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Abstract

Mental health is a global priority, fundamental to the health and development of all nations. The
contribution of mental disorders to the global burden of disease is widely recognized; however, a
significant care gap exists, particularly in the context of low-and middle-income countries. In
India, for instance, there are 0.3 psychiatrists per 1,00,000 population. To address this severe
shortage of mental health professionals and resources globally, the World Health Organization
has suggested the adoption of a community-based mental health care approach, where the locus
of services shifts from institutional care to local communities. Over the last five decades in India,
diverse approaches to mental health care have emerged because of the interaction of dominant
discourses on community-based mental health care with various socio-cultural contexts. In
addition to the government-run mental health program and programs run by medical colleges,
civil society organizations have increasingly contributed to this space. Although studies have
assessed individual interventions, there exists a need to map these interventions and synthesize
the approaches for service delivery to inform public health practice in India and in low-and
middle-income countries at large. This narrative review attempts to map and synthesize insights
from community-based mental health interventions in India implemented across diverse
contexts.We searched peer-reviewed journal articles and book chapters published in the English
language between 2010 and 2023. We present the synthesis of approaches used in 41
community-based mental health interventions, where we unpack key intervention components
and processes adopted for primary prevention and promotion; identification and case detection;
treatment and care, and rehabilitation in the community. This review presents key recom-
mendations for practitioners about the role of community, the diversity and commonalities in
various approaches across contexts, the roles of various actors in service delivery, and the shared
values guiding the conceptualization and implementation of community-based mental health
interventions in India.

Impact statement

Mental health conditions are highly prevalent globally. Mental health disorders enormously
burden individuals and their families, diminish quality of life and reduce life expectancy. Thus,
high-quality mental health care is essential for the development of all nations. While the
contribution ofmental disorders to global disease burden has beenwidely recognized, a significant
care gap exists, especially in low-andmiddle-income countries such as India. To address the severe
shortage of mental health professionals and resources, the World Health Organization has
suggested the adoption of a community-based mental health care approach where the locus of
services is shifted from institutional care to local communities. Our review focuses on community-
based mental health interventions across community and health care platforms in India, and
highlights the adoption of diverse approaches, encompassing primary prevention and promotion;
identification and case detection; treatment and care; and rehabilitation. These interventions use a
public health paradigm that goes beyond ‘diagnosis and illness’ to ‘wellbeing and recovery’ by
addressing social determinants affecting mental health through collaborative and intersectoral
action. Our narrative review provides key insights to public health practitioners working in the
community-based mental health space. First, the idea of a community moves beyond a passive
platform for service delivery to an active sociocultural space with valuable community knowledge
that shapes the approaches used in these interventions. Second, task-sharing can be reconceptua-
lized beyond the objective of filling the treatment gap, with primary level workers serving as
context-experts or experts-by-experience. Third, there aremany possibleways inwhich innovative
approaches suggested by the Lancet Commission on Global Mental Health and Sustainable
Development can be implemented in resource-poor contexts. Finally, our synthesis underscores
the value of practice-based knowledge on community-based mental health in providing insights
for public health practitioners across the globe.
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Introduction

Mental health is a global concern. Mental disorders are among the
top 10 leading causes of ill-health worldwide and cause 125.3
million Disability Adjusted Life Years (DALYs), according to the
Global Burden of Disease Study 2019 (Santomauro et al., 2021).
Moreover, since the COVID-19 pandemic, the prevalence ofmental
health conditions has risen sharply, leading to a significant rise in
depressive and anxiety disorders (Santomauro et al., 2021). Thus,
high-quality mental health care is a global priority. A critical
challenge that most countries face in this regard is the colossal
mental health care gap, which is particularly pronounced in Low-
and Middle-Income Countries (LMICs) such as India, where less
than 2% of the health budget is spent on mental health and over
75% of the people with mental health conditions receive no treat-
ment or care (Murthy, 2017; World Health Organization, 2022). In
LMICs, mental health services are largely concentrated near major
cities or in psychiatric hospitals, and there is a severe shortage of
mental health professionals (World Health Organization, 2022). In
India, for example, there are only 0.3 psychiatrists per 1,00,000
population (Gururaj et al., 2016). The adoption of community-
based mental health care (CMH) has been seen as a possible
solution to address these pressing issues, with the locus of treatment
being shifted from psychiatric hospitals to communities (World
Health Organization, 2022).

The concept of CMH is intricately linked to the push for
deinstitutionalization that took place in high-income countries
(HICs) around the 1950s (Burns, 2014; Patel et al., 2018; Thornicroft
and Tansella, 2013). The decline of the mental hospital or asylum as
the method of treating mental health conditions was spurred by
concerns around human rights abuses, quality of care, social exclu-
sion and cost-effectiveness of treatment at long-stay psychiatric
institutions (Lamb and Bachrach, 2001; Lord et al., 2001; World
Health Organization, 1975). The proposed alternative was to
reorganize mental health service delivery from long-stay institutions
to the community- where the community is seen as a geographical
location and a place of intervention in which people with mental
health conditions can be located and treated outside of psychiatric
hospitals (Balagopal and Kapanee, 2019a; Jain and Jadhav, 2008;
Lamb and Bachrach, 2001; Patel et al., 2018; Thornicroft et al., 2010;
Thornicroft and Tansella, 2013). This continues to be the dominant
idea driving CMH, which is defined by the World Health Organiza-
tion (WHO) as “any mental health care provided outside of a psychi-
atric hospital” (p-189) (World Health Organization, 2022).

