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MESSAGE
Mental health problems are among the major challenges the health state's sector is
facing. Lack of adequate scientific data to guide policy and programs has been one of
the obstacles for development in this sector at national as well as state level.
I am glad to know that IMHANS has completed the mental health survey in Kerala as
part of the National Mental Health Survey. The survey provides us comprehensive and
reliable data regarding prevalence and patterns of mental illnesses and the state of our
services and resources in relation to mental health. Thus we are now better equipped to
deal with mental problems including substance use problems and suicide.
On this occasion I congratulate everybody involved in completing the survey including
IMHANS team and NIMHANS team . I thank Government of India and NIMHANS
team for selecting Kerala as one of the states included in the survey

K.K. Shailaja Teacher
Minister of Health and Family Welfare,
Government of Kerala.

Foreword

M

ental health problems contribute significantly to morbidity and mortality. Yet
robust epidemiological data on the prevalence of mental health problems is
lacking and poses a great impediment to plan mental health services across the state.
This is a national scenario and it is in this context that the ministry of Health and Family
Welfare, Govt. of India undertook to organize “the national mental health survey”
including assessment of resources and services available to meet the mental health
needs. The national mental health survey was implemented by the National Institute of
Mental Health and Neurosciences (NIMHANS), Bengaluru in collaboration with
partner institutions during 2015-16 in 12 states across the country.
The national mental health survey in Kerala was organized by IMHANS as a partner
institution, maintaining scientific rigor under the guidance of the national research
team from NIMHANS. Faculty from IMHANS and faculty from the department of
Community Medicine, Govt. Medical College, Kozhikode collaborated with the
NIMHANS team for the survey, which was undertaken in Pathanamthitta, Palakkad
and Thrissur districts in randomly selected wards of randomly selected taluks.Data
collection was done by trained staff from around 2470 individuals in these districts.
The national mental health survey provides data on the available mental health services
and infrastructure in our state and points to lacunae in mental health service delivery, in
addition to data on the prevalence of specific mental health problems.I hope that this
information will be used to plan and improve the quality of mental health care service
delivery in our state.
I am very happy that the Kerala data of the national mental health survey is being
released for general public by the Honourable health minister Smt. KK. Shailaja
Teacher on 4th of November 2017. The organization of the survey was a real learning
experience for our faculty and I am extremely thankful to the NIMHANS team and the
Govt. of India for selecting IMHANS to be part of this prestigious national
epidemiological study. I congratulate the faculty at IMHANS who organized the
survey in Kerala in a manner befitting an institution of academic excellence and made
us proud.
Dr.Krishnakumar. P
Director, IMHANS
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EXECUTIVE SUMMARY
Mental health is the foundation for wellbeing and effective functioning for an
individual and for a community. Psychiatric
disorders cause heavy burden on the society
world over. According to Global Burden of
Disease Report mental health problems are
among the first twenty leading causes of
disease burden: unipolar depressive disorder,
alcohol use disorders and self inflicted injuries.

morbidity, disability, service utilization
patterns and socio-economic burden. This was
supplemented with qualitative data obtained
by key informant interviews and focus group
discussions. Second component was a mental
health systems assessment which included 10
components of the mental health systems like
Policy, implementation mechanisms, services
and facilities available, budgetary resources,
burden and treatment gap, drugs availability
and related logistics, Inter-scetoral coordination, IEC activities, research for mental
health, etc.

There has been no comprehensive
epidemiological data regarding prevalence of
mental disorders for India. The available data
so far came from the individual studies done
by different researchers across the country with
varying methodologies. Prevalence rates of
psychiatric disorders in these studies varied
from 9/1000 to 370/1000. In this background
National Mental Health Survey- India,
estimates the prevalence of mental disorders,
disability due to mental disorders, service
utilization patterns of those affected with
mental illnesses, burden of care and also the
services and programmes and other resources
for mental health care and services. The study
was done in 12 states across the country for
getting data at the national level and Kerala
was included representing Southern India.
NIMHANS Institutional Ethics Committee
approved the master protocol for the conduct
of the study. NMHS was undertaken in Kerala
by IMHANS Kozhikode under guidance from
NIMHANS Bangalore.

The household survey used a multistage
randomized cluster sampling methodology. In
the state of Kerala, three districts were chosen
on a random basis: Thrissur, Palakkad and
Pathanamthitta. In these districts 6 talukas were
selected and 10 clusters were again randomly
selected from each of the talukas thus in all 60
clusters were selected. In the clusters,
households were chosen on a systematic
sampling basis. All individuals above 18 years
of age in the selected households were
interviewed. The individuals formed the unit
of analysis.
Field data collection as part of the survey
was done by eight field staff who were given
extensive and comprehensive training in
mental health, field survey methodology,
administering survey instruments and use of
tablet computer for survey. Ineach cluster after
mapping and house-listing the field staff would
identify the households to be surveyed. At each
house, initially the head of household was

The survey had two components. First
component was the household survey to assess
prevalence and pattern of psychiatric
1

• Neurotic and stress related disorders and
depression of all severity without psychotic
symptoms and alcohol and other substance
use disorderswere categorised as common
mental disorders. Prevalence of common
mental morbidity was 11.0%: depressive
disorder 2.49%; neurotic and stress related
disorders: 5.43%; and mental and
behavioral problems due to psychoactive
substance use 10.12%.Common mental
disorders were more common in men than
in women. However, there were variation
with respect to individual disorders with
substance use being more common
amongst males and depression being more
common amongst females.

interviewed to get socio-demographic detailsof
all the members of the household. After this,
all members above 18 years of age were
interviewed. Consent was obtained
individually from all the members.
The survey instruments included Mini
International Neuropsychiatric Interview- 6.0
(for general psychiatric morbidity including
substance use disorders), Tobacco use
questionnaire, Screeners for epilepsy
(GTCS),Intellectual Disability and Autism
Spectrum Disorders. For those with an
identified problemHealth treatment and care
questionnaire, Sheehan’s Disability
Questionnaire and Socio-economic impact
scale were administered. All these
questionnaires were programmed into tablet
computers and ensured proper data flow. Data
collected was transferred to server at
NIMHANS periodically.

• Schizophrenia and other psychotic
disorders with bipolar affective disorder
and severe depression with psychotic
symptoms were clubbed together as severe
mental disorders.Prevalence of Severe
mental disorders were 0.44%:
schizophrenia and other psychotic
disorders:0.19%; bipolar disorder:0.17%;
severe depression with psychotic
symptoms: 0.08%. Severe mental disorders
were also more common in men than in
women.

In Kerala, a total of 3149 individuals
were contacted and 2479 interviews completed
(response rate was 78.7%). The study was
designed to generate individual state level
estimates for any mental morbidity. Data was
analysed at NIMHANS and pooled national
level weighted estimates were arrived at for
the country.

• Neurotic and stress-related disorders
include
phobic
anxiety
disorders(3.19%)other anxiety disorders
(1.62%), panic disorder (0.89%), panic
disorder with limited symptoms (0.45%),
generalized anxiety disorders (0.28%),
obsessive compulsive disorder (2.48%),
and PTSD and adjustment disorder
(0.36%).

Key findings of NMHS-Kerala:
• Current overall prevalence of any mental
disorders is 11.36%. This includes
schizophrenia and other psychotic
disorders, depressive disorders, bipolar
affective disorder, neurotic and stress
related disorders and alcohol and other
substance use.

2

• Substance use disorders include: alcohol
use disorders (4.82%), tobacco use
disorders (7.22%) and other substance use
disorders (0.08%). All substance use
disorders are more common in men when
compared to women and with respect to
alcohol use by a factor of 150.

is 1962 (5.87 beds for 1,00,000
population). In addition there are several
psychiatry hospitals, clinics and psychiatry
units in private hospitals.
• The District Mental Health Program is
being run in all districts. There are 22
mobile mental health units, 43 day care
centres, 66 de-addiction units, 10
vocational training centres, 6 sheltered
workshops and 146 long stay homes.

• In this study the occurrence of generalized
tonic clonic seizure and has estimated a
prevalence of 0.38% and was more in
males and those aged between 50-59 years.

• While IEC activities were limited in their
scope as also mental health research. A key
issue was with respect to budgetary
allocation for mental health care which was
found to be wanting in terms of quantum
and also use of even available meagre
funds. The Mental Health System Assessment also observed challenges in intersectoral collaboration and underscored the
need for training both health and healthrelated sector for better mental health care.

• As per NCRB, the rate of suicides in 2014
was 23.9per 1,00,000 population. Those
who are at a high risk of suicidality was
estimated to be 2.23%.Both suicide risk
and rate of completed suicide are higher
amongst males compared to females.
With respect to Mental Health Systems
Assessment, Kerala is found to have a
better developed public health system and
mental health services. The key
observations are

• Monitoring of ongoing programs and
evaluation of the overall program
implementation was glaringly absent.

• State has a mental health policy but no
written action plan.

In conclusion, NMHS – Kerala 2016 has
shown that, high suicide risk, common mental
disorders and substance related disorders are
found to constitute most important threats to
mental health of the population of Kerala and
should become the priority in mental health
care plans. It is notable that in spite of advances
made on many aspects Kerala still don’t have
a mental health action plan. The number of
professionals need to increase and training for
general doctors and paramedical staff and
public awareness programs need to be stepped

• There were a total of 626 mental health
professionals within the state (psychiatrists:
400, clinical psychologists:211, and
psychiatric social workers: 15). Thus, for
every 1,00,000 population, there would be
1.2 psychiatrists, 0.63 clinical psychologists and 0.04 psychiatric social workers.
• There are 3 mental hospitals,7 medical
college psychiatry departments and 18
general hospital psychiatry units in
government sector. Beds available for
inpatients admission in government sector
3

up. The key recommendations which emanate
from the study are:

suicide helplines, life skills development
programs, etc,.

