
The contribution of mental disorders to the overall burden of
disease in India in 2010 was estimated to be 5.6%.1 Although
the World Health Organization (WHO) Mental Health Gap
Action Plan (mhGAP) guidelines testify to the cost-effectiveness
of a wide range of drug, psychological and social interventions
that can transform the lives of people affected by mental
disorders,2 it is estimated that in India only about 10% of people
with mental disorders are receiving evidence-based interventions.3

India was one of the first of the low- and middle-income countries
(LIMC) to start a national mental health programme in 1982 with
the aim of extending community-based mental healthcare through
the existing primary healthcare system.4 The district mental health
programme (DMHP) was conceptualised during 1984–90 and
currently is in operation in 125 districts (out of the total 626
districts).4 However, evaluations of the DMHP indicate that it
is, to a large extent, ineffective in practice.3 Some of the reasons
for this unsatisfactory state of affairs are: the top–down, ‘one size
fit all’ approach to service delivery that cannot accommodate
diverse local realities, poor governance, managerial incompetence
and unrealistic expectations from low-paid or poorly motivated
primary healthcare personnel.4 Despite these challenges, several
recent developments at the national level offer a conducive policy
environment for strengthening the mental health system in India
and improving the delivery of mental health services. The draft
Mental Health Care Bill, which was tabled in the Indian
Parliament in August 2013, enshrines access to community mental
healthcare as a human right.5 The Ministry constituted a mental
health policy group in April 2011 to prepare a national mental
health policy and plan. Based on the document reviews,
consultations with key stakeholders and field visits, the mental
health policy group proposed substantial changes to the design

of the DMHP for the twelfth 5-year plan period (2012–2017).6

Thus, there is a robust policy context for designing and
implementing a district-level MHCP that will help operationalise
the rejuvenated DMHP. However, little is known about the
mechanisms for implementing integrated MHCPs in local district
settings in India. Under the auspices of the PRogramme for
Improving Mental health carE (PRIME),7 we sought to achieve
this goal in the district of Sehore in the central state of Madhya
Pradesh. In this paper we describe the process of development
of the MHCP, its framework and content, and experiences from
the pilot implementation.

Method

Setting

The research was implemented through a partnership between
Sangath (a non-governmental organisation (NGO) working in
the sector of public mental health), the Public Health Foundation
of India and the Ministry of Health, Government of Madhya
Pradesh. Madhya Pradesh is situated in the central part of India
and has a population of 72.5 million, which accounts for 6% of
the total population of India. Madhya Pradesh was selected
because it was a priority state for UK aid on the grounds of its
poor general health indicators. Sehore district, which lies in the
south-west direction of the state capital, Bhopal, has a population
of 1.3 million that is predominantly rural (81%) and covers an
area of 6578 km2 (see online Fig. DS1).

Sehore district was selected because it is one of the districts
where the DMHP has already been implemented and therefore
the infrastructure to develop, implement and scale up the MHCP
was already in place. UK aid had no role in either the selection of
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the state (i.e. Madhya Pradesh) or the district (i.e. Sehore) and it
was entirely based on the decision of the PRIME team in
consultation with the Ministry of Health.

Overview of methodology

The MHCP for Sehore district was developed during the period
August 2011 to March 2014. This approach broadly followed the
guidance for developing and implementing complex interventions
provided by the Medical Research Council.8 This recommends
synthesising the evidence on effective treatments for the target
conditions, formative research that includes modelling the
processes through which care will be delivered and pilot testing
them before rolling out the intervention and a definitive
evaluation of the final implementation is carried out.9 The recent
evidence base in global mental health such as WHO mhGAP
treatment guidelines10 and the PLoS Medicine series on global
mental health11 served as the foundation and a starting point
for creation of draft packages of care for priority mental disorders
constituting the MHCP. Depression, psychosis and alcohol use
disorders were selected as the three priority mental disorders as
these are the three leading mental health causes of the burden of
disease12 and there is a growing body of evidence testifying to both
the efficacy of specific treatments for these disorders and their
cost-effectiveness.11 It was also decided that the depression
package would include interventions for maternal depression as
it is the second leading cause of disease burden in women
worldwide, following infections and parasitic diseases.10 We then
carried out formative research to understand the local context
of Sehore district and model the mental health packages that could
be delivered in this context. This was followed by pilot testing
specific packages of the MHCP in a single facility to evaluate their
acceptability and impact, and making adaptations to the plan
based on learning from the pilot. This overall process is shown
in Fig. 1.

