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EXECUTIVE SUMMARY

Introduction

The maxim, “There is no health without mental
health” underlines the fact that mental health
is an integral and essential component of
health. Mental disorders going unrecognized
or inappropriately managed predispose to a
wide range of social and societal problems.
Some conditions are implicated not only in
lowering productivity and earning potential,
but also in a number of antisocial behaviors,
crime, homelessness, domestic violence,
alcohol and drug use . It is of chronic nature
thus, resulting in lifelong impact. This impact
lasts foraprotracted period gradually resulting
in poor quality of life for such individuals and

their families.

Unavailability and inaccessibility of mental
health care services, compounded by the
diverse and complex sociocultural factors
appear to influence the mental health seeking
behaviour of the population in the state. A
large proportion of patients with mental
disorders do not seek health care due to lack of
awareness about treatment services, distance
of the health care setup from their residence,

and the stigma associated with treatment.

Since last past decade, there have been
multiple endeavours towards understanding
the mental health problems and developing

a problem oriented, cost effective, socially

acceptable mental health care delivery
systems especially in rural areas focussed
on sustainable systems. In continuation of
the same, the present study, which is a part
of the National Mental Health Survey 2015-
16, was undertaken in 12 states of country
including Madhya Pradesh. The objective of
present study was to estimate the prevalence
of priority mental health disorders, estimate
treatment gap, assess service utilization,
disability and socio-economic impact along

with assessment of resources and systems.

Methods

The mixed-method study design was used;
wherein both quantitative and qualitative
studies were done simultaneously. Prevalence
of mental health morbidity was found to be
7.5% according tothe pilot study; estimated
design effectwas 3; and expected non-response
rate among the surveyed population was 30%.
Based on these sample size calculated was
3000. The sampling methodology used for
quantitative part was a multistage, stratified,
random sampling technique, with random
selection based on Probability Proportionate
to Size (PPS) at each stage.
districts i.e.; Guna, Khargone, Chhindwara and

Three rural

the urbanmetro population of Indore were



selected. Then clusters (village in rural area
and Census Enumeration Block in urban area)
were selected by PPS method. All individuals,
18 years and above in the selected households
were interviewed till the desired sample
(50 in each cluster) is achieved. A set of 10
instruments including Mini International
Neuropsychiatric Interview (M.L.N.I. 6.0) were
utilised for data collection. Data was collected
by trained data collection team through hand

held devices.

For qualitative part, two Focus Group
Discussions [FGDs] (One each with patients
and health care providers) & four Key
Informant Interviews [KlIs] (one each with
Health Care Provider, social worker, health
care provider from NGO and Pharmacist)
were conducted. All the KlIs and FGDs were

done through an Interview guide.

Any Mental morbidity was defined
as those disorders as per ICD10 DCR
and captured by MINI instrument.
This represents the mental disorder
morbidity including substance use
disorders but excluding suicidality.

In addition to defining disorders as
per the ICD-10 DCR, the prevalence
was classified based on the presence
of disorders as per the current time
period (point prevalence) or at any
time in the life of an individual (life
time prevalence) as determined by the
MINI.

Strict protocols were established for data
collection, compilation and transfer with

access controlled mechanisms.

Result

During State Mental Health Survey (NMHS MP
2015-16) 2015-16, a total of 3,240 individuals
across 3 districts and one urban metro city
were contacted. Among them, 2,621 were
interviewed. The response rate was 80.9% at

individual level and 87.3% at household level.

The prevalence of Depression in
state was 1.4 %. If we translate it into
absolute numbers, it turns out to be
staggering 6.1 lakh persons. It was
found that those more than 50 years,
females and resident of urban metro
had highest burden of depression.

® Overall, the weighted prevalence of
Mental Morbidity in adults was 13.9%
(95% Confidence Interval 13.7-14.1), This
prevalence is higher than the national
prevalence of mental morbidity.

® Accordingly, an estimated 66 million adults
are in need of mental health care services
in the state of Madhya Pradesh.

® The burden of any psychoactive substance
use was 36.6%, with tobacco use disorder
being 34.9% and alcohol use disorder being
10.3%. The prevalence of psychoactive
substance use is three fold higher than the
national prevalence.

® More than one third population in the state



is indulging in tobacco use. The prevalence
was highest among persons with age more
than 40 years, male and resident of rural
areas.

The alcohol use disorder was found higher
in population between 30 to 49 years,
amongst males and those resident of urban,
non-metro areas. Surprisingly, it was least
in people living in urban metro city.

The incidence rate of suicide was 11.9 per
1,00,000 and was higher among males
and amongst persons from economically
productive age group i.e; 18 to 45 years.
The suicide risk in state was 0.8% which
was comparable with the national rate and
it was found higher among age group 30 to
49 years, males and people living in urban
metros which coincides with the national
findings.

The self-reported disability among
respondents  with  current mental
illness was highest for family life (34%).
Surprisingly they reported least disability
in their work life (27%) .

Overall, for all mental health problems
treatment gap (not consulting health
provider despite of having mental health
problem) is as high as 91% in the state.
The median duration of illness was found
to be 132 months and the median interval
between onset of illness and consultation
was found to be one year.

There are only 2 public mental hospitals
and 14 medical colleges to provide mental
health care in the state.

The health care professionals who had
undergone training in mental health in
last three years are 99 (i.e. 0.1 per lakh
population).

The number of mental health professionals
in the state was 0.2 per one lakh population.
However, the proportion of psychiatrist
was 0.05 per lakh population.

There were no rehabilitation workers or
special education teachers available under
the public healthspectrum.

The Lifetime and Current Prevalence of
important Mental morbidities of state are

summarized in Table 1.



disorders account for nearly a fourth of
the total case load in primary care settings
highlighting the burden at peripheral
levels. Most often, these individuals present
as common mental health problems or as a
comorbid condition of other disorders and
are missed or inappropriately managed.

® Analarmingfactwhich hasbeenrecognized
for several years, is the huge gap, often
referred to as the treatment gap, in the care
of the mentally ill in Indian society.””) This

Ministry of Health and Family Welfare,
Government of Madhya Pradesh is
committed for strengthening delivery
of mental health services as one of the
high priority area. The state is one of the
first states in India to organise a state
level mental health policy and planning
workshop in March 2015 under the aegis
of National Health Mission and took a
visionary decision to scale up mental
health services across all districts,
moving beyond DMHP and establishing
“Mann Kaksh” at all 51 district hospital
facilities coveringapopulation ofaround
75 million. This initiative was termed
as SOHAM (Scaling up Opportunities
for Healthy and Active Minds). By the
end of month of September, thirty out
of fifty one districts in Madhya Pradesh
have inaugurated the “Mann Kaksh” or
the mental health cell in their district
hospitals, in a bid to integrate mental
health into routine primary health care.
Madhya Pradesh is also first state to
start Happiness Department (Anand
Vibhag) and established a state level
institute to execute various programs.

National Mental Health Survey _
MP State Report 2015-16
is due to the poor awareness among people
and the availability of limited resources.

With the recognition of the above factors,

efforts are ongoing to  strengthen,
integrate and scale up activities to develop
comprehensive and integrated services.
India was one of the first countries to make
a pledge to promote the mental health of its
people. This was done through its National
Mental Health Programme initiated in the
later 1980s.

often been accorded a lower priority amidst

However, mental health has

competing health and social priorities; hence,
the progress has been far from satisfactory.®
Apart from several reasons that have been put
forth for this, a systems approach and public
health components in mental health delivery

are often found missing.

Mental health problems in Madhya
Pradesh

Mental health issues are often last on the
list of priorities in a state where mortality is
mostly the result of infectious diseases and
malnutrition. Morbidity and mortality from
mental illness receive very little attention
from the policy makers, though anecdotal
experience seems to suggest that mental

illness burden in the state is not low.*

Unavailability, inaccessibility of mental health
care resources amalgamated by the diverse
and complex sociocultural factors appears to
influence the mental health seeking behaviour
of the population in the state.!” A large
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proportion of psychiatric patients do not seek
health care due to a lack of awareness about
treatment services, the distance of health
care centre from their residence, and the
stigma associated with treatment. Studies
from various parts of states suggested vide
range of MNSUDs; Bipolar Affective Disorders,
Schizophrenia, Depression, Psychosis and
Generalized Anxiety Disorder at very high
prevalence. Young age, female gender, resident
of rural area, Illiteracy and long distance from
health centrewere found to be important
determinants. (12 The large treatment gap
for mental disorders underlines the need for
integration of mental health in primary care.
It has been reported that there are number
of challenges to integrate mental health
into primary care, which can be addressed
through the injection of new resources and
collaborative care models.(**)

The mental disability in state was reported by
Census 2001 was 39,513 and contributed to
2.5% oftotal disability, howeverneither census
nor National Health profile reported various

domains of the mental health disorders.(*¥

In the last decade, there have been few efforts
to understand the mental health problems and
to develop a problem oriented, cost effective,
socially acceptable mental health care delivery
system especially in rural areas in an order
to develop a sustainable system. One of its
kind was “Theory of Change” (ToC) approach
that has been used to develop and evaluate
complex health initiatives in a participatory

way in middle income countries including

National Mental Health Survey _
MP State Report 2015-16

India. The Programme for Improving Mental
Health Care (PRIME) is a multi-country
research programme which aims to provide
evidence for how to integrate mental health
into primary care by developing, implementing
and evaluating district level mental health
care plans (MHCPs) for priority disorders.
(15 ToC workshops (2014) were found very
useful approach for developing mental health
care plans because they facilitate logical,
evidence based and contextualised plans,
while promoting stakeholder buy in.(*¢)

Stakeholder analysis of PRIME has identified
health

specialists, the media (national and district)

policy makers, donors, mental
and universities as the most powerful, and
most supportive actors for scaling up mental
health care. Force field analysis provided a
means of evaluating stakeholder power and
positions, particularly for prioritising potential
stakeholder engagement in the programme in

decentralized manner.(*”)

Scope and Objectives of National
Mental Health Survey

The National Mental Health
(NMHS) adopted a pragmatic approach to

Survey

address the triple issues of estimating the
burden of mental health problems in a state
representative population, understanding
health care seeking patterns and identifying
the current status of human resources and
services, thus providing a framework for

developing and strengthening national and
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state mental health programmes. Keeping the
traditional approach of including epilepsy
and substance use disorders under the
broader concerns of mental health, the
survey addressed mental health problems,
as a common group of Mental, Neurological
and Substance use (MNS) disorders. At the
state level, survey was undertaken with the
following objectives:

[.  Estimate the prevalence and pattern
of various mental disorders in a
representative population of Madhya
Pradesh

II. Identify treatment gap, health care
utilization, disabilities and impact

III. Assess the current mental health care
resources and facilities in the state for
planning and strengthening of resources

and services.

Project Management

Implementing a state level survey requires
a strong coordinated frame work and a
network of professionals and administrators
for implementing several activities in timely
manner. Hence a robust mechanism was
established to develop, guide, supervise and
coordinate all activities being implemented
by the core team. Multi-disciplinary teams
with a right mix of experience and expertise
were identified and brought together to
achieve the stated objectives of NMHS MP
2015-16.1® The Department of Community
and Family Medicine, All India Institute
of Medical Sciences (AIIMS) Bhopal was

National Mental Health Survey _
MP State Report 2015-16

entrusted with the responsibility of nodal

agency; coordination of the state survey, data

collection, monitoring, supervision, reporting,

creation and dissemination of state level

report. This work was done in collaboration

of Bhopal
and Research Centre

with Psychiatry department
Memorial Hospital
(BMHRC, an institute of Department of Health

Research, MoHFW, Gol), Bhopal.

Page | 5



National Mental Health Survey _
MP State Report 2015-16

METHODOLOGY

This State Mental Health Survey Madhya
Pradesh was part of NMHS 2015-16;the latter
was undertakenasalarge scale, multi-centered
national study on the various dimensions and
characteristics of mental health problems
among individuals aged 18 years and above
across 12 Indian states.

