Evaluation of District Mental Health Programme
Final Report
Submitted to

Ministry of Health and Family Welfare

icimr

NDIAN COUNCIL [ARKET RESEAR(

Reflecting Reality Strategically and
Intelligently




Executive Summary

The main objective of the evaluation was to assess the functioning of DMHP objectively
and critically and to suggest future expansion of the scheme along with improvement
in implementation if any, based upon the evaluation. ICMR, a division of Planman
Consulting (India) Pvt. Ltd. visited 20 DMHP districts and 5 Non-DMHP districts (as
control) for the above purpose. The DMHP beneficiary Districts were chosen
proportionately from 9" and the 10" plan period. The following are the main highlights
of the study:
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One third of the Districts under the 9 plan have utilized over 99%, one third
has utilized 63-91%, and rests have utilized 37-47% of the total amount they
have received. This is mainly due to administrative delay; difficulty in
recruiting and retaining qualified mental health professional, low utilization in
training and IEC components.

In Case of the 10" plan districts, most of the districts had received only the 1
installment under DMHP. Of the grant received one third have utilized more
than 90%, half of the districts spent 51-87% and rests of the districts the
programme has recently started. This again is due to above-mentioned reasons.

Most of the Districts had not utilized the full amount for training due to delay in
implementation. Only 10% of the districts, utilized funds allocated for IEC
activities. 20% of the districts did not utilize funds under IEC and rest 70%
district had partially utilized.

Overall, 55% of the health personnel confirmed that they had received training.
Regarding the satisfaction with the training program, more than half of the
health personnel (54.7%) trained were satisfied with the training program.
However, rest of the personnel suggested training in the simple language and
making the content simple by using case studies, increase training frequency
and refresher training.

The expenditure on above two components i.e. training and IEC components
which requires a lot of groundwork, coordination and networking in the
community is below par in most of the districts. This is mainly due to lack of
organizational skills in the DMHP team, low community participation in the
programme and lack of coordination with the district health system which
comes under a different department.

About 85% of the health personnel stated that Spreading Awareness is the main
purpose of DMHP, followed by Integrating mental health and general health
services is the second most important purpose (69.9%). However, designhation
wise analysis showed that Psychiatrists and Clinical Psychologists stated the
main purpose of DMHP is Capacity building of the health system for mental
health service delivery.
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Regarding availability of drugs, 25% of the districts reported that there has been
a regular inflow of drugs. Rest of the districts faced difficulties in maintaining
regular availability. This is because of lack of dedicated drug procuring
mechanism for DMHP and financial authority to the nodal centre. Though 80%
beneficiaries across all the districts also indicated having received at least some
medicines from the health centre.

About 61% of the beneficiaries accessed the district hospital as their first point
of contact. The percentage of patients accessing CHCs (12.7%) and PHCs (11.5%)
were found to be low. Again 18% of the total respondents confirmed that they
were referred to district level for treatment.

Regarding diagnosis 90% of the patients were of the opinion that diagnosis was
explained to them. Rest 10% of the patients or their family members reported
that the diagnosis was not al all explained to them. About 61% of the
beneficiaries confirmed that the possible side effects of the medicines were
explained to them.

Overall, 75.7% of the patients also reported that they were treated with respect
and dignity. With respect to trust and confidence, overall 72.8% reported that
they had full trust and confidence with the medical personnel who treated and
another 25.3% stated that they had trust and confidence to some extent.

One fourth of the beneficiaries contacted also indicated having received
counseling services under DMHP.

Comparative analysis of satisfaction with quality of service provided under
DMHP revealed that on 1 to 10 scale, District Madurai in Tamil Nadu attained
the highest score at 9.6. The other districts which are rated higher than the
average of 7.3 are Raigarh in Maharashtra, Tinsukia in Assam, Navsari in
Gujarat, Delhi, Nagaon in Assam and Buldana in Maharashtra.

In DMHP districts, 86.9% of the community members contacted knew about
mental illness which is higher than non-DMHP districts (74.7%).

Nearly half of the respondents (48%) had reported sadness and depression as the
symptoms of mental illness, followed by fear and nervousness (42%), lack of
sleep (41.6%) and over excitement and mood swings (41.4%) in DMHP districts.
On the contrary in Non-DMHP districts, gross behavioral symptoms like
Hallucinations (36%), Fits (45%) and Fear and nervousness (44%) which are easy
to recognise were found to be higher.

Awareness about the types of mental illness namely psychosis, neurosis,
epilepsy etc. were found to be significantly higher in DMHP districts as
compared to non-DMHP districts.

More than half of the respondents from the DMHP districts agreed that proper
medications and counselling can help in the treatment of mentally ill people
against only 30% in Non DMHP districts. 70% of the respondents in DMHP districts
also recommended cure at a hospital.
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The difference in approach of respondents of DMHP and non DMHP districts is
clearly evident as far as conservative methods and beliefs are concerned. For
example consulting occult practitioners was suggested by only 47.3% of
respondents from DMHP districts as against over 70% of Non DMHP respondents.
The lower responses from the DMHP districts, in comparison to the non DMHP
districts, on Mental illness is due to evil spirit, black magic, Mentally ill people
are harmful and should be avoided and Mentally ill people can not be taken
care at home clearly indicates that DMHP has been able to spread awareness in
the districts where it was being implemented.

Recommendations & Suggestions
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It is recommended to strengthen the services at Sub-Center, PHC, CHC level so
that the services become more accessible to the patients.

Central Government in consultation with State Governments should ensure
continuity of DMHP beyond the plan period. It is suggested to gradually shift
financial burden to State Government to be ensured by an undertaking to this
effect and integration of mental health services in State and District
Programme Implementation Plan (PIP).

Ensure regular flow of allocated funds. Irregular flow of fund has affected the
implementation of programme adversely.

Initiation of programme should be ensured in time bound manner after the
receipt of funds.

Ensure appointment of Psychiatrists and other staff exclusively for DMHP and
their continuity by ensuring remuneration at the prevailing market rate.

It is recommended to increase the PG training seats (M.Phil., Clinical
Psychology, PSW, etc.) in the country so that more qualified manpower will be
available for the programme.

Training should be imparted regularly. Increase the frequency and ensure it is
imparted to all the personnel implementing the programme. The trained
personnel should be retained or if transferred to other DMHP districts only.

The DMHP team needs to be trained on Programme Management and
organizational activities

o Also ensure refresher training and on-job training with the focus on local
challenges.
o Special training for ANMs and PHC level - for diagnosis, treatment and

ensuring the involvement of family members and community. _

Ensure effectiveness of treatment through proper mix of medication and
counselling.
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Evolve proper mechanism for drop out cases by ensuring availability of
psychiatric social worker and community nurse to follow up the drop out cases.

Active involvement of community based organisations/leaders for organising
awareness programme w.r.t .- place, time and maximum impact area.

A need for strong IEC for awareness creation/stigma reduction_was felt. Mass
publicity of awareness programme using local media - print, audio (community
radio) and visual (local TV channels)

X Organising camps/ classes in schools, colleges & other
Educational Institutions. There is felt need for promotive components like
suicide prevention, workplace stress management, school and college
counseling services.

Integration/ coordination of mental health programme with other health
programme viz. ICDS, NRHM

<> Regular inflow of medicines and availability at health centre.

X Drug procurement mechanism should be streamlined to reduce
delay in procurement and achieve economy of scale (e.g. Tamil Nadu model)

X Ensuring proper organisational structure

X3 Supervision and monitoring of DMHP activities by State Health
Society

X It was observed that implementation of DMHP has resulted in

availability of basic mental health services at district/sub-district level. As such
it is recommended to expand this programme to other districts of the country.

X4 Central and State Mental Health Authority are statutory bodies
under the Mental Health Act, 1987 for regulation, development, direction and
co-ordination with respect to Mental Health Services. However, it has been
observed that due to lack of secretarial support these bodies are not able to
discharge their role effectively. Adequate support should be provided to them.

<> Continuous monitoring and reporting as well as regular external
evaluation is recommended for mid-course correction.

X This could be addressed by training the DMHP team in
organizational skills, networking and involvement of all stakeholders
(district health system, district administration, PRIs, CBOs, etc.) in the
programme.
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Status of DMHP operation

Programme Availability
Name of Plan | Implementation Training Referral of Awareness
districts Period Level Manpower Programme | Services medicines Programs
1 Psychiatrist, 1
Psychologist,
9th 1 Psychiatric Social . Awareness
Delhi and District level Worker, Hgltcrjm dlf:nng Present Available camps are
10th 1 Statistician, 4 er?o d organized
Plan Staff Nurse, P regularly
1 Nursing Orderly, 1
helper, 1 driver
1 Psychiatrist, 1
9th Clinical Held only in An awareness
Kurukshetra Plan District level Psychologist, 1 1999y Present Available rally was held
Record keeper, 1 recently
Lady peon
Health Center
Level
1 Psychiatrist, 11rct)ra;g1r1nnsg Multi
1 Clinical v‘ieri il Specialty
9th A Psychologist, 1 . Awareness
Kanpur District level s . for MO, ANM | Present Available
Plan Psychiatric Social and other Programs
Worker, health were
1 Record keeper conducted
workers
Health Center Yes
Level
Trained
1 Psvchiatrist. 1 staff had Available
Y ) been but irregular - .
9th Psychologist, transferred supply Diagnostic
Bankura Pl District level 1Psychological ) Present - camps
an . New MO and leading to )
Social Worker and organized
Staff nurse staff have shortgge of
not been medicines
trained
Health Center Diagnostic
Level camps
organized
1Psychologist, 1 Awareness
Receptionist, 1 level
Nagaon Jth District level peon, V}smng Held Present Available enhanced
Plan psychiatrist from using IEC
Guwahati Medical leaflets and
College booklets
Health Center Awareness
Level camps were
organized
6
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Programme Availability
Name of Plan | Implementation Training Referral of Awareness
districts Period Level Manpower Programme | Services medicines Programs
1 Psychiatrist, Held but no Partly .
9th 4 Psychiatric Nurse formal successful in
Raigad District level D . Present Available raising the
Plan (initially), training to
. awareness
1 Social worker any staff
level
PHC level
health
personnel Lack of
Health Center were Yes Available spread of
Level .
trained but awareness
not with the
DMHP funds
High
Psychiatrists awareness
1 Psychiatrist, under DMHP level by
9th 4 Staff Nurses, organised virtue of
Navsari District level 1 Clerk, training but Yes Available frequent
Plan
2 Workers, the awareness
1 Driver frequency sessions,
was less. school health
programmes
High
awareness
ol
Health Center Officers .
; Yes Available frequent
Level received
- awareness
training. .
sessions,
school health
programmes
. Not
1 Psychiatrist, 4 Held in 1998 available Awarene;s
. 9th N for MO and - spread during
Sikar District level staff nurses from Present since DMHP : .
Plan CHC/PHC diagnostic
the general ward was not
staff functional camps
Health Center
Yes
Level
1 Psychiatrist
(initially), 1 Clinical . .
Psychologist, 1 Diagnostic
. ; Only 1 camps were
. . 9th A Trained Social gy Not .
Shivpuri District level training was Available held as part
Plan Worker, 4 Male —ed happened f
Nurses, 1 organize of awareness
Statistician cum programmes.
Clerk, 1 driver
7
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Programme Availability
Name of Plan Implementation Training Referral of Awareness
districts Period Level Manpower Programme | Services medicines Programs
12 Awareness
Camps were
Health Center organised
Level with the help
of IEC
materials
1 Psychiatrist
(initially), 1
Clinical Very limited
Dhamtari 10th District level Psych_ologwt, .1 Not held Not Available number of
Plan Psychiatrist Social happened awareness
Worker, programmes
1 Nurse (initially),
1 Clerk
Health Center No Awareness
Level Programmes
1 Psychiatrist,
1 Clinical
Psychologist, 1 Awareness
- 10th N Psychiatric Social . . camps are
Raebareli District level Held in 2005 | Present Available :
Plan Worker, organised at
1 Psychiatric Nurse, the District
1 Record keeper,
1 Nursing Orderly
Health Center
Yes
Level
1 Clerk, 1 Peon and Not SX:Z::;?;Z
1 Accountan.t at the available held by DMHP
. . 10th - Nodal Office, 1 .
Tinsukia District level . Held Yes since DMHP team and
Plan Psychiatrist at DH
was not local leaders
( not employed functional using IEC
under DMHP) g
materials
Awareness
camps were
organised by
Health Center 1 Psychiatrist at DMHP team
and the
Level FRU
Sarpanch,
teachers with
the help of
IEC materials
8
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Programme Availability
Name of Plan | Implementation Training Referral of Awareness
districts Period Level Manpower Programme | Services medicines Programs
1Clinical
Psychologist, 1
Psychiatrist Social No Awareness
Puri :,?at: District level \1/\/8[2?;” Not held Yes Available d?;grpigzti?):lz;f
4 Nurses, leaflets
1 Record keeper
cum clerk
Health Center
Level
2 awareness
camps were
organized
1 Psychologist, 2 Trainin with IEC
10th A 1 Psychiatric Nurse, s . materials and
Prakasham District level programmes Yes Available
Plan 3 Counselors held general
1 Clerk were he mental health
check up was
also
conducted.
1 Training 1 Awareness
Programme programme at
CHC and 2
at CHC and
Health Center 2 Y : programmes
es Available
Level Programmes at PHC were
held with the
at PHC level
use of IEC
were held .
materials.
Awareness
1 Psychiatrist, programme
2 Clinical held with IEC
Madurai 10th District level Psychologist, - 3 Held No Available matg rials and
Plan Staff nurses, 1 festivals were
Social worker, 1 conducted in
Clerk. the various
taluka level
IEC activities
Staff in the including
PHCs and Public
para- lectures,
HealEZVCeTnter medical Yes Available short plays,
staff exhibitions,
received school
training. awareness
programs
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Programme Availability
Name of Plan | Implementation Training Referral of Awareness
districts Period Level Manpower Programme | Services medicines Programs
1 training
Training camp was
. was 9rgamsed.
Gulbarga 10th District level ! Psy;ho!og1st, imparted to No Available with the help
Plan 1 Psychiatric Nurse, s of IEC
the district .
materials and
doctors . .
orientations
programme
Wide spread
training was No awareness
Health Center held at the Rare Available programme or
Level PHCs, CHCs use of IEC till
and for the date.
ANMs
Successfully
enhanced
Un-officially awareness
held but till level. Mental
Made
now no available Health Day
10th N 1 Psychiatrist, formal and
Buldana District level . . Yes through .
Plan 1 Social worker training S Depression
- tate .
with DMHP G Screening Day
overnment.
allocated were some of
funds the
awareness
programmes.
No fromal L‘-:gk:rf
Health Center training Y prop
s es awareness
Level utilizing eneration
DMHP funds g ;
mechanism.
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Introduction

Introduction to National Mental Health Programme

m:-:-l:i:l health is undeniably one of our most precious possessions, which needs
to be nurtured, promoted, and preserved as best as we can. It is the state of
mind in which the individual can experience sustained joy of life while working
productively, interacting with others meaningfully, and facing up adversities
without loosing the capacity to function physically, psychologically and
socially.’ The World Health Organisation (WHO) defines mental health as ‘a
positive sense of well being encompassing the physical, mental, social, basic
economic, and spiritual aspects of life; not just the absence of disease’. Mental
health is a barometer of the social life of a population and the rising level of

morbidity and mortality is a sign of social as well as individual malaise.

The scope of mental health is not only confined to the treatment of some
seriously ill patients admitted in mental asylums, but is integrally related to the
whole range of health activities that caters to the emotional and psychological
well being of the individual. Psychiatric symptoms are common in general
population in both sides of the globe. These symptoms such as, worry,
tiredness, and sleepless nights affect more than half of the adults at some time,
while as many as one person in seven experiences some form of diagnosable

neurotic disorder.

The World Bank Report (1993) revealed that the Disability Adjusted Life Year
(DALY) loss due to neuro-psychiatric disorder is much higher than diarrhea,
malaria, worm infestations and tuberculosis if taken individually. According to
the estimates DALYs loss due to mental disorders are expected to represent 15%
of the global burden of diseases by 2020.

! Anant Kumar; District Mental Health Programme in India: A Case Study, 2005
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Since independence, Indian Government has well recognized the need to be
proactive in its approach to promote good mental health of its citizens and to
provide good quality care to those suffering from mental disorders. But,
unfortunately, these efforts are only reflective and confined to various
recommendations and meetings. Mental disorders cause an enormous burden on
affected individuals, their families and society, although this suffering may not
be visible to others. Psychiatrists estimate that about 2 per cent of Indians
suffer from mental illnesses, i.e. a staggering 20 million people out of a

population of one billion.

Evolution of National Mental Health Programme

During the last two decades, many scattered epidemiological studies have been
conducted in India, which show that the prevalence of major psychiatric
disorder is about the same all over the world. The prevalence reported from
these studies range from the population of 18 to 207 per 1000 with the median
65.4 per 1000 and at any given time, about 2-3 % of the population, suffer from
seriously, incapacitating mental disorders or epilepsy. Most of these patients
live in rural areas remote from any modern mental health facilities. A large
number of adult patients (10.4 - 53%) coming to the general OPD are diagnhosed
mentally ill 2. However, these patients are usually missed because either
medical officer or general practitioner at the primary health care unit does not
ask detailed mental health history. Due to the under-diagnosis of these
patients, unnecessary investigations and treatments are offered which heavily

cost to the health providers.

Considering the importance and necessity of a national level mental health
plan, Government of India formed an expert group in 1980.The group discussed

the issue with many important people concerned with mental health in India as

2 Website of National Institute of Health and Family Welfare;, Burden of disease,
(http://www.nihfw.org/ndc-nihfw/html/Programmes/National MentalHealth.htm, )
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well as with the Director, Division of Mental Health, WHO, Geneva.’ The group
prepared a draft report which was presented in a workshop in New Delhi in July
1981, which was attended by 60 professionals/ experts on mental health. After
a thorough discussion, the draft was substantially revised and again presented
at the second workshop in August 1982 to a group of experts which not only
comprised of psychiatry and medical stream but also experts from diverse field
such as education, administration, law and social welfare. Accordingly the final
draft was submitted to the Central Council of Health, India’s highest health
policy making body in August 1982.

The Council, after a thorough discussion, adopted a resolution for launching
National Mental Health Programme (NMHP) in the same year, keeping in view
the heavy burden of mental illness in the community, and the absolute
inadequacy of mental health care infrastructure in the country to deal with it.

The primary aim of NMHP has been:-

1. Prevention and treatment of mental and neurological disorders and their
associated disabilities.

2. Use of mental health technology to improve general health services.

3. Application of mental health principles in total national development to
improve quality of life.

} The National Mental Health Programme: Progress and Problem; R. Srinivasa Murthy; Mental Health, An
Indian Perspective, 1946-2003, Ed. S.P Agarwal; Directorate General of Health Services, MOHFW, 2003
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In alignment to the aim the objectives of NMHP have been:-

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

underprivileged sections of population.

+ To encourage application of mental health knowledge in general health

care and in social development.

« To promote community participation in the mental health services
development and to stimulate efforts towards self-help in the

community.

The Strategy* of implementing NMHP across the country has been uniform and

centrally driven along the given lines:-

+ Integration of mental health with primary health care through the NMHP

«» Provision of tertiary care institutions for treatment of mental disorders

+ Eradicating stigmatization of mentally ill patients and protecting their
rights through regulatory institutions like the Central Mental Health

Authority, and State Mental health Authority.

4h‘r‘rp://www.nihfw.org/ndc-nihfw/hTml/Progmmmes/Na‘rionalMen‘ralHeal‘rh.h‘rm
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The main Goals of NMHP, 1982 plan period as shown in the following box

1.

2.

10.

1.

12.

Within one year, each state will have adopted the present plan of action in
the field of mental health

Within one year, Government of India will have appointed a focal point
within the Ministry of Health, specifically for mental health services.

Within one year, A National Coordinating Group will be formed comprising
representative of all states, senior health administrators and professionals
from psychiatry, education, social welfare and other related professionals.
Within one year, a task force will have worked out the outline of curriculum
of mental health workers identified in different states as the most suitable
to apply basic mental health skills, and for medical officers working at
PHC’s level

Within five years, at least 5,000 of the target non-medical professionals will
have undergone a two-week training programme on mental health care.
Within five years, at least 20% of all physicians working in PHC’s will have
undergone a two-week training programme on mental health.

The creation of the post of psychiatrist in at least 50% of the district within
five years.

A psychiatrist at the district level will visit all PHC settings regularly and at
least once every month, for supervision of mental health programme for
continuing education. This programme will be fully operational in at least
one district in every state and UP, and in at least half of all districts in some
states within five years.

Each state will appoint a programme officer responsible for the organization
and supervision of the mental health programme within five years.

Each State will provide additional support for incorporating community
mental health component in the curricula of teaching institutions (within
five years).

On the recommendation of a task force, appropriate psychotropic drugs to
be used at PHC level will be included in the list of essential drugs in India.
Psychiatric units with in-patients beds will be provided at all medical
college hospitals in the country within five years.
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During the first 10 years of NMHP, the initial small scale models of care were
systematically evaluated. After evaluation a district level model (DMHP) was
developed on the basis of Bellary model (Bellary district of Karnataka). Initially
it was implemented in 27 districts of India and later on extended up to 108

districts.

District Mental Health Programme

The major components of District Mental Health Programme as adopted by the

Ministry of Health and Family Welfare are:-

1. Training programme for all workers in the mental health team at the
identified Nodal Institute in the State.

2. Public education in the mental health to increase awareness and reduce
stigma.

3. For early detection and treatment, the OPD and indoor services are
provided.

4, Providing valuable data and experience at the level of community to the
State and Centre for future planning, improvement in service and
research.

Agencies like World Bank and WHO have been contacted to support various
components of the programme. Funds are provided by the Govt. of India to the
State Governments and the nodal institutes to meet the expenditure on staff,
equipments, vehicles, medicine, stationary, contingencies, training, etc. for
initial 5 years and thereafter they take over themselves. Govt. of India has
constituted Central Mental Health Authority to oversee the implementation of
the Mental Health Act 1987. The act provides for creation of State Mental
Health Authority also to carry out the said functions.
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The National Human Rights Commission also monitors the conditions in the
mental hospitals along with the Government of India and the States are
currently acting on the recommendation of the joint studies conducted to

ensure quality in delivery of mental care.

In the ninth plan the programme covered an area of 27 districts spread across
different states of India.
10th Five Year Plan’®

In the tenth plan the NMHP after its internal evaluation by NIMHANS was scaled
up to cover 108 districts across India. The major thrust areas for NMHP in the
tenth plan have been:-

¢ District mental health programme in an enlarged and more effective form.

% Modernization of mental hospitals in order to modify their present custodial
role.

% Upgrading department of psychiatry in medical colleges/general hospitals.
% Research and training in the field of community mental health.

¢+ Promotional campaign through IEC materials

>National Institute of Health and Family Welfare: Ibid
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The DMHP also has its share of criticism across the verticals of prestigious
mental health institutions in the country. The national strategy of integrating
mental health with existing primary care services addresses both the scant
resources and the challenges of serving a large and diverse country. While there
is no disputing that the country’s mental health programmes were initiated
with bold and well-meaning objectives, numerous problems continue to thwart
implementation of these programmes. Several of the logistical and
administrative difficulties have been detailed in public health and psychiatric
publications. Significantly, however, a historical and cultural analysis of the
major forces that have shaped the discipline is conspicuously absent in the

published literature.®

SSumeet Jain & Sushrut Jadhav, A Cultural Critique of Community Psychiatry in India.
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Rationale and Objective of the Evaluation Study

With this background, a study was undertaken to examine the state of mental
health services in India from a public health perspective, considering preventive
and promotive aspects of mental health and recognizing the socio-cultural
factors in mental health services. The objective of the study was to analyse the
implementation of the District Mental Health Programme (DMHP) under the
National Mental Health Programme (NMHP). The study largely relied upon the
various secondary sources (viz., government reports, policy papers related to
mental health published by the Ministry of Health and Family Welfare,
Directorate General of Health Services, Planning Commission, and books and
articles published in various Journals) for literature review and conceptual
clarity on the subject of mental health. Both primary and secondary sources

were used to gather information about the services rendered.

The earlier evaluation of the ninth plan was conducted by NIMHANS and in
general the ministry and other health institutions felt that before the
programme is being planned to be scaled up further across the country, it is
essential to have an independent evaluation that will hold the coverage and
strength of the programme. Another important facet of this evaluation study is
to provide recommendations to improve upon the short comings of the current
programme and review not only the implementation but also the programme
itself.
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The areas of investigation for the independent evaluating body are:-

% To evaluate the performance of DMHP during the 9th & 10th Five Year
Plan.

% To assess the availability of services under DMHP in the states.

s To assess the availability & utilization of prescribed drugs under DMHP in
the states.

% To review the referral, support & collaboration of PHC, CHC, higher
centres.

% To study the awareness level & community perception about the
programme & the services available under DMHP.

s To assess the technical expertise of medical officers and health staff who
have been trained in basic mental health care.

% To assess the utilization of programme funds & management of the funds
at the district level.

¢ To understand the impact of DMHP on the global mental health scenario
in the district.

X/
**

To compare DMHP districts with Non-DMHP districts on the awareness
level about mental illness

X/

% To recommend suitable changes in the programme strategy to take care
of shortfalls and hence making it better within the available resources.
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Methodology

SAMPLING METHODOLOGY

In this present study for sample district selection ICMR research team had
divided the entire country into five zones - namely - East, West, North, South
and Central. A total of 20 districts (where DMHP is operational) were selected

on the basis of stratified random sampling method.