Description of specific methods

Situational analysis

The situational analysis comprised a document review of Sehore
district’s DMHP and other health-related documents to
summarise existing knowledge about mental health service
delivery in the district. A cross-country situational analysis tool
developed by the PRIME team served as the basis for conducting

the document review. The details of the situational analysis are
described elsewhere.11 The situational analysis primarily helped
us to identify the available human and financial resources, gaps
in mental health service provision in Sehore district and the issues
related to mental health service utilisation such as the role of
stigma and traditional healers in help-seeking behaviour.

Theory of change (ToC) workshops

ToC is an outcomes-based approach that applies critical thinking
to the design, implementation and evaluation of programmes
intended to support change in their contexts.12 These kinds of
approaches are recommended to obtain a theoretical understanding
of how complex interventions cause change. We used this approach
to design the MHCP and obtain the opinion of key stakeholders
about the clinical and health system outcomes that need to be
realised in order to develop and implement a successful MHCP.
A series of ToC workshops were conducted to build stakeholder
consensus around essential packages of the MHCP for the three
priority disorders. Two workshops were conducted, the first in
January 2012 and the second in April 2012 involving 17 parti-
cipants (state- and district-level planners, health service providers,
paramedical and front-line workers). The details of this are
described elsewhere.13 The output of these ToC workshops is a
ToC map that describes the chain of activities that need to be
completed to deliver mental health services. Based on this ToC
map, four key processes were identified: awareness, detection,
treatment and recovery. The discussions in the ToC workshops
also highlighted that effective service provision and utilisation
can only be achieved in a supportive and enabling environment
provided by the healthcare organisation. The framework provided
by ToC was the basis for the design of the first draft of the MHCP,
which was broadly divided into service delivery packages and en-
abling packages. Each of these packages was further divided into
smaller components, and for each of the components a process
map was developed that depicted the actual flow or sequence of
events for activities or processes in that particular component.
This exercise clearly defined where the process under study starts
(input) and ends (final impact).

Qualitative study

The qualitative study consisted of in-depth interviews and focus-
group discussions with stakeholders and was conducted in the
month of March–April 2012. The sampling of respondents for
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Fig. 1 Process of development of the mental healthcare plan (MHCP).
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in-depth interviews was purposive to ensure that the perspectives
of all stakeholders in mental health service use and provision was
obtained. A total of 11 in-depth interviews were conducted, with 4
state-level policy makers, 3 specialists working in the Department
of Health Services and 4 general health service providers and
health managers.

Four focus-group discussions were conducted in two blocks
(subdistricts with a population of around 300 000) i.e. Ashta
and Budhni subdistricts. Out of these, two focus-group discussions
were conducted with paramedical staff in primary healthcare
facilities (multipurpose workers, pharmacist, auxiliary nurse mid-
wife); front-line workers (who were accredited social health
activists, volunteers with roles similar to a community health
worker); Anganwadi workers (community health workers mainly
focusing on maternal and child health components based in the
community) and with community members (both male and
female members of the village). Eight participants participated
in each of these four focus-group discussions. A framework
analysis approach was used to analyse the qualitative data. An
a priori coding framework with a set of high-level themes was
developed: (a) availability of mental health services; (b) quality
of services provided; (c) demand for services focusing on aware-
ness and stigma; (d) rehabilitation facilities; (e) capacity-building
issues; (f) monitoring and information systems; (g) drug supply;
(h) health system requirements for mental health service delivery;
and (i) mental health policy. Other lower-order themes were
inductively derived from the data. NVivo9 qualitative data analysis
software was used to store and to code the data using the
developed coding framework.