A Master Protocol

components was developed by NIMHANS

outlining the study
to provide the overall guiding framework
for conducting the study. A companion
(0G)

(developed separately for the survey and

Operational Guidelines document
for the mental health systems assessment)
provided a step-by-step guide to the activities
specified in the Master Protocol, ensuring that
the survey was uniformly conducted across all

the states.

Study sites

National Mental Health Survey was initiated in
12 states of India including Madhya Pradesh.
Preference to Madhya Pradesh state in Central
region have been based on availability of a
comprehensive team which includes (i) a
Psychiatrist from Bhopal Memorial Hospital &
Research Centre (BMHRC), (ii) Public Health
/ Community Medicine person from AIIMS
Bhopal and ability of the local team to mentor
/ conduct the survey in the state, and (iii)

availability of MINI local language version.

Phasel: Quantitative Part

Sample size estimation for survey
amongst adults:

The sample size estimation for NMHS was
done by using results of pilot study conducted
by NIMHANS in Kolar district of Karnataka.
Representative sample size for each state
was calculated. The prevalence of any mental
health morbidity among adults was 7.5% in
the pilot study and the sample size required
for a simple random sampling with confidence
level of 95% and absolute error of 2% was
666.However such large studies could be
logistically implemented with multi-stage
cluster sampling, therefore final sample size
was derived by using design effect and non-
response rate. The design effect was estimated
to be 3 for the given ICC value of 0.05. Thus,
(666*3=) 1,998 or about 2,000 adults need
to be interviewed. To obtain the final sample
a 30% non-response (2000/0.70=
2857) was included. Thus, in each study site

size,

50 adults >18 years are to be interviewed in
each cluster and in all 60 clusters were to be
surveyed, providing a total of (50 x 60) 3000

respondents.

Sampling design

The overall study design adopted was multi-
stage, stratified (3 districts out of 50, then 2

Page | 6



blocks from within each district), random
cluster sampling technique, with random
selection based on Probability Proportional
(MSRS-PPS). Each
named inhabited village as per Census 2011

to Size at each stage

constituted a rural cluster while a Census
Enumeration Block served as urban cluster in

urban areas of selected district and metro city.

The districts (selected using stratified random
sampling technique (based on district level

poverty
states constituted the Primary and Secondary

estimates)and talukas within the

Sampling Units, respectively, and individuals
within the identified households formed the
unit of analysis.Only non-institutionalised

individuals were considered.

Selection of Districts, Talukas / CDB

and Clusters:

1. A four stage sampling was adopted
(District > CDB /Taluka> Village / Ward”
CEB > HH) in state. (Table 2 & Figure 3)

2.  As there is increasing evidence that
socioeconomic status and poverty issues
are closely related to mental illnesses,
district level poverty estimates was
adopted to stratify the districts within
the state. The district wise poverty
estimates were computed based on the
data from National Sample Survey 68th
round (2011-12) consumer expenditure
data using the Tendulkar’s committee
methodology of calculating poverty line.

All the districts were trifurcated and one

National Mental Health Survey _
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district was randomly selected within
each strata (From Upper Chhindwara;
from middle: Khargone; from lower Guna
& Indore) using the PPS strategy.
A total of two CDBs / Talukas were
selected randomly within each identified
district using the PPS strategy.( Table 2)
Selection of Urban and Rural clusters
within the selected CDB/ talukas was
made in such a way that they were
proportional to the state urban-rural
proportions using the PPS strategy. Each
urban cluster was further stratified as
Urban metro areas and Urban non-metro

areas as per 2011 census.

Rural Clusters
Villages  with  population  >500
comprising atleast 1 CEB were listed
and requisite number of villages were
selected randomly. If very large villages
(5 to 10,000 population) got selected,
one or more CEBs within the village
was randomly selected to achieve the

requisite sample size.

Urban Clusters

Non-metro Clusters: The Urban wards
within the headquarters of randomly
selected talukas constituted the urban
non-metro clusters. If the selected taluka
headquarters was a metro as per census
2011 another urban area within the
same taluka was randomly selected for

the urban non-metro sample.
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ii. Metro Clusters: Proportionate number
of clusters was selected from at least
one urban metro area within state. If
the Urban metro is within the randomly
identified taluka, the same was selected.
If there was no urban metro within the
taluka, the urban metro within the district
was selected. If within the district there
was no urban metro city, the nearest
urban metro to the one or more of the
district being surveyed was selected and
the requisite number of clusters selected.

iii. In each of the urban areas (both metro
and non-metro areas), one or more CEBs
within the ward was chosen using simple
random method to achieve the requisite
sample size.

5. Relatively stable populations and non-
commercial areas /localities were

preferred. Uninhabited houses and

establishments

commercial were

specifically excluded.(Table 2)

Selection of individuals

After enlisting all resident members of the
household (HH), all eligible members above
the cut-off age of 18 years in the HH were
interviewed after taking consent. In case an
individual member is not available, two more
visits were planned: first visit on a holiday
and the second one with a prior appointment.
If after the third visit, the individual was not
available, then he/she was declared as a non-
responder. Written informed consent from the

responsible respondent and each of the adult

National Mental Health Survey _
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members consenting for the survey interview

were obtained.(Table 2 Fig. 1)

Figurel:Overview of the study design in
NMHS Madhya Pradesh State 2015-16

STAGE 1

STAGE 2

«I

STAGE 3

STAGE 4

Footnote : CDB: Community development block, PPS:
Probability proportion to size, HH: House hold
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Table2: Selected districts, Talukas/CDBs, villages/wards of urban areas under NMHS, MP 2015-16

District Blocks Rural Urban Non Metro
Guna Kumbhraj TulyaKhedi, Nijampur, | Kumbhraj (NP) WARD NO.-0004,
Sevanya, KenkdiViran, | Kumbhraj (NP) WARD NO.-0015
Kudara, Badagaon,
Sanai
Raghogarh | Raghupur, Nauhar, Raghogarh -Vijaypur
Kishanganj Alias (M) WARD NO.-0004,
Motipur, Khiriya, Raghogarh -Vijaypur
Kakwasa, Aamliyawada, | (M) WARD NO.-0015
Ram Nagar
Khargone | Bhikangaon | Ghoghnath, Lalni, Bhikangaon (NP) WARD NO.-0012,
Pachhaya, Jamnya Bhikangaon (NP) WARD NO.-0006
Buzurg, Rodiya, Banjhar,
BilkhedKhurd
Khargone Mothapura, Raibid, Kajalpur (OG) WARD NO.-0039
Bhasner, Ghegaon, (Rural MDDS CODE:477629),
Ghotya, Dongarchichli, | Khargone (M) WARD NO.-0028
Barud
Chhindwara | Umreth Karla Khurd, Munga,
Satnoor, Musadei,
Kanhargaon, Bijori
Gumai, Umreth
Sausar Gajandoh EV,, Piplanarayanwar (NP) WARD NO.-
Maherakhapa, Amla 0013, Sausar (M) WARD NO.-0008,
EV, Utekata, Saykheda, | Mohgaon (NP) WARD NO.-0006,
Ghoti, Pandhara Khedi | Borgaon (CT) WARD NO.-0001
Metro Taluka Rural Urban Metro
District-
Indore Indore Indore (M Corp.) WARD NO.-0013,
Indore (M Corp.) WARD NO.-0020,
Indore (M Corp.) WARD NO.-0027,
Indore (M Corp.) WARD NO.-0033,
Indore (M Corp.) WARD NO.-0040,
Indore (M Corp.) WARD NO.-0042

Footnote : NP - Nagar Palika, M:Muncipality, M Corp: Muncipal Corporation
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Study Instruments

The study instruments included following
sections; Socio-demographic form, Mini
International Neuro-psychiatric Inventory
(MINI) 6.0, Intellectual Disability screening,
Epilepsy related questions to obtain probable
diagnosis of Generalised Tonic Clonic Seizures,
Tobacco use questions, Health treatment and

care and Socio-economic impact.

Questions to identify Persons with Epilepsy
were identified by the questionnaire algorithm
for identifying cases of Generalised Tonic-
Clonic Seizures (GTCS) in the community
(19 Tobacco assessment was done through
Fagerstrom Nicotine Dependence Scale 9,
Pathways Interview Schedule (Encounter
Form) developed by the WHO @V to gather
systematic information about the sources of
care used by patients before seeing a mental
health professional was used to assess health
care seeking behaviour and the questions
related to Disability and socio-economic costs
derived from WHO -DAS 2.0.?2

Box1: Definitions used in NMHS
MP 2015-16

1. Any Mental morbidity was
defined as those disorders as
per ICD10 DCR and captured by
MINI instrument. This represents
the mental disorder morbidity
including substance use disorders
but excluding suicidality.

National Mental Health Survey
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In addition to defining disorders
as per the ICD-10 DCR, the
prevalence was classified based
on the presence of disorders as
per the current time period (point
prevalence) or at any time in the
life of an individual (life time
prevalence) as determined by the
MINI.

The MINI diagnostic algorithm for
DSM IV diagnosis is equivalent to
the ICD-10 DCR criterion in most of
the disorders, with two exceptions:

In diagnosis of depressive
disorders, the MINI and DSM IV
TR takes into account the item of
dysfunction, while in the ICD-10
DCR, only number of symptoms
are taken into consideration.
Hence 4 or more symptoms were
used to indicate a depressive
episode as per the ICD 10 DCR
criteria regardless of the item of
dysfunction.

Alcohol and other substance use
disorders included dependence,
abuse and harmful use as detailed
in the ICD 10 DCR. The DSM IV
dependence criteria is equal
to the ICD-10 DCR criteria for
dependence. For harmful use, as
per the ICD 10 DCR, the criterion
of DSM IV abuse and in addition
substance use and its impact on
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physical and social areas was
considered for ICD 10 DCR Harmful
use.

Substance use disorders include
tobacco use (low to significant
dependence), alcohol use
disorders and other substance use
disorders.

The Fagerstrom instrument for
tobacco dependence was modified
to include non-smoking variety
of tobacco use and the same was
adopted with similar scoring
system.

Due to the complexities in
documenting observations related
to psychotic behaviours in an
epidemiological community based
study, MINI captures Schizophrenia
and other psychotic disorders
as a group and not as individual
categories. The same as per the ICD
10 DCR criteria has been adopted.

Suicidal risk was categorised as
low (score 1-8), moderate (score
9-16) and high risk (score >17)
based on the scoring obtained in
the MINI schedule.

Common mental disorders include
depressive disorders (mild,
moderate and severe without
psychotic features), neurotic

and stress related disorders and

National Mental Health Survey
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alcohol and other substance use
disorders.

Severe mental disorders include
Schizophrenia and other psychotic
disorders, bipolar affective
disorders, and severe depression
with psychotic features.

Training of Study Team

® All efforts were made to recruit field

workers who have experience of working
in mental health field and undertaking door
to door survey. Acomprehensive training
programme was organize at two levels;
At the first level, Training of Trainers is
held by NIMHANS team and at the second
level, individual NMHS MP 2015-16 were
trained by the NIMHANS team for NMHS
methodology and administration of MINI
and other questionnaires

The AIIMS Bhopal team in collaboration
with NIMHANS team conducted a detailed
training for the field survey staff for a
period of 6 weeks. This training was done
at Bhopal at the beginning of the survey
and continued till completion at periodical
intervals. It ensured that field workers had
first-hand experience of (a) interviewing
real patients in clinical settings, (b)
administering MINI and other NMHS
instruments on such patients to attain an
acceptable degree of proficiency.

As NIMHANS team was continuously

working with the state team and periodic
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refresher training programmes were held
at different time points based on a review
of survey data and needs expressed by the
NMHS MP 2015-16 team. A training module
detailing the schedule, methods, and
steps of training developed by NIMHANS
team was used in the survey. Overview
of training program is given as annexure.
(Annexure 1)

Data Collection

Datawascollected by trained field investigators
using Hand Held Devices specially configured
for the survey.