Reference period:

The information was collected for two plan periods - from 9* plan 10 districts
and from 10" plan another 10 districts. Major task was to conduct the
evaluation of DMHP programme from the district of the 9* Five Year Plan and

10" Five Year Plan.

Period of survey:

Primary data was collected during 15" of October 2008 to 15" of November
2008.

A three stage stratified sampling method was adopted for ultimate respondent
selection. After division of zones each districts were selected through random
sampling, so that each districts holds equal weights in the selection method.
Again for an unbiased and detailed evaluation of the programme, greater
priority has been given to the 9™ Plan period by retaining higher sample
districts in percentage in comparison to 10 Five Year Plan. It is also to note
that while finally selecting the districts for 10" plan, without any loss of
generality; it has been decided to do away with the districts where the
programme has been initiated in 2006-07 or later. These districts were excluded
because funds were released for DMHP only two years back. Therefore ICMR
team considered the time period to be too short for assessing the impact of a

programme like DMHP in more detail.
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While selecting the districts, certain conditions were kept into considerations

which are as follows:

» The districts have also been uniformly divided which redefines the target
as: 4 districts per zone which is inclusive of the 9™ Plan and the 10" Plan,
except the Central zone, where there has been a deficit of one district and
it has been met up by taking an additional district from Delhi under the
North zone.

* In order to capture the perception of Medical professionals,
beneficiaries/ patients/ and community members, the target size of the
total sample was fixed at 2000. Further to maintain the uniformity, the
sample for each zone was fixed at 400. Therefore, district wise sample was
fixed at 100.

 The sample size of 100 from each district per zone has been further
distributed as: 60 respondents from the beneficiaries, 30 respondents
from the community and 10 respondents have been selected from the

people under the Health System.

The table given below shows the total division of the zones and states and the

total number of District Hospitals under those respective areas.

Table 1.Sample coverage for DMHP:

e Zones & States T i 9TH PLAN District Names Sy District Name
No. Count % PLAN
South 23 21.3% 1 3
1 | Andhra Pradesh 6 26.1% 1 Medak 1 Prakasham
2 | Kerala 5 217%
3 | Tamil Nadu 8 34.8% 1 Madurai
4 | Karnataka 4 17 4% 1 Gulbarga
East 24 22.2% 2 2
5 | West Bengal 4 16.7% 1 Bankura 1 Jalpaiguri
6 | Assam 6 25.0% 1 Nagaon 1 Tinsukia
7 | Tripura 2 8.3%
8 | Sikkim 1 42%
9 [ Mizoram 2 8.3%
10 | Meghalaya 2 8.3%
11 | Nagaland 2 8.3%
12 | Arunachal Pradesh 2 8.3%
13 | Manipur 3 12.5%
West 18 16.7% 3 1
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f\i! ; Zones & States Diso:::d Hospi:als 9TH PLAN District Names ;SI: District Name

South 23 21.3% 1 3

12 | Rajasthan 1 5.6% 1 Sikar

13 | Maharashtra 6 33.3% 1 Raigard 1 Buldana

16 | Gujarat 8 44.4% 1 Navsarai

15 | Goa 1 5.6%

16 | Dadra Nagar Haveli 1 5.6%

17 | Daman & Diu 1 5.6%
North 25 23.1% 3 2

18 | Delhi 2 8.0% 1 South 1 North-West

19 | Chandigarh 1 4.0%

20 | Uttar Pradesh 10 40.0% 1 Kanpur 1 Raebareli

21 | Punjab 3 12.0%

22 | Haryana 3 12.0% 1 Kurukshetra

23 | Himachal Pradesh 2 8.0%

24 | Jammu & Kashmir 4 16.0%
Central 18 16.7% 1 2

25 | Orissa 8 44.4% 1 Puri

26 | Madhya Pradesh 5 27.8% 1 Shivpuri

27 | Chattisgarh 5 27.8% 1 Dhamtari
Total DH Hospitals 108 100.0% 10 10

The statistical methods followed for the final selection of the beneficiaries
form each of the zones are as listed below in a step by step manner. While
choosing the beneficiaries for interviews, the procedure of “Purposive
Sampling” was followed, in the sense that every third patient coming for the
treatment was interviewed.

Following the pyramidal structure present in Indian Health System, after the
selection of a district, all the hospitals/ dispensaries institutions falling under
the district health system were identified viz. District Hospitals, Community
Health Centers (CHCs), Primary Health Centers (PHCs) and Sub-centers. This
was done to capture the trickle-down effect of the DMHP Programme and

better representation of the Health personnel and the beneficiaries.

Table 2, contains the list of the District Hospitals, the Community Health
Centers, the Primary Health Centers and the location of the Nodal Offices which
were targeted and this has been done taking into consideration the “Multi-

stage Sampling Procedure”. States which does not follow the pyramidal
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structure of the health system (Delhi) different mechanism was adopted for
hospital or dispensaries selection. In Delhi, unlike other states two clinics one
from the North-west district and the other one from the South district were

selected.

Besides DMHP districts ICMR research team also selected 5 other non-DMHP
(from Uttar Pradesh,

Maharashtra) as control districts. Here field researchers only canvassed the

districts Rajasthan, Haryana, West Bengal and

community level questionnaires (30) to compare the awareness level about
mental illness with the DMHP districts.

Table 2.Targeted Institutions in sample districts:

Location of
- . Location of DMHP
Zones States Districts eraig d Nam:oc;f ?clasltnct lezgita?ic?;s DMHP running Status running Status
p p CHCs visited PHCs
visited
- Not Not
Medak 9th Plan District Hea.d IMH, Hyderabad Sangared.dy and operati Babnagar operati
Quarter Hospital Sadashivpet
onal onal
Andhra Pradesh No PHC is
Prakasham 10th APVVP District Guntur Medical Kandukuru and operati active
Plan hospital College, Guntur Markapuram onal under
South DMHP
ks . No PHC is
Rajaji Institute Of . . . .
Tamil Nadu Madurai 10th Government Mental Health, | orsilampatti | Operati |  active
Plan Hospital Chennai Taluk Hospital onal under
P DMHP
Karnataka Gulbarga 10th Gulbarga _Dlstnct District Hospital, Afzalpur Operati kool Qperat
Plan Hospital Gulbarga onal ional
Bankura Bishnupur, No PHC is
Bankura 9th Plan Sammelani State Mental Amarkanak and | Operati active
Medical College Health Authority Chatna Rural onal under
West Bengal and Hospital hospitals DMHP
. North Bengal . .
Jalpaiguri 10th Sadar H(.)splt.al, Medical College, Maynagurl Rural | Operati Belacoba Qperat
Plan Jalpaiguri N Hospital onal Block PHC ional
Darjeeling
East .
B. P. Civil Gauhati Medical s Not . No PHC 15
Nagaon 9th Plan - Hojai operati active
Hospital College
onal under
Assam DMHP
Not No PHC is
. . 10th L. G. B. Civil Assam Medical . active
Tinsukia . Doomdooma operati
Plan Hospital College onal under
DMHP
West Maharashtra Maharashtra No PHC is
. - . Institute Of Sub district Operati active
Raigard 9th Plan Civil Hospital Mental Health, Hospital Penn onal under
Pune DMHP
Buldana 10th Zila Samanya Government Rural hospital Operati Janephal Operat
Plan Rugnalaya Medical College, Mehkar onal and ional
Aurangabad Dongaon
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Location of
- . Location of DMHP
Zones States Districts er?g d Nam:oc;f ?clasltnct Nlazicaitz)ofrf]i::);s DMHP running Status running Status
p P CHCs visited PHCs
visited
Singhashan,
. . Sri Kalyan S. M. S. Medical Piprali, Operati Tarpura, Operat
Rajasthan sikar Jth Plan District Hospital College, Jaipur Kudan onal Dujod, ional
Kashikabaas
Operat
Gujarat Navsari 9th Plan | M. G. G. Hospital At the Same Gandevi, Vasda Operati Jalalpur, onal,
hospital onal Arda Not
now
C. S. M. Medical Operati Not
Kanpur 9th Plan U. H. M. Kanpur University U.P., Sarsaul P .
onal required
Lucknow
Uttar Pradesh - -
10th Rana Beni C. 5. M. Medical Lalganj Operati | Maharajgan | Operat
Rai-Bareli Madhav District University U.P., ’ . .
Plan - Bachrava. onal j ional
Hospital Lucknow
Delhi South 9th Plan Chhatarpur IHBAS at Dilshad Don't exist Don't exist
North Dispensary Garden
Babu Jagjivan .
Delhi North West 10th Ram District IHBAS at Dilshad Don't exist Don't exist
Plan ; Garden
Hospital
L.N. J.P No CHC is N(;cpt?vcels
Haryana Kurukshetra 9th Plan Lo PGIMS at Rohtak active under
Hospital DMHP under
DMHP
Madhya Shivpuri District Gwalior Mansik Pohri, Kohlaras, Operati Operat
Y Shivpuri 9th Plan pur . Narwar, P Berad P
Pradesh Hospital Arogyashala onal ional
Badarbas
. No PHC is
R Pt. J. N. M. No CHC is -
Central Chhatisgarh Dhamatari 10th Dhamtari .D]Stmt Medical College, active under active
Plan Hospital Raibur DMHP under
P DMHP
District . Rebana Not R Not
Orissa Puri 10th headquarter 5.C.B Medical ,Nuagaon and operati Siruli an.d . | operati
Plan . College,Cuttak Bramhagiri
hospital Chandanpur onal onal
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Study Parameters

ICMR, Planman started this study in November 2008. A situation analysis was

conducted after going through various reports, articles and other published

material. The team also interacted with various experts including psychiatrists

from private and public sector to understand their views and importance of

NMHP and DMHP. For initiating the discussion,

guidelines on point of

Heclfw\gsu atlorh_iNe [$h prepared Bene <glea(?”yb Blrecg_arameters s Hea%h |S1¥ste{r)1’

B@x;ggﬁ(g?s and Commumty This hangpegeshown in followmg matrix:

Capacity Building

The role of the various branches
. of Health Systems is prominent as
i an agency receiving the training.

. Therefore here the pertinent

| questions are:-

. i. The content of training

. ii. Applicability of the trainings
: iii. Duration of training

. iv. Experiences/gains of the
trainees

. v. Significance of trainings

: vi. Refreshers Training

. vii. Satisfaction from these

. trainings

. viii. Recommendations regarding
| improving these trainings

. Another major component of

. trainings is the in-job trainings
that happen within the health

. systems.

. ix. At each level of the hierarchy

the in-job trainings take place?

. How they were imparted at each

1. Awareness
: i. Source of information
: regarding mental illness
i ii. Seriousness of mental
: illness
' iii. Is mental illness
i curable?
i iv. Counseling regarding
the illness
v. Counseling regarding
| social stigma associated
© with mental illness :
i vi. Use of IEC materials in @
| addressing counseling :
i vii. Scope for dialogue in
i counseling
' viii. Simplification of
' diagnosis and treatment
' process
i ix. Experience
i x. Constraints and
i resistance in counseling
' and stages of treatment
| xi. Recommendation and

Awareness

i. What is the awareness of
: the community regarding mental
¢ illness

ii. Source of information

regarding mental illness - Do
: health workers spread

i awareness regarding mental
illness in the community

iii. Seriousness of mental illness

iv. Is mental illness
: curable/hereditary/genetic?
i v. Information regarding the

types of mental illness
vi. Information regarding

i reducing social stigma
¢ associated with mental illness

vii. Use of IEC materials in

giving information

! viii. Scope for dialogue in

¢ informative sessions

. ix. Simplification of diagnosis

i and freatment process

i x. Experience with health
workers spreading awareness in

suggestions i the community
¥ ¢ xi. Recommendation and

. level? Under what situation were :
: suggestions

they imparted, etc? Who has the
. onus in imparting these trainings?




| Health Systems (Health Systems) i Beneficiary (Direct + Indirect) Community
DH CHC PHC i Diagnosis :
: | Impact of diagnosis for the beneficiary |
: i. Who identified the mental illness at ‘
| the primary level - 1" one to identify? |
 ii. 1°" point of contact with a health

Sub-Center i worker - who and how? |

: iii. Time duration between identification |

: 2. Diagnosis | of an ailment to actual diagnosis i
| In the section of diagnosis at the | iv. Explanation of the diagnosis to the |
level of health structure, the patient and the family member :
. personnel were taught to diagnose | v. Counseling following diagnosis |
. the symptoms of mental illness. In | vi. Addressing of stigma associated with :

mental illness
vii. Experience with the process of
diagnosis - in case of changes in

| this section the pertinent questions
- are:-
. i. What are the various kinds of

mental illness they were taught to ! diagnosis ‘
. diagnose? : viii. Behavior of health personnel :
. ii. Experiences pertaining to | responsible for diagnosis |
. diagnosis : ix. Point of satisfaction and '
iii. Constraints in diagnosis | dissatisfaction |
. iv. Assistance in diaghosis - : x. Recommendation regarding the '
. cooperation from seniors in the | handling of diagnosis with the health |
| system : worker !
v. Number of diagnosis before and

. after the programme ]

. vi. Disorder wise diagnosis

..........................................................................................................
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Health Systems (Health Beneficiary (Direct + Indirect) : Community

Systems) i

. 2. Treatment :

. 3. Treatment i. Time duration between diagnosis |
. The health system was . and initiation of actual treatment |
upgraded to deal with the : ii. Point of contact during this phase i
. management of mental iii. Duration of the treatment - e
 illnesses. The workers were i complete as well as ongoing l
. trained not only to diagnose . iv. Necessity of treatment |
. mental health disorders but i v. Expectation in regard to
. also to provide basic treatment . treatment :
. for the same. The pertinent i vi. Experience with treatment
| questions in this section are:- | vii. Satisfaction with treatment :
. i. Basic amenities available for  viii. Dissatisfaction with treatment
treatment - disorder : ix. Availability of drugs during :
. wise/center wise . treatment
ii. If the environment inand | x. Availability of health personnel :
- outside the system appropriate : during treatment i
. for treatment . xi. Behavior of health personnel |

. iii. Types of mental illness that : responsible for treatment
. the system at a particular level : xii. Total expenditure on treatment

is capable of treating xiii. Physical, Financial, emotional t
. iv. A typical cases . and social problems faced during |
. v. Barrier analysis . treatment §

. vi. Coordination and support | ;
. from other health workers :
. vii. Personal experience

. viii. No of treatment before
and after the programme
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Health Systems (Health

Beneficiary (Direct + Indirect) Community

Systems)
3. Referral
4. Referral i. Point of 1°" referral

ii. Time duration between
screening and referral

iii. Satisfaction with the point
of contact with the health
worker during this period.

iv. Point of 2™ referral if any

v. Satisfaction with the point of
contact with the health worker
during this period.

vi. Satisfaction with the system
of referral care

vii. Experience with referral
care in ferms of distance,
expense, mode of transport,
frequency of visit, etc

viii. Recommendation if any

| Another important facet of

. the programme is referral.

. Once a Doctor at the

i PHC/CHC identifies the

. symptoms of mental illness ina
| patient and realizes he or she
. cannot treat it, then the

. health worker is fo refer the
: patient to appropriate or

: concerned personnel.

\ The important questions

. relevant here are:-

: i. Stages of referral

 ii. Conditions under which

: referral is practiced -

. criterion/basis/type of illness
| wise

i iii. Chain of referral - level
wise

 iv. Out layer and drop out

: cases from the referral chain
. v. Are the health worker

: supposed to follow up with

| patients post referral?

: vi. Experiences on referral

| cases

i vii. Barriers in referral

viii. Recommendations to make
: referral effective

. ix. No of referral before and
. after the programme - also

. disorder wise

R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R




Health Systems (Health
Systems)

. 5. Drugs + Personnel
: i. Drug list made available under

i the programme w.r.t. illness

: ii. Availability of the drugs in

. the health center - Regularity

i of inflow and outflow

i Usage of the drugs

 iv. Chain of movement of unused
. drugs

. v. Constrains in accessing drugs
: and solutions to the problem
 vi. Patients perception on taking
. of drugs from the health

| centers

. vii. Confidence of health

. workers on administering drugs
. after initial diagnosis

 viii. Availability of personnel in
. the health centers who

: prescribe the drugs - center
wise

. ix. Experience sharing

. x. Recommendation

Beneficiary (Direct + Indirect)

4. Availability of drugs and
personnel

i. Availability of drugs
ii. Availability of appropriate
health workers
iii. Cost incurred for treatment
iv. Total expenditure in terms of
physical, financial and social
capital at each step of
treatment
v. Satisfaction with treatment
vi. Experience with diagnosis,
treatment and referral at each
level
vii. Recommendation if any
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Health Systems (Health Beneficiary (Direct + Indirect) Community
Systems) :

, 6. Budget
. Allocation of funds and their

. utilization are central to any

. programme. Pertinent questions in
i this section are:-

 i. Allocation of funds

 ii. Time taken for transfer of

. funds

. iii. Duration of time between
 allocation of funds and transfer
. of funds

 iv, Duration of time between

. actual transfer of funds and roll
: out of the programme

. v. Amount of fund utilized

| vi. Action taken in case of under-
: utilisation - was UC issued? Time
. taken for issue? What if it was

: not issued? Etc.

 vi. Spread of expenditure

 vii. Unused funds - what happens
| to them?

: viii. Constraints in utilizing the

| funds

 ix. Are the funds sufficient?

. X. Probable loop holes in optimal

| use of funds

: xi. Recommendations if any.

. xii. Allocation of funds in

. spreading awareness in the

. community about mental illness.
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Health Systems (Health Beneficiary (Direct + Community
Systems) Indirect) ’

: 7. Awareness

. Inorder fo understand the

: success of the programme, it
 is important to know what the
. health workers involved in

. implementing the programme
. feel about DMHP and also

: what the health workers feel
. about the perception of the

. community regarding the

| programme.

i i. What is mental illness?

| ii. Is mental illness curable?
 iii. What is the purpose of

. DMHP?

. iv. Experiences with DMHP?

. v. Recommendations to make
. the programme better

. vi. What do the beneficiaries
. think about the programme?

. vi. What does the community
: think about mental illness and
its treatment?

 vii. Experiences with the

. community and the

. beneficiary.
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Comparative Analysis of DMHP
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Status of DMHP in selected districts

ICMR, Planman Consulting research and field team visited 20 districts and office
of nodal officer responsible for implementing the DMHP in the specific districts
in order to gather information on the following aspects:

1. To collect the documents related to allocation and component wise
utilisation of funds along with other documents related to implementation
of program.

2. Assess/ evaluate the perception of health staff responsible for
implementing the program

3. Assess/ evaluate the perception of beneficiaries/ patients or their family
members with respect to diagnosis and treatment or counseling received
and satisfaction level with the treatment

4. Assess/ evaluate the awareness and perception of community members
on mental illness.

The research and field team also tried to make some observation by recording
the status of health institutions responsible for implementing the program. It
was found that in few districts the DMHP was being implementing but also
found out that in few of the Ninth Plan districts the DMHP are no longer
operational or are being operated with meager resources as the State
governments have failed to take over the program in these districts.
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The status of DMHP, at the time of survey, can be gauged from the following

table:
Snapshot on the status of DMHP in selected districts under the study
Sl.
No. Districts Status
IX™ Plan Districts
1 Delhi - South Still Running with the fund allocated for dist North -
west
2 Kurukshetra (Haryana) Still Running
3 Kanpur (Uttar Pradesh) Still Running
4 Bankura (West Bengal) Currently running in only one satellite clinic, Bishnupur
5 Nagaon (Assam) Completed in June 2002 but not taken by State
Government
Shivpuri (Madhya Pradesh) Completed in April 2008 but not operational now
7 Raigad (Maharashtra) Not running since October 2008
8 Navsari (Gujarat) Completed and taken by State Government
9 Sikar (Rajasthan) Completed in 2004 but not taken by State Government
10 Medak (Andhra Pradesh) Was operational till December 2008
X™ Plan districts
. Still Running (originally started during the IXth plan with
" Delhi - North west the fund allocated for South district
12 Raebareli (Uttar Pradesh) Still Running
13 Buldana (Maharashtra) Still Running
14 Dhamtari (Chhattisgarh) Still Running
15 Gulbarga (Karnataka) Still Running
16 Madurai (Tamil Nadu) Still Running
17 Prakasham (Andhra Pradesh) Still Running
18 Puri (Orissa) Still Running
19 Tinsukia (Assam) No longer operatlonal due non receipt of second
installment of fund.
20 Jalpaiguri (West Bengal) Money received by the Nodal Office, equipments

purchased, staffs recently appointed in Dec '08

The table above shows that out of 10 district which were selected for
DMHP in ninth plan period, 5 districts are still running the program. They
are - Delhi, Kurushetra (Haryana), Kanpur (Uttar Pradesh), Navsari
(Gujarat) and Medak (Andhra Pradesh). In District Bankura (West Bengal),
the program is in operation in only one of the satellite clinics, Bishnupur.
In the rest of 4 districts the program has been discontinued. In the case
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of Delhi (Dist South), though the program started during the IX™ Plan
period, it is still continuing with fund allocated for Dist North-west.

The table also shows the status of 10 districts under the X™ plan period.
All these districts have received only first installment. Out of these 10
districts, the DMHP at the time of survey was operational in 8 districts. In
Dist Tinsukia (Assam), which has also received the first installment, the
program is not running as there are no funds available. Whereas, in the
case of Jalpaiguri (West Bengal), the fund has been received by the nodal
office but the program has not yet started. They were still at the initial
stage of buying equipments and appointing the staff till December 2008.
In Delhi (Dist North West), the program had started during the Ninth Plan
itself, with fund allocated for Dist South and is still continuing.
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Allocation and Utilisation of Funds for DMHP

In order to understand, the allocation and utilisation of funds, the research
team collected the year wise receipt and utilisation certificate from the nodal
offices mainly responsible for spending the funds for different components. The
research team also collected the documents from MOHFW related to year wise
and component wise amount allocated for implementing program (See
Annexure -). Based on the allocated amount as per the norms for each of the
year, analysis was carried out to understand the extent of utilisation of fund for
different components of DMHP which are - allocation for Salary, Medicines/
stationary/ contingencies, Equipment/ Vehicle etc., Training and IEC.
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The table below shows the total funds received by the districts under the ninth
and tenth plan and their utilisation.

District wise allocation of funds and their utilisation

Total fund Total fund Percentage sl % of
received utilized Utilization amount to % 0
be balance
received | amount
IX™ Plan Districts
Bankura (West
Bengal) 5,965,000 5,989,718 100.4% 5,605,000 48%
Sikar (Rajasthan) 10,997,000 7,983,420 72.6% 573,000 5%
Navsari (Gujarat) 9,170,000 4,326,597 47.2% 2,400,000 21%
Kurukshetra
(Haryana) 9,170,000 5,813,276 63.4% 2,400,000 21%
Kanpur (Uttar
Pradesh) 6,841,428 2,625,626 38.4% 4,728,572 41%
Delhi - Dist. South 11,570,000 11,498,525 99.4% 0 0%
Shivpuri (Madhya
Pradesh) 4,071,428 4,175,394 102.6% 7,498,572 65%
Raigad
(Maharashtra) 4,650,000 1,717,849 36.9% 6,920,000 60%
Nagaon (Assam) 8,142,039 7,424,292 91.2% 3,427,961 30%
X™ plan Districts

Dhamtari
(Chattisgarh) 2,620,000 1,341,686 51.2% 8,630,000 77%
Tinsukia (Assam) 2,620,000 2,557,575 97.6% 8,630,000 77%
Gulbarga
(Karnataka) 2,620,000 1,751,533 66.9% 8,630,000 77%
Puri (Orissa) 2,620,000 1,360,513 51.9% 8,630,000 77%
Delhi - Dist. North
West 2,620,000 2,568,133 98.0% 8,630,000 77%
Raebareli (Uttar
Pradesh) 2,620,000 2,397,496 91.5% 8,630,000 77%
Buldana
(Maharashtra) 2,620,000 11,748 0.4% 8,630,000 77%
Madurai
(Tamilnadu) 2,620,000 2,190,205 83.6% 8,630,000 77%
Prakasham
(Andhra Pradesh) 2,620,000 1,904,438 72.7% 8,630,000 77%

* As per the Ninth plan, a total 1,15,70,000 (one crore fifteen lakh seventy
thousand) was schedule to be allocated for each of the districts selected
under the ninth plan. The fund is generally allocated in five installments.
The nodal officer is supposed submit the utlisation certificated an
accordingly, MOHFW (Govt. if India) allocates the next and subsequent
installments. If the nodal office fails to submit the utilisation certificate,
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the funds for the next installment is withheld till the time utilisation for
the previous installment is submitted.

* The table above clearly shows that only one district (Delhi - South) had
received the full amount allocated under the plan period, followed by
District Sikar, which received nearly Rs. one crore eleven lakhs. The
table also shows the balance fund for each of the district selected under
the study. As discussed earlier, most of the districts are liable to receive
the balance fund only after they submit the utilisation certificates of the
previous installments.

» The table also shows the percent utilisation of the allocated fund at the
time of survey as per the utilisation certificate submitted by the
districts. It shows that only 3 of the districts which have almost utilised
the total amount they received. Delhi, as discussed earlier had received
the total amount of 1,15,70,000, had utilized over 99%. Delhi has been
implementing the program in the two districts - South and North-west.

