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ABSTRACT 
 
 
This prospective evaluation assesses the impact of interventions of the BasicNeeds 

community-based Mental Health and Development Model in Koppal and Raichur 

Districts of Northern Karnataka, India. A six-month follow up evaluation of 34 

programme participants revealed a positive economic impact on individuals with 

mental illness in terms of an increase in the number of individuals engaged in income-

generating activities. However, mean income levels did not significantly change over the 

six-month evaluation period. The evaluation also found that functionality levels among 

participants increased. Reassessing economic outcomes after individuals have been 

engaged in livelihood interventions for a longer duration of time is necessary to truly 

evaluate the economic impact of the model on individuals with mental illness within the 

poverty context of the region. The implications of these impacts are discussed in terms 

of informing community-based mental health program implementation and outcome 

evaluations.  

Based upon findings from this evaluation, the following recommendations are offered: 

Program Implementation 
 

o Social or capacity building interventions should cater activities more 
intensively to the needs of individuals with severe mental disorders 
(SMD). 

 
o In rural areas, mental health treatment may best be provided via outreach 

clinics rather than urban hospitals. 
 

o Livelihood interventions should prioritize individuals without any form 
of employment. 

 
 
Impact Research On The Model 
 

o Cohort samples should be repeatedly assessed at three- or six-month 
intervals to assess the impact of the Model over time. 

 
o Purposive sampling should be used to assess how different demographic 

groups respond to specific interventions. 
 

o Evaluators should use a comprehensive set of outcome indicators to 
obtain a more accurate assessment of economic outcomes. 
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BACKGROUND 

 

Mental Illness and Poverty 
The burden of mental illness has recently 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).  

 

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). 

 

Despite the worldwide attention gained from the globalization of India in recent years, 

poverty persists with 29% of the population living below the national 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). 

 

The rural-urban poverty gap in Karnataka, India is quite pronounced with Northern 

Karnataka primarily comprised of rural villages (Murgai et al., 2003). The Koppal 

District of Northern Karnataka experiences frequent droughts, highly influencing the 

primarily agrarian economy (Sen et al., 2006). Individuals seeking health care in 

Northern Karnataka must travel long and costly distances to reach government hospitals 

for treatment. 
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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 medical treatment and psychosocial support. A 

follow-up study found that the family care-giving burden was reduced for programme 

participants (Murthy et al., 2005). Economic impact was assessed through an economic 

assessment questionnaire developed for the study. The economic assessment measures 

income and job status as well as treatment costs, days of work missed due to illness by 

the individual and carer, and the number of carer hours per week devoted to caring for 

the individual. Such an instrument gives a much clearer picture of economic impact than 

a simple assessment of income per day. 

 

Evaluating Outcomes 

There are two approaches to evaluating programmes: output-based evaluations and 

outcomes-based evaluations. Outputs include the direct products of a programme’s 

activities (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; however, outcomes-based evaluations are 

becoming increasingly important to funders seeking to evaluate programmatic impact. 

 

An outcomes-based evaluation assesses the impact or benefit of the programme on the 

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

programme 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). 

 

BasicNeeds – Samuha Partnership 

BasicNeeds--an international non-governmental organization currently working in 

seven different countries2—has  developed a community-based approach to mental 

health.  Called the Mental Health and Development Model (MHDM), this 

                                                 
1
 Outcome indicators for this evaluation are found in the methodology section of this paper. 

2
 BasicNeeds currently works in Tanzania, Uganda, Kenya, Ghana, Sri Lanka, India, and Lao PDR. 
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comprehensive intervention strategy introduces cost-effective community mental health 

care into LAMICs through five separate but interlinked modules: capacity building, 

community mental health, sustainable livelihoods, research and policy and 

administration.  See Appendix D for a description of the Model. Understanding the link 

between mental health and socio-economic issues, BasicNeeds puts these five modules 

into practice through local mental health and development programmes.  

 

BasicNeeds-India works with local partner organizations to empower people with 

mental disorders in North and South India. BasicNeeds-India has worked in partnership 

with Samuha since 2003. Samuha, located in the Northern Karnataka region of India, is a 

local NGO that began working primarily with people with physical disabilities but 

started helping people with mental disorders through implementing the Mental Health 

and Development Model with assistance from BasicNeeds-India. Samuha currently 

serves people affected with mental illness and their families in the Koppal, Raichur and 

Haliyal districts of Northern Karnataka.  

 

This study aims to measure the functional and economic impact of the Mental Health 

and Development Model on participants in the Samuha intervention program. 

 
METHODOLOGY 
 
The design of the study is a non-controlled prospective evaluation over nine months. 

The reason for not having a control group, against which to compare intervention 

outcomes, is because it would be unethical to withhold intervention from people who 

have been identified as requiring program interventions.    

All program entrants between February and September 2007 were systematically 

assessed during the months of August and September 2007. The assessment was 

repeated at a six month follow up, during the end of February and beginning of March 

2008. 

 
Research Objectives 
 
The study addresses the following research objectives: 
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Functional Outcomes 
 

1. Determine the programme participant’s level of functionality in 6 key areas at 

the time of entry into the programme.  

2. Assess the functionality impact (if any) the intervention(s) had on the 

programme participants in each area. 

 
Economic Outcomes 
 

1. Assess the economic status of the program participants at the time of entry into 

the intervention program. 

2. Determine if specific interventions have addressed the economic situation faced 

by the affected person and their family. 

3. Assess the economic impact (if any) the intervention(s) had on the programme 

participants?  

 

Outcome Indicators 

Functional outcomes are assessed by the following outcome indicators: 

1) Change in ability to understand and communicate with others. 