The flow chart below provides details of
conducting interviews using hand held devices
that are loaded with all the study instruments
in local language i.e. Hindi (Fig. 2).

National Mental Health Survey
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Figure2: Flow of Interview

Consented, agreed for interview

4

4

Section 2: Section 3: 1D and ASD Screen
MINI 6.0 Section 4 : Tobacco Use
Adult + Kid Section 5 : Epilepsy Screener (GTCS)

| |

Health care and treatment

Assessment of sodo-economic impact

v

Assessment of disability —
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Data storage and transfer

The protocol for data collection, storage and
ensuring backup operationalized during
the pilot study was adopted for the main
study also. The state Principal Investigator
(AMK) was the custodian for all the data
gathered locally and ensured that there is
restricted strictly authorized access to data.
Operationally, the following back up measures
was ensured e.g.; Daily back up of data on the
tablets itself, consolidated data backup by the
co-ordinator both on Daily basis and weekly
basis. Using National Informatics Centre’s
secured National Knowledge Network (NKN)
data was transferred to NIMHANS servers

periodically. (Annexure 2)

Quality Assurance

Quality in data collection was ensured by
training each of the field data collectors
systematically and in a comprehensive mode.
One to two percent of the total interviews were
independently scrutinized for quality control.
5% re-interviews by PI/Colwere included for
quality control and to set up strict monitoring
mechanism.

Analysis of Data

After the completion of data collection, the
encrypted data was sent to NIMHANS. Analysis
was done by the core team of NIMHANS. The
results were then sent to the state Principal
Investigator (AMK).

National Mental Health Survey _
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Descriptive analysis was done by estimation

individual frequencies for various
characteristics.Thelnternational Classification
of Disease, 10threvision, Diagnostic Criteria
for Research(ICD 10 DCR)12. Current (Point)
prevalence is reported for all diagnostic
groups (ICD categories F10-19, F40-48), and
both current and life-time prevalence (ever
in the life of an individual in the past) is
reported for select conditions under F20-29,
F30-39 and panic disorders. This survey was
undertaken in 3 districts which were selected
after stratification, therefore to calculate
state representative prevalence of mental
morbidity corresponding weights were
used and weighted prevalence are reported.
Design weight was calculated by considering
probability of selection of district and talukas
in state. Individual non-response rate was also
accounted for and finally state level weighted

prevalence is reported.

Phase2: Qualititative Part

The purpose of qualitative component of the
study was to explore the charachteristics of
drug/substance abuse, geographic region

specific mental health problems, stigma
towards mental health problems and mental
health care seeking pattern of communities
and barriers/challenges to mental health care.
For this part, two Focus Group Discussions
[FGDs] (One each with patients and health care

providers) & four Key Informant Interviews
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[KIIs] (one each with Health Care Provider,
social worker, health care provider from NGO

and Pharmacist) were conducted in every
selected district.

All the KlIs and FGDs were done through
an Interview guide. Strict protocols were
established for data collection, compilation
and transfer in management with access
controlled mechanisms.(®

Ethical Issues

The study protocol was approved by
NIMHANS Institutional Ethics Committee
and Institutional Human Ethical Committee,
All India Institute of Medical Sciences Bhopal
prior to the start of study. Written consent in
local language (Hindi) was obtained from all
the respondents for participating in the study.
Recognising the need to combine survey
with service, specific referral mechanisms
were set up to ensure and assure the need
for treatment. The education material was
developed in local language on mental health
issues to create awareness among community
and same was distributed by the FDCs during
the data collection in households, schools and

Panchayats.

Every attempt was made to involve local
communityleaders,schoolteachers, Panchayat
Raj Institution members and political leaders
to create awareness related to MNSUDs in the

community.

Page | 15



National Mental Health Survey _
MP State Report 2015-16

RESULTS

Sectionl: Prevalence, Pattern
and Outcomes

Population Characteristics of Madhya
Pradesh

As per census 2011, the population of MP state
is 7.26 crores, sex ratio is 931 and proportion
of male population is 51.8%. The proportion
of less than 18 years and elderly population
is 40% and 7.9% respectively. Male literacy
rate is 78.7% however; overall literacy rate
is 69.3%. The urban population is 27.6% and
tribal population is 21%. (Table 3)

Table3 : Population Characteristics of
Madhya Pradesh

S.No Characteristics

1 | Population (in crores) 7.26

2 | Sex ratio (females per 1000 | 931
males)

3 | Male population (%) 51.79

4 | Female population (%) 48.21

5 | <18years age groups (%) |39.6

6 |60 years and above age|7.87

groups (%)

7 | Overall literacy rate (%) 69.32
7.1 | Male literacy rate (%) 78.73
7.2 | Female literacy rate (%) 59.24

8 | Urban population (%) 27.63

9 | Tribal population (%) 21.09

V)i 2011
TSusS 211

%
Q
S
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Administrative and economic
characteristics of Madhya Pradesh

The MP state has currently 51 districts, 342
Talukas/ sub districts and 54,903 villages.
There are 29 towns with 1 lakh to less than 1
million population and 4 cities with population
more than a million. The Per capita income
in 2013-2014 was 51,798 INR and Poverty
Headcount Ratio is 37. (Table 4)

Table 4: Administrative and economic
characteristics of MadhyaPradesh

S. Characteristics
No
1 | Districts*(n) 50
2 | Districts as on 2016* (n) 51
3 | Taluka/Sub-district * (n) 342
4 | Villages™ (n) 54,903
5 | Towns with 1 lakh to <1 29

million population* (n)

(@)

Million plus cities*(n) 4

7 | Per capita income in 2013-| 51,798
2014 (in INR) $
8 | Poverty Headcount Ratio®*

37.09

Source: *Census 2011; # (http://www.mpdistricts.nic.
in/); $-Central Statistical Organization; $$-NSSO 68th
round.
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Sampling framework of National
Mental Health Survey in M.P.

Out of 50 districts, 4 districts were selected for 62,462 households, from them, 1051 were
NMHS MP 2015-16 and among 33 talukas of
these 4 districts, 7 were selected, comprising

contacted. The response rate at households
was 87.3%, while the percentage of eligible

1239 clusters. From these 60 clusters were  jnqjviduals interviewed was 80.9%. (Figure3)
selected. These 60 clusters comprised of

Figure3: Sampling framework of National Mental Health Survey Madhya Pradesh State 2015-16

\
¢ 4 Districts out of total 50
y,
)
e 7 Talukas of 33 Talukas belonging to 4 districts
J
)
e These 7 talukas had 1239 clusters (village & CEBs)
e 60 clusters selcted )
\
o The selected 60 clusters had 62462 households, 1051 households contacted
¢ 918 households interviewed - Response Rate 87.3% )
“\
e 3240 persons were eligible for interview
e 2621 persons were actually interviewed-Response Rate - 80.9% )
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Prevalence and pattern of mental
disorders in MP, 2015-16

Mental disorders are a diverse group of
conditions varying in their presentation
ranging from acute to recurrent to chronic,
mild to severe, multiple disorders to single
illness, morbid or co-morbid conditions and
in several other ways. The prevalence of these
disorders are also measured in number of
ways like life time, past year, previous month
and even in the last two weeks. Without
the availability of objective tests for mental
disorders, capturing precise estimates of
these disorders in population based surveys
has always been a challenge, globally; and will
continue in the years to come. The prevalence
rates of mental disorders are also critically
influenced by a wide variety of factors, ranging
from socio-economic and other environmental
determinants, variations in perceived
threshold of distress, differencesin assessment
tools, choice of symptom thresholds in disease

definitions and interpretations of results.

Mental disorders contribute to a
substantial disease burden in MP

Based on uniform and standardised
data collection procedures from a state
representative population, it is estimated
that, mental morbidity of individuals above
age of 18 years currently is 13.9% (95% CI
13.7-14.1). The life time prevalence in the
surveyed population was 16.7% (95% CI

16.5-16.9). This proportion of the population

National Mental Health Survey _
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who is currently suffering from a mental
disorder requires an active intervention.
This estimate includes a range of mental
disorders F10 - F49 categories within the
International Classification of Disorders (ICD
-10). Translated to real numbers (based on
weightage for differentlevels), large number of
individuals are in need of active interventions
in the state.(Table 5)

The prevalence of alcohol use disorder was
10% and other substance use disorder, except
tobacco use was 0.6% and the prevalence of
tobacco use disorder was the highesti.e; 35%.
(Table 5)

The current and lifetime prevalence of
Schizophrenia and other Psychotic disorder
was 0.3 and 0.9% respectively. The current
and lifetime prevalence of mood disorders in
the state were 1.4 and 4.5% respectively. The
prevalence of Depressive disorder was 1.4
and 4% respectively in current and lifetime.
The current & lifetime prevalence of neurotic
and stress related disorders were 2% and
2% respectively. The current and lifetime
prevalence of Bipolar Affective Disorders were

0.06 & 0.4% respectively. (Table 5)

The prevalence of Generalized Anxiety
disorder (GAD) was 0.15%, Other Anxiety
disorder was 0.4%, Panic disorder was
0.1%, panic disorder with limited symptoms
was 0.2%, Obsessive compulsive Disorder
was 0.4%, OCD NOS was 0.4% and reaction
to severe stress and adjustment disorders

(PTSD) was 0.2%. (Table 5)
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Table 5: Weighted Prevalence (in %) of Mental morbidity as per ICD-10 DCR among

adults 18+ years (n=2621)

ICD - 10 DCR

Lifetime

(95% CI)

Current
(95% CI)

Any mental morbidity

16.7
(16.53-16.86)

13.9
(13.74-14.05)

F10-F19-Mental and behavioural problems due to
psychoactive substance use

36.57
(36.36-36.78)

F10 Alcohol use disorder

10.33(10.19-10.46)

F11-F19, except F17 Other substance use disorder

0.57 (0.53-0.6)

F17 Tobacco use disorders

34.89 (34.68-35.1)

F20-F29 Schizophrenia and other psychotic disorder

0.89 (0.85-0.93)

0.34 (0.32-0.37)

F30-39 Mood (Affective) Disorders

451 (4.42-4.6)

1.41 (1.36-1.46)

F30-31 Bipolar Affective Disorders

0.36 (0.33-0.39)

0.06 (0.05-0.07)

F32-33 Depressive Disorder

418 (4.1-4.27)

1.39 (1.33-1.44)

F40-F48 Neurotic and stress related disorders

2.32 (2.25-2.39)

2.1(2.04-2.16)

F40 Phobic anxiety disorders

1.4 (1.35-1.45)

F40.0 Agoraphobia

1.02 (0.97-1.06)

F40.1 Social Phobia

0.59 (0.56-0.63)

F41 Other Anxiety disorder

0.64 (0.6-0.67)

0.42 (0.39-0.45)

F41.0 Panic disorder

0.33 (0.31-0.36)

0.11(0.1-0.13)

F 41.1 Generalized Anxiety Disorder

0.15 (0.13-0.17)

F41.9 Panic disorder with limited symptoms

0.16 (0.14-0.18)

F42 Obsessive Compulsive Disorder

0.40 (0.37-0.43)

F42.0 to 42.8 OCD current

0.19 (0.17-0.20)

F42.9 OCD NOS

0.40 (0.37-0.43)

F43 Reaction to severe stress and adjustment disorders
(PTSD)

0.20 (0.15-0.24)
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Mental morbidity as per socio
economic characteristics in MP

The current and lifetime prevalence of Mental
Morbidity was highest in the second quintile
of socioeconomic group, followed by middle
quintile in the state. The lowest quintile also
has high current and lifetime prevalence of
mental morbidity i.e.; 14 & 18% respectively.
As per expectation highest quintile has least

mental morbidity.(Figure 4)

National Mental Health Survey _
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Prevalence of mood disorders by age,
gender and residence

