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ABSTRACT 

 

Increasingly, community-based mental health initiatives have been developed to 

address mental health treatment gaps in low- and middle- income countries 

(LAMICs). Outcome evaluations of such mental health intervention strategies are 

necessary to provide evidence for potential scale-up, especially by governments. 

This qualitative study evaluates the economic outcomes of BasicNeeds’ Mental 

Health and Development Model in the Andhra Pradesh region of South India. Our 

analysis points to the importance of understanding the poverty context of people with 

mental disorders and their families. Such an understanding informs the development 

of appropriate indicators for effectively evaluating economic outcomes. Our findings 

reveal an interesting link between economic and social outcomes among the 

participants studied. Social themes emerging from qualitative data suggest that 

feelings of inclusion, finding a purpose and achieving financial independence were 

perceived by participants to be important social benefits of the economic outcomes 

studied. The implications of these findings are discussed in terms of informing future 

research efforts and community-based mental health programme development in 

LAMICs. 
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BACKGROUND 

 

Burden of Mental Illness 

In recent years, mental illness has gained recognition as a significant contributor 

to the global burden of disease. Estimates indicate that the global burden of mental 

illness measured in disability adjusted life years (DALYs) has now reached 14.7% of 

the total global burden of disease. The increase has been most pronounced in 

LAMICs. (Lopez et al., 2006) Mental health resources are slim in LAMICs where the 

burden has and will be felt the most. (Jacob et al., 2007) 

Poverty and Mental Illness 

Community-based approaches to mental health have increased in response to 

the widening gap between need and resources in many LAMICs.  While many mental 

health programmes focus primarily on clinical intervention through providing 

psychiatric consultations and access to prescribed psychotropic medication, studies 

indicate the need to address economic and social factors influencing persons 

affected with mental illness as well as their families. (Patel, 2007) Evidence suggests 

that poverty and social exclusion may be determinants of mental illness in LAMICs. 

Factors such as unemployment and debt put individuals at a greater risk for suffering 

mental disorders in LAMICs. (Patel and Kleinman, 2003) 

Social exclusion and poverty are closely linked and often appear together in the 

theoretical literature. (Morgan et al., 2007) Debate continues over which interventions 

most effectively promote sustainable livelihoods for persons affected with mental 

illness and their families. 

One recent study by Murthy et al. demonstrated the effectiveness of a community 

outreach programme in rural India for untreated persons affected with schizophrenia. 

The programme included psychotropic medication and psychosocial support. The 

study evaluated economic outcomes through a number of indicators, including family 

care-giving burden. Their findings show that the family care-giving burden was 

reduced for programme participants. (Murthy et al., 2005) Such evidence suggests 

that community-based livelihood interventions for persons affected with mental 

illness may have a relative positive economic impact on the family through reducing 

the care-giving burden, which allows caregivers to resume income-generating 

activities for the family. 

Of course, rural poverty in India affects more than just persons with mental illness 

and their families.  Despite the world wide attention gained from the globalization of 
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India in recent years, poverty persists with 29% of the population living below the 

poverty line. (World Bank, 2006) In fact, some have argued that the trade liberation 

of the 1990s may have slowed poverty reduction in India. (Bardhan, 2006) This 

striking poverty is most evident among rural populations where 71% of the Indian 

population resides. (World Bank, 2006) 

For example average wages in the rural Anantapur District of Andrha Pradesh 

(where this study was done) fall well below the poverty line. Anantapur is drought-

prone affecting the livelihoods of many agricultural labourers within the region (World 

Bank, 2005). In February 2006, the government of India launched a national poverty 

reduction programme, Ananthapur being included in its catchment area. Called the 

National Rural Employment Guarantee Scheme (NREGS), the programme provides 

families with 100 days of work a year with wages averaging at 86.23 rupees per day. 

(The Hindu, 2008) The programme has not yet been rigorously evaluated. 

Evaluating Outcomes 

There are two approaches to evaluating interventions: output-based evaluations 

and outcomes-based evaluations. Outputs include the direct products of an 

intervention (i.e. number of individuals served, number of activities performed) and 

represent ongoing monitoring data for a programme. Historically, programme 

evaluations have been output-oriented, focusing primarily on evaluating the 

effectiveness and efficiency of the implementer. However, outcomes-based 

evaluations are becoming increasingly important to funders seeking to evaluate the 

impact of a particular model of intervention on the beneficiary. 

An outcomes-based evaluation assesses the impact or benefit of the intervention 

on the individuals served. Outcomes represent the goals or long-term objectives of 

an intervention that are usually tied in to a change in knowledge and beliefs, 

behavior, or status of the individuals served. Outcomes are assessed according to 

outcome indicators1 developed to measure this change. (World Vision, 2005) 

Appropriate methods for evaluating economic outcomes for interventions have 

evolved within the field. The sustainable livelihoods (SL) approach to assessment 

adopted by the UK Department for International Development (DFID) holistically 

focuses on both direct and indirect outcomes rather than narrow project outputs. 

