work for change and transformation in society.

By communicating respect, we help others to respect themselves.  For those who are downtrodden this is important; their attitude towards themselves may be one of disrespect.  Perhaps in a slum you may hear people  saying things like, “we are only poor people, we can’t do anything, we are helpless.”   If we respect them, we shall help them to respect themselves and each other and change these attitudes of helplessness and worthlessness.  We shall be helping to give them back their dignity.    Showing respect means we give time to others, listen to others, allow them to make decisions for themselves, express warmth towards them and interest in them.

One final point about respect.  Respect for others is based on respect for oneself.  Unless I respect myself, I cannot respect others.  We often see in the course of life, that there is a correspondence between attitudes and behavior towards oneself and attitudes and behavior towards others.

If you are reading this paper in a group, we invite each of you to do simple exercise at this point.  Look around at, or think of, all members of the group for a couple of minutes and in silence.  Think whether you have an attitude of respect towards each one of them.  If not, try to cultivate such an attitude. 
Source :  John Stately, Development Studies Course, Birmingam
	Strengthening the trainer
The purpose of this last chapter, as the name suggests, is to provide the user of this manual the extra edge in preparations and thus assist in a better implementation of the training program. 
This chapter contains :

a) Excerpts from the report on ‘Certificate Course on CMHD model, BNI experience, run in collaboration with TISS, Mumbai’ conducted in January 2009.  The modules dealt with here are :

i) Module I - Community Mental Health and Development (an expansive report)

ii) Module IV - Capacity Building (report on first two sessions in the module)

iii) Looking back on the learning process and the road ahead, Final Session, ( a brief report) 

The purpose of presenting these excerpts is to give the trainer an understanding about the manner in which such modules could be handled.  Also with specific reference to the detailed report on Module I – CMHD, it  is  a good example of documentation/record of a day’s activity in a training program.

b) Details of two overnight assignments suggested in the Module I for participants to get to know the group and self better.

i) Me and My work 

ii) Personal Profile 

c) A Bag of Cookies that could be used as energizers in between sessions during the training program.  Some of these also come with suggestions as to where in the program they could be used appropriately. 

d) The format of registration form seeking applications from the participants that could be used or improved upon.

e) A note on Three Phases in training for development – provides insight into the process the trainer needs to keep in mind to bring about attitudinal changes in the participants, so that the training program translates to successful, sustained initiatives in the field.  



Excerpts from the report on
‘Certificate Training Program on CMHD model of Basic Needs India’
Conducted by Basic Needs India in association with TISS, Mumbai in January 2009.

Report on Module I - Community Mental Health and Development 

The trainer welcomed the participants and stated that learning from everyone we come across and each other in the group is vital.  Learning implies intense listening, setting aside our assumptions, likes and dislikes - and becoming conscious of contributions we make and also what we learn from others while in the sessions and outside. We are a group of individuals with a great variety - with willingness and interest to learn. Here the facilitator brings to focus the learning through a process of interaction among all individuals in the group.

1. Introduction

The experience of introducing self and getting to know the others in the group was given by asking the individuals to move freely and meet everyone else and greet each other.  The group moved freely shaking hands with each other with smiling faces. Within minutes everyone met everyone else. They appeared happy and relaxed.

This was followed by a quick round of everyone speaking out one's name with an adjective that describes oneself. Everyone was not only keen to give an adjective to oneself but intently listened to others. Interestingly, all the adjectives given were positive descriptions of self. In both the exercises, the self and the group were forced to relate to each other. 

2. Expectations Sharing 

Expectations of the participants from the training programme gain importance as the participants are likely to look at the programme with their expectations. It helps to bring their attention to the expectations of all the individuals in the group and also the objectives of the programme as specified by the organizers. This is a necessary process for clarifying to the participants, what to expect and hence allow them to be free to focus their attention on the programme. 

The participants had listed their expectations in their registration forms. These expectations were listed out and categorized with the bases identified from the list. They were:

a.
General understanding of Mental Health and Community Mental Health.

b.
Implementation of Community Mental Health and Development (CMHD) model. 

c.
Building skills for implementation of CMHD programmes.
The participants were asked to look at their own expectations and the expectations of the group as a whole and take a look at the list (posted on the wall) from time to time to see how many or how much of these expectations are being met within the time available. 
3. Norm Setting
In training programmes, for effective implementation, certain norms need to be set by the participants and facilitators. Some norms were suggested by the facilitator. They were:

· The module for each day is ready for distribution (either at the end of the day or at the end of the training program.

· The hand outs are given out by the resource persons with appropriate instructions

· Over night assignments are of great significance, to be taken with commitment by the 
      participants.

· Attending to mobile phones by participants/ resource persons will not be entertained. Phones to be switched off or kept in silent mode.
· Help would be provided to persons who find it difficult to follow the language in the


sessions.
Norms are set to facilitate learning in the training programme. 
4. Reflection Diary

The trainer suggested maintaining a 'Reflection Diary' by the participants.  A group of four participants will take the responsibility of writing the diary every day. The purpose and guidelines for writing the diary were presented to the participants by putting them up on a poster.  The participants were given a note book to write on. 