The overall prevalence of current mood
disorder was 1.4%. Comparing different age
groups it was found highest among the elderly
i.e.; 3% followed by age group of 50-59 years.
Likewise lifetime risk of mood disorder was
highest in age group of 50-59 years and was
lowest among 18-29 year age group. (Table
6) (Figure 5). The prevalence of life time and
current mood disorder was higher among
females than males.(Table 6)

Fig. 4 : Prevalence of Mental Morbidity as per socioeconomic charactristics (%)

20
18-

Prevalence (%)

Lowest

11T
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H Life time Prevalence M Current Prevalence
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Table 6: Prevalence of mood disorders by age, gender and residence (%)

Characteristics Life time (95%-CI) Current (95%-
Cl)
Total 4.51(4.42-4.6) 1.41(1.36-1.46)
Age group
18-29 2.03(1.92-2.14) 0.78(0.71-0.84)
30-39 3.98(3.8-4.15) 0.54(0.48-0.61)
40-49 7.2(6.93-7.47) 1.81(1.67-1.94)
50-59 7.75(7.41-8.09) 2.77(2.56-2.98)
60 and above 5.35(5.07-5.63) 2.93(2.72-3.14)
Gender
Female 4.74(4.61-4.86) 1.82(1.74-1.9)
Male 4.25(4.13-4.38) 0.96(0.9-1.02)
Place of Residence
Rural 4.61(4.51-4.72) 1.24(1.18-1.3)
Urban non-metro 3.18(3.01-3.35) 1.48(1.37-1.6)
Urban metro 8.56(7.99-9.12) 3.74(3.36-4.12)
Table 5: Rural urban differentials in Table 6: Gender differentials in prevalence
prevalence of Mood disorders (F30-39) of Mood disorders (F30-39)
2 3.00
2.50
L 15-
@ 200
g 1 0
< © 1.50
A 0.5 £1.00
0.50 -
Rural Urban Urban
non-metro metro 0.00
Male Female

In context of place of residence, the prevalence of life time and current mood disorder was

strikingly higher in urban metro when compared to urban non-metro and rural counter parts.
(Figure 5)
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Prevalence of Depressive disorders
by age, gender and residence

Overall, the prevalence of current and life
time depressive disorder was 1.4 &4.2%
respectively. The prevalence of current
Depressive disorder increases approximately
with increasing age. The prevalence of life
time depressive disorder also increases with

the age except at elderly where it decreases.
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Both current and life time depressive disorder

was found higher among female sex. (Table 7)

The prevalence of current and life time
depressive disorders were higher among
people who live in urban metros with respect
to their counterparts living in rural and urban
non-metro cities. (Table 7)

(Table 7)

Table 7: Prevalence of Depressive disorders by age, gender and residence (%)

Characteristics

Life time (95% CI)

Current (95% CI)

Total

4.18 (4.09-4.27)

1.39 (1.33-1.44)

18-29 1.82 (1.72-1.92) 0.7 (0.64-0.77)
30-39 3.62 (3.45-3.79) 0.54 (0.48-0.61)
40-49 6.88 (6.62-7.14) 1.81 (1.67-1.94)
50-59 7.59 (7.26-7.93) 2.77 (2.56-2.98)

60 and above

Female

4.6 (4.34-4.87)

4.33 (4.21-4.45)

2.93 (2.72-3.14)

1.77 (1.69-1.85)

Male

Rural

4.02 (3.9-4.15)

4.24 (4.13-4.34)

0.96 (0.9-1.02)

1.24 (1.18-1.3)

Urban non-metro

3.09 (2.92-3.26)

1.48 (1.37-1.6)

Urban metro

8.02 (7.48-8.57)

3.21 (2.85-3.56)
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Prevalence of Neurosis and stress
related disorders by age, gender and
residence

In the present study the current and life
time Neurosis and stress related disorders
were 2.1 & 2.3%respectively. The prevalence
of Neurosis and stress related disorders in

differentage groups revealed that both current
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and life time prevalence was higher in 30-49
year age group and lowest in the elderly. Both
current and life time prevalence were found to
be higher in female gender and people living
in urban metros. (Table 8)

Table 8: Prevalence of Neurosis and stress related disorders by age, gender and residence (%)

Characteristics

Life time (95%-CI)

Total

2.32 (2.25-2.38)

Current (95%-CI)
2.1 (2.03-2.16)

Female

18-29 2.11 (2-2.21) 2.05 (1.95-2.16)
30-39 2.44 (2.3-2.58) 2.25 (2.11-2.38)
40-49 2.99 (2.81-3.16) 2.99(2.81-3.16)
50-59 2.19 (2-2.37) 1.26 (1.12-1.4)
60 and above 1.83 (1.66-2) 1.46 (1.31-1.61)

2.46 (2.36-2.55)

2.3 (2.21-2.39)

Male

Rural

2.17 (2.07-2.26)

2.28 (2.2-2.36)

1.88 (1.79-1.97)

2.01 (1.94-2.08)

Urban non-metro

2.25 (2.11-2.4)

2.17 (2.02-2.31)

Urban metro

3.21 (2.85-3.56)

3.21 (2.85-3.56)
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Prevalence of General anxiety
disorders by age, gender and
residence

The overall prevalence of GAD was 0.15%
in the present survey. Comparing different
age groups its prevalence was highest in the
elderly population. It was also found to be
higher among people living in urban metros.

(Table 9)

Table 9: Prevalence of General anxiety
disorders by age, gender and residence
(%)

Characteristics Current Prevalence
(95% CI)

Total 0.15 (0.13-0.17)
Age group

18-29 0.14 (0.11-0.16)
30-39 0.00

40-49 0.24 (0.19-0.29)
50-59 0.00

60 and above 0.47 (0.38-0.55)

Gender
Female 0.28 (0.25-0.32)
Male 0.00

Place of Residence

Rural 0.16 (0.14-0.19)

Urban non-metro 0.00

Urban metro 0.53 (0.39-0.68)
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MP State Report 2015-16

Substance use disordersin M.P.2015-
2016

The prevalence of any substance use disorder
in MP was found to be 11%. It was as high as
35% for tobacco, 10% for Alcohol use disorder
and 0.6% for other substance use disorder.
(Figure 7) The social acceptance and cultural
norms has encouraged tobacco consumption
in the state especially in rural areas.This
might be the probable reason for such a high
prevalence of tobacco use disorder in the state.

Page | 24



National Mental Health Survey _
MP State Report 2015-16

Figure 7: Prevalence of Substance use disorders among adults 18+ age groups

Substance use disorders*
249/2621

Alcohol Use Disorders
238/2621

WP = 10.33%

Other Substances Use
Disorders

WP = 0.57%

Tobacco Use Disorders
837/2621

WP = 34.89%

Footnote : *Substance use disorders excluding Tobacco use. wp Weighted Prevalence

Any substance use disorder was highestamong
the age group of 30-59 years and lowestamong
18-29 yearsi.e.; 6.8%. Similarly, the prevalence
oftobacco use disorder was found to be highest
among the same economically productive age
group 30-59 years. Alcohol use disorder was
highest among 40-49 year age group i.e.; 16%
followed by 30-39 year age group i.e; 12%.
In the inter-state neighbouring districts of
the state,by-products of opium like Bhang,
Sanan, Hashish, Ganja(Crude opium), were
the main items of substance use disorders.
At many places it is cultivated illegally in the
kitchen garden and being consumed. In other
parts of the state, it was noticed that other
products such as whitener, thinners and some
derivatives of barbiturates etc were common
substance use disorders i.e.;. Its consumption
was highest among 30-39 year age group and
lowest among 18-29 year age group. (Table
10)

Any substance use disorder was predominately
found in the male population. For instance
it was 21% in males as compared to 1%
in females. More than 52% male consume
tobacco in one form or another while it is
only 19% in females. Every one in five male
has Alcohol use disorder. Among females
alcohol use disorder and Other Substance use
disorderswere found to be very limited in the
survey. (Table 10)

In context of place of residence, the prevalence
of any substance use disorder was highest
among the urban non-metro and was lowest
in metro areas. The prevalence of tobacco
use disorder was highest among the rural
areas accounting for 36% and lowest in urban
metro i.e.; 22%. Alcohol use disorder was
highest among the urban non-metro and was
lowest in the metro areas. The prevalence of
other substance use disorders were found
similar across the place of residence i.e.; 0.5%.
(Table10)
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Table 10: Prevalence of Substance Use Disorders by age, gender and place of residence (%)

Characteristics Any substance Alcohol use Other Tobacco use
use disorder disorder Substance disorder
(95% CI) (95% CI) use disorder (95% CI)
(95% CI)
Total 10.62 10.33 0.57 34.89
(10.48-10.75) (10.19-10.46) (0.53-0.6) (34.68-35.1)
18-29 6.82 6.74 0.26 23.81
(6.63-7.01) (6.56-6.93) (0.22-0.3) (23.49-24.13)
30-39 12.55 12.27 0.83 37.35
(12.25-12.85) (11.97-12.57) (0.75-0.91) (36.91-37.79)
40-49 16.63 16.07 0.76 45.72
(16.24-17.01) (15.69-16.45) (0.67-0.85) (45.21-46.24)
50-59 10.28 9.74 0.54 40.81
(9.89-10.67) (9.36-10.11) (0.45-0.64) (40.19-41.44)
60 and above 9.1 8.81 0.66 39.5
(8.75-9.46) (8.46-9.17) (0.56-0.76) (38.89-40.11)
Female 1.36 1.36 0.00 18.83
(1.29-1.43) (1.29-1.43) (18.59-19.07)
Male 20.85 20.23 1.2 52.63
(20.59-21.11) (19.98-20.49) (1.13-1.26) (52.31-52.94)

Rural 10.52 10.23 0.58 36.48
(10.37-10.68) (10.07-10.38) (0.54-0.62) (36.24-36.73)

Urban non- 11.83 11.6 0.54 32.12
metro (11.52-12.14) (11.29-11.91) (0.47-0.61) (31.67-32.58)

Urban metro 6.95 6.42 0.53 21.93
(6.44-7.46) (5.93-6.91) (0.39-0.68) (21.09-22.76)
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Observations from FGDs & KllIs

Problem pattern and impact of drug/
sustance abuse

The people of state use diverse type of drugs/
sustance for abuse. The most common
were Tobacco products like Khaini, Gutka,
Nus, Bidi, Madhu, munnka (sasan) etc. The
consumption of by-products of opium like
Bhang, Sanan, Hashish, Ganja(Crude opium)
were found common and socially accepted in
the inter-state neighbouring districts of the
state. At many places it is cultivated illegally in
the kitchen garden and being consumed. Few
health care workers reported some unusual
form of substance abuse like cough syrups,
drugs like diiclofenac, cetrizine derivatives of
barbiturates, whitener and thinners. However
most of the people admitted its adverse effect

as reflected by the following comment

“The person, who is indulge in substance abuse
has negative attitude towards family members,
which in turn has a negative impact on family
andpoverty increases”[KIl of a Health care

worker]

Reasons of Substance abuse

Different people reported different reasons for
sustance abuse. The most common reasons
quoted were cultural practice, peer pressure,
curiosity, adventure and family conflicts. Here

are the following unusual quotes:

“Gum bhul jate hai isko lene ke bad”[FGD]

means
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Once [ consume it, I forget all my worries”

“Roti acchi khilati hai ” [FGD] means
“My appetite increases (Once I consume it)”
health

Stigma towards mental

problems

There was concensus in the community about
the associated sdtigma for Mental illness as
reflected by the following observation of a

data collector

“The people (do) not want to talk about
mental health problems, they think that it is
not a matter of discussion rather it is matter of
personal issue. Only after very long motivation

they become ready for the group discussion.”

Many people believes that mental illness is
becuse of black magic or Goddess rage and it

needs devine intervention to get rid of it.