1. Establishing the Kerala State Advisory and
Monitoring Committee for Mental Health
2. Development of a State Level Action Plan
for enhancing mental health care in the state

6. Universal facility based screening for
alcohol disorders and consolidate Deaddiction services in both GO and NGO
sector

3. Strengthening of mental health programs
and services at taluka levels:

7. Systematic monitoring of implementation
of the Mental Health program,

4. Strengthen State Health Service with more
qualified manpower in the short and
medium term and develop a long term
strategy with perspective planning. Involve
primary care doctors and private general

8. Establish inter-sectoral linkages and coordination mechanisms especially with
other national health program like RCH,
NPCDCS, RKSK, RBSK, NHPCE, etc.,
which pertain to children, adolescent,
adults and elderly,

practitioners in program for addressing
common mental disorders through
opportunistic screening and development
of a training curricula

9. Strategise Public awareness programmes
and campaigns
Strengthen mental health research with
dedicated funding

5. Special program for suicide prevention to
be developed and implemented like Taluka

4

INTRODUCTION
One of the gravest issues in the field of
mental health globally is the huge treatment
gap which is particularly very high in
developing countries when compared to
developed countries . A number of strategies
are being discussed and implemented to
address this issue. Currently mental disorders
are included under the rubric of non
communicable diseases.

From time to time over last few decades,
international agencies including United
Nations, World Health Organization and World
Bank have stressed the importance of mental
health as a priority in all efforts to improve the
health and welfare of populations and also to
facilitate social and economic development .
World Health Report 2001 with “Mental
health- New Understanding New Hope” as its
theme stated that mental health is as important
as physical health to the overall well-being of
individuals, societies and countries . The report
also noted that only a small minority of the
450 million suffering from a mental or
behavioural disorder receive treatment. In
2007, Lancet published a series of six papers
about global mental health. The first paper in
this series titled “No health without mental
health” recognised that about 14% of the global
burden of disease has been attributed to
neuropsychiatric disorders. The paper pointed
out that mental disorders increase the risk for
communicable and non-communicable
diseases and contribute to unintentional and
intentional injury.

India started its National Mental Health
Program in 1982. Today even more than three
decades after starting National Mental Health
Programme (NMHP), the coverage has
reached only less than 50% of the districts.
Integration of mental health care with general
health care which was one of the important
goals of NMHP is still distant. The country had
its first national mental health policy being
brought out in the year 2014.
Kerala is ahead of all other Indian states
in terms of most health and development
indicators and desirable population
characteristics also. The advances made in the
health sector are partially a result of a
comparatively well organized public health
system in the state. Kerala has had a mental
health policy since 2003 and at present all
districts in the state have a functioning district
mental health program. Despite this, the state
is facing a number of challenges. Suicide rates
in the state have remained very high for more
than one decade. An aging population, high
rates of out-migration to other countries,
weakening social ties, high rates of alcohol use
disorders etc have had its toll on mental health.

Apart from its link with general health
and disability, mental illness makes persons
vulnerable and make individuals susceptible
to human rights violations. The connection
between mental health problems and suicide
is well acknowledged. Annually around 8
million commit suicide across the world. The
rates of substance abuse in a geographical area
are found to be correlated with crime rates in
the region.
5

neurotic and stress related disorders,
alcoholism, tobacco use etc. In addition,
characteristics of the available mental health
services and existing health systems were also
studied. Report on the national level survey
has been published and is available at the
website: http://indianmhs.nimhans.ac.in.

For any discussion about mental health
problems and required interventions to be
meaningful, the most important prerequisite is
reliable data. This can be primarily obtained
by epidemiological studies. Even though many
efforts have been made in the country to
document the epidemiology of mental health
problems, all these efforts were local in
coverage, limited in scope and varying in
methodology. These made general inferences
and comparisons almost impossible. A metaanalysis (Reddy and Chandrasekhar) of all the
important epidemiological studies done in the
country was providing the best available
estimates till now. It provided prevalence of a
few conditions including psychoses, mood
disorders, alcoholism etc. In the field of
substance abuse, National Survey on Extent,
Pattern and Treands of Drug Abuse in India
conducted by a collaborative effort of Ministry
of Social Justice and Empowerment,
Government of India and United Nations
Office on Drugs and Crime in 2000-2004
period provided national level data. In Kerala,
recently completed State Epidemiological
survey of Mental Disorders conducted by State
Mental Health Authority provided some
insights (Annexure 1).

The national level survey was conducted
in 12 states across the country using a
multistage stratified randomised methodology
for sampling. Kerala was one among the states
selected for the survey In the State, the
household survey was done in selected clusters
of selected talukas of three selected
districts,(Thrissur,
Palakkad
and
Pathanamthitta). The data thus collected was
added to data obtained from survey in other
States to arrive at national pooled estimates.
The analysis of data from the State of Kerala
provided State level estimates which are being
presented in this report.
It cannot be overemphasised that
National Mental Health Survey is a milestone
in the history of mental health care in country
as well as Kerala State. It is likely that this is
the best data available to guide service
development in the State. But any data gains
life only when it leads to action. It is hoped
that this report prompts and assists the State
Government and all other concerned agencies
in devising strategies and formulating action
plans for the advancement of mental health in
Kerala.

For the first time in the history of the
country, a nationwide, comprehensive survey
of mental health problems and related variables
has been carried out. This study aimed to
provide current and lifetime prevalence of
psychoses, depression, bipolar disorder,

6

METHODOLOGY
The mental health survey in Kerala
was conducted as part of the National Mental
Health Survey- India, a countrywide multicentered survey which studied the mental
health problems among individuals, At the
national level, the study was co-ordinated by
NIMHANS, Bangalore. The study was
conducted across 12 Indian states including
Kerala during 2014 – 2016. Details regarding
preparatory activities, national level planning,
pilot survey, selection of survey states,
sampling, survey tools and monitoring and
analysis applicable to all survey states are
available in the national report of National
Mental Health Survey.

persons’ team (RPT) which assisted the
state team in training of field staff and in
resurvey.
2. State Advisory Board: The functions of
state advisory board were to facilitate the
conduct of the survey in the state and to
advice on the state mental health systems
assessment. Members of the team are listed
at the beginning of this report.
3. NIMHANS –NMHS state support team:
The state team was supported by a team of
experts from NIMHANS. The team
included one member each from psychiatry,
epidemiology, clinical psychology and
psychiatric social work departments of
NIMHANS.

The study was conducted in the state
by IMHANS, Kozhikode. Ethical approval for
the study in the state was obtained from
Institutional ethics Committee of Government
Medical College, Kozhikode. The data from
the state was analyzed separately to arrive at
inferences specific for the state.

4. NMHS state data collection team: Actual
field level data collection for the survey
was carried out by a team of eight field data
collectors. The data collection staff were
persons having postgraduate qualification
in psychology, social work, social sciences
or psychiatric nursing. One of the field data
collectors was given charge of co-ordinator
of the team. The field data collectors were
given 6 weeks training before starting data
collection. During the training period the
staff were imparted sufficient knowledge
and skills in mental health and in field data
collection using the designated study tools
and tablet computers.

Project Management:
1. NMHS Kerala state team: The state team
comprised of 4 members including one
principal investigator (psychiatrist), one
co-principal investigator (public health and
epidemiology expert) and two coinvestigators (one psychiatrist and one
public health-epidemiology expert). The
members of the state team were provided
training in study methodology, tools used
and data collection procedures at the
national level meetings held at NIMHANS.
A team of faculty members and clinical
staff of IMHANS constituted the resource

The objectives of the study at state level
were the following:
1. To estimate the prevalence and pattern of
mental, neurological and substance use
7

using stratified random sampling technique
based on district level poverty estimates) and
talukas within the states constituted the
Primary and Secondary Sampling Units,
respectively, and individuals within the
identified households formed the unit of
analysis. The numbers of rural, urban metro
and urban non-metro clusters were selected
based on their respective proportions for the
state. Within each cluster, all eligible members
(>=18 years) within the households selected
using systematic random sampling method
were interviewed. Totally 2479 individuals
were interviewed. The districts, talukas and
clusters are listed in table-1.

disorders in a representative population
adults (age above 18 years) in the state.
2. To identify the healthcare seeking and
service utilization patterns of persons
having mental health problems.
3. To study the mental health systems in the
state including the resources and facilities
available for care of persons with mental
health problems.

Components of NMHS:
NMHS had two components:
1. Study to assess prevalence and pattern of
mental disorders, disability, burden and
service utilization patterns of persons
having mental health problems. Main data
collection for this study employed
household survey and quantitative
techniques. This data was supplemented by
qualitative assessments including key
informant interviews and focus group
discussions to obtain data regarding aspects
of mental health and care utilization which
were difficult to obtain by household
survey.

Household Survey
Table 1: Sampling framework of National
Mental Health Survey in Kerala (Selection
of households& individuals)
Total no. of Districts
No of Districts Selected
Total no. of Taluka in the
selected Districts
No of Taluka Selected
Total no. of Clusters in the
Selected Taluka
No. of Clusters selected

2. State mental health systems assessment to
assess the services and resources available
in the state to address mental health
problems of the population.

Total no. of Households in
the selected Clusters
Total no. of Households
Contacted
Total no of Households
interviewed

Sampling:
The overall study design of the NMHS
was multi-stage, stratified, random cluster
sampling technique, with random selection
based on Probability Proportionate to Size at
each stage (MSRS-PPS).A multi stage
sampling was adopted (District Æ TalukaÆ
Village / WardÆ HH). The state constituted
the sampling frame. The districts (selected

Total no of eligible
Individuals in the selected
households (>18 years)
Total no of eligible
Individuals interviewed
8

14
3
15
6
265
60

1,92,569
1223
926
(75.7%)

3149
2479
(78.7%)

StudyInstruments

was sought. Approvals were obtained from
all other local authorities using the ‘doorknock’ method.