Purpose and guidelines for writing the diary clearly brings to focus the consolidated learning from the experiences provided for learning during the day. Learning here includes the process of interaction as well, besides the reflection on the contents and the changes that take place within the individuals and the group.

5. Community I know, Community Member I know

The participants were asked to think individually about a community they know, its main features that come to their mind and share with a participant sitting next to them. They were further asked to analyse the features they brought to share, their strengths and weaknesses. 
Following this, the participants were asked to describe community members they know by choosing a set of five adjectives out of 20 adjectives given. 

This again brings to the conscious level of participants, thinking and feeling of the community they had experienced, of living in, and  the people in the community they know and also their reflections on what they know of  people and of themselves and the relationship between what was said and their own selves as persons. 

6. Mental Health
The participants in groups of three were asked to think about a person with mental illness each one had come across in ones own life and share the experience with others in the group. The whole group discussion was on what they felt about the person with mental illness. Pity, sorry, empathy, sympathy, shock, anxiety, fear, sad, confused, terrible disturbance, helplessness, non-understanding were the feelings expressed by the group. Everyone personally has had an experience of coming across persons with mental illness. General feelings that emerge from such experiences are real. Our response to persons with mental illness depends on how we look and feel about them. Our perception impacts our work in the field and in the programmes we plan to support them. 

7. Voices of People: Consultation with Persons with Mental Illness (PwMIs)

The trainer asked the participants to express their own feelings when they were ignored or their voices were not heard by others. The participants come out with a range of feelings - Silence,  hurt, humiliation, inferiority, frustration, depression, withdrawal, violence and revenge. 
This brings forth the importance of 'self' to each and every one. The facilitator drew the attention of the participants to the fact that these are the very words used to describe persons with mental illness and we have to understand that persons with mental illness also share these feelings. We need to listen to them and understand what they want. Listening to their voices is the basic belief on which the CMHD model has evolved. 

The trainer described the process of consultation with persons with mental illness - his personal experiences in the field, described vividly, brought alive the situations for the participants to listen with rapt attention. The specific voices of PwMIs from the field included 
· PwMI who resorted to total silence due to the family's decision to entrust his care to his brothers along with his property. 
· PwMI who refused to go to the hospital to see the doctor, as the doctor listened to his brother about his activities and refused to listen to his responses.
· Women with mental illness brought out disturbing issues of violence and abuse. 

For those who work with persons with mental illness, many issues get clarified on listening to them - the illness is not 24 x 7 and it is only in phases, the issues of marginalisation, social exclusion, discrimination and their concerns towards medication. 

It brings out clearly that institutions are inadequate to address the concerns of PwMIs. Solutions can be found within the communities. Development meant listening and dialogue. 

8. Community Mental Health Development Perspective

A hand out on ‘Development Perspective with Human Rights Focus’ was given to the participants. They were asked to read the paper individually and discuss in small groups (of five). The participants shared the highlights of their discussion to the large group. The highlights were (a) Shift in development focus from economic development to socio-economic development. Shift was also noticed from centralized approaches to people - focused approaches. (b) infrastructure development is also crucial which is not mentioned in the paper (c) there was an animated discussion on the rights focus. The participants felt that rights and responsibilities should go hand in hand. The trainer felt and expressed that rights exist as long as humans exist. 

This requires further thinking about rights approach to development in depth.  Using a paper to read and discussing the content as a training methodology was also looked at. The participants expressed that it facilitates involvement in the content read and participation in the discussion. It was quite visible that the participants critically reviewed and brought out not merely their understanding but also their comments on development from their own experiences in the field.

9. Community Mental Health
The participants were asked to list five issues in the society that concerned them and to prioritize them. They were asked to share their most primary concerns, which were put up on the board. The concerns mentioned by them were mainly social, economic, health and political.

Social Concerns:  It included shifted value system, social discrimination, family problems, gender disparity, domestic violence, problems of the aged, social security (insecurity), migration and terrorism.

Economic Concerns: It included economic disparity, increasing poverty, elitism, unhealthy competition and unequal distribution of resources.

Health Concerns: It included ill health (non curable diseases), nutritional deficiency, pollution. 
Political concerns: It included self serving leadership, selling of votes, caste politics, non-awareness of human rights, increasing reluctance to fight injustice. 
The participants were asked to share possible solutions to the concerns expressed.  Solutions suggested were at the personal and social levels 
· changing oneself to what one wants to see in society not taking part in corrupt activities oneself; believe and accept inter caste / inter-religious marriages.
· making organized efforts for change, intolerance of divisive forces. 
The participants there further asked to focus their thinking on whether their concerns are existing already or is it a new scenario emerging? 
How do we address the increasing insensitivity of the public towards these concerns?

10. Poverty Perspective
A paper on 'Poverty perspectives' was given to the participants. They were asked to read the paper individually and make observations and comments in the whole group. The multi-dimensional nature of poverty was brought out. One participant felt that the paper diluted the sense of poverty. The trainer drew the attention of the participants to the complexity of the issue of poverty the paper is presenting by looking at multi-dimensions nature of poverty and it is not merely economic deprivation but it is deprivation of variety of aspects of life. This is to the understood when we need to address poverty in its complexity.

