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INTRODUCTION

In recent years, there has been a significant growth in different aspects of psychiatric care in the community, along with the increasing involvement of NGOs and other sectors such as social welfare and education, in mental health services. However, many difficulties persist, preventing mentally ill people from participating in the development process. The stigma of mental illness continues to prevent people from coming forward to seek help, or to organise themselves into self help groups. Many established development and CBR programmes do not include people with mental illness under the purview of their services because of lack of expertise to deal with this issue at the community level. 

People with mental health problems tend to be very marginalised by society. Almost every society attaches stigma to mental illness. It is this social ostracism that makes it difficult for people with mental health problems to be a part of standard poverty reduction programmes.

To address this problem, Basic Needs India ( BNI ) was started  and registered in 2001. It is a social and non profit making organisation, governed by six trustees. Staff membership comprises of a Programme Manager, Administrator and  two facilitators( for Psychiatric Social Work and Income Generation Programme).

Purpose

Basic Needs India aims to concentrate on the social, economic and development needs of people with mental illness and their families, through new initiatives to contribute in the reduction of poverty.

PROCESS     TC "PROCESS     "
Basic Needs India will: 

•
work with established development organisations particularly in the rural areas, to enable them to adapt their programmes so as to take into account the needs of people with mental health problems.

•
encourage the formation of self help groups of  people with mental illness and their families. They will be supported to provide for themselves through appropriately developed and managed schemes.

•
train and support people with mental illness and their family members to become contributing members by developing appropriate income generation programmes.

•
develop partnership with existing  organisations to help them include poverty alleviation work in their own communities. 

Basic Needs in participation with persons with mental illness, their carers\ families and CBO’s (community based organisations)  has evolved a developmental model comprising of five components.

Community Mental Health Care : The purpose of Community Mental Health Care is to assist the individual with mental illness to obtain an adequate level of functioning, to enable them to participate in a sustainable self-reliant programme, leading them to exert the human potentials within their own communities.

Income Generation: Basic Needs India firmly  believes that poverty is a consequence and cause of mental illness. The mentally ill, and families will be encouraged to get involved in economically viable activities of their choice.

Capacity building  and Animation: To  build capacity in already existing groups within the community to address the issues of people with mental illness. This process enables Basic Needs to reach out to many people and ensures optimum utilisation of resources and community development.

Research: Action research will be developed along with people who have experience of mental illness to understand their lives in the community. It will be a kind of therapy (like psychodrama) conducted in groups, as there is a chance for ventilation, sharing and discussion. The end product of research is attaining knowledge, leading to a change in the life styles of people with mental illness. The findings of this research will be disseminated to interested individuals and organisations.

Administration: To provide a well co-ordinated programme and  planned activities, to ensure timely reports and to meet statutory requirements. To promote and support partnership with community based organisations. 

Current Work

 Basic Needs India  has established partnerships with-ADD-India, Mitra Jyothi  Bangalore, SACRED Anantpur, Narendra Foundation Tumkur district, Association of People with Disability Bangalore, Saumanasya  Dharwad, Gramina Abhudaya Seva Samastha Dodballapur, Samuha Raichur and Koppal. It is also exploring the possibilities of establishing secondary partnerships in North India in Bihar, UP, MP.  Through this work, Basic Needs India  visualises a community where persons with mental illness and family members are accepted and fully  participate  in all aspects of life including social and cultural.

D.M. Naidu 

MENTAL HEALTH AGENDA  IN THE NEW MILLENNIUMTC "MENTAL HEALTH AGENDA  IN THE NEW MILLENNIUM"
The tragedy at Erawadi, Tamil Nadu, in which 27 unfortunate human beings disabled by mental illness died, was a disaster waiting to happen. It is a collective failure of responsibility of different sections of society, due to indifference, lack of concern and disregard for the plight of people disabled by mental illness. The Mental Health Act 1987, the People with Disability Act 1995, and the Rehabilitation Council of India Act 1992 were all designed precisely to prevent Erawadis happening, by giving protection to all aspects of care of persons with mental illness. However, due to failure of implementation at various levels, it is questionable as to how many persons disabled by mental illness benefited even in small measure by any of these parliamentary acts. 