Pilot implementation

One of three community health centres in Sehore district
(Bilkisgunj) was selected for pilot implementation of the MHCP.
A community health centre is the equivalent of a subdistrict
hospital and caters for a population of around 150 000 in Madhya
Pradesh. The identified facility is situated in a town but mostly
serves the rural population and on average there are 1600 out-
patients (including adults and children) per month (in 2013).
Pilot implementation was carried out during the period of July
2013 to March 2014. During this 9-month period enabling
packages were piloted, related to capacity building, procurement
and supply chain management, health management information
system (HMIS) and service delivery packages related to detection
and treatment of priority mental disorders. Evaluation of pilot
implementation was carried out by collecting quantitative data
related to process indicators such as number of patients diagnosed
by the primary care physicians, number of patients receiving care
in specialist clinics and their sociodemographic and clinical
characteristics, direct observation of the care pathways and
processes and a qualitative study to explore the acceptability and
feasibility of the packages of care through in-depth interviews with
the DMHP team (n= 3), medical officers (n= 3), front-line
workers (n= 6), patients (n= 6) and carers (n= 4). In addition,
one focus-group discussion was conducted with patients and
carers (n= 8).

Data analysis

The data obtained from situational analysis, ToC workshops and
the qualitative study were triangulated to define packages of care
and develop a detailed MHCP. Barriers to implementation of the
MHCP were identified during the qualitative study and were
further evaluated during the pilot implementation. Finally, the
data from evaluation of the pilot helped us to identify potential

solutions to address these barriers and modify the MHCP for
the full roll-out in the implementation area. Ethical approval
was obtained from the Institutional Review Board of Sangath
and the programme was approved by the Indian Council for
Medical Research.

Results

Packages of care in the MHCP

The MHCP consists of service delivery and enabling packages.
Each package can be further broken down into components and
for each, a number of steps for their implementation are identified.
The enabling packages consist of cross-cutting interventions that
will ensure the smooth implementation of core mental health
service delivery packages. There are three enabling packages:
programme management, capacity building and community
mobilisation. The key implementation steps human resources
required in enabling packages are described in Table 1.

The four service delivery packages are awareness for mental
disorders, identification, treatment and recovery. The core service
delivery packages are related to the delivery of mental health
services for the three priority disorders: depression, psychosis
and alcohol use disorders. The key implementation steps and
the human resources required for the core service delivery
packages are described in Table 2.

The enabling and service delivery packages intersect in a
dynamic manner. For example, one of the major enabling packages
is capacity building. The objective of the capacity-building package
is to ensure that the medical officers, paramedical staff and front-line
workers are trained in evidence-based interventions and continuous
supportive supervision is provided to maintain and enhance the
skills and competencies acquired during initial training. Once
the enabling capacity-building package is functional it will ensure
that the two service delivery packages related to identification and
treatment can start functioning. These service delivery packages
need to be complimented by the simultaneously functioning
programme management package, which comprises four
components: human resource management, financial resource
management, supply chain management of essential psychotropic
drugs and a well-functioning HMIS. Demand for mental health
services will be improved by an awareness package (one of the
service delivery packages) and this package will be supported by
another enabling package related to community mobilisation.
Engagement with the general community members and
mobilising users, carers and other community members to
advocate for rights-based delivery of mental health services is
the objective of this enabling package. Thus, the enabling packages
act as a foundation for service delivery packages of the MHCP.

The piloting of the MHCP

The pilot implementation had three phases: capacity building and
assessment of performance, followed by reviewing of barriers for
implementation and strategies to address these, and finally the
implementation of new strategies and their evaluation. The first
two phases lasted approximately 4 months and the final phase
was conducted over 5 months.

The capacity-building package was piloted in July 2013.
Training programmes were jointly conducted by the DMHP and
PRIME teams for medical officers to train them for delivery of
the mental health packages identified in the MHCP. The WHO
mhGAP training material served as the basis for this course and
was conducted over 2 days.14 A separate 2-day training
programme was carried out by the PRIME team for 20 front-line
works and 15 paramedical staff. The training focused on an
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introduction to mental health, how to detect these disorders in the
community setting, where to refer and how to provide mental
health first aid. Following the training, medical officers were
followed up weekly in a face-to-face meeting with the PRIME
team. Data related to number of patients identified, treatment
initiated and patients referred (if required) was gathered. In the
first month of follow-up, only seven patients were detected and
three patients were referred to the district hospital by seven
medical officers. Out of the seven patients, five had depression
and one each had psychosis and alcohol use disorders. Basic
psychoeducation was provided to four patients with depression
(the remaining being directly referred to the district hospital).
No pharmacological treatment was provided to any of these
patients by the medical officers as none of the psychotropic
medications on the essential drug list were available in the facility.
No formal reporting to the district health system was done as
reporting on mental health indicators was not part of the existing
HMIS. The front-line workers were also followed-up on a weekly
basis in the first month following the training; none of them
had identified or referred any patient to the facility. There was
no initiation of any mental health first aid at the community level.
In summary, the training of medical officers and front-line workers
resulted in a very small number of patients being detected and
started with treatment for priority mental disorders. There were

no interventions taking place at the community level, no linkage
was established between the DMHP team and the facility team,
and there was no availability of psychotropic medications, and
no monitoring and HMIS was functional.