11. Gender
The participants were asked to share about the different kinds of games they played when they were young (about 6-9 years).  A variety of games were listed - both indoor and outdoor games (seven stone, snakes and ladders, house - house, lock & key, police - thief, cricket, football, gilli etc.) Further the trainer asked them to think about playing with their siblings - boys or girls. The participants shared their experiences of  (a) playing with their younger brothers upto a certain age and then finding their own age partners; (b) playing with their sisters upto a certain age.

The trainer shared her own experiences of observation of children's play in villages. When given clay for modeling, girls made pots and pans and boys made bullock - cart, rice-mills, lorries, transistors etc. The world for girls seems to be limited to the house, whereas boys moved freely and were exposed to a variety of objects beyond the household ones. Sex stereotyping seems to get infused into girls and boys with the restrictions and freedom to move around.

The trainer brought in the concepts of Sex and Gender - 'Sex' being biological and cannot be changed, whereas 'gender' being social, it is governed by norms set by the society and hence can be changed.

A paper on key concepts related to Gender was given with reference to work - there is (a) sexual division of labour - men are considered to be engaged in productive work and women in reproductive work (b) access to and control over resources available differed between men and women (c) status - low status for women (d) condition and position - the conditions under which women live and work to carry on with their work, the position is the unequal relationships of men and women, place of women as compared to men (e) practical and strategic gender interests/  needs - taking into account the practical gender interests and needs such as a better stove, flour mill, wet grinding means improving the working conditions of women but not their sub ordinary position in society whereby addressing the strategic interests / needs such as their power in access to and control over resources (f) development policies - gender blind, gender - aware, gender- neutral, gender specific  and gender redistributive. 
The trainer then drew their attention to the concepts through illustrations from our own lives and field studies. The participants were asked a question - `Where are we with reference to our focus on gender in our own development programmes?'

The participants were quite animated and shared their responses which brought out their varying perceptions; awareness and recognition of the crucial role of women in society (a) giving initials to children including the names of both parents  (b) low position of women in society (even in matriarchial societies, namesake power is given to women but the actual control is with men in the family) (c) unequal power relations coming to the fore and creating problems, choices women are beginning to make  (d) women as culprits of all the chaos - women against women, economic empowerment  leading  to divorces, women utilize laws against men (d) natural reaction of women to oppression as they recognize their own capabilities. 

The discussions were lively and quite open showing a variety of responses - the confusions in the minds of the participants had an outlet.

The attention of the group was drawn by the trainer to the fact that we are animated as well are touched by this issue of gender. We need to look at this issue much more seriously in the interest of the larger society. Are we going to keep the status quo? are we going to provide facilities that will change the condition but not the status? We need to look at our policies - gender blind or gender aware?  We need to reflect constantly why do we do what we do?

Following this, a reading material on 'Women and Mental Health' was introduced and a copy for each one was distributed for them to read on their own - The beliefs about women / men we have as individuals to be linked to the way the society looks at men / women and the issues that arise and the needs in terms of developmental approach to men/women. 

12. Historical Development of Mental Health Care in India
'A paper on perspective of Mental Health care in India' (1947-2000) was distributed to the participants. The trainer brought to the focus of the participants that the national scenario from 1947-2000 shows that the evolution of mental health in India has been from 'Psychiatry to Community Mental Health'. The evolution was in four phases. These phases were summarised and put up on the posters. 

Phase I : 1947-1975 (28 years)  focus on Primary Health care in rural areas:

· During this phase, recommendations were made (a) to improve the existing mental hospitals (b) to provide facilities for training in mental health work for medical men and ancillary personnel (c) establishment of Dept. of Mental Health in the proposed All India Institute of Medical Sciences.

Important outcome of this phase was:

· Setting up of a number of District Psychiatric units in different parts of the country and creation of a Mental Health Advisory Group in the Ministry of Health.
· Community Health Volunteer scheme (CHVs) from the community to serve 1000 population - training of CHVs contained a small component on Mental Health. 

Phase 2 : 1975-1982 (7 years)
· Period of integration of Mental Health with Primary Health care and Training of Primary Health care personnel

· Recognition of large numbers requiring Mental Health services - especially in rural areas. 

· The limited number of psychiatrists and other mental health professionals to provide care.

· Emergence of multi-purpose health model.

· Importance of early recognition and treatment. 

· Conformity of care and integration of mentally ill into the community through integration of mental health with general health services. 

· Training of General Practitioners in mental health.
Phase 3 : 1982 - 1990 (8 years)

National Mental Health Programme (Govt. of India 1982)

· Mental Health care for all, particularly the most vulnerable and underprivileged

· Application of mental health knowledge in general health care and social development

· Promotion of community participation in mental health services  - towards self help in the community

· Growth of mental health services

· Poor conditions of the Mental Health Hospitals began to be questioned by voluntary organisations through public interest litigation (PIL) 

· A series of PILs - mental hospital became the subject of judicial process. 

PHASE 4 1990-2000 (10 years) 

The National Human Rights Commission (2000) report on the mental hospitals of India - documented systematically the current situation of the mental hospitals:

· violation of the rights of persons with mental illness in mental hospitals

· Urgent need to change to become centres of care and treatment. 