All data collection instruments for field
survey were translated into Malayalam.
Translated instruments were checked for
social and cultural appropriateness, backtranslated and then appropriate changes made
for the final versions, which were then fieldtested before use. (Details regarding the
instruments including rationale for choosing
them are described in the NMHS IndiaNational Report)

B. Selection of households and respondents
a. House listing exercise: All inhabited
HH were numbered in a systematic
manner, after drawing a local area map.
b. Calculation of Sampling Interval (SI):
SI was calculated as “No. of HH in the
cluster/15”. In case of a decimal
number, it was rounded off to the higher
number.

1. Socio-demographic form.
2. Mini International Neuro-psychiatric
Interview (MINI) version 6.0.0.
3. Intellectual Disability
Questionnaire.

c. Locating the first and other HH: In a
randomly selected street from the centre
of the cluster, the first HH was located
as the HH corresponding to the last digit
on a currency note. The 2nd and
subsequent HH were selected by adding
the SI to the number of the 1st HH, and
so on.

Screening

4. Epilepsy Questionnaire.
5. Tobacco use questionnaire
6. Health treatment and care questionnaire
7. Socio-economic impact

After selecting the HH for the survey, the
study coordinator allocated a set of HH to
each member of the data collection team.
In a given selected HH, all resident
members were enlisted, with the help of a
responsible member of the HH. All
members over the age of 18 years were
included in the survey. If an eligible
member was available, the interview was
conducted after obtaining consent. Written
informed consent was sought from each
eligible member in the household. In case
a household refused consent the next
selected household was contacted.
Preferably, all eligible members in a
household were interviewed on the first day
of contact. If some eligible members could

8. Disability assessment

Data Collection Process
A. Preparatory activities for field work
Districts selected for the survey were
located on ‘google map’ and marked. The
survey team moved to the particular district
to stay there for the duration of survey work
in that district. A monthly micro-plan was
devised separately for each district.
Important government officials including
District Medical Officer, Superintendent of
Police, District Commissioner of Police,
and District Forest Officer in the districts
were informed about the conduct of the
NMHS in the districts and their support
9

Data Analysis

not be contacted, two more visits to the HH
were planned, preferably on a holiday or
when the individual was available, after
discussion with the head of the HH. If even
after the 3rd visit the individual was not
met, he/she was considered a nonresponder.

Data collected and compiled at the state
level by the state team was transferred to
NIMHANS for data processing. Individual
frequencies and descriptive statistics were
obtained for the population. Weighted
prevalence rates and estimates were obtained
for any mental morbidity and also select
conditions. Weighted prevalence rates were
estimated for all mental disorders including
tobacco use disorder, epilepsy and Intellectual
Disability. The state estimates have been
calculated based on the probability of selection
of districts and tehsils for design weight
calculation. The unweighted estimates were
obtained first, followed by the development
of weighted estimates for all conditions as per
The International Classification of Disease,
th
10 revision, Diagnostic Criteria for Research
(ICD 10 DCR). Current (Point) prevalence is
reported for all diagnostic groups, and both
current and lifetime prevalence (ever in the life
of an individual in the past) is reported for
select conditions under F20-29, F30-39 and
panic disorder. Final dataset pertaining to
Kerala, with weights incorporated in it, were
transferred to the state team for the
development of the state report.

C. Data collection and transfer
The field staff administered the ‘study
instruments’ using tablet computers (Dell
Venue 8 Pro 5000 series). A specific flow
of the interview was set. At the end of each
working day, all FDCs backed up the data
on the tablets, and a copy of the backup
was made on an external hard drive by the
Study coordinator. Once every week, the
state team made another copy of the backed
up data. Data was uploaded on a secure
server accessible online, as directed by the
coordinating center.

Monitoring and Quality Assurance:
To maintain quality assurance, several
steps were built into the protocol (i) monitoring
of activities on daily, weekly and fortnightly
intervals, (ii) certification of training for data
collectors to ensure high levels of inter-rater
reliability, (iii) regular data checks and
feedback and (iv) 5% validation re-interviews
by Field Data Collector supervisors and PIs of
the respective states.

Qualitative studies:
In addition to the household survey,
Focus Group Discussions (FGDs) and Key
Informant Interviews (KIIs) were undertaken
to provide qualitative information regarding
certain areas, where it was felt that the survey
method may not be adequately informative.
These areas included patterns of substance
abuse (both licit and illicit substances), issues

The re-interview data was analysed to
study the agreement between the interviews
and re-interviews and had a kappa value of 0.54
indicating that the agreement was satisfactory.
Details of measures built into the survey at
national level are described in NMHS-India
report.
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relating to mental illness with homelessness,
the perceived treatment gap, stigma experienced around mental health and the barriers/
challenges to mental health care delivery.

7. Financing & budgetary provisions for
mental health
8. Intra- and inter-sectoral collaboration
9. Social welfare activities; engagement of
civil societies in mental health programmes

Four of the FGDs were done in the
survey districts and selected group of people
from the locality participated. One FGD in
which participants were doctors was conducted
at Kozhikode. Three of the KII were done with
psychiatrists, one with physician and three
were done with pharmacists.

10. Information, Education and Communication activities and monitoring.
The co-principal investigator for NMHS in the
state took upon the role of SMHSA
coordinator, who worked under the guidance
of the NIMHANS team to identify various
sources of data. A list of relevant data sources
was supplied by NIMHANS team. In addition,
a number of key personnel including
government officials, office bearers of
professional organizations, Non Governmental
organisations etc were contacted personally.
All collected data was periodically shared with
NIMHANS, for checks on the utility and
accuracy of data. Data collection was done
from September 2015 to March 2016.Once the
data status was finalized, a set of 20
quantitative and 10 qualitative indicators
covering 10 essential domains of the mental
health system, based on a scoring pattern was
developed for assessment.

State Mental Health System Assessment
State Mental Health System Assessment
(SMHSA) was designed to systematically
assess the existing services and resources
relevant to mental health available in the state.
SMHSA assessed both health and healthrelated resources for mental health activities/
programmes and examined the status of mental
health services and programme.

Methodology:
Tools were designed for the state and
district level mental health systems assessment
by the coordinating team at NIMHANS. The
final tool had a set of 10 domains, with subdomains.

A state level consensus meeting was
held at the Directorate of Health Services at
Thriuvananthapuram. Representatives of state
administration, representatives from major
mental health institutions in the state, as well
as representative from NIMHANS core team
attended this meeting. Data gathered by the
NMHS state team was presented to arrive at
general consensus and authenticate the
findings. Consensus was also sought on the
state level indicators. Following the state
consensus meeting, the SMHSA report was

1. General information about the state
2. General health resources in the state
3. Existing mental health systems and
resources in the state
4. Mental health policy & action plan
5. State authorities responsible for mental
health activities
6. Legislation and implementation related to
mental health
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revised by the NMHS state team, based on the
discussions held during the meeting. The
NIMHANS team again checked the final set
of documents (completed SMHSA proforma
and the state score card with indicator values)
and data from the final version was used to
refine indicators as well as the state scorecard.

availability of drugs, IEC materials and health
education activities, intra &intersectoral
collaboration, implementation status of
legislation and monitoring. Each of these
mental health system assessment indicators
were rated in a scale of 0 to 10. The score
decided for each of these indicators were based
on the information available from various
reliable sources regarding the mental health
resources in the state of Kerala. Later on the
scores for each indicator were confirmed as
per the general consensus of experts of various
fields in the state level consensus meeting.

Ten indicators had been identified to
assess the mental health system of the state.
The indicators were – mental health policy,
mental health action plan, state mental health
co-ordination mechanism, budget for mental
health, training programme for mental health,

Figure 1: Overview of data collection process under SMHSA

Secondary data
collection

SMHSA proforma
development

Individual State
factsheet/Score
card finalisation

Transfer to
NIMHANS

Review and
discussion

State expert
consensus meeting/
review of factsheet

Development of
Indicators and State
score card

Data analysis
Data sent to NIMHANS was analysed by the NIMHANS team. Analysed data was sent to state
team with interpretations.

12

Field Data Collection staff: Najma KC, Martina Mathew, Jihad CK, Jaison John, Aboobacker
Siddhique, Tijo Thomas, Midhun P, Barnadin Shibu

Training in progress

Supervisory visit from NIMHANS

In the field

Focus Group Discussion at Manalur

Focus group discussion at Palakkad

Foucs group discussion at Poovanchira

Focus group discussion of doctors at Kozhikode-Participants

Consensus Meeting at Thiruvananthapuram: Dr. Ramesh R, Dr. Bindu Mohan, Dr. Jagadeesan,
Dr. Ramkumar, Dr. Shibukumar, Dr. Nitha Vijayan, Dr. Pradeep BS, Dr. Sreelatha,
Dr. Jayaprakash, Dr. Krishnakumar

Key informant interviews

RESULTS
MENTAL MORBIDITY SURVEY
GENERAL INFORMATION ABOUT THE STATE OF KERALA
The state of Kerala has 14 districts, as of 2016. The administrative and economic
characteristics of the state are presented in table-2.
Table 2: Administrative and economic characteristics of Kerala
Characteristics

Sl. No
1

Districts*(n)

14

2

Districts as on 2016# (n)

14

3

Taluka/Sub-district * (n)

63

4

Villages* (n)

5

Towns with 1 lakh to <1 million population* (n)

11

6

Million plus cities*(n)

7

7

Per capita income in 2013-2014 (in INR) $

8

Poverty Headcount Ratio$$

1,018

1,03,820
8.08

Source: *Census 2011; $-Central Statistical Organization; $$-NSSO 68th round.

SAMPLE SELECTION AND CHARACTERISTICS
Table-3 compares the socio-demographic characteristics of the sample with the
characteristics of the State’s population. It can
be seen that gender distribution is slightly
different from state population figures with
females constituting 57.6% in the surveyed
group while the population figure is 52.02 %.
Literacy rates are slightly higher in the survey
sample. Percentage of urban population is
almost equal to the rural population.