(Ashley and Carney, 1999) In this way, measuring income is only one aspect of 

assessing livelihood interventions. Outcomes that measure vulnerability to poverty 

are also considered. (Carney, 1998) 

BasicNeeds-SACRED Partnership  

                                                           
1
 The outcome indicators for this evaluation are found in the methodology section. 
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BasicNeeds, an international non-profit organization, has developed a 

community-based approach to mental health.  Called the Mental Health and 

Development Model (MHDM), this comprehensive intervention strategy aims to 

introduce cost-effective community mental health care into LAMICs through capacity 

building, community mental health, sustainable livelihoods, research, and 

management and administration.  BasicNeeds works with local partner organizations 

to enable an integrated approach to community based mental health interventions. 

Currently BasicNeeds implements the model for Mental Health and Development in 

India, Sri Lanka, Ghana, Tanzania, Kenya, Uganda and Lao PDR. See Appendix D 

for a description of the MHDM. 

BasicNeeds India has seven years experience working in the field of community 

mental health and development. SACRED, an organization located in the Andhra 

Pradesh region of India, has served families affected by physical disabilities through 

Community Based Rehabilitation (CBR) since its inception in 1994. SACRED’s CBR 

programme activities include saving and credit activities, awareness activities on 

disability issues, skills development training and mobilization of government 

resources for livelihoods. SACRED is a partner of BasicNeeds India the partnership 

formalized through a Memorandum of Understanding (MOU). With assistance from 

BasicNeeds India, SACRED has expanded to assist individuals affected with mental 

illness in rural districts of Andhra Pradesh, India since 2000. Through this 

partnership, SACRED has expanded to assist individuals affected with mental illness 

in the rural ‘mandals’ (unit of governance below district in India) of the Ananthapur 

and Kurnool districts of Andhra Pradesh, India. Participants in this evaluation were 

enrolled in the income generation aspect of intervention developed by SACRED and 

BasicNeeds India to help families mobilize financial resources. See Appendix E for a 

description and table of specific livelihood activities2. 

This qualitative study, performed by BasicNeeds in partnership with SACRED, 

assessed the economic and social outcomes of a Mental Health and Development 

Model intervention in a community-based setting where treatment and developmental 

services available to participants have very little sustained resource backing. The 

presented findings and recommendations therefore assume significance for 

informing community-based mental health programme development in similar 

settings, especially in LAMICs.  

                                                           
2
 It is important to note that this is an outcome evaluation of the Model, in which livelihood 

activities are only one component. (See Appendix D.) Findings from the evaluation represent 
ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƻǾŜǊŀƭƭ ŜȄǇŜǊƛŜƴŎŜ ǿƛǘƘ ǘƘŜ aƻŘŜƭΦ 
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METHODOLOGY 

 
This ethnographic outcome study examines the economic and social impact of 

the Mental Health and Development Model on individuals affected with mental illness 

and their families3. The study was designed to assess economic outcomes and to 

more generally identify qualitative perceptions on programme interventions of 

participants in the SACRED programme. Qualitative responses to overall 

impressions of the SACRED programme revealed social outcomes as well. 

Original research objectives include: 

1. Identify the economic status of individuals affected by mental illness and their 

families both prior to enrollment in the intervention program and at the time of the 

follow-up evaluation.4 

2. Identify positive and negative perceptions of affected individuals about their 

experience in the intervention program. 

The following research objective was added based upon a preliminary analysis of 

qualitative data: 

3. Identify social cohesion, identity, and awareness perceptions of affected 

individuals before entering and after participation in the intervention program. 

Economic outcomes are assessed by the following outcome indicators: 

1) Change in income per day  

2) Change in the family’s ability to meet basic requirements for food, shelter, 

and clothing as well as prescribed medicine or intervention for the affected 

individual.  

3) Change in employment status 

Social outcomes are assessed by the following outcome indicators5: 

1) Change in knowledge, attitudes or behaviors related to social cohesion 

2) Change in knowledge, attitudes or behaviors related to sense of identity 

3) Change in knowledge, attitudes or behaviors related to social awareness  

Sampling 

Four focus group discussions, each comprised of 6-8 individuals, were held in 

two rural districts of Andhra Pradesh in South India. Through purposive sampling 

among programme entrants from June 2004 to June 2005, 16 individuals affected 

with mental illness and 16 carers were recruited to participate in the study. Selection 

                                                           
3
 SACRED has provided an informative table on participant details for their income generation 

programmes in Anantapur and Peapully. The data from the table is congruous with the findings from 
this evaluation, but was not a source used in this assessment. See Appendix F.  

4
 At the time of this evaluation, participants had been enrolled in the intervention programme 

from two to three years. 
5
 These terms are explored more fully in the discussion section. 
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criteria for persons affected was based on equal representation between males and 

females as well as common and severe mental disorders. Three recruited 

participants did not attend the focus group discussions. All participants signed 

consent forms before beginning the study. The consent form template is found in 

Appendix A. 

Data Collection 

Demographic data for each participant was collected from individual files using 

face sheets. The face sheet template is found in Appendix B. Two facilitators 

conducted each focus group discussion with one recorder taking detailed notes on 

the discussion6. The focus group facilitators and recorders had previously attended a 

one-day training workshop on qualitative research focusing primarily on data 

collection. They led the discussions using specific topic guides related to the 

research questions. Participants were encouraged to discuss their experience related 

to each topic according to their economic status both before the intervention and at 

the present time. The focus group participants also completed a session where they 

drew images and wrote captions expressing their experiences within the intervention 

program. Each group met for three sessions. The topic guides for the focus group 

discussions are provided in Appendix C. Data was collected during January 2008. 

