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1. Introduction
The WHO defines health as a positive sense of well being encompassing the physical, mental, social, basic economic and spiritual aspect of life, not just the absence of disease. Mental health is a barometer of the social life of a population and the rising level of morbidity and mortality are a sign of social as well as individual malaise. The scope of mental health not only confined to the treatment of some seriously ill persons admitted to mental health centres but related to the whole range of health activities. The Government of Kerala recognizes the need to be proactive in its approach to promote the good mental health of its citizens and responsible in its efforts to provide good quality care to those suffering from mental disorders. It is currently in the process of taking steps to meet the mental health challenges of population at this time of rapid social change. The state newly envisioned plans of action have the following four aims: (1) The identification of groups at risk to acute mental distress requiring special support services. (2) The promotion of educational programmes and well-defined interventions to better prepare the public to cope up with rising social and psychological tensions, tensions associated with social change, demographic transition and process of modernisation. (3) Development of an integrated mental health system which maximises community and clinic-based resources to reach all of those who need treatment for mental disorders. And (4) The provision of cost effective psychiatric treatment to those having mental disorders as a means of enhancing quality of life of both patients and their families. The scope of the State’s programme is thus comprehensive and responsive to the needs of the population. It includes, but not limited to the treatment of mental disorders.

In the past, mental health did not find its appropriate place in the national and state health planning perhaps due to the common misconception that prevalence of mental illness is low in India particularly as compared to West. In addition, it was also thought that no effective treatment is available.

Research studies form different parts of the country have shown that mental illness is as common in India as it is elsewhere and it is equally common in rural and urban areas. Mental disorders cause an enormous burden on affected individuals, their families and society, although this suffering may not be visible to others

Following major scientific discoveries in the field of psychotropic drugs, physical methods of treatment, psychotherapy and other Behaviour modification techniques, cost-effective and less expensive method of treatments is available for a large number of serious and disabling mental disorders.

While impressive advances have been made in the past two decades in defining, diagnosing and treating many of the mental illnesses, once they become full blown, many of these disorders are characterized by chronic or relapsing courses that has high personal and economic costs to all concerned. Despite the enormous efforts in attempting to contain the problem of mental illness, it is estimated that only 10-20

percent of those in need receive appropriate treatment. There could be no wiser investment in our state than a commitment to foster the prevention of mental disorders and promotion of mental health through rigorous research.

The understanding of the social origins of mental health problem and role of life events, social supports, family and community attitudes on the course and outcome of the mental disorders are of recent origin. There is a shift from considering the family as a source of problems, to view the family as the main support and foundation of mental health care.

Information about the prevalence and pattern of mental disorders in rural and urban populations, school children and population exposed to special stresses like disasters and immigrants have shown that mental disorders are of public health importance.

In India there have been extremely limited mental health facilities and man power (less than 1% of that in western countries) and as a result much of the care is occurring in the non-institutional settings. The chief care givers are the family and community.

The organisation of national level mental health care programme in India is of recent origin. The National Programme for Mental Health was launched in 1982 in India and aims towards provision of mental health care to the total population using the available community resources.

Attitudes of the community toward the mentally ill persons continue to be supportive. Majority of the families prefer to care for the ill family members. This is a specific advantage for mental health planning.

The research studies of schizophrenia and acute psychoses from different parts of India have identified the importance of (a)early identification and (b) regular treatment. With the treatment there is a good outcome with social recovery for majority of the ill persons. Similarly studies in the elderly population with emotional problems have shown the importance of family integration and care for the physical problems. Study of a longitudinal course of epilepsy have also emphasized the value of early recognition and regular treatment and the difficulties in the rural population have to take treatment from urban facilities.

A number of studies have demonstrated that the value of rehabilitation measures for the care of the chronically mentally ill persons. The value of family education,  work therapy, group interaction, social skill training and sheltered workshops towards the integration of the ill persons and recovery have been demonstrated.

There is a need to redefine the role of mental hospitals while a large proportion of patients could be treated as outpatients in general hospitals and community settings. It is recognized that when the hospitals are not stimulating and staffs do not provide freedom to the patients. This could contribute to the ‘chronic states’ more than the illness itself This has resulted in the use of ‘open wards’ and ‘family units’. More freedom to the patients enhanced the opportunities for social interaction with family and visitors and shorter duration of the stay in the hospital.

Just as modern scientific knowledge can help us to prevent and treat disabling mental illnesses, mental health skills can be used to improve the quality of general health services. There is good evidence to say that about 15-20 % of all patients who seek help in general health service both in developed and developing countries, do so for emotional and psychosocial problems.  Current medical methods of dealing with these problems by unnecessary investigations restricted to the level of physical disorders and costly medicines are not only inappropriate and ineffective but produce wide spread frustration to both the seeker and the provider of the health services.

Mental health principles can improve the current health delivery system and thus reduce the ever increasing threat of dehumanization of modern medicine. The proper mental health input in general health programmes like family planning campaign, immunisation and nutrition education programmes can enhance the acceptance of these health and welfare activities of the state, by the people.

2. Development of Mental Health

Care: An Overview
2.1 Bhore Committee Report (1946)

The health survey and development committee was set up by the colonial Government in 1943 under the chairmanship of Sir Joseph Bhore. This committee recommendation provided an almost revolutionary alternative to the existing system in the country. The guiding principles of the committee were: (1) no individual should fail to secure adequate medical care because of the inability to pay for it; (2) health programmes must, from the beginning, lay special emphasis on preventive work; (3) the need is urgent for providing as much medical and preventive care as possible to the vast rural population of the country because they receive medical attention of the most meager descriptional though they pay the heaviest toll when famine and pestilence sweep through the land (4) the doctors of the future should be a social physician attracting the people and guiding them to healthier and happier life. The major recommendation was for the setting up of infrastructures of rural areas with primary health centres as the main focus.

Regarding mental health, the Committee’s findings and recommendations were as follows “... even if the proportion of mental patients against existing provision for a little more than 10,000 beds for the country as a whole, in India the existing number of mental hospitals beds in the ratio of one bed to about 40,000 of the population while in England the corresponding ratio is approximately one bed to 300 populations.” The proposals for Mental Health Care were: (a) the creation of mental health organisations as part of the establishment under the Director General of Health Services at the Centre and of the Provincial Directors of Health services (b) improvement of 17 mental hospitals and the establishment of two institutions in the first five years and five more during the next five years:

 (c) provisions of facilities for training in mental health work for medical men in India and abroad and for ancillary persons in India; and (d) establishment of a department of mental health in the proposed All India Medical Institute.

2.2 
Mudaliyar Committee Report (1962):

Under the heading of Mental Health, Mudaliyar Committee reviewed the progress made subsequent to the Bhore Committee, ie. in the period of nearly two decades were as follows “reliable statistics regarding the incidence of mental morbidity in India are not available. It is believed that enormous number of patients require psychiatric assistance and service against the total need of the number of beds available in mental hospitals in India is only 15000. There is hardly any provision for the education of the mental defectives. Provision for the treatment of psychosomatic diseases in the General Hospitals is inadequate.” The recommendations were made in three heads, viz., general, training, research.