A representative sampling frame for the
NMHS was selected. The 60 clusters needed
for the survey were identified in 6 talukas, from
3 Districts in the state. A total of 1223
households, with 3149 eligible individuals,
were contacted. The final sample size achieved
in this survey was 2479 adults from 926
households, i.e. a response rate of 78.7%%.
Details of the sampling framework for the state
are presented in table-1
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Table-3: Comparison of socio-demographic characteristics of the sample with the population
characteristics of Kerala
Sl. No

Characteristics

State*

Sample

1

Population

3.34 crores

2479

2

Sex ratio (females per 1000 males)

1084

1358

3

Male population (%)

47.98

42.39

4

Female population (%)

52.02

57.6

5

<18 years age groups (%)

28.15

—

6

60 years and above age groups (%)

12.55

25.97

7

Overall literacy rate (%)

94.00

95.40

7.1

Male literacy rate (%)

96.11

97.53

7.2

Female literacy rate (%)

92.07

93.84

8

Urban population (%)

47.70

47.91

9

Tribal population (%)

1.45

—

*Source: Census 2011
FINDINGS FROM THE HOUSEHOLD SURVEY
A. Overall prevalence rates for mental
morbidity

survey, it is estimated that nearly 2.8 million
persons above 18 years of age are suffering
from any mental morbidity (excluding tobacco
use disorders). If tobacco use disorders are
included, then the estimated numbers are likely
to be in the range of 4.5 million. The most
common mental health problems are substance
use disorders (mainly tobacco and alcohol),
depressive disorders and neurotic & stress
related disorders (mainly phobic anxiety
disorder and agoraphobia).

Prevalence rates for mental morbidity,
in terms of individual diagnostic categories in
the ICD-10-DCR, are presented in Table-4.
Rates are reported separately for substance use
disorders and all other mental morbidities.
Current prevalence of any mental morbidity
was 11.36% in the study subjects. 10.12% of
the respondents reported mental and
behavioural problems due to psychoactive
substance use. Based on the results of this
14

Table-4: Weighted Prevalence (in %) of Mental morbidity as per ICD-10 DCR among adults
18+ years (n=2479)
ICD-10 DCR

Lifetime
(95% CI)
14.14
(13.80-14.48)

Any mental morbidity
F10-F19-Mental and behavioral problems
due to psychoactive substance use
F10 Alcohol use disorder
F11-F19, except F17 Other substance
use disorder
F17 Tobacco use disorders
F20-F29 Schizophrenia and other
psychotic disorders
F30-39 Mood (Affective) disorder

10.12
(9.82-10.41)
4.82
(4.61-5.03)
0.08
(0.05-0.1)
7.22
(6.96-7.47)
0.6
(0.52-0.67)
6.22
(5.98-6.45)
0.72
(0.64-0.81)
5.54
(5.31-5.76)
5.63
(5.4-5.85)

F30-31 Bipolar Affective disorder
F32-33 Depressive disorders
F40-F48 Neurotic and stress
related disorders
F40 Phobic anxiety disorders

Current
(95% CI)
11.36
(11.05-11.67)

0.19
(0.15-0.24)
2.62
(2.47-2.78)
0.17
(0.13-0.21)
2.49
(2.34-2.65)
5.43
(5.21-5.66)

3.19
(3.02-3.37)
2.9
(2.73-3.06)
0.47
(0.4-0.53)

F40.0 Agoraphobia
F40.1 Social Phobia
F41 Other Anxiety disorders

1.9
(1.77-2.03)
1.21
(1.1-1.31)

F41.0 Panic disorder
F 41.1 Generalized Anxiety Disorder
F41.9 Panic disorder with limited symptoms
F42 Obsessive Compulsive Disorder
F42.0 to 42.8 OCD current
F42.9 OCD NOS
F43 Reaction to severe stress and
adjustment disorders (PTSD)
15

1.62
(1.49-1.74)
0.89
(0.79-0.98)

0.28
(0.23-0.33)
0.45
(0.39-0.52)
1.93
(1.79-2.06)
0.55
(0.48-0.63)
1.93
(1.79-2.06)
0.36
(0.3-0.42)

disorders. On the other hand, severe mental
disorders include Schizophrenia and other
psychotic disorders, bipolar affective disorders,
and severe depression with psychotic features.
Distribution of these disorders in the surveyed
sample is presented in Figure -2.

Common and severe mental morbidity in
the state of Kerala
Common mental disorders include depressive
disorders (mild, moderate and severe without
psychotic features), neurotic and stress related
disorders and alcohol and other substance use

Fig-2. Distribution of common and severe mental morbidity
Mental health
Problems
wp: 11.36%

Common mental
disorders with SUD
wp: 11.00%

Any substance use
disorder without
toabacco
wp : 4.82%

Neurotic and stress
related disorders
wp: 5.43%

Severe mental
disorders
wp : 0.44%

Depressove
disorders
wp: 2.49%

Bipolar affective
disorder
wp: 0.17%

Common mental morbidity was reported
in 11% of the sample (Table-5). These were
most prevalent in the 50-59 years age group
(13.94%). This may probably be explained by
high prevalence of depressive and substance
use disorders in this age group. Common

Psychotic
disorders
wp: 0.19%

Severe depression
with psychotic
features
wp: 0.08%

mental disorders are found to be much more
prevalent in males (14.96%) compared to
females (8.12%). This can be explained by the
higher prevalence of substance use disorders
among males.

Table -5: Prevalence of common mental morbidity by age, gender and residence (%)
Characteristics

Lifetime (95% CI)

Current (95% CI)

Total
Age group
18-29
30-39
40-49
50-59
60 and above
Gender
Female
Male
Place of Residence
Rural
Urban non-metro
Urban metro

13.4 (13.07-13.74)

11.0 (10.69-11.31)

12.36 (11.67-13.04)
9.44 (8.84-10.05)
13.89 (13.05-14.74) 12.63 (11.82-13.45)
12.84 (12.08-13.61) 10.02 (9.33-10.71)
17.15 (16.26-18.05) 13.94 (13.12-14.76)
11.93 (11.31-12.55) 10.17 (9.59-10.75)
11.33 (10.92-11.74)
16.22 (15.67-16.78)

8.12 (7.77-8.48)
14.96 (14.42-15.5)

11.98 (11.53-12.42)
9.55 (9.14-9.95)
13.62 (12.56-14.68) 11.71 (10.72-12.71)
15.16 (14.6-15.72) 12.73 (12.21-13.25)
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Severe mental morbidity was present in
0.44% of the sample (Table-6). The prevalence
was highest in those above 60 years of age
(0.97%), was higher in males (0.55%) and in
those from urban metro areas (0.65%). Both

lifetime and current prevalence of severe
mental disorders are much higher in males
compared to females. The reasons for this is
not clear.

Table-6: Prevalence of severe mental morbidity by age, gender and residence (%)
Characteristics

Lifetime (95% CI)

Current (95% CI)

1.35 (1.24-1.47)

0.44
(0.37-0.5)

18-29

0.57
(0.41-0.73)

0.19
(0.1-0.28)

30-39

1.53
(1.23-1.83)

0.2
(0.09-0.31)

40-49

1.75
(1.45-2.05)

0.59
(0.41-0.76)

50-59

1.18
(0.93-1.44)

0.00

1.75
(1.5-2)

0.97
(0.79-1.16)

Female

0.98
(0.85-1.11)

0.35
(0.28-0.43)

Male

1.86
(1.66-2.06)

0.55
(0.44-0.67)

Rural

1.08
(0.94-1.23)

0.36
(0.28-0.45)

Urban non-metro

0.42
(0.22-0.62)

NA

Urban metro

1.94
(1.72-2.15)

0.65
(0.52-0.77)

Total
Age group

60 and above
Gender

Residence

Socio-economic factors

seen from table-7 that the lowest income group
has a much higher morbidity (13.92%)
compared to the highest income group
(9.63%). But it can be observed that there is
no unidirectional variation with income level.

Socio-economic factors could play a role
in the access to and pattern of help seeking
for mental health problems. Interestingly, the
prevalence of mental morbidity in the sample
varied across socio-economic strata. It can be
17

Table-7: Prevalence of mental morbidity as per socioeconomic characteristics (%)
Income quintile

Life time (95-CI)

Current (95-CI)

Total

14.14 (13.80-14.48)

11.36 (11.05-11.67)

Lowest quintile

17.51 (16.70-18.32)

13.92 (13.18-14.65)

Second quintile

13.21 (12.47-13.96)

10.22 (9.55-10.88)

Middle quintile

15.90 (15.05-16.75)

13.22 (12.44-14.01)

Fourth quintile

12.57 (11.86-13.29)

10.06 (9.41-10.7)

Highest quintile

11.54 (10.84-12.24)

9.63 (8.99-10.28)

B. Prevalence rates for individual disorders
with respect to demographic and socio
economic characteristics
Age group
The age distributions of those affected
with mental illness have public health relevance in terms of screening for the disorders
in the community and designing healthcare
delivery systems targeting the demand. From
the table-8 below it can be seen that schizophr-

enia and other psychotic disorders is most
prevalent in the 60 years and above group.
Depressive disorders are most prevalent in the
50-59 years age group (4.73%), while neurotic
and stress related disorders were most common
in the 18-29 years group (6.25%). Tobacco use
disorder shows increasing prevalence with
increasing age and is most prevalent in those
aged 60 years and above. Alcohol use disorder
is more prevalent among 30-39 year old
(6.71%) and 50-59 year old groups (6.65%).

