
Editorial 

The new technological breakthroughs and upsurge of scientific information are likely . 
to produce commnnication revolution. Over the past few years, there has been an 
explosion in science journalism. A number of new science journals have come into 
existence. Several others are expected to enter the arena of publishing field. 

Research journals are the media engaged in bringing to light the results of resear:ch 
done in various institutions/laboratories of the world. A journal, if it is, to be 
recognised, should report original research in a wide range of specialities. The quality 
of a journal depends on how frequently the average article in a journal is cited. This 
calls for pubhcation of quality articles. 

The inHation of paper production has become a fact of academic life dUring the past 
two decades. This is especially the case in biology and medicine, where researchers . 
some time list hundreds of papers. Researchers publishing four short papers rather 
than a long one is·not uncommon these days. This fragmentation of data results in a 
sheer growth of literature. 

The need for a research journal in the field of mental health and neuro sciences has 
been felt since long by the scientific community with high expectations from 
institutions like NIMHANS. Not that we did not have any journal all these years. The 
All India Institute of Mental Health (AIIMH) established in 1954 in Bangalore for 
post-graduate training of psychiatrists, psychologists, psychiatric nurses and social 
workers started a biannual journal called Pratibha in January, 1958. The journal was · 
popular among psychiatrists, psychologists, social workers and many others in the 
field of mental health. 

In 1960, various considerations prompted the authorities to change the name of the 
publication to that of Transactions and publish once in a year or more often wheti 
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necessary exclusively devoted to report the research activities of the staff and students 
of the Institute. From then on, "Transactions of All India Institute of Mentall-Iealth" 
was published once in a year. This publication carried research papers, case reports, 
clinical and research notes, book reviews and abstracts till 1971. 

In 1974, the AIIMH and the State Mental Hospital were integrated and the present 
National Institute of Mental Health and NeuroSciences (NIMHANS) was emerged. 
Undertaking publication of journals, research monographs leaflets and textbooks, 
collecting, organising and publishing knowledge about mental health and neuro 
sciences are among the objectives ofNIMHANS.ln furtherance of these objectives, 
efforts are being made to publish literature on mental health and neuro sciences in 
various forms of publications. NIMHANS JOURNAL is one such publication, which 
will bring to light the research communications of the Institute faculty and the 
research work elsewhere, the first issue of which is in your hands. 

Proceedings of national seminars/symposia/workshops will also be included in the 
journal, as and when held. In this issue, as a matter of fact, few papers presented at the 
National Symposium on Yoga, Brain and Consciousness held on 1st and 2nd January 
1982 at NIMHANS, Bangalore, are included. 

In addition t~ research papers, interesting case reports and short research briefings are 
also included. We hope to ·include more and more research communication in 
ensumg 1ssues. 

G. N. Narayana Reddy 
Editor-in-Chief 
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Introduction Mental health, till recently, has been a 
The development of health services in neglected area. The administrators, planners, 

the country has taken great strides since inde- and. even the medical professionals were 
pendence. The situation in terms of medical un.aware of the wide prevalence and suffering 
colleges to train doctors, the schools of auxi- caused by the mental and neurologicaldisor-
liaries for different categories of health ders. The wide ranging misconceptions and 
personnel and the primary health centres - ignorance of the population resulted in a lack 
sub centres close to the villages have become of public demand for modern services and 
a reality. What is impressive about the Indian their under-utilisation. 

situation is the consistant efforts to Till about a decade and a half, there were 
strengthen the primary health care no epidemiological studies regarding the 
programme. For example, in the last decades prevalence of various types of mental illnesses 
three major health welfare programmes, "" in the country. Even now good epidemiolo
namely - the Multi-purpose scheme ( 1972), / eiol information in neuroloeical or neurosur
the Integrated Child Development Scheme ~ical disorders in the gene~al population is 
{1972) and the Community Health Workers v- limited It is only during the past two years, 
Scheme ( 1977) were put into action. Though some epidemiological studies of neurological 
there. are problems in the total benefits diseases has been taken up. However, several 
reaching the people, notwithstanding all epidemiological studies in various parts of 
these programmes and personnel, the direc- India have shown the wide prevalence of all 
tion of development is clear indeed. The types of mental disorders both in rural and 
Alma-Ata Conference in 1978, on Primary urban populations in the different parts of the 
Health Care has come as a shot in the arm for countryl-3. To the surprise of many, the 
further development in this area. It is in this prevalence rates are in no way easy than the 
context of growing health services, that this rates reported from the west. The various 
report reviews the developments in organis- forms of severe psychosis and epilepsy range 
ing neuro-psychiatric services with a focus on from 0.5 to 2.0 per cent ( 5-20 per thousand). 
innovations emerging from th~ National Thus the number of people suffering from 
Institute of Mental Health and N euro serious neuro-psychiatric problems in India 
Sciences (NIMHANS), Bangalore. . amounts to several millions. 
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The facilities available to tackle these 
enormous problems are very limited. There 

