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Lorem ipsum dolor sit amet, consectetuer adipiscing elit, sed 

diem nonummy nibh euismod tincidunt ut lacreet dolore 

magna aliguam erat volutpat. Ut wisis enim ad minim veniam, 

quis nostrud exerci tution ullamcorper suscipit lobortis nisl ut 

aliquip ex ea commodo consequat. Duis te feugifacilisi. Duis 

autem dolor in hendrerit in vulputate velit esse molestie 

consequat, vel illum dolore eu feugiat nulla facilisis at vero 

eros et accumsan et iusto odio dignissim qui blandit praesent 

luptatum zzril delenit au gue duis dolore te feugat nulla 

facilisi. Ut wisi enim ad minim veniam, quis nostrud exerci 

taion ullamcorper suscipit lobortis nisl ut aliquip ex en 

commodo consequat. Duis te feugifacilisi per suscipit lobortis 

nisl ut aliquip ex en commodo consequat. Duis te feugifacilisi. 

Lorem ipsum dolor sit amet, consectetuer adip iscing elit, sed 

diem nonummy nibh euismod tincidunt ut lacreet dolore 

magna aliguam erat volutpat. Ut wisis enim ad minim veniam, 

quis nostrud exerci tution ullamcorper suscipit lobortis nisl ut 

aliquip ex ea commodo consequat. Duis te feugifacilisi. Duis 

autem dolor in hendrerit in vulputate velit esse molestie 

consequat, vel illum dolore eu feugiat nulla facilisis at vero 

eros et accumsan et iusto odio dignissim qui blandit praesent 

luptatum zzril delenit au gue duis dolore te feugat nulla 

facilisi. Lorem ipsum dolor sit amet, consectetuer adipiscing 

elit, sed diem nonummy nibh euismod tincidunt ut lacreet 

dolore magna aliguam erat volutpat. Ut wisis enim ad minim 

veniam, quis nostrud exerci tution ullamcorper suscipit 

lobortis nisl ut aliquip ex ea commodo consequat. Duis te 

feugifacilisi. Duis autem dolor in hendrerit in vulputate velit 

esse molestie consequat, vel illum dolore eu feugiat nulla 

facilisis at vero eros et accumsan et iusto odio dignissim qui 

blandit praeent luptatum zzril delenit au gue duis dolore te 

feugat nulla facilisi. 

Facilisis at vero eros et accumsan et iusto odio dignissim qui 

blandit praesent luptatum zzril delenit au gue duis dolore te 

feugat nulla facilisi. Ut wisi enim ad minim veniam, quis 

nostrud exerci taion ullamcorper suscipit lobortis ni. Lorem 

ipsum dolor sit amet, consectetuer adipiscing elit, sed diem 

nonummy nibh euismod tincidunt ut lacreet dolore magna 

aliguam erat volutpat. Ut wisis enim ad minim veniam, quis 

nostrud exerci tution ullamcorper suscipit lobortis nisl ut 

aliquip ex ea commodo consequat. Duis te feugifacilisi. Duis 

autem dolor in hendrerit in vulputate velit esse molestie 

consequat, vel illum dolore eu feugiat nulla sl ut aliquip ex en 

commodo consequat. Duis te feugifacilisi.per suscipit lobortis 

nisl ut aliquip ex en commodo consequat. Duis te feugifacilisi. 

Lorem ipsum dolor sit amet, consectetuer adipiscing elit, sed 

diem nonummy nibh euismod tincidunt ut lacreet dolore 

magna aliguam erat volutpat. Ut wisis enim ad minim veniam, 

quis nostrud exerci tution ullamcorper suscipit lobortis isl ut 

aliquip ex ea commodo consequat. 

Duis te feugifacilisi. Duis autem dolor in hendrerit in 

vulputate velit esse molestie consequat, vel illum dolore eu 

feugiat nulla facilisis at vero eros et accumsan et iusto odio 

dignissim qui blandit praesent luptatum zzril delenit au gue 

duis dolore te feugat nulla facilisi.ipsum dolor sit amet, 

consectetuer adipiscing elit, sed diem nonummy nibh 

euismod tincidunt ut lacreet dolore magna aliguam erat 

volutpat. Ut wisis enim ad minim veniam, quis nostrud exerci 

tution ullamcorper suscipit lobortis nisl ut aliquip ex ea 

commodo consequat. Duis te feugifacilisi. Duis autem dolor 

in hendrerit in vulputate velit esse molestie consequat, vel 

illum dolore eu feugiat nulla facilisis at vero eros et 

accumsan et iusto odio dignissim qui blandit praesent 

luptatum zzril delenit au gue duis dolore te feugat nulla 

facilisi.  
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Foreword 

 Most projects start well and with good intentions. However, before too long, many stray away 

from the path and the team finds itself overwhelmed, either with the task at hand, too little progress or 

criticisms. Completing a nationwide survey on mental health within the stipulated time using a uniform 

methodology across the states, in a diverse country like India, truly deserves praise and commendation. I 

take this opportunity to compliment NMIHANS Bengaluru for spearheading and coordinating this 

methodical and well planned National Mental Health Survey (NMHS). I also compliment all 

investigators across the country for their dedicated efforts in making this survey a successful venture.  

 NMHS is a unique endeavor which serves to provide prevalence estimate of the burden of 

mental health problems using a nationwide representative population, both for the state and the country. 

Results from the survey indicate that nearly 12,00,000 people in the state of Assam, above the age of 18 

years, currently need intervention for mental health issues. Recent developments, such as adoption of 

Mental Health Policy and Mental Healthcare Act, 2017, highlight the efforts to mainstream mental 

health care in the country. For planning programs and services, an estimate of the burden and assessment 

of the systems available to address the problem is of paramount importance. Tapping into the mental 

health systems available, the survey also highlights deficiencies in many public mental health domains 

which have scope for improvement. With the lack of a state specific data on mental health problems, this 

state report could serve as baseline information for subsequent development of mental health systems in 

the state. The recommendations in the report are intended to improve the already existing mechanisms of 

health care and provide a framework for monitoring & planning programs and services.    

 I feel proud of the seven member team from LGBRIMH that has worked tirelessly to conduct the 

survey for the state of Assam. I also congratulate the other team members and the field data collectors 

for being part of such a unique activity. I look forward to such future endeavors to improve mental 

health care scenario in the country as well as in the state.  