(A) general In the curative field

(i)impatient  and outpatient department at lay hospitals;

(ii) independent psychiatric clinics or mental health clinics

(iii)institution for mental defectives 

(B)Training: there is need for

(i) training and mental health personnel;

(ii) orientation in mental hygiene for such professional groups as pediatricians, school teachers, nurses and administrators;

(iii) orientation in mental health for all medical and health personnel,

(iv) for meeting the acute shortage of psychiatrists; Ranchi Mental Hospital into a full fledged training institution additional to All India Institute of Mental Health, Bangalore,

(v)arranging that ultimately each region, if not each state, becomes self sufficient in the matter of training, its total requirement of mental health personnel,

(C) research

2.3 
Srivasthava Committee (1974):

The document plan for immediate action does not contain any specific proposals for developing mental health programmes. One of the important outcomes of this Committee’s recommendation was the Community Volunteer (CHV) Scheme. The training of the CHVs contained a component for mental heath. One of the twelve chapters in the CHV manual was also devoted to the recognition and management of mental health emergencies and problems.

2.4
 Alma Ata Conference (1978):

This is the international conference in which India took an active part has come to be recognized as the turning point in the organisation of health services. The term Health For All has become the focus of much activity and reorientation of the health programme around the globe. In view of this, the inclusion of Mental Health as part of primary health care by this conference as one of the eight essential components of Primary Health Care is significant. “Education concerning prevailing problems and the method of identifying, preventing and controlling them: promotion of food supply and proper nutrition and adequate supply of safe water and basic sanitation-maternal and child health care including family planning; immunization against major infectious diseases; prevention and control of locally endemic diseases; appropriate treatment of common diseases and injuries; PROMOTION OF MENTAL HEALTH and provision of essential psychotropic substances.”.

2.5 
National Health Policy (1983):

NHP refers to mental health care as follows “a special well-coordinated programme should be launched to provide mental health care as well as medical care and also the physical and social rehabilitation of those who are mentally retarded, deaf, dumb, blind, physically disabled, infirm and the aged”

2.6 
Sixth Five Year Plan

The sixth plan in its planned target includes the targets to be achieved in the next twenty years to identify and provide urgent treatment to those with mental disorders as follows: “under the heading of Mental Health, 20% population coverage is expected by 1985, 50% 1990 and 75% by 2000 A.D. This refers to the case detection and treatment.”

2.7
 National Mental Health Programme (1982):

The National Mental Health Programme (Government of India 1982) is the outcome of the developments in providing mental health care through different methods as well as the overall goals of health care goals in general. The Central Council of Health and Family Welfare recommended that: (i) mental health must form an integral part of the total health programme and such should be included in all national policies and programmes in the field of education and social welfare and (ii) raising the importance of mental health in the course/curricula for various levels of health professionals, suitable action should be taken to strengthen the mental health education component. A committee under the chairmanship of Dr.G.N. Narayana Reddy, Director NIMHANS Bangalore submitted a plan for the implementation of the NMHP. The salient features are:

1. 
Programme of community mental health at primary health care level in states Union territories.

2. 
Setting up of regional centres for community mental health.

3. 
Formation of a National Advisory group on mental health.

4. 
Task force on mental health.

5. 
Prevention of mental illness and promotion of mental health.

6. 
Integration of multipurpose training schools in NMHP.

7. 
Involvement of voluntary agencies in mental health

8. 
Mental Health education for undergraduates.

9.
 Evaluation of community mental health programmes.

10. 
Preparation of manuals and records.

11.
Training programmes for mental hospital staff.

An outcome of these recommendations was the order of 22nd September 1987 issued by the Government which outlined the pattern of assistance for NMHP during the Seventh Five-Year Plan to the States.

National  Mental Health Programme was launched in Kerala in 1986 as per GO. (Rt).4196/86/H&FWD dated. 27/11/86.Over the period of 12 years 396 Medical officers and 634 paramedical staffs working in PHC s were given training in basic mental health care.

2.8 Other Developments:

Another recent development is the drug dependence control programme developed since 1986. This was a follow up of the acceptance of the Narcotic Drugs and psychotropic Substances (NDPS) Act 1985, and the growing prevalence of the use of ‘hard’ drugs like heroin. The salient features of the programme are:

1. 
Setting up of dc-addiction centres;

2. 
Training of personnel;

3. 
Support to voluntary agencies for de-addiction care;

4. 
Monitoring the use of drugs in the country-special centres have been set up at Delhi, Chandigarh, Bangalore and Pondicheny for the purpose. The development of services for the mentally retarded has gradually moved away from the area of mental health. In fact, the Mental Health Act (1987) excludes mentally retarded persons from its ambit. A National Institute for Mentally Handicapped was set up in 1984. The current policy is to train in-service teachers, develop training and educational material and provide legislative and other support for the mentally handicapped individuals. The person with Disabilities Act was enacted in 1995.

The existing legislation relating to the mentally ill, the Indian Lunacy Act1912 was replaced by the more appropriate Mental Health Act of 1987. The implementation has occurred from April 1993.

The other developments of significance are: disaster mental health care, formation of self- help groups, suicides prevention, alternative community--based institutions like half-way homes and day care centres, media involvement in mental health education and school college mental health programmes (Health for Millions July-October 1994).

2.9
 Pai Committee Report (1979):

Pai Committee Report emphasised the need for improving the existing conditions of three Mental Hospitals of the State. The committee observes “in the wake of the increasing urbanization and the clamour for competition and stresses and strains of modern life the incidence of psychological and psychiatric problems are on the increase. Advances have also been made in the understanding as well as the treatment of these diseases. The status of the mental hospitals should be raised so as to serve not only as a curative institution but also a centre for training and research, In all District Hospitals Psychiatric Units with both inpatient and outpatient facilities should be available.” An out patient cubicle and 15 beds in the Districts and five beds in the Intermediate Hospital and a treatment room for carrying out special forms of therapy have been recommended.

2.10
 Krishna Moorthy Commission (1983):

On 15th March 1983 Shri.V.Krishna Moorthy was appointed by the Government of Kerala to conduct an enquiry into the working of the Mental Hospitals of the State. Sri. Krishana Moorthy observes that revolutionary changes are taking place in the area of mental health care both at the conceptua1 and the operational levels. It is essential that we should reformulate our strategy for tackling the mental health problem in keeping up with these changing trends and ideas in the field. The utility of continuing the existing institutions of mental health and the methods of treatment, in their present form should be subjected to a thorough re-examination. Of course, any radical change is likely to be strongly resisted because as observed by Leonard. J.Duhland Robert L Leopold (Social Problems: A Modern Approach).

“Institutions tend to perpetuate themselves in order to fill needs other than those for which they were designed. All too often decision to preserve existing institution is made for the sake of people other than the patients.” This institutional form of resistance to change, which has recently been described as” “organisational sclerosis” “has first to be overcome by the policy makers, who should take care to bring to bear on the issues involved lucid and original ways of thinking and problem solving methods. The first step in this direction would be changing the concept of monolith mental care centres and to establish three-tier institutional set up consisting of: (a) Acute treatment units (b) intermediate care units and c) long-term care units.