are only 38 mental hospitals in the country 
and only 83 out of 110 medical schools have 
full Departments of Psychiatry. The D epart
ments of Neurology and Neurosurgery are 
far less and exist only in about 35 medical 
schools. In many medical colleges the neuro
logical and neurosurgical diseases are treated 

by general physicians and surgeons respecti
vely. In all, total psychiatric beds available is 
around 25,000. Mos~ of the services available 
(hospital beds, trained personnel etc.) are 
situated in the urban, or semi urban areas. 
There are no services for the majority of the 
rural population. The existing services are 
estimated to provide care only for less than 10 
per cent of those urgently in need of mental 
health tare; . 

The number of psychiatrists available in 
India is very limited. The psychiatrist popula
tion ratio is 0.15 psychiatrist per 100,000 
population while similar figures for England, 
West Germany, USSR and USA are 3.7, 4.7, 

55 and 12.5 respectively. Though about 100 
psychiatrists are being ttain.ed every yed.f, i.t 
will take many decades before the required 
number could be made available to the exis
ting population of 700 millions. If the present 
rate of population growth is maintained, 
probably it will never be possible to provide 

adequate specialists. 

However, it is gratifying to note that this 
is changing. There are more neuropsy
chiatric facilities around the country and 
public use them with less fear and misap
prehension. The planners have become 
aware of this need. In the last meeting of 
the Central Council of Health (October 
1982) mental health needs figure 
prominently and a national plan is recom
mended. 

NIMHANS is one of the unique institu
tions where all the disciplines, relating to 
brain functions are working under one roof, 
for the alleviation of neurological and 
psychiatric disorders. In addition to clinical di
visions of neurology, neurosurgery and 
psychiatry, number of related paraclinical and 
basic science disciplines as varied as biophys
ics and Indian philosophy, Ayurveda are 
developed to pursue the three pronged 
approach of service, teaching and research in 
the field of mental health and neuro sciences. 
The service and training have formed the 
main foundation on which the clinical and 
basic research activities have been developed. 

Thanks to the farsighted vision of late 
Dr. M. V. Govindaswarny- founder Director 
of the All India Institute of Mental H ealth
the Departments of Neurology and N euro
surgery were started in the mental hospital. 
Though this raised the eyebrows of many 
professionals at that time, the advantages and 
the impact of this co-existence are now well 
appreciated and the benefits are clear. The 
multi-disciplinary approach to the problems 
of mental health and neuro sciences has paid 
great dividends. The public who used to shy 
away from mental hospitals due to social 
stigma, started seeking help readily. They 
considered that mental illness is one form of 
physical illness, like a neurological problem. 
The multi-disciplinary diagnostic and thera
peutic approach also provided for better 
understanding of the patient. The trainees in 
mental health and neuro sciences are exposed 
to different approaches and disciplines and 
have been able to develop the team spirit and 
ability to view the needs of patients from 
multiple view points. 

Innovations at NIMHANS 
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tients. There was not even a well organised 
out patient service for psychiatric patients 
except for individual psychiatrists, providing 
help at a personal level. The out-patient 
services for neurology and neurosurgery 
were well established. It was in1975, that the 
mental hospital and the All India Institute of 
Mental Health came together and integrated 
as the National Institute of Mental Health 

During the last fifteen years, the follo
wing innovative approaches have been deve
loped at NIMHANS : 

1. Organisation of out-patient services. 

2. Family psychiatric services. 

3. Rahabilitation services . 

4. Community mental ·health semces for 
rural and urban population . 

5. Training of school teachers and lay volun
teers. 

6. Domiciliary care programme. 

7. Extension services- "Satellite" Clinics. 

8. Self-help groups of parents. 

During the past two decades, the 
emphasis on treatment of mentally ill, has 
been slowly shifting from custodial in-patient 
care to the management of as many patients 
as possible in the out door setting. This 
becomes more effective and acceptable to the 
public, when there is organised services, and 
the availability of specialists help all the time 
is enabled. Therefore, daily out door services 
were established with a team of specialists. 
The team consists of psychiatrists, clinical 
psychologists, psychiatric social workers and 
psychiatric nurse. The patient is examined 
and assessed by the team and man.agement is 
instituted. At the out-patient department, 

adequate support is provided by way of
frequent follow up with regular medication 
and social assistance. The public assurance 
and confldence is maintained by attending 
the patient promptly and even admitting 
unmanageable patients for active treatment 
for a short period. Constant efforts were 
made to reduce the number of 'long-stay' 
beds and to convert them into 'active treat
ment' beds. An example of the result of these 
efforts is the average length of stay of 

atients. The current average length stay is 52 
ays as compared to 157 days in 1967 and this 

is ,further reduced to 38 days for new (first) 
·ssions (Fig. 1). 