 

Place: Tezpur, Assam                  (Dr. Sailendra Kr. Deuri) 
 

Date:  25/09/2017                   Director, LGBRIMH 

Lokopriya Gopinath Bordoloi Regional Institute of  Mental Health 
 (An Autonomous body under Ministry of Health and Family Welfare, Govt. of India) 

Tezpur, Assam, - 784001 

Dr. Sailendra Kr. Deuri 
MBBS, DPM, MD (Psychiatry) 
Director 
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 The burden of mental, behavioral and substance use disorders are enormous but the resources to 

tide over the situation are nominal. Inadequate number and/or uneven distribution of human resources is 

a major hurdle in the successful implementation of National Mental Health Programme (NMHP) by 

Central or State Government. Treatment facilities for the persons with mental illness in our country are 

very few. Limited availability of psychiatric beds, poor accessibility to good treatment facilities, lack of 

awareness and stigma attached to mental illness create a huge treatment gap. About half of the persons 

with serious mental illness who have significant disability are living in the community without being 

treated. The emotional and financial burden on the family and caregivers as well as the role of stigma 

needs no further elaboration.  

 So far, there are few epidemiological studies for prevalence of mental disorders in India. No 

nationwide epidemiological study was conducted in the recent past. So, mental health services in India 

is practically based on the findings of very old studies. Recently, there have been many positive 

developments in the mental health scenario in India, like adoption of mental health policy, action plan, 

and passing of the Mental Healthcare Act, 2017 etc. Recommendations by National Human Right 

Commission and directives from Honôble Supreme Court of India paved the way for prompt 

implementation of mental health services. Advocacy groups are also very active in creating awareness to 

improve the plight of persons with mental illness in India. Inclusion of mental and neurological illnesses 

under the rubric of non-communicable diseases is a significant change from previous policies. The 

specific emphasis on mental health issues in the health plan is a positive and welcome step.  

 The revised National Mental Health Programme gives special attention to psychiatric problems 

specific to certain vulnerable sections of the population including children who are often marginalized 

and neglected owing to lack of effective advocacy. The Ministry of Health and Family Welfare 

(MOHFW) commissioned National Institute of Mental Health and Neurosciences (NIMHANS), 

Bengaluru to plan and undertake a nationwide mental health survey to develop data on prevalence, 

pattern and outcomes for mental disorders in the country and also to identify current status of human 

resources and services available for mental health to meet the current demand in the country. This is 

very important for delivering quality mental health services to the population who are in need. 

 The National Mental Health Survey was coordinated by NIMHANS, Bengaluru across 12 

selected states of India in 2015-16. After preparations for nearly 12 months, the study was implemented 

on a nationally representative sample adopting a uniform and standard methodology. Data was collected 

from 34,802 individuals across the 12 states by well-trained staff using hand held devices. 

Simultaneously, mental health systems assessment was undertaken using secondary data sources and 

qualitative methods, set down indicators with the active engagement of stake holders. Lokopriya 

Gopinath Bordoloi Regional Institute of Mental Health (LGBRIMH), Tezpur, was nominated to 

undertake the survey in three districts of Assam namely- Dibrugarh, Barpeta and Cachar. The survey 

was completed in 8 months with active support from all stakeholders.  

Preface 
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The findings of the NMHS-Assam (2015-16) i.e. prevalence, pattern and outcome of mental, 

behavioral and substance use disorders and the Assam State/District mental health system assessment 

is presented in this report. The National Report of the NMHS-2015-16 has already been published. 

This state report provides a detailed state specific description of the need for study, focus, 

methodology, implications and recommendations. This is for the first time such an elaborate mental 

health survey using a uniform and stringent methodology was conducted  in Assam.  

 NMHS-Assam reveals that nearly 5.85 % of people of Assam (those above 18 years) are in 

need of active interventions for one or more mental health issues. Common mental disorders (6.5%), 

severe mental disorders (0.6%)and substance use problems (27.35%) often coexist. The present mental 

health system in the state is poorly organized, fragmented and uncoordinated to address these 

problems. There is an urgent need for a strong public health approach and a well-functioning mental 

health system within the larger health system. Mental health service must be integrated and 

coordinated with the primary health care with effective monitoring. 

 It is expected that the result of NMHS-Assam will be of immense help in designing policy 

initiatives and mental health programs for the state in the coming years. Through this report we share 

the magnitude of mental health problems in Assam and hope this would help serve as an eye opener 

not only to the policy makers and professionals in health and related sectors, but also the media and 

society at large. 

 A sincere and sound policy, understanding and accommodating gate keepers of the society and 

a space to live with dignity will go a long way in dealing with the problems of living with mental 

illness. This then calls for a multifaceted intervention that involves the family, community, 

government and voluntary organizations that aims at the rehabilitation and reintegration of individuals 

with mental health problems. Approach to mental health problems requires a paradigm shift from a 

drug dispensing cross sectional care in clinics or long term hospitalization to coordinated community 

care that imparts skills for self-care, networking and providing support to families, formation of self-

help groups and integration in a non-discriminative and non-stigmatizing manner.   

 We hope the endeavor undertaken by NIMHANS and the NMHS collaborators group under the 

aegis of the MoHFW will pave way for a more concerted and humane approach to confront the 

realities posed by mental health problems.  

 

 

NMHS Assam Team 

Preface 
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 Mental health problems have been increasingly recognized as major public health problems in 

the country, as well as in the state. Emerging problems like substance abuse and dependence in 

adolescents, homeless mentally ill persons, depression, suicide etc. need attention on a larger scale. 

Individual researches conducted earlier in the state have highlighted the prevalence of some mental 

health disorders. But, state level estimates using scientific methodology have not been possible so far. 

Moreover, there is limited information on the systems available for care and service delivery.  

 In order to examine the burden of mental health problems in the country, to estimate the 

prevalence of mental illness at national and state level, and assess the service utilization pattern, 

treatment gap, disability and socio-economic impact of mental illness, the Ministry of Health and 

Family Welfare (MOHFW) commissioned National Institute of Mental Health and Neurosciences 

(NIMHANS), Bengaluru, to co-ordinate the National Mental Health Survey (NMHS), 2015-16, across 

12 states, with partner institutions, using a standard methodology. In Assam, Lokopriya Gopinath 

Bordoloi Regional Institute of Mental Health (LGBRIMH), Tezpur, was instrumental in carrying out the 

survey in 3 districts (Dibrugarh, Barpeta & Cachar) with investigators from the field of mental health 

and public health.  