“Its goddess rage, black magic or evil eye, that’s
why mental health problems cannot be cured”.
[FGD of patients]

Mental Health care seeking pattern
of communities

Most of the patients seek mental health care
from Temples, Daragah, Local priest or
traditional healer before reaching to hospitals.

As explain by the following quote

“Thefirstchoice (forseeking Mental Health Care)
is either temple or dargah. After spending long
time, they used to go to a medical doctor.”[KII of

Health care worker]

Another quote suggest that people used to
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seek medical advise only if they feel illness is
severe.

“There is difference in health care seeking
pattern; For mild to moderate cases they seek
help from temple, dargah or traditional healers.
Once they realise that condition is severe then
only seek help from medical doctors”. [KII]

The Health care providers admitted that most
of the patients could manage to seek advice
from Mental Health Care professional because
of costly treatment, distant hospitals, lack of
professionals and unawareness of availability

of treatment (For Mental Illness).

Incidence and Pattern of Suicide
rates in MP, 2016

The overall incidence of suicide in MP is 11.9
per 1,00,000 population. It is higher in male
sex. In different age groups it is highest in the
18-29 year age group i.e; 24.5 per 1,00,000
population followed by the 30-45 year age
group. Thus the group of age 18 to 45 year
which is most economically productive age
group has the highest incidence in the state.
(Table 11)

Source: National Crime Records Bureau-2014

In this study too, the prevalence of suicide risk
was 0.8%. [t was highestin the age group of 30-
49 years, males and urban metro population.
(Table 12)

Table 11: Suicide incidence rate (per
1,00,000 population)
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Characteristics MP

Total 11.9
Gender

Male 14.2
Female 10.56
Age group

Below 14 years age group 0.64
14 and above - below 18 years 14.97
18 and above - below 30 years 24.55
30 and above - below 45 years 17.97
45 and above - below 60 years 14.27
60 years & above 7.58

Table12: Prevalence of Suicidal risk by age,
gender and residence (%)

Characteristics High risk (95% CI)

Total 0.81 (0.77-0.85)
Age group

18-29 0.47 (0.42-0.53)
30-39 1.01 (0.92-1.1)
40-49 1.32 (1.21-1.44)
50-59 0.94 (0.82-10.06)

60 and above 0.47 (0.39-0.56)

Gender

Male 0.93 (0.87-0.99)
Female 0.67 (0.62-0.72)
Residence

Rural 0.68 (0.64-0.72)

Urban non-metro 0.83 (0.74-0.91)

Urban metro 2.67 (2.35-3)
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Prevalence and pattern of severe
mental morbidity

Common mental disorders (CMDs), including
depression, anxiety disorders and substance
use disorders pose a huge burden affecting
nearly 13.5% of the population. This group
of disorders are also closely linked to both

causation and consequences of several non-
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Treatment gap, disabilities and
impact of mental disorders, 2016

Overall, for all mental health problems
treatment gap is as high as 91% in the state.
Treatment gap of various mental disorders
e.g.; Neurological disorders, major depressive
disorders, affective

bipolar disorders,

schizophrenia and other psychotic disorders

Figure 8: Current Prevalence of common and severe mental disorders among adults

18 years and above

Common Mental
Disorders with SUD
(without tobacco)
Wp-=13.55%

Mental Health
Problems
Wp-13.86%

Severe Mental
Disorders
Wp=0.38%

Any Substance Use
Disorder without
tobacco

Wp-10.62%

Neurotic & Stress

wp=2.10%
Related Disorders E .

Depressive Disorders wp=1.39%

Bipolar Affective

; wp=0.06%
Disoorder p

Psychotic Disorders wp=0.34%

Severe depression
with Psychotic
features

wp=0.00%

Footnote : *Substance use disorders excluding Tobacco use, wp= Weighted Prevalence

communicable disorders (NCD), thereby
contributing to a significantly increased health
burden. These disorders have previously been
unaddressed in the planning and delivery
of health

and families also ignore and neglect these

care programmes. Individuals

disorders till they become severe. (Fig. 8 & 9)

substance use disorders like alcohol use,
tobacco use and other substance use disorders
have been quantified and summarized in
following figure. (Figure 10)
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Figure 9 : Current Prevalence : Common and Severe Mental Disorders (%)
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Figure 10: Treatment gap for mental morbidity
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Treatment patterns and care
characteristics among respondents
with current mental morbidity

Outof total333 patients identified with current
mental morbidity during this survey only 31
were currently on treatment, so the treatment
gap was staggering 90.7%. The median
duration of illness was 132 months and the
median interval between onset of illness and

National Mental Health Survey
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consultation was one year. Median number of
health care provider consulted by patient was
2 and 74% patients admitted that most recent
provider being a government doctor. Median
duration of treatment of patients was 5 years.
(Table 13)

Table 13: Treatment patterns and care characteristics among respondents with current

mental morbidity

Characteristics (n=333) Figure

Currently on treatment 31
Treatment gap (%) 90.69
Median duration of illness (in months) 132(1-480)
Median Interval between onset of illness 12(1-352)
and consultation (months)

Median number of treatment providers 2(1-10)
consulted

Mostrecentproviderbeingagovernment 23(74.19%)
doctor - n (%)

Median  duration of being on 60(1-480)
treatment(months)

Gender

Male 0.93(0.87-0.99)
Female 0.67(0.62-0.72)
Residence

Rural 0.68(0.64-0.72)

Urban non-metro

0.83(0.74-0.91)

Urban metro

2.67(2.35-3)

Footnote : Numbers in the parenthesis indicates Range i.e., Minimum-Maximum
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Self-Reported Disability among
respondents with current mental
Illness

The self-reported disability

respondents with current mental Illness

among

was more in family and social life compared
to work life. This may be due to the stigma
associated with the mental illness in the
community. However, in all three domains, the
extreme difficulty due to mental illness was
present in less than one fourth respondents.
Considerable disability (marked and extreme)
was observed in nearly one fourth of subjects
with mental disorder. (Fig. 11)

Patients with mental morbidity
experiencing difficulty with activities
of life

81% of the respondents with mental morbidity
could do their day to day activities as usual
i.e.; 81%. This may be due to the fact that most
of them are suffering from common mental
illness and that too of long duration so they
have learned to do their daily activity without
experiencing difficulty.(Figure 11)
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Figurel1 : Self - Reported Disability among

respondents with current mental Illness
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Footnote : Extreme disability includes severe levels of
disability interfering in work, social life and family
related activities

Socioeconomic
morbidity

impact of mental

During the survey, a total of 333 patients of
mental morbidity were identified. Out of these
333 patients, the respondents were reported
to have a median duration of difficulty to
carry out daily activities for 25 days, in the
past 30 days. Family members were not able
to go for work for a median 5days in the past
three months, in order to care the patients. In
last 30 days, a median 6 days of family, social
or leisure activities was missed by the patients
and 1450 Rupees INR was Median monthly
expense on the morbidity of the patients.
(Table14).
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Table 14: Socioeconomic impact of mental morbidity

Socio economic impact (n=333) Figure

Median number of days with difficulties to carry daily activities, in the 25 days
past 30 days

Median number of days family members were not able to go for work in 5 days
the past three months, for care of the patient

Median number of day’s family, social or leisure activities was missed. 6 days
Median monthly expense (Indian rupees) 1450 rupees
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SECTION 2: STATE MENTAL HEALTH SYSTEM ASSESSMENT

Introduction

A well-coordinated, balanced and efficient
health system is central to the delivery of
health care to the people. A health system
consists of all organizations, people and
actions whose primary intent is to promote,
restore or maintain health.?® The causes and
consequences of mental health problems are
highly complex and need to be addressed
across the system rather than in isolation.
The system approach identifies the area in
mental health where each system succeeds,
where it breaks down, and what kinds of
integrated approaches will strengthen the
overall system. Thus, the system approach in
the mental health will enable policy makers
to devise a frame work that will deliver high
quality mental health services to reduce the
mental health-treatment gap and strengthen
preventive/promotive measures along with

rehabilitative services.

In view of the need for a systems approach
on a larger public health framework, a good
understanding of the current level of the
Mental Health System in Madhya Pradesh is
necessary. This will provide a clearer and more
comprehensive picture of the major weakness
and also essential information for planning
and strengthening mental health services

along with identifying the areas of integration

with in the existing system to improve mental
health care. Undoubtedly, a well-planned and
organized mental health system has immense
scope for enhanced service delivery, positive
outcomes and improvement of human rights

for people with mental disorders.

The National Mental Health System Assessment
MP(NMHS MP 2015-164) is a systematic and
comprehensive analysis of components and
sub- components of health systems that cater
to the delivery of mental health services at
state level. With this background, this part of
study has following objectives;

1. To examine the available health related
resources for mental health activities/
programmes in the state of Madhya
Pradesh.

2. To examine the status of mental health
services and programmes in the state
of Madhya Pradesh through a system
assessment framework.

Methodology

The methods used for SMHA were mostly
qualitativeand collation of available data. With
the review of the WHO-AIMS and the WHO
Atlas, the proforma for the study process was
developed based on the lessons learntin Kolar

and Tamil Nadu .?* %> After discussions with
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NMHS and state PI and NMHS MP 2015-16A
co-ordinator, consultation with stake holders
and domain experts, the SMHA proforma
was finalised and training in data collection

activities were completed.

The final tool for data collection for the NMHS
MP 2015-16A included a set of ten domains
and sub-domains. The focus of data gathering
was on - general information about the state,
health resources (number of government and
non-governmental health care institutions,
availability of health human resources
and state health management information
systems) in the state, existing mental health
systems and resources (presence of mental
health care facilities and human resources),
mental health policy, action plan to implement
the same, the state authorities responsible
for mental health activities, legislation and
implementation related to mental health,
financing, budgetary provisions, availability of
drugs, intra- and intersectoral collaboration,
social welfare activities, engagement of civil
societies in mental health programmes,
Information Education Communication(IEC)
activities and monitoring.(For further details

please refer National Mental Health Report).
(18)

Data for the NMHS MP 2015-16A was obtained
from multiple sources by actively involving and
interacting with key persons at different levels
both within and outside the health system.
Data collection (conducted from September

to March 2015) was reviewed periodically.
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Once the data status was finalised, a set of 15
quantitative indicators were developed based
on the details available in the NMHS MP 2015-
16A proforma. Five morbidity indicators on
the current burden of mental illness were
obtained from the NMHS. A set of 10 qualitative
indicators covering 10 essential domains of
the mental health system, based on a scoring
pattern has been developed for assessment.

State level consensus meeting

Formation of State Advisory Committee and
holding first meeting was completed on May
2016; this comprises the Mr Manish Singh
(Deputy Director, NRHM), Dr ArunKokane, P],
(Additional, Professor of Community and
Family Medicine, All India Institute of Medical
Sciences, Bhopal), Dr Krishna Prasad (Ex-
Assistant Professor, Psychiatry, AIIMS Bhopal)
and Dr Sanjay Shrivastava (Clinical Director,
PRIME) as members. Written communication
with various stake holders was done along
with ssensitizing higher level official about
the importance of NMHS MP 2015-16A and
requested to direct the concerned persons.
Continuous persuasion with stake holders

was done to ensure desirable compliance.

Following the state consensus meeting, the Pls
of the respective states revised the contents
of proforma based on discussions, collected
and verified data and submitted the final
version of the SMHA proforma along with the
recommendations of the meeting. The final
set of documents (duly completed NMHS MP
2015-16A proforma and the state score card
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with indicator values) were again checked by
the NIMHANS team and data from the final

version was used to refine indicators as well

as the state score card. (Figure 12)

MP State Report 2015-16

Figure 12: Overview of data collection process under NMHS MP 2015-16A
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RESULT

State Mental Health System Assessment
was done on 48, out of 51 districts of
Madhya Pradesh. As per the methodology
described in the earlier section, the SMHA
was undertaken on 30 select parameters

through quantitative and qualitative methods.