urrently, the out-patient services are 
p at two levels. The walk-in-clinic 
hich provides quick and relevant 

care and an appointment for detailed 
exam ation. This reduces the waiting 
peri f:l, sorting out the wrong referrals, start
in of treatment without delay and better 

anning of the detailed evaluation on a 
planned basis. In the 'main' out-patient clinic, 
each patient is seen by a multi-disciplinary 
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team to plan a comprehensive and long term 
treatment. Since patients are seen by appoin
tment this has become possible. An attempt is 
also made to plan the visit of 'long-care' 
patients by appointment system, by develo
ping a team to look after them so that patients 
do not see different therapists during each 
visit. An equally important part of the out
patient work is the making available of a 
limited range of drugs to patients from one 
week to four weeks at a time. 

2. Family Psychiatric Service 

The involvement of family members 
during inpatient treatment in mental hospi
tals was initiated in the country by the late 
Prof. Vidyasagar at Amritsar Mental Hospital 
in 19574

• He organised this by putting tents 
and allowing family members to stay with the 
patients. Similar work was started at the 
Christian Medic~l College, V ell ore in early. 
1960's. It was in 1968, the formal attempts at 
involvement of the family was started at 
NIMHANS. A pilot study conducted found 
that 40 per cent of the relatives were willing 
to and w3.ti.ted to stay vvith the patient during 
treatment. Further analysis showed that most 
of them were belonging to middle and poor 
·socio-economic group and many were from 
·rural areas5

•
6

• 

Initially one open ward was converted to 
a family ward. Arrangements were made by 
partitioning the ward with curtains and a 
common kitchen was provided to all the 
families. This experiment had a stimulating 

. . 

and encouraging results. In the family wards 
only close relatives were insisted to stay with 
the patients. They were made to be respon
sible-for the patients care on the advice of the 
psychiatrists, clinical psychologists, 
psychiatric social workers and psychiatric 
nurse. Group activities like bhajans, prayers, 

picnics and other social activities were encou
raged. A spirit of participation and coopera
tion to the benefit of one ~ another was 
evolved, among the families, irrespective of 
caste, creed and religion. The number of days 
of stay in the family wards was reduced to 
18 days compared to 76 days in the regular' 
ward of similar patients5

•
6

. The follow up of 
the patients became better and relapse rate 
has reduced because of this continued 
management. 

Since 1976, a separate 20 bedded family 
psychiatry centre with facilities for each fami
ly to cook was built. This set up has adequate 
facilities for group therapy and other activi
ties like prayer, dining and recreation. The 
philosophy of the fanlll.y ward is not to use 
drugs as parts of the therapy but to mobilise 
the resources in the patient and the family 
and to treat the family as a unit. The advan
tages of family therapy are (1) patient is not 
separated from family (2) family members 
undergo a learning experience and modify 
their behaviour (3) it serves as a focus for ' 
mental health education, and ( 4) improves 
skills of community living. · 

A number of issues arise as a part of fami
ly therapy like what type of illness to select, 
which relative to stay and what types of 
therapy are useful (group, conjoint etc.) and 
the aspects of Indian family life and group 
dynamics. The group interaction is one of the 
most important components of the. total 
management of the family7-9. Separate group 
interactions are planned for specific types 
like - epileptic families, shizophrenic families, 
families of drug addicts and alcoholics and 
fimilies of adolescent problems etc. Syste
matic attempts have been made in these areas 
and further work is in progress. Some of the 
contributions are the development of a scale 
to arrive at the family typology and a scale to 
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evoke family therapy techniques for different 
types of neuro psychiatric problems and the 
different types of families. 

3. Rehabilitation Services 
One of the very active aspects of NIM

HANS care programme is the multifaceted 
rehabilitation services. It has already been 
referred that with the expansion of out
patient services, the service became more 
treatment oriented and less custodial. Rehabi
litation services have reached out to make the 
ill persons capable of standing on their own 
feet and be an asset rather than a liability to 
the family and society. How this was 
achieved is itself a mixture of professional 
involvement4 public acceptance and utilisa
tion of community resources. 

The central focus of all rehabilitative 
services is the ''Rehabilitation Committee". 
This committee consists of prominent citi
zens of the city, philanthropists, industrialists, 
in addition to the staff of NIMHANS 
involved in rehabilitation services. The invol
vement of the public has helped in many 
ways. This has especially created an aware
ness and confidence that the mentally ill can 
work, are manageable in the community and 
not dangerous. They form an important 
avenue to develop better understanding of 
mental health problems among the public. 