Table -8:Current Prevalence rates of individual disorders with respect to Age group

Disorder

Prevalence Prevalence Prevalence Prevalence
Total Prevalence
among among 60
among
among
prevalence among
50-59 and above
30-39
40-49
18-29
(%)
years (%) years (%) years (%) years (%)
(95% CI) years (%)
(95% CI) (95% CI) (95% CI) (95% CI) (95% CI)

Schizophrenia &
other psychotic
disorders

0.22
(0.14-0.29)

Mood disorders

4.73
1.1
2.62
3.54
0.73
2.86
(2.47-2.78) (0.88-1.31) (0.52-0.94) (2.48-3.24) (4.22-5.23) (3.18-3.89)

Depressive
disorders

4.73
0.91
2.49
0.73
2.63
3.37
(2.34-2.65) (0.71-1.1) (0.52-0.94) (2.26-3) (4.22-5.23) (3.03-3.72)

Neurotic and stress
related disorders

5.66
6.25
5.42
5.21
6.18
3.88
(5.2-5.65) (5.75-6.75) (5.59-6.77) (3.44-4.33) (5.11-6.2) (4.78-5.63)

Any substance use
disorder#

6.65
2.86
4.82
6.71
5.02
3.99
(6.06-7.24)
(2.51-3.2)
(4.61-5.03)
(6.1-7.33) (4.52-5.53)
(3.61-4.36)

Tobacco use
disorder

10.63
1.1
7.22
7.23
7.38
10.08
(6.96-7.47) (0.88-1.31) (6.59-7.86) (6.78-7.98) (9.9-11.36) (9.51-10.66)

00

0.2
0.18
(0.09-0.31) (0.08-0.27)

0.00

0.49
(0.35-0.62)

6.65
2.86
4.82
6.71
5.02
3.99
Alcohol use
(4.61-5.03) (2.51-3.2) (6.1-7.33) (4.52-5.53) (6.06-7.24) (3.61-4.36)
disorder
# Except Tobacco use disorder
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Gender

neurotic and stress related disorders (Table9).The differences between genders in
prevalence of any substance use disorder other
than tobacco use disorders (11.26% vs 0.07%),
alcohol use disorders (11.26%vs 0.07%) and
tobacco use disorders (14.16% vs 2.11%) are
huge which again corresponds with the usually
observed pattern.

Psychiatric disorders show gender
differences in prevalence like many general
medical conditions. In the current study,
prevalence of substance use disorders and
psychotic disorders are found to be higher
among males which is in line with what is
expected (Table-9). Females had a higher
prevalence of depressive disorders and

Table -9: Gender-wise current prevalence rates of individual disorders
Total prevalence
[%(95%CI)]

Prevalence in
Males
[%(95%CI)]

Prevalence in
Females
[%(95%CI)]

Any substance use disorder#

4.82
(4.61-5.03)

11.26
(10.79-11.74)

0.07
(0.04-0.11)

Tobacco use disorder

7.22
(6.96-7.47)

14.16
(13.63-14.68)

2.11
(1.93-2.3)

Alcohol use disorder

4.82
(4.61-5.03)

11.26
(10.79-11.74)

0.07
(0.04-0.11)

Schizophrenia & other
psychotic disorders

0.22
(0.14-0.29)

0.25
(0.18-0.33)

0.15
(0.1-0.2)

Mood disorder

2.62
(2.47-2.78)

2.54
(2.3-2.77)

2.68
(2.48-2.89)

Depressive disorders

2.49
(2.34-2.65)

2.44
(2.2-2.67)

2.54
(2.33-2.74)

Neurotic and stress
related disorders

5.42
(5.2-5.65)

3.98
(3.68-4.27)

6.51
(6.19-6.83)

Disorder

# Except Tobacco use disorder
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Figure -2: Prevalence of mental morbidity across gender

* Substance use disorder excluding tobacco
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Domicile:
This survey did not find any consistent
pattern of variation common to all disorders
across areas of residence in the State. Alcohol
use disorders are most prevalent in urban nonmetro (6.44%) and least in rural areas (4.06%).
Tobacco use disorders are most common in
rural areas and comparatively less common in
urban non metro (8.86% vs 4.14%). Depressive
disorders are more prevalent in urban metro
(2.8%) compared to urban non metro and rural
regions (2.43% and 2.27%) respectively. It is

notable that the rates of neurotic and stress
related disorders in urban metro (7.34%) is
more than double the rates in urban non metro.
This finding is important considering the fact
that these disorders are among the more
prevalent mental health problems in the
community. The difference seen in rates of
schizophrenia and psychotic disorders between
places of residence cannot be commented upon
considering the very low number of cases
identified in the survey.

Table -10: Prevalence rates of individual disorders with respect to Place of residence

Disorder

Prevalence in
Prevalence in
Total
prevalence
Urban
Urban metro
Prevalence
in Rural
non-metro
[%(95%CI)] [%(95%CI)] [%(95%CI)] [%(95%CI)]

Any substance use disorder#

4.82
(4.61-5.03)

4.06
(3.78-4.33)

6.44
(5.68-7.2)

5.38
(5.02-5.73)

Tobacco use disorder

7.22
(6.96-7.47)

8.86
(8.47-9.25)

4.14
5.91
(3.52-4.75) (5.55-6.28)

Alcohol use disorder

4.82
(4.61-5.03)

4.06
(3.78-4.33)

6.44
(5.68-7.2)

5.38
(5.02-5.73)

Schizophrenia & other
psychotic disorders

0.22
(0.14-0.29)

0.21
(0.15-0.28)

0.00

0.22
(0.14-0.29)

Mood disorders

2.62
(2.47-2.78)

2.27
(2.07-2.48)

2.43
(1.95-2.9)

3.12
(2.85-3.39)

Depressive disorders

2.49
(2.34-2.65)

2.27
(2.07-2.48)

2.43
(1.95-2.9)

2.8
(2.54-3.05)

Neurotic and stress
related disorders

5.42
(5.2-5.65)

4.4
(4.12-4.68)

3.17
7.34
(2.63-3.71) (6.93-7.74)

*Reporting of weighted estimates or the small numbers of cases may contribute to such prevalence
estimates
# Except Tobacco use disorder
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Figure 5: Distribution of mental morbidity across place of residence

* Substance use disorder excluding tobacco
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C. Prevalence rates of Intellectual
Disability and Epilepsy

0.25% respectively. There were no cases
identified from urban non metro.

Intellectual disability

D. Suicide incidence rate and high suicide
risk

Screening questions were used to
explore the general impression about
intellectual functioning since birth. The
prevalence of intellectual disability was found
to be 0.39% (95%CI=0.4-0.41). Among the
different age groups, the prevalence varied
between 0.00 - 1.0%, with the highest
prevalence in the 30-39 years group (1.0%).
Gender difference in prevalence was noted
with males at 0.65% and females
0.19%.Difference in prevalence with respect
to domicile was minimal – urban metro 0.43%,
urban non-metro 0.42% and rural 0.39%.
Epilepsy
The screening questions used in this
survey were such that they would capture only
generalized tonic clonic seizures. A prevalence
rate of 0.38% (95%CI=0.32-0.44) was found
with 0.5% in males and 0.3% in females.
Among the age groups, prevalence rate was
highest in the 50-59 years group (0.74%) and
lowest in 30-39 years (0%). Urban metro and
rural areas had a prevalence of 0.65% and

Suicide incidence rate
Suicide rates in the state of Kerala were
obtained from the State Crime Records Bureau,
for the year 2014-15. Suicide rates are usually
expressed as number of suicides per 100,000
population over a one year period. The overall
incidence rate was 23.9/100,000. The
incidence rate in males (40.1) was nearly four
times incidence than that of females
(11.7).Though exact reasons for this variation
across genders is not clear, higher prevalence
of alcoholism among males may be one factor
which may be implicated. As per this data,
the incidence gradually increases from 0.73 for
children aged less than 14 years to 42.16
among those aged 60 and above. This variation
in incidence of suicide does not correlate with
variation in overall psychiatric morbidity or
prevalence of any psychiatric disorder in
particular. So other factors must obviously be
playing a role here.

Table-11: Suicide incidence rate (per 1,00,000 population) for Kerala
Total

23.9

Gender
Male

40.01

Female

11.70

Age group
Below 14 years age group

0.73

14 and above – below 18 years

13.02

18 and above – below 30 years

23.75

30 and above – below 45 years

32.55

45 and above – below 60 years

40.31

60 years & above

42.16

Source: National Crime Records Bureau,2014
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Prevalence of high suicide risk

decreased with age, coming down to 2.2% in
those aged 60 years and above. Corresponding
with the higher incidence of suicides among
males in the State, high risk for suicide also is
higher among males when compared to
females (2.59% and 1.74 respectively). Sample
from the urban non-metros reported a higher
prevalence rate (2.85%) than the rural (2.26%)
and urban metro(2.05%) areas.

Suicidality module of MINI 6.00 has
questions which enquire about suicidal risk in
detail. High risk (defined as a score of ≥17 on
the suicidality module in the MINI 6.0.0) was
detected in 2.23% (95%CI=2.08-2.37) of the
sample (Table -12).Suicide risk increased with
age from 1.81% in those aged 18-29 till 40-49
year age range (rate of 2.63%) and then

Table-12: Prevalence of Suicidal risk by age, gender and residence (%)
High risk
(95% CI)

Characteristics
Total

2.23 (2.08-2.37)

Age group
18-29

1.81 (1.54-2.09)

30-39

2.26 (1.9-2.63)

40-49

2.63 (2.27-3)

50-59

2.37 (2.01-2.73)

60 and above

2.2 (1.92-2.48)

Gender
Male

2.59 (2.39-2.8)

Female

1.74 (1.55-1.94)

Residence
Rural

2.26 (2.05-2.46)

Urban non-metro

2.85 (2.33-3.36)

Urban metro

2.05 (1.82-2.27)

E. Impact of Mental Morbidity and
Treatment seeking

mental illness, 120 respondents reported
presence of disability in work life, 128 in social
life and 131 in family life. Marked disability
was reported by 18 individuals in work life,
23 in social life and 21 in family life. 16
individuals reported extreme disability in work
life, 11 in social life and 15 in family life.

Disability
Mental illnesses are among the leading
causes of disability world over. In the present
survey disability was recorded on the Sheehan
Disability Scale. Of the 261 respondents with
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Table-13: Self-Reported Disability among respondents with current mental Illness(n=261)
Domain

Disability present

Marked disability

Extreme disability

N (%)

N (%)

N (%)

Work life

120(45.97)

18(15.00)

16(13.33)

Social life

128(49.04)

23(17.97)

11(8.59)

Family life

131(50.19)

21(16.03)

15(11.45)

Socio-economic impact of illness
The socio-economic impact of illness
was studied in this survey for both the mentally
ill person and his/her family members (Table14). Respondents with mental morbidity
reported difficulty in carrying out his/her daily
activities for a median 10 days in a month;
family members were not able to go to work

for a median duration of6 days in a period of 3
months. Moreover, in a year they miss a
median duration of 10 days for social/leisure
activities because of having to care for the ill
person. It was also found that a median amount
of INR 2000 per month is spent on the care of
a mentally ill person.