A review meeting with the DMHP team and facility team
(medical officers, paramedical workers and front-line workers)
was conducted to identify the barriers to the implementation of
the MHCP and the strategies to address these (Table 3). The focus
of these strategies was to mobilise the human resources at the
facility level and engage them in mental health service delivery.
The PRIME team members were given the task of facilitation of
community-based activities by establishing contacts with front-
line workers (accredited social health activists workers) and their
supervisors. The PRIME district programme coordinator played
a central role in establishing liaison with district and state
administration to obtain the required directives mentioned in
Table 3. Finally, the DMHP team was requested to conduct
specialist clinics in the facility to address the needs of patients
mobilised by the community interventions.

The new strategies were implemented from November 2013 to
March 2014. Community-based identification, provision of
mental health first aid and referral of patients to a facility was
primarily done by front-line workers. They established direct
contact with families in which individuals were suspected to have
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Table 1 Mental healthcare plan: enabling packagesa

Package and component Implementation steps Human resourcea

Programme management

Procurement and supply chain

management

Timely approval of the requests from facilities District-level administration/chief medical and health

officer

Request for procurement of psychotropic drugs

generated from community health centres/district

hospital

Maintenance of buffer stock of psychotropic drugs

Facility administration/in-charge medical officer and

PRIME district coordinator

Mental health information systems Compilation of data on monthly basis done at the

district level

Feedback sent to the facilities (community health

centres) based on the indicators

District-level administration/health management infor-

mation system officer and PRIME district coordinator

Information on key mental health service delivery

indicators sent to the district on weekly basis

Facility administration/in-charge medical officer

Human resource management Review of current human resource for mental health

service delivery

Engagement with potential human resource (existing/new)

for mental health service delivery

Administrative supervision and performance assessment

of human resource

District-level administration/chief medical and health

officer

Financial management Set up of financial management standards as per

government guidelines

Directives for prompt utilisation of funds and to

ensure reporting

Provide feedback and corrective action

Ensure timely utilisation and reporting

District-level administration/chief medical and health

officer

Facility administration/in-charge medical officer

Capacity building

Curriculum development Design and contextualisation of training materials PRIME intervention coordinator

Training and supervision Conduction of training sessions for medical officers

and front-line workers

Supportive supervision sessions for medical officers

and front-line workers

District mental health programme team and

PRIME intervention coordinator

Community mobilisation

Community engagement Engage with community members and key stakeholders

Formulate and ensure smooth functioning of user groups

PRIME intervention coordinator and district coordinator

Partnership building and resource

mobilisation

Identification and mapping of governmental/

non-governmental organisations interested in mental

health programmes

Establishment of district mental health consortium

PRIME intervention coordinator and district coordinator

PRIME, PRogramme for Improving Mental health carE.
a. Plain text indicates individuals who were responsible for implementing these packages during the design of the mental healthcare plan, whereas text in italics indicates individuals
who need to play an important role in implementation of these packages post-pilot implementation.
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priority mental disorders. Identification of individuals was based
on a symptom profile for the priority mental disorders mentioned
in mhGAP guidelines. Those who were found to have mental
disorders were provided mental health first aid. The PRIME team
members established a strong linkage with the supervisors of the
front-line workers and facilitated the referral of the identified
individuals to the facility for outreach clinics where they were

provided with pharmacological treatment and psychosocial
interventions. During December 2013 to March 2014, six specialist
clinics were conducted in the facility on a fortnightly basis and
214 patients were seen. Almost two-thirds of the patients
presented either with medically unexplained symptoms (59%)
or depression (9%). Alcohol use disorders was diagnosed in
12% of patients, psychosis in 3% and epilepsy in 4% of the
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Table 2 Mental healthcare plan service delivery packagesa