Psychiatric rehabilitation services at 
NIMHANS include a Rehabilitation Clinic, 
Day Care Services, Occupational Therapy for 
in-patients, Rehabilitation Homes, Half-Way 
Homes for patients drawn from long stay 
patient groups from various units. 

Rehabilitation Clinic : As a pioneering 
measure, a separate multidisciplinary Rehabi
liation Clinic is being conducted with a 
Psychiatrist, Clinical Psychologist, Psychiatric 
Social Worker, Psychiatric Nurse and 

Occuptional Therapist. The patients referred 
from various units for reh~bilitative measures 
are ftrst assessed by the team in this clinic and 
goals of rehabilitation decided and a 
programme drawn for individual patients. 

Day Care Services: These are offered for 
patients who are undergoing treatment . in 
various units of the Hospital belonging to 
Bangalore city, six days a week from 9 a.m. to 
5 p.m. The goals of c1re are either vocational 
rehabilitation or activity therapy (Table 1). 
Vocations are decided depending upon the 
patient's clinical status, his/her family back
ground, social status, previous vocation and 
aptitude of the individual. The work perfor
mance, social skills and general behaviour are 
measured by rating scale every month. Incen
tives mostly cash, either given monthly or 
more frequently as the case maybe, are calcu
lated according to the points he/ she obtains 
on the rating scale. 

The progress of the individual is dis
cussed by the team periodically and his/ her 
job placement of self employment measures 
in the community is decided accordingly. 
The referrals are increasing year by year and 
the Day care patients ate mostly schizophre
nics, mentally retarded and epileptics with 

Table I : Day care service (patients coming from 
their own homes and other institutions) 

1979-80 1980-81 1981-82 

Number of patients at 
the beginning of 
the year 100 86 64 

Number of new 
:ctdmissions during 
the year . 56 58 85 

Number of discharges 
during the ,Ye~t 70 80 66 

Number of.patit;nts at 
the end of the year 86 64 83 

~< • 
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Table II: Day care service-discharged patients' 
mode of rehabilitation 

1979-80 1980-81 1981-82 

1. Number of rehabi-
litated patients 2 
a) Job placement 

b) Self employment 

c) Sheltered emply-
ment (in NIMHANS or 
other institutions) 10 

2. Resettlement (re-
suming previous 
vocations) 

3. Drop outs 

40 

18 

4 

15 

45 

15 

8 

2 

25 

25 

6 

psychiatric problems, conditions which cause 
more handicap. There is a fall in discharges in 
the three year period, mainly because the 
Unit now offers vocational rehabilitation 
programme in a methodical way keeping the 
patients in the programme for a longer time 
than before. Job placement, self employment 
and sheltered employment have all shown 
increasing trend over the past three years. 
Drop outs have significantly reduced to 
almost one third of the rate prevailing 3 years 
ago (Table II). 

In patient referrals for activity therapy 
during their hospitalisation has increased 
in the course of 3 years, schizophrenics 
are referred mostly, followed by mental retar
dation, manic depressive psychosis and 
epilepsy with psychiatric problems in that 
order. The numbers referred to are 159, 
197 and 228 for the last three years 
respectively. 

Rehabilitation and Half-Way Home -
include two rehabilitation homes fo~ male 
patients, one rehabilitation home for female 
patients, all situated in the hospital campus 
and one Half-Way Home for female patients 
situated just outside the hospital campus. 
These homes do not have ward like atmos-

phere or structure. At present all the patients 
in these homes are drawn. from long stay 
patient groups in various wards, who do not 
require very active medical or nursing care to 
the extent a ward patient requires. Further 
intensive rehabilitative measures are under
taken after their psychiatric status and rehabi
litative potentials are assessed. A graded reha
bilitative pattern is followed with patient 
moving from closed wards, open wards to the 
rehabilitation homes and half-way homes, 
with gradually increasing independence and 
decreasing supervision. 

The admissions and total number of 
patients in three homes are increasing. In 
those female patients placed in half-way 
home, identification of problems in their 
home which worsens the illness and also 
preparation of the individual to look after a 
household subsequently are given impor
tance. The cost of staying in the half-way 
home is borne largely by the family of the 
patient. 

During the last 3 years ( 1979-82), 54, 48, 
and L18 patients were living in the above set 
up, the number of new admissions have been 
10, 8 and 12, the discharges 16, 8 and 7 
respectively. 

These innovative approaches in rehabili
tation have been taken keeping in view the 
needs of the patients, the cultural and social 
set up and the economic restraints. 