Data Analysis 

A trained translator translated the focus group discussions from Telugu, the local 

language, into English before the data was analyzed. Another trained researcher 

coded and analyzed the qualitative data. Data was first categorized under the 

research objectives and then coded using a constant comparison technique to 

identify major and minor themes. Major and minor themes were determined based on 

the relative frequency of their appearance in the transcript. Basic descriptive 

statistics were used to determine mean income scores. Following the focus group 

discussion coding process, demographic data obtained from the face sheets of each 

respondent was then analyzed to further illuminate patterns in the qualitative data. 

The entire evaluation was carried out between December 2007 and March 2008.  

Study Limitations 

This study poses certain limitations. Our purposive sample of carers and persons 

affected with mental illness is too small to derive statistical inferences and is 

therefore likely insufficient as an indicator of a causal link between specific 

intervention methods and outcomes. Rather, the study is intended to be exploratory 

                                                           
6
 SACRED field staff collected all of the data from participants. 
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in nature and meant to inform further, more specific impact studies. Additionally, it is 

important to note that the social impact objectives and indicators were not 

predetermined but were instead developed in the analysis phase of the study. Also, 

recall bias may have affected some responses to questions about the past. 

Researcher bias may also have influenced some findings since intervention field staff 

collected all of the data.  Finally, a few responses to Describe things you donôt like 

about the SACRED programme were unrelated to any SACRED interventions, 

suggesting that these participants may have interpreted this and similar questions 

too broadly. This has been taken into account during the analysis phase. 

FINDINGS 

 

Demographic Data 

Ages for the fifteen persons affected ranged from 18 to 45 years old with a mean 

age of 33 years.  All of the participants lived within a family situation and all but one 

were married. The length of time they had been living with a mental disorder ranged 

from 4 to 10 years.  

Nine of these individuals had no formal education. All but two participants were 

engaged in casual labour following the intervention. (Casual labour is defined as 

seasonal or temporary employment without an annual salary.) The remaining two 

participants were receiving a salary post-intervention. Notably, only one out of seven 

females had any prior education, whereas five out of eight males had some formal 

education.  

Economic status pre-intervention 

Income level 

Many of the persons affected with mental illness recalled having no earning 

capacity before the SACRED intervention program. Eleven out of the fifteen focus 

group participants had no source of income and nine participants expressed that they 

could not economically support their families at all before receiving intervention. One 

participant explained ñI was not in a position to do any work; I was not even 

conscious as to whether I had taken food; I had no earnings.ò 

Another recalled, ñI was roaming here and there; I had no earningsò 

Each of the remaining four participants cited agricultural work as their previous 

employment with their incomes ranging from 25 to 40 rupees per day. Carer income 

levels primarily ranged from 30 rupees per day to 110 rupees per day. As shown in 

Table 1, the mean income score of the persons affected who had a source of income 
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was 25 rupees per day. Alternatively, the mean income score of the carers was 73 

rupees per day.  

 

Table 1 Pre Intervention Earnings 

 % Earning Mean Daily Income*  

Persons Affected 27% Rs. 25 

Carers  100% Rs. 73 

*Mean income for employed individuals only 

 

Meeting basic needs 

Both carers and persons affected with mental illness expressed much concern 

over their family’s economic situation. Almost all carers and persons affected 

reported that they could not meet basic requirements of food, shelter, and clothing. 

One person affected stated, ñour earnings were not adequate for the family; 

therefore, we have, many times stayed without food.ò 

Furthermore, all but one affected person explained that their families did not have 

enough money to pay for the medicine or intervention they needed. In the case of 

this sample, three persons affected recalled that they previously sought ayurvedic or 

traditional medicine treatment because they could not afford any other intervention. 

 Notably, ten out of thirteen carers in one focus group indicated that the family 

income was not sufficient to support the family and four stated that they had to 

borrow money in order to meet these needs. 

Economic status post intervention 

Income level 

At the time of follow up, all of the persons affected were earning an income 

instead of only 4 out of the 15 participants. Furthermore, incomes now ranged from 

30 rupees per day to 120 rupees per day and mean income increased from 25 to 73 

rupees per day. As shown in Table 2, the mean income gap between persons 

affected and carers decreased considerably from the time participants began the 

intervention programme until two or three years into the programme. Persons 

affected earned an average of 48 rupees per day less than carers before they began 

the intervention programme, while there was only a 9 rupee per day income 

difference between the two groups at the time of follow up. 
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Table 2 Post Intervention Earnings 

 % Earning  Mean Daily Income* 

Persons Affected 100% Rs. 73  

Carers  100%  Rs. 82 

*Mean income for employed individuals only 

 

More than two thirds of the persons affected were engaged in seasonal 

employment. Current positions included agricultural labour, tailoring, weaving, hotel 

management, the Water Works Department, and NREGS. Half of the carers reported 

an increase in earnings ranging from 10 rupees per day to 37 rupees per month, but 

also reported that this work is seasonal or not constant. Factoring in inflation rates, 

the earnings difference for all carers but one is negligible.  

Cross tabulation scores for sex and post-intervention mean income were 87 

rupees per day for males and 56 rupees per day for females. However, as mentioned 

previously, education level differences for males and females in this sample pose a 

significant confounding variable in the cross tabulation analysis of sex and income. 