The majority of persons in the Erawadi asylum needed rehabilitation. Rehabilitation means restoring the capacity of the disabled persons such that they reintegrate as useful, productive members of society in their own right. This is to be carried out in the community where we all live, amongst and alongside us.  Rehabilitation is based on the bio-psycho-social model, designed to instil independence, humaneness, dignity, honour, hope, the work ethic, autonomy, self respect, self discipline, self regulation, and interpersonal skills. To deliver this rehabilitation package, psychiatrists, psychologists, social workers, psychiatric nurses, occupational therapists, families, self help and advocacy groups are required to act in concert, as a community mental health service care team. In most parts of the country, there are not enough  psychiatrists to go around, leave alone the other members of the team. The major issue here is how to recruit, pay, maintain and retain them, especially in rural areas. In the bio-psycho-social programme, the psychiatrist is needed a few hours weekly as part of the core management team. Yet, the Mental Health Act demands a full time psychiatrist as per the medical model. Many families are struggling bravely against overwhelming odds and dire financial straits to care for their wards at home. How to look after and provide financially (long-term, lifetime) for the affected family member and what happens after the parents are no more, is a major worry for families. Disabling mental illness is a family illness. Stigma, burden, discrimination and social ostracism are worsening in a society in which family, community, cultural, traditional and national values are rapidly eroding in favour of the “I, me myself” ideal. 

It is necessary to understand the larger issues and concerns in the mental health service care system that may have led to the situation in Erawadi, in order to put Erawadi into the current mental health perspective. The following section attempts to do so.

Psychiatry as a medical speciality, is towards the bottom of the heap of the career priority list of medical graduates. Psychiatric rehabilitation is at the bottom of the career priority list in the psychiatric fraternity. Doctors and many psychiatrists regard rehabilitation as a boring, thankless drudgery with no career or financial prospects in the long term. Like other medical professionals, psychiatrists do not like serving in rural areas where the main (80 percent) problem exists. India is said to have a pool of 3500 psychiatrists Perhaps 25 are in psychiatric rehabilitation. The maximum ‘guesstimate’ of mental health professionals including psychiatric social workers, psychiatric nurses, psychologists, psychiatrists and occupational therapists, is 10,000. India’s population is 1 billion. Fifteen million need long term care in rehabilitation. Forty three asylums providing mainly medical and some rehabilitation care are the chief service providers. Public and private sectors together account for 40,000 beds. Mental illness affects 4-6 percent of the population. Major depression is in the top 5 of the World Health Organisation illness list, at the beginning of the new century. Whichever way one looks at it, the numbers just do not add up. If the numbers are to add up, a radical frame shift in the mental health mind-set of the country as a whole, has to take place. Only then, can the millennium mental health agenda be built upon a new paradigm, be put together to address the overall mental health of the nation in which mental illnesses are rapidly climbing to the top 100 WHO illness list. Physical illness/ disability is clearly perceived and thus defined and measured by verifiable, predictable, reproducible internationally accepted norms and guidelines. Mental illness/disability presents not as an obvious physical defect, but, as changes in behaviour manifesting as dysfunctional disability. Behavioural dysfunctional disability is gauged in terms of internationally specified, minimally agreed upon, operationalised, descriptive definitions based on speech, thought, actions and corresponding changes in physical systems. However, there can be a wide variation, fluctuation, and unstable, unpredictable manifestation of illness. There are other explanations of behaviour in illness/dysfunctional disability, such as possession by devils and demons, the “evil eye” (commonly believed magico-religious origins world-wide), wilful misbehaviour (another universal belief) and deficient moral-psychological fibre (one more widely held belief). No wonder it is difficult to define and measure disabling mental illness. It is no surprise therefore, that disabling mental illness is frequently misdiagnosed, mistreated, misunderstood, mismanaged, misused and abused.  The magico/religious dimension leads to the Erawadi style treatment, rehabilitation and care. Psychiatry and its allied disciplines have gained respectability in the last 40 years. The disability sector is 25 years old. The mental health disability movement is probably 15 years old. Stigma, myths, misconceptions coupled with lack of awareness of this new disability has resulted in a primitive, skeletal mental health agenda thus far. The sheer size, needs and novelty of this new disabled kid in the disability sector has not helped in integration with other disabilities or society; nor resulted in reaping the benefits of various parliamentary acts. There is talk of discrimination from other constituents in the disability sector, by virtue of stigma and fear that this new disability will bite off a large chunk of the woefully small disability benefit cake. 