Table-14: Socioeconomic impact of mental morbidity
Socio economic impact (n=278)
Median number of days with difficulties to carry daily activities,
in the past 30 days

10 days

Median number of days family members were not able to go for
work in the past three months, for care of the patient

6 days

Median number of days when family, social or leisure activities
were missed

10 days

Median monthly expense (Indian rupees) for the care of the
mentally ill

2000 rupees

Treatment seeking behaviors and patterns

3 care providers had been consulted;
government doctors were consulted by <20%
of the sample. A more detailed look at the
treatment gap for mental morbidity reveals that
the gap is88.14% for alcohol use disorders,
around 85.99% for common mental disorders,
and 62.5% for severe mental disorders.
Treatment gap for different groups of mental
morbidity is presented in Figure 6.

Treatment seeking behaviors and
patterns of the mentally ill individuals were
assessed in the sample (Table-15).A large
percentage (84.17%) of those with mental
morbidity were not on treatment, even though
they had been ill for a median duration of 3
years. Among those who sought consultation,3
months (median duration) of illness had lapsed
before they sought care. A median number of
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Table -15: Treatment patterns and care characteristics among respondents with current mental
morbidity
Characteristics (n=278)
Currently on treatment

44

Treatment gap (%)

84.17

Median duration of illness (in months)

84 (1-480)

Median Interval between onset of illness and consultation
(in months)

3 (1-60)

Median number of treatment providers consulted

3(1-15)

Most recent provider being a government doctor - n (%)

14 (31.81%)

Median duration of being on treatment (in months)

32 (1-449)

Note: Numbers in the parenthesis indicates Range i.e., Minimum Maximum

Figure 6: Treatment gap for mental morbidity

84.17%
Severe mental
disorders
62.50%

MENTAL HEALTH SYSTEMS ASSESSMENT
Data was collected as part of the mental
health systems assessment under the following
headings:

C. Mental health budget
In addition to data collected under these
headings, a score card was prepared for the
State based on objective assessments as listed
above. Qualitative judgments were reached
after consultations among key personnel in
general health care and mental health care

A. Status of general healthcare facilities in the
state
B. Status and functioning of mental healthcare
facilities in the state
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Schizop
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sector in the State. A fact sheet containing
details of the data obtained are given as a
Annexure-2 at the end of this report. One
observation during the process of data
collection was that much of the important
information was not available in a single place
in a consolidated form. This suggested
inadequacies in documentation.

Psychiatric Nursing (DPN) qualification.
Though a number of institutions have MSc
course in psychiatric nursing and many
qualified persons are coming out every year,
this could not be counted as there were no
specific database avilable. Total number of
rehabilitation workers and special education
teachers together is 3429 and total number of
professional and paraprofessional psychosocial
counsellors is 931.

A. Status of general healthcare facilities in
the state

Regarding the limitations of trained
manpower some insights were obtained during
the process of data gathering. IMHANS
Kozhikode runs MPhil in psychiatric social
work and Diploma Psychiatric Nursing but
very few candidates have completed these
courses so far. The reasons stated are those who
completed MSW do not find MPhil course in
psychiatric social work attractive because there
is no stipend during the training and also
because careerwise there is very little
advantage. There are very few posts for
psychiatric social workers in government
sector. Even the posts of social workers in
government mental health centres have MSW
or MA in Sociology as required qualification.
For psychiatric social workers and clinical
psychologists who have completed PhD from
National institutes, there virtually no academic
or research positions. There is no career
advantage for those who have completed DPN.

The number of medical colleges in the
state is 31, which includes 9 colleges in
government sector and 22 in the private sector.
There are 38 district hospitals, 79 taluk
hospitals, 230 community health centres and
852 primary health centres. In addition to this,
the State has18 ESI and CGHS hospitals in
government sector. In the private sector there
are 24 super speciality hospitals and 1150
hospitals.
B. Status of mental health care facilities in
the state
Kerala is the only state in the country
which has District Mental Health Program in
all districts. There are three mental hospitals
in the government sector. 18 general hospitals
have psychiatric units. Total number of
inpatient beds available for psychiatric patients
is 1962 which constitute 5.87 beds per one lakh
population. There are 22 mobile mental health
units, 43 day care centres, 66 de-addiction
centres, 10 vocational training centres, 6
sheltered workshops and 146 long stay homes.

C. Mental Health Policy and Budget:
The state has a Mental Health Policy
from 2003 and it has been revised in 2013.
Percentage of total health budget allotted for
mental health by state health department is
estimated to be 1.16%.

In terms of humanresources, Kerala
has 400 psychiatrists, 211 clinical
psychologists and 15 psychiatric social
workers. There are no nurses with Diploma in
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D. Mental health score card

1.

Mental health policy

This is an overall assessment of the
mental health care system in the State. 10 items
are included with each item being scored on a
0-10 score. A set of scores were proposed by
the investigators based on objective data
obtained from State Mental Health System
Assessment (SMHSA) as well as subjective
judgment of the investigators. This was
presented in a consensus meeting attended by
key personnel from health services and
psychiatry specialists. Based on the
suggestions in the consensus meeting, scores
were modified. Thus final scores were arrived
at by consensus. The items included in the
score card were:

2.

Mental health action plan

3.

State mental health co-ordination
mechanisms

4.

Budget for mental health

5.

Training program for mental health

6.

Availability of drugs

7.

IEC materials and health education
activities

8.

Intra and inter sectoral collaboration

9.

Implementation status of legislation

10. Monitoring

I Mental Health Policy
I Mental Health Action Plan
I State Mental health Co-ordination mechanism
I Budget for Mental Health
I Training programme for mental health
I Availability of Drugs
I IEC materials and health education activities
I Intra and Intersectoral collaboration
I Implementation status of legislation
I Monitoring
0
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IMPLICATIONS OF THE SURVEY
National Mental Health Survey, India2016 brought out the most comprehensive
information about prevalence of priority
mental disorders, associated disability and
burden, treatment seeking patterns and the
health system resources available to address
the problem in the country. This is the first large
scale nationwide epidemiological survey in
India on mental health. Since the households
to be surveyed were identified following
randomization based on probability estimates,
the results are applicable to the whole of the
State. The sample surveyed is more or less
similar to the population of the State in terms
of demographic characteristics. Thus the
results obtained can be considered to be very
well representative of the population. This
survey has proven that it is possible to conduct
large scale population based surveys on mental
health using structured interview schedule in
the State and that appropriate use of technology
will make conduct of such surveys easier and
more reliable.

but were not studied in this survey. These
include dementia, personality disorders, eating
disorders, sleep disorders etc. In addition,
children and adolescents upto 18 years of age
were not included in this survey at the state
level in Kerala. The resources available to
address a problem of this magnitude, both in
terms of manpower, materials and other
resources is very limited. For example, it can
be seen that the total number of specialist
professionals (psychiatrists: 400, clinical
psychologists:211 and psychiatric social
workers:15) to address this huge problem is
grossly inadequate.
2. Common mental disorders:
Common mental disorders which
include neurotic and stress related disorders
and depression constitute a major chunk of
mental health problems in Kerala. These
disorders are known to be related to the stress
of everyday life including relationship
problems, financial stressors work related
stressors etc. Strategies to address stress levels
and enhancing coping skills have a major role
in addressing these problems and also in
population based preventive interventions.

This section will be discussing the key
findings in the context of national level data
and other studies available and its implications.

Prevalence and patterns

Another important implication of this is
the likely high rate of utilization of general
health services. Many common mental
disorders cause physical symptoms like
fatigue, pain and sleeplessness. It is well
known fact that persons suffering from
depression and other common mental disorders
approach general practitioners for these
difficulties rather than mental health

1. Overall prevalence of mental morbidity:
11.6% of the population above 18 years
of age has one or other mental illness which
when translated into actual numbers will come
to around 27,70,000. This is only the number
of total cases of the set of disorders which are
included in the study. There are many
psychiatric illnesses which require treatment
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professionals. So, general practitioners and
primary care doctors need to be able to
recognize common mental disorders and to
manage uncomplicated cases. Excessive
service use by persons having common mental
health problems presenting with physical
symptoms may be burdening health care
system to a significant extent. *
3.

rates have decreased over last decade*is not a
matter of much relief considering the fact that
the rates are still very high when compared
with national average.
It is well known that many of the mental
disorders increase the risk of suicide, so
improving mental health care services may
reduce suicide incidence rates in the state. It is
also to be noted that suicide need not always
be due to psychiatric disorders and could be
related to life stressors, which are to be
eliminated by social rather than medical
measures.

Severe mental disorders:

The prevalence of psychotic disorders
obtained in the state in this survey is less than
half of the national prevalence. Reason for this
variation can be several .It has been noted that
MINI, which was the instrument used to

5.

identify psychotic disorders in this survey, is
not very sensitive or specific for diagnosing
psychotic disorders. Future studies are required
with other tools to see whether these findings
are replicable and how much of this variation
can be attributed to sensitivity loss related to
translation of the psychosis subsection of
MINI.
4.

Tobacco use:

Rate of tobacco use in Kerala is much
less compared to other states. That the rate of
tobacco smoking has been coming down since
last few years had also come out as an
observation during focus group discussions.
But this should not be a reason to withheld
efforts in tobacco use reduction because more
than 7% of the population is still using tobacco
and tobacco is well recognized to be the
number one preventable cause of death*. This
is particularly important because Kerala has
high prevalence of lifestyle diseases* in many
of which tobacco has a causal contribution.