Additionally, cross tabulation scores for diagnosis and post-intervention mean 

income were 79 rupees per day for persons with severe mental disorders and 59 

rupees per day for persons with common mental disorders.  

Meeting basic needs 

Most carers and persons affected cited an inability to meet basic requirements of 

food, shelter, and clothing as an ongoing problem even after intervention. However, 

five carers explained that they were now able to buy medicine with help from MHDP 

and 13 out of 15 persons affected explained that they are now capable of meeting 

their medical treatment needs without additional support from MHDP.   

One person affected claimed, ñas of now my income is on par with my medical 

expenses; however, my sickness has subsided remarkably with consequent 

reduction in medical expenses.ò   

Medical expenses varied for participants at the time of this evaluation. Some felt 

they were still unable to afford medication, while others thought that their medical 

expenses had been reduced. The ability to afford medication may be influenced by 

their diagnosis or financial situation before entering the intervention programme. 

However, a more in-depth study is required to draw any clear inferences. 

General Experiences  
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The four focus groups comprised of persons affected with mental illness and 

carers also illustrated their overall experience with SACRED through drawing. The 

following are the major and minor themes that emerged from the drawing analysis. 

Major Themes 

  Inclusion 

The most pervasive drawing theme to emerge from all of the focus group 

participants was words and pictures related to inclusion or exclusion. When asked to 

draw or write things that reminded the participants of the SACRED programme, 

group meeting was cited 14 different times accompanied with pictures of people 

standing in a circle. These images were often contrasted with images of one figure 

alone away from a group or tied to a tree. ñI do not like to be tied up with rope/chain,ò 

was mentioned by seven participants.  One participant wrote, ñI do not want to 

alienate myself from society.ò Eight participants also drew pictures of people standing 

together holding a banner with “October 3rd is Disability Awareness Dayò written 

below as a caption. One participant wrote, ñdiscussion between the mentally sick.ò 

Another wrote, ñto mingle with everybody.ò Such symbols and words of unity and 

inclusion appeared throughout the posters. 

  Having a purpose  

Another major theme represented in the drawings was having a purpose in life. 

One participant wrote, ñthe activities of SACRED group are so important, important to 

come up in life/ to carve out a niche.ò The phrase carving out a niche was repeated 

three times in relation to images of SACRED programme activities, particularly 

livelihood activities. Conversely, ñroaming around with no purpose,ò was expressed 

by five participants as something they did not like. 

  Financial independence 

Financial independence also appeared as an important theme in relation to the 

SACRED programme. A few participants portrayed their concern over their lack of 

savings. Another participant drew a savings book in the middle of a circle of people 

with the caption: ñmotivating the mentally challenged to make savings.ò  

Participants also expressed the importance of financially contributing within their 

own families. ñBefore joining the SACRED programme, we were not earning 

sufficiently and as a result, my family members did not pay heed to our words nor 

views,ò recalled one participant. Experiences with SACRED taught another 

participant, ñto take care of my family independently by chalking out income 

generating or development plans.ò 
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The images and words illuminating inclusion, having a purpose, and financial 

independence are closely related and often appear together.  These three themes 

represent the most important programmatic impacts as perceived by the participants. 

Minor Themes 

  Awareness 

Superstitious beliefs and witchcraft images were also drawn or mentioned by a 

couple of participants. One participant wrote, ñOne should keep away from 

superstitious beliefs and we should change the mindset of such people. ñ Two 

participants mentioned that the intervention had made them aware of their rights. 

  Positive feedback on specific intervention activities 

Participants overwhelmingly cited group meetings (10) as an intervention activity 

they enjoyed. People also enjoyed participating in Disability Awareness Day (5). 

Livelihood activities (3) and access to medicine (2) were other mentioned positive 

SACRED programme activities. “After taking medicine, we are like óblossoming 

flowersô,ò read one caption next to an image of a flower. 

  Criticism on specific intervention activities 

The most frequently cited programme dislikes included visiting the psychiatrist 

(2), receiving medicine (2), and recalling the past (2). One participant stated, ñI do not 

like to discuss the problems of the past, again and again.ò Weaving (2) was also 

mentioned as an activity that a few participants disliked, although others cited 

weaving as an activity they enjoyed. 

DISCUSSION 

 

Economic and social outcomes link 

While originally designed to look at economic outcomes, our findings from this 

study reveal a link between economic and social outcomes as has been suggested 

by Morgan et al. in 2007. The intervention experience drawings revealed additional 

programmatic impacts identified by the participants. The themes of inclusion, having 

a purpose, financial independence and awareness are largely framed within the 

context of social impact.  

A developing sense of social cohesion is present throughout our findings. 

Participants expressed the past by drawing images and writing about isolation. In 
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contrast, almost all of the participants referred to their experiences with SACRED in 

terms of belonging to a group, as evidenced by the predominant inclusion theme. 

A developing sense of personal identity was also found in our analysis. Roaming 

aimlessly in the past was contrasted with carving out a niche or finding a role in 

society. The financial independence theme was also closely tied to a desire to find a 

role within the family. 

While social attitudes of persons affected with mental illness appeared to change 

with the SACRED intervention programme, some participants indicated a desire to 

create awareness through educating others about superstitious beliefs. The 

popularity of Disability Awareness Day exemplifies a behavioural social impact 

among persons affected as well. 