Method 

§ A Pilot study was carried out in the district of Kolar, Karnataka by NIMHANS. 

§ Master Protocol and Operational Guidelines were finalized after discussion with National 

Technical Advisory Group (N-TAG) and state teams. 

§ A multi-stage, stratified, random cluster sampling technique, with random selection based on 

Probability Proportion to Size at each stage (MSRS-PPS) was used. A mix of rural and urban non-

metro areas of 60 (sixty) clusters, from 6 talukas/CDB in 3 districts of Assam were identified for 

data collection.  

§ A set of 8 tools were used in the survey along with focussed group discussion and key informant 

interviews. 

§ A State Advisory Board (SAB), comprising of members from the field of District Mental Health 

Program, Social Work and Mental Health experts, was constituted for advice and guidance. 

§ 8 Field data collectors, having experience in social work / mental health, were recruited through a 

face to face interview.  

§ After 8 weeks of intensive training, door to door interviews were undertaken in the identified 

clusters. 

§ Individuals above the age of 18 years were interviewed for the survey in Assam. 

§ Hand held devices were used to record the responses and strict protocols were followed for data 

transfer and management.   

§ The data was updated electronically and the NIMHANS team supervised the quality controlΦ 

§ For monitoring the survey, periodic field visits, re-interviews by state team, review meetings etc. 

were held by both the state team and NIMHANS team.  

Executive Summary 

viii 



xi  

 

Brief timeline of events 

 

 

 

 

 

 

 

 

 

 

 

 

 

§ After examining the data, state weighted estimates of the prevalence of mental disorders were 

calculated and provided by NIMHANS. 

Key findings 

Prevalence and Pattern 

§ A total of 2603 individuals, above the age of 18 years were interviewed in the survey. The survey 

population was similar to the state population characteristics of census 2011 in all aspects.   

§ Current weighted prevalence observed for any mental morbidity is 5.85%, implying that nearly 

12,00,000 people in the state, above the age of 18 years, have one or more mental morbidity and 

need mental health care/service. The lifetime weighted prevalence of any mental morbidity found 

was 8.01%. 

§ Greater proportion of those affected were in the productive age group of 40 to 49 years. 

§ Except for substance use disorders, mental morbidity was comparatively more prevalent in rural 

areas than urban non-metro areas. 

§ Respondents from the lower income group were observed to have higher occurrence of mental 

disorders.    

§ Burden of substance use disorders were similar in both rural and urban non-metro areas. 27.35 % of 

the survey population had substance use disorders, the highest (25.79%) was contributed by tobacco 

(moderate & high dependence), followed by alcohol harmful use and dependence (3.05%) and other 

illicit drugs (0.69%). 

§ Although both genders were affected across all diagnostic categories, compared to male 

predominance of substance use disorders (M: 7.62%; F: 0.56%) and bipolar disorder (M: 0.15%; F: 

0.0%), females have slightly higher prevalence of neurotic and stress related disorders (M:0.60%; 

F:0.93%). 

 

Time  Events 

2015 

April 1st National Collaborators meet 

Aug-Sep Training (8 weeks) 

October Beginning of Data collection 

Nov 2nd National Meet 

Feb 

2016 

3rd National Meet 

April Consensus meeting on SMHSA 

May End of Data collection 

October Release of NMHS Executive Summary in New Delhi 

February Release of Full Report to Govt. of India 
2017 

March 4th National Meet (state action plan discussion) 
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§ 3% of the survey population (above 18 years), at some point in their lifetime had experienced 

depression with both genders equally affected and higher prevalence in urban non-metro areas. 

§ Common mental disorders, such as anxiety disorders, mild to moderate depression and substance 

use disorders (except tobacco) was more prevalent than severe mental disorders. 

§ Less than 2% had a severe mental illness like psychoses or bipolar disorder, but amongst those with 

the disorder, disability was found across family, social and work life.  

§ Risk of suicide in the last one month was found to be 0.6% (moderate risk) and 0.75% (high risk). 

Suicidal risk was higher among persons aged 18-29 years, rural residents and males. 

§ Intellectual disability screener positive rate was 0.61% and epilepsy (Generalized Tonic Clonic 

Seizures) screener positive rate was 0.27%. Rate for both disorders was more in the younger age 

group of 18-29 years.   

§ Nearly 1/3rd of the individuals, with mental morbidity reported disability, either in work, social and/

or family life. About 7% of the affected individual experienced extreme difficulty with activities of 

life. 

§ Treatment gap for mental disorders was huge (82.58%), indicating that a large proportion of the 

affected population, was either not on any treatment or received inadequate treatment.    

§ The economic impact of mental disorder was huge as the median monthly expenditure was 

approximately  1000/-, keeping aside the hidden and intangible costs.  

 

State Mental Health Systems Assessment (SMHSA)  

 The SMHSA by NMHS adopted a public health strategy and comprehensively looked at both 

micro and macro issues at the state level. The areas explored by the SMHSA were availability of health 

resources in the state (mental health care facilities, mental health personnel), mental health policy and 

action plan, availability of drugs, mental health financing and budgetary provisions, intra and inter-

sectoral collaboration for mental health, legislation and implementation, IEC activities and training 

programs for mental health and monitoring. Key concerns which emerged from this assessment were: 

§ Mental health was not included as a priority agenda for the health systems.  

§ The absence of a well drafted state mental health policy and action plan was glaring.  

§ The proportion of districts covered by DMHP was  14.29%.  

§ Much of the mental health care activities in the state was hospital based and were limited in their 

scope and spread. 

§ There was shortage of trained professionals to deliver mental health care. Systematic efforts to 

integrate mental health into general health care were lacking. 

§ Several system constraints include erratic supply of medicines, inadequate funding and absence of 

guidelines for mental health services. 
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§ The services lacked a public health program approach and were more oriented towards conducting 

only clinics.  

§ Program monitoring and evaluation were the weak links. 

 

 

Recommendations  

 We acknowledge that there is no single and quick solution to the burden of mental health 

problems, in a state with vast social, political and economic diversity. Based on the results of the survey, 

interactions with stakeholders and views of community participants, the following recommendations are 

proposed. 

