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Why are mental disorders a

public health priority in India?
A —



Because they are common
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Abstract

Background: In India there are very few population based data on prevalence of depression. The aim of the study was to
determine the prevalence of depression in an urban south Indian population.

Methods and Findings: Subjects were recruited from the Chennal Urban Rural Epidemiclogy Study (CURES), involving
26,001 subjects randomly recruited from 46 of the 155 corpomtion wards of Chennai (formerly Madras) city in South India.
25,455 subjects participated in this study [response rate 97.9%). Depression was assessed using a selfreported and
previously validated instrument, the Patient Health Questionnaire (PHQ) - 12. Age adjustment was made according to the
2001 census of India. The overall prevalence of depression was 15.1% (age-adjusted, 15.9%) and was higher in females
(females 163% vs. males 13.9%, p-<0.0001). The odds ratio (OR) for depression in female subjects was 1.20 [Confidence
Intervals (Cl): 1.12-1.28, p-=0.001] compared to male subjects. Depressed mood was the most commaon symptom (30.8%),
followed by tiredness (30.0%) while maore severe symptoms such as suicidal thoughts (12.4%) and speech and maotor
retardation (12.4%) were less common. There was an increasing trend in the prevalence of depression with age among both
female (p-<0.001) and male subjects (p=0.001). The prevalence of depression was higher in the low income group (19.3%)
compared to the higher income group (5.9%, p="0.001}. Prevalence of depression was also higher among divorced (26.5%)
and widowed (20%) compared to currently married subjects (15.4%, p<0001)




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



Because they are profoundly disabling
(GBD 2006)
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Because they worsen the outcomes
of other health conditions

ORIGINAL ARTICLE

Postnatal depression and infant growth and development
in low income countries: a cohort study from Goa, India

V Patel, N DeSouza M Rodrigues

See end of article for
authors’ affiliations
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Background: Postnatal depression is a recognised cause of delayed cognitive development in infants
in developed countries. Being underweight is common in South Asia.

Aims: To determine whether postnatal depression contributes to poor growth and development
outcomes in Goa, India.

Methods: Cohort study for growth outcomes with nested casecontrol study for deve|opmenh:1|
outcomes. A total of 171 babies were weighed and measured at 6-8 weeks foﬁowing birth. The fol-
lowing measures were used: Edinburgh Postnatal Depression Scale for maternal mood, and
sociodemographic and infant health variables. Outcome measures were: weight (<5th centile), length



Because they affect the poor and disadvantaged
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Association of socio-economic, gender
and health factors with common mental

disorders in women: a population-based

study of 5703 married rural women
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Because they kill our youth

Suicide mortality In India: a nationally representative survey
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and the dispossessed
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Because they are associated with
stigma and discrimination
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WOMEN WITH SCHIZOPHRENIA AND BROKEN MARRIAGES —
DOUBLY DISADVANTAGED? PART I: PATIENT PERSPECTIVE

*MEN iz e

U AL S papes

Health Service and Population
Research Department, Institute
of Psychiatry, King's College
Lendan, UK (G Thornicroft PhD,
E Erohan M 5¢, [ Rose PhD,

M Lesse FhD); and 14 Chemin
Colladon, 1209 Geneva,
Switzerland (N Sartorius PhD)
Correspondence to:

Institute of Paychiatry,
King's College London,

R. THARA, SHANTA KAMATH & SHUBA KUMAR

validated discrimination and stigma scale {DISC}), which produces three subscores: positive experienced discrimination;
negative experienced discrimination; and anticipated discrimination.

Findings Negative discrimination was experienced by 344 (47%) of 729 participants in making or keeping friends, by
315 (439%) of 728 from family members, by 209 (299} of 724 in finding a job, 215 (299} of 730 in keeping a job, and
by 196 {27%) of 724 in intimate or sexual relationships. Positive experienced discrimination was rare. Anticipated
discrimination affected 469 (64%) in applying for work, training, or education and 402 (55%) looking for a close
relationship; 526 (72%) felt the need to conceal their diagnosis. Over a third of participants anticipated discrimination
for job seeking and close personal relationships when no discrimination was experienced.