Thegeneral information related to population
characteristics is summarized in Table 20, that
depicts the overall macro level factors thatare
closely associated with and likely to influence
the mental health of the state.

Table 15: General Information of Madhya Pradesh

Total population 726,26,809

Main work force in (%) 31.2
Population in Urban areas in (%) 27.6
Tribal Population in the state in (%) 211
State GDP 2014-15 NA
Average GSDP 2010-11 to 2014-15 NA
Per Capita Income 2014-15 NA
Poverty

Poverty Line (INR) rural 1118

Poverty Line (INR) urban 1170

Poverty Incidence (%) 37.09
Source: Census 2011

Administrative Information of the
State

Madhya Pradesh is one of the geographically
largest state of India, currently has 51 districts,
342 Talukas/CDB and 55,101 villages. It has 6
towns with population between 1 lakh to one
million and 4 cities with population between 1
million to 10 million. (Table 3)

The state has four urban metros and five
districts which have been covered under
District Mental Health Programme (DMHP)
for more than five years another 2 districts
have been covered under DMHP for less than 5
years. The state has 51 district hospitals, two
mental hospitals and 14 Medical Colleges.
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Figure 13: Map of Madhya Pradesh depicting health and mental health institutions in the state

Map not to scale
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Details of the districts

1) Dewas 2) Sehore 3) Shivpuri 4) Satna 5)
Mandla 6) Chhindwara 7) Barwani 8) Ratlam
9) Guna 10) Damoh 11) Morena 12) Bhind 13)
Sheopur 14) Gwalior 15) Datia 16) Tikamgarh
17) Chhatarpur 18) Panna 19) Ashok nagar
20) Rewa 21) Sidhi 22) Singroli 23) Shadol 24)
Anuppur 25) Umaria 26) Katni 27) Dindori
28) Jabalpur 29) Sagar 30) Vidisha 31) Rgarh
32) Shajapur 33) Mandasaur 34) Neemuch 35)
Bhopal 36) Raisen 37) Narsingpur 38) Seoni
39) Balaghat 40) Hoshangabad 41) Ujjain 42)
Indore 43) Alirajpur 44) Jhabua 45) Dhar 46)
Khargone 47) Khandwa 48) Burhanpur 49)
Betul 50) Harda

Quantitative Indicators of State
Mental Health System Assessment

The DMHP has been the implementation
arm of the NMHP since 1996. However, only
14% districts have been covered under in
the state. The general population covered by
DMHP is 14% and tribal population covered
by DMHP is only 19%. The number of core
hospital based mental health facilities in the
state per 1, 00,000 populations is near 0.03.
Beds available for mental health in patient
services is 1.18 beds per one lakh population.
Only 12% of district / General hospitals are
providing mental health services in the state.
The CHC s and PHCs providing mental health

services are 3 and 0.1% respectively.
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Only 2 mental hospitalsand 14 medical colleges
provide mental health care in the state. A total
of 124 health care professionals are available
in the state per one lakh population. However,
only 2 specialists and three MBBS Doctors are
available to provide mental health services
for one lakh population. The health care
professionals who had undergone training in
mental health in last three years is 99(i.e)0.1
per lakh population. The number of mental
health professionals in the state was 0.2 per
one lakh population. However, the proportion
of psychiatrist was 0.05 per lakh population.
The rehabilitation workers and special
education teachers were not at all available.

It was found that 91% of people with mental
illness were not on the treatment in the state.
The percentage of total budget allotted for
mental health by state health department for
the last financial year was measured to be
0.2%. However, the information regarding
utilisation of this budget was not available.In
Madhya Pradesh the number of suicides per
one lakh population was 11.9 which is higher
than the national suicide rate. The suicide
incidence rate was high among 18 to 45 year
age group which is in concordance with the

national suicide rate.(®
Quantitative Indicators of State
Mental Health System Assessment

Among qualitative indicators of NMHS MP
2015-16A, the state obtained 7 out of 10 in
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State mental health Co-ordination mechanism.
In availability of drugs criteria also the state
obtained 7 out of 10 score. However, in all
the remaining criteria’s the state has failed to
achieve reasonable good status. The overall
score of Madhya Pradesh in assessment of
qualitative indicators for NMHS MP 2015-16A
was 31 out of 100 which is lesser than national
average. (Figure 14 and Annexure 7)

Figure 14: Qualitative Indicators of State Mental Health System Assessment
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RECOMMENDATIONS

Currently in Madhya Pradesh an estimated 66
million people are in need of mental health
interventions and care (both short term and
long term). Considering the far reaching
impact of mental health on all domains of life,
across the age group, gender, and residential
area, urgent actions are required. In addition
to adults, the burden among children and
adolescents (not included in this survey),
thousands more are in need of Mental Health

care in state.

It is understandable that there is no single
solution that gives complete and / or quick
remedies. Building strong health systems
that integrate mental health with the larger
public health system based on evidence based
practices is the need of the hour. Most of the
recommendations of National Mental Health
Report also holds true for the state, however
few state specific recommendations are

under-mentioned.

1. State Specific Mental Health Bill

The national mental health policy may
not be very applicable to the state in Toto
where; infrastructure is very scarce and
implementation of existing policy is poor
This is suggested by the unacceptably high
treatment gap and the fact that the median
duration of treatment even for those who

were started on treatment was approximately

one year. So, this is high time for the state to
develop stand-alone state mental health policy
with defined or specified goals, objectives and
mechanisms, as the prevalence and dynamics
of Mental Morbidities differ from other state.
The policy should focus on the treatment,
rehabilitation of those with mental illness and
create awareness regarding mental health
in the community keeping in mind the high
prevalence of substance use disorder in the

state.

2. Development Of Skilled Human
Resource

Most of the public health institutions are
devoid of skilled man power for providing
mental health services to the patients. It is real
challenge for the state to create or recruit these
personnel in quick succession. The training
of existing of manpower for basic level of
competence to deal with mental health issues
has been stated since last couple of years. It
need to be scaled up, to cover the most of the
Public Health Institutions of the state.

The availability of psychiatrists is least in the
MP among the surveyed state under NMHS
i.e.; 0.05 per lakh population. This number has
fallen short of the recommended requirement
of at least 1 psychiatrist per lakh population.
This Paucity of mental health specialists

continues to be worrying, considering the
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fact that only few Medical Colleges of the
state has MD/Diploma courses. So there is
urgent need to increase the specialist seats
in medical colleges as well as increase the
seats of Psychologist and other paramedical
courses related to mental health in Social and
behaviour science colleges and paramedical

workers training schools.

3. Integrated Quality Assured
Mental Health Service Delivery:

Mental health programme at the state level
are still stand alone programme; however,
an assessment of available facilities, indicate
the presence of a wide variety of institutions
ranging from specialty hospitals to primary
health centres, that can be engaged in the
delivery of mental health care, both in the
public and private sectors. Across the state,
large number of private health care institutions
and professionals are available in general and
specialised care; however, their numbers,
quality and activities are unclear and the
role they could play is yet to be delineated.
Public health system need be integrated with
primary to tertiary level health care centres,
medical colleges and private institution to

deliver quality assured mental health services.

4. Improve The Institution Based
Care For Mental Health

Despite the acceptance of the fact that primary

and community care is the need of the hour,

National Mental Health Survey _
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some patients need institutional mental health
care and rehabilitative services. The existing
facilities are inadequate and situated in urban
areas and in few of Medical Colleges. Almost
all the district hospitals are lacking services
of functional psychiatric department. Existing
man power need to be trained and facilities
for inpatient services need to be started/
upgraded in order to provide mental health
care to the patients at every district hospital.

5. Mental Health Financing Need
To Be Streamlined

Financing is a pivotal and leveraging factor in
translating mental health plans and policies
to field level implementable programmes.
There is no separate budget head for mental
health in the state. The total budget available
for mental health was less than 1% in the
state. The financing of mental health care is
in a state of total disarray, amidst the lack of
clarity and shared responsibilities between
central and state governments and several
departments at the state level. The budgetary
support for mental health related activities
suffered from lack of activity specification,
justification, timely allocation and difficulty
in even utilising the available budget amidst

human resource constraints.

6. Collaboration With Outside The
Health Sector

The needs of persons with mental illnesses
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are complex and cut across different sectors
warrantingtheneed forintra- and intersectoral
coordination. Among all the states surveyed
under NMHS, MP and Rajasthan were the
states who scored least in Intra and Inter-
sectorial collaboration for mental health. The
collaboration of Mental Health Department
with social welfare department, women &
child development department, youth & sports
department, Mass Media communication
department and education department are
important cogs in the wheel of effective
prevention, management and rehabilitative
Mental  Health.

coordination of activities between the Centre

services  for Timely
-states-districts - departments- institutions
peripheral agencies canavoid delays in early
identification, management and rehabilitation
of patients with Mental Morbidities. There
has to be a designated nodal unit for mental
health at the state & district level who can
identify and engage the potential sectors for
the collaboration.

7. Rehabilitation Programmes
Need To Be Upgraded And
Increased

Given the fact that 14% of the population above
18 years suffers from a mental health problem
and nearly 50% of individuals affected with
bipolar affective disorders, epilepsy, major
depressive disorders and psychoses have
moderate to severe disability, rehabilitation

ought to be a part of the management strategy.
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However, the facilities like day care centres,
half way homes, sheltered workshops,
temporary stay facilities, etc.and mental health
care personnel (social workers, counsellors,
physiotherapists) were very limited in number
and were mainly concentrated in cities or
Medical colleges. Social welfare activities for
mentally disabled persons were limited to the
provision of disability certificates, pensions
and job reservations and even these were
limited. Reservation of jobs for mentally ill
persons and the preferential allotment of
housing were very less. Although, Mental
Health NGOs are working in the state, but their

impact at ground level is very minimal.

8. Upgrade/Establish The Services
For The Substance Use Disorders

The prevalence of substance use disorder was

very high with respect to the other states,

surveyed under the NMHS. Among substances,

Tobacco use disorder was found very high in

the state. The immediate action plan need to

address following points

a. The tobacco-cessation activities have
to be functional in every public health
institution i.e; primary level health
care workers along with ASHA’s of the
village need to be trained for delivering
counselling services with regards to
tobacco cessation activities.

b.  The Medical Officers posted at periphery
need to be trained for delivering tobacco

cessation services like Counselling, and
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prescribing pharmacological therapy
including Nicotine Replacement Therapy.
c. The de-addiction

operational at district hospitals, private

centres must be
hospitals and all the medical colleges.

d. The collaboration with the NGO’s should
be strengthened in order to roll out these
services and BCC activities.

e. The community and family support is
utmost important for these patients. The
counselling services have to be extended
to the family members of the patients
also.

Considering the substance use disorders, it
is a complex phenomenon; there are several
macro & micro issues that determine the use
of psychoactive substances in community.
Stress relief, curiosity, recreation, lack of
family support/ emotional support, family
conflicts for youths and depression were some
of the reasons brought out by the participants.
Among substance use disorders, tobacco use
disorders are highest in the state. The tobacco
consumption in rural community is socially
accepted and at some places local customs
necessitates its consumption. The most
affected population for tobacco use disorder
were males, of age more than 40 years while
for alcohol use disorder was common among
males of age between 30 to 49 years and
resident of urban non metro in the state. The
long term action plan is needed to address
following points

I. Creating awareness among school going

children against substance use disorders

National Mental Health Survey

ii.

iil.

iv.
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can play a vital role in this regard. It
will give a heavy blow to the problem of
substance use disorder in the most cost
effective manner. The school curriculum
should incorporate “Essential Life Skills
for adolescents” which can help them to
cope up against various conditions like
stress, conflicts and peer pressure that
may lead to indulge them in substance
use disorder/s in future as well as to
make them aware of the adverse impacts
of these disorders.