4. Community Mental Health 
Services for Rural and Urban 

Populations 
It has been emphasised in the beginning 
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of Mental Health Services held under the 
auspices of WHO in 1971 emphasised this 
fact and it was noted that the health care 
services in India can mainly be delivered 
through Primary Health Centres (P.H.C.). 
Though the primary health centres were not 
fully developed at that time, the potentiality 
and importance of these primary health 
ce:1tres were recognised and they resolved 
that as soon as possible, an opportunity should 
be taken to provide mental health care at 
these centres through multidisciplinary team 
and by the use of available staff, such as 
Government Medical Officer, l'Jurse, Family 
Planning Workers and Basic Health Workers 
who have got suitable training. The basic idea 
is to integrate mental health care into the 
general health services meaning thereby that 
the mental health component should be 
incorporated into the work of primary health 
worker and the medical officers at the prima
ry health centres. 

This decentralisation of mental health 
can be made available to the community 
through General Medical Centres available at 
that level. The average primary health centre 
donor in India is a medical graduate from one 
of the medical centres in the country and has 
very limited knowledge of psychiatry. The 
multipurpose health workers and health 
supervisors working in the primary health 
centres have no knowledae of mental health 

1:> ' 

though Srivastava Committee had recom-
mended to include the training of mental 
health for these base line workers and a 
chapter has been included. These basic health 
workers also called as multipurpose workers 
rarely recognise any mental health problem 
and advise the public to go to doctors. Even 
though some of the psychiatric patients are 
taken to primary health centre doctors, the 
doctor invariably refers the case to one of the 

mental hospitals. A WHO seminar on "Com
munity Action for Mental Health Care" held 
at Bangalore in 1973, urged for the organisa-

. tion of a pilot project at different levels of care 
in order to evolve an efficient system of inte
grated services. 

In 197 6, NIMHANS launched commu
nity Psychiatry programme under the 
leadership of Dr. R. L. Kapur10

•
11

. The aim of 
the programme has been to develop suitable 
training programmes for the doctors and 
multi-purpose workers, so that these 
personnel can provide basic mental health 
care in the respective catchment areas. Fortu
nately, Government of Karnataka, gave full 
support and agreed to depute all the primary 
health centre doctors and multi-purpose 
workers as and when the training programme 
is arranged. 

The objectives of training multi-purpose 
workers are as follows: 

1. Early recognition of all epileptics and ps
chotics in the community (who live iii 
their catchment areas). 

2. Referral of the identified patients to the 
pri.•na..')' health centre. 

j. Regular follow up of such patients in the 
community with feed backs given to the 
doctor at the PH C. 

4. Education and motivation of the family 
members & neighbours of the patients to 
look after the patients in a human and prac
tical manner. 

5. Management of psychiatric emergencies 
like acute excitement when no doctor is 
available. 

The objectives of training the primary 
health centre doctors are as follows: 

1. Diagnose and manage epilepsy and differ
ent forms of psychosis - both acute and 
chronic. 
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2. Refer difficult cases for specialist opinion 
to district hospital and receive them back 
for further follow up. 

3. Supervise and guide the multipurpose 
workers. 

Therefore, before launching the training 
programme, the unit took up the feasibility 
studies to formulate the training procedures 
and develop a manual. The feasibility study 
was conducted in about a population of 
76,000 spread over 120 villages. Epileptics 
arid psychotics were identified in these 
villages by a simple method of asking a few 
questions to any 3 to 5 persons of the adult 
population of the village12

• Patients thus iden
tified were managed in their own home 
setting with follow ups at the rural centre 
which is situated about 20 kms. from 
NIMHANS. 

The number of patients detected and 
managed during this study is as follows -
Schizophrenics (51), Affective disorders 

(27), Acute psychoses (13) and Epilepsy 
(268) 13,14. 

The duration of the illness before they 
were detected is given in Table III. 

Many of these epileptics and psychotics 
were chronically ill for several years. Almost 

Table III: Duration of illness before detection 

Illness Period 
Percentage 

of cases 

Schizophrenia More than 2 years 96 
6 years & above 70 

Epilepsy 1 year & more 80 
6 to 20 years 35 

Acute psychosis 0-4 weeks 73 
5-12 weeks 27 

Table IV: Consultation of various agencies by · 
patients 

Agency consulted 
Schizophrenia Epileptic 

Tr. Healers• only 
Tr. Healer + Doctor 
Tr. Healer + NIMHANS 
Nil 

*Traditional healers 

(per cent) (per cent) 

45 
5 

50 

38 
35 
18 

9 

Table V: Severity of disability in schizophrenic 
patients - No. of patients - 31 

Severe 
Moderate 
Mild 
Little 

Table VI 

Disability 

Severe 
Moderate 
Mild 
Little 

:Dependent, Nuisance, No use 
: Takes care of self, not useful 
: Docs work by force 
: Almost normal 

At the time of 
detection (%) 

After prescription 

55 
39 

6 

(%) 

6 
45 
45 

all these patients consulted traditional healers 
as indicated in Table IV. 