Suicide risk:

Very high rate of suicidal risk is observed
in the study, which is in line with the high
suicide rate in the State also. The prevalence
of high suicidal risk in this sample is 2.23
which is the highest among all the states
included in this survey at national level.
Suicide incidence rate in the year 2014 as per
NCRB records is 23.9 which is again more than
double of national rates. This is an important
finding considering that suicide is a
preventable cause of death. This indicates that
suicidalityneed to be considered a priority issue
to be addressed in states mental health and
welfare programs. The observation that suicide

6.

Gender and psychiatric morbidity:

There is gender disparity in the
prevalence of mental disorders observed in this
survey. This is most marked in substance use
disorders.
7.

Socioeconomic status and psychiatric
morbidity:

The, rates of psychiatric morbidity from
the present survey point to a tendency to
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psychiatric nurses. There are no nurses having
Diploma in Psychiatric Nursing listed as
working in government sector in Kerala. Only
one institute provides Diploma in Psychiatric
Nursing course in Kerala.

increase with lowering of the socioeconomic
status. Those belonging to lowest quintile in
income status has about 50% more morbidity
when compared those in highest quintile. It
may imply that apart from public health
interventions, social and economic measures
also may be required to reduce psychiatric
morbidity in the state.
8.

3.

Under the health department itself
different sections are involving in mental
health care. These include District Mental
Health Programmes, Directorate of Health
Services, National Health Mission, Medical
Education Department. The co-ordination
between these sections in terms of mental
health care delivery cannot be called
satisfactory. At the time of the survey mental
health programmes in different districts are not
functioning in a uniform pattern. There are
differences in source of funding, nodal agency,
and staff pattern between different districts.
Integration of mental health care with general
health care has not happened to any significant
extent.

Treatment gap:

Treatment gap, which is the percentage
of population with a mental illness who do
not receive treatment is high in the state and is
most marked in for alcohol use disorders and
common mental disorders. This calls for
intensive efforts in terms of service
development and public awareness activities.

Mental Health Systems
1.

Policy, plan and programmes:

Among the surveyed states,Kerala is one
among the very few states which have
dedicated mental health policy. But the state
is lacking a clearly laid out mental health action
plan. Kerala was the fristin the country to have
district mental health program in all the
districts. There are a number of programs
conducted by different departments and
agencies which are related to mental health
care directly or indirectly. However, It has to
be noted that budgetary provisions are meager.
Financial allocation for mental health is only
1.16% of the total health budget and of that
only small proportion is being utilized.
2.

Intra and intersectoral co-ordination.

Different government departments and
agencies are involving in mental health care
in varying ways and to varying extent. Relevant
departments other than the Department of
Health and Family Welafare include Social
Justice Department, Education Department,
Home Department etc. Different agencies
involving in mental health care include
National Health Mission, Social Security
Mission, private hospitals, non- governmental
organizations etc. There are a number of
programmes being conducted by these
different agencies and departments but they are
not well co-ordinated and there is duplication
of work among different agencies. For example

Mental Health human resources:

Numbers of specialist mental health
professionals are still very inadequateespecially psychiatric social workers and
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many different organizations and agencies are
conducting programmes in schools to facilitate
mental health of children and adolescents. State
Mental Health Authority is in a position to coordinate and streamline many of these
programmes.

obstacles present without effective monitoring.
This calls for urgent attention of concerned
authorities.
5. Training and awareness programs
From the mental health score card it is
obvious that training programmes in mental
health require strengthening.

4. Lacunae in monitoring of mental health
care activities.

6.
During the deliberations for preparing
mental health score card, the general agreement
was that monitoring of mental health care
activities in the state is not satisfactory. It is
not possible to ascertain progress made or

Documentation

The documentation of mental health
related data, including services, activities and
manpower is inadequate.
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SUMMARY
NMHS- Kerala was conducted as part
of National Mental Health Survey-India, a
project funded by the Ministry of Health and
Family Welfare, Government of India, and coordinated at the national level by NIMHANS
Bangalore. Objectives of the study were 1) to
study the prevalence and pattern of mental
disorders, burden and disability due to illness
and patterns of service utilization and across
the country and individual states. 2. To study
the health systems of individual states
including health system resources available
which can be useful for mental health activities
and current status of mental health services and
manpower.

NIMHANS. National and state level estimates
were arrived at.
State Mental Health System Assessment
was done using structured proformas to collect
data at district levels and at state levels. A
number of sources were used including
government reports, other official documents,
personal interview with officials and other key
personnel etc. All the data thus obtained was
pooled together and summarized and report
prepared including a score card on
performance.
The lifetime prevalence of psychiatric
morbidity for all disorders together is found
to be 14.14% current prevalence is 11.36%.
These rates are slightly above the national
figures (13.67% and 10.56% respectively). Of
the different disorders studied, significantly
higher in Kerala were neurotic and stress
related disorders (lifetime prevalence in
Kerala 5.63% vs 3.7 % at national level) and
suicidal risk (high risk in Kerala: 2.23% ,
national 0.9%). The higher rate of high risk
for suicide in Kerala which was observed in
the study is consistent with suicide incidence
rate in the state which was remaining more than
double of national level incidence rates for
many years. Remarkably better situation in
Kerala is the rates of tobacco dependence
which is 7.22% in the state compared to the
national rate of 20.89%. Other remarkable
difference is in rate of psychotic disorders the
lifetime prevalence of which is 0.6% compared
to national rate of which is 1.41%.

The national survey was conducted in
12 states across the country following a multistage, stratified, random cluster sampling
technique, with random selection based on
Probability Proportionate to Size at each stage
(MSRS-PPS). In Kerala survey was done in
three districts- Thrissur, Palakkad and
Pathanamthitta. Levels of sampling were as
follows: country=> selected states=> selected
districts=>selected talukas=> selected
wards=>census enumeration blocks=>selected
households. All eligible members in the
selected households were interviewed by
trained survey staff using structured interview
schedules and with data being entered on tablet
computers. A total of 2479 interviews were
completed. A qualitative study including key
informant interviews and focus group
discussions were used to obtain additional data.
The data was sent to and analyzed at
33

Coming to the status of mental health
systems, Kerala is doing quite well compared
to other states in terms of most of the
indicators. Number of beds available for
mental health inpatient services is 5.87 per
1,00,000 population. There are 400
psychiatrists (1.2 per 1,00,000 population,
clinical psychologists 211 (0.63/1,00,000
population) but number of psychiatric social
workers is far fewer(absolute number 15, ie

0.04per 1,00,00 population). There are three
government mental hospitals in the state and
number of beds available in government
hospitals together is 1962. Seven medical
college psychiatry departments and 18 general
hospital psychiatry units are providing
psychiatry services. District level mental health
program is implemented in all districts and
47.3% of the district hospitals are providing
inpatient/outpatient services.
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RECOMMENDATIONS
A key task of the committee in the
immediate period of 3 months would be to
facilitate the development of a State Level
Action Plan for enhancing mental health care
in the state with defined activities, dedicated
budget and clear cut guidelines for
implementation. The emphasis of activities to
be on developing and implementing out-reach
services and targeting the unreached and those
who are at greater risk.

In the study of prevalence and patterns
of mental morbidity the major issues identified
in the state when compared to national
estimates is the high suicide rates and high
rates of common mental disorders. While it
may be truthfully claimed that the mental
health services and systems in Kerala are better
than most other states in the country, the
treatment gap is still huge.
Mental health problems constitute a
diverse set of diseases and conditions which

Some further suggestions are as follows:

require varied approaches to addressing
different kinds of problems. While this study
has indicated the prevalence and pattern and
the systems perspective, there is a need to
deliberate in greater details about the possible
solutions. In this context, recovery orientation
in mental health services is an important
consideration. Notwithstanding the need for
developing an action plan, the
recommendations which emanate from the
inferences and also brought to the fore during
the discussion of the results and consensus
meeting is presented herewith.

Mandate regular reporting in standardised
formats regarding mental health service
utilization from government health
facilities and district mental health
programs.

ii.

Regular review at District Medical
Officer’s monthly conference at district
level and Senior Medical Officers’
monthly conference at state level.

iii. Registry of private hospitals providing
mental health services and private and
NGO run rehabilitation centres to be
maintained and periodically updated.

1. Establishing an Advisory and Monitoring

iv. Development of a simple reporting format
for private hospitals and private practices
of mental health professionals and
enabling a web-based format for
reporting.

Committee (Kerala State Advisory and
Monitoring Committee for Mental Health):
Establish a committee to advise the state
government in policy matters in areas related
to mental health. The committee may include
State Mental Health Program Officer, State
Mental Health Authority Secretary, Director
IMHANS, HOD of Psychiatry departments in
one of the medical colleges, one private
psychiatrist, one clinical psychologist, one
psychiatric social worker, and one activist
working in the area of mental health.

i.

The KSAMC for Mental Health would
undertake the monitoring of the ongoing and
planned activities on a quarterly basis, develop
web-based or appropriate mechanisms for the
same and facilitate resolutions of the problems
and challenges including drugs and logistics
and emerging mental health problems.
35

Meetings can be conducted by
teleconferencing also.
2.

Address the priority mental health
problems identified in the survey by a
dedicated strategy and program.

a.

Strengthen mental health programs at
taluka levels:

and integrate management of common
mental disorders by primary care doctors
and private general practitioners.
Opportunistic screening services for
identifying, managing and referring
persons with mental health problems to
be set up. A definite training calendar can
be developed along with training curricula
and Standard Operating Protocols.Newer
methods of training including web-based
and internet methodology to be adopted
to achieve the goal.

Kerala has district level mental health
programs in all the districts. But still the
treatment gap is very big. The number of
seats in professional mental health courses
in the state has increased recently. So the
mental health manpower in the state is
gradually increasing. Keeping pace with
these improvements, the state can now
start to take the next steps towards
strengthening the services. So, it is time
to think about strengthening mental health
programs at taluka level, so that gradually
all the talukas will have taluka level
mental health programs in the future. A

c.