· DMHP launched – 1996, initially in four districts in 1996; 




in 22 districts in 20 states in 2000. 

13.
Consolidation of Learning

The trainer presented a web-diagram on the poster linking the community, 'Mental Health and Development'
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	The short forms in the web circles clarified :

Soc Justice : 

Social Justice

Cum-involve : 
Community Involvement


The participants sat up (even at the late hour) with wide - eyes and started to see the linkages of the major components of the CMHD model. 
B. Excerpts from the report on Module IV- Capacity Building

Session 1 :  what is capacity building ?
The trainer distributed a note on capacity building and discussed it with the participants.  It was focused on `Experiential learning’ and capacity building. Importance of hearing people’s voices was emphasized to understand the mental health issues.
Session  2 : Discussion on barriers    

The trainer divided the participants into three groups.  He asked them to reflect on issues based on the case study given to them.  The groups had to look at the barriers at different levels. Specific questions were circulated to each group to help them reflect.

Group i- family barriers
Group ii- barriers in the community
Group iii- sectoral or the system level barriers

The groups reassembled after 30 minutes of discussion to present the responses they had written to the process questions given.

Group 1 : Life story of Dhanalakshmi :  

Response to Process Qn 1: Perception of a pwmi is as normal as a regular person.  She has perceived the facts correctly.  We normally think that pwmi cannot view things normally (one of the group members had a different opinion). The brother felt that family cannot understand the feeling of pwmi / perception of pwmi about their condition may be different from the family.
Response to Process Qn 3:  Sister in law nags and harasses her – if this is the attitude its difficult for a pwmi to recover sooner.  Family not understanding her need for children and their love.  Lack of understanding and respect for her.  
Trainer then posed a question to the group; “were there any indications that there were problems before she was married?”  The participant’s responses were,
· The lady instead of going to school was looking after her siblings and nephews during her childhood.
· Parents are also responsible for the poor opportunities in her childhood.
The trainer posed another question about any other indication being present about parents’ attitudes towards the lady.  With some prompting the participants suggested that the parents were not aware of the husband’s background prior to arranging the marriage.  Trainer then mentioned about his perspective about gaps in family in attending to Dhanalakshmi’s needs.
1. Not enough care given in childhood
2. Not enough care taken while marrying off the daughter
3. Not enough efforts to address the issue of reconciliation with the estranged family.

4. An attitude of helplessness about daughter’s condition and not looking at possible solutions.
Observations were made about families in Bangalore slums, where problem solving skills were poor leading to either perpetuation or precipitation of mental health.
Group 2 :  Case study of a family situation  
Response to Process Qn. 1 :  The group discussed the society’s role in the case study as that of  a spectator, neglecting the affected family, stigmatizing them,  giving confusing advice, teasing etc. Lack of awareness, fear of  behavior of pwmi influencing the society in its response to pwmi.  

Response to Process Qn 2 :  Regional words used to describe pwmi: prandan, vattan, paagal, kirikal, psycho, mental, paithyam, mad, kilpak paati, nimhans case, ullambara case, yerwadi.
Response to Process Qn.  3 :  Chain, confinement, dark room, sedation. 
Response to Process Qn. 4 : Social acceptance in general and of family and community at large responsible for the situation they are in.
Mr. Naidu substantiated with further information about the case study given - not only the person, the entire family was boycotted, no water, no facilities.  Trainer summed up saying there are reasons why society is doing what it is doing :

1. Lack of awareness of the condition
2. Preconceived notions
3. No solution to the  problem, so push them out
Faced with such a situation, the society reacts by various types of restraints and rejection.  Looking at society’s response, whose interest is it having in mind while responding?  Premise is to protect society from the pwmi.  Earlier, the Indian Lunacy Act was conceived along those lines.  Many a time medicines are administered with a wish to get done with the problem. In response to participant’s query as to why medicines should be looked at as society’s wish to do away with the problem, the trainer responded by mentioning that just quieting the person, or person free from symptoms is not holistic recovery.  Medicines can only achieve a limited amount of stability, as other issues also need to be addressed, issues that are more complex than administering medicines.  

Group 3 :  News paper article on IMH, Chennai.

The group presentation put forth the following barriers based on the article.

· Evidence of institutional barriers and attitudinal barriers. 

· Policy makers are unaware of the problems.

· Institutions for pwmi not close to community

· Institution not following norms

· Human rights violations

· Officials visit only in times of crisis, do not monitor on a regular basis.

Trainer questioned the group `Why lack of response or poor approach?’ to which the group responded :

· The society has no expectations or demands concerning pwmi from the government.
· For some time in West Bengal, mental health was covered under the prison legislation and not the health sector.

· Nobody will speak on behalf of the pwmi

· If society (including the family) rejects and neglects pwmi, then the state has no 

accountability 

The trainer spent some time to discuss the problems and planning in Public Health sector. 

· Planning is centralized, not looking at the needs of people at ground level, eg. snake bite medicine not in the scheme 

· Poor state level planning

· No district level planning, no resource available for district level planning.

· Health system dominated by allopathic medicine. (Problems with this is, Allopathy sees care as medicine - hospital, knowledge / decisions by the doctor, centralized medicine production, limits participation of client/patient, reflected in psychiatry). But the main issue is, Allopathy is being taken over corporate and pharma companies. Powers are vested elsewhere, which get reflected in policies and decisions made.)

