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Why are mental disorders a 
public health priority in India?  
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Because they are common 
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The staggering numbers 

 
About 20 million persons with a severe, 

enduring mental disorder or disability  
 

Between 50 to 100 million persons with a 
wide range of mental health problems  
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Neuropsychiatric DALYs as % of total: by WHO region 

  
 
 
 
 

Because they are profoundly disabling  
 (GBD 2006) 



Because they worsen the outcomes 
of other health conditions 
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Because they affect the poor and disadvantaged 
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A    CITY OF   UNENDING   NIGHTS 
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Because they kill our youth 



 and the dispossessed  
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Because they are associated with 
stigma and discrimination 
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And are exposed to inhumane 
care 
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 Or irrational and costly care 
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Leaving some families with no 
choice 
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But can we treat these disorders?  
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Synthesizing evidence on what works  



Integrating treatments into packages 
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Integrating packages into routine health care 



The treatment gap is over 50% in 
developing countries 

Reaches an astonishing 90% in rural  
India 
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#6: The Call for Action 

 To scale up the coverage of services for 
mental disorders in all countries, but 
especially in low and middle income 
countries. 
 Based on two principles: 

 an evidence-based package of services for core 
mental disorders and  

 strengthening the protection of the human 
rights of persons with mental disorders and 
their families.  



Challenges in closing the 
treatment gap 
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India’s population 
1.2 billion 

132000 
psychiatrists 

3000 
psychiatrists 
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Task-sharing to close HR gaps 

 the strategy of rational redistribution of tasks 
among health workforce teams,  
 specific tasks are moved, where appropriate, 

from highly qualified health workers to health 
workers with shorter training and fewer 
qualifications in order to make more efficient 
use of the available human resources for health. 



28 



Task-sharing for mental health 

 
 

We know what works, but how do we deliver 
these treatments in low resource settings? 

29 



30 

Community mental health workers delivering 
care for schizophrenia in rural India 
(Chatterjee et al, Br J Psych 2003, 2009) 
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Community health workers supporting 
caregivers of persons affected by dementia 

(Dias et al, PLoS One, 2008) 
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Lady health visitors using CBT to treat 
postnatal depression in rural Pakistan 

(Rahman et al, Lancet 2008) 

 



Lay health worker led intervention for 
common mental disorders in primary care 

(Patel et al, Lancet, 2010; Br J Psych 2011) 
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 Impact of intervention in PHC cases over 12 months 

Prevalence of 
CMD 

Disability days per 
month 

Collaborative 
Stepped Care 

574 (34.9%) 6.82 days 

Enhanced Usual 
Care 

941 (52.1%) 12.26 days 

Statistical test  RR 0.69 (0.51, 
0.93) 

P=0.03 

t=-5.35 (-9.84, -0.86) 
P=0.03 

 

1 The risk ratio is adjusted for case type at baseline and visit number 
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Can we afford the additional 
investments? 

 
A trained and supervised community health 

worker for mental health care in PHCs is 
‘not only cost effective but cost saving” 

 
(Bull WHO, in press) 
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SUNDAR 
 
Simplify the message 

UNpack the treatment 

Deliver it where people are using 

Affordable and available human resources with 

Reallocation of specialists to train and supervise 

 



The roles of specialists 

 Building capacity in other health workers 
 
 Supervision and support 

 
 Referral pathways for complex or refractory 

clinical problems 
 
 Evaluation and quality assurance 38 



The next step 
 

 We know WHAT works 
 

 We have modest evidence on HOW to deliver these 
using non-specialist human resources in primary and 
maternal health care settings 
 

 The next step:  strengthen the evidence on delivery 
and build capacity and evidence on how to scale these 
interventions in established platforms of care 



Local and international initiatives 

PREMIUM VISHRAM INCENSE 
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Capacity building 
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Policy developments in India 

 New Mental Health Care Bill 
 Radically restructured XIIth Plan District 

Mental Health Program with explicit 
recognition of collaborative approach and 
task-sharing 
 First national MH Policy being drafted 
 Proposing nation which triggered WHA 

resolution for a WHO Global Mental Health 
Action Plan  42 





The Movement for Global Mental Health 
aims to improve services for people with mental disorders worldwide 
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 Providing effective mental health services in 

primary care settings would help to reduce the 
stigma associated with mental disorders and could 
prevent unnecessary hospitalization and human 
rights violations of people with mental health 
problems. …such a strategy makes good 
economic sense….it is also a pro-poor strategy.  

 Ban Ki-Moon, October 10th, 2009 
 We must break down the barriers that continue to 

exclude those with mental or psychosocial 
disabilities.  There is no place in our world for 
discrimination against those with mental illness.  
There can be no health without mental health.  

 
 Ban Ki-Moon, October 10th, 2010 
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