Commenting on the implementation of the National Mental Health Programme, Shri.V. Krishna Moorthy points out that the mental health care would get decentralized and it would expand to cover the whole country. The new functional infrastructure which would be created for the scheme can also be utilised for community-oriented rehabilitation work and for the follow up care of the discharged mental patients would help to reduce the number of admissions to mental hospitals and the incidence of chronicity. With effective field work and educational programmes the mental health field staff can enhance the social acceptability of the cured mental patients. The programme may therefore be implemented with full vigour in the State. He also recommends that while implementing the scheme the following proposals may be taken into account.

1.
 The names of the discharged mental patients and others identified as mental patients may be registered in each primary health centre and identity cards issued to them. The card holders may be given prescribed medicines and drugs in free of cost price. If their annual income falls below Rs.25 00/-in other cases medicines may be supplied in payment of cost price. Pending finalisation of arrangements thorough primary health centres the free supply of medicine may be arranged to through District and Taluk Hospitals.

2.
 Mental Health Centres may be established in District Hospitals for periodic cheek up of discharged patients and to suggest a further course of treatment if any, necessary.

3.
 The field staff of the National Mental Health Programme may be entrusted with the task of collecting and reporting accurate data regarding mental health problems in this state. Arrangements may be made at the State level to collect and process the data and to publish them periodically

2.11
Justice Narendran Commission Report (1987):

A Committee of experts under the leadership of Justice Narendran was appointed in to enquire into the working of the Mental Hospitals of Kerala. In their report, emphasizing the needs for integration of the discharged patients into their family and community, the committee observed that a good number of patients who get cured and leave the Mental Health Centres belong to the lower strata of the society and will be not in a position to maintain themselves. It is really the responsibility of the State to open rehabilitation centres and house them. In that case at least some of these people who are in a position to do some work will get an opportunity to engage themselves in some productive activities.

The Commission is of the opinion that the present custodial institutional care should be replaced by a comprehensive mental health programme. In this direction there are remarkable achievements in the countries like United States, Great Britain and Japan. Kerala is in a unique situation to implement such a programme for the following reasons: (a) availability of adequate number of psychiatrists, (b) a well- organised health service infrastructure, (c) the social awareness of the problem, political commitment and higher degree of literacy amongst the population. The commission is of the view that the service should be made available to the needy as near to their homes as possible. The primary health care centres, Taluk hospitals and district hospitals should develop facilities for first level of contact and also for management of psychiatric patients. The existing Mental Health Centres should function as the Regional Centres for referral purpose only. This requires strengthening of psychiatric units in the District Hospitals and development of subunits in Taluk Head Quarters and selected primary health centres.

In addition, the committee also recommends that education on mental health should receive priority consideration. Health functionaries and other developmental sectors including teachers, social workers, law enforcement officials, traditional practitioners and religious leaders should be given orientation m the new concept of community based mental health. Furthermore, information dissemination on promotion of mental health, prevention of illness under stress situation, early detection or diagnosis, importance of consultation and desensitization of the community on the stigma attached to mental health derangement should be taken up through mass media and other traditional channels of communication for enlightenment of the public. The committee emphasizes in its concluding remarks “A community based mental health programme integrated to the existing health infrastructure should be organised providing for activities aimed at promotion of mental health, prevention of mental illness, early detection, diagnosis, treatment, rehabilitation and integration with the family. Such a programme calls for a change of attitude in the society, profession and Governmental policy. The existing infrastructure is ideal for implementing such a policy and programme.”

2.12
 Directions of the Honourable High Court of 
Kerala (1997):
Honorable High Court of Kerala in its Judgment in OP No.16667 of 1996-S in response to the public interest litigation filed on the basis of the direction of the Honorable Supreme Court of India in writ petition (Cr1) 237/89, Sheela Barse vs. the Union of India, commented on the inadequacies of the prevailing conditions of the three Mental Health Centres of the State and pointed out “the indispensable statutory requirement of an effective Mental Health Authority for the purpose of implementing various beneficial provisions of the Act and the Rules in their true spirits.” The honorable High Court also states that the purpose of constituting the authority is to monitor and improve the conditions and convenience in mental health centres/nursing homes in the State in the interest of mental patients in distress as a welfare measure.

2.13
 Kerala State Mental Health Authority

Kerala State Mental Health Authority has been constituted by the government of Kerala in 1993 in exercise of the powers conferred by Subsection (1) of section 4 of the Mental Health Act 1987( Central Act of 1987) read with the rule 3 of the Mental Health Rules, 1990.

The Authority will be in charge of regulation, development and coordination with respect to Mental Health Services under the State Government and all other matters which, under this Act are the concern of the State Government or any office or authority under the State Government.

Supervise psychiatric hospitals and psychiatric nursing homes and other Mental Health Service Agencies (including all the places in which mentally ill persons are kept or detained).

Advise State Government on all matters of relating to mental health.

Discharge such other functions with respect to matters of mental health as the State Government may require.

3.  Planning Mental Health Service for the State

3.1
 Long-term objectives

A. 
Development of an integrated mental health system which maximizes community and clinic-based resources to reach all of those who need treatment for mental disorders.

B. 
The provision of cost effective psychiatric treatment to those having major mental disorders as a means of enhancing quality of life of both patients and their families

C. 
Identification of groups at risk to acute mental distress requiring special support services.

D. 
Promotion of educational programmes and well-defined interventions to better prepare the public to cope up with rising social and psychological tensions, tensions associated with social change, demographic transition and process of modernisation.

E. 
Prioritization of needs with a provision to review every five years.

3.2 
Short-term objectives

1. 
Decentralization of the management of mental disorders by integrating and incorporating the mental health service into the existing health care delivery system.

2. 
To develop cost effective and culturally appropriate models of mental health care.

3. 
Evolve strategies to improve care seeking behavior.

4. 
To promote development of user groups and encourage networking of them.

5. 
Organize Mental Health Care administration according to Panchayathiraj system

6. 
Prevention of mental disorders by reducing risk factors and promoting protective factors.

7. 
Promote prevention, treatment and rehabilitation research in the field of mental health.

4

ANALYSIS OF THE PRESENT SITUATION: NEEDS AND SERVICES

4.1
 Nature and Magnitude of the problem

Mental disorders can occur throughout the life span, but the type and nature of illness vary with age. One of the major problems that we face in planning mental health services is that we do not have a reliable estimate of what is going on in the state due to lack of epidemiological data. According to most of the surveys conducted in various parts of India, about 10-20- per thousand of population are affected by serious mental disorders at any point in time. This would constitute 3-5 lakhs citizens of Kerala state. Available data from various community information systems also gives us a clear indication that mental health problems are going to be the most challenging public health issue of Kerala State in the years to come.