2) Change in physical mobility. 

3) Change in ability to engage in self care activities. 

4) Change in ability to get along with others. 

5) Change in ability to participate in life activities. 

6) Change in ability to participate in society. 

 

Economic outcomes are assessed by the following outcome indicators: 

1) Change in income per day. 

2) Change in employment status. 

3) Change in number of days of work missed due to illness in the last 60 days. 

4) Change in treatment expenses. 
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Sample 
 
The sample for the study was all persons with mental disorders who were new 

programme entrants, between February and September 2007, in the project areas of 

Samuha, in the two North Karnataka districts of Koppal and Raichur, in North 

Karnataka in South India. The sample included both men and women of all age groups 

with common mental disorders as well as severe mental disorders at varying degrees of 

severity.  

 

The total sample taken for analysis was 34 people with mental illness who were enrolled 

into the BasicNeeds/SAMUHA mental health programme from the two districts of 

Raichur and Koppal in North Karnataka in South India. Though 38 were selected for the 

study, four of them were not available for interviews during the post-intervention data 

collection; one went missing from home, two have moved out of the state with their 

families and another could not be met. 
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Evaluation Instruments 
 

1. The WHO Disability Assessment Schedule II (Epping-Jordan and Ustun, 2000) 

has demonstrated reliability in a number of different cultural contexts. The 

instrument measures functionality in six key areas: understanding and 

communication, getting around, self care, getting along with people, life 

activities and participation in society. Functionality assessments often 

accompany economic assessments in measuring people affected with mental 

illness. (Murthy et al., 2005)   

2. An economic assessment questionnaire was adapted for this study from the 

economic assessment questionnaire used and tested in the 2003 prospective 

evaluative study in rural Karnataka in India (Murthy et al, 2005).    

3. An intervention checklist was developed and administered at the 6-month follow 

up. 

 

Pilot testing of the economic assessment questionnaire was done in the project area of 

Paraspara (another BasicNeeds India partner located in Bangalore) prior to collecting the 

actual field data from the project area of Samuha in Raichur and Koppal districts in 

North Karnataka. The intervention checklist was pre-tested with one of the field staff of 

Samuha before applying to each person under study. 

 

Data Collection 
 
One interviewer administered the WHODAS II and Economic Assessment 

Questionnaire with each participant at the Samuha camp. A field staff from Samuha 

accompanied the interviewer to clarify the questions for the interviewee and vice-versa. 

However, no interpretations by the field staff was encouraged for the responses.  

Instead, the staff was requested to get the initial approval for the data collection from the 

mentally ill person or the carer before the interview as well as to explain the purpose of 

the study in detail. In most cases, this introduction was made by the staff prior to the 

interview and the people were waiting to share their experiences. It was also ensured 
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that the interview is held with as much privacy as possible. Participants were free to 

withdraw from the evaluation at any point if they wished.  

 

Diagnosis, as given by the psychiatrist at mental health camps3 at the time of program 

entry, was taken either from the prescription notes with the mentally ill person and their 

carer at the time of interview or from the clinical records and individual files maintained 

at Samuha unit. 

 

Interviews were held in Kannada; however, the interviewer recorded the data in 

English. The collected data and information was fed in the computer (under excel 

programme) for analysis.  The information contained both quantitative and qualitative 

data.  Some parts of the data were pre-coded; however in the case of the economic 

assessment questionnaire and intervention checklist, most of the information was 

collected beyond the specific questions in order to get the whole picture of the situation. 

 
Data Analysis 
 
The WHODAS II instrument was analyzed by tabulating the mean total difference for 

each domain area between baseline and follow up. The pre and post assessment mean 

differences for each domain area were compared against the total score mean difference 

to illuminate any significant changes in each area. The mean difference score in each 

domain area was the cross-tabulated with categorical data, such as gender, age, 

education, living situation, marital status, and diagnosis. Standard deviations were also 

calculated for each domain mean score and both Fisher’s exact test and the Chi-squared 

test were applied to calculate p-values of mean differences and cross-tabulated data. 

Mean and frequency differences for the Economic Assessment Questionnaire were also 

cross-tabulated with categorical data.  

                                                 
3
 With the introduction of government District Mental Health Programme, Mental Health Camps have been initiated in 

Taluk (a unit of governance/administration) Hospitals. In the beginning there were 7 such Camps in the 3 districts of 
Raichur, Haliyal and Koppal. The Disability volunteers and staff of Samuha came forward to assist the conduct of such 
camps, by bringing/ referring people from the project villages and also in the actual conduct of the camps.  Later, the 
Camps were discontinued at the Taluk hospitals in an effort to integrate the mental health care at the Primary level by 
training the doctors. At the time of this evaluation, Mental Health Camps were being conducted at the District Hospital of 
Koppal and in  Raichur,  Devdurga, Haliyal and Manvi. Doctors trained in Mental health as well as  psychiatrists attend 
these camps. These camps are held once in a month in Raichur and Haliyal districts and every week in Koppal, which is 
based on the availability of Doctors/ Psychiatrists.  
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Limitations 
 
This prospective study poses some challenges and limitations. First, not all diagnoses 

were obtained from the same source but every effort was made to gather available 

consistent diagnoses made within the intervention process at the camps. Second, 

participants studied had entered the Samuha programme between February and 

September 2007; therefore, they had experienced varying levels of involvement in the 

programme at the time of evaluation. Third, statistical inferences are limited because the 

standard deviation and standard error have only been calculated for Table 2, due to the 

small sample size. Fourth, the prospective study period of six to seven months is too 

short to determine some of the more significant effects of the intervention programme, 

notably livelihoods and capacity building interventions. Fifth, this sample has 

experienced varying levels of intervention dependent primarily upon their geographical 

location within or outside the project area, influencing study outcomes. 