» Dist Bankura West Bengal) had received Rs 59,65,000 and had utilised all
the funds. Similarly Dist Shivpuri in Madhya Pradesh, which received
nearly 40, 71,000 had also utilized the entire amount. Both the above
districts are still to get 48% and 65% of balance amount allocated under
the ninth plan.

* In the case of tenth plan districts, all the districts selected under the
received have only received the first installment i.e. Rs. 26,20,000 of the
total amount of Rs 1,12,50,000 (one crore twelve lakh fifty thousand).
Therefore each of the district selected here are liable to get balance 77%
of the total allocated amount. As far as utilisation is concerned, three of
the districts have utilised over 90% of their first installment. They are -
Delhi (98%), Dist Tinsukia, Asssam (97.6%) and Dist Raebareli, Uttar
Pradesh (91.5%). In the case of Dist Buldana, less than 1% of fund was
utilised at the time of survey.

Component wise utilisation of funds
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As discussed earlier, the ICMR, Planman research team had collected the
relevant documents from the MOHFW related to component wise allocation of
funds such as Salary, Medicines/ stationary/ contingencies, Equipment/ Vehicle
etc., Training and IEC. Accordingly the research team worked ratios related to

allocation and utilisation, depending upon the number of installments received.

Therefore, the table below shows the allocation and utlisation of first three
components i.e. (i) Salary, (ii) Medicines/ stationary/ contingencies and (iii)
Equipment/ Vehicle etc.

Allocation and utilisation: Salary, medicine and equipment

Medicines/ stationary/

Salary contingencies Equipment/ Vehicle etc
% uti- % uti- % utili-
Allocated Spent lised Allocated Spent lised Allocated Spent sed
IX*" Plan Districts
Bankura (West
Bengal) 1,928,889 589,640 31% 1,549,638 | 3,198,729 [ 206% 900,000 | 1,824,508 203%
Sikar
(Rajasthan) 3,768,438 | 4,572,847 | 121% | 3,038,750 752,181 25% 900,000 856,715 95%
Navsari
(Gujarat) 3,470,000 | 2,081,272 60% 2,800,000 562,514 | 20% 900,000 | 1,075,393 119%
Kurukshetra
(Haryana) 3,470,000 | 3,299,456 95% 2,800,000 901,073 | 32% 900,000 743,063 83%
Kanpur (UP) 2,318,412 | 1,996,843 86% 1,867,184 598,783 | 32% 900,000 0 0%
Delhi - Dist.
South 4,670,000 | 6,048,068 | 130% | 3,800,000 | 4,371,588 | 115% 900,000 269,517 30%
Shivpuri (MP) 1,154,485 | 3,326,638 | 288% 919,269 373,625 [ 41% 900,000 432,967 48%
Raigad
(Maharashtra) 1,369,767 0 0% 1,094,186 487,129 | 45% 900,000 | 1,230,720 137%
Nagaon
(Assam) n/a n/a n/a n/a n/a n/a n/a n/a n/a
Xt Plan Districts
Dhamtari
(Chattisgarh) 870,000 870,000 [ 100% 450,000 227,313 | 50.5% 600,000 244,373 40.7%
Tinsukia 137.5
(Assam) 870,000 566,417 | 65.1% 450,000 618,966 % 600,000 886,716 | 147.8%
Gulbarga
(Karnataka) 370,000 153,939 | 41.6% 850,000 449,449 | 52.9% 200,000 182,157 | 91.1%
Puri (Orissa) 870,000 714,509 | 82.1% 450,000 349,791 | 77.7% 600,000 296,213 49.4%
Delhi - North 228.9
West 870,000 [ 1,538,191 | 177.8% 450,000 | 1,029,942 % 600,000 0 0.0%
Raebareli (UP) 870,000 [ 1,931,581 [ 222% 450,000 222,339 | 49.4% 600,000 149,048 24.8%
Buldana
(Maharashtra) 870,000 0] 0.0% 450,000 0] 0.0% 600,000 9,390 1.6%
Madurai (Tamil 207.8
Nadu) 870,000 705,250 | 81.1% 450,000 935,000 % 600,000 0 0.0%
Prakasham
(AP) 870,000 [ 1,054,146 | 121% 450,000 252,415 | 56.1% 600,000 519,553 86.6%
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The analysis shows that the spending on salary has been in the range of
min 31% to maximum 288%. Six of the districts in ninth and tenth plan
have spent over and above the allocated amount. For example, in the
case Dist Shivpuri (Madhya Pradesh) 188% above the allocated amount
have been spent on the salary components. This is followed by the Dist
Raebareli in Uttar Pradesh (122%), Delhi for the tenth plan period (76.8%)
and for the ninth plan period (30%) and Sikar (Rajasthan) and Prakasham
(Andhra Pradesh) which had spent 21% above the allocated fund for the
salary components. Although component wise allocation and utlilisation
has been decided by the MOHFW. Any districts which want to spend
above the allocated funds seek the prior authorization from the MOHFW.
In the case of Dist Buldana in Maharashtra, no amount has been shown or
spent on the Salary and Medicine etc. components. Many districts, which
are showing the under utilisation are using the doctors and other health
personnel which are getting their regular salary from the state
government. In many cases it was also revealed that funds allocated for
the salary component remained unutilized as there was unavailability of
required manpower especially psychiatrist or psychologists. The amount
of salary for the psychiatrists and clinical psychologists, as fixed by the
MOHFW, was considered to be low and therefore most of these could not
be retained for a long period. In many of the other cases it was revealed
that psychiatrist from the other hospitals, such district hospitals, are
used therefore under utilisation of funds allocated for the salary.
Allocation and utilisation of other two components also shows the similar
trend. In the case of expenses on medicines, maximum has been
recorded in the case of Delhi (130% from the fund allocated for the tenth
plan) followed by followed by Madurai in Tamilnadu and Bankura in West
Bengal (almost 105%). However, in the case of Buldana in Maharashtra,
no expenses have been shown in their utilisation certificates. As per the
nodal officer the fund was received in May 2007. Requisition for
medicines has already been sent but they are yet to receive that.
However, in the case of component related to equipments, 3 distict have
shown that no fund has been utilised for this purpose. They are Kanpur
(Uttar Pradesh), Delhi (North West) and Maduari (Tamil Nadu). In the
case of Delhi, equipments and vehicjle purched for the other district -
South - are also being utilised for the Dist South- west. Two of the
districts have shown over utilisation under this head. They are - Dist
Bankura (103%), Tinsukia (47.8%) and Raigad (37%).
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If all these expenses are contrasted with the expenses on the other two
components, Training and IEC, a very different picture emerges out of the
analysis. This could be gauged from the table below:

Allocation and utilisation: training and IEC
Training IEC
Allocated Spent % utilised Allocated Spent % utilised
IXth Plan Districts
Bankura 1,093,237 107,400 10% 493,237 | 269,441 55%
Sikar 1,200,000 962,904 80% 847,750 [ 838,773 99%
Navsari 1,200,000 492,768 41% 800,000 | 114,650 14%
Kurukshetra 1,200,000 788,423 66% 800,000 81,261 10%
Kanpur 1,177,916 30,000 3% 577,916 0 0%
Delhi - South 1,200,000 535,792 45% 1,000,000 | 273,560 27%
Shivpuri 784,053 14,332 2% 313,621 27,832 9%
Raigad 918,605 0 0% 367,442 0 0%
Nagaon N.A NA NA N.A NA NA
Xth plan Districts
Dhamtari 500,000 0 0% 200,000 0 0%
Tinsukia 500,000 387,247 77% 200,000 98,229 49%
Gulbarga 900,000 862,044 96% 300,000 | 103,944 35%
Puri 500,000 0 0% 200,000 0 0%
Delhi - North West 500,000 0 0% 200,000 0 0%
Raebareli 500,000 82,435 16% 200,000 12,094 6%
Buldana 500,000 0 0% 200,000 2,358 1%
Madurai 500,000 300,000 60% 200,000 | 250,000 125%
Prakasham 500,000 30,347 6% 200,000 47,977 24%

None of the districts under study had reported to have utilised the entire
amount allocated for training purpose. Dist Gulbarga in Karnataka (tenth
plan district) is the only one which has reported to utilise its 96% of
amount allocated for training purpose. This followed by Sikar in
Rajasthan (80%) and Tinsukia in Assam (77%). In fact four of the districts
have not shown any expenses incurred on training. They are - Raigad
and Buldana in Maharashtra, Dhamtari in Chattisgarh, Puri in Orissa and
Delhi (North-west). Most of these districts fall under the tenth plan
period. They have received only first installment. But they are supposed
to start the work after they had trained their people for the purpose. In
the case of Delhi, the staff was reported to be trained as they are
responsible for implementing in the other district (South). However, they

42 ijcimir)




are also yet to conduct training for the General health staff or the
refresher training for the older staff. However, three of the districts
under ninth plan had shown hardly any expenses on the training purpose
- They are Raigad (0%), Shivpuri (2%), and Kanpur (3%). This could be
point of concern as effectiveness of the program could be seriously
hampered using untrained staff.

« Similar situation was found in the case of fund utilised for IEC, which
include campaign for the awareness of the community members in the
districts of operation. Madurai and Sikar were the only two districts
which had shown the entire fund utilised, allocated for the purpose of
IEC. In the ninth plan, there were 3 districts where fund allocated for
this purpose had shown 0% utilisation. They are -Puri in Orissa, North-
West district of Delhi and Dhamtari in Chattisgrah. In district Buldana
(Maharashtra) a meager amount of Rs 2000 only (1% of the allocated
fund) has been spent on awareness campaign. There is only one district
of ninth plan (Sikar, Rajasthan) which has reported to spent 99% of the
fund allocated on the community awareness program.

The above analysis clearly indicates that expenditure on the components like
salary, medicines etc. and equipment and vehicle has been as per the
programme. However, expenditure on the training and IEC components which
requires a lot of ground work, coordination and networking in the community is
below par in most of the districts. This is mainly due to lack of organizational
skills in the DMHP team, low community participation in the programme and
lack of coordination with the district health system which comes under a
different department.

This could be addressed by training the DMHP team in organizational skKills,

networking and involvement of all stakeholders (district health system, district
administration, PRIs, CBOs, etc.) in the programme.
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Perception of Health Professional on DMHP

Sample Coverage:

It was decided to target 10 health personnel from each of the 20 districts, who
are responsible for implementing the DMHP in their district. However, during
the course of survey it was found that in three of the selected district, the
DMHP has not started. The following table shows the status of DMHP covered in
the ninth and tenth Five Year Plan periods.

Sample profile in the achieved targeted districts.

The following table shows the number of health personnel with respect to their
designation

District wise achieved sample of health personnel implementing DMHP

poyenatris | p il | Soc | Pyt | edicl | et | | Clrk® | g
Sikar 4 2 6 1 1 14
Bankura 9 1 10
Kanpur 1 3 3 2 1 10
Raebareli 3 1 1 1 1 1 2 10
Navsari 1 2 6 1 10
Puri 1 1 8 10
Gulbarga 1 6 2 10
Prakasham 1 1 1 4 1 2 10
Nagaon 3 3 1 1 8
Buldana 1 1 2 1 2 7
Raigad 3 1 3 7
Tinsukia 3 4 7
Delhi 3 1 1 1 6
Shivpuri 3 1 1 5
Madurai 3 1 1 5
Raipur 1 1 1 1 4
Kurukshetra 1 1 1 3
Total 27 8 5 15 47 15 12 7 136
Row% 19.9% 5.9% 3.7% 11.0% 34.6% 11.0% 8.8% 5.1%

Altogether 136 health personnel were interviewed during the course of

survey from the 17 districts where the DMHP has been implemented.
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In 9 of the districts targeted the ICMR could not meet the desired
sample of 10 health personnel because of either non appointment of staff
for DMHP or their unavailability at the time of survey. In the case of Dist
Kurushetra in Haryana, the team could target only 3 of the health
personnel, followed by 4 in Dist Raipur (Chattisgarh), 5 each in Dist
Madurai (Tamilnadu) and Shivpuri (Madhya Pradesh), 6 in Delhi (all the
staffs are from IHBAS responsible for implementing DMHP in 2 of the
districts - South and North-West), 7 each in Ditricts of Tinsukia (Assam),
Raigad and Buldana (both from Maharashtra) and 8 in Naogaon (Assam).

Highest numbers of health personnel were interviewed in Dist Sikar of
Rajasthan (14). However, 2 of the Psychiatrists interviewed were no
longer associated with DMHP, as the Program is no longer in operation.
Other staff members who were interviewed in Sikar were interviewed in
the same districts but since the program not running, they are also no
longer associated with program. Their perception relates to the period
when the program was being implemented.

In rest of 7 district, the team was able achieve the target sample which
was 10 per districts.

Designation wise profile shows that the team interacted with 47 (34.6%)
Medical Officers of CHCs and PHCs, 27 (19.9%) Psychiatrists including the
nodal officers and main doctor responsible for implementing the
program, 15 each (11%) of the Psychiatric Nurses and Health workers and
8 (5.9%) Clinical Psychologists. Apart from these health personnel, the
ICMR team also interacted with 12 ANMs who are responsible for
implementing the program at the Sub-Centre levels.
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Health workers perception on purpose of DMHP

In order to understand the overall perception of health workers on DMHP and its
working, doctors and other medical staff responsible for implementing the
program were asked about their perception on purpose of DMHP. The analysis
could help in recommending the suitable suggestions for enhancing the
effectiveness of DMHP program in the districts already covered and also in other
districts which are supposed to be covered in the 11" plan period.

Purpose of DMHP: Designation wise perception

Clinical e Psychiatric | Medical el Gl
Total Psychiatrist Psvchologist Social Nurse Officer Worke ANM &
4 g Worker r Others
Spreading Count 115 24 5 5 14 37 14 11 5
Awareness Col % 84.6% 88.9% 62.5% 100.0% 93.3% 78.7% 93.3% | 91.7% | 71.4%
Integrating Count 95 24 6 4 10 30 8 9 4
Mental Health
and General Col % 69.9% 88.9% 75.0% 80.0% 66.7% 63.8% 53.3% | 75.0% | 57.1%
Health services
Capacity Count 85 26 7 3 13 30 4 1 1
Building of
Health Personnel
for the Col % 62.5% 96.3% 87.5% 60.0% 86.7% 63.8% 26.7% | 8.3% | 14.3%
management of
mental illness
Prioritizing Count 62 15 4 3 7 27 2 3 1
Mental Health
issue Col % 45.6% 55.6% 50.0% 60.0% 46.7% 57.4% 13.3% | 25.0% | 14.3%
Count 136 27 8 5 15 47 15 12 7
Total
Col % 100.00% 100% 100% 100% 100% 100% 100% | 100% | 100%

Sum may not add due to multiple responses

“Spreading Awareness” was found to be the main purpose of DMHP as
reported by nearly 85% of medical personnel contacted during the

survey.

Integrating mental health and general health services was identified as
the second most important purpose of DMHP (69.9%).
designation wise analysis shows that
Psychiatrists and Clinical Psychologists, the main purpose of DMHP is
Capacity building of health personnel for the mental illness. Whereas,
spreading awareness is the second most important purpose of DMHP.

However,

in the case of

Therefore, analysis clearly shows that there exit some difference of opinion
among the health personnel with respect to main purpose of DMHP.
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Perception on Training

One of the component of DMHP is to train the Medical Officers and other health
staff, who deputed for implementing the program. DMHP allocates the separate
fund for this purpose. In the each of the district, this fund is used to train the
existing staff for the first three years. It is through the proper and regular
training of the health personnel under DMHP that the proper diagnosis could be
conducted for the treatment of mentally ill people. It also helps in enhancing
the capacity building of the institutions responsible for treatment of mentally
ill people falling in the catchments area.

During the course of survey, health personnel were asked whether they were
imparted training or not. The response of the medical personnel could be
gauged from the table below.

District wise response on training
Yes | No Total
Buldana 14.3% 85.7% 7
Bankura 100.0% 10
Kanpur 100.0% 10
Raebareli 40.0% 60.0% 10
Kurukshetra 100.0% 3
Nagaon 87.5% 12.5% 8
Navsari 80.0% 20.0% 10
Delhi 50.0% 50.0% 6
Puri 100.0% 10
Raigad 57.1% 42.9% 7
Raipur 100.0% 4
Shivpuri 100.0% 5
Sikar 64.3% 35.7% 14
Tinsukia 100.0% 7
Madurai 20.0% 80.0% 5
Gulbarga 100.0% 10
Prakasham 60.0% 40.0% 10
Total 55.1% 44.9% 136

» Overall, only 55% of the medical personnel interviewed confirmed that
they received training for implementing the DMHP in their area.

» All the health personnel interviewed in Kanpur (Uttar Pradesh), Shivpuri
(Madhya Pradesh), Tinsukia (Assam) and Gulbarga (Karnataka) confirmed
that they had received the training.

» However, none of the health personnel contacted in Kurushetra
(Haryana), Puri (Orissa) and Raipur (Chattisgarh) reported that they had
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received training for implementing DMHP in their area. This shows that
either health personnel contacted in these districts were appointed after
the third year of the plan period when the DMHP was launched in that
particular district or the training was not at all conducted in that
district.

Effectiveness of training

The major objective of training program was to effectively implement the
DMHP in the district. Therefore, in order to gauge the effectiveness of such
training program, health personnel contacted in each district was asked to rate
the effectiveness of such training program on a scale of 1 to 5, where 1 stands
for Not useful and 5 for very useful. Nearly all the respondents (9 out of 10)
agreed that the training was useful. Only 9.3 % were neutral or could not assess
the effectiveness of such training program. The following table also shows the
profile (of medical personnel) wise ranking on the effectiveness of training
programs

Designation wise perception on effectiveness of training

Clinical Psychiatric . .
Total Psychiatrist | Psychologi Social F_’sych|at Aé?glcal Heall(th ANM %ler:k £
st Worker ric Nurse icer Worker thers
Count 51 10 3 3 8 15 5 5 2
Very Useful
Col% 68.0% 62.5% 100.0% 100.0% 80.0% 68.2% 41.7% 83.3% 66.7%
Somewhat Count 17 4 0 0 1 5 7 0 0
Useful Col% 22.7% 25.0% 0.0% 0.0% 10.0% 22.7% 58.3% 0.0% 0.0%
Neutral Count 7 2 0 0 1 2 0 1 1
' Oolxn .I%0 Re V) .0% .Un .Un A% .0% JAn . )
(Can't Say) | coly 9.3% 12.5% 0.0% 0.0% 10.0% 9.1% 0.0% 16.7% 33.3%
| Count 75 16 3 3 10 22 12 6 3
Tota
Col% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

» Psychiatrists are the most important medical personnel who not only
supervise training but also responsible for implementing the DMHP in the
selected districts. Over 87% of them considered the training to be useful.
However, 25% had reported the training to be somewhat useful.

» All the Clinical psychologist and Psychiatric Social Workers found the
training to be very useful. This was followed by Psychiatric nurse and
ANMs, where 8 out of 10 found the training to be very useful.

» In the case of Health workers, majority of them (58.3%) found the
training to be somewhat useful.

» Therefore, overall it can be concluded that the training imparted to the
medical personnel was useful for implementing the DMHP in districts
covered under the survey.
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Satisfaction with the training program

Satisfaction level derived from the training program

- Psychiatric | Psychiat .
Total | Psychiatrist p Cllmcal' Social ric Med'lcal Azl ANM Clans ks
sychologist W Officer Worker Others
orker Nurse
Count | 41 8 2 3 8 10 5 3 2
Very Satisfied
Col % | 54.7% 50.0% 66.7% 100.0% 80.0% 45.5% 41.7% 50.0% 66.7%
Somewhat | Count | 28 6 1 0 1 11 7 2 0
Satisfied Col % | 37.3% 37.5% 33.3% 0.0% 10.0% | 50.0% | 58.3% | 33.3% | 0.0%
Neutral Count 3 1 0 0 1 0 0 0 1
(Can'tSay) | Col % | 4.0% 6.3% 0.0% 0.0% 10.0% 0.0% 0.0% 0.0% | 33.3%
Somewhat | Count 1 0 0 0 0 1 0 0 0
Not Satisfied | Col % | 1.3% 0.0% 0.0% 0.0% 0.0% 4.5% 0.0% 0.0% 0.0%
Count 2 1 0 0 0 0 0 1 0
Not Satisfied
Col % | 2.7% 6.3% 0.0% 0.0% 0.0% 0.0% 0.0% 16.7% | 0.0%
Count 75 16 3 3 10 22 12 6 3
Total
Col % 100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% | 100.0%
» More than half of the health personnel (54.7%) interviewed during the
survey were very satisfied with the training program. Other 37.3%
reported that they were somewhat satisfied.
» Level of satisfaction was found to be highest among the Psychiatrist
social workers. All of them reported that they were very satisfied. This
was followed by Psychiatric Nurses (80%), Clinical Psychologists and clerk
and other staff (66.7%) and psychiatrists and ANMs (50%).
» Overall only 3 of the medicals personnel had reported that they were not

satisfied (somewhat of fully) with the training program.
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District wise level of satisfaction with training program:

Madurai

S

5.0
5.0

The

graph above analyses the average satisfaction level regarding the

effectiveness of the training of all the health personnel across all the districts
covered in the survey. The respondents were asked to quantify their perception
level on a scale of 1 to 5 where 1 refers to “Not Satisfied” and 5 refer to “Very
Satisfied”.

The average level of satisfaction of all the health personnel who have
undergone training for all the districts has been found to be 4.4 which is
on a higher scale approaching “very satisfied”.

The respondents who were found to be having the highest level of
satisfaction (5 on scale of 1to 5) were from Delhi, Madurai and Raebareli.

This is followed by districts Nagaon and Prakasham where average score
was estimated to be 4.9 and 4.8 respectively.

Two of the other districts have attained the score above average level
(4.4). They are Gulbarga in Karnataka (4.6) and Raigad in Maharashtra
(4.5).

Rests of the districts, as shown in the graph above have scored below the
average. In fact Shivpuri in Madhya Pradesh and Sikar in Rajasthan scored
below 4 at 3.6 and 3.7 respectively.
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Perception on refresher training

The important component like training of the DMHP staffs which is meant for
the capacity building of the personnel become much more effective through
conducting the refresher training programs. This not only further enhances the
skill of the medical personnel but also equip them to handle the location
factors. The graph below displays the status of refresher training in the districts

covered under the study.

District wise perception on the refresher training
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ekt |00
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Raipur  0.0%
Puri 0.0%

Delhi  0.0%
Navsari  0.0%
Kurukshetra 0.0%
Raebareli  0.0%
Bankura 0.0%

Buldana 0.0%

e | 00"

» Out of 17 districts shown in the above graph, medical personnel in only 7
districts confirmed that they had the refresher training program. This
was reported by 60% of the medical personnel contacted in district
Gulbarga, followed by over 40% in Raigad (Maharashtra) and Prakasham
(Andhra Pradesh). Whereas, in Shivpuri (Madhya Pradesh), Madurai
(Tamilnadu) and Kanpur (Uttar Pradesh) around 20% of the respondents
underwent refresher training program. Similarly in Nagaon (Assam) only

12.5% had the refresher training program.
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Suggestions for improving the training program

Health personnel were asked to recommend their suggestion for improving the

training program. Major recommendations have been listed in the table below
with respect to various medical personnel.

Recommendations of the health personnel regarding improvements in the training process

Clinical Psychiatric . . Clerk
Total Psychiatrist | Psycholo Social Psyﬁ:rl:;nc Aé(;glccearl V%z?ll(t:r ANM &
gist Worker Others
The frequency of Count 86 21 4 2 9 37 5 6 2
trainings should be
increased Col % 63.2% 77.8% 50.0% 40.0% 60.0% 78.7% 33.3% 50.0% 28.6%
Simple Language to be | Count 81 12 3 2 7 30 11 12 4
used while imparting
the trainings Col % 59.6% 44.4% 37.5% 40.0% 46.7% 63.8% 73.3% 100.0% | 57.1%
Making the content | ot 77 15 4 3 7 30 9 7 2
more simpler with
more case studies and Col % 56.6% 55.6% 50.0% 60.0% 46.7% 63.8% 60.0% 58.3% 28.6%
examples
Making the IEC Count 64 14 3 4 6 26 3 6 2
materials more
customized and
specific for each of Col % 47.1% 51.9% 37.5% 80.0% 40.0% 55.3% 20.0% 50.0% 28.6%
the districts
The people imparting | Count 54 12 1 6 22 4 7 2
the training should be
more approachable Col % 39.7% 44.4% 20.0% 40.0% 46.8% 26.7% 58.3% 28.6%
Count 2 1 1
None
Col % 1.5% 6.7% 6.7%
Count 10 2 1 3 2 2
Others*
Col % 7.4% 7.4% 6.7% 6.4% 13.3% 28.6%
Count 136 27 8 5 15 47 15 12 7
Total
Col % 100% 100% 100% 100% 100% 100% 100% 100% 100%

» Increasing frequency of the training program was most highly
recommended suggestions across all the medical personnel. This was
recommended by nearly 4 out of 5 psychiatrists and medical officers
contacted during the survey.

» Training in the simple language was the other suggestion, recommended
by nearly 3 out 5 (59.6%) of the medical personnel. In fact all the ANMS
responsible for the sub centre had recommended these suggestions.