However, some good news is starting to flow in. There is evidence that the mainline “mad” illness schizophrenia, managed medically and properly in the initial critical 6 months of illness, can be cured with no residual psychiatric disability. New, wonderful, easily affordable, medicines taken correctly, results in sufferers leading normal/near normal quality lives as worthy members of society. An internationally accepted dysfunctional disability scale is being presently field-tested and could help channelise benefits for the needy, and add muscle to the just demands of the mental health lobby. The stigma syndrome shows signs of reducing as the number one mental illness depression, becomes common in society. It is becoming acceptable to discuss depression openly, as it is as treatable as diabetes or heart disease, which can also be controlled such, that sufferers lead normal/near normal quality lives. At least in the bigger cities and lesser metros, awareness of the cause and treatment and rehabilitation of mental illness/disability, is on the increase and individuals and groups are fighting for the rights of the mentally disabled as children of the same God. The disability sector is trying to act inclusively within the grain of the disability sector, and in tandem with the government. Many groups and organisations are at work in Bangalore and Karnataka.  There is active, informal networking between government, public, private and voluntary sectors. The multidisciplinary bio-psycho-social team model is becoming a reality. The print and electronic media, realising the overwhelming importance of health care and education take an active interest in mental health issues, concerns and needs. The Karnataka government and its disability and mental health authority wings are actively interacting with mental health organisations for the betterment of the disabled mentally ill. 

Having placed Erawadi in the current mental health context, I now venture to formulate the millennium mental health agenda. 

1.
A grand alliance of forces in mental health, needs to be formed as equal partners on a level playing field. The government, public sector, private sector, voluntary sector, families, committed individuals and affected persons need to come together as a broad federation on a common platform, subscribing to agreed principles and objectives. Such a forum allows open, informed debate; wide discussion and honest difference. Co-operation, collaboration, consensus, co-ordination, cash and commitment are the watch words rather than conflict and competition. Inevitably, in an economy driven by market forces with huge mental health service care requirements, the mental health business (hospitals, nursing homes and carehomes) will be active. The government will look to the private/voluntary sector to take over, and run health care in the future. The four cardinal principles of the alliance should be a)Commitment, b)Cash, c)Sinking /Rising above/around differences and d) Sublimating egos.  

2.
Awareness is necessary through psycho-education and publicising widely that early, proper treatment and post-acute rehabilitation means good recovery, well being and normal/near normal quality of life, especially in schizophrenia. 

3.
We must ensure minimum standards, reasonable care and maximal utilisation of care in all service institutions. 

4.
Advocacy work is necessary to highlight equal rights and full participation of persons with mental illness, in all activities and walks of life as equal citizens under the law. 

5.
There is a need to work and network with other lobbies towards inclusion in some Acts, such as the National Trust Act, and to amend and influence implementation of other Acts benefiting persons with disability, such as the PDA act 1995 ; Mental Health Act 1987 and the RCI Act 1992. 

6.
It is necessary to publicise the mental health agenda in the media and work with the media to strengthen the lobby. 

7.
Prevention needs to be strengthened. Evidence indicates that schizophrenia is a neuro-developmental brain disorder, potentially prevented by better mother-baby care before, during and after delivery. 