Finally, the absence of a control group limits our ability to attribute baseline and follow 

up score differences to the intervention programme. Through asking participants how 

much they attribute any change to the intervention, we have tried to measure the 

intervention impact.   

 
FINDINGS 
 
Description of Sample 
 
There were almost equal number of samples with severe mental disorder (SMD) (47%) 

and common mental disorder (CMD) (50%) with one case of epilepsy (3%). Severe 

mental disorders were most prevalent with 52% of participants had been diagnosed with 

psychosis followed by 21% of participants diagnosed with schizophrenia4. Of the 

common mental disorders, 9% had depression and there was one case of obsessive-

compulsive disorder. The sample also included one case each of epilepsy and mental 

retardation5.  

                                                 
4
 Diagnoses obtained from psychiatrists sometimes separated schizophrenia from psychosis. 

5
 While interventions often differ for people with epilepsy and mental retardation, Samuha also supports 

people with epilepsy and mental retardation within the programme. This is the reason for including these 

individuals in our sample.  
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The study sample included an almost equal number of young persons in the age group 

of 18 to 30 years (47%) and older persons in the age group of 31 to 60 years (53%), with 

the youngest being 18 years and the oldest best 60 years old. There was a marginal 

higher representation of women (59%) in the study compared to men (41%), which is 

also the characteristic of the whole population under study. The educational level of the 

participants in the study was mostly primary or less (62%) with 38% having a secondary 

or above level of education.  

A majority (88%) of the people in the study were either married and living with their 

small nuclear families or living with their parents – in both cases with the support of 

either the spouse or the parents. 12% of the people (all women) studied have been living 

without this support because they were widowed or divorced or deserted by their 

spouse. A slightly higher percentage (53%) of the people were living with their spouse 

or spouse and children compared to those who were living with their parents or 

children or other extended family members (47%). 

74% of the people with mental illness had worked prior to acquiring their illness in 

mostly agricultural labour. Domestic work was excluded from this analysis. 

 
Interventions Received 

An analysis of interventions completed revealed that all but one respondent had actually 

been enrolled in the program. The intervention programme begins with identification of 

individuals with mental health problems (by Samuha staff or by community based Self-

Help groups).  In the case of this sample, five participants were initially identified within 

the project area by Samuha field staff, while twenty-nine participants were recruited 

from outside the project area6. The identified individuals and their families are directed 

by the Samuha staff to the PHC or camps where participants receive a diagnosis and 

medical treatment shortly after they enter the programme. Following these initial 

medical treatment measures, participants are assessed for livelihood intervention 

assistance. 

                                                 
6
 This sample has largely been recruited from outside the project area because Samuha has recently 

expanded its mental health and development project participant pool to include individuals living outside 

the initial project area. As such, most of the February to September 2007 programme entrants are from 

outside the project area. 
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A majority (73%) of respondents found enrollment to be useful. Only 74% of 

respondents received a diagnosis facilitated by Samuha. However, almost all (94%) 

received medical treatment with Samuha and 63% of respondents found this to be 

useful. A majority of the respondents participated in the mental health camp or outreach 

clinic (77%) and home visits (80%), which most respondents found to be useful. While 

only a few respondents had participated in IGP7 (1) and counseling (4), each of these 

participants found those interventions to be useful. Livelihood assessments and 

trainings also involved only a few respondents; while 75% of those attending found 

trainings to be useful, only 38% found the livelihood assessment to be useful. (See Table 

1.) 

Table 1: Analysis of Intervention Checklist 

Intervention People received Useful 
(%) 

Not 
useful (%) 

Cannot 
tell (%) No. % 

1. Information on Samuha 34 100 94 3 3 

2. Meeting Samuha staff 34 100 94 6 0 

3. Enrollment 33 97 73 3 24 

4. Diagnosis 32 74 74 3 23 

5. Referral from Samuha 2 6 0 0 0 

6. Medical treatment 32 94 63 15 22 

7. Group meeting 1 3 0 0 0 

8. Livelihood assessment 8 24 38 38 24 

9. Vocational training 1 3 100 0 0 

10. SHG membership 0 0 0 0 0 

11. Membership in other groups 0 0 0 0 0 

12. MH camp/ Outreach clinic 26 77 85 8 7 

13. Employment help 0 0 0 0 0 

14. NGO linkage 0 0 0 0 0 

15. IGP 1 3 100 0 0 

16. Finance 0 0 0 0 0 

17. Govt. facilities 1 3 0 0 0 

18. Counseling 5 15 100 0 0 

19. Education 0 0 0 0 0 

20. No. of home visits 23 80 75 21 4 

21. Training 4 12 75 0 25 

 

                                                 
7
 IGP- Income Generation Programme – meant to better the economic status of the person with mental 

illness/ carer / family - is part of the Samuha/ BasicNeeds’ intervention model. Facilitating IGP is based on 

the assessment by a team. 
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Change In Disability Levels  
 
At baseline, the mean summary score shows a moderate level of disability at 108.6. At 

follow-up, summary scores were reduced to 78.8, showing a statistically significant 

decrease in the overall disability level.  The mean difference from each domain area 

reveals a statistically significant improvement in understanding and communicating 

(8.4) and self care (5) as shown in Table 2. Under the work domain area, however, the 

change was negligible. 