Acute Mental Disorders

Acute mental disorders of varying etiology, paranoid reactions, puerperal psychoses, psychosis results from cerebral involvement in communicable diseases like malaria, typhus or bacterial meningitis, alcohol psychosis and epileptic psychosis often lead to temporary disability but cause much distress, and they can evolve into chronic disability, if not treated property.

Schizophrenia and Affective disorders, Epilepsy etc

Chronic or frequently recurring mental disorders like some cases of schizophrenia , affective disorders and of periodic and cyclical psychosis, epileptic psychoses or dementias, encephalopathy associated with intoxicants or chronic organic diseases etc., modern treatment can achieve stable remissions, or reduce disability in a significant proportion of cases. Epilepsies constitute another important group of diseases to be included here.

Psychiatric disturbances among children

Reliable separate data on psychiatric disturbances among children do not seem to be available. About 10% of the students are reported to be having learning disabilities. At least 12% of the children and adolescent suffer from one or more mental disorders including autism, attention deficit hyperactivity disorder, severe conduct disorder, depression and alcohol psychoactive substance use. It is also reported that a growing number of children and adolescents are at high risk of developing mental disorders including alcohol and drug abuse disorders. Based on a review of seven epidemiological studies, the prevalence of diagnosable mental disorders among individuals under the age of 20 may be closer to 20 percent.

Psychiatric problems among older people

Psychiatric problems among older people are especially in urban areas are assuming importance due to the weakening of the traditional family structure and social support systems. It is estimated that 10% of the elderly are likely to suffer from Alzheimer’s disease and 15 to 25% of them are likely to become clinically depressed.

Alcohol abuse

Available data from various community information systems indicate that alcohol abuse is emerging as one of major public health problems in Kerala State. Kerala state is having the highest per capita consumption of alcohol in the country (8.3 liters/year). One of the surveys conducted by ADIC-India indicates that 15% of the population (45 lakhs) are users of alcohol and 5% of the population (15 lakhs) have alcohol related problems. The study has also revealed the alarming trend of alcohol abuse among young adolescents. While the average at the first drink of alcohol was 19 years in 1990, in 1996 it has reached to the level of 14 years, Beer is seen as the most popular drink among adolescents and as the age advances the Indian made foreign liquors become their choice of drink. The majority of drinking population belongs to the age group of 20-50 years.

Suicide

Suicide ranked as second major cause of death. It is estimated that while the suicide rate in Kerala is 27 per lath per year, the national average is eight per lakh per year. Reports form the Police Computer cell over the period of last six years have indicates that suicide rates in Kerala state are showing an escalating trend. Male female ratio is 5:2. Majority who commit suicide belong to the age group of 18-50 years. The number of family suicides reported by news papers and other reliable sources are highly disturbing.

Crime rate and violence

Kerala ranks third in the country in crime rates. Reports show that there is an increase of 21.33% increase in the number of crime rates registered in the State over the period of five years. The available data also indicate that Kerala is less prone for crime against women (Kerala is ranked 24th in the country).

Drug abuse

Crime registered under NDPS Act (Narcotics Drugs and Psychotropic Substances Act) over the period of four years from 1994-77 shows an escalating trend. The commonly abused drugs in Kerala are cannabis and opiates. The injecting drug users in major cites and tourist pockets of Kerala poses a serious challenge since it is considered as one of the high risk behaviours for HIV transmission.

Neurosis and Psychosomatic Problems

The figures for neurosis and psychosomatic disorders (minor mental disorders) would be three times higher thus indicating those 10-15 lakhs people may require attention. Mental retardation is estimated at .5% to 1% of all children.

Psychosexual Problems

Psychosexual problems are one of the commonest mental health problems which has been totally neglected and the patients are being exploited at the expense of their ignorance and lack of treatment facilities.

Costs of mental health problems

No factual data are currently available regarding the loss of productivity, of income and even life due to mental illness. But it should be pointed out that the suffering due to mental illness is not often is not restricted to the affected individual, but it causes severe social dysfunction to the entire families.

4.2
Existing mental health services

The presently available mental health facilities include about 2500 beds with three mental hospitals having more than 50% share. Rest of the beds are provided by psychiatric units in Medical colleges and district hospitals, private mental hospitals and private nursing homes. Moreover, it s safe to assume that at least one half of these beds is occupied by long-stay patients adding to shortage of “active treatment” beds. Psychiatric units and mental hospitals operate outpatient clinics which are currently the main source of mental health services. A significant proportion of mental health care is rendered through the private sector including the private practice of Government Doctors. Specialized mental health services to deal with the emerging mental health issues like suicide, alcoholism, drug abuse, family violence, crime, family dysfunction and examination related mental health problems are lacking. The number of specialized inpatient and outpatient facilities for children is significant. From the available data it is safe to conclude that not more than 10% of those who require urgent mental health care are receiving the needed help with the existing resources. The situation is worse at the rural areas due to the heavy concentration of the services and facilities in the cities.

4.3
 Manpower

One of the major developments in this state is the man power development. From a handful of psychiatrists, over the period of 25 years, approximately 220 qualified psychiatrists working in hospitals and having private practice. However, two areas have not kept in pace with this growth. One of this is the failure to bring a strong psychosocial and mental health component in the undergraduate medical education, The second aspect relates to the gross inadequacy of specialist non-medical mental health professionals namely clinical psychologists, psychiatric social workers and nurses. There is no training in the state and the total centres in the country training these professionals is less than five. These two lacunae are serious when there is an acceptance of mental heath at the primary care and a shift from mental illness to mental health and the increasing scope for initiatives by the non medical people but at the same time there are only a handful of psychiatric nurses available in the State. The problem is aggravated by unequal distribution of psychiatrists with majority of them concentrated in the urban areas.

4.4
Problems in the existing Mental Health Services

There has been a strong influence of the mental health movements of the western world on the development of mental health movement in the country. The transferability of these models to out own setting needs to be examined and there is a need to develop culturally appropriate treatment strategies so as to make it more acceptable to the community.

Variability is the most challenging issue here. A standardized form of care is lacking. There is variability in care, approach, vision and in availability and allocation of resources. This kind of variability is not only between institutions but also occurs within the same institution itself. Looking at what is useful is self scrutiny and external scrutiny, public awareness and consciousness of their rights.

Different systems of mental health care are available here: folk healing, Ayurveda. Unani, homoeopathy, Allopathy, naturopathy etc. It is estimated that folk healers cater considerable proportion of cases and they are available at the rate of one per thousand. One of the major drawbacks is that there is no systematic effort to analyze their data and the evaluation of benefits and risks. Ayurvedic system is rich with its elaborate phenomenology and culturally appropriate hygienic measures for the promotion of’ mental health. At the same time there have been no organized studies available evaluating the efficacy of Ayurvedic system of treatment. The same is the case with homoeopathy and Unani systems of mental health care.

Modern Medicine of mental health care is mainly in the settings of mental health hospitals, general hospitals and private nursing homes. They are different in terms of facilities, hygienic conditions, record keeping, admission and discharge policies. Usually patients are discharged within a period of 2-8 weeks and one can imagine the situation where rehabilitation services in the community are totally lacking. The subhuman conditions in the mental hospital facilities are gross violation of human rights and there is an urgent need to improve the quality of mental health services in the mental hospital setting.