Awareness Detection Treatment Recovery Human resource

Specialist/district hospital

Conduct small group

meetings with individuals

attending the hospital

Screen audiovisual

interventions/films in

the hospital

Display of posters in

a designated space/

corner in the hospital

History-taking, assessment

and clinical diagnosis of

priority disorders of individuals

coming to the hospital/referred

from facility

Prescribe antidepressants

and psychosocial interventions

to individuals with depression

as per mhGAP guidelines

Management of psychosis

as per mhGAP guidelines

Management of alcohol

dependence

Provide psychoeducation

to families of individuals with

depression, alcohol use

disorders and psychosis

Facilitate referral of individuals

with depression, alcohol use

disorders and psychosis to

higher centres for further

management

Link individuals with

depression, alcohol use

disorders and psychosis to

community health centres

(if required) for further

follow-up and community-based

rehabilitation

District mental health team

(psychiatrist and psychologist)

Mental health case manager

Community health centres/

subdistrict hospital

Conduct small group

meetings with individuals

attending the facility

Screen audiovisual

interventions/films in

the facility

Display of posters in a

designated space/corner

in the facility

History-taking and assessment

of priority disorders based

on mhGAP guidelines, of

individuals coming to the

facility/referred by front-line

workers

Prescribe antidepressants and

psychosocial interventions

to individuals with mild to

moderate depression as per

mhGAP guidelines

Manage acute episode of

psychosis as per mhGAP

guidelines

Provide brief interventions

to individuals with alcohol

use disorders as per mhGAP

guidelines

Provide psychoeducation to

families of individuals with

depression, alcohol use

disorders and psychosis

Facilitate referral of individuals

with depression, alcohol use

disorders and psychosis to

district level for further

management

Provide follow-up care

including prescription of

psychotropic medications and

psychosocial interventions to

individuals referred from the

district hospital after initial

consultation

Link individuals with depression,

alcohol use disorders and

psychosis to front-line workers

for further follow-up and

community-based rehabilitation

Medical officers and para-

medical workers

Mental health case manager

Community

Conduct small group

meetings with

community members

Screen audiovisual

interventions/films in

villages

Display of posters at

community meeting

places such as village

government offices

(Gram Panchayat) and

village health and nutrition

centre (Anganwadi)

Establish contact, interact

and assess individuals based

on symptoms/behavioural

presentations

Provide mental health first aid

with emphasis on self-care

strategies especially for

depression

Provide psychoeducation

to families of individuals with

psychosis and encourage

referral

Provide brief interventions

to individuals with alcohol use

disorders

Conduct risk assessment for

self-harm

Facilitate referral to facility by

accompanying the individual

if possible

Regular follow-up visits and

advice on adherence support

to individuals who have been

prescribed drugs in the

facility/advised psychosocial

interventions

Link individuals with psychosis

(clinically stabilised) to

rehabilitation agencies in

the community

Link individuals with alcohol use

disorders to existing self-help

groups such as Alcoholic

Anonymous

Front-line workers

Mental health case manager

mhGAP, World Health Organization Mental Health Gap Action Programme.
a. Plain text indicates individuals who were responsible for implementing these packages during the design of the mental healthcare plan, whereas text in italics indicates individuals
who need to play an important role in implementation of these packages in the modified MHCP post-pilot implementation.
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patients. Children and adolescents with intellectual disability
also accessed care in these clinics (12%). Only six mothers with
depression were detected and received the psychosocial inter-
ventions. Almost all the patients were prescribed medication by
the psychiatrist and, from the second clinic onwards, patients also
received basic psychosocial counselling, which focused on
problem-solving, self-help strategies and advice about drug
adherence by the PRIME team members and which was
supervised by a DMHP psychologist. Paramedical workers in the
facility should have provided the psychosocial counselling but as
they never participated in the specialist clinics this task had to
be undertaken by the PRIME team members. The psychiatrist
working with the DMHP stated that specialist clinics provide an
excellent opportunity to integrate mental health in primary care.
Awareness about mental disorders and the need to treat them
increased among the staff of the facility as observed through the
number of people accessing services in these specialist clinics.