 

1. A comprehensive state mental health policy, in line with national policies, must be developed, 

addressing every aspect of mental health problems like suicide, psychosocial rehabilitation including 

livelihood, severe and common mental health disorders, stigma, child mental health and others. The 

policy should lay a road map for ease of accessibility to mental health care, early diagnosis and 

management of mental disorders, enable recovery and rehabilitation within the community and 

prevent stigmatization and disability limitation, considering the local knowledge, practices and 

social determinants of mental health. 

2. State mental health policy should be accompanied by a comprehensive, time-line driven state 

mental health action plan which has a detailed workable plan addressing the activity components, 

roles and responsibilities of every stake holders, timelines, budgetary provisions and monitoring 

mechanisms. It should also implement strategies for promotion of positive mental health, 

strengthening information systems and promoting research for mental health. Provisions should be 

made for revision of the action plan at definite intervals based on the progress. 

 

Mental Health Problems 

WP : 5.84%

Common Mental Disorders 
with SUDs 

(without tobacco) 

WP : 5.31 %

Any Substance Use disorder 
(without tobacco) 

WP : 3.59%

Neurotic and Stress related 
disorders 

WP : 0.79%

Depressive Disorders 

WP : 1.45%

Severe Mental Disorders 

WP : 0.61%

Psychotic Disorders 

WP : 0.50%

Bipolar Affective Disorder 

WP : 0.07%

Severe Depression with 
psychotic features 

WP : 0.04%

Weighted prevalence of common and severe mental disorders in adults 18 years and above 
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3.  Strengthen Public Health System: Given the burden of mental health problems, there is an urgent 

need for the government to upgrade the existing facilities and strengthen the CHC/District hospital 

services. This would help in identification and handling of routine mental health problems and 

appropriate referral when required. Suggested measures are:  

¶ Creation of regular posts for mental health professionals in the periphery. 

¶ Allocation of adequate beds in each district hospitals specifically for psychiatric 

disorders. 

¶ Regular training of primary health physicians and other staff. 

¶ Regular supply of necessary medicines at all district and state hospitals. 

4.  Human Resource and Capacity Strengthening at various levels -Increased availability of trained 

manpower can only be through education and training. Suggested measures are:  

¶ Psychiatry exposure and training at the undergraduate level should be revamped. 

¶ Sensitization and training of primary health care providers with focus on identification 

and first level management of psychiatric illness. 

¶ Annual capacity building and manpower development in recognized courses of 

psychiatry, clinical psychology, psychiatric nursing and psychiatric social work should 

be given importance on a regular basis. 

¶ Technology based applications and internet based learning mechanisms can be employed 

to successfully train non-specialist health providers and provide longitudinal follow-up 

of affected persons for continued care.  

¶ Identify an institute in the state, as nodal agency for developing training material and 

imparting training programs.  

¶ Training of community health workers, sensitization program for media, judicial 

officers, police and administrators in relevant departments.  

5. Re-Strategize DMHP: Successful implementation of DMHP had many administrative and 

managerial setbacks across the state. Appointment of psychiatrists and other staff should be made 

exclusively for DMHP. They should be trained on program management and organizational 

activities. DMHP should assure regular flow of funds, strict monitoring and integration of IEC 

activities into other programs. Detailed specifications and instructions on how to implement DMHP 

and tackle obstacles along with a set of measurable outcome indicators are some of the other areas 

that need to be re-strategized. 

6. Budget allocation and mobilization for mental health: Streamlined funding with mechanisms for 

monitoring and accountability must be made a priority. Underutilization of fund should be 

discouraged.  Drug logistic system of indenting and procurement should be strengthened. Free 

availability of medicines on a continuous basis in all public health facilities should be ensured.  
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7.   Rehabilitation by involving NGOs and Community  

¶ Due importance should be given to strengthen the role of caregivers by setting up of 

crisis intervention centres, helplines, half way homes and long term residential care 

centres.  

¶ Legal provisions of disability benefits should recognize disability induced by mental 

illness.  

¶ NGOs are partners in the rehabilitation services. Apart from increasing the number of 

NGOs working exclusively in the field of mental health, educating them about mental 

health problems,  associated legal and ethical issues, structured training programs on 

counselling skills, referral pathways  and community based interventions will help in 

capacity building of mental health professionals. 

¶ State government should establish more user friendly day care centres, half way homes, 

long stay homes and centres for suicide prevention. 

¶ State and central governments should also consider allocating funds to train persons with 

mental disorders for earning a livelihood. The NGOs and community can be involved in 

this training and restoration of livelihood. 

¶ Sheltered workshops can be setup in rural and urban areas. 

¶ To achieve these, there is a need to form a network of partners between health and 

related sectors like education, social welfare, and judiciary. 

8. Monitoring and Evaluation: The state mental health authority should actively support, facilitate 

and monitor the various plans, programs and implementation in a continuous manner. Periodic 

monitoring by central government is also necessary. Clearly defined processes, indicators and 

feedback mechanisms must be developed and evaluated at regular intervals. Record keeping and 

documentation in the districts should be monitored on a timely basis. NGOs working in the field of 

mental health also require periodical monitoring. 

9.  Information Education and Communication (IEC) 

¶ State government should involve electronic media for highlighting mental health issues 

and solutions. Being faster, easily available and having a wide range of coverage, 

responsible and ethical reporting of mental health issues by electronic media can have a 

huge impact on the general population. 

¶ State medical associations should disseminate and educate medical practitioners in 

providing mental health care.  

¶ Print media in the form of pamphlets, posters, booklets in local language should be made 

available in all hospitals. 

¶ Sensitization workshops, seminars, and the like can be conducted on a regular basis in 

schools, colleges and institutions to create awareness on mental health issues and 

promote mental wellbeing. 
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Mental health problems are a diverse group of 

conditions with varying degrees of severity. 

Ranging from short spells of anxiety and stress to 

florid psychosis, mental health problems can 

impose a negative impact on a personôs social, 

economic and personal life. Problems are made 

worse by the associated social stigma and 

discrimination. With the growing awareness in 

society, improved recognition and changing 

lifestyles, mental health problems are on the rise. 

Irrespective of age, gender, culture or religion, it 

affects almost every section of the society. By 

recognizing mental health problems as public 

health problems, under the rubric of non-

communicable diseases (NCDs), several attempts 

have been made by various organizations, 

societies and governments to capture the burden 

and extent of problems in different communities. 

Several independent studies undertaken across 

the country and state have highlighted the 

prevalence and burden of mental, neurological 

and substance use disorders and the limited 

availability of services [1]. With the launch of the 

Mental Health Policy, 2014 [2], the importance 

and need of good quality data for planning, 

programming, financing and delivery of mental 

health services cannot be underestimated.  