Although 50 per cent of the patients had ' 
consulted allopathic doctor, most of them 
were on some treatment and had moderate 
to severe disability as indicated in Tables V 
and VI. 

While detection of epileptics and 
psychotics was rather easy, convincing the 
family members to accept the long term 
medication and regular follow up needed 
constant efforts. Frequently, the improved 
patients became live examples to motivate 
other patients in the same village and near-by 
villages to take their medications regularly 
and thus changed the attitude of the commu
nity. It was noted that only 4 per cent of the 
detected cases needed hospitalisation for a 
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very short period during the course of two 

years. 

The feasibility study in the rural setting 
helped to formulate training programme and 
develop Manuals15-17. These manuals were 
tested in two primary health centres. As a 
result of tlus and repeated revisions - two 
separate manuals on instructions in basic 
mental health care for multipurpose workers 

. and primary health centre doctors have been 
developed. As a result of this, a regular trai
ning programme for the primary health 
centre doctors and multipurpose workers has 
been started from April 1982 at Sakalawara. 
So far six batches have been trained. Most 
important aspect of any pilot project is the 
feasibility of replication at different centres 
by different personalities. Accordingly the 
Indian Council of Medical Research, is 
presently engaged in multi-centre projects to 
evaluate the usefulness of the training 
programme developed at NIMHANS. 

Four centres were selected in different 
parts of the country - Calcutta in the East, 
PatiaJa in the North, Baroda in the West and 
Bangalore i11 the South. The questioas being 
asked in this project are: 

a) Can a M.P.W. after training, actually de
tect psychotics and epileptics in the comm
unity and to what extent? 

b) Can P.H.C. doctors manage cases through 
multipurpose workers? 

c) Can the attitude of the community be 
changed towards mental patients through 
such programmes?. and 

d) What is the cost involved? 

In a sinlilar community based work done 
at Chandigarh · (India) as part of WHO 
Project titled "Strategies for Extending 
Mental Health Care" (1975-81) it has been 
shown that it is possible to integrate mental 

health with general health services by 
choosing priorities and developing proper 
training programmes for the health person
nellS-21. 

The Community Mental Health Unit at 
NIMHANS has developed a regular out
patient services at K.C. General Hospital, 
Bangalore since 1977 and has developed 
active liaison with general practitioners in the 
surrounding areas. The main aim here is to 
train the general practitioners and develop 
various methods of training programmes. 
Most of the general practitioners in the coun
try have very poor knowledge of psychiatry. 
Recent studies in India have shown that 
about 30 per cent of the clients of general 
practitioners suffer from some type of emoti
onal problems. This is true of semi urban and 
rural areas too. The Mental Health Unit at 
K.C. General Hospital has been providing 
regular consulting servic~s to the general 
practitioners in addition to running out
patient services. Linked with this ongoing 
programme, different ty"pes of training 
programmes have been designed and 
conducted for general practitioners. The 
training progralllmes have been designed, 
depending upon the background and interest 
of general practitioners as (1) long duration 
(2) medium duration (3) short duration. Long 
duration course consists of one to two hour 
sessions per month for 2 years, medium dura
tion course consiSts of one to three sessions 
per week for 3 months and short duration 
course consists of 4 to 6 sessions of total about 
12 hrs, over a period of 2/ 3 days. The first 
two are meant for urban general practitioners 
in cities and big towns, while the third course 
is primarily meant for general practitioners in 
senli urban areas. Lectures and discussions 
with audio visual aids, discussion of trainee 
doctors, own case material, practical clinical 

) 
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training with live situations at the out-patient 
· or a mental health camp etc., are the main 
methods of training22-24. 

Involvement of IMA and training of semi
urban doctors: With the help of local Indian 
Medical Association and voluntary organisa
tions like Rotary Club and Lions Club, 
mental health camps are organised at Taluk 
levels. As the mental health camps without 
proper follow up will be of very little use for 
the psychiatric or epileptic patient, we have 
made it as an experiment and made it a point 
to ·see that the local IMA is involved and the 
members of this Association who are the 
general practitioners or the doctors working 
in the Government hospitals are given trai
ning at least for 2 days before the camp. After 
this intensive training, a camp is conducted 
on the 3rd day, where these trained doctors 
are involved in diagnosis and management of 
the patients. These doctors are trained to 
follow up the patients. To facilitate better 
follow up, one of the psychiatrists from 
NIMHANS would visit once a month to 
provide consultation to the general practitio
ners and to see how the follow up is going on. 
So far two such intensive training 
programmes were held at Kollegal and 
Ramanagaram for doctors and the patients 
treated were as follows : At Kollegal 20 
doctors received training and 291 patients 
·nere seen in the camps. Similarly at Ramana
garam, 15 doctors were trained and 145 cases 
were seen m camps. 