 
Table 2: Level of functionality (reduction in disability levels) at baseline and at 

post-intervention. 
 
 

Factor  Pre-score Post-score 

Difference 
(level of 

improvement) 

Means of Total Disability       

Domain 1 - Understanding & 
Communicating 22 (9.68) 13.6(3.48) 8.4* 

Domain 2  - Getting around 14.5(3.54) 9.6(2.95) 4.9 

Domain 3  - Self Care 12(3.55) 7(2.48) 5* 

Domain 4 - Getting along with 
people 14(3.14) 10.5(2.70) 3.5 

Domain 5.1  - Life activities 13.3(3.81) 10.2(3.09) 3.1 

Domain 5.2  - Work 7.3(7.17) 9.05(2.33) -1.75 

Domain 6 - Participation in society 25.5(4.35) 18.8(3.88) 6.7 

Total 108.6(21.83) 78.75(15.75) 29.85* 
 Note: N=34 and standard deviation is found in parentheses    

 *p-value <0.05 
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Total mean functionality scores cross-tabulated against categorical data (e.g. education, 

gender, living situation, marital status, age, and illness severity) did not yield any 

statistically significant differences for this sample. See Table 3. Notably, however, one 

individual with epilepsy showed a marked improvement in functionality over both 

those with common mental disorders and those with severe mental disorders.  

 

Table 3: Level of functionality (reduction in disability levels) cross-tabulated 

with categorical data 

Factor Pre-score TOT Post-score TOT 
Improvement 

TOT 

Means of Total 

Disability 
Total (all domains) 

Education       

Up to primary 

level  114.4  82.7  31.7 

Secondary and 

above 98.6  73.4  25.2 

Gender       

Female 106.4  74.9  31.5 

Male 112.1  84.6  27.5 

Living situation       

Nuclear family 108.5  76.3  32.2 
Extended 

family  108.8  82.2  26.6 

Marital status       

With family/ 

support 109.4  77.7  31.7 

Without family 

/ support 99.6  89.1  10.5 

Age       
18 to 30 

(young)  109.1  80.9  28.2 

31 to 60 (old) 108.1  77.5  30.6 
Illness 

(severity)       

Common 

Mental Illness 97  74.3  22.7 

Severe Mental 

Disorder 106  86  20 

Epilepsy 121.6  83.1  38.5 
  N=34  
  *p<0.05 (None of the values in this table were determined statistically significant.) 
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While no statistically significant difference has been found, mean domain score cross-

tabulated with categorical data shows that participants who are married and/or have 

children showed a greater reduction in disability levels over participants who live with 

their parents or extended families, see Table 4. This is true for understanding and 

communicating, getting around and self care.  

 

Participants with CMD (6.01) showed a greater reduction in disability levels for the 

understanding and communicating domain area than those with SMD (0.00) who 

showed no change.  Domain mean scores correlated with other categorical data under 

education, gender, and age did not reveal any pronounced differences. 
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TABLE 4: Categorical data cross-tabulated with level of improvement for each domain area 
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Categorical 

Analysis 

Domain 1 (D1) - 

Understanding & 

Communicating 

Domain 2 (D2) - 

Getting around 

Domain 3 (D3) - 

Self Care 

Domain 4 (D4) - 

Getting along with 

people 

Domain 5.1 (D5.1) 

- Life activities 

Domain 5.2 (D5.2) - 

Work 

Domain 6 (D6) - 

Participation in society 

Education                                           

Up to 

primary 

level  23.7  14.0  9.7 15.3 10.6 4.7 12.7 7.1 5.6 14.6 11.3 3.3 13.9 11.0 3.0 8.2 9.8 -1.6 26.0 18.9 7.1 

Secondary 

and above 19.6 13.2 6.5 13.0 8.2 4.9 10.5 6.9 3.6 12.8 9.3 3.5 12.4 9.1 3.4 5.7 7.9 -2.2 24.6 18.8 5.7 

Gender                                           

Female 22.1 13.3 8.8 14.7 9.8 4.9 11.8 6.8 5.0 13.6 10.2 3.5 13.1 9.3 3.9 6.4 8.0 -1.6 24.7 17.5 7.2 

Male 22.3 14.1 8.2 14.1 9.5 4.6 12.1 7.5 4.6 14.5 11.1 3.4 13.7 11.6 2.1 8.7 9.9 -1.2 26.7 20.9 5.9 

Living 

situation                                           

Nuclear 

family 22.9 12.8 10.1 14.1 9.6 4.5 11.4 6.4 5.0 14.3 10.4 3.9 13.1 9.6 3.5 7.0 9.4 -2.4 25.7 18.1 7.6 

Extended 

family  21.1 14.6 6.5 14.9 9.7 5.3 12.7 7.8 4.9 13.3 10.6 2.7 13.8 11.0 2.8 7.7 8.7 -0.9 25.3 19.8 5.5 



 19 

 

Means of 

Total 

Disability 

Domain 1 (D1) - 

Understanding & 

Communicating 

Domain 2 (D2) - 

Getting around 

Domain 3 (D3) - 

Self Care 

Domain 4 (D4) - 

Getting along with 

people 

Domain 5.1 (D5.1) 

- Life activities 

Domain 5.2 (D5.2) - 

Work 

Domain 6 (D6) - 

Participation in society 

Marital 

status                                           

With 

family/ 

support 22.4 13.5 8.9 14.5 9.4 5.0 11.9 6.7 5.2 14.0 10.3 3.7 13.4 10.0 3.4 7.5 9.1 -1.6** 25.7 18.7 7.0 