These social themes are closely tied to the economic outcomes of the 

intervention. In fact, the focus group discussions for persons affected revealed the 

social benefits of their involvement in the intervention to be at least as important as 

the economic benefits. Themes of social inclusion and finding a purpose were 

mentioned more frequently than financial independence when participants were 

asked to describe their overall experience with SACRED. 

In designing, implementing and assessing livelihood interventions this link must 

be carefully considered. Livelihood interventions can produce social outcomes.. 

Furthermore, a comprehensive intervention approach to addressing economic and 

social factors may increase the programmatic impact on each of these areas. 

Expected economic outcomes for economic interventions 

Calling into question the overall goals of a livelihoods intervention and the best 

indicators for measuring impact, our economic findings illuminate some of the 

complexities inherent in evaluating livelihood interventions. While this intervention 

does not appear to have had any significant impact on the familial financial burden, it 

does seem to have had an impact on the individual’s capacity to take on a productive 

role in society. Income level alone is not a completely accurate economic impact 

measurement.  

Our findings show a marked increase in the number of persons affected who 

were engaged in income generating activities following the intervention. It is 

important to note, however, that such positions are primarily casual labour and may 

or may not be sustainable. The intervention also appears to have a minimal income 

level effect upon individuals who were already employed before they began the 

intervention.  

While further evidence is needed to determine a strong positive correlation 

between employment status and the intervention, the available evidence suggests 
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that the intervention may have a positive economic impact (measured by income 

level) on previously unemployed persons with mental illness. Importantly, focus 

group discussion findings suggest that the BasicNeeds-SACRED intervention has 

helped persons affected and carers to afford needed medication7. 

As mentioned previously, rural poverty affects individuals with and without the 

additional burden of mental illness. This should be kept in mind when drawing any 

inferences about the economic outcomes of the intervention programme. While anti-

poverty initiatives such as NREGS strive to address the rural poverty issue among 

the general population, even these initiatives have not been effectively evaluated to 

determine a sustainable economic impact upon families. Moreover, persons affected 

with mental illness are often excluded from participation in such general anti-poverty 

initiatives. Notably, the post-intervention income levels and employment status found 

in this study are not significantly different from income levels and employment status 

found within the general population of that region. (World Bank, 2005) This important 

finding highlights the pervasiveness of the poverty context in which the programme 

participants live.   

The most significant economic impact appears to have been among individuals 

who were not engaged in income-generating activities prior to the intervention. 

Livelihood interventions of this kind need to clearly address economic outcome 

expectations with families prior to their programme entrance. Defining clear and 

realistic economic outcome goals is the crucial responsibility of intervention 

implementers. 

A holistic approach to mental health interventions 

The diversity of outcomes derived from a holistic intervention programme should 

not be ignored or discounted. The application of a comprehensive approach to this 

assessment uncovered the social outcomes of this intervention. Through broad 

qualitative data collection techniques, the participants were able to reveal those 

outcomes most important from their perspective.  It is likely that a conventional 

quantitative approach to assessing economic outcomes would not have illuminated 

such a link to social outcomes. 

Generally, participants did not enjoy intervention activities that highlighted their 

illness, such as visiting the doctor, receiving medicine, and talking about the past. 

They most enjoyed programmes like group meetings and livelihood activities, which 

directly relate to the social and economic impacts previously mentioned. When 

                                                           
7
 BasicNeeds does not usually offer direct medical treatment. However, in certain circumstances, 

BasicNeeds will intervene to improve access to affordable medication.  
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applying such an integrated intervention approach, care should be taken to handle 

clinical treatment with sensitivity. 

Holistically assessing and designing mental health interventions that integrate 

clinical treatment, livelihood, and social capacity building activities may increase 

clinical, social, and economic impacts.  While some study participants revealed that 

they did not enjoy all clinical aspects of the intervention, the valued social benefits of 

the intervention may have kept them actively engaged in the clinical components as 

well. Of course, further evaluation is required to examine such an impact. 

RECOMMENDATIONS 

 
Based upon our findings, we offer the following recommendations for the 

development and improvement of community-based mental health programmes in 

LAMICs. 

Implementation  

1) Beyond clinical treatment initiatives, community-based mental health 

programmes need to implement intervention strategies designed to address key 

factors influencing quality of life, such as economic and social factors. 

2) Activities fostering social interaction among participants, such as group 

discussions and group awareness-promoting events, should be increasingly 

integrated into mental health programmes. 

3) Realistic economic outcome expectations for livelihood interventions need to 

be discussed with intervention participants prior to programme entry. 

4) Poverty alleviation initiatives should encourage the programmatic inclusion of 

people with mental disorders and their families through cooperation with community-

based mental health programs.  

5) Group discussions of past problems associated with mental illness must be 

handled with sensitivity. 

6) Efforts should be made to facilitate social interactions through group activities 

during the intervention implementation period. 

Further Research 

1) More outcome evaluations of community-based mental health initiatives are 

needed to inform the development and improvement of mental health programmes in 

LAMICs. 
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2) A qualitative approach to identifying outcomes from the participant perspective 

can add significant value to outcome evaluations of comprehensive mental health 

interventions. 