The adult member of the community
need to be made aware of the long term
impacts of substance use disorders like
tobacco. A locally relevant IEC materials
need to be designed and appropriate
method need to be chosen for their
dissemination i.e.; posters, folk dance,
pamphlets other mass media campaigns.
The community leaders like members of
Panchayat Raj Institution (PRI), teachers,
ASHA, Health care workers and religious
leaders need to be involved during mass
media campaigns against substance use
disorders especially tobacco use disorder.
The involvement of NGOs can give the
impetus for making community aware,
strengthen the system and develop local
innovation to cope up substance use
disorders in the state.
Inborderdistrictsofthestate,by-products
of opium and cannabis like Bhang, Sanan,
Hashish, Ganja(Crude opium), were the

main items of substance use disorders.
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At many places it is cultivated illegally in
kitchen garden and being consumed. The
community consensus is required to curb
these activities. The Gram Panchayat
along with local administration can be
made accountable to ensure that these
activities couldn’t take place at village
level.

vi. In arecent decision of MP Govt., alcohol
prohibition will be implemented in the
entire state by closing all liquor shops
in a phased manner. It is indeed a much
needed & timely effortand definitely
provide a beacon of hope to combatt the
problem of alcohol use disorder in the
state.

9. Regular And

Evaluation

Monitoring

Although Mental Morbidities is included in the
existing routine HMIS in state but availability
of data related to this is scarce and not
reflecting the situation in reality. Ground staffs
need to be aware, trained and encouraged to
report the cases of Mental Morbidities so that
programme managers can get quality data in
real time to take evidence based decisionrather
than on the basis of gut feeling. Like few other
states, MP should publish periodical reports
specifically covering mental health activities
from both the private and government sectors

at least every year.
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10. Mental Health Research Needs
To Be Promoted

Research programmes focusing on mental
health priorities are required to address
knowledge gap. In most of the surveyed
states, national or state research activities
are largely missing. Research priorities
need to be delineated by policy makers and
experts supported by national and state
agencies making use of the data in programme
implementation. Apart from limited research
in medical colleges, operational translational
/ implementation research was not present in
most states, thus limiting various aspects of
mental health growth.

It is well acknowledged that there is no single
solution that gives complete and / or quick
results. Several components and activities
need to be integrated into the larger existing
systems, new actions need to be promoted
and implementation stringently followed.
Building strong health systems that integrate
mental health with the larger public health
system based on evidence backed practices is
the need of the hour.
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Few encouraging steps taken by the Madhya Pradesh state in an order to meet the
Mental Health Care need of citizens;
® The state has inaugurated the “Mann Kaksh” or the mental health cell in
approximately every district hospital, in a bid to integrate mental health into
routine primary health care. This initiative was termed SOHAM (Scaling up
Opportunities for Healthy and Active Minds).
® Madhya Pradesh Government has set up ‘Anand’ Department which will
coordinate among other departments and draft polices that would increase the
level of happiness among its citizens.
® Among indicators of State Mental Health System Assessment (NMHS MP 2015-
16A), the score of state was 7 out of 10 in State Mental Health Co-Ordination
Mechanism and availability of drugs.
® Recent efforts to partial and phased alcohol ban i.e recently state Govt. has
decided Alcohol prohibition will be implemented in the entire state by closing
all liquor shops in a phased manner.estate.
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Annexur-1:

Table 1: Overview of Training of various stakeholders of NMHS MP 2015-16, Madhya Pradesh

Stage / Focus of training / Activity Expected outcome

Week
Stage 1: | ORIENTATION AND SENSITISATION | The reasons for doing NMHS and its
Week 1 | Understanding mental health importance

problems and their presentation and | Study sites and different instruments being
Orientation to NMHS and familiarity | used in the survey and the purpose of each
with methods and NMHS tools one

Overall survey technique, procedures to be
followed.

Ethical, cultural and gender-related issues
Stage 2: | OBSERVATION AND DISCUSSION Observed10 interviews in a routine clinical
Week 2 | Observation of psychiatric interviews | setting (at least 2 per day)

in the clinic or hospital as conducted | Discussed details of all the observed cases and
by a trained mental health their presentation Learnt specific interview
professional and case discussion skills, familiarized themselves with skills
required for conducting interviews Became
comfortable with the interview process,
terms and nomenclature used Understood
the method of use of tablets

Stage 3:  DEMONSTRATION Administer the NMHS instruments,
Week 3 | Demonstration of administering specifically MINI Ask questions appropriately,
NMHS instruments in the hospital elaborate as necessary, frame and reframe
Attempt NMHS interviews questions within the boundaries of the MINI

and other survey instruments Witnessed
demonstration of 15 NMHS interviews with
focus on MINI Observed simulated interviews
being done on 5 volunteers by other FDCs
and do 1 interview (simulated interview)
on volunteers. Also become familiar in using
tablets for NMHS
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Stage 4: | ADMINISTERING NMHS Gainanunderstanding of the NMHS interviews
Week 4 | INSTRUMENTS in more detail. Able to critique the ‘partner’s’
FDC would learn to administer NMHS | interview objectively, while offering solutions
instruments on both persons with Interact with patients and ‘non-patients’ in
and without mental illness an appropriate and respectful manner and
learn interview skills. Able to conduct the
NMHS interview using tablets. Each FDCs
should have done 2 supervised interviews
and witnessed 15 supervised interviews.
Each FDCs should have done 5 unsupervised
interviews.
Stage 5: | GAINING PROFICIENCY IN Gainsufficientabilitytoindependently conduct
Week 5 | INTERVIEWS NMHS interviews in the hospital setting. Each
Acquiring proficiency in FDCs should have done in all 15 independent
administering NMHS instruments interviews and 2 of these interviews (One
and being evaluated case and other normal / person without
for the skills mental illness) been evaluated at least once
by the NMHS State Team member.
Stage 6: | ADMINISTERING MINI and MINI Each FDC would have 6 completed interviews
Week 6 | KID on MINI-KID (4 with patients and 2 with
Acquiring skills in interviewing non-patients / normal / healthy volunteers).
adolescents and administering MINI | Gained proficiency in administering the MINI
Kid Kid module of the NMHS instruments.
Stage 7: | TRAINING IN THE COMMUNITY FDC is able to administer the NMHS
Week 7 | Administration of NMHS instrument | instruments in the field. Each FDC would
in the community have completed 15(3 interviews per day)
interviews in the community.
Stage 8: | MICROPLANNING MONITORING FDC will gain enough competency to complete
Week 8 | AND SUPERVISION the NMHS interview in the field and report

Identify HH within clusters, and
individuals within the HH, Initiating
interview, and continued training to
ensure completion of an interview
including declaring non-responders

and filling up of monitoring formats.

the field survey activities and fill up the daily
monitoring formats and other field survey

records

The 6th week of training was for the four states where adolescent survey was being conducted; other states directly went
onto the next stage of community based training for NMHS

Page | 51




Annexure - 2

National Mental Health Survey
MP State Report 2015-16

Table: Summary of records maintained at different levels

Category of Types of Focus of the form and person Frequency of
NMHS study records responsible for checking it. maintenance
team maintained
Field Data Form 1 Details of each and every contact | Daily
Collectors made during the day of survey
(FDC) and checked by the study
coordinator.
Form 2 Summary of the day’s field | Daily
work and checked by the study
coordinator.
FDC supervisor | Form 1 A Details of re-interviews and | After conducting re-
/Study checked by state NMHS team interviews (usually daily)
coordinator Form 3A Summary details of all the FDC’s | Daily
daily activity and verified by the
state team.
Form 3B Summary details of all the FDC’s | Weekly
weekly activity and verified by
the state team.
Form 4 A Summary details of survey in one | After completing survey
cluster and scrutinised by the | in one cluster
state team and NIMHANS NMHS
team.
State NMHS Form 4 B Summary details of survey in | After completing survey
team one district and is scrutinised by | in one district
NIMHANS NMHS team.

Form 1A Records details of re-interviews. | After  conducting re-
interviews (usually
fortnightly)

NIMHANS Institution approvals, Ethics committee approval, training related documents,
NMHS team Checklist for monitoring survey across all study sites and consolidated report
of fortnightly review meetings.
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Health care facilities in the state Per lakh Number
population available
Govt. Super specialty hospitals 0.00 1
Govt. Medical college hospitals 0.01 7
Govt. District hospitals 0.07 50
Govt. Sub district/ Taluka hospitals 0.09 66
Govt. Community health centers 0.46 334
Govt. Primary health centers 1.61 1171
Govt. Sub centers 12.66 9192
Govt. Dispensaries 2.95 2142
Govt. AYUSH hospitals 0.05 38
Govt. AYUSH dispensaries 3.23 2344
Govt. ESI/CGHS Hospitals 0.01 8
Govt. Others (specify) 0.01 4
Total Health care facilities in Govt. sector 21.15 15357
Private Super specialty hospitals 0.00 2
Private Medical College Hospital(s) 0.01 6
Private hospitals 0.21 156
Private Nursing Homes 0.32 235
Private Registered Clinics 1.68 1222
Private Non allopathic Hospitals NA 206
Others (Private) 0.00 2
Total Health care facilities in Private sector 2.52 1829
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Annexure - 4
Quantitative indicators (SET-A)

Domain
1

Coverage of DMHP (District Mental Health Programme)

1.1 i. Number of districts where DMHP is started during the 12th plan period 2
(2012 to 2017) in the state.
ii. Number of districts where DMHP was started earlier to 2012in the 5
state.
1.2 Percentage of districts in the state covered by DMHP 13.7
1.3 Percentage of state population covered by DMHP 14.2
1.4 Percentage of tribal population covered by DMHP 19.05

Domain Mental Health Services

|

Domain

2.1 Number of core hospital-based mental health facilities in the state per 0.03

100000 population
2.1.1 | Number of beds available for mental health inpatient services in the 1.18

state per 100 000 population

2.2 Percentage of District/General hospitals in the state providing mental 11.8
health services

2.3 Percentage of Taluka hospitals in the state providing mental health 3.03
services

2.4 Percentage of PHCs in the state providing mental health services 0.1

Mental Health Care Facilities

31 Number of Mental health facilities in the state Per lakh Number
per 100000 population (for each category) population available
1. Mental hospitals 0.003 2
2. Medical colleges with psychiatric department 0.019 14
3. General hospitals with psychiatric units 0.008 6
4. Mobile mental health units 0 0
5. Day care Centre 0.003 2
6. De-addiction units / Centres 0.010 7
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7. Residential half way homes

8. Long stay homes

9. Hostel (quarter stay homes)

10. Vocational Training centres

11. Sheltered workshops

oS|I N O] © O

Domain Human Resources for Mental health
4
4.1 Number of any health professionals/ 123.6 89797

personnel available in the state per 100000
population

4.1.1 | Number of health professionals/personnel
available in the state per 100000 population
for each category
1. Doctors - Specialists (any type) 2 1685
2. Doctors - MBBS 3 2368
3. AYUSH doctors 0.4 280
4. Nurses 5 3629
5. Pharmacists 1 1023
6. ANMs / Health worker 23 16707
7. ASHA / USHAs 88.3 64105

4.1.2 | Percentage of health professionals/personnel 0.11 99
in the state who have undergone training in
mental health in the last 3 years

4.1.3 | Percentage of health professionals/personnel
in the state trained in mental health in the
last 3 years for each category
1. Doctors - Specialists (any type) NA NA
2. Doctors - MBBS 0% 0
3. AYUSH doctors 0% 0
4. Nurses 3% 99
5. Pharmacists 0% 0
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6. ANMs / Health worker