» Making the content simple by using case studies was recommended by
over 56% of the respondents. The percentage was found to be uniform across
all the medical personnel. Similarly, Using district specific customized IEC
materials were also recommended by nearly half of the medical personnel.
This was suggested by 4 out 5 (80%) of the psychiatric social workers
contacted during the survey. Other suggestions also included such as
“Training should be imparted by experienced medical professionals”.

Diagnosis and Facilities
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In any health system, diagnosis and facilities go hand in hand. There is no
denying the fact that for proper diagnosis of any health problems, facilities and
infrastructure plays a key role. Diagnosis is much important because it helps to
identify the reasons behind the patients’ problems. In mental health treatment,
counseling is one of the vital components in the diagnosis and treatment
process. More importantly, a separate room should always be maintained for
diagnosis as it helps maintain privacy for every individual patient and their
problems. The DMHP staffs were asked to report one or more of the following
mentioned facilities that they avail at their respective destinations.

Facilities at the health center that assist in diagnosis

Presence of Telephonic Assistance from
counselor who Separate assistance from visiting None of
Districts interacts room for nearest psychiatrist Psychiatrist for the Total
personally to help diagnosis for diagnosis of diagnosis of above
in trust building complex cases complex cases
Buldana Row % 71.4% 57.1% 28.6% 71.4% 0.0% 7
Bankura Row % 50.0% 90.0% 0.0% 40.0% 10.0% 10
Kanpur Row % 20.0% 50.0% 40.0% 0.0% 0.0% 10
Raebareli Row % 50.0% 70.0% 0.0% 0.0% 10.0% 10
Kurukshetra Row % 0.0% 100.0% 0.0% 0.0% 0.0% 3
Nagaon Row % 37.5% 75.0% 50.0% 25.0% 0.0% 8
Navsari Row % 0.0% 20.0% 80.0% 70.0% 0.0% 10
Delhi Row % 66.7% 83.3% 0.0% 50.0% 16.7% 6
Puri Row % 60.0% 50.0% 10.0% 10.0% 0.0% 10
Raigad Row % 100.0% 100.0% 85.7% 42.9% 0.0% 7
Raipur Row % 100.0% 25.0% 50.0% 50.0% 0.0% 4
Shivpuri Row % 100.0% 40.0% 40.0% 40.0% 0.0% 5
Sikar Row % 7.1% 35.7% 14.3% 35.7% 50.0% 14
Tinsukia Row % 0.0% 57.1% 42.9% 28.6% 42.9% 7
Madurai Row % 60.0% 40.0% 60.0% 60.0% 0.0% 5
Gulbarga Row % 50.0% 80.0% 0.0% 0.0% 20.0% 10
Prakasham Row % 100.0% 90.0% 10.0% 40.0% 0.0% 10
Total Row % 47.8% 61.8% 27.9% 31.6% 11.0% 136

Overall analysis of the opinion as revealed by the DMHP staff shows that
“maintaining separate room for diagnosis” is the facility that assists the most
in diagnosis. More then 3 out of 5 of the health personnel were found to have
reported the same. Nearly half of the entire staffs (47.8%) felt that “presence
of counselors in their center” can be very helpful as they help in personal
interaction and trust building with the patients.

All the health personnel interviewed in Kurukshetra in Haryana and
Raigad in Maharashtra and more than 9 out of 10 in Bankura (West Bengal) and
Prakasham (Andhra Pradesh) agreed that separate room for diagnosis is the
most helpful factor in diagnosis.
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The second highest reported facility reporting the presence of a
counselor for personal interaction was agreed by every DMHP staffs from
Raigad, Raipur in Chhattisgarh, Shivpuri in Madhya Pradesh and Prakasham in
Andhra Pradesh.

The proportion of respondents preferring the facilities like taking
assistance from visiting psychiatrist or telephonic assistance from nearest
psychiatrist for dealing with complex cases is on the lower side. In case of
Navsari (Gujarat) and Buldana (Maharashtra), 70% preferred the former while
another 80% in Navsari reported about the later.
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Health personnel perception on drugs
Perception on supply of drugs

As per the guidelines of DMHP, all the beneficiaries are to be provided with
medicines free of cost. Like other treatment programmes, the government has
always wanted to reduce the burden of increasing out-of-pocket expenses. This
has been one of the important mottos, since the DMHP was implemented. The
health personnel were asked about their perception and responses on various
issues related to the provision of medicines.

The following table shows the responses of the DMHP staffs across the districts
regarding the availability of drugs.

Do you have regular inflow of drugs for mental illness?
Districts Yes No Total
Sikar Row % 0.0% 100.0% 14
Tinsukia Row % 0.0% 100.0% 7
Bankura Row % 10.0% 90.0% 10
Nagaon Row % 25.0% 75.0% 8
Raebareli Row % 40.0% 60.0% 10
Puri Row % 40.0% 60.0% 10
Buldana Row % 42.9% 57.1% 7
Kanpur Row % 50.0% 50.0% 10
Kurukshetra Row % 66.7% 33.3% 3
Raipur Row % 75.0% 25.0% 4
Navsari Row % 80.0% 20.0% 10
Shivpuri Row % 80.0% 20.0% 5
Delhi Row % 83.3% 16.7%

Gulbarga Row % 90.0% 10.0% 10
Raigad Row % 100.0% 0.0%
Madurai Row % 100.0% 0.0%
Prakasham Row % 100.0% 0.0% 10
Total Row % 52.9% 47.1% 136

Regarding the supply of drugs, the DMHP staffs were asked to give their opinion
regarding the regular inflow of drugs to their respective centers.

» On an average, more than 1 out of every 2 (52.9%) health personnel,
contacted during the survey, confirmed that they do get a regular inflow of
drugs.

» All DMHP staffs from the districts of Prakasham (A.P), Madurai (T.N) and
Raigad (Mahrashtra), followed by 90% form Gulbarga (Karnataka) reported
that there has been a regular inflow of drugs to their hospital.
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» However, none of the DMHP personnel in Tinsukia in Assam and Sikar in
Rajasthan reported that the supply of drug was regular.

Perception on quantity of drugs supplied

After enquiring about the regularities in the supply of drugs, the quantitative
aspect in the supplies of drugs were also taken into consideration. The health
personnel were henceforth asked to reveal their perception on the quantity of
drugs that are being supplied.

Do you think that the supplies of drugs are sufficient?
Districts Quiet Sufficient Sufficient Suf:ligitent Ilzr?:vt Total
Bankura Row % 10.0% 90.0% 10
Nagaon Row % 12.5% 62.5% 25.0% 8
Tinsukia Row % 14.3% 71.4% 14.3%
Raebareli Row % 40.0% 10.0% 50.0% 10
Sikar Row % 28.6% 71.4% 14
Raipur Row % 25.0% 25.0% 50.0% 4
Buldana Row % 14.3% 42.9% 42.9%
Kurukshetra Row % 66.7% 33.3%
Shivpuri Row % 40.0% 40.0% 20.0%
Navsari Row % 60.0% 30.0% 10.0% 10
Raigad Row % 71.4% 28.6% 7
Puri Row % 50.0% 50.0% 10
Delhi Row % 33.3% 66.7% 6
Kanpur Row % 20.0% 80.0% 10
Prakasham Row % 40.0% 60.0% 10
Gulbarga Row % 40.0% 60.0% 10
Madurai Row % 100.0% 5
Total Row % 28.1% 39.3% 26.7% 5.9% 136

» Overall 3 out of 5 of the health personnel from all the districts taken
together felt that the supplies of drugs are sufficient. In fact 28% had also
reported it to be “quite sufficient”. However, the analysis also reveals that
more than one-fourth (26.7%) were of the opinion that the quantity of drug
supply to be “not sufficient”.

» All the DMHP staffs interviewed in the district of Madurai (Tamil Nadu)
were of the opinion that the supplies of drugs are quiet sufficient. This was
followed by Raigad (Maharashtra), where 71.4% of the staffs reported the
same.

» Supply of drugs was reported to be insufficient, mostly from Bankura
(West Bengal), where almost 90% reported the same. This was followed by
TInsukia in Assam and Sikar in Rajasthan (71.4% each) and Nagaon in Assam
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(62.5%). Insufficient supply was also reported by half the health staffs
interviewed in Raipur (Chattisgarh).

Dealing with Shortages in Drug Supply

It had also been intended to know from the health personnel the measures that
they generally take and practice whenever they fall in the situation like
shortage of drugs.

District wise perception in case of shortage of drugs

Prescribe the drugs to Fil isiti Ask the patients Nothing i
Districts be purchased by the ! efrezum 10N 1 to wait till drugs ° d ng 1s Others Total
patient or drugs arrive one
Buldana Row % 57.1% 85.7% 7
Bankura Row % 80.0% 80.0% 10
Kanpur Row % 40.0% 60.0% 10
Raebareli Row % 30.0% 40.0% 30.0% 20.0% 10
Kurukshetra Row % 33.3% 33.3% 33.3% 3
Nagaon Row % 62.5% 25.0% 12.5% 12.5% 8
Navsari Row % 50.0% 42.9% 7.1% 1
Delhi Row % 83.3% 16.7% 6
Puri Row % 70.0% 50.0% 10
Raigad Row % 71.4% 14.3% 14.3% 7
Raipur Row % 100.0% 25.0% 4
Shivpuri Row % 40.0% 40.0% 20.0% 5
Sikar Row % 64.3% 7.1% 7.1% 21.4% 14
Tinsukia Row % 85.7% 57.1% 14.3% 7
Madurai Row % 60.0% 40.0% 20.0% 5
Gulbarga Row % 100.0% 30.0% 10
Prakasham Row % 90.0% 90.0% 10
Total Row % 58.1% 50.7% 5.9% 2.2% 8.8% 136

» Overall situation shows that close to 58% of the health staffs “prescribe
the drugs to be purchased by the patients from the market” while another
50% generally “file requisition for drugs”.

» The trend of prescription of drugs to be purchased from the market was
reported by almost all the medical personnel (100%) in Dist Raipur
(Chattisgarh) followed by Dist Prakasham in Andhra Pradesh (90%), Tinsukia
in Assam(85.7%), Delhi (83.3%) and Dist Bankura in West Bengal (80%).

» Overall around 6 % of the medical personnel also reported that they
usually ask the patient to wait for medicines till they arrive in the hospital.
In other words, the patients are not given the medicines instantly showing
the time lag between the diagnosis and medication.
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» Overall 8.8% have also reported that they take other steps such as
procuring medicines from other centers running the DMHP in the same
districts or provide the alternate medicines applicable with respect to the
illness diagnosed. This trend was found to be highest in Dist Gulbarga in
Karnataka (30%), followed by Sikar in Rajasthan (21.4%) and Madurai in
Tamil Nadu (20%).

Perception on availability of funds for DMHP

Funds form the most important part in the implementation of any programme.
The success and failure of any programme can be attributed to the adequacy
and scarcity of funds. With a view to capture the effectiveness of DMHP to its
fullest extent, the financing of the programme has also been addressed.

The DMHP staffs were asked to report their perception and opinion regarding
the allotment of funds that was sanctioned to their respective venues.

Do you think the funds allocated for your center to implement DMHP are

adequate?
Distrits (vaiabittyof | SELE e | Dontknowican't | gy
adequate

Buldana Row % 57.1% 42.9% 7
Bankura Row % 70.0% 30.0% 10
Kanpur Row % 100.0% 10
Raebareli Row % 30.0% 70.0% 10
Kurukshetra Row % 100.0% 3
Nagaon Row % 37.5% 25.0% 37.5% 8
Navsari Row % 50.0% 50.0% 10
Delhi Row % 100.0% 6
Puri Row % 40.0% 60.0% 10
Raigad Row % 42.9% 42.9% 14.3% 7
Raipur Row % 25.0% 75.0% 4
Shivpuri Row % 20.0% 60.0% 20.0% 5
Sikar Row % 14.3% 85.7% 14
Tinsukia Row % 100.0% 7
Madurai Row % 60.0% 0.0% 40.0% 5
Gulbarga Row % 100.0% 10
Prakasham Row % 30.0% 70.0% 10

Total Row % 28.7% 27.2% 44.1% 136

» Overall analysis shows that 44% of the health personnel interviewed
during the survey had no opinion on the adequacy of fund.
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Rest of the health personnel were almost equally divided on adequate
and inadequate of funds allocated for implementing DMHP in a plan
period.

In Delhi and Tinsukia (Assam) all the medical personnel contacted had
reported that that the allocated fund was inadequate. In contrast all the
medical personnel from Dist Gulbarga in Karnataka reported that the

allocated fund was adequate.

Following table shows the designation wise opinion on the allocation of funds

for DMHP.
Designation wise views on allocation of funds for DMHP
Clinical Psychiatric | Psychia
Psychia | Psycholog Social tric Medical Health Clerk &
Total trist ist Worker Nurse Officer Worker ANM Others
Availability | 0t 39 8 3 2 5 14 5 2 0
of fund is
adequate | Col% | 28.7% 29.6% 37.5% 40.0% 33.3% | 29.8% 33.3% 16.7% 0.0%
Availability | count | 37 11 3 2 2 15 4 0 0
of fund is
not
adequate | Col% | 27.2% 40.7% 37.5% 40.0% 13.3% | 31.9% 26.7% 0.0% 0.0%
Don't | count 60 8 2 1 8 18 6 10 7
know/Can't
Say Col% | 44.1% 29.6% 25.00% 20.0% 53.3% | 38.3% 40.0% 83.3% | 100.0%
Count 136 27 8 5 15 47 15 12 7
100.0
Total Col% | 100.00% | 100.0% | 100.0% 100.0% 100.0% % 100.0% | 100.0% | 100.0%
» Most of the ANMs (83.3%) had no opinion on the funds allocated for

>

implementing the DMHP program.

Among the Psychiatrists, who were contacted during the course of
survey, more than 40% opined that that fund allocated was inadequate.
Whereas, around 30% were of the view that the allocated was adequate.
However, majority (44.1%) had no opinion.

Secondly, among the medical officers, who had major responsibilities in
CHCs and PHCs, over 30% had opined about the inadequacy of the funds
allocated.
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Overall perception on the success of DMHP

During the course of interview with Health personnel responsible for
implementing DMHP were also recorded in the form of unstructured questions.

Most of the health workers were of the opinion that that mental illness is like
any other diseases and that it can be cured with early detection, proper
medication and diagnosis and regular follow ups. They also have the knowledge
about the stages of severity of mental illness, its causes and treatment. Many of
them also pointed about the importance of training component in DMHP which
has helped them to learn the right attitude to deal with the patients with
politeness and friendliness with the mentally ill people in their area.

Health personnel perception on the community awareness about mental illness
revealed that generally people have mixed opinion regarding its curability.
Overall the awareness level of the people, as revealed by the health workers, is
considered to be average. It is considered very low at the peripheral level but
at the urban and semi urban set up the scenario has been improving. This
clearly shows that the DMHP, which included diagnosis and treatment of
mentally ill people and also creating awareness about mental illness in the
community, has been more effective at the District head quarter level but at
the ground level which includes the periphery of the district towns as well as
the rural areas, the program has yet to see its success.
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Perception of Beneficiaries about DMHP

1. Sample Characteristics.

Under the TOR it was decided to cover a sample of 60 beneficiaries/ patients or
their family members from each of the district where the DMHP program was
running at the time of survey. However, in many cases the team could not meet
the sample because of unavailability of requisite number of beneficiaries.

District wise sample

The table below shows the actual city wise and category wise sample achieved
during the survey.

District wise actual sample achieved

Districts Sample %
Bankura, W.B 52 5.4%
Delhi 62 6.5%
Kanpur, U.P 60 6.3%
Kurushetra, Haryana 61 6.4%
Nagaon, Assam 60 6.3%
Navsari, Gujarat 60 6.3%
Puri, Orissa 55 5.7%
Raebareli, U.P 50 5.2%
Raigad, Mah 60 6.3%
Shivpuri, M.P 60 6.3%
Sikar, Rajasthan 32 3.3%
Tinsukia, Assam 60 6.3%
Buldana, Maharashra 63 6.6%
Dhamtari, Chhattisgarh 43 4.5%
Madurai, T.N. 59 6.2%
Gulbarga, Karnataka 60 6.3%
Prakasham, A.P. 60 6.3%
Total 957 100.0%

A total of 957 respondents (patients) were interviewed during the survey,
with the highest in District Buldana (Maharashtra) (63, 6.6%) and lowest in
Sikar (Rajasthan) (32, 3.3%). The probable reason for low coverage in Sikar

was on account of non operation of DMHP in the district.
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Gender wise distribution

District wise Gender wise sample distribution

Districts Female Male Total
Bankura, W.B C%ZL;net 442_35% 552.98% 52
Kanpur, U.P C%:ugr;t 412,57% 5;.53% 60
Kurukshetra, Haryana (c:%f:;r: 36221 % 633.?)% 61
Nagaon, Assam (c:%:l;r: 553_ 36% 452. 70% 60
Navsari, Gujarat ((:%;ugr;t 533_ 23% 462,87% 60
Puri, Orissa (;;ugr;t 211,33% 7;.32% 25
Raebareli, U.P C%Zugr;t 502. ?)% 5& 50% 20
e T T eim ] *°
Sikar, Rajasthan C/Ztig,rclet 75 mn 32
Tinsukia, Assam (;Ac;ugr;t 452_ Z)% 553,?6% 60
Buldana, Maharashra C%ZL;r;t 392_57% 6;83% 63
Dhamtari, Chhattisgarh C%c;ugr;t 391_;% 602. E;% 43
Madurai, T.N. C%:ugr;t 352_ 16% 63.3% 59
Gulbarga, Karnataka (t:%f:;r;t 4; 2% 5 :‘;% 60
Prakasham, A.P. (CZ%)oal;r;t 3;?;% 613.77% 60
Total C%(,)augr;t 4;?5?% 53?50% 957

A total of 407 (42.5%) of the achieved sample were female as against 550
(57.5%) male showing a dominance of male beneficiaries/ patient seeking
treatment under DMHP.

» Highest percentage of female patients was found in Delhi, 56.5% as against
42.5% at the national level. This was followed by Dist. Nagaon in Assam
(55%) and Dist. Navsari in Gujarat (53.3%)
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 The lowest percentage of female patients was found in Districts Puri in
Orissa (21.8%) followed by Dist. Madurai in Tamil Nadu (35.6%)

Age wise sample

The following table shows the age distribution achieved during the survey.

District wise age wise sample distribution

Districts Up;:s ) e 1Y5r; A >23r-525 g 23',; 29 = 33',; 43 a5 yrs | Total
Bankura, W.B 1.9% 21.2% 7.7% 42.3% 25.0% 1.9% 52
Delhi 8.1% 4.8% 11.3% 41.9% 19.4% 14.5% 62
Kanpur, U.P 10.0% 11.7% 13.3% 38.3% 13.3% 13.3% 60
Kurukshetra, Haryana 3.3% 3.3% 24.6% 27.9% 16.4% 24.6% 61
Nagaon, Assam 8.3% 13.3% 15.0% 26.7% 23.3% 13.3% 60
Navsari, Gujarat 10.0% 8.3% 13.3% 30.0% 26.7% 11.7% 60
Puri, Orissa 21.8% 9.1% 16.4% 27.3% 10.9% 14.5% 55
Raebareli, U.P 16.0% 24.0% 8.0% 18.0% 32.0% 2.0% 50
Raigad, Maharashtra 8.3% 3.3% 15.0% 28.3% 20.0% 25.0% 60
Shivpuri, M.P 3.3% 10.0% 10.0% 25.0% 28.3% 23.3% 60
Sikar, Rajasthan 9.4% 9.4% 6.3% 28.1% 31.3% 15.6% 32
Tinsukia, Assam 1.7% 8.3% 16.7% 40.0% 26.7% 6.7% 60
Buldana, Maharashtra 22.2% 4.8% 14.3% 25.4% 15.9% 17.5% 63
Dhamtari, Chhattisgarh 7.0% 9.3% 11.6% 23.3% 25.6% 23.3% 43
Madurai, T.N. 1.7% 10.2% 18.6% 25.4% 18.6% 25.4% 59
Gulbarga, Karnataka 6.7% 8.3% 11.7% 13.3% 25.0% 35.0% 60
Prakasham, A.P. 18.3% 16.7% 20.0% 20.0% 11.7% 13.3% 60
89 97 135 272 204 160
Total 957
9.3% 10.1% 14.1% 28.4% 21.3% 16.7%

* In the total sample of 957, maximum number of respondents were found in
the age group of >25-35 (28.4%) followed by age group of >35-45 (27.9%) and

>45 (16.7%)

* However, almost 1 out 10 (9.3%) of patients also belonged in the age group
of less than 15 years (9.3%) closely followed 10 - 15 years (10.1%) Therefore
almost 1 out 5 was less than 20 years of age.

Civil Status of Beneficiaries
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The following table shows the status of respondents/ beneficiaries with respect
to their marital status.

District wise sample showing civil status of the beneficiaries/ patients
Districts Single Married SS?\,a;ra::g/ W(]g:)w Total
Bankura, W.B 40.4% 59.6% 0.0% 0.0% 52
Delhi 37.1% 59.7% 0.0% 3.2% 62
Kanpur, U.P 30.0% 70.0% 0.0% 0.0% 60
Kurukshetra, Haryana 34.4% 62.3% 3.3% 0.0% 61
Nagaon, Assam 63.3% 18.3% 18.3% 0.0% 60
Navsari, Gujarat 38.3% 56.7% 0.0% 5.0% 60
Puri, Orissa 52.7% 45.5% 0.0% 1.8% 55
Raebareli, U.P 46.0% 54.0% 0.0% 0.0% 50
Raigad, Mah 46.7% 50.0% 0.0% 3.3% 60
Shivpuri, M.P 21.7% 71.7% 0.0% 6.7% 60
Sikar, Rajasthan 34.4% 65.6% 0.0% 0.0% 32
Tinsukia, Assam 36.7% 56.7% 6.7% 0.0% 60
Buldana, Maharashtra 50.8% 38.1% 7.9% 3.2% 63
Dhamtari, Chhattisgarh 30.2% 60.5% 7.0% 2.3% 43
Madurai, T.N. 33.9% 61.0% 3.4% 1.7% 59
Gulbarga, Karnataka 33.3% 56.7% 1.7% 8.3% 60
Prakasham, A.P. 61.7% 36.7% 0.0% 1.7% 60
392 515 28 22
Total 957
41.0% 53.8% 2.9% 2.3%

* In the total sample of 957, more than half (53.8%) of the patients were
found to be married. Whereas, over 2 out of 5 (41%) were unmarried.

« Around 3% of the beneficiaries were divorcees and other 2.3% were
widow(er)

* Maximum percentage of married patients/ beneficiaries was found in district
of Shivpuri in Madhya Pradesh, closely followed by Dist Kanpur in Uttar
Pradesh and Dist. Sikar in Rajasthan.

» Whereas, highest percentage of patients who were single were found in Dist
Nagaon in Assam (63.3%), closely followed by Prakasham in Andhra Pradesh
(61.7%) and Puri in Orissa (52.7%).

Education Status of Beneficiaries
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The following table shows the status of respondents/ beneficiaries with respect
to their education level.

District wise sample showing education status of beneficiaries/ patients

Under- Post S Class Illite-
Graduate Qualifi- X and Total
graduate Graduate - rate
cation below
Bankura, W.B %age 51.9% 48.1% 0.0% 0.0% 0.0% | 0.0% 52
Delhi %age | 22.6% 4.8% 1.6% 0.0% 54.8% | 16.1% | 62
Kanpur, U.P %age 75.0% 15.0% 8.3% 1.7% 0.0% 0.0% 60
ﬁ“r“ks‘hetra’ %age | 50.8% 14.8% 4.9% 0.0% 13.1% | 16.4% | 61
aryana
Nagaon, Assam %age 98.3% 1.7% 0.0% 0.0% 0.0% 0.0% 60
ga‘.’sa”’ %age 36.7% 1.7% 0.0% 0.0% 26.7% | 35.0% | 60
ujarat
Puri, Orissa %age | 92.7% 7.3% 0.0% 0.0% 0.0% | 0.0% 55
Raebareli, U.P | %age 10.0% 0.0% 0.0% 2.0% 68.0% | 20.0% | 50
Raigad, Mah %age | 95.0% 1.7% 0.0% 0.0% 0.0% | 3.3% 60
Shivpuri, M.P %age 11.7% 8.3% 11.7% 3.3% 36.7% | 28.3% | 60
Sikar, Rajasthan | %age 0.0% 6.3% 6.3% 0.0% 43.8% | 43.8% | 32
Tinsukia, Assam | %age 73.3% 26.7% 0.0% 0.0% 0.0% 0.0% 60
BUldana) 9 9 9 0 0 9 o
Maharashtra %age 82.5% 7.9% 0.0% 1.6% 7.9% | 0.0% 63
Dhamtari, o 0 0 9 0 0 9
Chhattisgarh %age 58.1% 7.0% 4.7% 0.0% 18.6% | 11.6% | 43
Madurai, T.N. %age 8.5% 6.8% 0.0% 3.4% 69.5% | 11.9% | 59
Gulbarga, %age | 98.3% 1.7% 0.0% 0.0% 0.0% | 0.0% | 60
Karnataka
Frakasham, %age | 61.7% | 35.0% 3.3% 0.0% | 0.0% | 0.0% | 60
4 11 22 7 182
Total Count 540 0 8 96 957
%age | 56.4% 11.5% 2.3% 0.7% 19.0% | 10.0%

More than half (56.4%) of the patients were found to be undergraduate.
Whereas, nearly 2 out of 5 (19%) had attended schools but below class X and
other 10% were illiterates.