Without 

family / 

support 19.3 14.5 4.8 14.3 11.3 3.1 12.0 10.0 2.0 13.3 12.0 1.3 13.0 12.3 0.8 4.0 8.7 -4.7** 23.7 20.3 3.4 

Age                                           

18 to 30 

(young)  21.6 14.2 7.4 14.2 9.2 5.1 12.1 7.4 4.7 14.3 10.4 3.9 14.1 10.3 3.8 6.7 9.3 -2.6** 26.1 20.1 6.1 

31 to 60 

(old) 22.6 13.2 9.4 14.6 10.1 4.6 11.7 6.7 5.0 13.7 10.7 3.0 12.8 10.2 2.6 7.7 8.8 -1.1** 25.0 17.8 7.2 

Illness                                           

Common 

Mental 

Illness 18.4 12.4 6.01 13.7 9.1 4.6 10.5 6.5 4.0 12.7 9.8 2.9 12.4 9.5 2.8 6.0 8.5 -2.5** 23.3 18.5 4.8 

Severe 

Mental 

Disorder 20.0 20.0 0.0 11.0 13.0 

-

2.0 11.0 7.0 4.0 14.0 11.0 3.0 12.0 11.0 1.0 12.0 9.6 -1.2** 26.0 24.0 2.0 

Epilepsy 26.3 14.6 11.7 15.4 10.0 5.4 13.9 7.7 6.2 15.3 11.3 4.0 14.5 10.9 3.6 --- --- --- 27.8 19.0 8.8 
Note: N=34  
*p-value is less than 0.05 (No values on this table displayed a statistically significant p-value.) 
**Negative score indicates that the level of functionality decreased in this area. 

--- Data is missing. 
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Change in Economic Status 
 
Income  
 
The mean income per day for 10 participants of study who were working before 

beginning the programme was Rs. 56.50. This took a negligible increase to Rs,56.55 per 

day at follow up for 18 participants. However, the number of people working (either 

full-time or part-time) has increased from 10 to 18, which is a significant change.  

Conversely, 16 individuals were not earning any income at the time of follow-up. 

Income cross-tabulated with gender reveals that men (11) showed a small increase in 

income over the evaluation period, while women (-13) showed a decrease in income. 

Also, those with up to a primary level education exhibited a small mean increase and 

those with higher education exhibited a decrease in income.  (See Table 5 below).  

 
Table 5: Mean rupees per day pre and post intervention with categorical data. 

 

Factor  Pre-score Post-score 
Difference (level of 

improvement) 

Mean Income per day (Earnings) 56.5 56.55 0.05 

Frequency 10 18   

Categorical analysis       

Education       

Up to primary level  52.14 59 6.86 

Secondary and above  66.66 53.5 -13.16 

Gender       

Female 55 42 -13 

Male  60 71 11 

Living situation       

Nuclear family 57.5 60.8 3.3 

Extended family 55.8 51.25 -4.55 

Marital status       

With family/ support  57.2 58.2 1 

Without family / support  50 48.3 -1.7 

Age       

18 to 30 (young)  47 52.87 5.87 

31 to 60 (old) 66 59.5 -6.5 

Severity of illness       

CMI - Common Mental Illness 60 63.3 3.3 

SMD-Severe Mental Disorder 50 48.12 -1.88 
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Work Status 
 
According to responses from the follow-up economic assessment questionnaire, 18% of 

the respondents claimed that they are able to work now and got a job mostly because of 

the BasicNeeds-Samuha intervention; 21% attributed some credit to the intervention; 

23% attributed a little credit to the intervention. But, 38% said there has been no change 

at all in their employment status. Similarly 13% said they are earning more mostly 

because of the intervention; for 23% it was some improvement and for another 17% there 

was a little change in the earnings. 47% reported no change in their earning status. At 

the time of enrollment into mental health programme of Samuha, only 37% were 

employed for wages (either part-time or full-time); over a period of 7 to 12 months, after 

intervention, it has increased to 56%. 

 
Days of Work Missed 
 
The mean number of days people with mental illness lost work due to their illness at 

baseline was 9 out of 60 days, with 10 respondents reporting some loss of work in the 

past 60 days. At the six month follow up the number of days lost came down to 2 out of 

60 days, and only 4 persons with mental illness lost any days due to their illness.  

 

In the case of the primary carer, the mean of lost work days to take care of the person 

with mental illness was 15 days at baseline and only 1 day at follow up. For the 

secondary carer the number of mean work days lost was 10 days at the beginning of the 

programme and no work days were lost during the follow-up assessment.  

 
Additional & Treatment Expenses 
 
With the enrollment into the mental health programme of BasicNeeds in the project area 

of Samuha, 12 out of 13 who were getting treatment from traditional healers have 

stopped visiting them. During pre-intervention period, people visiting other services 

like traditional healing, faith based healing, etc (which are not hospital based), were 

paying anything between Rs.20 to Rs.2000 per visit. The mean payment for these 

services was Rs.441. (frequency – 13). And the time taken to reach the services varied 

from 5 to 90 minutes. The mean distance traveled to avail these services was 41 minutes. 
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The time taken for consultation with the healer took between 10 to 60 minutes. (mean 

duration- 36 minutes). The travel expenses in this case were between nil and Rs.1000. In 

most of the villages or in their neighborhood, there were traditional healers who were 

readily available for consultations. The mean travel expenses during pre-intervention 

period was Rs.175.  

 

Before enrollment into the mental health programme, the mean fees paid by the 

respondents in hospitals was Rs.730. (frequency- 25; minimum- Rs.50; maximum – 

Rs.5000). During the follow up assessment the amount of fees paid was significantly 

reduced in terms of frequency (3). One of the participants with schizophrenia, however, 

spent Rs.10000 to see an ayurvedic doctor on five separate occasions. The treatment and 

medicines he received from the Samuha programme were free. 