Currently there are psychiatry units in twelve districts. The district psychiatry units are not without any problems. Many inadequacies like under staffing are compounded by inadequately framed staff, insufficient bed strengths, lack of separate wards, insufficient spacing, lack of privacy for counseling services and occupational therapy units. The National Mental Health Programme has not been given its due importance in the allocation of funds.

Medical Education Department is also facing a number of problems. The departments are not having a full-fledged mental health team. Posts are created without sanctioning the required number of subordinate and supporting staff. The manpower infrastructure is further complicated by shifting of posts.

Lack of properly qualified and trained mental health personnel and the peculiar nature of the work has been one of the major impediments in discharging quality mental health care. The care of interdisciplinary coordination has been striking. Not only has there been an uneven growth in the status and manpower development of different professionals but also there is a lack of integration of services of different mental health professional such as psychiatrists, psychologists and psychiatric social workers. To a large extent, each professional group has developed its own ‘area’ excluding others at times competition with other professionals.

Management guidelines are essential to improve the quality of care. There are no set guidelines followed in the management of mentally ill. There can be core elements and flexible elements.

Documentation is nil inadequate or incomplete without which it will be difficult to make proper evaluation of the treatment programme.

Wide variability in undergraduate and post graduate training especially in the duration of training, supervision, student involvement and examination is one of the areas which requires immediate attention.

Allocation of funds: Mental health does not have a separate Head of Account and currently funds allocation is limited to mental health centres. Mental health service should have a separate head of account with emphasis on the development of mental health services of the state.

Lack of properly designed epidemiological and evaluative research has been a major drawback in organizing programmes and setting up policies. Since we do not have epidemiological data, we have to make use of the available data from the community information systems, epidemiological data to be generated for all the major mental health problems in the state.

The leadership from the non medical mental health professionals in terms of developing non medical models for issues of rehabilitation, drug dependence, child mental health related areas have been far from satisfactory. These issues cannot be left as it is, as future development has to include a large component of non-medical models and interventions. Specific and focused efforts have to generate this leadership as well as involvements of these professionals.

Private sector initiatives have been in a number of areas using innovative approaches. The most notable is crisis intervention, rehabilitation of the mentally ill, cares of the elderly, street children, etc. However, most of these have been at the local levels with small scale experiences without adequate evaluation. It is very important that the NGO development is given greater importance both for its growth, direction and for its place in the over all mental health care programmes.

5

Principles for Planning Mental Health Services
5.1
 Model for the Plan of Action

Democratization
History is unfolding toward increasing democratization of societies. While there will be many social, political and economic expressions of this trend the implication for the mental health sector will be large in terms of how decisions are made-between patients and doctors; communities and health services and managers and policy makers. Democratization, decentralization and empowerment will be pervasive.

Equity

The key concepts must be kept in view are universal coverage and care according to the need. They require defining population, assessing the needs and ensuring that all receive care, in keeping with available resources.

Ethics

Interest in relation to mental health care is rapidly expanding, appearing in virtually every corner of education of health personnel, research involving human subjects, cares of the patients and communities, and increasingly guiding policies.

Science and technology

Mental health finds its roots in science and much of its growth in technology and humane approach to the problems. The challenge is to use all the three components for those who are in need.

Mental Health Care Reform

Mental health care reform is global in its spread, and entails more than fine tuning of health systems-it is integral to the larger social and political transformation. Health care systems cannot avoid reform, but neither can they be transformed independently of other societal movements.

Hospitals

Hospitals will have to be closely integrated with the larger health care system, supportive of community-based services, with both outreach and referral, linked into collaborative networks of both regional sharing of information and resources with balanced responsiveness to both technological advances and social need.

Quality of care

Availability of adequate resources, attitudinal changes of the service providers and the awareness in the community regarding the Quality of life (QOL) dimension of mental health set up.

Roles and education of health personnel

Health personnel are inevitably at the centre of change of a health sector. Will they lead these changes or impede them? The universities will play important roles in answering that question. The key lies largely in the prospective of a university on its role in society- cloistered behind the academic walls, or grappling with societal problems.

5.2
Strategies for Action

In view of the gross disparities between the needs and available resources, there are essentially four approaches for the immediate action.

· To direct the available resources to the establishment for strengthening of psychiatric hospitals and units hoping that these units would become foci of an expanding mental health services through setting up outpatient clinics and mobile teams.

· To incorporate and integrate into the existing health care delivery system by training an increasing number of different categories of health personnel in basic psychiatric and mental health skills. This strategy would allow for a method of planning according to the needs perceived at the grassroots level and it would promote a speedy coverage of the hitherto under or unserved rural poor and underprivileged. There will be no competition with the private sector nor will there be competition with existing psychiatric services and facilities existing in the cities. The services in the cities would continue to have a role as a referral source, as well as centres for training for research and evaluative research.

· To mobilize the resources from the private sector and Non Governmental Organisations by developing, regulating and coordinating their services.

· To reduce risks for mental disorders by promoting mental health.

6

Approaches for Implementing

Mental Health Services
In order o achieve the objectives formulated above, the following approaches will be adopted.

6.1 
Diffusion of mental health skill to the periphery of the service System

Instead of exclusively centralising and on concentrating mental health skills and expertise in specialised facilities, the capacity to provide mental health care will be spread over the existing network of services, with the aim to incorporate mental health awareness and skills at all levels of health care. Specifically this calls for reaching the periphery in the performance of relatively simple tasks. Mental health care must start at the grass root level.

6.2
 Appropriate appointment of tasks at various levels of mental health care

Decentralisation of care without compromising the quality will be the guiding principle. The task is to perform at each level (Village Workers, Sub-centres, Primary Health Centres, Taluk Hospitals, District Hospitals, Medical Colleges and Mental Health Centres, will be specified, and a referral system set is so that the total system works in an integrated fashion. The referral channel will be activated in both directions through referral protocols. Administrative structure of the services would follow the general administrative structure and at the same time the availability of the adequately trained manpower and its proper utilisation will be ensured.

Level I - Community

· Public mental health education

· Early recognition

· Continuity of care

· Family support: Family is the basic unit of the society and therefore supports, guidance and therapeutic programmes need to be provided so as to equip the family to cope up with its problems and also to utilise the possible resources.

· Reintegration of the ill persons by establishing day care centers at Grama/Block panchayath levels. The panchayath will be taking the lead in organsing the day care centres with the support of district units of the World Association of Psychosocial Rehabilitation (WAPR) which includes mental health professionals and carers. Linkage with district level psychiatric centres and mental health centres would remain through referral system and out reach services.

· Self help groups: user groups and carers can be empowered to help each others and also to develop, monitor and exert reasonable control over health care delivery systems. Care givers should be given support and assistance. Local bodies, non - governmental organisations religious organisations and user groups (recovered patients and their family members) will have a significant role to play at this level.