Need for a National Mental Health 

Survey 

In the past, many psychiatric epidemiological 

surveys have been conducted in different parts of 

the country with wide variations in the prevalence 

rates. These studies were mostly conducted 

among relatively smaller samples within specific 

geographical locations and they differed with 

regards to the case selection methodologies, 

thereby limiting their representativeness at a 

national level [1]. Except for the ICMR severe 

morbidity study [3], a nationwide representative 

survey using standardized and uniform 

methodology for mental health has been lacking. 

Although few studies were conducted by 

individual researchers on select disorders, no 

epidemiological study has been undertaken in the 

state of Assam using a uniform methodology. 

Despite implementation of NMHP in the state for 

nearly two decades, good scientific data on the 

mental health burden and systems for mental 

health care is limited. There is no large scale, 

quality, representative mental health 

epidemiological study in the state of Assam till 

date, to provide evidence to strengthen mental 

health program in the state. 

Assam is one of the 12 states selected for 

the NMHS-2015-16. The study design used in 

NMHS also provided independent state level 

estimates, hereby paving way for the first State 

Mental Health survey in Assam. The Assam State 

Mental Health Survey was conducted to provide 

the much needed information to plan, develop, 

implement, monitor and evaluate mental health 

services in the state, as well as supplement the on

-going national level endeavours to control 

mental disorders. 

Objectives of NMHS 

In line with the objectives of the NMHS, 

the survey in Assam aimed at (i) estimating the 

prevalence and burden of mental and substance 

use disorders in the state (ii) identifying mental 

health care seeking and service utilization 

patterns and (iii) assessing available systems and 

resources for mental health care. Apart from the 

above key objectives, the survey also sought to:  

¶ Estimate the treatment gap and disability     

attributed to mental disorder. 

¶ Conduct a mental health system assessment 

over several domains, using objectively 

verifiable indicators to understand, mental 

health care delivery in the state. 

¶ Develop a state specific factsheet to serve as 

baseline for objective evaluation of progress 

over timeΦ 

Introduction  
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National Institute of Mental Health and 

Neurosciences (NIMHANS), Bengaluru was 

entrusted with the responsibility to develop the 

methodology, co-ordinate and implement the 

National Mental Health Survey (NMHS). (details 

available in the National Mental Health Survey of 

India, 2015-16: Prevalence, Pattern and 

Outcomes: 2016) [1] Based on the availability of 

interested and reliable partners (individuals and/

or institutions), willingness to undertake the 

survey within the given parameters, availability 

of translated versions of the tool in the local 

languages, and commitment for undertaking the 

survey, the selected states were  

 North  :  Punjab, Uttar Pradesh 

 East  : Jharkhand, West Bengal 

 West :    Rajasthan, Gujarat 

 South :  Tamil Nadu, Kerala 

 North East:   Assam, Manipur 

 Central :  Madhya Pradesh, 

   Chhattisgarh 

Lokopriya Gopinath Bordoloi Regional Institute 

of Mental Health (LGBRIMH), Tezpur, was the 

partner institution for the conduct of the survey in 

the state of Assam. 

Project Management 

For the successful implementation of the survey, 

a multidisciplinary team at various levels was 

formed.  

At National Level: Chaired by the Jt. Secy (PH) 

MoHFW, the project was guided by the National 

Technical Advisory Group (N-TAG) comprising 

of persons drawn from different domains like 

mental health, bio-statistics, survey methodology 

and social sciences with the overall 

responsibilities of providing directions for 

undertaking the nationwide survey, improving 

quality, monitoring progress and providing timely 

approvals for the project.  

At NIMHANS Level: A project core team and an 

advisory committee of professionals drawn from 

various departments were involved in 

coordination of the entire project. 

NMHSïASSAM team: As per the terms of 

reference laid out in the master protocol and 

operational guidelines document, the state team, 

in collaboration with NIMHANS, coordinated the 

overall survey process in the state of Assam. The 

activities include obtaining the necessary 

approvals and permissions, translation and back-

translation of study instruments, constitution of 

the NMHS State Advisory Board, recruitment 

and complete training process of Field Data 

Collectors (FDC), supervision and quality control 

of data collection process and maintaining high 

ethical standards during the conduct of survey. 

It also include undertaking re-interviews on a 5% 

subsample, ensuring timely and secured 

transmission of data, undertaking study of Mental 

Health Systems Assessment (MHSA) as per the 

master protocol, conducting and participating in 

periodical review meetings, submitting monthly 

reports and expenditure statement, drafting the 

state levels reports and fact sheets, contributing to 

develop the national report and undertaking the 

dissemination of results locally. 

NMHS ïAssam Advisory Board: A state advisory 

board of 5 members was constituted to facilitate  
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the conduct of the survey by guiding and advising 

in different aspects. They also functioned as the 

peer review and support system by reviewing the 

Mental Health System Assessment report.  

Overall, there have been 3 meetings with the 

Advisory board.  

NMHS ï Data collection Team: A team of 1 FDC 

supervisor and 7 Field data collectors (FDCs) 

were appointed for the purpose of data collection. 

In addition to data collection, the FDC supervisor 

had to liaison between the FDCs and state team 

members. Apart from this, the supervisor planed 

the weekly field data collection, monitored data 

collection, liaised with local authorities, ensured 

data backup regularly and prepared the daily, 

weekly and monthly reports. 

Study Design 

The overall study design was a multi-stage, 

stratified, random cluster sampling technique, 

with random selection based on Probability 

Proportion to Size at each stage (MSRS-PPS). A 

4 stage sampling was adopted (District ü Taluka/

CDB ü Village/Ward ü HH). All the 27 districts of 

Assam were stratified, rank ordered and 

trifurcated based on poverty estimates. District 

wise poverty estimates were computed based on 

data from National Sample survey 68th round 

(2011-12) consumer expenditure, using the 

Tendulkarôs committee methodology of 

calculating poverty line. One district was 

randomly selected from the 3 strata. Initially, the 

districts allotted for survey in Assam were 

Dibrugarh, Cachar and Kokrajhar. However, due 

to the prevailing ethnic clashes and social tension 

at that time, on the request of the state team, 

Kokrajhar was replaced by Barpeta, which was 

also randomly selected. This change was made 

during the 1st National PI and Co-PI meet. 