Over 1 out of 10 (11.5%) were graduates and 2.3% were found to be post
graduates. Altogether 7 (0.7%) were also professionally qualified. Most of
these professionally qualified came from Madurai in Tamil Nadu (3.4%) and
Shivpuri in Madhya Pradesh (3.3%).
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Family size of Beneficiaries

The table below shows the number of family members in the house where the
patients/ beneficiaries stay.

District wise sample with respect to number of family members of beneficiaries
less than 3 3-5 More than 5 Total Count
Bankura, W.B 0.0% 25.5% 65.5% 52
Delhi 4.8% 54.0% 42.0% 62
Kanpur, U.P 6.6% 70.0% 23.4% 60
Kurukshetra, Haryana 6.6% 35.1% 61.7% 61
Nagaon, Assam 1.7% 37.6% 53.2% 60
Navsari, Gujarat 5.0% 71.7% 23.3% 60
Puri, Orissa 9.1% 65.1% 23.8% 55
Raebareli, U.P 4.0% 53.5% 32.6% 50
Raigad, Mah 6.7% 77.9% 8.5% 60
Shivpuri, M.P 3.3% 39.9% 55.0% 60
Sikar, Rajasthan 9.4% 73.4% 20.0% 32
Tinsukia, Assam 5.0% 71.7% 23.3% 60
Buldana, Maharashtra 11.1% 60.9% 32.7% 63
Dhamtari, Chhattisgarh 14.0% 0.0% 0.0% 43
Madurai, T.N. 13.6% 0.0% 0.0% 59
Gulbarga, Karnataka 5.0% 32.7% 0.0% 60
Prakasham, A.P. 6.7% 0.0% 0.0% 60
Total 62 >82 313 957
6.5% 60.8% 32.7%

» The analysis shows that majority of patients/ beneficiaries were staying in

the family with 3 to 5 members (60.8%). This was found to be highest in the
case of Dist Raigad in Maharashtra (77.9%), followed by Dist Sikar in
Rajasthan (73.4%) and Dist Navsari in Gujarat (71.7%).

Overall nearly 3 out 10 (32.7%) beneficiaries were staying with family size of
more than 5 members. This trend was found highest in Dist Bankura, in West
Bengal, reported by over 65% of respondents. This was followed by Dist of
Kurukshetra in Haryana (61.7%) and Dist Shivpuri in Madhya Pradesh (55%)

Only 6.5% of beneficiaries contacted had a family size of less than 3
members. This was reported highest in the case of Dist Dhamtari in
Chhattisgarh (14%), followed by Dist Madurai in Tamil Nadu (13.6%) and Dist
Buldana in Maharashtra (11.1%).
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Service Provision - First point of contact with Medical Institutions

Perception on Services

Under DMHP, the each of the districts were supposed to train medical personnel
at CHC, PHC and Sub centre level so that they can treat the mentally ill people
in their Area. The main objective was to bring the medical services for mentally
ill people at their door step. The other main objective of the DMHP was to
reduce the pressure on the mental health hospitals for treating basic level of

mental illness such as Neurosis.

Following table shows the provision of services by the health institutions.

First point of contact with the medical institutions

Bankura, W.B 2.1% 97.9% 52
Delhi 3.2% 46.8% 50.0% 62
Kanpur, U.P 11.9% 22.0% 1.7% 62.7% 1.7% 60
Kurukshetra, Haryana 1.6% 98.4% 61
Nagaon, Assam 1.7% 11.7% 81.7% 5.0% 60
Navsari, Gujarat 5.0% 10.0% 80.0% 3.3% 1.7% 60
Puri, Orissa 9.3% 7.4% | 27.8% 53.7% 1.9% 55
Raebareli, U.P 8.2% 24.5% | 28.6% 30.6% 8.2% 50
Raigad, Maharashtra 8.3% 1.7% 73.3% 16.7% 60
Shivpuri, M.P 1.7% 6.7% 75.0% 13.3% 3.3% 60
Sikar, Rajasthan 15.6% | 28.1% 56.3% 32
Tinsukia, Assam 13.3% 5.0% 80.0% 1.7% 60
Buldana, Maharashtra 3.4% 8.6% 6.9% 53.4% 25.9% 1.7% 63
Dhamtari, Chhattisgarh 100.0% 43
Madurai, T.N. 63.6% 4.5% 31.8% 59
Gulbarga, Karnataka 12.3% 38.6% | 35.1% 8.8% 5.3% 60
Prakasham, A.P. 11.7% 31.7% 38.3% 16.7% 1.7% 60
Total 35 110 122 581 84 25 957
3.7% 11.5% | 12.7% | 60.7% 8.8% 2.5%

 The table above shows that out of 957 beneficiaries contacted, around 9%
were still directly availing their services, as first point of contact from the
Mental hospitals. The trend was found to be highest in the case of Delhi,
where one out of two patients (50%) contacted directly approached the
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mental hospitals for getting their treatment. The possible reasons could be
availability of a mental hospital and their accessibility for the people staying
in the Delhi DMHP districts - Jahangirpuri and Chattarpur. Delhi is the only
case where grant allocated during 9 plan period was utilised for two
districts, rather than one. Delhi was followed by Buldana in Maharashtra,
where out of 55 patients/ beneficiaries contacted over one out of four
(25.9%) directly accesses the mental hospitals.

* Overall analysis shows that 3 out 5 patients (60.7%) had accessed the District
hospitals as their first point of contact. Whereas, in the case of CHCs (12.7%)
and PHCs (11.5%), percentages of patients accessing these institutes were
found to be low. Further, this was found to be very low in the case of Sub
Centres (3.7%).

e Therefore, the main objectives of DMHP for providing the services to the
mentally ill people at the ground level are found to be low. This requires a
comprehensive analysis in terms of provision of services and training to the
medical personnel at the CHC, PHC and especially at the sub centre level.

Diagnosis - lllness diagnosed by the medical professional

The tables below shows the kind of mental illness diagnosed and conveyed to
the patients or their family members during their first contact with the medical
institutions/ professionals. It should be noted here that in many cases the
patients were unaware of the illness they are suffering. ICMR research team had
to make efforts in translating the symptoms or the illness in to the medical
terminology. Most of the patients were aware about their illness in the local
vernacular language. Based on the broad categories of mental illness, the
beneficiaries are distributed in to the categories such as Neurosis (Depression,
Anxiety, Hysteria), Psychosis (Acute, Recurrent and Chronic), Epilepsy, Mental
Retardness and Addiction (Alcohol and Drugs)
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District wise illness diagnosed by the medical professional

Neurosis | Psychosis | Epilepsy ReAtAaerrr‘:lt:éss Addiction Cog;(:(n't Total
Bankura, W.B 69.2% 30.8% 52
Delhi 83.9% 17.7% 62
Kanpur, U.P 51.7% 16.7% 11.7% 10.0% 3.3% 6.7% 60
Kurukshetra, Haryana 45.9% 29.5% 14.8% 9.8% 61
Nagaon, Assam 36.7% 56.7% 5.0% 1.7% 6.7% 60
Navsari, Gujarat 56.7% 16.7% 25.0% 3.3% 60
Puri, Orissa 54.5% 20.0% 0.0% 10.9% 10.9% 3.6% 55
Raebareli, U.P 46.0% 14.0% 20.0% 4.0% 18.0% 50
Raigad, Maharashtra 36.7% 30.0% 18.3% 8.3% 6.7% 60
Shivpuri, M.P 46.7% 5.0% 8.3% 11.7% 3.3% 25.0% 60
Sikar, Rajasthan 21.9% 15.6% 18.8% 6.3% 9.4% 28.1% 32
Tinsukia, Assam 31.7% 51.7% 8.3% 8.3% 60
Buldana, Maharashtra 30.2% 22.2% 12.7% 27.0% 6.3% 9.5% 63
Dhamtari, Chhattisgarh 60.5% 30.2% 2.3% 7.0% 43
Madurai, T.N. 71.2% 15.3% 11.9% 1.7% 59
Gulbarga, Karnataka 48.3% 18.3% 18.3% 11.7% 3.3% 60
Prakasham, A.P. 55.0% 28.3% 8.3% 8.3% 60
481 227 107 66 47 42
Total 50.3% | 23.7% | 11.2% 6.9% 4.9% aa% |

Note: Sum may no add because of multiple illnesses diagnosed and conveyed to the patients.

Overall analysis shows that half (50.3%) of the patients were diagnosed as
Neurotic. This was found to be highest in Delhi where 85% of the patients
contacted had been diagnosed as neurotic. This was followed by Maduari in
Tamilnadu (71.2%) and closely followed by Bankura in West Bengal (69.2%).

Around one-fourth (23.7%) of the beneficiaries/ patients contacted were
suffering from Psychosis which was found be highest in the case of Dist
Nagaon and TInsukia, both in Assam, where nearly 51-56% of patients were
suffering from this disease. In Delhi none of patient contacted was found be
psychotic. The possible reason could that psychotic patient could be directly
accessing Mental Hospital and could not be found during the survey.

Overall around 11% were found to be epileptic. This was found to be highest
in the dist of Navsari in Gujarat, reported by almost 25% of the patients
contacted. This was followed by Raebareli in Uttar Pradesh (20%).

In  Shivpuri (Madhya Pradesh) and Sikar (Rajasthan), in more than 25% of
cases, the nature if mental illness could not be ascertained.

69 ijcimir)




Communication with Doctor

One of the aims of the current study was to understand the level of
consciousness of the beneficiaries or their family members with respect to their
satisfaction level on the interaction with the doctor. This is only possible
though the communication with the doctor. Therefore, the patients and their
family members were asked as whether the diagnosis was clearly explained or
not. This is clearly shown with the help of the following table:

Was the diagnosis clearly explained?
Not at Somewhat Clearly Total
all explained explained Count
Bankura, W.B 9.60% 61.50% 28.80% 52
Buldana, Maharashtra 1.60% 22.20% 76.20% 63
Delhi 3.20% 14.50% 82.30% 62
Dhamtari, Chhattisgarh 72.10% 18.60% 9.30% 43
Gulbarga, Karnataka 6.70% 20.00% 73.30% 60
Kanpur, U.P 1.70% 8.30% 90.00% 60
Kurukshetra, Haryana 4.90% 85.20% 9.80% 61
Madurai, T.N. 6.80% 6.80% 86.40% 59
Nagaon, Assam 3.30% 85.00% 11.70% 60
Navsari, Gujarat 1.70% 15.00% 83.30% 60
Prakasham, A.P. 15.00% 61.70% 23.30% 60
Puri, Orissa 10.90% 61.80% 27.30% 55
Raebareli, U.P 32.00% 42.00% 26.00% 50
Raigad, Maharashtra 13.30% 61.70% 25.00% 60
Sikar, Rajasthan 31.30% 40.60% 28.10% 32
Shivpuri, M.P 73.30% 26.70% 60
Tinsukia, Assam 55.00% 45.00% 60
103 415 439
Total 10.80% 43.40% 45.90% 957

* Overall 90% of the patients were of the opinion that diagnosis was explained
to them. Nearly 46% reported that it was clearly explained whereas, 43.4%
were of the opinion that it was somewhat explained. In Kanpur, 90% of the

patients reported that it was clearly explained.

* Nearly 11% of the patients or their family members also reported that the
diagnosis was not al all explained to them. This was reported to be highest
in the case of Dist Dhamtari in Chhattisgarh, where over 7 out of 10
respondents reported the same, followed by Raebareli in Uttar Pradesh

(32%).
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Treatment with respect and dignity

The following tables show the attitude of doctor with the patient.

Did the medical professional treated with respect and dignity
Definitely | extent | M| Tow
Dhamtari, Chhattisgarh 20.9% 74.4% 4.7% 43
Raebareli, U.P 24.0% 62.0% 14.0% 50
Sikar, Rajasthan 43.8% 34.4% 21.9% 32
Prakasham, A.P. 50.0% 50.0% 60
Bankura, W.B 59.6% 40.4% 52
Shivpuri, M.P 66.7% 33.3% 60
Tinsukia, Assam 70.0% 28.3% 1.7% 60
Raigad, Maharashtra 80.0% 20.0% 60
Puri, Orissa 85.5% 14.5% 55
Buldana, Maharashtra 85.7% 14.3% 63
Nagaon, Assam 90.0% 10.0% 60
Navsari, Gujarat 90.0% 10.0% 60
Delhi 90.3% 9.7% 62
Gulbarga, Karnataka 91.7% 8.3% 60
Kanpur, U.P 98.3% 1.7% 60
Kurukshetra, Haryana 98.4% 1.6% 61
Madurai, T.N. 100.0% 59
724 216 16
Total 957
75.7% 22.6% 1.8%

* Overall 3 out of the 4 patients (75.7%) reported that definitely they were
treated with respect and dignity. Other 22.6% were of the opinion that to
some extent doctor treated then with respect and dignity. Only 1.8%
disagreed with this and majority of them were from Sikar in Rajasthan
(21.9%) followed by Raebareli in Uttar Pradesh.
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Perception on time given by medical professionals/ doctors

Satisfaction with the treatment received also depends on the time given to the
patients for discussing the illness during the treatment. Based on the time spent
with patient, the quality of treatment is determined especially in the case of
mentally ill patient. The following table evaluates the perception of patients or
their family members on the time given by the medical professionals.

Were you given enough time to discuss your condition and treatment?
Yes , Yes, to some Total
definitely extent No Count

Bankura, W.B 21.2% 75.0% 3.8% 52
Buldana, Maharashtra 79.4% 19.0% 1.6% 63
Delhi 82.3% 17.7% 62
Dhamtari,

Chhattisgarh 18.6% 65.1% 16.3% 43
Gulbarga, Karnataka 90.0% 10.0% 60
Kanpur, U.P 100.0% 60
Kurukshetra, Haryana 100.0% 61
Madurai, T.N. 94.9% 1.7% 3.4% 59
Nagaon, Assam 95.0% 5.0% 60
Navsari, Gujarat 91.7% 8.3% 60
Prakasham, A.P. 33.3% 65.0% 1.7% 60
Puri, Orissa 32.7% 67.3% 55
Raebareli, U.P 38.0% 52.0% 10.0% 50
Raigad, Mah 83.3% 16.7% 60
Sikar, Rajasthan 34.4% 28.1% 37.5% 32
Shivpuri, M.P 40.0% 46.7% 13.3% 60
Tinsukia, Assam 70.0% 30.0% 60
Total 67.6% 28.4% 4.0% 957

* Overall 67.6% reported that medical professional definitely given enough
time during the treatment to discuss the patients’ conditions. Other 28.4%
also agreed to this to some extent. Only 4% denied such experience. This
was found to be highest with the patients in Sikar, Rajasthan where more
than one-third (37.5%) reported that that they were not given enough time
for discussing their conditions.

Trust and confidence on medical personnel
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All the beneficiaries were asked about their trust and confidence with the
medical personnel who treated them during the initial level of their treatment.

This is shown in the table below.

Patients/ beneficiaries trust and confidence with the medical personnel
Yes Yes, to
definit’e ly some No Total
extent
Bankura, W.B 69.2% 30.8% 52
Buldana, Maharashtra 79.4% 19.0% 1.6% 63
Delhi 79.0% 21.0% 62
Dhamtari, Chhattisgarh 20.9% 72.1% 7.0% 43
Gulbarga, Karnataka 96.7% 3.3% 60
Kanpur, U.P 100.0% 60
Kurukshetra, Haryana 95.1% 4.9% 61
Madurai, T.N. 98.3% 1.7% 59
Nagaon, Assam 93.3% 6.7% 60
Navsari, Gujarat 91.7% 8.3% 60
Prakasham, A.P. 43.3% 56.7% 60
Puri, Orissa 56.4% 41.8% 1.8% 55
Raebareli, U.P 36.0% 62.0% 2.0% 50
Raigad, Maharashtra 83.3% 16.7% 60
Sikar, Rajasthan 28.1% 46.9% 25.0% 32
Shivpuri, M.P 50.0% 48.3% 1.7% 60
Tinsukia, Assam 73.3% 23.3% 3.3% 60
Total 72.8% 25.3% 1.9% 957

e Overall 72.8% reported that they had full trust and confidence with the
medical personnel who treated and other 25.3% had trust and confidence to
some extent. Around 2% could not build any trust and confidence with the

medical personnel.

In Sikar (Rajasthan), however, 25% reported their

dissatisfaction as far as trust and confidence with medical personnel is

concerned.
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Provision of medicines

Under the DMHP, all the beneficiaries treated by the medical institutions are
provided free medicines, depending upon the nature of mental illness. All the
beneficiaries who were contacted during the course of survey were asked
questions related to provision of medicines.

The following table shows the responses of beneficiaries or their family
members with respect to provision of medicines.

Were you provided medicines during the treatment
District Yes No Total
Kurukshetra, Haryana 27.9% 72.1% 61
Dhamtari, Chhattisgarh 34.9% 65.1% 43
Tinsukia, Assam 78.3% 21.7% 60
Raebareli, U.P 82.0% 18.0% 50
Bankura, W.B 84.6% 15.4% 52
Delhi 88.7% 11.3% 62
Puri, Orissa 90.9% 9.1% 55
Kanpur, U.P 91.7% 8.3% 60
Prakasham, A.P. 93.3% 6.7% 60
Nagaon, Assam 95.0% 5.0% 60
Madurai, T.N. 96.6% 3.4% 59
Raigad, Maharashtra 96.7% 3.3% 60
Shivpuri, M.P 96.7% 3.3% 60
Buldana, Maharashtra 96.8% 3.2% 63
Navsari, Gujarat 98.3% 1.7% 60
Gulbarga, Karnataka 98.3% 1.7% 60
Sikar, Rajasthan 100.0% 0.0% 32
Total 821 136 957
85.8% 14.2%

e Overall 85.8% reported that received the medicines from the medical
personnel responsible for treating their mental illness. This was reported by
all the 32 beneficiaries contacted in Dist Sikar, Rajasthan.

* However, over 7 out of 10 (72.1%) respondents from Dist. Kurukshetra in
Haryana reported that they were not provided medicines by the medical
personnel who treated. Most of the time they had to buy medicines from the
market. This aspect was also corroborated by the medical personnel that
since most of the time the medicines are not available due to delay in the
supply therefore patients are advised to buy medicines from the market.
This trend was also found to be prevalent in Dist Dhamtari (Chhattisgarh)

where 65% of the respondents reported the same.
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Explaining purpose of medicines

The respondents were also asked whether they were explained the purpose of
medication. This can be gauged from the following table.

Were the purpose of medication explained
Yes, clearly Yese)t(ct)es:tme No Total
Bankura, W.B 15.4% 80.8% 3.8% 52
Delhi 67.7% 29.0% 3.2% 62
Kanpur, U.P 38.3% 21.7% 40.0% 60
Kurukshetra, Haryana 1.6% 90.2% 8.2% 61
Nagaon, Assam 61.7% 36.7% 1.7% 60
Navsari, Gujarat 91.7% 8.3% 60
Puri, Orissa 40.0% 60.0% 55
Raebareli, U.P 26.0% 4.0% 70.0% 50
Raigad, Mah 35.0% 53.3% 11.7% 60
Shivpuri, M.P 26.7% 68.3% 5.0% 60
Sikar, Rajasthan 6.3% 21.9% 71.9% 32
Tinsukia, Assam 43.3% 35.0% 21.7% 60
Buldana, Maharashtra 73.0% 14.3% 12.7% 63
Dhamtari, Chhattisgarh 2.3% 20.9% 76.7% 43
Madurai, T.N. 93.2% 1.7% 5.1% 59
Gulbarga, Karnataka 95.0% 5.0% 60
Prakasham, A.P. 51.7% 41.7% 6.7% 60
Total 456 338 163 957
47.6% 35.3% 17.0%

* More than 4 out of 5 (83%) patients or their family members confirmed that
purpose of medication was explained to the. 47.6% reported that it was
clearly explained whereas, 35.3% reported that it was explained to some
extent.

* However, there were 17% of respondents who reported that the purpose of
medication was not at all explained to them. This was found to be highest
among the respondents from Dist Dhamtari in Chhattisgarh, followed by Dist
Sikar in Rajasthan and Raebareli in Uttar Pradesh where 7 out of 10
respondents reported the same.

Communication about side effects of medicines
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Under the parameters on communication with doctors or the medical personnel
at Sub-centres, PHCs, CHCs and District Hospitals, the patients were also asked
whether at the time of medication prescribed to them, the possible side effects
of medicines were communicated them. This is shown in the following table.

Were you told about the possible side effects of the medications?
Yes, clearly | Yes to some extent No Total
Sikar, Rajasthan 3.1% 96.9% 32
Dhamtari,
Chhattisgarh 2.3% 18.6% 79.1% 43
Bankura, W.B 3.8% 46.2% 50.0% 52
Kurukshetra,
Haryana 4.9% 86.9% 8.2% 61
Shivpuri, M.P 5.0% 46.7% 48.3% 60
Madurai, T.N. 10.9% 7.3% 81.8% 55
Nagaon, Assam 11.7% 51.7% 36.7% 60
Kanpur, U.P 18.3% 5.0% 76.7% 60
Raebareli, U.P 20.0% 80.0% 50
Raigad, Maharashtra 20.0% 53.3% 26.7% 60
Prakasham, A.P. 31.7% 41.7% 26.7% 60
Tinsukia, Assam 36.7% 30.0% 33.3% 60
Gulbarga, Karnataka 57.1% 19.0% 23.8% 21
Delhi 59.7% 37.1% 3.2% 62
Buldana,
Maharashtra 63.5% 15.9% 20.6% 63
Puri, Orissa 69.1% 27.3% 3.6% 55
Navsari, Gujarat 90.0% 8.3% 1.7% 60
277 284 353
Total 914
30.3% 31.1% 38.6%

» Overall 61.4% confirmed that the possible side effects of the medicines were
explained to them. However, nearly 2 out of 5 (38.6%) reported that the
side effects of the medications were not explained to them. This was found
to be highest in Dist Sikar of Rajasthan where almost all (96.9%) reported
the same, followed by Dhamtari in Chattisgarh (79.1%) and Kanpur in Uttar
Pradesh (76.7%).
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Provision of counselling services

Under the District Mental Health Program, there is provision of providing
counselling service to the mentally ill people. In order to provide this service,
DMHP has a provision of appointment of Clinical Psychologist whose purpose is
to assist the patient and their family members in managing emotional

psychological distress in order to enhance the treatment method.

The following table shows the perception of beneficiaries with rest to availing

of counselling service.

Have you ever taken counseling session from the hospitals you were referred?

Districts Yes No Total
Kanpur, U.P 100.0% 60
Shivpuri, M.P 100.0% 60
Tinsukia, Assam 100.0% 60
Gulbarga, Karnataka 100.0% 60
Sikar, Rajasthan 3.1% 96.9% 32
Nagaon, Assam 3.3% 96.7% 60
Navsari, Gujarat 3.3% 96.7% 60
Delhi 11.3% 88.7% 62
Kurukshetra, Haryana 11.5% 88.5% 61
Dhamtari, Chhattisgarh 14.0% 86.0% 43
Raebareli, U.P 16.0% 84.0% 50
Prakasham, A.P. 20.0% 80.0% 60
Raigad, Maharashtra 45.0% 55.0% 60
Puri, Orissa 49.1% 50.9% 55
Buldana, Maharashtra 58.7% 41.3% 63
Bankura, W.B 65.4% 34.6% 52
Madurai, T.N. 93.2% 6.8% 59
225 732
Total 23.5% 76.5% 957

e Out of 957 respondents (patients and family members) contacted only one-
fourth contacted confirmed that counselling was provided to them. This
was found to highest in Madurai in Tamil Nadu where more than 9 out of 10

In four of the districts (Kanpur, Shivpuri, TInsukia and

Gulbarga), none of the patients confirmed of being provided this service.

confirmed this.
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Accessibility and Cost of availing treatment

In order the estimate the cost of availing treatment by the mentally ill people,
it was decided to estimate the distance covered by them to seek treatment and
average amount of money they had to spend during visit to the medical
institutions covered under the DMHP. The following table shows the distance in
km they had to travel each time to meet the doctor/ medical personnel

treating them.

Range of distance traveled to seek treatment

upto5 >10 - >25 - >50 - >100 Total
km >5-10 km 25 50 100 Km km Count
Bankura, West Bengal 30.8% 11.5% 23.1% 32.7% 1.9% 52
Delhi 64.5% 25.8% 4.8% 4.8% 62
Kanpur, Uttar Pradesh 41.7% 25.0% 26.7% 5.0% 1.7% 60
Kurukshetra, Haryana 21.3% 44.3% 21.3% 9.8% 3.3% 61
Nagaon, Assam 83.3% 6.7% 5.0% 5.0% 60
Navsari, Gujarat 13.3% 26.7% 48.3% 8.3% 3.3% 60
Puri, Orissa 14.5% 18.2% 49.1% 18.2% 55
Raebareli, Uttar Pradesh 88.0% 6.0% 2.0% 4.0% 50
Raigad, Maharashtra 56.7% 6.7% 13.3% 6.7% 3.3% 13.3% 60
Shivpuri, Madhya Pradesh 48.3% 16.7% 6.7% 16.7% 1.7% 10.0% 60
Sikar, Rajasthan 46.9% 9.4% 15.6% 12.5% 6.3% 9.4% 32
Tinsukia, Assam 20.0% 15.0% 20.0% 28.3% 5.0% 11.7% 60
Buldana, Maharashtra 58.7% 6.3% 17.5% 7.9% 3.2% 6.3% 63
Dhamtari, Chhattisgarh 46.5% 11.6% 11.6% 7.0% 14.0% 9.3% 43
Madurai, Tamil Nadu 27.1% 11.9% 16.9% 20.3% 15.3% 8.5% 59
Gulbarga, Karnataka 98.3% 1.7% 60
Prakasham, Andhra Pradesh 10.0% 6.7% 20.0% 25.0% 23.3% 15.0% 60
Total 45.1% 14.9% 17.7% 12.4% 5.0% 4.8% 957

* Majority of the respondents (45.1%) reported that they had to travel up to 5
km for availing the services. This was reported almost by all the respondents
(98.3%) in Dist Gulbarga, followed by Raebareli in Uttar Pradesh (88%) and
Nagaon in Assam (83.3%).