5. Training of School Teachers and 
Lay Volunteers 

In developing countries like India, child 
psychiatry services are most poorly deve
loped and the mental health problems of 
children are neglected. Hardly any school 
provides counselling services. NIMHANS 

has been attempting to create referral and 
counselling resources in the community, in 
the hospital & clinics. This is done by training 
school teachers and lay volunteers. 

A general training programme on child 
mental health for all categories of school 
teachers and a more intensive programme for 
the interested and suitable teachers on 
counselling have been developed and eva
luated25-28. 

A manual providing guidelines for 
school .teachers has also been developed. 
Presently two programmes of training of lay 
volunteers in mental health are going on. The 
main aim of training these categories of non 
professionals is to make them identify emoti
onal, personality and other mental disorders, 
to educate and motivate the people and offer 
simple counselling. 

A similar attempt to train lay volunteers 
is also in progress in the Bangalore City, in 
association with voluntary agencies. 

6. Domiciliary Care Programme 
Treatment of schizophrenic patients• 

through a visiting nurse was taken up as a 
research study to understand the burden on 
the family, the social functioning, as well as 
the recovery of the patient. The first onset 
schizophrenic patients were taken and after 
initial assessment in the hospital, the patient 
was managed at home by a visiting nurse. 
This group of patients were compared with a 
matched control group who underwent 
regular hospital treatment. They were 
followed up after a period of six months and 
assessed at 8 different points of time on 
clinical severity, social functioning and 
burden on the family. 

The home care group consistently did 
better on all the three parameters, after the 
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first month. The differences were more 
marked on the parameters of burden on the 
family and s'?cial functioning29·3J. As _a result 
of these stud1es the urban centre contmues to 
,ffer domiciliary care, assisted by a visiting 

.urse. 

7. NIMHANS Extension Services
"Satellite" Clinics 

Extension services of neuro psychiatric 
clinics were started with the help of local 
people in four taluk headquarters. These 
headquarters are situated varying from 60 to 
12Q km. from Bangalore. The multidiscipli
nary team of consultants (clinical and para 
clinical) and the residents attend these 
services once a month on a fixed day ( eg., 1st 
Monday of the month). The importance of 
these services is the involvement of local 
people. I~as made very clear from the 
beginning that these clinics should be sus
talnea by the support of local voluntary 
organisations, as well as philanthropist§.; 
Accordingly, in each place either the Rotary 
Club or the Lions' Club or both have joined 
together to organise these camps regularly, to 
publicise and provide infom1ation to rural 
population. They also take the responsibility 
to provide hospitality to the visiting team and 
free medication for a month for the deserved 
patients who are attending these services. 

It is made sure that at least one month's 
requirements of drug is provided. These 
centres cater to about 80 to 100 tho~ 
population. Now the pat1ents who coUld not 
have utihsed the facilities at NIMHANS due 
to distance are able to attend to these services 
and get the benefits, closer to their home. 

Number of patients seen and followed 
up: About 50 new patients with neurological 
and psychiatric disorders attend the clinics 
and the follow up cases are more than the 

new patients. It is gratifying to note that th~se 
clinics are becoming more and more popular 
and thereby more and more people are 
getting the benefit now. There are some 
more requests from different parts of the 
state for starting similar clinics. We feel that 
about 85 per cent of the neurological and 
psychiatric disorders can be treated and 
followed up on this way once a month effec
tively. They do not require more attention 
than this. This is being evaluated now. If this 
approach is found appropriate, we feel that 
every district psychiatrist or neurologist 
should be able to run, once a month, clinic in 
different parts of the district so that many 
more patients can be benefitted by this type 
of service. 

8. Self-help Groups of Parents 

The problem of providing meaningful 
services to the mental retardation has not 
received to-date serious consideration. As a 
result, the large majority of the retarded 
persons lie with families and the major source 
of help are the parents. The lack of resources 
and unlikelihood of any major effort to deve
lop institutions for the mentally-retarded calls 
for developing approaches appropriate to the 
Indian needs. The role of parents assumes 
special importance in India. It is in this 
context that the ongoing innovatl.ve work at 
NIMHANS · assumes significance for wider 
planning. 

During the last few year~ two major 
approaches have been adopted by the mental 
retardation unit. On every Thursday two 
separate parental groups are organised for (i) 
training the retarded in self-help skills applic
able to children above 2 years of age and (ii) 
training in sensory motor development for 
children below 2 years of age. Each group has 
10-15 parent units at any given time. In addi-
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tion individual parents are counselled on 
Fridays on appointment basis. 