Level 2-Primary Health Care

· Early diagnosis - Training to Junior Public Health Nurses for early identification and referral

· Regular treatment and follow up: Psychiatry Units at District/Taluk level will be entrusting follow up of the patients to the Primary Health Centres. Necessary support and supervision to the primary health centres will be provided by the Psychiatry Units.

· Treatment of psychiatric emergencies

· Family support and education

· Integration of ill persons by establishing day care centres

· Rehabilitative advices

· Public mental health education

Level 3-Taluk Head Quarters/ Community Health Centers

· Function as the first referral point.

· Comprehensive psychiatric service

· Support service to Primary Health Centre with regard to difficult cases

· Provide brief hospitalisation for patients with psychiatric emergencies

· Family support and day care facilities

· Public mental health education

· Psychiatric services to institutionalised individuals-jails, observation units, certified schools/beggar homes

Level 4-District Hospitals

· Comprehensive psychiatric services

· Referral support for PHCs

· Day care facilities

· Support to NGOs-Half home/long term care

· Training of PHC doctors/health workers/NGO staff

· Family support

· Psychiatric support to institutionalised individuals-jails, observation units, certified schools/homes of the destitute and the disadvantaged groups.

· School/college mental health

· Public mental health education

· Intersectoral coordination

· Suicide prevention

· Drug de-addiction

Level 5-Mental Helath Centres

· Specialised services including rehabilitation services

· Mental Health Manpower developments: Clinical Psychologist, Psychiatric Social Workers and Psychiatric Nurses

· Continuing Medical education non District Level Staff

· Training of Administrators/training of trainers/opinion leaders

· Research

· Coordination with the Government

· Management of the medico legal cases and Long term care

· Institution-based Rehabilitation

Level 6-Medical Colleges

· Comprehensive psychiatric services including child mental health/drug dependency/elderly care/suicide prevention. Models of care will be developed to meet the objectives of the “ideal situation”.

· Referral support

· Training of medical students/Post graduate training

· Training of PHC staff/General Practitioners

· Research

· Support to NGOs

· Intersectoral co-ordination

· College/School mental health

· Rehabilitation

As when required medical colleges will render professional support to mental health centres.

6.3 
Equitable and balanced territorial distribution of resources

Coverage of under-served population will receive a high priority. Every effort will be made to introduce or strengthen mental health care first in those regions which are at present deprived of it or it is seriously deficient.

6.4 
integration of basic mental health care into the general health services

This will facilitate the application of mental health skills when dealing with patients without gross psychiatric disturbances. It will also enable the health worker to identify the psychosocial problems under the disguise of physical complaints and manage them more adequately. It will sensitize the primary health personnel of psycho-social factors contributing to ill-health and human suffering.

6.5
Linkage to community development

An important approach would be the involvement of State, District and Panchaythraj institutions in the implementation of the mental health programme to ensure community involvement in preventive efforts directed at psychosocial problems like problems of alcohol and drug abuse. behavioural problems of childhood and adolescence including delinquency, and other negative and eventually avoidable side effects of rapid socioeconomic change.

These needs for the linkage, calls for further research into issues of psychosocial factors. It is also important for the future development, the linkages with other sectors of the community are fostered like with housing, education, town planning, legal agencies, to enhance the total mental health care awareness as well for the application of mental health skills and knowledge for all persons.

6.6
 Range of activities for Mental Health at different levels

The service component will include the sub-programmes-treatment, rehabilitation and prevention.

(1) Treatment

The focus of the treatment sub-programme will be on the morbidity categories --specified forms of treatment and diagnostic work will be formulated in liaison with the Indian Psychiatric Society, Kerala State Branch, Indian Association of Clinical Psychologists and Indian Association of Psychiatric Social Workers Kerala Branch and also experts from Ayurveda, Homeopathy and other indigenous systems of medicines will be implemented by personnel at the following levels regional health system.

(a) 
Primary care at the village and sub centre level

Public Health Nurse and Health Supervisors will be trained to deal with the following problems within his own community under the supervision and support of the Medical Officer: (1) management of psychiatric emergencies (e.g., acute excitement, crisis situations) through simple crisis management skills and appropriate utilisation of specified medications. (2) administration and supervision of maintenance treatment for chronic psychiatric conditions in accordance with guidance by the supervisors, (3) recognition and management of grand ma! epilepsy (particularly in children) through utilisation of appropriate medicines under the guidance of medical officer, (4) liaison with local school teacher and patients in matters concerning the management of children with mental retardation and behavioural problems, (5) counseling in problems related to alcohol or drug abuse. These tasks will be performed in accordance with simple operational instructions included in the PHN’s manual. For each task, an appropriate difficulty/severity level will be specified, beyond which the problems would be automatically referred to the next level of health care.

(b) 
Primary Health Centre

The Medical Officers aided Health Supervisors will be trained to provide the following services: (1) supervision of PHN’s performance of specified mental health tasks, (2) elementary diagnostic assessment of cases, using diagnostic and management flowchart and performing standardized neurological examination, (3) treatment of functional psychoses, (4) treatment of uncomplicated cases of psychiatric disturbance associated with physical diseases like malaria, typhoid, mild to moderately severe depressive states, anxiety syndromes and initial stages of functional psychoses with appropriate drugs, (5) management of uncomplicated psychosocial problems without the use of drugs (6) epidemiological submitted periodically to the next echelon for review and planning future services, In a way similar to the PHN’s method of work, the Medical Officer will be guided by specific cut off points for referral of problems to a higher level of health service set up.

(C) 
Taluk Head Quarters Hospital

Psychiatry units established at Taluk level hospitals can function as the vital link between mental health care at the primary care setting and the general hospital setting. They can function as the first referral point. The services provided     will include:    (1) support service to Primary Health Centre with regard to difficult cases (2) provide brief hospitalization for patients with psychiatric emergencies. Linkage with District Hospitals, Medical College psychiatry Departments and Mental Health Centres can offer further referral and support service to the Taluk Hospitals.

(d) 
District Hospital

There is an urgent need for psychiatric specialists attached every district hospital as an integral part of the district health services. The services proved will include (1) medical consultation to the health centre’s medical officer with regard to “difficult” psychiatric disorders, (2) admit and provide brief hospital treatment for psychiatric patients presenting with problems like severe excitement, refusal of food etc. needing ECT or higher doses of psychotropic medication for short periods of time or for complicated neurotic problems. and district hospitals should have the capacity to allocate at any time under 30-60 beds to patients with psychiatric indication for admission, (3) the distinct hospital would have linkage with State Mental Health Centres and including Psychiatry Departments of medical colleges offer further referral facilities.

(e) 
Mental Health Centres and Teaching Psychiatric Units

These higher centres for psychiatric care will be actively and dynamically function with links to the periphery. They will provide the necessary help for the care of difficult patients and provide specialised facilities that are needed at this level are occupational therapy units, specialised psychotherapeutic help like group therapy, marital counseling and behaviour therapy.

In addition to this traditional role of being advanced centres of care, the above centres will form the centre for all mental health educational effort. They will be training psychiatrists who will function as leaders of a mental health care programme. They will also be the ones to delineate the clinical details of a care programme.