Since the implementation of new strategies, it was observed
that the involvement of facility staff and their ownership of the
programme improved as reflected by the provision of a space
for specialist clinics and improved supply of psychotropic drugs.
Psychotropic medication prescribed to the patients was procured
by the facility. All patients were registered in a database created
by the PRIME team and received a ‘smile card’, which is similar
to an immunisation card and records the details of the patient
and treatment provided. The PRIME team played a key role in
facilitation of most of the activities mentioned above, especially
related to identification of patients, organisation of outreach
clinics and setting up the drug procurement and information
systems. Psychotropic drugs mentioned in the essential drug list
of Madhya Pradesh are now available in Bilkisgunj community
health centres. These drugs are chlorpromazine, diazepam,
alprazolam, amitriptyline, haloperidol, fluoxetine and vitamin B1

(thiamine). The monthly HMIS report on mental health
indicators was regularly submitted by this facility from January
2014 onwards.

Despite these positive developments, the participation of
general facility staff in the specialist clinics was minimal. The
medical officers and paramedical staff (nurses) did not sit with
the DMHP team during these clinics, citing other responsibilities
and work commitments. Despite the clinics, very few people with
priority disorders were identified at the facility by medical officers
(the majority of patients being referred by the front-line workers)
and even if they were identified they were only referred to specialist
clinics and there was no initiation of either pharmacological
management or psychosocial interventions. Users and carers

expressed positive opinions regarding the specialist clinics as the
services were now available closer to their villages compared with
the district hospital in Sehore, but they also mentioned that the
services should be available every day and not just during these
specialist clinics. This would improve the accessibility of services
as it is sometimes difficult for people to come on a particular
day because of other commitments. Many users were lost to
follow-up because of this barrier. They also expressed the need
to be routinely treated in the out-patient department of the facility
by medical officers as the services would be less stigmatising. It
was observed that patients with psychosis who were earlier
identified in the community were not able to attend the specialist
clinics as there was no one to accompany them to the clinic. To
mitigate this, some carers suggested that specialist clinics be
conducted at the village level, at least for psychosis.

Discussion

This paper describes the development and piloting of a compre-
hensive MHCP aimed at integrating the delivery of evidence-based
interventions for three priority mental disorders (depression,
psychosis and alcohol use disorders) in routine primary healthcare
in a district in India. The emerging MHCP has seven packages that
can be broadly divided into enabling and service delivery
packages. The enabling packages essentially focus on establishing
the foundation for facilitating the service delivery packages. The
key lessons from the piloting of selected packages were that: (a)
mental health service delivery can be strengthened only with
strong facilitation by an external resource team such as the PRIME
team in our case; (b) an additional human resource in the form of
a case manager is essential to establish true collaborative models of
care; (c) enabling packages need to be installed as a foundation
prior to the implementation of service delivery packages; and
(d) the focus of the MHCP from three priority disorders needs
to be broadened to include patients with medically unexplained
somatic presentations.

Role of the PRIME in the MHCP implementation

Our initial plan prior to beginning this work had envisaged that
most of the community- and facility-based activities would be
conducted by existing human resources in the healthcare systems,
namely the medical officers, paramedical staff in facilities and
front-line workers in the community. The role of the PRIME
and DMHP team would be restricted to capacity building of the
staff and evaluation of outcomes. This is similar to the ‘training
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Table 3 Strategies to address barriers during the first phase of pilot implementation

Barriers in implementation Strategies to overcome these barriers

No identification of patients with priority disorders

at the community level by front-line workers and

non-provision of mental health first aid

Facilitation by the PRIME team members of community-based activities by establishing contacts

with front-line workers (accredited social health activists workers) and their supervisors

Low identification and treatment initiation for priority

mental disorders by facility medical officers

Non-establishment of linkage between facility

medical officers and specialist at the district level

Specialist clinics by district mental health programme team (psychiatrist and psychologist) to be

organised in the facility to provide clinical services. In addition to the clinics they will also interact,

train and supervise the work of medical officers and paramedical workers

Non-availability of psychotropic drugs in the facility Clear directives from state- and district-level administration to be obtained for supply of essential

psychotropic drugs. The PRIME team members will also work with medical officers to strengthen

the process bottom–up

Non-reporting of mental health indicators Clear directives from state- and district-level administration to be obtained for reporting on key

performance indicators related to mental health service delivery such as number of patients with