Within each district, two talukas or CDB were 

randomly identified based on the PPS strategy. 

Urban and Rural clusters within the selected 

CDB/ talukas were drawn proportional to the 

state urban-rural proportions using the PPS 

strategy. List of clusters along with the talukas 

provided in [Annexure -1].  

Sample Size 

The number of adults needed to be interviewed 

was about 2000 adults, based on the results of the 

pilot study by NIMHANS. The final sample size 

was fixed at 3000 individuals for each state, 

which was to be achieved by interviewing 50 

adults Ó 18 years from 60 clusters. This included 

a 30% non-response rate. 

Selection of Household  

Households within the clusters were the final 

sampling units for the survey. Upon arrival at a 

particular cluster, the FDCs introduced 

themselves to the local village headman and with 

his help made an assessment of the boundaries of 

the cluster. Commonly used Immunization 

Coverage Evaluation Survey methods were 

employed to locate the first HH which included 

house-listing exercise and calculating the 

sampling interval. After this, subsequent 

households were selected as per the sampling 

intervals. House-listing exercises were practiced 

during the training period in a village, near 

LGBRIMH. The Department of Community 

Medicine from Assam Medical College and 

Hospital, Dibrugarh, helped in the first couple of 

rounds of house-listing exercises. Each and every 

habited house was numbered with a chalk pencil 

and a rough sketch (Fig: 1) of the entire cluster 

was made by the FDCs. To calculate the 

sampling interval, first the mean HH size in the  
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Fig: 1 ï A sample of house-listing in one of 

the clusters  

cluster was estimated [number of 18+ 

populations / no. of HH in the cluster], then, 

number of HH to be surveyed was calculated 

[50 / mean HH size; where 50 is the number of 

individuals to be interviewed in each cluster]. 

Sampling interval was calculated using the 

formula 

  No. of HH in cluster 
 SI =  ðððððððððð-- 
                         No. of HH to be surveyed 

Abandoned non-residential buildings, commercial 

establishments, temporary settlements, hostels 

were excluded from the survey. The Field 

supervisor then assigned a series of households to 

each FDC. 

Selection of Respondents 

After locating and selecting the HH, informed 

consent was obtained at first contact from the 

head of the house and all resident members were 

enlisted. Within the list, all the eligible members 

of the HH above the age of 18 years were 

interviewed. If a particular respondent was not 

available, a convenient time was scheduled for a 

later interview. A maximum of three visits on 

different days on different times in order to 

access and interview that respondent was 

necessary as part of the operational  guidelines. 

The respondent was declared as non-respondent if 

he or she was not available after three or more 

visits. Temporary visitors or relatives were not 

considered as members of the HH. As mentioned 

earlier, interview of 50 respondents in each 

cluster was the target for the survey. All enlisted 

and available members of the identified 

household were interviewed. Keeping with this, 

all the members in the last identified household 

were interviewed even if the completed 

interviews exceeded 50 at that household.  

Study Instruments 

The final set of instruments for the survey were 

identified after review by the N-TAG, expert 

committee members, PIs and Co-PIs from the 12 

states. The instruments used were ï 

1. Socio-demographic form 

2. Mini International Neuro-psychiatric 

Inventory (MINI) 6.0 for adult. 

3. Intellectual Disability screening  

4. Tobacco use questions 

5. Epilepsy related questions to obtain probable 

Generalised Tonic Clonic Seizures 

6. Health treatment and care 

7. Socio-economic impact of illness 

8. Disability Assessment (Sheehan Disability 

Scale) 

The Socio-demographic form collected 

information on gender, age, occupation, income 

and education. 

The adult version of MINI 6.0 (Sheehan, 2010) [4] 

was used to measure the psychiatric morbidity 

because it overcomes the two stage interviews 

needed in field surveys and it directly provides 

ICD 10 compatible diagnostic categories.  
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Moreover, it takes shorter time for administration 

and is easy to train field staff. Also, the 

availability of the tool for use and administration 

in tablets reduces the problems associated with 

traditional pen and paper methods of data 

collection.  Additional questions on Tobacco use 

(Fagerstrom Questionnaire) [5], Epilepsy and 

Intellectual disability were incorporated as these 

areas are not adequately covered by MINI. 

Further, to record the health seeking pattern, 

socio-economic impact and dysfunction (Sheehan 

Disability Scale) [6], three additional 

questionnaires were used on respondents who 

were positive for any of the above scales i.e 

MINI, tobacco, epilepsy and ID. The entire set of 

instruments was translated into Assamese. Taking 

into consideration the cultural issues and 

carefully avoiding use of jargons, the 

investigators employed the method of free 

translation, rather than literal translation.  

Subsequently, they were reviewed and back 

translated to English. Specific issues like need for 

local language equivalents were discussed with 

Prof. Sheehan and changes were incorporated 

during the national collaborators meet. The 

Bengali and Hindi translated versions of MINI 

was also used wherever required. The finalized 

instruments were then loaded into the tablets.  

FDC Recruitment 

Following an advertisement in a local daily and 

the instituteôs website, 8 FDCs were recruited on 

a contractual basis, initially for a period of 6 

months. Selection was made based on experience 

and exposure to field of mental health, 

community survey experience, fluency in reading 

and communication in Assamese, Bengali and 

Hindi. Of the 8 FDCs selected for household 

survey, 4 had an M.Phil. degree in Psychiatric 

Social Work. The rest were Masters in Social 

Work with experience in community surveys. 

One of the FDCs was designated as a FDC 

supervisor. 

Training 

Training was crucial to obtain good quality data 

on mental health. The primary objective of the 

training was to ensure that everyone understood 

the requirements and components of data 

collection, administered the study tools in a 

similar manner and elicit an unbiased response. 

The training for NMHS was carried out in 3 

levels. First, at NIMHANS for the core team, 

Second, the PIs & Co-PIs of state teams and 

Third, the data collection team in each state. A 

time period of 8 weeks was fixed for training of 

FDCs in all the surveyed states. FDCs were not 

expected to make a diagnosis.  

Training in Assam commenced on 3rd of August, 

2015 and ended on 30th September, 2015. The 

training was conducted using different modalities. 