· Health system is compartmentalized.  Health system talks only about medicines.  In case the patient wants something else, he has to go to another department. Needs are not compartmentalized, but the system is.  

· Not participatory. Though the government says include beneficiaries, but its solutions are to be delivered, not participatory.  E.g., TB program, worker puts medicine into the mouth of the patient, see that its delivered – no participation)

· Institutionalization of the problem.  Through 60s, in the west it was proved that institutional care is not the answer, but in India the scenario still persists.”

One of the participants, a doctor clarified that in allopathic medical colleges, the doctors are taught about community, preventive and holistic aspects of medical work.

Session 3 : Overcoming the barriers

The trainer gave the three groups questions looking at possibilities of overcoming barriers and asked them to discuss and present their responses.

Group 1 : Overcoming barriers at individual and family level

· Family support plays an important role in recovery.  Need patience and persistence in dealing with pwmi.

· Field worker should visit regularly and must acquire interpersonal communication, counseling skills, work with family and pwmi. Field worker should have knowledge about mental illness, types and also have the ability to listen, observe.

· Care giver group should be equipped with life skill training and skills in handling pwmi.  They should work as an advocacy group, address mental health issues and emerge as a federation in the long run.

· Field workers tend to get influenced by the society and family members.  This should be avoided.
· Crisis management skills for the family.

Trainer added that group also needs to look at the needs of the carer.  How does the carer handle   their needs and pwmi’s needs?
Group 2 : Overcoming barriers at the community level
The group presented its responses to the questions posed :

· Community should realize that there are pwmi in the community

· Data collection of number of pwmi in the community

· Awareness that they have the same rights as others.

· Instruments of change : Education, public health services, self help groups, policy awareness, social support system, livelihood and dignity.

Trainer summed up the presentation by mentioning that the stigma of disability and mental illness has changed through self help groups and coming together, and that new power equations are emerging in the society.

Group 3 : Overcoming barriers at policy level

The group presented its response to the material given. 

· Need to integrate mental health into general health system

· All doctors need minimal training in psychiatric care

· Alternative means of care need to be tried out

· Holistic approach

· Counseling professionals need to be made available at PHC level

· Community groups need to advocate the cause

· CBR interventions

· Right to question the medical professionals should be given

· Grassroots level government workers should have knowledge on mental health issues.

Trainer summed up the presentation by mentioning that a way ahead has emerged.   Interventions are not necessarily to be planned by NGOs.  The stake holders need to be the community or else the barriers won’t be broken.  

C. Looking back on the learning process and the road ahead – Final Session 

The trainer distributed to the participants a paper that contained the summary of significant entries in the Daily Diary on all days, in effect, a summation of the participant’s feedback on the week long training program.  The participants read the paper in silence and reflected on the contents.

The trainer then invited the group to share its thoughts at the end of six days of training, to share how the participants’ ideas had changed, if at all, over the week. The responses were:

	Understanding of mental illness and treatment – my understanding earlier was it is to be dealt at the personal level.  It’s a disease, sometimes medicines, also probably psychological aspects.  But after this program, my understanding has changed. Pwmi to be treated as a person, not look at the illness, focus should be on the family and community. Without changing family and community environment it is not possible to address the mental health issue and finally, such people however severe, can be productive. Also reinforcement of learning regarding poverty and other issues. 

	

	Funder:  Came here with some expectations, and most of them have been met.  Increasing my knowledge base, interventions, laws.  All met.  Now how do I take this knowledge further ?? that is my primary concern. Shift from medical model to social approach. Human approach.  Not only medicines. Many concept clarifications.   Hoping to integrate CMHD into partner’s activities, not only in those present but also across the country.

	

	According to me this is the first program on mental health I have discussed.  I acquired basic knowledge about mental health.  In church activities it is needed to know as it helps boys who want to be ministers.  It will help to understand myself and also the people who interact with me as my role as a pastor.

	

	I did not have much knowledge about it.  Knew about it as a disease, not curable.  This kind of cases come to me, but not given attention as it was not my interest.  Now post training, the ideas have changed.  Have got some knowledge. We can prevent mental illness.  This program has given me a platform to take on some work in this sector.  Impressed with thought provoking statements of Naidu sir.

	

	Very lucky to be part of this training program.  My background is livelihood and this gave me a disability perspective.  Helps me to introspect and keep myself in check.  Qualities that have been described about pwmi will help me to introspect and check myself.  Materials are useful for future reference.    

	

	For me mental health was a single entity before coming here. I saw the paper on gender and thought it will be one more one among many programs.   The circles gave connection.  And only yesterday I got the complete picture.  I thought I had enough bookish knowledge.  But now I truly understand the community picture, I must go back and learn more.  

	

	I thought we were a small group, we are alone.  But now I am happy to have the network’s support.  Advocacy part was less – good part is the sustainable livelihood session is extensive.  Learnt from field visit voices .. impressed by community answers.  We might not have the answers but the community will have answers. 