3) Evaluating outcomes requires the development of indicators that take into full 

account the poverty context of families and the resource poor nature of the treatment 

and development services available to them in LAMICs. 

4) Further exploration of the Mental Health and Development Model should 

include a comparative analysis of outcomes for individuals with severe mental 

disorders and individuals with common mental disorders.  

5) An in-depth qualitative study of participant motivations for engaging in 

livelihood activities may inform future programme implementation and evaluation. 

CONCLUSION 

 
Community-based mental health initiatives can influence the quality of life of 

persons affected with mental illness and their families. This evaluative study shows 

that addressing risk factors for mental illness such as poverty and social exclusion 

through an integrated approach found in the Mental Health and Development Model 

can provide favorable economic and social outcomes. However, continued research 

will further illuminate the strengths and limitations of community-based mental health 

programmes. 



 19 

CITATIONS  

1.  Lopez ADL, Mathers CD, Ezzati M, Jamison DT, Murray CJL. Lancet 2006; 

363(9524): 1747-1757.  

2.  Jacob K, Sharan P, Mirza I, Garrido-Cumbrera M, Seedat S, Mari J, Sreenivas 

V, Saxena S. Mental health systems in countries: where are we now? Lancet 2007; 

370:1061-1077. 

3. Patel V. Mental health in low- and middle-income countries. British Medical 

Bulletin 2007; 81-82(1):81-96. 

4. Patel V, Kleinman A. Poverty and common mental disorders in developing 

countries. Bull World Health Organ 2003 81:609–615 

5. Srinivasa Murthy R, Kishore Kumar KV, Chisholm D, Thomas T, Sekar K, 

Chandrashekari CR. Community outreach for untreated schizophrenia in rural India: 

a follow-up study of symptoms, disability, family burden and costs. Psychol Med 

2005; 35:341–351. 

6. Morgan C, Burns T, Fitzpatrick R, Pinfold V, Priebe S. Social exclusion and 

mental health: conceptual and methodological review. British Journal of Psychiatry 

2007; 191: 477-483. 

7. World Bank. India at a glance. Accessed on 20 April 2008. 

devdata.worldbank.org/AAG/ind_aag.pdf 

8. Bardhan P. Globalization and rural poverty. World Development 2006; 

34(8):1393-1404. 

9. The World Bank. Drought in Andhra Pradesh: Long term impacts and 

adaptation strategies. 2005. 

10. The Hindu. Wage employment works for needy. 3 Feb 2008.  
http://www.thehindu.com/2008/02/03/stories/2008020351600300.htm 
11. World Vision. Learning through evaluation with accountability and planning: 

World Vision’s approach to design, monitoring and evaluation. 2005. Accessed 11 

May 2008. www.worldvision.org.uk/upload/pdf/LEAP_Summary_Edition.pdf 

12. Ashley C and Carney D. Sustainable livelihoods: Lessons from early 

experience. London: DFID 1999. 

13. Carney D. (ed.) Sustainable rural livelihoods: What contributions can we 

make? London: DFID 1998. 

http://www.thehindu.com/2008/02/03/stories/2008020351600300.htm


 20 

APPENDIX A: Consent Form  

A research project being undertaken by SACRED and BasicNeeds organisations.  
Key information to be communicated to each participant BEFORE commencing 
the Focus Group Discussion. 
 

Information  Understood? 

We are looking at the success of the Mental 
Health and Development Program.   

 

  
This group discussion will take 1-2 hours of your 
time 

 

  

Everything said will be confidential. The 
discussion may be recorded, but this will be 
protected from others. Please keep what is 
discussed in this group to yourself.   

 

  

You do not have to be a part of this discussion. 
You may leave when you choose. Your choices 
will not affect your relationship with us.    

 

  

Will you participate?   YES NO 

 
I have communicated the above information to ____________ and he/she has 
agreed to be involved in the Focus Group Discussion.  
 
Signature: ____________________________ Date: ____/____/____ 
 
Witness: _____________________________ Date: ____/____/____ 
 
Before we begin, do you have any questions you would like to ask?  
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APPENDIX B: FACE SHEET    

Info rmation  on people with mental illness for study on  

Economic Outcomes -  January  2008  

 

Name   

1 2 3 4 

    

Carer Name & 

Relationship  

    

Place (village, 

mandal, 

district)  

    

Age     

Sex      

Education      

Marital 

Status  

    

Diagnosis     

No. of  ye ars  

they  have  

MI  Persons  

    

Date/ Month  

coming 

Into  the  

SACRED   

    

Living 

situation 

(with whom)  

    

Current 

Work/ 

employment 

    

Income 

earned 

    

Remarks  

if any  
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APPENDIX C: Focus Group Question Guide -- SACRED 

For the ñUsersò 
Introduction to the discussion 
Thank you for agreeing to participate in this discussion 
The purpose of the discussion group (state duration – 1-2 hours) 
I will be asking you some questions to start our discussion, and you are free to 
contribute as you feel comfortable.  
There are no right or wrong answers to the questions, we are interested in your 
opinions based on your experiences or the experiences of others you know.  
 

Some ground rules about how the group will be conducted: 
We ask you to respect each others opinions, even when they are not the same as 
yours.  
Participation in the discussion is voluntary, so if you don’t want to answer a particular 
question you don’t have to, and you are fee to leave at any stage.  
The discussion will work best if only one person speaks at a time.  
Remind participants that the discussion will be recorded.  
 