This envisages a change in the role of psychiatrist from a clinical specialist to a leader and planner of mental health services in the territory. He will devote only part of his time to clinical care of the patients, the greater part of this time is being spent in training and supervising nonspecialist health workers, who in turn will give basic health care in the community. Thus, the training of specialists should include instructions and supervised experience in the areas of training and supporting nonspecialist health staff. Most of the teaching psychiatric units both at general hospitals are poorly equipped and staffed at present. The need for strengthening of these important components of support system itself is evident and should receive adequate support for an overall mental health programme.

(ii) 
Rehabilitation sub-programme

Rehabilitation of psychiatric patients will be facilitated greatly by maintenance treatment of epileptics and psychotics in the community level by community-based rehabilitation programs. Day care centres will be established at the Block Panchayath level. Block Panchayats will be taking the lead in organizing the day care centres with help of district units of the world Association for Psychosocial Rehabilitation (WAPR) includes mental professionals and parents, relatives of the chronic mentally ill, local social, religious, cultural and educational organizations and local primary health centres. Linkage with the services at district level psychiatric centres and mental health centres would remain through referral system. Institution based-rehabilitation centres would be developed at district level as well as at higher referral centres.

(III) 
Prevention sub-programme

This component of the service programme will be community-based with only a limited involvement of health service personnel. The concept of risk reduction, including strengthening of protective factors should be used as the best available theoretical model for guiding interventions to prevent the onset of mental disorder.

In the mental health intervention spectrum “universal preventive interventions” are targeted to the general public or a whole population group that has not been identified on the basis of individual risk. Universal preventive interventions should continue to be supported in the areas of perinatal care, immunizations, safety standards such as use of helmets, control of the availability of alcohol. These programmes decrease brain injury and mental retardation which are conditions associated with mental disorders.

Selective interventions will be targeted to individual or a subgroup of population who is at the risk of developing mental illness higher than average. Home visit and infant day care for the low birth weight children, preschool programmes for all children from poor neighborhoods, and support groups for elderly widows are some of the important areas for selective intervention.

The indicated interventions for mental disorders are targeted to high risk individuals who are identified as having minimum but detectable signs or symptoms foreshadowing mental disorder. There is growing evidence that indicated intervention is possible in conditions like addictions, conduct disorders, depressive disorder, schizophrenic disorder, Alzhiemers disease and acute disturbance problems like suicidal attempts.

6.7
 Mental Health Promotion

The mental health promotion activities are important and it aims at increasing the ability to overcome frustration, stress, problems, enhancement of resilience, and resourcefulness. It will be provided to individuals, large groups, or large population to enhance competence, self esteem and sense of well being.

6.8
 Mental Health Training

Having accepted that mental health specialists like psychiatrists would not be enough in our state to deliver mental health care to all those who immediately require it, we have to think in terms of alternative general health services cadres like general medical doctors and paramedical health workers providing the first level of care. As an immediate solution we will have to train large number of staff and health personnel of all categories as possible in the minimum essentials of mental health tasks at their level of performance as outlined above.

However, for the future investments we must give to priority to the better training for undergraduate training of doctors, nurses and all other paramedical staff. Currently the medical undergraduate training is grossly inadequate. The obligatory psychiatric training during the five and a half year MBBS course is only two weeks. It is very important that the content of training is quickly altered in such a manner that a newly qualified doctor is able to discharge his responsibility for better mental health care in the community. It is equally important to include the essentials of mental health training in teaching programmes of nurses, public health administrators and health staff of primary care system. This single step on implementation can become an important resource of all future mental health programmes.

6.9
Addictive Disorders

Alcohol and other psychoactive substance disorders are chronic remitting relapsing brain disorders very often associated with various psychiatric and physical disorders. An effective and safe de-addiction could be given only at hospital setting having full fledged supporting medical specialties. It has been shown that the most effective way of tackling this escalating problem is through a public health approach. Training should be given to the doctors in such a way that this problem should be managed in the general medical care itself. De-addiction centres could be started at district and taluk level hospitals. The health workers should be provided with skills for the early detection and motivation, family counseling, referral and follow up of these patients. Strategies would be evolved for generating support systems like self help groups and recovery training groups in the community level itself

6.10 
Private Sector

The role of private sector in the delivery of mental health services of the State is significant. The most suitable areas in which they can substantially contribute are: crisis interventions, rehabilitation of the mentally ill and care of the elderly. It has been shown that significant proportion of people prefer to avail the service of the private sector. Private sectors could be broadly categorised into four levels (a) General Practice (b) Intermediate level Hospitals (c) Tertiary care Hospitals and (d) Private psychiatric hospitals and nursing homes. However, on the treatment part at present there is a shortage of psychiatric treatment in private sectors. Ways and means should be explored to encourage and promote mental health care in private sectors. The benefit of training and participation in various mental health related programmes will be made available to the persons working in the private sector as well as the benefits of the social welfare programmes will be made available to the persons working in the private sector. There should be a direct dialogue with the members of the private sector such as Qualified Private Medical Practitioners Association (QPMPA) with the following suggestions:

General Practice:

There is a good evidence to point out that approximately 20% of the patients approach the general practitioners due to the cause of emotional and psychosocial problems in the form of various physical symptoms. Measures should be taken to utilise this characteristic of our population, which is the high rate of physician contact to tackle this kind of mental health problem. Unfortunately, these patients have to pay a heavy price, at cost of no mental health component in General Practice. These patients are often wrongly labeled, unnecessarily investigated, medicated, referred and sometimes subjected to even surgical procedures. Burden arising out of this problem is enormous on the part of the patients as’ well as on the health care delivery system. Mental health training to the General Practitioners can be very useful strategy to tackle this problem. General practitioners can also play a significant role in managing psychiatric emergencies, treatment and follow up of common psychiatric ailments. Being the family physicians, they are in an ideal situation to generate family support, provide mental health education and encourage the patients to reintegrate in the community.

Intermediate level hospitals

Private General Hospitals having more than 100 beds will be encouraged to provide psychiatric services including crisis intervention, rehabilitation of the mentally ill persons and the elderly.

Tertiary care hospitals

The tertiary care hospitals can have their initiative in a number of specialised services like liaison psychiatry, child psychiatry, geriatric psychiatry arid dc-addiction services.

Psychiatric nursing homes/hospitals

Private sectors will be encouraged to set up psychiatric nursing homes and hospitals and rehabilitation centres within the parameters of Mental Health Act. Private psychiatric hospitals which do not offer facilities of custodial care will be considered in par with private general hospitals with psychiatry units.