0%

7. ASHA / USHAs

0
Per lakh

population

Number

available

4.2 Number of Mental health professionals/ 0.2 148
personnel in the state per 100 000
population
4.2.1 | Number of Mental health professionals/
personnel per 100000 population (for each
category)
1. Psychiatrists 0.05 37
2. Medical doctors trained in mental health 0 0
3. Clinical psychologists and counsellors 0.01 5
4. Nurses trained in mental health/Nurses 0.14 99
with DPN qualification
5. Psychiatric Social workers 0.01 7
6. Rehabilitation workers and Special 0 0
Education teachers
7. Professional and paraprofessional 0 0
psychosocial counsellors
4.3 Number of health professionals/personnel 0.2 148
trained in or working for mental health in the
state per 100 000 population
4.3.1 | Percentage of Taluka hospitals in the state having at least one 3
doctor trained in mental health
4.3.2 | Percentage of PHCs in the state having at least one doctor 0.1
trained in mental health
Treatment Gap
5.1 Percentage of people with Mental illness who are not on 90.69
treatment in the state
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Domain Mental Health Financing
6

6.1 Total health budget of the state for the year in the last financial 26508021988
year in INR

6.2 Total budget allotted for mental health by state health 58240000
department for the last financial year in INR

6.3 Percentage of total health budget allotted for mental health by 0.2
state health department for the last financial year

6.4 Percentage of total allotted mental health budget that is utilized NA

Domain Suicide Madhya
t Pradesh
7.1 Number of suicides per 100000 population 11.9 10.6
7.1.2 | Suicide incidence rate in the state for
different age groups (for the year 2014)
i. <14 years 0.6 0.5
ii. 14 and above-below 18 years 15 9.5
iii. 18 and above-below 30 years 24.5 17.2
iv. 30 and above-below 45 years 18 17.2
v. 45 and above-below 60 years 14.3 15.7
vi. 60 years and above 7.6 9.4
7.1.3 | Suicide incidence rate in the state for male

and female (for the year 2014)
i. Male 14.2 14.3
ii. Female 10.6 7.2
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Table : Available Mental Health Care Facilities in the state

Health care facilities in the state Per lakh Number

population available

Govt. Super specialty hospitals 0.00 1
Govt. Medical college hospitals 0.01 7
Govt. District hospitals 0.07 50
Govt. Sub district/ Taluka hospitals 0.09 66
Govt. Community health centers 0.46 334
Govt. Primary health centers 1.61 1171
Govt. Sub centers 12.66 9192
Govt. Dispensaries 2.95 2142
Govt. AYUSH hospitals 0.05 38
Govt. AYUSH dispensaries 3.23 2344
Govt. ESI/CGHS Hospitals 0.01 8
Govt. Others (specify) 0.01 4
Total Health care facilities in Govt. sector 21.15 15357
Private Super specialty hospitals 0.00 2
Private Medical College Hospital(s) 0.01 6
Private hospitals 0.21 156
Private Nursing Homes 0.32 235
Private Registered Clinics 1.68 1222
Private Non allopathic Hospitals NA 206
Others (Private) 0.00 2
Total Health care facilities in Private sector 2.52 1829
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Qualitative Indicators (SET-B)

SI.LNo Indicators Maximum Score
score assigned
QL 01 | Mental Health Policy 10 NK
QL 02 | Mental Health Action Plan 10 1
QL 03 | State mental health Co-ordination mechanism 10 7
QL 04 | Budget for Mental Health 10 2
QL 05 | Training programme for mental health 10 2
QL 06 | Availability of Drugs 10 7
QL 07 | IEC materials and health education activities 10 1
QL 08 |Intra and Intersectoral collaboration 10 3
QL 09 | Monitoring 10 3
QL 10 | Implementation status of legislation 10 5
Total 100 31

Footnote : NK Not known
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NMHS 2016:
Mental Health
Systems
Assessment

Fact sheet

Madhya Pradesh

racteristics

1. Demographic

National Mental Health Survey
MP State Report 2015-16

List of districts:

1) Dewas 2) Sehore 3) Shivpuri 4) Satna

5) Mandla 6) Chhindwara 7) Barwani 8) Ratlam

9) Guna 10) Damoh 11) Morena 12) Bhind

13) Sheopur  14) Gwalior 15) Datia 16) Tikamgarh

17) Chhatarpur 18) Panna 19) Ashok nagar  20) Rewa

21) Sidhi 22) Singroli  23) Shadol 24) Anuppur

25) Umaria 26) Katni 27) Dindori 28) Jabalpur

29) Sagar 30) Vidisha 31) Rgarh 32) Shajapur

Q@ NWHS istrics and Urban Metro: 4 33) Mandasaur 34) Neemuch  35) Bhopal 36) Raisen
- 37) Narsingpur 38) Seoni 39) Balaghat 40) Hoshangabad

Districts with DMHP 41) Ujjain 42) Indore 43) Alirajpur 44) Jhabua
implemented in 12th plan period: 2 45) Dhar 46) Khargone  47) Khandwa 48) Burhanpu

49) Betul 50) Harda 51) Agar malwa

] Districts with DMHP
implemented prior to 12th plan: 5

i Mental hospitals: 2

©> Medical college hospitals:

[ District hospitals:

Population (in crores)

Sex ratio (females per 1000 males)
Male population (%)

Female population (%)

<18 age group population (%)

60 and above age group population (%)

Noey @ WY =

Overall literacy rate (%)
7.1. Male literacy rate (%)

7.2. Female literacy rate (%)

8. Urban population (%)

Q Tribal population (%)

—_

931 1. Districts*(n) 50 \
5179 2. Districts as on 2016 (n) 51

HELL 3. Taluka/Sub-district * (n) 342

39.60 4. Villages* (n) 54,903
7 5. Towns with 1 lakh to <1 million 29

69.32 population* (n)

78.73 6. Million plus cities*(n) 4

59.24 Per capita Income in 2013-2014 (in

s INRY 2 ( 51,798
21.09 Q Poverty Headcount Ratio®® 37.09

Source: Census 2011.

Source: *Census 2011, # - http://www.mpdistricts.nic.in/; S-Central
Statistical Organization; $$-NSSO 2011-12; n-number.
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3. General Health Care Facilities (GHCF)

Availability Availability
Public sector Number 1’0'::;00 Private sector Number 1’0‘::;00

population population

1. Super specialty hospitals <0.01 1. Super specialty hospitals 2 <0.01

2. Medical college hospitals 6 <0.01 2. Medical college Hospital(s) 8 0.01

3. District hospitals 50 0.06 3. Hospitals 156 0.21

4. Ezgpﬂ:?d/ Taluka 66 0.09 |4 Nursing homes 235 0.32

5. Community health centers| 334 0.46 5. Registered clinics 1222 1.68

6. Primary health centers 1171 1.61 6. Non allopathic hospitals 206 0.28

7. Sub centers 9192 12.65

8. Dispensaries 2142 2.94

9. AYUSH hospitals 38 0.05

10. AYUSH dispensaries 2344 3.22

11. ESI and CGHS hospitals 13 0.01

Health care facilities (public and private) @ 17186 23.66

Source: Information for public health sector-India National Health Profile-2015; Information for private sector-Respective
state PI.

4. Human resource in GHCF

Availability
Types of human resource Number per 1,00,000
population
1. Specialists doctors* 1685 2.32
2. Doctors — MBBS 4929 6.78
3. AYUSH doctors 62485 86.03
4. Registered Nurses and Midwives 108855 149.88
5. Pharmacists 1381 1.90
6. ANMs / LHV 16707 23.00
7. Health worker (Male and Female) 17882 24.62
8. ASHA / USHAs 64105 88.27
Health professionals in the state @ 278029 382.82

Note: (*) - Includes all types of specialist doctors; ANM-Auxiliary Nurse Midwives; LHV-Lady Health Visitor; ASHA-Accredited
Social Health Activist; USHA-Urban Social Health Activist.
Source: Select Information - India National Health Profile 2015.

5. Coverage of District Mental Health Programme (DMHP)

1. Districts with DMHP implemented in 12th plan period*(n) 2
2. Districts with DMHP implemented prior to 12" plan (n) 5
3. Districts covered by DMHP* (%) @) 13.73
4. Population covered by DMHP (%) @) 14.19
5. Tribal population covered by DMHP (%) @) 19.04
(*) Between 2012 and January 2016; #-Newly sanctioned DMHP districts in 2016 are not included; n-number.
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6.Mental Health Care Facilities (MHCF)

Availability
Availability of MHCF @) Number | per 1,00,000
population
1. Mental hospitals 2 <0.01
2. Medical colleges with psychiatry department 14 0.01
3. General hospitals with psychiatry units 6 <0.01
4. % of district hospitals in the state providing outpatient/ in patient mental
. 12%
health services @)
5. % of taluka hospitals in the state providing outpatient/ in patient mental
. 3.03%
health services @
6. % of Primary Health Centers in the state providing outpatient mental health 0.09%
services @ IR
7. Beds available for mental health inpatient services (1) 855 1.18
8. Day care centers <0.01
9. Vocational training centers <0.01
10. De-addiction units / Centers 0.01

11.

Others (Residential half way homes, Long stay homes, Hostel, , Sheltered
workshops, Mobile mental health units)

Information pertains to both public and private health care facilities.

7. Human Resources for Mental Health (HRMH)

Availability per

Types of HRMH @ Number 1,00,000 population
1. Psychiatrists 37 0.05
2. Clinical psychologists 11 0.02
3. Psychiatric Social workers 7 <0.01
4. General nurses working in mental health 66 0.09
5. Nurses with DPN qualification, Rehabilitation workers and
Special education teachers, Professional and paraprofessional -- -
psychosocial counselors
DPN-Diploma in Psychiatric Nursing.
Q 2N reso o trained A
Health personnel trained in mental health in the last 3 years @ Number trained | Percentage
1. Doctors— MBBS 39 0.79%
. Nurses 33 0.03%

. Doctors — Specialists, AYUSH doctors, Pharmacists, ANMs / Health

worker and ASHA / USHAs

Information pertains to public health sector only.

9. Mental health financing

1. Percentage of total health budget allotted for mental health by the state health department @ | 0.22%
2. Percentage of mental health budget utilized @) 10.30%
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10. Suicide rate (Per 1,00,000 population)
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Madhya Pradesh

1. Overall suicide rate @ 11.9 10.6
2. Suicide rate for male and female
i. Male 14.20 14.30
ii. Female 10.56 7.24
3. Suicide rate for different age groups
i. <14 years 0.64 0.50
ii. 14 and above-below 18 years 14.97 9.52
iii. 18 and above-below 30 years 24.55 17.15
iv. 30 and above-below 45 years 17.97 17.22
v. 45 and above-below 60 years 14.27 15.74
vi. 60 years and above 7.58 9.40

Source: National Crime Records Bureau - 2014.

11. Burden and treatment gap of mental health disorders

Mental Health disorders Prevalence Treatment gap
Common mental disorders @) 13.5% 91.4%
Severe mental disorders @) 0.4% 57.1%
Alcohol use disorder @) 10.3% 94.3%
Depressive disorder @) 1.4% 80.0%
High suicidal risk @ 0.8% -
Source: National Mental health Survey.
| 12. Mental health scorecard |}
0Mental Health Policy \
oMentaI Health Action Plan
oState mental health Co-ordination mechanism I
o Budget for Mental Health — IEE—— 8
oTraining programme for mental health — IEE——— 8
oAvailabi[ity of Drugs I
0IEC materials and health education activities =
0Intra and Intersectoral collaboration  IEEEEG—G—S—
o Implementation status of legislation I
o Monitoring I
2 3 4 5 6 ¥ 9 10

\_ 0

For more information, please contact:

1. Dr. Arun Kokane, Principal Investigator - NMHS Madhya Pradesh and Additional Professor of
Community and Family Medicine, AIIMS, Bhopal. Email: drarun.cfm@gmail.com
2. Prof. G Gururaj, Principal Investigator - NMHS India and Head Dept. of Epidemiology/Center for
Public Health, NIMHANS. Email: epiguru@yahoo.com

Disclaimer: The data for the fact sheet has been collated from multiple secondary sources and discussed
during the State level consensus meeting; based on this, the best possible information has been
provided. More details of data collection methods are provided in the report and available on request.

© Indicator.
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