priority mental disorders identified. The PRIME team members will also work with medical officers

to strengthen the process bottom–up

PRIME, PRogramme for Improving Mental health carE.
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primary care staff ’ model in the Bower & Gilbody framework of
mental healthcare in primary care.15 We found that this design
resulted in very poor performance, which is consistent with the
global evidence.16,17 It was decided that the PRIME team would
play a more active role in ‘facilitation’ of various programme
activities and mobilised the DMHP team to conduct specialist
clinics in the facility, thus establishing a ‘consultation–liaison’
model.15 In practice, however, it was observed that the PRIME
team members had to play a very significant role in identification
of patients in the community, provision of basic psychosocial
counselling during the specialist clinics and in the activities
related to the procurement and supply chain management and
the HMIS components of the programme management package.
Pharmacological treatment was entirely handled by the DMHP
psychiatrist and the participation of medical officers in mental
health service delivery was minimal. This was not integration of
mental health in primary care in its true sense, but rather a
‘replacement’ model of integration that is both resource intensive
and less effective for improving access and equity.15

Mental health case managers: a new human resource

This challenge could potentially be addressed by establishing a
collaborative stepped care model of care involving recruitment
of an additional human resource in the form of a mental health
case manager at the facility level. There is a strong evidence base
supporting the effectiveness of collaborative stepped care models
for treatment of mental disorders and the most crucial element
in establishing this type of service delivery model is the case
manager.18 Importantly, this evidence has also influenced the
design of India’s new DMHP that calls for the appointment of
new mental health dedicated workers at the level of primary health
centres.6 While awaiting the implementation of this new directive,
the PRIME team used its resources to facilitate the recruitment of
new mental health case managers to perform a range of case
management tasks such as screening patients for depression,
maternal depression and alcohol use disorders, providing
psychosocial interventions and coordinating care with the medical
officer. The case manager will establish a ‘mental health corner’
within the facility that will essentially be a dedicated space for
all mental health interventions within the facility. At the time of
preparation of this paper, the recruitment of six mental health case
managers has been completed. They will now be trained and the
collaborative care model will be delivered in the community
health centres.

Systems thinking for MHCP implementation

A key strength of this MHCP is the integration of the health
system strengthening packages within the clinical delivery
packages. De Savigny & Adam19 have made a strong case for
systems thinking and have mentioned that, in unmapped and
misunderstood systems, even the very simplest interventions often
fail to achieve their goals. This is not necessarily because of any
inherent flaw in the intervention itself but rather because of the
often unpredictable behaviour of the system around it.19

Global mental health experts have emphasised the need for
community mental health teams and their ability to carry out a
broad array of tasks such as identification, referrals, elementary
counselling, family support and psychosocial interventions, if they
are provided adequate training and periodic monitoring and
support.20,21 The role of psychiatrists also needs to undergo a
fundamental paradigm shift and it is proposed that they should
now play a major role in new core tasks such as designing mental
healthcare programmes that can be delivered by these community

mental health teams, capacity building and providing supportive
supervision to members of these team.22

The PRIME India MHCP is in alignment with this zeitgeist
in global mental health and it also makes another specific
contribution by moving the focus from only clinical interventions
(service delivery packages) to necessitating systems strengthening
(enabling packages) for effective delivery of interventions.

One of the major limitations in the pilot implementation of
the MHCP was our inability to implement all the packages of care
mentioned in the original MHCP. In particular, the recovery
package was not implemented as there was a lack of human
resource to follow-up the patients, ensure adherence management
and facilitate community-based rehabilitation. Maternal mental
health interventions were provided to only six mothers and
further efforts need to be made to screen mothers in the antenatal
and postnatal period and provide psychosocial interventions. In
the next phase though these interventions will be fully integrated
into the MHCP. The implementation phase will end with
definitive evaluation of the delivery of care packages9 and a final
MHCP will be created based on these findings that will then be
scaled up in the entire district, and subsequently in the state of
Madhya Pradesh. A key to enabling this process is the role of
the PRIME team in providing technical assistance to support,
guide, evaluate and facilitate the implementation of the MHCP,
particularly at this critical early stage of transforming the health
system to integrate mental healthcare. In the long run, however,
the government’s own DMHP team is expected to make a
transition from solely providing clinical services to playing the
role of the PRIME team as well.
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