At the ward level 7-8 retarded persons 
are admitted a long with parents in the child
ren's ward for assessment, counselling, speech 
and behaviour training and physiotherapy. 
The average duration of admission is about 4 
to 6 weeks. These efforts at the hospital level 
both in out-patient and in-patient level has 
resulted in parents being confident to care for 
their retarded children. This has also resulted 
in them not looking for institutional help as 
the primary method · of care. 

At the community level, our approach 
that is less dependant on professionals is being 
supported. Tlus was the direct follow up of 
the workshop on 'self-help groups' held at 
NIMHANS in Dec. 1981. Since Jan. 1982, at 
Bangalore, with the initiative and commit
ment of one of the parents, a weekly get
together of 15-20 parents is functioning. 
These parents come to the house of a parent 
and spend the Sunday mornings together. 
These get-togethers have been supported by 
NIMHANS staff. The experience of the last 
one year has convinced us of the utility of this 
approach. The self help groups of parents are 
valuable in providing mutual support, sharing 
of experiences, group learning and mobilisa
tion of resources in the community. What 
has been gratifying is the coming together of 
parents irrespective of the social class and 
caste groups. The benefits seen in this area are 
more meaningful life for the retarded and a 
greater confidence in parents to carry on with 
their special responsibility. It is gratifying to 
not_e that two other centres outside Banga
lore have taken up this philosophy and 
working well. This effort to bring back the 
parents and children to the centre of care 
programmes has larger implications for the 
country. We also know of similarly functio-

------------···---- -- --- -------- - -- -- --- --

ning groups of parents at Chandigarh, Delhi 
and Madras. This programme needs support 
so that it spreads far and wide. 

Another aCtivity that was initiated was 
the training of Anganwadi staff of the inte
grated child development scheme. To date 
more than 3 batches of20 Anganwadis each, ' 
have received this training in early identifica
tion and early intervention. 

Differences between the West and 
East in Developing Mental Health 

Services 

The community mental health services 
was developed in theW est to provide alter- . 
nate care for the mentally ill outside the 
hospital. This was evolved out of well estab
lished mental health service infrastructure. It 
was an approach to extend the range of 
services beyond the institutional setting. In 
other words, the movement was from the 
centre to the periphery. On the other hand, 
with the meagre facilities of poor manpower 
as well as meagre number of beds, the 
community services in India have to be 
vic:wed differently. The attempt ::o extend 
services has to be an attempt to provide 
meaningful service in the community as a 
primary method of organisation. The 
approach is a periphery to centre one. This 
desire to achieve meaningful services within 
a reasonable period of time, within the cons
traints of limited trained personnel and facili
ties, and limited comnlitment of financial 
supports, has lead to the number of novel ex
periments at tlus Institute as outlined above. 

National Mental Health Planning 

The new approaches that have been 
developed have been bold and innovative. 
They have also raised the possibility of 
providing basic mental health services within 
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a reasonable period of time, considering the 
available personnel and other constraints. 
These innovatives have been appreciated by 
the Indian Council of Medical Research and 
other governmental agencies. A national 
mental health plan has been drawn up recent
ly. This national plan has been approved by 
the Central Council of Health Ministers 
which was presided by the Union Minister of 
Health and attended by all the health minis
ters from different parts of the country. In 
principle, this plan envisages and emphasises 
the principles of decentralisation and depro
fe ssionalisation. A number of training 
programmes for psychiatrists to become trai
ners in the new approach are in progress. This 
will help in training the primary health centre 
doctors and paramedical professionals. The 
national mental health plan also stresses the 
importance of increasing the undergraduate 
medical training in terms of mental health 
components, so that the doctors that come 
out of the medical colleges shall have the 
basic knowledge of the mental health 
problems. 

It is most important that the professio
nals should accept the principle of deprofes
sionalisation and decentralisation. At the same 
time, they should actively involve in various 
experimental approaches and be ready for 
change of roles, attitudes and responsibilities. 
It is often difficult for professionls to accept 
deprofessionalisation. In many areas it has not 
been accepted, however, considering the 
importance of mental health, . problems and 
available resources, it is very important that 
this approach has to be accepted and bold 
attempts are made. This also requires re
orientation of training programmes both for 
professionals and para-medical professionals. 
The involvement of general public for accep
ting these approaches and changing their 

time tested methods and attitudes can only 
occur through public education. The invol
vement of the public can bring about a great 
amount of resources and force the willing
ness of the planners and professionals to 
consider the urgent need and act on them to 
provide sufficient care in treating the mental 
health problems and also providing preven
tive and promotive aspects. So the mental 
health field is still a virgin area and there is an 
unique opportunity to avoid professionalisa
tion and institutionalisation. 

Many of the pitfalls of planning mental 
health services experienced by the W est by 
too many institutions ·and professional rival
ries can be avoided if all the professionals and 
the public participate collectively. 
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