 
The mean distance traveled for treatment from hospitals has reduced from 127 

kilometers (frequency – 26; minimum – 1; maximum – 400) to 67 kilometers (frequency – 

3; minimum-1; maximum-150). This data is exclusive of those who have taken treatment 

from other hospitals during the period of intervention.  

 
The mean medicine expenses (in hospitals) have shown a sharp reduction from Rs.1842 

for 25 persons (minimum- Rs.50; maximum- Rs.15000) during pre-intervention to Rs.800 

for 3. (Rs.50, Rs.350 & Rs.2000). Similarly the mean of other expenses like food has 

reduced from Rs.807 for 27 persons (minimum Rs.20 to maximum Rs.15000) to Rs.383 

for 3 persons. (Rs.50, Rs.100 & Rs.1000). 

 

The travel expenses to get treatment from hospitals varied from Rs.20 to Rs.2500 during 

pre-intervention period as most of the government mental hospitals were far away from 

the villages. The number of persons seeking such treatment has come down from 24 to 3.  

 
DISCUSSION 

 
During this brief evaluation period, some economic and functional improvements have 

been demonstrated among certain participants. Assessing which demographic groups 

appear to gain the greatest benefit from the intervention programme proves useful for 
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future programme development. Further follow up evaluations are necessary to better 

determine the impact of the intervention programme over time.  

 
Social Functionality 

 
Disability levels were reduced in four different domains with understanding and 

communicating and participation in society experiencing the most dramatic reduction. 

This indicates that the Samuha interventions may have positively influenced the social 

functionality levels of the participants. While almost no participants had attended any 

group meetings designed to address social issues, the social benefits of engaging in the 

Samuha program for 7-12 months are apparent. Interestingly, the reduction was most 

pronounced for individuals who were married and/or had children over those who did 

not have nuclear families. Similarly, individuals with common mental disorders showed 

a more pronounced reduction than individuals with severe mental disorders. In brief 

intervention duration of 7 to 12 months, social functionality increased most significantly 

for people with a less severe clinical diagnosis and also those individuals who also have 

been able to function within a family setting. Individuals with severe mental disorders 

may require more intensive social or capacity building interventions, over a longer 

period.  
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Income and Job Status Indicators of Economic Status 

 
While almost all of the respondents had not participated in any formal livelihood 

intervention as yet, the number of participants engaged in work jumped from 10 to 18 

over the course of six months. Notably, more than half of the respondents attributed 

their positive change in job status to the Samuha program despite the absence of a 

livelihoods intervention. Mean income level, however, did not change over six months. 

The context of poverty within which the participants live must be factored in to such 

economic outcome indicators as income level.  As participants begin to take part in the 

BasicNeeds/Samuha initiated livelihood interventions, it will be interesting to see if this 

trend with both indicators continues. 

 
Work—Economic and Functionality Outcomes 

 
WHODAS II results for the work domain showed no functionality improvement; 

however, the economic assessment revealed that people with mental illness at follow up 

had reduced the mean number of days of work missed from illness in the last 60 days by 

7 days. Also, while 10 individuals missed work due to illness at baseline, only four 

individuals missed work due to illness at follow-up. Furthermore, the number of days of 

work missed by primary and secondary carers was also reduced significantly. The 

economic assessment results show an increase in work functionality where the 

WHODAS II instrument does not. This highlights the need to use several indicators to 

more accurately assess economic and functionality outcomes with this population. 

 
Treatment Expenses 

 
Involvement in the Samuha program has dramatically reduced outside medical costs for 

participants. Before entering the program, many participants visited traditional healers 

or hospitals at a high financial cost. The mean distance covered to the hospital was 127 

km. Since starting the Samuha program, participants are able to receive medical 

treatment in or around their villages reducing the familial burden. This supports the 

idea that community-based mental health treatment initiatives can successfully provide 

accessible treatment alternatives to people living in rural areas. 
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Relationship between Economic and Functionality Outcomes 

 
Improvements to both economic and functionality levels were apparent within the 

sample over a six-month period of time. While specific livelihood interventions had not 

yet begun for program participants, other interventions seemed to influence their 

capacity to work. As noted previously, positive functionality outcomes can lead to 

positive economic outcomes. Receiving consistent and accurate medical treatment may 

have improved functionality levels in many participants thus leading to an increased 

capacity for work among these individuals. Having no data on which specific 

interventions influenced these outcomes, we can only extrapolate that the sum of the 

initiatives carried forth by Samuha had a positive impact on economic and functional 

outcomes.  

 
RECOMMENDATIONS 
 
Based upon these findings, we offer the following recommendations for both 

implementing interventions and studying the impact of the Model. 

  
Program Implementation 
 

o Social or capacity building interventions should cater activities more 
intensively to the needs of individuals with SMD. 

 
o In rural areas, mental health treatment may best be provided via outreach 

clinics rather than urban hospitals. 
 

o Livelihood interventions should prioritize individuals without any form 
of employment. 