	

	So much material has been given, if not digested will create problem.  The problem is in the community and the solution is also in the community.  Its how seriously I take the community, solutions will also come from there.  Most of the problems remained with medical fraternity.  Teaching methodology is appreciated.  The working together of the trainers, team spirit… not seen in other places.  There is constant consultation, and no hierarchy and appreciate the teaching methodology.  Ground is prepared for a new alliance.

	

	Six days training on community mental health.  Different aspects of CMHD.  Livelihood options..  need for detailed study, different situation, skill of the person, pwmi, lot of information that I wanted to know. Field visit was a good learning opportunity for me.  

	We can replicate in our project area – Orissa.  Eg. People here, caregivers, are giving what ever they can pay – increasing the ownership and involvement.  Materials are important.  Interaction with participants helped me to know a lot about other works.

	

	Providence that I am here.  Was very happy that I was accepted.  I have passion for the work but did not know how to carry on.  Here I am happy to get practical information.  Methodology is interesting.  Classroom and outside experiences have taught me more than theoretical sessions, especially from individuals like Naidu sir.  Hospitality and organisation very good.  Hoping to meet some time in future.  CMH module.  Legal aspects, not just money alone.

	

	Learnt the meaning of two words `poverty’ and `care giving’.

	

	I am working with 75 pwmi. Not much done for them, they are getting mainly medication.  7 or 8 in larger integration.  Listen to the voices is the major learning.  CBR activities are into 4th phase. Ground is there for integrating the program in a holistic way.  Materials are useful.  First exposure to a larger group like this.  This has helped in my learning.

	

	I came with an open mind. I have the habit of going wherever the drum is beaten.  Each experience helps in my work.  This experience is unique as it gives me energy to go forward. Also helped me to differentiate animator and trainer role. Learnt that 1/3 of psychiatric drugs of the country are consumed in Kerala.

	

	Its very difficult for me to sit in one place.  I managed to do so in this training.  This was not like pouring.  This is like a well, take as much as you want to take. 

	I learnt many things – we are working with disabled persons -  giving medical intervention.  Not thinking holistically.  We are playing a bigger role not very participatory.  Training is flexible and participatory and scope to learn.  Good collaboration between resource persons.  My critical analysis and observation and reflection.  Knowing and unknowing we are doing prevention programs – if we put in causes help in early identification.  I wish to see NIMHANS.

	

	I got very much convinced that I am one among them.  If there is no coping system, then anyone could be in trouble.  We are all part of the problem. I don’t know how far I will intervene but I shall continue to respect what I have learnt.  I was able to see their pain – during the field visit, their struggle and still many unanswered questions.  How to include mental health in CBR program. All interventions are same across disabilities.

	

	The greatest learning has been the variety that has been brought in by different people.  First day I mentioned my adjective – positiveness.  I want to work on poverty in a positive frame work.  I go out to meet challenges in my work.  I enjoyed being a student again.  I believe every body has a potential and with right approach they can deliver and perform.

	

	Reporting was not there, but reflection is important.  First time in a training program view and thoughts were important, not so much the content.

	


Ms Valli Seshan commented that, “if the participants are not what they are, the program would not be how it has been. The group is a learning group”.

There was a quick discussion on two questions raised by the participants :  What happens post the care givers/parents’ life time and also if the mental illnesses can be termed curable versus treatable. There are several perspectives about the curable vs treatable debate.  There is one line of thought which state that since allopathic interventions do not look at community and family barriers, so its premature to comment.  Another perspective is that, mental illness is a phase in one’s life and it is not necessarily to look at it in terms of curable or treatable.  

With regard to life of pwmi post the carer’s life time, the group agreed that it was one of the most pressing concerns of the families involved.  Various options are being explored by the stakeholders.  No one has a complete solution.  However, if the pwmi is empowered to understand his strengths, with self belief, many could make a life of their own.  And for those who can’t, the family and community could get together and come up with some innovative inclusive solution.  

Participants then shared their thoughts on going ahead at policy level:

	“I request Mr. Naidu and his team to sensitise our group when we meet soon. 

	We would like to put mental health on all our partners’ agenda.

	At our next meeting we will take time to discuss with NGO network to take on mental health information program



	Mr. Santosh:  I shall try that mental health becomes an important agenda for the NGO.

	Ms. Bharaty:  I shall liaison with district mental health officer, I shall begin soon.




The participants were then asked by the trainer to share one feeling that was on top of their mind then.  The participants’ sharing are grouped here according to similar feelings:

· Happy beyond measure, Happy, Eager, Hopeful, 

· Recharged, Inspired, Animated, New Vision, Confident

· E group needed, Can we network on email?,

· Satisfied, Grateful, Full, Appreciative

· Apprehensive, Disturbed, Confused, Anxious, Disconnect.

Ms. Valli read out a paper on development and circulated the paper and web chart.  She narrated a small story and requested the group to remember the efforts taken to procure the materials / documents for them, and asked them to value and use those documents.   

Participants shared badges they had made for each other on the previous evening and explained the reasons behind the design and message on  the badges.  

Ms. Srilatha shared a story about world map and child putting it right.  Nut shell : put the person right and the world would automatically come together and be ok. 

Ms. Srilatha then distributed the certificates to all participants randomly. The participants gave away the certificates to each other.  The entire group cheered the proceedings.