Obtain consent now if necessary 
 

Section 1 – What was the economic/livelihood status of the individual affected by 
mental illness and that of his/her family before entry into SACRED Mental Health 
Development Program?  
 

1. Before being involved with MHDP, did you earn money?  
2. Did you support your family with your income?  
3. Did you have to stop work because you were ill?  
4. Did your family have possessions (home, animals, business etc)? 
5. Was there enough money for food, shelter and water for the whole family? 
6. Was there enough money to buy medicines/treatment for you? 

 

If there is time, you may choose to ask this question 
7. How would you say your livelihood, and the livelihood of your family was 
before being involved in the MHDP?  

 

Section 2 - What was the experience of individuals affected as part of the Mental 
Health and Development Program?   
The responses to this question will be drawn on chart paper. The questions should 
act as prompts. This serves to óbreak-upô first and second sections.  
 

8. Draw things that remind you of the Mental Health and Development Program.  
9. Draw things that you like about the MDHP.  
10. Draw things that you do not like about the MDHP.  

 

Section 3 - What is the present economic/livelihood situation of the affected 
individuals after coming into the program?  
 

11. What work do you currently do?  
12. How long will this work be for? 
13. Does your family have possessions (home, animals, business etc)? 
14. Do you support your family with your income?  
15. Is there enough money for food, shelter and water for the whole family? 
16. Is there enough money to buy medicines/treatment for you? 

 

If there is time, you may choose to ask this question 
17. How would you say your livelihood, and the livelihood of your family is now? 
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Focus Group Question Guide ï SACRED (Carers) 
Introduction to the discussion 
Thank you for agreeing to participate in this discussion 
The purpose of the discussion group (state duration – 1-2 hours) 
I will be asking you some questions to start our discussion, and you are free to 
contribute as you feel comfortable.  
There are no right or wrong answers to the questions, we are interested in your 
opinions based on your experiences or the experiences of others you know.  
 
Some ground rules about how the group will be conducted: 
We ask you to respect each others opinions, even when they are not the same as 
yours.  
Participation in the discussion is voluntary, so if you don’t want to answer a particular 
question you don’t have to, and you are fee to leave at any stage.  
The discussion will work best if only one person speaks at a time.  
Remind participants that the discussion will be recorded.  
Obtain consent now if necessary 
 
Section 1 – What was the economic/livelihood status of the individual affected by 
mental illness and that of his/her family before entry into SACRED Mental Health 
Development Program?  

1. Before the person you were caring for was involved with MHDP, did they earn 
money?  
2. Did they support their family with their income?  
3. Did they have to stop work because they were ill?  
4. Did you have to stop work because they were ill?  
5. Did your family have possessions (home, animals, business etc)? 
6. Was there enough money for food, shelter and water for the whole family? 
7. Was there enough money to buy medicines/treatment for your family member 
with illness? 

If there is time, you may choose to ask this question 
8. How would you say the livelihood of the person you are caring for, your 
livelihood, and the livelihood of your family was before being involved in the 
MHDP?  

 
Section 2 - What was the experience of individuals affected as part of the Mental 
Health and Development Program?   
The responses to this question will be drawn on chart paper. The questions should 
act as prompts. This serves to óbreak-upô first and second sections.  

9. Draw things that remind you of the Mental Health and Development Program.  
10. Draw things that you like about the MDHP.  
11. Draw things that you do not like about the MDHP.  

 
Section 3 - What is the present economic/livelihood situation of the affected 
individuals after coming into the program?  

12. What work does the person you are caring for currently do?  
13. How long will this work be for? 
14. Do you currently have work (other than being a carer)? 
15. Does your family have possessions (home, animals, business etc)? 
16. Does the person you are caring for support their family with their income?  
17. Is there enough money for food, shelter and water for the whole family? 
18. Is there enough money to buy medicines/treatment for the person you are 
caring for? 

If there is time, you may choose to ask this question 
19. How would you say the livelihood of the person you are caring for, your 
livelihood, and the livelihood of your family is now? 
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APPENDIX D: THE MENTAL HEALTH AND DEVELOPMENT MODEL 

The Mental Health and Development model is comprised of five separate but interlinked 
modules, which are: 
 
Community Mental Health 
Medical and psychological treatment is an integral part of BasicNeeds' programmes. 
BasicNeeds, however, does not give direct treatment, instead the programmes link and 
facilitate access to existing treatment facilities. 
 
Sustainable Livelihoods 
BasicNeeds, through this module, enables mentally ill individuals and/or their families to get 
involved in economically viable activities. Thus meaningful work could even be a return to 
previous employment or involvement in micro finance schemes managed by other 
institutions, including the government. 
 
Capacity Building 
In order to reach out to as many mentally ill people as possible, capacity building takes place 
at various levels of different groups of stakeholders such as mentally ill people, caregivers, 
and the staff of CBOs,  other local organizations, concerned government officials and local 
authorities. Capacity inputs include awareness of mental illness, its treatment, livelihoods, 
information on existing policies and facilities, and the formation of groups. 
 