The flow of training schedule along with its 

various components is shown in (Fig:2). Training 

facilitated extensive discussion amongst the team 

members to bring familiarity and competency in 

interviewing and to sort out inconsistencies in 

interviewing.  Some of the interviews during the 

training were audio and video taped. By the end 

of training, each FDC had observed nearly 80 

interviews and conducted nearly 40, including 

community interviews. Volunteers from the 

institute, patients and their attendants were 

involved in the role play and interviewing as a 

part of the training process. Refresher training 

course was also provided to the FDCs midway 

after completion of data collection in 30 clusters. 
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 Fig 2: Training schedule with its components 

  Methodology 

Week 1

ÅOrientation to NMHS and its components.

ÅUnderstanding the nature and behavior of mental health problems.

ÅUnderstanding the various cultural, ethical and gender related issues.

Week 2

ÅObservation of psychiatric interviews by mental health professionals in hospital.

ÅDiscussion of observed cases and learning interview skills.

ÅLearning to use the tablets.

Week 3

ÅDemonstration of administering the NMHS tools.

ÅSimulated interviews by FDCôs and discussion of methods.

ÅLearning to elicit unbiased responses.

Week 4

ÅPractice administration of tools in persons, both with and without mental illness.

ÅGain experience in conducting interviews using tablets.

ÅCritique other team membersô interview objectively and offer alternatives.

Week 5

ÅIndependently conduct NMHS interviews in hospital setting.

ÅEvaluation of interviews by mental health professional.

Week 6

ÅGaining mastery of the operational guidelines.

ÅDiscrepancy resolution during the process of interview.

ÅReview of training by NIMHANS team for the state.

Week 7

ÅOrientation to the community and practice house listing exercise.

ÅAdminister full scale NMHS tools in the community under supervision.

Week 8

ÅGain proficiency in conducting interviews.

ÅUnderstanding the daily monitoring formats and other field survey records.

ÅMicroplanning for the survey.
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Microplanning 

Before the start of survey in each Taluka/CDB, a 

microplan was drafted by the state team and the 

data collection team. Name of clusters within the 

taluka with the number of HH, sampling interval 

and a snapshot of the Google route maps were 

provided beforehand. However, if the provided 

information did not tally after house-listing 

exercise, the actual number of HH was taken into 

consideration and a new sampling interval was 

calculated. Accommodation for all the FDCs was 

arranged in the Taluka/CDB either in a hotel / 

lodge or in some govt. facility if available. 

Arrangements for transportation were made by 

the FDC supervisor after reaching the taluka/

CDB. For security reasons and to minimize the 

expenses, the data collection team moved 

together in each cluster. Data collection was 

completed first in Dibrugarh, then in Barpeta, 

followed by Cachar. 

Data Collection, Storage & Transfer 

Each FDC was equipped with a Dell Venue 8 Pro 

5000 Series 32 GB Windows 8.1 tablet for data 

collection. An extra tablet was kept in reserve 

with the supervisor for use in emergency. The 

socio-demographic details and other study 

instruments were pre-loaded onto the tablets. As a 

precautionary measure, to avoid wrong entry of 

HH details, FDCs filled a form containing only 

the name, age and gender in paper and pencil 

before entering into the tablet. All the rest of the 

interviews were conducted with the tablets. At the 

end of field work each day, FDC supervisor 

collected the backup data from each FDC and 

stored it in a storage devise. The backup data was 

handed over to the state team members during 

their supervisory visits. The state team members 

then uploaded the backup data into the 

NIMHANS server through a secured webpage. In 

places where internet connectivity was sufficient 

for data transfer, the FDC supervisor uploaded 

the backup data to NIMHANS server directly. 

Monitoring of the Survey 

To assure good quality data a separate monitoring 

mechanism was used in the survey at different 

levels [Annexure-III]. In the field level, daily 

monitoring was done by the supervisor to check 

for accuracy, completeness and coverage using 

standardized forms developed for the survey. 

Weekly meetings were also held to review the 

progress of work and troubleshoot field problems. 

To monitor the quality of field work, a total of 6 

supervisory field visits were made by the state 

team members during the period of survey 

including one visit by NIMHANS team member. 

To monitor quality of interviews, a total of 115 re

-interviews was done by the state team members 

across all the talukas /CDBs.  At state level, joint 

review meetings were held twice a month by the 

state team and NIMHANS team on a designated 

day. Progress of the work, technical and 

operational issues was discussed in the meeting. 

At core level, NIMHANS compiled reports from 

all the states which were then sent to the 

MOHFW.  

FGD and KII  

Owing to the variation in presentation and 

reporting of mental illnesses, apart from the 

quantitative methods, Focus Group Discussions 

(FGD) and Key Informant Interviews (KII) in the 

community were incorporated as part of a 

qualitative study to triangulate information from 

various sources. A total of 4 KII for pharmacists, 
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were conducted for the state of Assam from each 

of the NMHS districts and state headquarters. The 

major areas of discussions and interviews were a) 

characteristics of drug use and abuse, b) area 

specific mental health problems, c) homeless 

mentally ill, d) stigma towards mental health 

problems and e) barriers/challenges in seeking 

mental health care.  

Timeline and Budget  

Training of the FDCs was done in a period of 8 

weeks. Although 6 months was the estimated 

time for data collection, the actual time taken was 

8 months. Another 1 month was required for the 

mop up activities including focused group 

discussion (FGD) and Key Informant Interviews 

(KII). There were several factors that contributed 

to the delay.  Remote location with poor 

connectivity was a major factor. Travelling to 

these places consumed more time than expected. 

The total duration of study inclusive of training 

was 11 months (Table-1). The total budget 

allotted for survey in the state of Assam was 

36,50,000/- under the headings of  salary, survey 

related expenses, contingency, mental health 

system assessment and state dissemination 

workshop. A Memorandum of Agreement was 

signed by the Director of LGBRIMH and 

Director of NIMHANS. Funds were transferred 

to the investigators in 5 installments. Monthly 

expenditure report was submitted to NIMHANS 

as required.  

Challenges faced during survey 

1. The administration of MINI in a diverse 

culture within the state, with different 

languages and dialects, was challenging. The 

free translation of the tools helped to 

overcome many of the difficulties. Further, 

the selection of the FDCs based on linguistic 

skills, in addition to Assamese, the tablets 

were also preloaded with Bengali and Hindi 

versions of the study instruments. 