Ms. Bharaty sang a song about tea leaves picking women. Mr. Muralidharan sang in Malayalam, on freedom struggle.  Ms. Mallika Rama Rao sang a Hindi song about moving into the future full of sunshine and hope for the participants.

Ms. Valli closed the day thanking all the people involved in planning and implementing the program and also the participants.  

Overnight Assignments 

A. Me and My Work
Participants in a new group will be interested in having an opportunity to get to know more about each other, their work and also share experiences.  As an overnight assignment on Day 1 each participant could prepare a poster or chart illustrating their work and role/s. On the following day, they take turn to introduce their work and roles, speaking briefly and using their poster as a visual aid. The presentations can be scheduled over two days, if needed. 

Such an exercise will facilitate the process of working together in the course group, communicating, sharing experience and listening to each other.  

Guidelines : 
· Trainer elaborates on the purpose and task, facilitates the presentations to be brief and clear and to raise questions.

· Participants to prepare the presentation in the form of a poster, chart, sequence of pictures, timetable of a day at work, a diagram with notes etc.  When it is finished, people should be able to understand by just looking at it.  

· Participants ensure that their presentation is brief, clear, includes essential information about themselves, for example - designation, work roles, responsibilities etc.  Participants can ponder over questions like : 

· What will others want to know about me and my work?

· What do I want others to know about me and my work?

· What will be helpful to the group in learning at this stage?

· What is essential and what could be left out?
· Preferably, the presentations to complete in one/two sessions outside the scheduled timing.  For example, the sharing of this could be scheduled soon after breakfast and before dinner. Trainer to ensure that this exercise is completed in 3 days time at the most.  

B. Personal Profile
	1. Congruence between proposed social goals and personal behavior.
2. Respect for people, confidence in others.

3. Empathy, understanding of others.

4. Adequate technical knowledge and skills in agriculture, medical, etc.

5. Ability to innovate.

6. Ability to think and act independently.

7. Ability to learn from previous experiences.

8. Ability to adjust to arduous living and working conditions and to minimize personal needs if and when necessary.

9. Skills in working with other people in groups or in communities. Persistence, capability for consistent hard work.

10. Clarity about social goals, 

11. Vision of an ideal society.

12. Clarity about strategy for change

13. Clarity about development process.

14. Competence with indicators and statistics relating to poverty, injustice and present situation.

15. Discipline of reflection on personal roles, experience, action, externals.

16. Ability to communicate effectively with others.

17. Ability to negotiate, manage conflict.

18. Systematic nurturance

19. Manual work

20. Willingness to take risks.


Source: Development Studies Course, Selly Oak, Birmingham

Bag of Cookies – Keeping up the interest

1. Joining together in Groups

The participants move about freely. The trainer calls out a number, for e.g. ‘three’ or ‘seven’. The participants must immediately join together in groups corresponding to the number called out.. Those who are unable to join a group of the correct size are out of the game. The game continues until only two participants remain.

2. Knowing the names of all in the Group

Participants sit in a circle. The trainer asks one of them to start with his/her name. The next person repeats the first one’s name and adds his/her own name. The participants go on until the last person repeats all the names.

3. Imaginary Ball

Participants stand in a circle at arm’s length, facing inwards. The trainer explains that he/she has an invisible ball which the participants are going to throw to each other around the circle. The trainer then starts the game by ‘throwing’ the ball to One of them. If the participant to whom he/she throws it has understood the game, he/she will then ‘catch’ the ball and throw it to someone else in the group and so on. The game is played in silence, and is a simple exercise in non-verbal communication.

4. Freezing

One ,two or three participants are ‘freezers’. The remainder are ‘freezable’ but are also ‘de-freezers’. When a freezer touches a freezable participant the latter remains frozen (i.e. still) until a de-freezer touches him/her. The game continues until all are frozen.

5. Who is Missing ?

The participants stand in a circle facing outwards, at arm’s length from each other, with eyes closed.  The trainer reshuffle some of the participants ( who must keep their eyes closed) until no one knows who is standing next to him/her.. Then one participant is moved to the centre of the circle, told to crouch down and is completely covered with a cloth so that he cannot be seen. The trainer then gives a pre-arranged signal to the other participants to turn around and look to see who is missing . The trainer may keep note of the time they take to name the missing participant.

6. Touch Blue

The trainer calls out a word, e.g., ‘blue’, ‘floor’, ‘wood’,’grass’,’yellow’, and the participants must all push to touch whatever  has been named. As soon as most people have touched it, the trainer calls out the next word .
7. Statues  

Participants form pairs. One partner is the clay. The other is the sculptor. The clay stands entirely relaxed, while the sculptor arranges him/her in certain posture. Neither may speak during the game. They then exchange roles. Sculptors may be left to choose the postures or the trainer may specify what is to be depicted, e.g., ’fear’, ‘anger’, ‘joy’.

8. Exchanging Roles 

Every one writes his/her name in a slip of paper. The slips are collected and shuffled and each participant draws one. The participants have to say something on behalf of the other person whose name they have drawn. They must speak in first person

“ I am ……”

“ I often say …..”

“ I always like…..”

“ I am a person who never….”