. Nearly 18% (17.7% also reported that they had to travel more than 10 to 25
km. This was found to be highest in the case of Puri in Orissa where nearly
half of the respondents (49.1%) reported the same, closely followed by Dist

Navsari in Gujarat (48.3%).

e Other 15% had reported the distance to be more than 5 to 10 km, followed

by 12.4% who reported more than 25 to 50 km.
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* The analysis also shows than 1 out of 10 had also reported that they had to
travel more than 50 km to avail the services. Further 4.8% had reported the
distance to be more than 100 km. This was mainly reported from Prakasham
in Andhra Pradesh, Raigad in Maharashtra, Tinsukia in Assam and Shivpuri in
Madhya Pradesh.

The table below shows the average amount spent every time to avail the
services.

Average amount spent in order to reach to the hospital
Districts Mean N Minimum | Std. Deviation | Maximum

Bankura, W.B 41.0 52 15 17.43 60
Delhi 40.1 62 25 19.28 150
Kanpur, U.P 30.9 60 20 16.03 130
Kurukshetra, Haryana 58.7 61 20 44.52 200
Nagaon, Assam 44.8 60 20 23.82 150
Navsari, Gujarat 28.3 60 13 21.01 160
Puri, Orissa 25.8 55 20 4.76 35
Raebareli, U.P 25.4 50 15 6.26 40
Raigad, Maharashtra 32.5 60 10 33.22 150
Shivpuri, M.P 56.8 60 25 50.11 250
Sikar, Rajasthan 71.7 32 22 70.98 250
Tinsukia, Assam 34.4 60 15 20.89 100
Buldana, Maharashtra 47.0 63 15 48.48 250
Dhamtari, Chhattisgarh 41.5 43 15 39.22 200
Madurai, T.N. 90.3 55 20 74.20 250
Gulbarga, Karnataka 47.0 21 22 48.19 250
Prakasham, A.P. 37.6 60 12 34.95 250

Total 43.5 914 10 40.54 250

» The analysis shows that a patient has to spend nearly Rs 45 (Rs 43.5), with
minimum Rs 10 to maximum Rs 250, to access the service provided under
DMHP. This covers only the cost of travel to the hospital, which depends
upon the distance of the hospital.

e This minimum average cost was found in the Dist of Raebareli in Uttar
Pradesh (Rs 25.40) and Maximum average cost was estimated to be in the
Dist of Madurai in Tamil Nadu.
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Frequency of visit to the hospitals

The following table shows the number of visits made to the hospitals by the
beneficiaries for availing services such as treatment and medicines.

How many times you visit the hospital to seek treatment?
Once in a Twiceina | Once in 2 Once in 3 Total
Month Month months months

E‘:r;‘a‘f]getra’ 1.6% 91.8% 6.6% 61
Nagaon, Assam 15.0% 1.7% 41.7% 41.7% 60
Prakasham, A.P. 16.7% 76.7% 6.7% 60
Kanpur, U.P 25.0% 70.0% 5.0% 60
Shivpuri, M.P 25.0% 75.0% 60
Sikar, Rajasthan 25.0% 15.6% 15.6% 43.8% 32
Puri, Orissa 29.1% 58.2% 12.7% 55
Bankura, W.B 30.8% 21.2% 34.6% 13.5% 52
Eﬂﬁ;tt?sr;a L 39.5% 48.8% 11.6% 43
Raebareli, U.P 44.0% 48.0% 4.0% 4.0% 50
Tinsukia, Assam 50.0% 10.0% 30.0% 10.0% 60
Gulbarga, Karnataka 71.4% 19.0% 4.8% 4.8% 21
Raigad, Maharashtra 71.7% 13.3% 11.7% 3.3% 60
Buldana

Maharas’htra 82.5% 4.8% 3.2% 9.5% 63
Madurai, T.N. 89.1% 5.5% 5.5% 55
Delhi 98.4% 1.6% 62
Navsari, Gujarat 100.0% 60

439 308 96 71
Total 914
48.0% 33.7% 10.5% 7.8%

* Majority of patients (48%) reported that they visited once in month for

treatment. In Navsari (Gujarat) this was reported by all the patients or their
family contacted during the survey. However, in Kurukshetra (Haryana)
more than 9 out of 10 patients reported that they visited twice in a month
to the hospitals. Frequency of visit to the hospitals were found to be lowest
in Dist Nagaon (Assam), where most of the patients were either visiting once
in 2 months or once in 3 months (reported by 41.7% each).

Most of the patients (over 82%) confirmed that they meet the same
Psychiatrists or doctors during their visits to the hospitals. Few patients
(nearly 1 out of 5) also reported that sometime doctors or not available
when they visit the hospital on a date of appointment given or the days
when doctors/ psychiatrists are supposed to visit.
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» Referral Services

There are many patients who have been referred to higher level of medical

institutions for their further treatment.

Were you referred to some other hospital for higher level of treatment?
District Yes No Total
Bankura, W.B 1.9% 98.1% 52
Navsari, Gujarat 5.0% 95.0% 60
Kanpur, U.P 11.7% 88.3% 60
Nagaon, Assam 13.3% 86.7% 60
Tinsukia, Assam 18.3% 81.7% 60
Buldana, Maharashtra 27.0% 73.0% 63
Raigad, Maharashtra 28.3% 71.7% 60
Raebareli, U.P 34.0% 66.0% 50
Prakasham, A.P. 40.0% 60.0% 60
Sikar, Rajasthan 46.9% 53.1% 32
Delhi 51.6% 48.4% 62
Puri, Orissa 52.7% 47.3% 55
Kurukshetra, Haryana 100.0% 61
Shivpuri, M.P 100.0% 60
Dhamtari, Chhattisgarh 100.0% 43
Madurai, T.N. 100.0% 59
Gulbarga, Karnataka 100.0% 60
181 776
Total 957
18.8% 81.2%

* Overall 181 (18.8%) of the total 957 respondents interviewed during the
survey confirmed that that they were referred for higher level of treatment.
This was found to be highest in Dist Puri in Orissa followed by Delhi where
more than 50% of the patients were referred to higher level for their

treatment.

We also tried to analyse the movement from one level of institution to other
level where these patients were referred for their treatment. This is shown in

the table below.
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Referral Service: From first point of treatment to the institutions where the patient were referred

District District
S ANM to ANM to ANM to PHC to P_HC .to C.HC _to e e hospital to hospital to
Districts District District Mental . Total
PHC CHC DH CHC X X - Mental district
hospital hospital | hospital : X

hospital hospital
Bankura, W.B 100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 1
Delhi 6.3% 0.0% 0.0% 3.1% 0.0% 15.6% 25.0% 31.3% 18.8% 32
Kanpur, U.P 14.3% 0.0% 28.6% 0.0% 28.6% 0.0% 14.3% 0.0% 14.3% 7
Nagaon, Assam 0.0% 0.0% 0.0% 0.0% 12.5% 87.5% 0.0% 0.0% 0.0% 8
Navsari, Gujarat 33.3% 0.0% 0.0% 33.3% 33.3% 0.0% 0.0% 0.0% 0.0% 3
Puri, Orissa 0.0% 3.4% 13.8% 0.0% 20.7% 62.1% 0.0% 0.0% 0.0% 29
Raebareli, U.P 0.0% 0.0% 17.6% 0.0% 41.2% 41.2% 0.0% 0.0% 0.0% 17
Raigad, o o . o o
Maharashtra 0.0% 0.0% 0.0% 5.9% 23.5% 5.9% 0.0% 17.6% 47.1% 17
Sikar, Rajasthan 0.0% 0.0% 0.0% 0.0% 20.0% 53.3% 6.7% 0.0% 20.0% 15
Tinsukia, Assam 0.0% 0.0% 0.0% 0.0% 72.7% 27.3% 0.0% 0.0% 0.0% 11
Buldana, 11.8% 11.8% 0.0% 0.0% 0.0% 41.2% 0.0% 5.9% 29.4% 17
Maharashtra
Prakasham, A.P. 4.2% 0.0% 25.0% 4.2% 25.0% 25.0% 0.0% 8.3% 8.3% 24
Total 4.4% 1.7% 8.3% 2.2% 21.0% 34.3% 5.5% 8.8% 13.8% 181

The analysis shows that the maximum referral has been from CHCs to
District Hospital, as this was reported by 34.3% of the beneficiaries who
were referred to other hospitals. It also shows that 21% of the patients were
referred from PHCs to District Hospital.

Further, 14.3% of the patients were referred to Mental hospitals; 5.5% from
CHCs and 8.8% from District Hospitals.

Nearly 14% of the patients were also referred from District Hospital to other
District Hospitals. This may be because of better services in the hospitals of
other districts.
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Overall trust on doctors/ psychiatrists and satisfaction on different aspects
of communication with them

Beneficiaries or their family members were asked to rank on satisfaction derived on
various aspects of interaction with the doctors who treated the patients and finally
also rank on the overall trust with the doctors. The scale of ranking was on 1 to 10
where 1 denotes as “not satisfied at all” and 10 shows the absolute trust/ satisfaction.
The mean derived at the district level was further put on a range of scale and
converted in symbols. This is displayed in the table below:

Overall trust and satisfaction on interaction with psychiatrist/ doctor.

. . . . . . . P Transpare
Districts WIS Gl courtesy your way you as.and role of probable ce for ation with
the d concerns ld when dici li fut th
doctor an carefully cou required medicines | comptica uture €
respect understand prescribed tions help family
members
Madurai, T.N. H-H +/5 +/aa 4/ + + |/ -/ +
gl | mm | 4+/m8 | 44 | +Em | +mm | 4mE | 44 | B | @om
Bankura, W.B | +/R@ | + + OA4 14 O + + F
Tinsukia, | pmw | 4/mm | 4/E8 +m | +/= | +m=m | | | 4/
yordara, | +/em | +/m8 | /= +m | +/= | +m=m | | | 4/
Delhi +/5a | t/Es +/5a +/5a +/5a +/5a +/5a 14 —+
pabarss, | 4| m | —EE | +m + | +~E | + + +
Kanpur, U.P + (] i + CA4+ CA+ O 0 O
oot + | v | v + + + + | + +
Nagaon, Assam |+ + + + + + + + +
anama | + | mm | = @ & | — | + | E|
Raebareli, U.P + + + + -+ -+ A4 + +
Dhamtari, E— _
Shivpuri, M.P A4 A4 LA L4 [ [ L4+ A4 LA
Puri, Orissa LA+ L4+ LA+ LA+ LA+ LA+ ] L1+ O
Sikar, ] — — _/ _
Rajasthan ] [ [] ] [] D ]
Pralf?.am’ -1 O O] -1 -1 -1 — - 1
Scale
11.99 | @& [ 2299 | @ [339 | — | 449 | /] [559 |[ ]| 669 |[ 14
779 | - | 889 | /2@ | 910 | Sume
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The respondents from Madurai (Tamil Nadu) and Raigad (Maharashtra)
assigned highest ranking (9-10) to the overall trust with doctors. However, in
Madurai, two of the aspects were ranked lower (7-7.99) they were -
“Meeting as and when required” and “Explaining need and role of medicines
prescribed or given” On most of the other aspects, respondents in these
districts two have ranked between 8-9.

In five of other districts, the respondents have given ranks between 8-8.99
on overall trust with the doctors, who treated them. These districts are -
Bankura (West Bengal), Tinsukia (Assam), Buldana (Maharashtra), Delhi
(Chhattarpur and Jehangirpuri) and Gulbarga (Karnataka). However, in
Gulbarga (Karnataka), the scoring on four of the aspects were between 7-
7.99. These aspects are (i) Meeting as and when required (ii) explaining
probable complications, (iii) giving assurance for future help and (iv)
Transparent communication with family members.

The lowest score on overall trust with doctors were attained by Dist
Prakasham in Andhra Pradesh (4-4.99) followed by Dist Sikar in Rajasthan (5-
5.99).
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Overall satisfaction with the quality of service provided under DMHP

Beneficiaries or their family members were asked to rank the on the overall
satisfaction they achieved through the DMHP services provided in their districts
especially with respect to the treatment they are availing. The scale of ranking
was 1 to 10 where 1 denotes as “not satisfied at all” and 10 shows the overall
satisfaction.

Overall satisfaction with the treatment availed under DMHP
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» The average score was estimated to be 7.3 on a scale of 1-10.

e District Madurai in Tamil Nadu attained the highest score at 9.6 as far as
services under the DMHP are concerned

e Madurai was followed by Raigarh in Maharashtra (8.9), Tinsukia in Assam
(8.3) and Navsari in Gujarat (8.0).

» Three other districts attained scores above average - they were Delhi and
Nagaon, Assam (7.9 each) and Buldana, Maharashtra (7.8).

» All the other districts attained below average score.
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Community awareness and perception on mental illness

Under the DMHP, a major component consists of spreading awareness in the
community about the mental illness and its cure. It is a general belief that the
community perception about the mental illness is devoid of scientific approach
and considered as the handiwork of ill spirit and black magic. Mentally ill
people are generally considered as harmful and therefore are ill-treated both at
family and community level.

District Wise Sample

Under the TOR of the study, it was decided to gauge the community perception
about the mental illness and the effectiveness of DMHP’s IEC program at the
community level. In order to make the study more viable it was decided to
cover the DMHP and Non DMHP districts where the perception on various
parameters derived from non DMHP districts would be considered as control
variable for measuring the effectiveness of program in the DMHP districts. A
sample of 30 community members per district was taken to their perception on
mental illness. In the case of DMHP district sample was selected from in and
around the institutions where DMHP is (being) implemented.Whereas, in the
case of non DMHP districts, sample was selected from in and around the district
headquarters.

The following table shows the district was distribution in the case of DMHP and
non DMHP districts.

District wise sample achieved
DMHP Districts Sample
Delhi 20
Kanpur (UP) 23
Raebareli(UP) 25
Kurukshetra (Haryana) 29
Dhamtari (Chhattisgarh) 30
Puri (Orissa) 30
Navsari (Gujarat) 30
Sikar (Rajasthan) 30
Raigad 30
Buldana (Maharashtra) 30
Shivpuri (MP) 30
Nagaon (Assam) 30
Tinsukia (Assam) 30
Bankura (West Bengal) 30
Madurai (T.N) 30
Gulbarga (Kar) 30
Prakasham (A.P) 30
Total, all DMHP districts 487
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The table above shows that in the case of the 4 districts - Delhi (Dist. South and
North-west), Kanpur and Raibreli (Uttar Pradesh), and Kurushetra (Haryana)
sample achieved has been less than 30. This is because the responses of few
respondents were not considered significant (proper) or sample could not be
met.

Non DMHP Districts
District Sample
Bijnore (UP) 30
Ballabgarh (Haryana) 30
Bhivadi (Rajasthan) 30
Thane (Maharashtra) 30
North 24 Parganas (West Bengal) 30
Total, non DMHP districts 150

The table above also shows that 5 Non DMHP districts - Bijnore in UP,
Ballabgarh in Haryana, Bhivadi in Rajasthan and North 24 Parganas in West
Bengal - were selected for considering their average results as control variable
for measuring the perception in DMHP districts.

Community awareness about the mental illness

In order to gauge the awareness level of community about illness the
respondents were asked whether they know anything or have heard about
mental illness. The investigators sometimes used the local colloquial language
to get the responses from the members of community. It was tried not to use
the negative local terms but community members were sometime referred to
the symptoms associated with mental illness. Secondly, the perception was
taken at two stages - (i) asking the members of community in a group and
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secondly through conducting household survey. Both the methods were applied
to meet the desired sample for each districts covered during the survey.

The outcome with respect to DMHP and average of Non DMHP has been shown in
the table and graphs below.
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% of Positire Response

Kwowing anything about Mental Health
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DMHP Districts

Do you know anything about mental illness

District Yes No Total
Delhi 100.0% 0.0% 30
Raebareli(UP) 100.0% 0.0% 30
Puri (Orissa) 100.0% 0.0% 30
Navsari (Gujarat) 100.0% 0.0% 30
Madurai (T.N) 100.0% 0.0% 20
Gulbarga (Kar) 100.0% 0.0% 25
Buldana (Maharashtra) 96.7% 3.3% 30
Bankura (West Bengal) 90.0% 10.0% 30
Kurukshetra (Haryana) 87.0% 13.0% 23
Raigad 83.3% 16.7% 30
Nagaon (Assam) 83.3% 16.7% 30
Tinsukia (Assam) 83.3% 16.7% 30
Prakasham (A.P) 82.8% 17.2% 29
Sikar (Rajasthan) 76.7% 23.3% 30
Dhamtari (Chhattisgarh) 73.3% 26.7% 30
Shivpuri (MP) 73.3% 26.7% 30
Kanpur (UP) 53.3% 46.7% 30
Total DMHP Districts 86.90% 13.10% 487
Non DMHP districts average 74.7% 25.3% 150
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The graph and corresponding table below shows that in the case of DMHP
districts 86.9% of the community member contacted during the survey knew
about mental illness. In other it could be termed as they were aware about
mental illness. This was higher than the 74.7%, which is the average level of
awareness found in the Non-DMHP districts.

District wise analysis shows that awareness level was found to be low as
compared to non-DMHP districts’ average in the case of three districts -
Dhamtari in Chhattisgarh and Shivpuri in Madhya Pradesh (73.3% each) and
Kanpur (53.3%).

In the case of four districts, all the community members contacted were
aware about mental illness or they had heard about mental illness. They are
Delhi (South and North-West districts), Raebareli in Uttar Pradesh, Puri in
Orissa, Navsari in Gujarat, Madurai in Tamil Nadu and Gulbarga in
Karnataka.
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Community awareness on the symptoms of mental illness

Mental illness is associated with various symptoms in the behaviors of mentally
ill people. Therefore, community members who knew something about the
mental illness were asked about the various symptoms they knew which shows
that person is mentally ill. This variation in the perception between the
community members from the DMHP and Non-DMHP districts is shown in the
graph and corresponding table below.

Perception on various Symptoms of Mental lliness

60.0% -

51.5%
50.0%

45.3% 44.7% 45.4% 46.0%

40.0% -

30.0% -

20.0% -

10.0% -

‘ B DMHP Districts O Non DMHP Districts

According to you what are the symptoms of Mental illness?

DMHP districts [ Non DMHP districts | Significance level
Feeling weak all the time 27.5% 22.7% Significant
Having Hallucination 29.6% 36.0% Significant
Excessive drug abuse 30.6% 28.7% Non-Significant
Having Fits 37.2% 45.3% Significant
Fear and nervousness 41.5% 44.7% Significant
Excessive anxiety 42.5% 27.3% Significant
Over excited and moody 45.4% 28.7% Significant
Lack Of Sleep 46.0% 27.3% Significant
Being sad and depressed 51.5% 36.7% Significant
All of the above 22.4% 12.7% Significant
Total 423 112
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Nearly half of the respondents (48%) had reported sadness and depression as
the symptoms of mental illness, followed by fear and nervousness (42%),
lack of sleep (41.6%) and over excitement and mood swings (moody) (41.4%).

The analysis also reveals some remarkable variations in responses from
DMHP and Non-DMHP districts. In the case of Non-DMHP districts, the
percentages of responses in the case of symptoms such as “Hallucinations”,
“Fits” and even “Fear and nervousness” was found to be higher than the
DMHP districts. This clearly points out that in the lack of awareness
program, which is being initiated in the DMHP districts; community members
in non DMHP districts have the tendency to associate the symptoms with the
traditional or conservative aspects. Although the difference in the
percentage is not highly significant, one can still make out or indicate the
impact of the DMHP in the districts where it is being implemented.

The respondents were also asked about their views on whether the mental
illness is hereditary. The responses of the community members are shown in the
table below.

Is mental illness heriditary?

58.00%

O Non DMHP Districts B DMHP Districts
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Is Mental Illness hereditary?

Districts Yes No Total
Bankura (West Bengal) 11.1% 88.9% 25
Gulbarga (Kar) 12.0% 88.0% 25
Madurai (T.N) 20.0% 80.0% 30
Delhi 26.7% 73.3% 20
Dhamtari (Chhattisgarh) 27.3% 72.7% 25
Prakasham (A.P) 29.2% 70.8% 20
Navsari (Gujarat) 30.0% 70.0% 22
Shivpuri (MP) 31.8% 68.2% 23
Raigad 32.0% 68.0% 25
Raebareli(UP) 36.7% 63.3% 22
Buldana (Maharashtra) 48.3% 51.7% 30
Kanpur (UP) 50.0% 50.0% 30
Tinsukia (Assam) 52.0% 48.0% 16
Puri (Orissa) 53.3% 46.7% 30
Kurukshetra (Haryana) 60.0% 40.0% 27
Nagaon (Assam) 60.0% 40.0% 29
Sikar (Rajasthan) 65.2% 34.8% 24
Total DMHP Districts 37.8% 62.2% 423

Non DMHP districts average 58.0% 42.0% 112

The table above shows that in the case of DMHP districts 62.2% of the
community members consider mental illness to be hereditary. This was
much higher than the 42%, which is the average response found in the non-

DMHP districts.

District wise analysis shows that awareness level was found to be low as
compared to non-DMHP districts’ average in the case of three districts -
Sikar in Rajasthan (34.8%), Nagaon in Assam and Kurukshetra in Haryana

(40% each).

Highest number of respondents who considered that mental illness is not
hereditary were found in the case of District Bankura in West Bengal(88.9%)
followed by Gulbarga in Karnataka (88%) and Madurai in Tamil Nadu (80%).
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Community awareness about types of mental illness

Have you hard about types of mental iliness
B Total DMHP Districts ENon DMHP Districts
80.0% 7 75.5%
71.5%
70.0% -
64.4%
60.0% -
'g'_ 50.6%
3 50.0% -
o
[}
:E 40.0% -
§
“6 30.0% -
® 20.8% 19 g%
20.0% - :
10.0% -
0.0% T
Psychosis Neurosis Epilepsy Drug addict Mentally retarded
Types of mental iliness
Have you heard about following types of mental illness?
. . . Mentally
Psychosis Neurosis Epilepsy Drug abuse retard All
Delhi 26.7% 56.7% 90.0% 83.3% 56.7% 30
Kanpur (UP) 31.3% 62.5% 31.3% 87.5% 93.8% 16
Raebareli(UP) 13.3% 50.0% 96.7% 86.7% 100.0% 30
Kurukshetra (Haryana) 30.0% 50.0% 40.0% 10.0% 35.0% 20
Dhamtari (Chhattisgarh) 27.3% 50.0% 86.4% 100.0% 95.5% 22
Puri (Orissa) 16.7% 53.3% 56.7% 46.7% 66.7% 30
Navsari (Gujarat) 23.3% 53.3% 73.3% 80.0% 86.7% 30
Sikar (Rajasthan) 17.4% 43.5% 65.2% 56.5% 73.9% 23
Raigad (Maharashtra) 12.0% 60.0% 92.0% 96.0% 96.0% 25
Buldana (Maharashtra) 34.5% 34.5% 75.9% 86.2% 69.0% 29
Shivpuri (MP) 22.7% 31.8% 27.3% 72.7% 100.0% 22
Nagaon (Assam) 16.0% 68.0% 32.0% 76.0% 44.0% 25
Tinsukia (Assam) 12.0% 44.0% 40.0% 56.0% 96.0% 25
Bankura (West Bengal) 11.1% 37.0% 96.3% 55.6% 100.0% 27
Madurai (T.N) 30.0% 65.0% 44.4% 77.8% 38.9% 20
Gulbarga (Karnataka) 16.0% 40.0% 92.0% 80.0% 76.0% 25
Prakasham (A.P) 20.8% 66.7% 12.5% 58.3% 45.8% 24
Total DMHP Districts 20.8% 50.6% 64.4% 71.5% 75.5% 423
NE (2105 GRS 19.6% 42.0% 24.1% 35.7% 63.4% 112
average
s age Non- P s e PR N
Significant Level significant Significant | Significant | Significant | Significant

Sum may no add due to multiple response
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The respondents were asked bout the types of mental illness they were aware
of. Majority of respondents were aware of mentally retardness followed by drug
addiction and epilepsy.

The analysis shows that awareness about the types of mental illness were found
to be higher in the case of DMHP districts as compared to non-DMHP districts.
Secondly, respondents were less aware about psychosis as compared to other
illness such as mentall retardness, neuroses, epilepsy and drug addiction.
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Community perception about the curability of mentally ill people

The respondents were also asked about the curability of types of mental illness
which they are aware of. The responses of community members varied with the
types of mental illness they had reported. The considerable variation was also
noticed between the DMHP and the Non-DMHP districts. This could be observed
from the table given below.