6.11
 Nongovernmental Organisations :

The potentials of the nongovernmental organisations are immense. Mental health is an area where the role of NGO Sector is vital and has to be made use of widely. They are capable making innovative contributions in the field of community level of mental health services, Like crisis intervention, rehabilitation, family support, family education care of the elderly, suicide prevention etc. N.G.O sector works closely with the community for longer periods based on local needs. N.G.Os in Kerala are at present manned by qualified and skillful professionals especially in health sectors. Flexibility in operation and cost effectiveness in working, makes the N.G.Os to be suitable for involvement in every aspect of mental health to complement the efforts of the Government. It is important to identify various Governmental and Nongovernmental Organisations involved in the mental health activities and document their strengths and weaknesses and form an effective network. Those who are working in the N.G.O sector can be included for the training along with the doctors /non medical professional in PHCs. NG.O. sector can also be utilised for identifying and assessing the alternate systems of healing. Efforts will be made to encourage non-governmental organisations and religious organisations to carry out innovative mental health services.

6.12 
Other Systems of Mental Health Care

A significant proportion of health care delivery is carried out through systems like Ayurveda, Homeopathic, Unani etc. with a high degree of patient acceptability. All these systems will be encouraged to develop mental health care at the level of general practice, intermediate hospitals and those hospitals exclusively for mental health care. Every effort will be made to evaluate the efficacy of these systems of mental health care and also the culturally appropriate hygienic measures which can be encouraged for the promotion of mental health.

Ayurveda

Culturally appropriate hygienic principles of Ayurveda are useful measures to promote healthy living and also can be utilised for reducing risk and promoting protective factors of mental disorders. Therefore, it is desirable to incorporate these hygienic principles into the mental health education programmes and educational programmes.

Significant proportion of patients attending Ayurvedic outpatient departments are with psychosomatic disorders and there is an immense scope for improving this area of management by integrating mental health component into the Ayurvedic treatment. Basic mental health training can be provided for Ayurvedic doctors and selected nurses and other paramedical staff. Ayurvedic hygienic principles may be incorporated in all training programmes.

Psychiatric centres of modem medicine can provide official referral support. Efforts will be taken to start full fledged psychiatric departments in all Ayurveda Colleges and psychiatric units in all Ayurvedic District Hospitals with minimum five beds. Necessary measures will be taken to emphasize mental health training in undergraduate and post graduate curriculum. Provisions may be made to ensure the availability of services of clinical psychologists and psychiatric social workers in ayurvedic system of mental health care.

Efforts will be made to evaluate the efficacy of various treatment methods in ayurveda and an integrated multidisciplinary and multi system research will be encouraged.

Homoeopathy

In order to integrate mental health components to homeopathic system of care, mental health care is to be given special emphasis in the undergraduate training and provision of basic mental health training for homeopathic doctors. Efforts will be made to establish psychiatric departments in all the Homoeopathic Medical Colleges and will be encouraged to start a postgraduate course in homeopathic psychiatry. Referral support can be given by the psychiatric units of the government hospitals. The possibilities of evaluative and multi system research will be explored.

6.13
 Roles of  Mental Health Professionals

Clinical Psychologists

Clinical psychologists have a significant role to play in prevention, treatment and rehabilitation aspects of mental health. In the prevention field, Clinical psychologists can develop community based, school-based and work place-based models of prevention intervention programmes and community awareness programmes. With their special skills in psychometry, psycho diagnostics, psychotherapy, behavior therapy, clinical psychologists can make significant contributions in the clinical setting by improving the quality of assessment and development of suitable treatment strategies. In the rehabilitation aspect, Clinical psychologists services are to be made essential in the rehabilitation assessments and training of living skills.

Psychiatric Social Workers

Psychiatric Social Workers have a key role in the mental health team. In the community setting they can make significant contribution in the promotion of mental health by conducting awareness programmes on healthy living, premarital counseling for healthy family life and healthy child rearing practices. Working with children and youngsters, psychiatric social workers can help them in developing their personality and personality relationships and create awareness programmes against drug and alcohol abuse.

7

Needs for Co-operation and Coordination

7.1 
Linkage with General Health Care

The programme outlined is clearly and deliberately reaching beyond the traditional tasks of primary health care structure to provide basic psychiatric and mental health services. This means that at least at the grass root level of health care, mental health services will be totally integrated into the general health care delivery. A close cooperation of mental health professionals with other carriers of care is thus imperative. In fact it is hoped that mental health would become an integral part of all health and welfare endeavors in our country.

7.2
 Linkage with Social Welfare

A strong linkage of programmes should be with Social Welfare. In fact the split between agents of social welfare and mental health may have its roots in the artificial separation of psychological (intrapsychic) and social (communicative) phenomena. It would be seemed as an innovative achievement if their traditional splitting task could overcome in Kerala. The PHC physician and the district psychiatrist would do individually as well as social (eg. Marital) counseling, and would advise school or opening of a liquor shop in the village. A social worker could bring a destitute for psychiatric consultation and a psychiatrist refer a “complainer” to a worker for help in social needs.

7.3
 Linkage with School Health Programme

Social behavioural and learning problems in school health are likely to play a major role in their amelioration. Teachers would therefore have to be given adequate orientation in early diagnosis of most of the common mental health problems.

7.4
Linkage with Mental Health Centres and Medical Colleges

Necessary links with the mental hospital and medical colleges have already been mentioned. They will be centres for referral for special cases as well as centres of various teaching activities. On the other side, it is hoped that medical colleges will take advantage of the integrated mental health services to increase a community health component in their under and post graduate training

In addition they will be participating with state, national and international research organisations on various research projects in the field of mental health.

7.5
 State Advisory Group

An expert group from various field of mental health and other system of care will be constituted.

7.6
Periodic Review and Evaluation

In view of varying levels of development in different parts of the states, a certain amount of flexibility will be essential in the implementation of the programme. The proposed plan needs to be reviewed periodically for evaluation of goals achieved. In that aspect the present plan should be understood as an initial statement of intent rather than a rigid blue print for all future programmes. The State Advisory Group would have the blue print for all future programmes. The State Advisory Group would have the responsibility of regularly monitoring the progress of the programme.

7.7 
Legislative Requirements

Appropriate legislation for better implementation of national mental health programme would also have to be looked into.

8. Research

One basic feature of the programme will have to be continuous monitoring through evaluative research. Research will be focusing on four important areas like epidemiology, prevention intervention programmes, service utilisation and quality assurance. An additional focus will have to be on the evaluative on the effectiveness of the programme at different levels of functioning, from training of different levels of workers to mode of service delivery by these workers once trained.

In view of the scarcity of resources in India, the equilibrium between research and service efforts may have to be reconsidered. Modern research requires inputs from many sources. For a major programme like this, there should be a bilateral and multilateral collaborative research between state, national and international groups.

The guideline for the mental health research will be as follows:

1. 
Identification of the nature and extent of problem disorders in the community.

2. 
Identification and delineation risk of problem disorders in the community.

3. 
Design, conduct and analysis of pilot studies.

4. 
Design, conduct and analysis of large scale community trials.

5. Large scale implementation and on going evaluation of the intervention programme in the community.

Pursuing the rightful policy of creating a network of centres of excellence and research workers of excellence in the country and abroad, due consideration may have to be given to the orientation of such research efforts in the light of overall health policy of the state which is directed toward health for all by the year of 2000. Every system of medicine as practiced in Kerala should continue to conduct research in the field of mental health and exchange views and research data of mental enrichment and benefit.
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