The group has to guess who the person represented is 

9. Follow the Leader

Participants assemble in a circle. One participant is asked to volunteer to go out. The Trainer asks one to play the role of the leader. The leader performs an action which is followed by others (e.g. clapping hands). The leader changes actions from time to time. The volunteer participant is asked to come inside while the group is engaged in one action initiated by the leader. Volunteer’s role is to identify the leader, who initiates /changes actions without being noticed . When the volunteer identifies the leader, he/she goes out. A few rounds may be played.

10.  Looking at Photographs and Revealing Oneself 
Trainer places selected photographs on the floor. Each participant selects one photograph, finds a partner and talks about the photograph – reason for selection, its appeal etc. The participants assemble in a large group and share their own comments on the activity.

11. Drawing Attention to Happenings in Society
Participants are shown events from newspaper clippings and photographs. Trainer invites responses from the participants to be followed by reflection.         

12. Self  Image 
Trainer invites the participants to take few minutes and fantasize being a particular animal or bird. One of the participants lists the names of the participants one by one on the board and the animal or bird chosen.  The participants are asked to give reason(s) (the appeal) for their choice. The trainer asks them to reflect on what the exercise tells them.

13. Perceptions Vary

Selected pictures are passed around among the participants. They take couple of minutes to look at them in silence. Trainer holds the picture and asks the following questions:

What is it ?

Who is it ?

What do you have to say ?

The trainer comments on the responses  on what does it tell .

14. Where am I in the Group

Trainer draws a large circle on the floor and tells the participants that the space inside  the circle represents the group, its life and work. Outer line represents the outer boundary of the activity. Outside the line is beyond the group. The trainer does not explain further. The trainer asks the group members to reflect on the way they see themselves in the group at this time. He/she asks them to indicate their ‘position’ by writing their initials.  The trainer tells them to take as much time as they need to think but do this in silence. The trainer gives a few pieces of chalk to use and allows time. After everyone has indicated the trainer invites comments and discusses. Discussion must be brief – should be confined to description, observation, analysis, question and reflection.  Some useful questions :

· How did you feel while doing this exercise?

· How do you react to what you see?

· What is your reason for your own ‘position’?

· Are you happy?

15. What is Important for Me
The trainer asks the participants to write five things that are important to them. Each one makes a list. After the participants complete the list (allow them to complete) the trainer suggests they prioritize the list. Then the trainer asks them to strike the first one and share their feeling. The trainer tells them to continue the same with the next one on the list. The participants are asked what they felt about it. The trainer then asks the participants what they felt about this experience.

Note:  1. These activities / events are brief and when used in appropriate spaces, can be light to enhance fun, joy and bring energy. They also trigger reflection on oneself, the group or society. Keep the group alert, engaged and together. Participants can be asked to take responsibility for some at a later stage. Choice will be based on skill and sensitivity observed.  These require the same attention on the part of the trainers as towards the ‘main’ sessions. Outcomes are as important for the learning.

2.   The activities / games from 1 to 10 can be played on day one and also on subsequent days.  Those from 11 to 15 to be played from day two onwards (but not on day one), at Trainer’s discretion. 
Format of the Registration Form
	REGISTRATION FORM


(To be filled in by the candidate)
1. Name:

2. Age:

3. Educational Qualification:


4. A brief description of the Organisation in which you are employed:

5. Date of joining the organization:

6. Nature of responsibilities held by you:

7. Purpose of interest in this training program:

8. Expectations of the program:

9. Are there any specific requests you would like to make to accommodate your needs during the training? For eg., accessibility, food restriction etc.



Three Phases in training for Development 

Training for Development consist in sequencing training inputs in 3 phases - unfreezing,  moving and refreezing.  In terms of programming strategy, these three require in turn, programs for creating readiness, action, learning and support, reinforcing both at individual and organizational levels simultaneously.  

Unfreezing is necessary because participants, their organizations, families and localities come to training with ingrained attitude, behavior and ways of functioning (feeling, thinking and acting through routinized  action; and a process of reinforcement of each other).  Hence training events earlier on introduce insight into learning that habits have to be questioned and disturbed – ‘Unfrozen’.  This phase does not satisfy the habitual needs of people. In the next phase, the trainer, allows participants to try new ways of behaving, that is ‘moving’.  If they find new behavior more useful to meet the new needs, the participants can be helped to make it  habitual in time, gaining new identity, personal continuity, which then ‘freezes’.  Questioning, learning (in effect change) and sustaining – a new cycle.   
Hence, it will be important that the participants go through this cycle of events in order for a new understanding of Community Based Mental Health Program with a development approach.  In other words, a reorientation to the existing scenario. A statement, that there is an evolution in thinking leading to a significant development in the field of mental health, can only become true when there is ‘unfreezing’ (shedding preconceived notions and set thinking), ‘moving’ (accepting new perspectives) and ‘freezing’ (sustaining it through action at all levels) on the part of psychiatric and mental health professionals, academic research institutions, NGOs and society at large.
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Generally in the villages, a broker provides raw materials to interested villagers and he takes away the finished product after paying them a fixed amount for a fixed quantity of incense sticks. This system ensures the broker a substantial amount, but the workers receive lower wages than they deserve.
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