Curability of Mental illness

100.00% - B DMHP Districts I Non DMHP Districts
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Are these types of mental illness curable?

Districts Psychosis Neurosis Epilepsy Drug addict Mental Retarded
Delhi 62.5% 88.2% 85.2% 52.0% 52.9%
Kanpur (UP) 40.0% 60.0% 80.0% 71.4% 66.7%
Raebareli(UP) 50.0% 86.7% 62.1% 80.8% 3.3%
Kurukshetra (Haryana) 50.0% 50.0% 50.0% 50.0% 42.9%
Dhamtari (Chhattisgarh) 66.7% 63.6% 73.7% 68.2% 38.1%
Puri (Orissa) 60.0% 81.3% 94.1% 57.1% 50.0%
Navsari (Gujarat) 57.1% 87.5% 86.4% 62.5% 61.5%
Sikar (Rajasthan) 50.0% 50.0% 73.3% 61.5% 23.5%
Raigad 66.7% 60.0% 91.3% 83.3% 54.2%
Buldana (Maharashtra) 70.0% 80.0% 77.8% 84.0% 30.0%
Shivpuri (MP) 80.0% 57.1% 50.0% 75.0% 68.2%
Nagaon (Assam) 50.0% 76.5% 75.0% 78.9% 45.5%
Tinsukia (Assam) 33.3% 72.7% 60.0% 71.4% 4.2%
Bankura (West Bengal) 66.7% 70.0% 76.9% 60.0% 7.4%
Madurai (T.N) 33.3% 84.6% 87.5% 78.6% 28.6%
Gulbarga (Kar) 50.0% 90.0% 73.9% 35.0% 5.3%
Prakasham (A.P) 60.0% 68.8% 66.7% 35.7% 45.5%
Total DMHP Districts 56.8% 73.8% 76.8% 66.8% 34.9%
Non DMHP districts average 45.5% 66.0% 44.4% 45.0% 26.1%

* In the case of DMHP districts the curability factor was found to be highest in
the case of epilepsy which was overall reported by almost 77% of
respondents. This was followed by Neurosis (73.8%), Drug addiction (66.8%)
and Psychosis (56.8%). However, only about 35% of respondents perceive
that a mentally retard person can be cured.

» There was some variation in the case of responses from Non DMHP districts.
As per their responses curability factor was found to be highest in the case
of Neurosis (66%), followed by psychosis, drug addiction and epilepsy in the
same order. In the case mental retardation, only 26.1% of respondents
agreed that that it can be cured.
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The respondents were also asked about the methods that should be adopted for
treatment of mentally ill people. This was asked to understand the awareness
level of the community members on the mental illness as their perception on
methods also indicates their behaviour toward the mentally ill people.

Treatment of Mental illness

B DMHP Districts

O Non DMHP Districts
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90.0% - 84.8%
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70.0% -
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o
X 40.0%
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Medicines Counseling Treated at a Hospital  Treated by occult Shock Treatment
practitioners
Treatment Procedure
How Can mental illness be treated?
Treated b
Districts Medicines Counseling Treateq . occult Y e 0 e Total
a Hospital s Treatment be cured
practitioners
Delhi 60.0% 53.3% 76.7% 53.3% 46.7% 13.3% 30
Kanpur (UP) 43.8% 37.5% 75.0% 43.8% 50.0% 6.3% 16
Raebareli(UP) 56.7% 36.7% 70.0% 40.0% 33.3% 6.7% 30
Kurukshetra (Haryana) 50.0% 65.0% 75.0% 65.0% 40.0% 35.0% 20
Dhamtari (Chhattisgarh) 54.5% 45.5% 63.6% 63.6% 22.7% 13.6% 22
Puri (Orissa) 56.7% 53.3% 73.3% 43.3% 40.0% 3.3% 30
Navsari (Gujarat) 63.3% 63.3% 66.7% 40.0% 60.0% 10.0% 30
Sikar (Rajasthan) 60.9% 47.8% 65.2% 65.2% 52.2% 17.4% 23
Raigad 52.0% 56.0% 68.0% 56.0% 68.0% 24.0% 25
Buldana (Maharashtra) 51.7% 51.7% 72.4% 37.9% 65.5% 17.2% 29
Shivpuri (MP) 54.5% 45.5% 68.2% 45.5% 36.4% 13.6% 22
Nagaon (Assam) 52.0% 56.0% 72.0% 44.0% 52.0% 8.0% 25
Tinsukia (Assam) 52.0% 40.0% 72.0% 32.0% 52.0% 8.0% 25
Bankura (West Bengal) 51.9% 51.9% 70.4% 29.6% 55.6% 7.4% 27
Madurai (T.N) 55.0% 50.0% 75.0% 30.0% 55.0% 40.0% 20
Gulbarga (Kar) 60.0% 48.0% 76.0% 68.0% 68.0% 12.0% 25
Prakasham (A.P) 58.3% 50.0% 70.8% 54.2% 29.2% 4.2% 24
Total DMHP districts 55.3% 50.4% 71.2% 47.3% 48.9% 13.5% 423
Non DMHP districts average 33.9% 31.3% 84.8% 70.5% 72.3% 32.2% 112
Sum may not add due to multiple response
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Over | out of 2 respondents from the DMHP districts, against nearly 3 out of
10 in Non DMHP districts, agreed that proper medications and counselling
can help in the treatment of mentally ill people.

Nearly 7 out of 10 in the DMHP districts were of the view that mental illness
could only be treated in the hospitals. In the case Non DMHP districts, this
was reported by nearly 85% of the respondents.

The difference in approach of respondents of DMHP and non DMHP districts
is clearly evident as far as conservative methods are concerned. For
example practice of occult practitioners was suggested by 47.3% of
respondents from DMHP districts as against over 70% of Non DMHP
respondents. Similarly as against 48.9% of DMHP respondents suggesting
shock treatment therapy, over 72% suggested in the case of non DMHP
districts.

Over 13% of DMHP respondents were of the view that mentally ill people
could not be treated. This trend was found was found to over 32% in the
case of non DMHP districts.

The above trend clearly signifies the differences in approach towards mental
illness in DMHP and non DMHP districts.
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Sources of awareness about mental illness

Under DMHP there is provision of spreading awareness about the mental illness
in the district where it is being implemented. A comparatives evaluation was
carried out on the DMHP and non DMHP districts to understand the sources of
awareness to measure the effectiveness of campaign being carries out under

the DMHP.
Get informed about mental illness
50.0% — ‘ B DMHP Districts [ Non DMHP Districts
44.6%
45.0% -
40.0% -
35.0% -|
30.0% -
>
% 25.0% 23.9%, 5 3%
R 19.4%
20.0% - 17.3%
14.4%
15.0% -
10.0%
10.0% | 8.5% 8.0% 6.9% 7.1%
= 5.0%
5.0% - 4.7% . 4.0% 4.0%
0.0% -
ANM (Sub Any Other Doctor at the Doctor at the Doctor at the Health Cant say/ Media (Print,
centre) Health PHC CHC District Awareness Don't Know audio/ visual)
worker Hospital Camp
(psychiatrist)
Information received from
How did you come to know about mental illness and its causes?
Any Other Doctor Doctor at the Health Cant say/ | Media (Print,
Districts A:le'f]t(rs(;b Health at the Iiﬂ:t(c’:-lzt District Hospital Awareness Don't audio/ Total
worker PHC (psychiatrist) Camp Know visual)
Delhi 0.0% 3.3% 0.0% 3.3% 26.7% 10.0% 0.0% 56.7% 30
Kanpur (UP) 0.0% 25.0% 0.0% 0.0% 0.0% 37.5% 0.0% 37.5% 16
Raebareli(UP) 0.0% 36.7% 0.0% 0.0% 3.3% 10.0% 0.0% 50.0% 30
Kurukshetra (Haryana) 15.0% 0.0% 5.0% 15.0% 20.0% 25.0% 0.0% 20.0% 20
Dhamtari (Chhattisgarh) 18.2% 13.6% 9.1% 0.0% 18.2% 4.5% 4.5% 31.8% 22
Puri (Orissa) 0.0% 10.0% 30.0% 10.0% 20.0% 0.0% 26.7% 3.3% 30
Navsari (Gujarat) 0.0% 0.0% 0.0% 3.3% 13.3% 36.7% 3.3% 43.3% 30
Sikar (Rajasthan) 8.7% 26.1% 26.1% 0.0% 8.7% 4.3% 0.0% 26.1% 23
Raigad 0.0% 4.0% 0.0% 0.0% 44.0% 4.0% 8.0% 40.0% 25
Buldana (Maharashtra) 3.4% 13.8% 3.4% 13.8% 24.1% 20.7% 0.0% 20.7% 29
Shivpuri (MP) 0.0% 13.6% 0.0% 0.0% 31.8% 4.5% 0.0% 50.0% 22
Nagaon (Assam) 28.0% 4.0% 4.0% 0.0% 44.0% 8.0% 12.0% 0.0% 25
Tinsukia (Assam) 0.0% 28.0% 24.0% 0.0% 8.0% 16.0% 12.0% 12.0% 25
Bankura (West Bengal) 0.0% 51.9% 22.2% 7.4% 3.7% 3.7% 3.7% 7.4% 27
Madurai (T.N) 0.0% 5.0% 5.0% 20.0% 5.0% 65.0% 0.0% 0.0% 20
Gulbarga (Kar) 0.0% 4.0% 0.0% 20.0% 0.0% 76.0% 0.0% 0.0% 25
Prakasham (A.P) 12.5% 4.2% 12.5% 25.0% 16.7% 20.8% 8.3% 0.0% 24
Total DMHP dist. 4.7% 14.4% 8.5% 6.9% 17.3% 19.4% 5.0% 23.9% 423
Non DMHP dist. Avg. 0.0% 10.0% 8.0% 4.0% 4.0% 7.1% 44.6% 22.3% 112
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Overall only 19.4% (nearly 1 out of 5) from the DMHP districts had reported
that source of awareness as Health awareness camp. In the case of non
DMHP districts this was reported by over 7%. This clearly shows the
ineffectiveness of health awareness camp being organised in the DMHP
districts.

Majority of respondents in the case of both the DMHP and non DMHP districts
had come to know about mental illness through media such as newspapers,
TV and radio.

In the case of DMHP districts, over 17% had come to know about mental
illness during their interaction with the doctors/ psychiatrists at the District
Hospitals, followed by other health workers. Health worker, as a source of
information was also revealed by 10% of respondents from Non DMHP
districts.

The weakest point observed in the above analysis is the Sub centre. Only
4.7% of the respondents from DMHP districts revealed this as a source of
information.

In the case of non DMHP districts over 44% could not point out the exact
source of information. This is due to the fact that respondents in these
districts were not exposed to the health awareness or any other possible
source of information.
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Altogether 82 (19.4%) respondents from DMHP districts had reported that they
came to know about mental illness and its causes through health awareness
camp organised in their area. Therefore, they were also asked about this camp
as to when this was organised. The results are shown in the table below:

9.When was the last mental health awareness camp held at your village?

Was held more
only once A week A 3 6 Don't was not than 6
DMHP Districts don't b month months | months know/ held at Total
efore month
remember ago ago ago cant say all ago
when g
Delhi 0.0% 33.3% 66.7% 0.0% 0.0% 0.0% 0.0% 0.0% 3
Kanpur (UP) 0.0% 0.0% 0.0% 0.0% 0.0% 50.0% 0.0% 50.0% 6
Raebareli(UP) 0.0% 0.0% 33.3% 0.0% 33.3% 0.0% 0.0% 33.3% 3
Kurukshetra (Haryana) 20.0% 0.0% 0.0% 0.0% 20.0% 0.0% 0.0% 60.0% 5
Dhamtar)i 0.0% 0.0% | 0.0% | 0.0% | 0.0% 0.0% | 100.0% | 0.0% 1
(Chattisgarh
Navsari (Gujrat) 18.2% 0.0% 0.0% 0.0% 54.5% 0.0% 9.1% 18.2% 11
Sikar (Rajasthan) 100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 1
Raigad (Maharashtra) 0.0% 0.0% 0.0% 100.0% 0.0% 0.0% 0.0% 0.0% 1
Buldana (Maharashtra) 16.7% 0.0% 16.7% 16.7% 50.0% 0.0% 0.0% 0.0% 6
Shivpuri (MP) 100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 1
Nagaon (Assam) 50.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 50.0% 2
Tinsukri (Assam) 25.0% 0.0% 0.0% 0.0% 0.0% 0.0% 25.0% 50.0% 4
Bankura (West Bengal) 100.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 1
Madurai (T.N) 0.0% 15.4% 15.4% 7.7% 7.7% 0.0% 0.0% 53.8% 13
Gulbarga (Karnataka) 26.3% 0.0% 0.0% 5.3% 68.4% 0.0% 0.0% 0.0% 19
Prakasham (A.P) 0.0% 0.0% 20.0% 40.0% 40.0% 0.0% 0.0% 0.0% 5
Total 17.1% 3.7% 8.5% 7.3% 32.8% 3.7% 3.7% 23.2% 82

e Majority of the respondents (32.8%) respondents reported that health camp
in their area was organised 6 months ago. This was reported by 68.4% from
District Gulbarga in Karnataka, followed by 54.5% of from Dist Dhamtari in
Chattisgarh and 50% from District Buldana in Maharashta.

. Over 23% reported that health camp in their area was organised 6 months
ago. This was reported highest from Dist Kurushetra in Haryana (60%)
followed by Dist Bankura in West Bengal (53.8%) and from Districts of Kanpur
in Uttar Pradesh, Tinsukia and Naogaon in Assam (50% each).

e Over 17% reported that camp was held once in their area but they are
unable to remember its date. Only 8.5% also reported that the camp was
held last month and other 3.7%, mostly from Delhi and Madurai in Tamil
Nadu, reported that it was held a week before the survey period.
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Impact of awareness camps on the community members

In order understand the impact of awareness program, using the IEC methods
adopted b the DMHP staff in their area, opinions and perceptions of community
were recorded on many of their factors related to mental illness. This practice
was adopted both in the DMHP and non DMHP districts in order to make a

comparative assessment.

Community perception on various aspects related to mental illness

Items DMHP Non DMHP
Mental illness is contagious 23.2% 12.7%
Mental Illness is due to evil spirit, black magic 27.9% 50.0%
Mental ill people are harmful and should be avoided 32.0% 64.0%
Mental ill people can not be taken care at home 46.6% 53.3%
Mental ill individuals can have strange experiences like hearing voices and false firm beliefs 70.2% 51.3%
Very well educated and intelligent people can develop mental illness 63.0% 39.3%
Excessive dependence on abusive drugs may cause mental illness 71.5% 36.0%
Epileptic fits can be controlled by taking medicine regularly 87.3% 76.7%
Very effective and safe drugs are available to treat mental illness 77.2% 56.0%
Government has undertaken many initiatives to identify and treat mentally ill people 79.7% 48.7%
Mentally ill individuals should be taken to the nearest health center for treatment 80.7% 50.0%
Mentally ill people needs support and care from the family and the community 85.6% 54.8%
Family, members of community should recognize change and behavior of people and discuss it 5 o
. . 86.9% 51.9%
with their doctors/health workers
Health workers educate families to involve their mentally ill kith and kin in work related to o o
L NS - 86.9% 49.7%
socialization by maintaining an activity sheet
Total Sample 487 150

 The analysis reveals that the impact of organising the awareness to be
certainly positive as on most of the aspects, the responses from the DMHP

was better as compared to non DMHP districts.

 The lower responses from the DMHP districts, in comparison to the non
DMHP districts, on the factors such as “Mental illness is due to evil spirit,
black magic”, “Mentally ill people are harmful and should be avoided” and
“Mentally ill people can not be taken care at home” clearly indicates the
positive attitude of the people in these districts. Such kinds of responses are
only possible when people are exposed to the health awareness camps.
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Snapshots from DMHP Districts
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District Mental Health Programme (DMHP)
Snapshot from Delhi

DMHP was supposed to be initiated in Delhi in the 9" Five Year Plan period in the year
1997. However; DMHP officially began in 2000 from the Chattarpur Dispensary (South
District of Delhi) because before that the Delhi Government had not been able to
allocate an area in Chattarpur to the nodal Institute for running the programme.
Institute of Human Behavior and Allied Sciences (IHBAS) was the Nodal centre
implementing the programme in South and North West Districts of Delhi. Delhi health
system follows a different model. In Delhi there is a primary hospital, secondary
hospitals and the tertiary hospitals. There is no existence of 2™ tier clinics i.e. CHC.
Dispensaries and District Hospitals are the units for rolling out government approved
health projects in the community. Hence in case of Delhi the DMHP programme is being

run through outreach clinics in these government dispensaries and hospitals.

Additionally under the 9" plan itself IHBAS adopted another District, North West
district and was running the programme in Babu Jagjiwan Ram hospital in Jehangirpuri
where an outreach clinic is run by the DMHP staff who go to Chattarpur. The Babu
Jagjiwan Ram Hospital is a district hospital but it does not have any Psychiatric wing/
ward and no psychiatrist. The DMHP out patient department (OPD) is being run there in
the space provided by the orthopaedic department of the hospital. The DMHP outreach
clinic operates here on two days - Wednesday and Friday. This outreach clinic was run
additionally with the funds allocated for running DMHP in Chattarpur (South District)
only. This was done because IHBHAS felt that the reach of the programme should be
increased because given the availability of health services in Delhi there was no felt

need for an in patient care system for Psychiatric patients.

As part of the 10" Plan extension of DMHP, the North West District (where IBHAS was
additionally already operating under the 9*" plan) was included. So presently they are
running both Chattarpur and Jehangirpuri outreach clinics with the fund allocated to
them for North West district under the 10* Plan. As the funds to the districts under the

9™ plan were discontinued and they were not adopted by the State governments (as
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undertaken earlier) IHBHAS continues its programme in Chattarpur with the DMHP
funds allocated for Jehangirpuri as per the 10" Plan. Recently Delhi State

Government has approved the state adoption of DMHP district.

1. Allocation and Utilization of Funds.

The plan wise allocation of the budget by the Ministry of Health and Family
Welfare is scheduled to be under the different broad heads which are:
“Payment of staff salary”, “Purchasing medicines, stationary and other
contingencies”, “Purchasing equipments, vehicles, etc”, “Training” and “IEC”.
The key findings that came out are:

9th Five Year Plan 10th Five Year Plan
Expense Scheduled Actual % of Scheduled Actual % of
Categories Expenses Expenses sl utilization Expenses Expenses Bl utilization
Staff Salary | 4,670,000.00 6,048,068.00 | -1,378,068.00 129.5% 870,000.00 1,538,191.00 | -668,191.00 176.8%
Medicines/
état‘f’"ary’ 3,800,000.00 4,371,588.00 | -571,588.00 115.0% 450,000.00 | 1,029,942.00 | -579,942.00 | 228.9%
ontlngenc
ies
Equipment
s/Vehicles, 900,000.00 269,517.00 630,483.00 29.9% 600,000.00 0.00 600,000.00 0.0%
etc
Training 1,200,000.00 535,792.00 664,208.00 44.6% 500,000.00 0.00 500,000.00 0.0%
IEC 1,000,000.00 273,560.00 726,440.00 27.4% 200,000.00 0.00 200,000.00 0.0%
Total 11,570,000.00 | 11498,525.0 | 24 47500 99.4% | 2620,000.0 | 2,568,133.0 | 5436700 | 98.0%

0 0 0

. A total fund of Rs 1,15,70,000.00 had been sanctioned for Delhi under
the DMHP in the 9™ Five Year Plan of which 99.4% had been utilized. And in
the 10™ Plan, 98% of the total allocation (Rs 26,20,000.00) that came as first
installment in the FY 2007-08 has so far been utilized.

. The analysis clearly shows that, in the 9" plan period, there has been
over spending on the staff’s salary and in buying the medicines/ stationary/
contingencies by 29.5% and 15% respectively.

. Whereas, in the case of equipments/ vehicles etc and IEC, less than 30%
of the allocated amount were spent. In the case training the amount spent
was less than 50% of the allocated amount

. Similar trend was being observed for the 10 plan period. Out of the first

installment received for the 10" plan period, 98% was spent on staff salary
and medicines/ stationary/ contingencies. There has so far been no
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utilization of the allocated funds which are meant for training, use of IEC and
purchasing of equipments, vehicles, etc.

. The above spending pattern clearly indicates to the fact that major
thrust of the DMHP has been to man the “institution” in the form of
maintaining the salary of the mental health workers involved in DMHP and
assuring the availability of medicines. The main goal of the DMHP with respect
to spreading awareness among the community has been relegated to the
lesser priority.

. Training, the most important component of the DMHP, which could
ensure the proper diagnosis and treatment, was not assigned the much
needed priority. This is also visible from the non utilization of funds for
training under the 10" plan. The Nodal officer for DMHP districts in Delhi also
confirmed that training had not been conducted in the 10™ plan due to lack of
adequate funds.

. It was also highlighted by the nodal officer that the higher allocation for
salary component leads to the high turnover of the trained psychologist who
can only ensure the proper training, diagnosis and treatment.

2. Perception on Programme Implementation

To gather an overall perception on the programme implementation and its effects
views were taken from the Health Staff working under DMHP or those who had
received training under the programme, 62 beneficiaries who were receiving
treatment under the programme and 30 members of the general community from

areas where the programme was being run.
2.1. Composition of DMHP team

In Delhi, a team of members consisting of one Psychiatrist, one Psychologist, one
Psychiatric Social Worker, one Statistician cum clerk, four Staff Nurses, one Nursing
Orderly, one helper “ safai karmachari” and one driver were part of the earlier team
recruited under DMHP in the 9" plan. In the 10" Plan out of those four staff nurses only
one is retained. Currently, the team consists of one Psychiatrist, one Clinical
Psychologist, one Staff Nurse, one social worker, one clerk/data entry person and one

attendant. In addition to this, they have taken need base voluntary assistance from the
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staff/students of IHBHAS. This team goes to Chattarpur (South district) for the
outreach clinic on Monday and Thursday and to Jehangirpuri (North West) on

Wednesday and Friday.

2.2 Training

Training is a mandatory part of DMHP for first three years after initiation. In the earlier
phase (i.e. 9" plan period) of DMHP till 2003 attempts were made to train General
Physician and Paramedical staff of the hospital and Chattarpur Dispensary. In addition
to this, doctors, health workers, non medical staff like ICDS workers, teachers and
selected NGO members form other parts of Delhi, who were working in various health
and other related institutions were also given training. The training was not localized
or concentrated to the selected dispensaries under the DMHP programme for the 9%
and 10" plan period. These trainings were mostly given by using the NIMHANS training

modules and also keeping in mind the local requirement.

As per IHBAS officials the major hindrances they experienced related to training were
the frequent changes in the dispensary and hospital staff in selected DMHP
dispensaries. As the training was organized only for the first three years of the plan
period, the health workers joined after the training period were not given any further

training.

IHBAS could not start the training schedule in 10 plan because the fund for the plan
period came in the year 2007. Major proportion of this fund was utilized for
maintaining the existing staff. IHBAS is still planning to start the training programme
under the 10" after receiving the subsequent installments. According to the Nodal
Officer at IHBHAS preparations are being made for the training to be conducted after
the receipt of the next round of funds under the 10" plan and IHBHAS is developing

training modules for the same as well.
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2.3. Diagnosis Treatment and Referral

The section on diagnosis treatment and referral has been dealt in two sections. One
section captures the viewpoint of the DMHP team. The other section tries to capture
the viewpoint of the beneficiary about the diagnosis and treatment they received and

their satisfaction level.

2.3.1. Heath System viewpoint

The DMHP out reach clinic/OPD is running two days in a week in Chattarpur and
Jehangirpuri. On these days, there is a regular in flow of patients and their relatives.
Average no of patients in Chattarpur was observed around 15-20 per day where as in
Jehangirpuri the count is higher, around 50-60 per day. Out of them around 10% were

found to be new patients.

As explained earlier, training was conducted in the initial year of 9" plan period.
Therefore, the programme lacked the capacity building mechanism (CBM) in the
selected dispensaries and the diagnosis was only possible through the IBHAS team
visiting these clinics on the schedule days. (Chattarpur - Mondays and Thursdays;
Jahangirpuri - Wednesday and Fridays). On other days, since the permanent staff in the
hospital are not equipped or supposed to treat the patients therefore they are advised

to visit only on the schedule days.

On those scheduled days of the outreach clinic the patients are registered by the
nursing orderly or clerk and the psychiatrist examine them and prescribes medicines.
Medicines are dispensed by the staff nurse who also explains the schedule of medicines
to be administered. The role of clinical psychologist, who is a part of DMHP team is to
interact with the patient and the family member about the disease and the care that

needs to be given.

The DMHP team also started home visits for the drop out cases till the year 2005.
However, this was discontinued in the later years due to the lack of staff. In the 9"
plan the number of nurses who were assigned this work reduced only to one in the 10*"

plan as per the direction of MOHFW.
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2.3.2. The beneficiaries view point

The ICMR, a division of Planman Consulting’s field team also interviewed the
beneficiaries from both Chattarpur and Jehangirpuri to understand their knowledge of
the illness diagnosed and satisfaction on treatment that they were receiving.
Altogether 60 beneficiaries were interviewed. Around 52% of the patients contacted
were referred to these dispensaries by other doctors or hospitals. Their perceptions on

various parameters are given below:

2.3.2.1. Perception about the Doctor

Around 4 out of every 5 beneficiaries interviewed (79%) reported that they had trust in
the doctors. However, around 45% of the patients/ beneficiaries had met different
doctors during their visits to the dispensaries.