8.
Integration of mental health into community based rehabilitation: The answer to countrywide mental health care awareness is CBR. Mental healthcare activity is almost non-existent in CBR. For mental health to be a full partner in CBR, I suggest a new approach titled Cadhambari. The Cadhambari concept stems from the WHO definition of health as a state of physical, mental and social well being. Cadhambari is a twin track (induction; focus), three pronged (physical, mental, social[spiritual]) approach to mental health service care, formatted to transform strongly held negative magico/ religious views of the causation, treatment, rehabilitation and services of mental illness/disability into positive mystical/spiritual values without hurting religious sentiment; which thus far has constituted the main stumbling block to proper medical management by reason of attached stigma. Most mental health programmes for the general public fail because of stigma. The objective of the “induction phase” is to indirectly but affirmatively combat stigma. Human kind is social by nature and in India social well being is irretrievably inter-linked with “spiritual” well being. Interpersonal and other life skills so important to social well being, are learnt through intercourse in “social” settings such as pilgrimages, satsangs, festivals and discourses with a strong religious background. Such social activities have wide-spread public appeal and encouragement. Cadhambari takes advantage of this socio-spiritual nexus, modifying the 10 WHO life management skills (problem solving, decision making, creative thinking, critical thinking, communication skills, interpersonal relations, empathy, self awareness, emotional management and stress management), essential for a wholesome and balanced (emotion-logic-spirit aligned) lifestyle. The majority of life skills have a spiritual-philosophical view point and it is at this node that practical, spiritual exercises useful in daily life, are deployed. Spirituality has general approval as the undisputed distilled goodness of all religions and is integral to humaneness. The mental well-being segment of Cadhambari is the application of the WHO life skills programme, eschewing stigma sensitive terminology like “mental” and “psychiatric”, in a therapeutic community ambience, using transaction analysis and Kohutian ‘self/groupself’ psychological therapy, as the bedrock of group interaction. Kohutian psychology, unlike cold, clinically detached remote, individual Freudian psychoanalysis, is ideally suited to our feudal democratic mind society/world view. Simple relaxation exercises are taught to participants of the mental well-being module. Allopathic medicine for physical well being has near universal acceptance. Simple information/advice (diet, exercise, habits, relaxation, illness) on healthy life style and having a conduit for referral/feedback of physical problems is central to physical well being. The entire programme can be carried out as a stand alone or as part of disability, or other community based services. A psychiatric social worker, psychiatric nurse or lay counsellor trained in the life skills, called  a life skills manager,  conducts Cadhambari. Borrowing from the AA (Alcoholics Anonymous) model, the work can be done in any available vacant space (hall, kitchen, office, sitting room, out house, shed, garage, banyan tree shade), in any town or hamlet across the length and breadth of the country. Eight to ten people form the group, meeting for 2 hours 3-5 times weekly. Materials needed are tables, chairs, pencil, paper, pen, floor mats, chalk, slate and health information pamphlets. The “induction” phase concentrates on transforming negative magico/religious beliefs to positive mystical/spiritual values and building trust and confidence in the service in the community. The induction phase terminates when the service takes root in the community and comes to be regarded as an invaluable community resource. The “focus” phase spreads awareness and knowledge of the true medical nature of mental illness/disability, certain of the goodwill reposed by a community, openly receptive to the full fledged Cadhambari programme in an atmosphere free of stigma. 

The new mantra for development includes broad band (BB). I believe India is BB wired upto the village level. BB represents a golden opportunity to harness the resources of the entire subcontinent regardless of distance or terrain: facilitating free transmission of information from anywhere to anywhere; fast forwarding India into the twenty first century. The remotest hamlet or at least the nearest district headquarters can be connected via PC/Internet/e-mail to a central unit, which will mentor and monitor the Cadhambari programme with periodic central in-house continuing education pulse sessions. I believe a carefully conceptualised, crafted and controlled Cadhambari programme can make the difference in mental health care as it costs little, or nothing. 

Dr. R. Lakshman

Summary of the discussions at the Friday Meeting on 27th July 2001TC "Summary of the discussions at the Friday Meeting on 27th July 2001"
The participants debated on the need and strategies to include persons with mental illness in other community based programmes, and the importance of networking between organisations in such an effort. The need for awareness, education and training materials to remove stigma was emphasised. The group agreed that self-help groups of persons with mental illness would be beneficial, particularly in promoting awareness about rights. 