 
 
Impact Research On The Model 
 

o Cohort samples should be repeatedly assessed at three- or six-month 
intervals to assess the impact of the Model over time. 

 
o Purposive sampling should be used to assess how different demographic 

groups respond to specific interventions. 
 

o Evaluators should use a comprehensive set of outcome indicators to 
obtain a more accurate assessment of economic outcomes. 
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CONCLUSION 
 
Community-based mental health initiatives, such as the Mental Health and 

Development Model can positively impact persons with mental illness after only a brief 

period of six months. Simply providing accessible medical treatment to people in rural 

areas can improve levels of functionality and influence economic outcomes by 

increasing the capacity of some participants to work in a formal or informal employment 

position. The incorporation of targeted livelihood interventions into this programme 

should also be evaluated to measure economic and functional impact. Economic 

outcome indicators must be carefully developed to accurately reflect positive impact 

within a poverty context. Further examination of the Model over time will provide a 

clearer picture of its impact on persons affected with mental illness and their families.    
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APPENDIX A:  INTERVENTION CHECKLIST 
 
A. Mentally ill person / carer/ family: 
 

Sl.No Activity Target 
Stakeholder 
(select Key) 

Other 
Stakeholders 
(select Key) 

Does the 
activity 
help? Yes/ 
No / NA  

If yes, explain 
how this 
happened? 
 
(NA – if the 
activity is not 
done) 

1 Information about Samuha 
program 

    

2 Meeting Samuha staff      

3 Attend Mental Health Camp     

4.  Attend Clinic      

5 Getting a Diagnosis      

6 Referral from Samuha (to whom)     

7 Treatment / medicines      

8 Home Visit      

9 Group meeting     

10 Assessment of work/livelihood 
opportunities 

    

11 Vocational training     

12 Membership in SHG     

13 Membership in other groups     

14 Mental Health camp/ outreach 
clinic 

    

15 Employment/ placement / help 
to get job/ work 

    

 Get loan/credit     

16 Linkage with other NGOs     

17 Help to get/ access govt. facilities 
– eg ration card, concession, etc 

    

18 Counselling     

19 Education/ career guidance     

20 Opportunity for feedback on 
progress and problems 

    

21 Trainings     
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B. Staff: 
 

Sl.No Activity  Target 
Stakeholder 
(select Key) 

Other 
Stakeholders 
(select Key) 

Does the 
activity 
help? 
Yes/ No 
/ NA  

If yes, explain 
what exactly you 
do. 
 
(NA – if the 
activity is not 
done) 

1 Identification of mentally ill 
person 

    

2 Getting Diagnosis     

3 Treatment support     

4 Referral     

5 Follow up      

6 Mental health camp     

7 Outreach clinic     

8 Assessment of livelihood 
opportunities 

    

9 Linkage with organisations for 
employment 

    

10 Skill training     

11 IGP     

12 Finance     

13 Documentation     

14 Home visits     

15 Focus group meetings     

16 Training     

 
 
 
 
Key:  

1. mentally ill person 
2. carers 
3. dependents 
4. all family members 
5. community 
6. NGO staff 
7. volunteers 
8. government / officials 
9. medical staff 
10. others 
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APPENDIX B: ECONOMIC ASSESSMENT QUESTIONNAIRE 
 
 

 

Name:   
 

Identification No.  
 
 

Place:    
  
 
Date of survey:     Time:  
 
 

This questionnaire is to be administered by a trained researcher to the affected individual.,’ if the individual is not well 
enough to complete it, a close family member or key carer may respond on behalf of the him/her 

 
 
1. Date of birth ----------------------------  Age (years) ------------------- 
 
2. Gender     Female     1 
      Male     2 
 
3. Education     Never been to school   1 
      School drop out (Primary level)  2 
      School drop out (Secondary level) 3 
      Completed SSLC   4 
      PUC & above    5 

Remarks if any especially if attended college  ------------------------------------------------ 
 
4. Marital Status Single / never married     1 

Married/living as married   2 
Divorced/separated    3 
Widowed    4 

 
5. Living situation Living situation Alone    1 

With spouse only    2 
With spouse and children   3 
With parents or other relatives    4 
With own extended family members  5 

 
Other --------------------------------  6 

 
6. Have you ever worked / held a job?  No     0 
      Yes     1 
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7. What best describes your job? (present) Unemployed (not able to work at all) 1 
Unemployed (but able to work)   2 
Housewife / homemaker — part-time  3 
Housewife / homemaker — full-time  4 
Student     5 
Voluntary / unpaid work    6 
Employed part-time    7 
Employed full-time    8 
 
 

8. If employed (skip to Q.9 if not working)  
Occupation --------------------------------------- 

  
a. How much do you earn?   Rupees -------------------------------------------- 
 
b.  Per  Day  1 / Week  2  / Month  3 / Season 4             1 /  2 / 3 /  4 
 
c. Have you had to stop or reduce work due to your illness?  
      No     0 
      Yes     1 
 
d. If yes, how many days in the lat month? Days  --------------------- 
9. In the last 2 months before in contact with BasicNeeds’ programme have you had contact with 
any services other than BN like traditional healing, faith based healing, etc? 

 
No      0  
Yes       1 

If yes, please describe: 
 
Type of service: --------------------------------------------------------------------------------------------------  
 
Place -------------------------------------------------------------------------------------------------------------  
 

a) How many consultations with the healer?    ----------------------- 
 
b) Typically, for how long is each visit (in minutes)?   ----------------------- 
 
c) How much money is usually paid per visit?    ----------------------- 
   ( if payment is made in kind, give money equivalent)    
d) Were you usually accompanied?     ----------------------- 
 
e) How much did you/your family spent on travel (in Rs.)  ----------------------- 
 
f) How long does it take to get to the care center (in minutes)?  ----------------------- 
 
g) How long do you wait before you see the doctor (in minutes)?  ----------------------- 
 
 

10. In the last 2 months, have you taken treatment for your illness from a hospital / institution? 
 
      No     0 
      Yes     1 
If yes, 

a. Name of hospital / institution: ------------------------------------------------------- 
 
b. Place ----------------------------------------------------------------------------------------  
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c. How many visits you have made?    ----------------------- 
 
d. How far is the hospital / treatment center? (in km)  ----------------------- 

 
e. Were you accompanied?     ----------------------- 
 
f. How much did you/ your family spend on the travel? (in Rs) ----------------------- 
 
g. What are the other expenses during such visits? Quantify& mention. 