Policy and Research 
BasicNeeds' research cuts across all the other modules and has 3 basic dimensions: i) Action 
Research which is participatory in nature and takes place at different levels of field 
operations. ii) Policy Research builds upon the on-going Action Research and develops and 
augments arguments for influencing policy.  iii) Outcomes-based evaluations that assess the 
impact of the Mental Health and Development Model on the beneficiary.  
 
Programme Management and Administration 
This module is developed to ensure well-coordinated and planned activities with partners to 
ensure timely reports and to meet statutory requirements. This module also offers training 
in project management, log frames, budgeting and finance, monitoring and evaluation, and 
reporting to field partners. 
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APPENDIX E: SPECIFIC LIVELIHOOD INTERVENTION  

1. Identification and assessment and referral for the diagnosis and treatme nt  

2. Follow up and addressing side effects  

3. Supporting family and the person with information about illness.  

4. Motivating the person to meet his/her personal hygiene  

5. Encouraging person for involving in some productive work/domestic work  

6. Reinforc ing for the involvement and motivating for further involvement (to 

increase the concentration)  

7. Facilitating membership in the existing SHG.  

8. Encouraging for the savings in the SHGs.  

9. Assessing for income generation activity  

10. Encouraging for going  back to previous work  

12.Attending orientation to vocational trainings.  

13. Trade analysis with support of group and family  

14.Exposure visit to the family/person who has been successful in IGP 

activity  

15. Applying for loans from the SHGs  

16 Review by the field staff about the IGP activity.  

17. Participation in the SHG meetings  

18. Participation in the advocacy meeting for availing more support for the 

livelihood initiatives from government and financial institutes..  

19. Savings and Loan repayment,  

20. Applying again for the IGP activity.  



APPENDIX F: Income Generation Programmes   

Anantapur  Rural Mandal  
Identity of the  CMH  persons  1-SUG 2-RAM 3-SAR 4-SRE 5-HAR 6-VIS 7-SAR 8-BAB 

No. of  persons  received  loan  from  
SACRED   
Federation 
SHGõs  
Others 

 
SACRED 

 
SHG 
Bank 

 
Nill 

 
SACRED 

 
 

Bank 

 
 

Federation 
 

Bank /CIF 

 
Nill 

 

 
SACRED 

 
 
 
 

 
SACRED 

 
 

Bank 

 
Nill 

 
 
 

What  are  the  activities  run by them 
CMH  persons  
 
 

Garments 
/Tailoring 

Agriculture 
Fruit cutting 

 

Agriculture 
Milk Dairy & 
Ramlambs 

NREGS 
 

Agriculture 
Ramlambs 

 

Working as a 
Employee in 
Water works 
Pot Business 

Plumber Silk  weaving 
 

Machinery 
 

The  total  Amount  received  by them  
 

2000+3000+2
000 

=  7000 

Nill 
 

3000 +2000 
= 5000 

4000+2000+ 
5000 = 11000 

Nill 2500.00 2500 +2000 
= 4500.00 

 

Nill 
 

Monthly  income   
Regular  income 
 
 
 
Supplementary  income  
 

2100.00 
70 /- Per day 

 
 
 

After 3 
months 
1500 /- 

 

1200.00 
40 /- Per day 

 
 
 

Monthly 
1800 /- 

 

3000. 00 
100/-Per day 

900.00 
30 /- Per day 

 
After 4 
months 
1200.00 

1500.00 
50 /- Per day 

 
 
 

After 4 
months 
2700.00 

3000.00 
100/- per day 

 
 
 

4 months 
60 /- Per day 

3000.00 
100/- par day 

 
 
 

After 2 
months 
2500.00 

2100.00 
70 /- per day 

 
 
 

Nill 

3000.00 
100/- Per day 

 
 

Nill 
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Peapully  Mandal ς Kurnool  District 
Identity of the  CMH  persons 1-RAM 2-SRE 3-DHA 4-LAK 5-MAN 6-YAS 7-RAN 

No. of  persons  received loan from  
SACRED   
Federation 
SHGõs  
Others 

 
 

SACRED 
 
 

CIF 

 
 

SACRED 
 
 
 
 
 

 
 

SACRED 

 
 

SACRED 

 
 

Nill 

 
 

Nill 

 
 

Nill 

What  are  the  activities  run by them 
CMH  persons  
 
 

 
Hotel 

 

 
Agriculture 

NREGS 
Ramlambs 

 

 
Agriculture 
Ramlambs 

Silk Weaving 
 

 
Agriculture 

NREGS 
Ramlambs 

Scented  sticks 

 
Agriculture 

Labour 
 

 
Agriculture 

Labour 

 
Agriculture 
Agriculture 

Labour 
 
 
 

The  total  Amount  received  by 
them  
 

2500+5000 
=  7500.00 

2500.00 2500.00 2500.00 Nill Nill Nill 

Monthly  income   
Regular  income   
 
 
 
Supplementary  income  
 

3600.00 
120/- per day 

 
 

Nill 

2000.00 
67 /- per day 
100/- per day 

 
 

After 4 months 
3800.00 

1000 .00 
35 /- per day 

 
 
 

After 4 months 
3500.00 

1500 .00 
50 /- per day 
100/- per day 

750 /- 
25 /- per day 

After 4 months 
3800.00 

1200 .00 
40/-  per day 

 
 
 
 

1200.00 
40/- per day 

48000.00 
Per year 

 
1500.00 

50/- Per day 
 

 