And are exposed to inhumane

cale

THE HINDU, Tue August 7, 2001
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Or irrational and costly care

Tropical Medicine and Intermational Health doi:10.11114.1365-31 56 200601756,

VOLUME 12 NO I PP I-10 JANUARY 2007

Prioritizing health problems in women in developing countries:
comparing the financial burden of reproductive tract infections,
anaemia and depressive disorders in a community survey in

India

Vikram Patel'?, Daniel Chisholm?, Betty R. Kirkwood' and David Mabey'
and 'I'ru".llr:':'r.'.-'u' Medicine, London, UK

tere, Switzerland

Summary ORJECTIVES 1o compare the health care and opportunity costs of three common health problems
sive disorders, reproductve trace infections (B11s) and a nia | affecting women and their
of rophic health expenditure (defined a priors as out-of-pocket expenditure on
1% of the total monthly houschold income).




eaving some families with no
choice
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But can we treat these disorders?
S —
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Synthesizing evidence on what works

I —
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Integrating treatments into packages
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Perspective

Packages of Care for Mental, Neurological, and
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Integrating packages into routine health care

Imternational Health (2009) 1, 37—44

gavailable at www.sciencoediroct.com

“e.* ScienceDirect

journal homepage: http:/fwww.alsevier.com/locate/inhe

Scaling up services for mental and neurological

disorders in low-resource settings
Vikram Patel®*, Digvijay Singh Goel®, Rajnanda Desai®

® London Schooal of Hygiene and Tropical Medicine, Keppe!l Street, London WC1E FHT, UK
b Southland Hospital, Invercargill 9812, New Zealand
© Government of Goa, India

Received 20 January 2009; received in revised form 12 February 2009; accepted 18 February 2009

KEYWORDS Summary Mental and neurological disorders (MNDs) account for a large, and growing, burden
of disease in low- and middle-income countries. Most people do not have access to even basic
health care for these disorders. Recent evidence shows that task-shifting to non-specialist com-
munity health workers is a feasible and effective strategy for delivery of efficacious treatments
for specific MMD in low-resource settings. Mew global initiatives, such as the WHO's mental
health Gap Action Program, are utilizing this evidence to devise packages of care for specific

Mental disorders;
Meurological
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Health services;
Scaling up;
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The treatment gap Is over 50% In

developing countries
S —

Reaches an astonishing 90% in rural
India
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THE LANCET

Global Mental Health - September, 2007

“Mental health awareness
needs to be integrated into
all aspects of health and
social policy, health-system

planning, and delivery of
primary and secondary
general health care.”

Global Mental Health



#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
A—
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India’s population
1.2 billion

132000
psychiatrists

3000
psychiatrists



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.



Lay health workers in primary and community health care
(Review)

Lewin SA, Dick J, Pond I, Zwarenstein M, Aja G, van Wyk B, Bosch-Capblanch X, Patrick M

Callaghan et al. Human Resources for Health 2010, 8:8
http://www.human-resources-health.com/content/8/1/8 m HUMAN RESOURCES
104§ FOR HEALTH

REVIEW Open Access

A systematic review of task- shifting for HIV
treatment and care in Africa

Mike Callaghan*1, Nathan Ford23 and Helen Schneider?

Copyright © 1007 Tha Cechrana Collaboration. Publishad by John Wilay & Sons, Ltd




Task-sharing for mental health

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



Community mental health workers delivering

care for schizophrenia in rural India
(Chatterjee et al, Br J Psych 2003, 2009)




Community health workers supporting

caregivers of persons affected by dementia
(Dias et al, PLoS One, 2008)

FONDATION
MEDERIC

%ZHEIMER A l

Alzheimer’s Disease
International

9 February 2010




Lady health visitors using CBT to treat

postnatal depression In rural Pakistan
(Rahman et al, Lancet 2008)

32



Lay health worker led intervention for

common mental disorders in primary care
(Patel et al, Lancet, 2010; Br J Psych 2011)




Impact of intervention in PHC cases over 12 months

Prevalence of Disability days per
CMD month

Collaborative 574 (34.9%) 6.82 days
Stepped Care

Enhanced Usual 941 (52.1%) 12.26 days
Care

Statistical test RR 0.69 (0.51, t=-5.35(-9.84, -0.86)
0.93) P=0.03
P=0.03

1 The risk ratio is adjusted for case type at baseline and visit number




Impact on prevalence of suicide ideas/attempts

CMD cases Screen positive cases
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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)



SUNDAR

Implify the message
pack the treatment
eliver i1t where people are using
ffordable and available human resources with

eallocation 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



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




| ocal and International initiatives
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Capacity building
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Policy developments in India

New Mental Health Care Bill

Radically restructured XlIth 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
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The Movement for Global Mental Health
aims to improve services for people with mental disorders worldwide



>STOP

Stigmatization and Exclusion

Persons with mental health problems
are human beings like anyone else !

Empowering people affected by Mental Disorders to Promote Wider Engagement with Research




Providing effective mental health services in
primary care settings would help to reduce the
stigma assoclated 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 10t". 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 10t 2010
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