Suicide is one of the leading causes of
preventable death. Suicide rates in the
state are relatively very high as is the risk
of suicidality as shown by this study.
Hence, there is an urgent need to develop
programmes and implement them so as
to bring down the high suicide rates.
Suicide prevention and management
helplines to be set up in all talukas in

taluka mental health team can be initiated
in phases; 2-3 districts can be selected
from north and south districts of Kerala
and DMHP to be strengthened with
Taluka Mental Health teams.
b.

Special program for suicide prevention to
be developed and implemented.

phases. A high-risk strategy screening
program for identifying and referring
those at greater risk to be developed and
implemented. Mental health literacy
programs and life skills development
programs to be undertaken on a war
footing particularly in educational
institutions.

Involving primary care doctors and
private general practitioners in program
for addressing common mental disorders:
As evidenced from the survey, the
prevalence of common mental disorders
in the state is very high. One feasible
strategy to address this problem may be
to develop programs to address common
mental disorders involving primary care
doctors and private general practitioners
. There is a need to undertake a massive
endeavour on a campaign mode to involve

d.
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Alcohol and other substance use is a
significant cause of morbidity in the state.
Universal screening for alcohol disorders
to be instituted as part of the NPCDCS
and other national health programs across
all health care facilities. De-addiction

services to be started and strengthened at
district and taluk hospital levels. There are
many de-addiction facilities in NGO
sector, however, they work in a disjointed
manner. There is a need to review and
streamline the functioning and programs
undertaken by these centres and thus can
be made more effective.
e.

Establish inter-sectoral linkages and coordination mechanisms:
There are many programmes related to
mental health being organized under
different departments and agencies. These
include many school based programmes
related to mental health, rehabilitation
programmes etc. These need to be linked
with mental health programmes under
health department and co-ordinated for
better effectiveness.

3.

psychiatrists under specialty cadre in
Directorate of Health Services.

ii.

Clinical Psychologists, Psychiatric Social
Workers and Psychiatric Nurses under
Directorate of Health Services and
Medical Education Department.

b.

Preference to be given for nurses having
DPN qualification in mental hospitals and
other mental health services.

c.

More number of in-service personnel to
be deputed (leave with salary) to obtain
qualification in mental health (Eg: DPN
for nurses from existing mental hospitals).

4.

Public awareness programmes

Public awareness programmes as part of
District Mental Health Programmes are
occurring only to a limited extent and need to
include strategies beyond the traditional media
to involve social media platforms. There is a
need to strengthen and possibly revamp the
mass media communication strategy to address
established and emerging mental health
problems.

Strengthen State Health Service with
more qualified manpower

To address the issue of manpower
shortage, there is a need to develop a
prospective plan for mental health human
resource development. A beginning is to be
made by strengthening the Centres of
Excellence in mental Health of the state
through dedicated grants and schemes which
could be utilised to plan and undertake both
medium term and long term human resource
development endeavours.
In addition, in the short and medium term
a.

i.

Create more posts for
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5.

Strengthen Research

a.

Provide research grants and projects for
doing research in the field of mental health
especially in developing interventions of
public health importance and to generate
data required to guide policy. A corpus of
100 lakhs to be set aside for undertaking
short term operational research projects
regarding implementation of the mental
health program in the state.

ANNEXURE - I
1.

the neighbourhood would see this, and bring
her back. She reports getting frequent
unpleasant dreams including her dead sons
coming and talking to her. She talks with a high
tempo and would not allow her family
members to interfere when she is talking. She
never had a psychiatric consultation and was
never treated for her mental health problems.
Nobody has ever asked her to consult a mental
health professional.

Mrs.M, Peechi, Thrissur

Ms.M is an 85 year old widow who was
interviewed in Peechi, Thrissur district. She is
living with her son and his wife and children.
She belonged to scheduled caste and is
illiterate. She used to go for coolie works and
NREG works till a few years back and is still
physically fit enough to move around
independently and do all personal care without
assistance.

2. Mr. V, Pathanamthitta

Ms. M is a woman who had to pass
through numerous hardships and misfortunes
in her life. When she was in her 30’s she had
her house burnt by the local landlord’s people.
At that time her spirits were high enough that
she retaliated by putting fire to the landlord’s
house. At around those years one of her sons
was murdered by some people in the locality,
which also she thinks was done by the
landlord’s people. After that, for many years
she survived fighting with many opposing
elements in the locality. A few years back
another of her son died following some serious
abdominal disease. Another son committed
suicide soon.

Mr.V is a 52 year old man who works
as real estate broker. He is pre degree educated
and lives with his wife and elderly mother who
is quite old and bedridden. He has no children.
Though he sometimes gets some money from
real estate work, he does not give anything to
the family and the family survives on earnings
of his wife who goes for coolie works. He
spends most of the time drinking alcohol and
wandering around with friends in the area.
In his youth he was a man of high ideals.
He was part of the naxalite movement in
1980’s. He wished to have children but that
became his life’s sorrow because, he never had
children. At present he has no hopes for the
future and is not looking forward for anything
good. He starts drinking from the morning and
drinks continuously, upto around one and half
bottles of hard liquor every day. He has liver
disease and other medical problems but does
not bother to seek medical help. He abuses his
wife physically.

All these misfortunes have affected
Ms.M’s mental health seriously. From the time
following her son’s murder Ms.M was having
depressive symptoms. She stopped going for
work after her son’s suicide. For last many
years she is harbouring significant suicidal
thoughts. She has tried to act out on these ideas
many times. She would go near the Peechi dam
when it is full, with an intention to die by
jumping into it. All the time somebody from

Mr.V is not at good terms with his
siblings. His father had died when he was very
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young. The mother who is staying with him
now had spent all her youth bringing up the
children. Now the children except Mr. V are
in good positions. But they are not doing
anything to make the elderly mother’s life a
little more comfortable. She is bedridden with
a hip fracture and the iron rod which was put
for correcting the fracture is protruding causing
pain and misery to the unfortunate elderly.

Mr.V is planning to commit suicide and
has some elaborate plans for that. He wishes
to dress with his wife in the way they had
dressed on the day of their marriage and in that
attire to consume cyanide to end it all. But it is
his dream to build an institution to rehabilitate
elderly destitute women.
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ANNEXURES - II
Kerala State Epidemiological Survey on Prevalence of Mental DisordersKey points
•

The main aim of the study was
To estimate the prevalence of the following psychiatric conditions in the general population
(i)

Psychosis

(ii) Common Mental Disorders (CMD)
(iii) Alcohol Related Problems
(iv) Dementia & other Cognitive Impairment among older people
(v) Epilepsy
(vi) Mental Retardation
•

A booklet consisting of the following instruments were used.
a) Household details questionnaire to collect the socio-demographic details.
b) Symptoms in Others Questionnaire (SOQ) to screen for neuro-psychiatric disorders
especially psychosis, Epilepsy, Mania, Depression, Dementia, Mental Retardation
and, Alcohol Related Problems
c) Symptom of Psychosis (SOP), a checklist based on the Psychosis module of mhGAP
Intervention Guide
d) General Health Questionnaire (GHQ-12) to screen for Common Mental Disorders
(CMD)
e) Everyday Abilities Scale for India (EASI) to screen for functional impairment due to
Dementia and other cognitive impairments.
f) CAGE Questionnaire to screen for problems related to alcohol abuse.
g) Need Assessment Questionnaire (NAQ) prepared to collect information regarding
treatment of mentally ill persons in the family, issues related to their care and the
needs of the family which was scored after interviewing a key informant in the
household.

•

Surveyed 137 randomly selected wards (108 from Grama Panchayaths and 29 wards
from Municipalities & Corporations) from 5 districts
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•

The survey was done by 221 ASHAs who were given special training in mental health
to identify cases in the community.

•

Screened 45886 households with 1,92,980 residents. (Adult population-142260; under
18 yrs population – 50720)

•

Prevalence of Psychiatric conditions in Adult population (18 Yrs and older )- 12.43%
(i)

Psychosis - 0.71% (Schizophrenia 0.29% ; Bipolar disorder 0.37%)

(ii) Common Mental Disorders - 9%
This include non psychotic psychiatric disorders - Depression, Anxiety, Somatoform
disorders and other minor psychiatric disorders. This is the most common psychiatric
morbidity in the adult population.
(iii) Clinically significant Alcohol related problems – 1.46 % in total population and
3.76% in adult male population. Cases of prolonged and heavy Alcohol
consumption were only considered here.
(iv) Dementia and other cognitive impairments - 1.26% (in the population 60 yrs and
above, the prevalence is 10.48%)
•

Assessment of service utilization and needs of people with Psychosis.
About 74.4% of the subjects with Psychosis are getting some form of treatment
reducing the treatment gap to 24.6%. Majority of patients (89%) get treatment with modern
medicine. Proportion of Psychotic patients on regular follow-up was only 56%.

•

Limitations
o Data collection was done by ASHA workers who had no significant prior training
in mental health. Only two days training was given in preparation for the survey.
o Questionnaires used are not having diagnostic specificity.

41

REFERENCES
¾

WHO. The World Health Report 2001: Mental Health: New Understanding,
New Hope: World Health Organization, 2001.

¾

WHO. “The Global Burden of Disease: 2004 Update. Geneva.” (2004).

¾

WHO. “Promoting Mental Health: Concepts, Emerging Evidence, Practice:
Summary Report.” (2004).

¾

V Reddy and Chandrashekar CR. “Prevalence of Mental and Behavioural
Disorders in India: A Meta-Analysis.” Indian Journal of Psychiatry 40, no. 2
(1998): 149.

¾

Martin Prince, Patel Vikram, Saxena Shekhar, Maj Mario, Maselko Joanna,
Phillips Michael and Rahman Atif. “No Health without Mental Health.” The
lancet 370, no. 9590 (2007): 859-877.

42

Institute of Mental Health & Neurosciences (IMHANS)
Govt. Medical College Campus, Kozhikode 673 008
Phone: 0495-2359352, 0495-2741704, Fax: 0495-2741704.
E-mail: imhansclt@gmail.com, www.imhans.org