 
        ----------------------- 

 
h. Do you go to the same place for treatment?   ----------------------- 

 
i. Have you ever been admitted?    ----------------------- 

 
j. If yes, for how long?  (in days)   ----------------------- 

 
k. How much did you/ your family spend on medicines?  (in Rs) ----------------------- 

 
l. How much did you/ your family spend on fees, if any? (in Rs) ----------------------- 

(consultation) 
 

 
11. Type of illness    ------------------------------------------------------- 
 
12. Source (diagnosis by), if any.  ------------------------------------------------------- 
 
13. Severity of illness    ------------------------------------------------------- 
 
 
 
14. Please list below use of any drugs taken for your mental illness in the last 2 months: 
 

Name of drug Dosage <if known> 
<in mg> 

Dose frequency 
<eg.daily> 

How many days 
taken in the last 2 
months? 

Example: 
Chloropromazine 
 
1. 
 
2. 
 
3. 
 
4. 
 
5. 
 
 

100 mg 3 times daily 90 days 

 
 
15. In the last 2 months, what amount of help have you received doing the following tasks from 
your two main carers as a consequence of your illness? 
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Type of help Helper’s relationship to you 
(see key below) 

Average number of hours help 
 per week 

Carer 1 Carer 2 Carer 1 Carer 2 

 
Child care 
 
Help in / around 
the house 
(eg.cooking, 
cleaning, etc) 
 
Help outside the 
home (eg. 
Shopping, 
transport, etc.) 
 
Other 
 
 
 

    

Key: 1 – Mother; 2- Father; 3 – Brother / sister; 4 – Spouse, 5- Children (daughter/ son);        6- 
Other relatives; 7- Friend; 8- Others (specify). 
 
 
 
16. In the last 2 months, have either of your two main carers had to give up work to stay at home 
and look after you? 
      No     0 
      Yes     1 
If yes, 
 Carer 1: Days  ------------------ Type of work (see key)  ------------- 
 
 Carer 2: Days ------------------ Type of work  (see key)  ------------- 
 
   Key: 1 = unpaid housework (eg.housewife) 
    2 = manual work (eg.agri. or factory worker) 
    3 = office / non-manual work ( skilled worker, business) 
 
17. In the last 2 months, have any family members taken out a loan or sold household goods in 
order to help care for you? 
 
      No     0 
      Yes     1 
If yes,  
 How much is the value of the loan or sold goods? ---------------------------------- 
 
 
18. In the last 2 months, have you been visited by any Samuha (NGO) worker? 
 
      No     0 
      Yes     1 
If yes, how many times?  -------------- 
 
 
19. Remarks: 
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APPENDIX C: WHODAS II QUESTIONNAIRE DESCRIPTION 

The World Health Organization Disability Assessment Schedule II (WHODAS II) assesses day to 
day functioning in six activity domains. Results provide a profile of functioning across the 
domains, as well as an overall disability score. 

When to Use this Test 

Results of the WHODAS II can be used to help:  

o Identify needs  
o Match patients to interventions  
o Track functioning over time  
o Measure clinical outcomes and treatment effectiveness  

WHODAS II Quick Facts  

Publisher World Health Organization 

Date of Publication Under development – expected 2001 general release 

Appropriate Ages Adults aged 18 and over 

Norm Groups This instrument is cross-culturally developed, and applicable across 
the spectrum of cultural and educational backgrounds. 

Minimum Reading Level Literacy is not necessary for completion of this instrument. Written 
and verbal prompts are provided to respondents to aid memory for 
key information. Proxy versions also are available. 

Administration Time 12-item versions: 5 minutes  

36-item versions: 20 minutes 

 History of the WHODAS II 

The WHO Psychiatric Disability Schedule (WHODAS) with a Guide to its Use was initially 
published by WHO in 1988 to provide a simple tool for assessing disturbances in social 
adjustment and behaviour in patients with a mental disorder. The current version (WHODAS II) 
represents a complete revision, reflective of WHO's current thinking about functioning and 
disability.  

 
Psychometric testing of the WHODAS II has been rigorous and extensive. In 1998, an earlier 
draft (89 items) was tested in field trials in 21 sites and 19 countries. Based on psychometric 
analyses and further field testing in early 1999, the measure was shortened to 36 items, and a 
12-item screening questionnaire was also developed. In late 1999, The WHODAS II underwent 
reliability and validity testing in 16 centres across 14 countries. Health services research studies 
(to test sensitivity to change and predictive validity) are being conducted in centres throughout the 
world during the year 2000.  

(Source: http://www.who.int/icidh/whodas/generalinfo.html) 
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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 people with mental disorders 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 people with mental disorders as possible, capacity building takes place at 

various levels of different groups of stakeholders such as people with mental disorders, caregivers, the staff 

of community-based organisations, 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 three basic dimensions: i) Participatory 

Action Research which is participatory in nature and takes place at different levels of field operations. ii) 

Policy Research builds upon the ongoing Action Research and develops and augments arguments for 

influencing policy.  iii) Outcome evaluations study the impact of the Model according to various quality of 

life indicators.  

 

 

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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