 Table 1: Timeline of Events 

  

Events Time  

4-6th  April 

2015 

1st National collaborators 
meet  

29th  April Recruitment Advertisement  

5-7th  May Interview for NMHS  

3rd  Aug Commencement of Training  

30th  Sept End of Training  

5th  Oct Data collection in Dibrugarh  

13th  Oct State Advisory Board  

Meeting  

13-

15th  

Nov 
2nd National Meet  

23rd  Dec Data collection in Barpeta  

29th  Feb 

2016 

3rd National Meet  

14th  Mar Data collection in Cachar  

26th  April Consensus meeting on 
SMHSA  

14th  May End of Data collection  

 June FGD & KII conducted  

10th  Oct Release of NMHS Executive 
summary in New Delhi  

 Feb 

2017 

Release of full report to 
Govt. of India  

17th  Mar 4th National Meet (state ac-
tion plan discussion)  

6th  April Dissemination of results to 
Media 

Methodology 
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2. Training of the FDCs to administer the entire 

set of tools in a uniform manner and elicit an 

unbiased response was a big challenge. This 

was addressed through an exhaustive training. 

Each interview, both on and off the field was 

critically analysed by the state team. 

3. Transportation of the FDCs was a major 

hurdle in completion of the survey within the 

stipulated time. In all the districts, clusters 

were situated far away from their places of 

accommodation. In select clusters of Barpeta, 

FDCs had to travel on foot for hours, along 

the low-lying sandy Brahmaputra river banks 

called ócharô areas. Traversing the bamboo 

bridges across rivers was highly stress 

provoking. Daily commute on poor quality 

roads imposed a heavy toll on the health of 

data collectors. 

4. FDC for the survey were recruited on a 

contractual basis. Due to better job 

opportunities or personal problems, 2 FDCs 

left the survey after 2 months. The remaining 

FDCs supported the survey by extending their 

duration of contract. 

5. In order to ensure safety of female FDCs, a 

male FDC always accompanied them when 

the need arose.  

6. In a few clusters of Barpeta district, people 

were reluctant to cooperate with the survey. 

FDCs were not permitted to interview 

respondents in private. The entire group had 

to move together into each house, in the 

presence of the village headman.  

7. FDC supervisor had to upload data on a daily 

basis from the field. However, due to poor 

internet connectivity in most of the clusters, 

data could not be uploaded regularly. As per 

the SOP/OG, data was collected by the state 

team members during the supervisory visits 

on a hard drive in person and later uploaded 

directly to NIMHANS server from the state 

headquarters. Sometimes the data transfer 

took longer than the stipulated time.  

8. Temporary non-functioning of tablets were 

encountered in the field. Help from the 

NIMHANS IT support team was sought as 

and when required. 

9. Gathering information on the SMHSA was 

another major challenge. Out of 27 districts, 

only 11 districts responded to the proforma 

sent. Most of the data was either not available 

or incomplete.  

 Methodology 
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SMHSA is a systematic and comprehensive 

assessment to understand the various components 

of mental health care system within the state. Its 

main objectives were to - 

§ assess the existing resources for mental health 

activities and programmes, 

§ and examine the mental health services 

available in the state.  

A tool for data collection was developed based on 

the World Health Organization Assessment 

Instrument for Mental Health Systems (WHO-

AIMS) [7] and the WHO-Atlas [8].  A detailed 

description of the process for finalizing the 

proforma is available in the mental health systems 

report of NMHS, published by NIMHANS [9] 

The tool developed included a set of 10 domains 

and sub domains (Table-2) with focus on specific 

issues related to mental health. The areas 

explored by SMHSA were availability of health 

resources  in the state (mental  health care  

facilities,  personnel),  mental health  policy and 

action  plan, availability  of drugs, mental  health 

financing and budgetary provisions, intra and 

inter-sectoral collaboration, legislation and 

implementation, IEC activities and training 

programs for mental health and monitoring.    

Data for SMHSA was collected by various 

means. Joint Director of Health Services of each 

district was requested to fill up the proforma and 

provide the details for their respective districts. 

Personal visits to government departments, 

numerous telephone calls, emails and all other 

feasible means of communication were 

extensively used to gather information.  

Data was also collated from sources, such as 

census data, State Program Implementation Plans 

(PIP), national health profile [10], crime records 

bureau, Criminal Investigation Department (CID) 

etc. In addition, information was also obtained 

from open sources like psychiatry departments of 

medical colleges, social welfare department, 

NGOs etc. Data from various sources were 

checked and triangulated to ensure that the 

utilized data sources were valid and authentic. 

Data collected was reviewed periodically by the 

NIMHANS team.  

The collated data was reviewed and approved in a 

consensus meeting held with the following 

experts from the state:  

§ Director of Health Services,  Assam 

§ State Nodal Officer of DMHP, Assam 

§ State Mental Health Program Officer, Assam 

§ Chairperson of the State Advisory Board for 

NMHS and  

§ Professor and Dean of Social Work, TISS, 

Guwahati.  

All the issues were debated and extensively 

discussed before reaching a consensus on the 

parameters. Based on data submitted in the state 

assessment proforma, a state fact sheet was 

generated by NIMHANS [Annexure-2].  

 State Mental Health System Assessment (SMHSA) 
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SMHSA 

Sl. no Domain 

1.  General information about the state 

2.  

State Health Resources 

a. Number of general health care facilities (both Govt. & non-Govt.) 

b. Health human resources availability 

c. State health management information system.  

3. 

Mental health systems and resources 

a. Mental Health policy 

b. Mental health action plan 

c. State mental health authority 

d. Mental Health human resources / development 

e. Mental health legislation and implementation 

f. Financing and budgetary provisions  

4. 

Management of Mental Health problems 

a. Burden of Mental Neurological and Substance use disorders and suicide 

b. Number of patients in mental hospital 

c. Admission n mental health care facilities 

d. Maintenance of records 

e. Availability of drugs 

f. Additional services  

5. Intra and Inter-sectoral collaboration  

6. Social Welfare activities  

7. Engagement with civil society  

8. Information education and communication activities  

9. Mental health indicators  

10. Monitoring and Evaluation  

Table 2: Domains and sub-domains under SMHSA 
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 NMHS Assam - Snapshots 

Kalgachia (Barpeta) Bajali (Barpeta) 

Tengakhat (Dibrugarh) Dibrugarh East (Dibrugarh) 

Katigora (Cachar) Silchar (Cachar) 
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Training of Field data collectors Field visit by Investigators 

Supervisory visits from NIMHANS Supervisory field visit by state team 

Consensus meeting with stake holders  Re-interviews by state team 

NMHS Assam -Snapshots 