Fig 1.Trust and Confidence in Medical Personnel

Trust and confidence in Medical Personnel
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The graph below shows that the satisfaction levels on the following aspects were above
the composite mean: listening carefully to the concerns, treating with courtesy and

respect, explaining things in a way that the patients could understand and explaining
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need and role of medication prescribed. The aspect explaining probable complications
however received an average response .The other aspects are below the composite
mean. This statistics reflects that the beneficiaries who have been interviewed were
fairly satisfied with the doctors on the aspects such as listened to their concerns
carefully, treated them with courtesy, have explained the things in a way that the
patients could understand and have explained need and role of medicines. However,
the beneficiaries had below average satisfaction on the aspects such as “giving

assurance for future help”, and “transparent communication with family members”.

_Fig.2 Satisfaction on interaction with the Medical Personnel
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2.3.2.2. Counseling Received

The patients were also asked whether they had received any counseling during their
treatment. Nearly 9 out of 10 (88%) of the patients/ beneficiaries contacted said that
they had not received any counseling or met with a counselor during their treatment.

Fig 3. Counseling Received by the beneficiaries
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2.3.2.3. Overall treatment

Most of the patients/ beneficiaries had ranked high (8 on a scale of 1- 10) on the
satisfaction achieved from the treatment process. This shows that whoever is receiving
the treatment was satisfied with the whole process of treatment being given by the

doctors/ psychiatrist.




2.4. Availability of Drugs

2.4.1. Health System viewpoint

In Delhi, the inventory of drugs is maintained at the level of the implementing body,
IHBAS. As per the DMHP health officials most of the drugs are taken from the common
drug pool of IHBHAS and the funds for the same are deducted by IHBHAS from the
DMHP funds that they receive. Due to this most of the drugs are available with the
DMHP team. The DMHP team, responsible for executing the plan, carries the entire lot
of drugs to each of the outreach clinic areas namely, Chattarpur and Jehangirpuri, on
the schedule days of visiting to these selected dispensaries under the DMHP plan. It
should be noted that these drugs are not maintained with dispensaries’ drug
distribution outlets for distribution to patients. Drugs are only distributed to the
patients/ beneficiaries only on the scheduled days when the DMHP team visits these
dispensaries. The reasons for not maintaining the availability of drugs on all the
working days, as per the DMHP implementing officials pertained to technical
difficulties such as difficulties in maintaining the inventory register, tracking drug

usage, inability of regular non DMHP staff to explain the side effects of the drugs etc.

2.4.2. The beneficiaries view point

2.4.2.1. Drugs availability

Most of the beneficiaries / patients (88.7%), who were interviewed at Chattarpur and
Jehangirpuri dispensaries, confirmed the receipt of drugs. More than 67% also
confirmed that they were clearly explained the purpose of medication they were being
given. Some of the beneficiaries who were interviewed in Chattarpur, however, said
that they were also advised by the doctors to buy some of the drugs from the market

as those were not available with them.




2.5. Awareness about the mental illness

In order to gauge the awareness level about the mental illness and the DMHP
programme, the field team under the guidance of senior researchers interacted with
the health officials responsible for implementing the programme and also with the
members of community living in and around the health institutions where the
programme is being executed. The perception gathered by the research team is given

below:

2.5.1. Health System viewpoint

As per the implementing agency the campaigns organized by the DMHP team at regular
intervals in the community surrounding Chattarpur and Jehangirpuri areas have created
significant awareness among the community. This marked growth in awareness level is
also reflected in the turn out of patients to the hospitals/ dispensaries for seeking for
help and treatment. As per the Status Report of IBHAS, the number of patients in
Chattarpur dispensaries increased from 43 (new and old) in Oct-Dec 2000 to 6,290 in
Oct-Dec 2005. In Jehagirpuri, this number increased from 1,185 in Oct-Dec 1999 to
13,391 in Oct-Dec 2005. For Chattarpur these figures further increased to 6,423 in Oct-
Dec 2006. However, there was marked slowdown in the patients to 4,123 in 2007 and
then further to 1846 in May 2008.

2.5.2. Community perception regarding awareness

2.5.2.1.Information on DMHP and mental health

Awareness about the mental illness among the community members were recorded

through door to door survey and also discussion with common people through FGD at
very informal level. Most of the people had shown their awareness about the illness
through word of mouth and audio visual banners. For example more than half the
respondents reported that they heard about the illness though the print and audio
visual media. More than 1 out of 4 respondents stated that the doctor at the District
hospital told them about mental illness. However, only 10% reported that they also
came to know through the publicity campaign in the area by the health workers. They
confirmed of street plays and other IEC materials like pamphlets for awareness of

mental illness distributed some time back. This was reported more in the areas
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surrounding Chattarpur dispensary, where DMHP is being implemented by IHBAS

through its clinic outreach programme.

2.5.2.2. Awareness about symptoms and perception of mental health

As far as symptoms of mental illness is concerned, the awareness in the community was
found to be varied. Most of them cited about spells of depression and fits as the
common symptoms. It was also observed by the field team that community perception
on black magic as a cause of mental illness still persists; however, more than half
agreed that these can also be cured through medicines and treatment at the hospital.
However, around 46% also opined that these could be cured through giving shock
treatment to the patients. Treatment by occult practitioners was also reported by

more than half the community level respondents.

3. Additional initiatives taken by IBHAS under DMHP
* Meta Outreach Clinics
IBHAS also took some additional initiatives in implementing the DMHP
programme in Delhi and the Meta outreach clinics programme was one of those
initiatives. This refers to the outreach services to various institutions such as
relief homes and the missionaries of charities which were located in
surroundings the two outreach clinic areas. The DMHP team started visiting
these institutions such as old age homes to impart training for the health

workers and also treating patients who require psychiatric intervention.

* Programme for the Homeless at Jama Masjid in collaboration with an NGO
Ashray Adhikar Abhiyan
This extension was made in Delhi as survey revealed that high degrees of social
as well as psychiatric problems have been reported in the homeless population
in Delhi. Hence IBHAS decided that the DMHP team should visit Jama Masjid
area to provide medical support. The homeless population in need of
psychiatric help is gathered by the NGO Ashray Adhikar Abhiyan on Monday and
Tuesday evenings when the DMHP team visits Jama Masjid. The team provides

medical intervention and also provides medicines.




4. Implementation Problems

Training

Staff

Awareness

Training did not yield results due to frequent changes in the general
health staff in hospitals and dispensaries

Training under the 10" plan could not be conducted in Delhi due to
unavailability of the 2™ fund installment, though 1% installment

utilization certificate has not sent by them (Ministry record).

Tracking drop outs was reduced due to reduction of staff in the 10" plan
The clinical psychologist is present but very few beneficiaries say they

have received counseling.

Awareness levels seem to be high but the number of patients being

registered have reduced considerably

Suggestions/Recommendations

Need for monitoring cell to supervise the activities under DMHP
Stress training of all health functionaries

Organizational skill training for DMHP staff

Proper guidelines should be there at the District for initiating
DMHP
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District Mental Health Programme (DMHP)

Snapshot from Haryana

DMHP Programme was scheduled to be initiated in Haryana under the 9™ plan, in
District Kurukshetra but officially it started in the year 1999 as the funds under the
programme came only in 1999. Post Graduate Institute of Medical Sciences, Rohtak was
selected as the Nodal centre for implementing this programme. According to the Nodal
Center, the programme was being run only at the District Hospital, Lok Naik Jai
Prakash Hospital. In Kurukshetra, as per the nodal officer, the doctors at the CHC or
the PHC were not trained under DMHP. Thus, all the patients who came to the CHC or
PHC were sent to the District Hospital for diagnosis and treatment. This District
Hospital is also covering almost all the areas of Haryana. Patients come from other

districts also like -Yamunanagar, Panipat, Ambala etc.

1. Allocation and Utilisation of Funds.

9th Five Year Plan

. Scheduled Actual % of

Expense Categories Balance e e
Expenses Expenses utilization

Staff Salary 3,470,000.00 3,299,456.00 170,544.00 95.1%

Medicines/Stationary/Contingencies | 2,800,000.00 901,073.00 1,898,927.00 32.2%

Equipments/Vehicles, etc 900,000.00 743,063.00 156,937.00 82.6%

Training 1,200,000.00 788,422.50 411,577.50 65.7%

IEC 800,000.00 81,261.00 718,739.00 10.2%

Total 9,170,000.00 | 5,813,275.50 | 3,356,724.50 63.4%

The plan wise allocation of the budget by the Ministry of Health and Family
Welfare is scheduled to be under the different broad heads which are:
“Payment of staff salary”, “Purchasing medicines, stationary and other
contingencies”, “Purchasing equipments, vehicles, etc”, “Training” and “IEC”.
The key findings that came out are:

A total fund of Rs 91,70,000.00 was allocated through five installments for
the district of Kurukshetra under the DMHP in the 9 Five Year Plan of which
63.4% had been utilized till 2007-08. The first installment was received in the
year 1998-99 and the other four installments were granted in the next four
consecutive years till 2002-03.
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» About 95% of the funds have so far been spent for paying the salary of the
DMHP staff.

* In the case of purchasing of equipments/vehicles, around 80% of the
allocated amount was spent.

» Whereas for buying the medicines, stationeries and other contingencies, the
proportion of funds that had been utilized was about 30%.

* On the other hand, IEC, which is the component that is supposed to have a
far reaching impact on the community’s awareness is under utilized as the
utilization rate is only 10.2%.

2. Perception on Programme Implementation

To gather an overall perception on the programme implementation and its effects,
views were taken from the Health Staff working under DMHP or those who had
received training under the programme, 61 beneficiaries who were receiving
treatment under the programme and 30 members of the general community from

villages around the District Hospital where the programme was being run.

2.1. Composition of DMHP team

In Kurukshetra the DMHP programme is being run by only 4 staff members. There is a
Psychiatrist who is a permanent salaried staff of the hospital and others are temporary
and have been hired under DMHP. There is one clinical psychologist, one record keeper
and one lady as peon. There is one driver who has been appointed under DMHP but he
usually works in the Nodal Center, PGIMS Rohtak (the team does not have a vehicle at
their disposal). The DMHP staff opined that the lack of adequate staff was creating
problems for the execution of DMHP. They advertised for new recruitment quite a
number of times, but no fresh recruitment was held. Due to the absence of a staff
nurse in the team, the clinical psychologist has to maintain the drug inventory as well.
Moreover all the temporary staff members have not received their salary for the last

five months therefore they are loosing the urge to work further in the future.
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2.2. Training

Training is an integral part of DMHP. In 1999 when DMHP started its operation,
trainings were held at the District hospital in Kurukshetra. This corroborates with the
budget utilization breakup shown above which shows that funds for training have been
utilized. However the doctors and other health staff who had attended this training
had already left or had been transferred therefore information could be obtained
regarding training from any of the officials present at the time of survey and
investigation. All the health staff interviewed reported that they had not attended any
training programme. The nodal officer opined that no training programmes have been
held in Kurukshetra from past 4-5 years so the current staff at the CHC and PHC has

received no training.

2.3. Diagnosis Treatment and Referral

The section on diagnosis treatment and referral has been dealt in two parts. One
section captures the viewpoint of the DMHP team. The other section tries to capture
the viewpoint of the beneficiaries about the diagnosis and treatment they received and

their satisfaction level.

2.3.1 Heath System viewpoint

The OPD in Kurukshetra district hospital opens 6 days in a week. On an average around
30-35 patients per day visit at the OPD. Of these around 40% are new patients. Each of
the new patients first meet the psychologist whose responsibility is to prepare the
profile of the patients, and thereafter the diagnosis is made by the Psychiatrist. For
further treatment and follow-ups a separate profile of each patient is maintained by
the record keeper, mentioning the history and details of the patient. Apart from this
counseling is also done on the specific days - normally on Wednesday and Thursday.
Due to the absence of the staff nurse, psychiatrist also explains the purpose of
medicine which is dispensed by the record keeper. The medicine record is maintained
by the clinical psychologist. Reasons for shortage of medicine was pointed out by
psychologist as the period between requisition for drugs and their actual receipt is very
lengthy. Due to the shortage of medicines in stock the beneficiaries were suggested to
buy medicines from the nearby Chemist shops. The DMHP officials pointed out this to
be a major reason for drop outs. Patients lack enough money to buy the medicines

therefore cannot continue the treatment on a regular basis.
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2.3.2 The beneficiaries view point

The beneficiaries were interviewed by the ICMR Planman Consulting team from both
Kurukshetra Hospital and nearby villages like “pipli”, etc. On being questioned about
their knowledge of the illness diagnosed and satisfaction level regarding the treatment
that they were receiving. Since the staff at the CHCs or PHCs is not trained to provide
psychiatric intervention, 98% of the beneficiaries said they had come to the District

Hospital and the Psychiatrist was their first point of contact.

2.3.2.1 Perception about the Doctor

Most of the beneficiaries interviewed said that the trust on the doctor was on an
average high. Almost all 95% of the beneficiaries interviewed opined that they had
complete trust in the medical personnel whom they had met. Only 5% said that they
had some amount of trust on the doctor they had consulted. All the beneficiaries, who
were contacted during the survey, also reported that they had met the same doctor on
each visit to the hospital and they were satisfied with the treatment received at the

hospital.

Fig.1 Trust and Confidence in Medical Personnel

Trust and confidence in Medical Personnel
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The graph shows that the satisfaction levels on the following aspects were above the

composite mean: listening carefully to the concerns, treating with courtesy and
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respect, giving assurance for future help, transparent communication with family
members and explaining things in a way that the patients could understand. Average
response was estimated on the aspect of explaining probable complications. The rest
of the aspects are below the composite mean. This statistics reflects that the
beneficiaries who have been interviewed were fairly satisfied with the doctors on the
aspects such as listened to their concerns carefully, treated them with courtesy, have
explained the things in a way that the patients could understand and have explained
probable complications. However, the beneficiaries had below average satisfaction on
the aspects such as “meeting the doctors as and when required”, and “explanations on

the need and role of medications prescribed”.

Fig.2 Satisfaction on interaction with the Medical Personnel
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2.3.2.2 Counseling Received

Counseling is considered as an important component of treatment of mentally ill

person. However, only one out of ten beneficiaries contacted during the survey

confirmed that they had received counseling during their treatment. This figure points

that counseling is done by the Clinical psychologist (only a few mentally ill patients

required counseling) under DMHP.

Fig.3 Counseling Received
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2.3.2.3 Overall treatment

The satisfaction with the treatment was found be slightly above the average as most of

the beneficiaries contacted had given a rating of 7 on scale of 1 to 10 (1 being not

satisfied and 10 being absolutely satisfied). However, around 20% had also rated the

satisfaction level as 5 out of 10).




2.4. Availability of Drugs

2.4.1 Health System viewpoint

The drugs inventory for DMHP is being maintained by the implementing authority i.e.
Nodal Office, PGIMS, Rohtak. The staff of District hospital, Kurukshetra sends the
requisition for the drugs to the Nodal office at PGIMS, Rohtak. The nodal office in turn
approves the requisition and issues the order for purchase of medicine to the DMHP
implementing team. The team has arrangement with the dealer/ distributors who
supplies the drugs on credit basis and accordingly raises the bills. The bill is again sent
to the Nodal office which makes the payment after necessary documentation. Normally
it takes 2-3 months for completing the process and by the time money is received by
the DMHP team, another requisition for the medicines are sent to the nodal office. This
whole process causes delay in the procurement of medicines and often patients have to

buy medicines from the market.

2.4.2 The beneficiaries view point-

2.4.2.1 Drugs availability

The irregularity in the drugs was also confirmed by the beneficiaries interviewed
during the survey. The analysis shows that only 3 out of the 10 beneficiaries confirmed
that they had received drugs at the hospital. Most of them (90.2%) however reported

that they were explained the purpose of the medication given only to some extent.

2.5. Awareness about Mental lllness

In order to gauge the awareness level about the mental illness and the DMHP
programme, the field team under the guidance of senior researchers interacted with
the health officials responsible for implementing the programme and also with the
members of community leaving in and around the health institutions where the
programme is being executed. The perception gathered by the research team is given

below:




2.5.1 Health System viewpoint

As per the District level health officials the awareness that has been spread in
Kurukshetra is not through campaigns or health camps, but only through the word of
mouth. The health staff opined that they did not have any facilities for organizing
awareness campaigns. Neither there any funds allocated to them nor did they have a
vehicle to go to the nearby villages. Recently however, a meeting was held between
the doctors of Kurukshetra hospital and the doctors of the Rohtak Medical College and
they had organized a rally to spread awareness on mental health. This is the only
activity that has been done so far to spread awareness. According to the health staffs,
who were interviewed during the survey, since there is lack of awareness, people still
have misconception regarding the mental diseases therefore they hesitate in discussing

their problems even with their family members.

2.5.2 Community perception regarding awareness

2.5.2.1. Information on mental health

1out of every 4 community members, who were contacted during the survey(25%),
reported that they had attended awareness programme organized by the DMHP team in
their area. | out of every 5 respondents also agreed that the Doctor at the District
Hospital informed them about mental illness.15% of them also reported that either the
doctors at the CHCs or the ANMs at their village had informed them about mental

illness.

2.5.2.2. Awareness about symptoms and perception of mental health

As far as awareness about various symptoms of mental illness are concerned, most of
the respondents could indicate about spells of depression and fits. However, their
perception on black magic as a cause of mental illness still persists as this was
mentioned by nearly 4 out of 5 respondents. Regarding cure of mental of illness, three
fourth agreed that such cases need to be treated at a hospital, 65% recommended
counseling and half the respondents reported that medicines are also an option for
treating the patients.

Treatment by occult practitioners was however reported by 65% of the respondents as

well.
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3. Key Implementation Problems

Training
= Lack of training for the past 3-4 years have made the CHC and PHC staff non

functional for providing basic mental health care or diagnosis

Awareness
= Awareness programmes have not been held due to improper management of
funds and lack of proper coordination.
Availability of Drugs
= The time lag between requisition and actual receipt of medicines has hampered

the programme and led to drop out cases due to irregular flow of drugs.

Suggestions/Recommendations

= Supervision and strict monitoring of DMHP activities

= Better mechanism to initiate and operationalize DMHP required

= State Health society should be more active

= Training of DMHP to include organization of IEC activities, some modules should
help such activity.

= Need for planning training programme for program management.

= Better drug procurement mechanism needed, bulk purchase should reduce cost.

District Mental Health Programme (DMHP)




Snapshot from Uttar Pradesh:

In Uttar Pradesh, two districts, namely, Kanpur and Rae Bareli, were covered for the
purpose of evaluating the implementation of District Mental Health Programme
(DMHP). In Kanpur district of Uttar Pradesh, DMHP was operational under the 9* five

year plan whereas Rae Bareli was included under DMHP under the 10™ five year plan.
This report will therefore highlight the consolidated perception gained from both these

districts under various parameters defined below.

The District Mental Health Programme (DMHP) started in Uttar Pradesh in February
1997 under the 9th five year plan and was implemented in the district of Kanpur. For
Kanpur and Raebareli both, the Department of Psychiatry, C.5.M. Medical University
was the institution responsible for implementation of the programme. In Kanpur
district the DMHP is still running in UHM Hospital (District Hospital). Besides, UHM
Hospital DMHP is also running in 4 CHCs (Sarsul, Bidhnoo, Ghatampur and Bilhaur) and 3
PHCs (Shivrajpur, Chaubeypur and Bheetargaon). Last installment was received by
Kanpur in the year 2000-01. The programme in Kanpur district is being continued by

utilizing the unutilized funds since May 1998 till now.

In the 10th five year plan RaeBareli district was also included under the DMHP
programme. However, actual fund for the programme was made available beforehand
on January 2005 and the project started during May 2005. There are 6 CHCs, and 13
PHCs under Rae Bareli District Hospital. However, besides the District Hospital the
DMHP programme was operational only in two CHCs, namely Lalganj and Maharajpur.
The Nodal Office implementing DMHP had applied for the release of 2nd and 3rd
installment for continuation of the programme. So far they have received only two
installments. Recently Nodal office has planned to start the DMHP programme in
Vachhrawa CHC also.
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1. Allocation and Utilisation of Funds

1.1 Allocation and Utilisation of Funds in Kanpur

9th Five Year Plan

. Scheduled Actual % of

Expense Categories Balance e s
Expenses Expenses utilization

Staff Salary 2,318,412.44 | 1,996,843.00 321,569.44 86.1%

Medicines/Stationary/Contingencies | 1,867,184.06 598,783.07 1,268,400.99 32.1%

Equipments/Vehicles, etc 900,000.00 0.00 900,000.00 0.0%

Training 1,177,915.75 30,000.00 1,147,915.75 2.5%

IEC 577,915.75 0.00 577,915.75 0.0%

Total 6,841,428.00 | 2,625,626.07 | 4,215,801.93 38.4%

The plan wise allocation of the budget by the Ministry of Health and Family
Welfare is scheduled to be under the different broad heads which are:

“Payment of staff salary”,

“Purchasing medicines,

stationary and other

contingencies”, “Purchasing equipments, vehicles, etc”, “Training” and “IEC”.
The key findings that came out are:

. A total fund of Rs 68,41,428 had been sanctioned for Kanpur under the
DMHP in the 9* Five Year Plan of which 38.4 % had been utilized in the same
plan period. No fund has been received after 2000-01 and the programme is
still continuing in the district by utilizing available remaining balance.

. The table above clearly shows that, in the 9™ plan period, 32.1% of
schedule expenses has been utilized in buying medicines/ stationary/
contingencies.

. During the plan period, there had been a spending of about 86% in paying
for the staff’s salary.

. From above, the pattern of fund utilization shows irregularity on the part
of the administration. Because very little money has been spent on training
(2.5%) while on IEC nothing has yet been spent. This shows how one of the
basic objectives of the DMHP to create awareness among the community has
been ignored. Also, the training component of the programme which is very
important for ensuring proper diagnosis and treatment has not been given its
due priority.

1.2 Allocation and Utilisation of Funds in Raebareli
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10th Five Year Plan

. Scheduled Actual % of
Expense Categories Balance oo e
Expenses Expenses utilization
Staff Salary 870,000.00 1,931,581.00 | -1,061,581.00 222.0%

Medicines/Stationary/Contingencies 450,000.00 222,339.00 227,661.00 49.4%

Equipments 600,000.00 149,047.50 450,952.50 24.8%
Training 500,000.00 82,435.00 417,565.00 16.5%
IEC 200,000.00 12,093.50 187,906.50 6.0%
Total 2,620,000.00 | 2,397,496.00 | 222,504.00 91.5%

e Total Rs. 2620000 was sanctioned by the Government of India in the
year 2004 for the implementation of District Mental Health Programme
(DMHP).

» After that no money was sanctioned by them for this purpose.

» The above spending pattern clearly shows that the expenditure which
was incurred for the staff salary was more than 200% of the total
money sanctioned for this purpose.

e Opposite thing was observed in case of purchasing Medicine/
Stationary/ Contingencies. Overall expenditure incurred for this
purpose was less than 50% of the money allocated for this purpose.

* Similar thing happened for in buying equipment where total
expenditure for this purpose was about 25% of the total money
allocated.

e Training, the most important component of the DMHP, which could
ensure the proper diagnosis and treatment, was dealt with lesser
priority which is clear from the fact that only 16.5 % of the allocated
fund had been utilized.

* Even in case of expenditure on IEC, which is the component that is
supposed to have a far reaching impact on the community’s awareness
is also under utilized as the utilization rate is only 6%.

This analysis clearly indicates the fact that in the 10th plan period major thrust of
DMHP of this district has been to maintain the salary of the mental health workers
involved in DMHP. Purchase of medicines, equipments has been dealt with lesser
priority. Even training and awareness building, the two most important components of
the DMHP, which could ensure the proper diagnosis and treatment, were not assigned
the priority. The components of training and awareness building were not given priority

as salary for maintenance of workers was thought to be of prime importance.
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2. Perception on Programme Implementation

To gather an overall perception on the programme implementation and its effects
views were taken from the Health Staff working under DMHP or those who had
received training under the programme, 60 beneficiaries from Kanpur and 50
beneficiaries from Rae Bareli who were receiving treatment under the programme
and 30 members each of the general community from areas where the programme

was being run.

2.1 Composition of DMHP team

Under the DMHP programme in Kanpur one psychiatrist and one clinical psychologist
were appointed on yearly contractual basis. Present staff position of psychiatric unit in
UHM Hospital under DMHP consists of one psychiatrist, one clinical psychologist, one
psychiatric social worker and one record keeper. Staff (psychiatric) Nurse and Nursing
Orderly was provided by rotation by UHM Hospital. Psychiatrist, staff nurse and driver
are getting salary from State government while the others get their salary from DMHP
fund.

The staff structure appointed under DMHP in Rae Bareli also follows the same pattern.
In Rae Bareli under DMHP one psychiatrist, one clinical psychologist, one psychiatric
social worker, one psychiatric nurse, one record keeper and one nursing orderly were

appointed on yearly contractual basis since May 2005.

2.2 Training

Training is a mandatory part of DMHP for the first three years after initiation. Under
the 9™ plan period of DMHP in the Kanpur, eleven training programmes were
conducted. In these training programmes district doctors, PHC/CHC doctors, Staff

Nurses, ANM and other health workers were trained.

In addit