To provide mental health care in the community, the WHO
recommended the strategy of integrating mental health services
with primary health care, and training community health volun-
teers or non-specialist health workers to provide basic mental
health care (Jain and Jadhav, 2008). Initial experiments around
deinstitutionalization in India were limited to identifying cases in
the community and delivering biomedical services (Jain and Jad-
hav, 2008). The creation of the National Mental Health Program
in 1982 shifted the epidemiological focus to a wider public health
approach, as it highlighted the need for community engagement
and for extending the reach of mental health services by training
community health volunteers. This approach, later known as ‘task-
sharing,’ is championed by theWHO through itsmhGAP initiative,
and is also a key facet of India’s state-run District Mental Health
Program (DMHP) (Jain and Jadhav, 2008; Patel et al., 2018; World
Health Organization, 2010).

Population orientation, ensuring individuals’ rights to auton-
omy and consent, recovery-oriented services, recognizing the role

of social determinants of mental health, and evidence-based prac-
tice are the guiding principles of CMH (Thornicroft et al., 2016;
World Health Organization, 2021a, 2021b, 2022). Contemporary
global discourse on CMH is shaped by the movement for Global
Mental Health (GMH), which links mental health to sustainable
development and emphasizes the need to bridge treatment and
quality of care gaps, especially in LMICs (Patel et al., 2018). The
existence ofmental health along a continuum, across the life-course
was recognized by the GMH, thus emphasizing a need to move
beyond the biomedical approach in mental health care (World
Health Organization, 2022). This evolution in the global mental
health discourse called for a wide network of context-specific
mental health services spanning prevention, promotion, treatment,
and rehabilitation across health and non-health settings, imple-
mented by both formal and informal actors (Patel et al., 2018;
Thornicroft et al., 2016; World Health Organization, 2022). Partly
as a response to this call, India saw the emergence of CMH inter-
ventions with diverse approaches. Apart from the government-run
DMHP and community psychiatry programs run by medical col-
leges, the last two decades have witnessed the rise of CMH interven-
tions implemented by non-governmental organizations (NGOs) in
diverse contexts and in multiple forms (Thara and Patel, 2010;
Visalakshi et al., 2023).

Previous scholarship has acknowledged that “mental health is a
global public good and is relevant to sustainable development in all
countries, regardless of their socioeconomic status, because all coun-
tries can be thought of as developing countries in the context of
mental health" p. 1553 (Patel et al., 2018). For this reason, mapping
and synthesizing the approaches used in CMH interventions in
LMICs such as India can provide learning for practitioners working
in the CMH space. Several studies have described or assessed the
impacts of some of these interventions (Balagopal and Kapanee,
2019b; Balaji et al., 2012; Joag et al., 2020a; Patel et al., 2010).
However, very few studies bring forth holistic and synthesized
insights from different models of CMH interventions in India,
which can contribute to evidence-informed community-based
practice in mental health (Srinivasan et al., 2023; van Ginneken
et al., 2017). We attempt to bridge this gap by (i) identifying CMH
interventions in different contexts in India and, (ii) unpacking key
components of CMH practice, in order to provide recommenda-
tions that can informCMHpractice in diverse contexts in India and
worldwide.

Methods

Literature suggests that although innovative approaches have been
tried out in low-resource settings, they have often been excluded
from reviews due to the lack of generalizable impact evaluations
(such as randomized control trials) that are often mandated by the
international community as inclusion criteria (Orr and Jain, 2015).
The interaction of factors such as social context, organizational
characteristics, and local knowledge shapes innovative practices.
Randomized control trials may not be able to capture such factors
effectively to isolate generalizable and replicable causes of change
(Srinivasan et al., 2023). Acknowledging this, we decided to adopt a
broad canvas by referring to literature based on diverse types of
study designs, including qualitative and mixed-methods studies in
addition to impact evaluations. This was in line with the objective of
this narrative review, which attempts to map and synthesize the
approaches used in existing CMH interventions in India, rather
than to evaluate and assess the quality of the evidence.
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As a first step, we decided to cast a wide net by searching for peer-
reviewed journal articles and book chapters on CMH interventions
(which comply with the WHO definition of CMH) published in the
English language between the years 2010 and 2023 (World Health
Organization, 2022). We conducted the primary search on PubMed,
JSTOR, and Google Scholar. We also examined references-of-
references as well as physical references in the University library.
Some examples of the search words used (in differing combinations)
were “community,” “mental health,” “community mental health,”
“community-based mental health care,” “community mental health
program” “intervention,” “community-based rehabilitation,” “psy-
chosocial rehabilitation,” “India.”

As a second step, we listed these articles by each intervention,
where articles using different methodologies to describe or study the
sameCMHinterventionwere pooled together.We identified 177 art-
icles that described or studied a total of 103 CMH interventions from
different contexts in India.As a third step, we charted these 103 inter-
ventions on an Excel sheet based on indicators such as name of the
organization, name of the intervention, geographical location, setting
(i.e. urban, rural or both urban and rural), target population and key
aspects of program approaches and components. Next, we used the
following criteria for inclusion of CMH interventions in the final
basket: the intervention should have a) completed at least 1 year of
implementation anywhere in the Indian context, and b) some com-
ponents of direct service delivery involving Primary Level Workers
(PLWs) from the community. PLWs include Lay Health Workers
(LHWs), who are from the local community with little or no spe-
cialized formal training in mental health; Primary Health Profes-
sionals (PHPs), who are health care professionals with no mental
health specialization; and Community Professionals (CPs), who are
professionals working outside the health sector in community set-
tings (van Ginneken et al., 2021). While establishing the criteria of
PLWs being ‘from the community’, we understood the community

not just in terms of location, but also in the wider sense of common
factors that shape the identity of a group of individuals, including
culture, shared practices and values, common experiences, or char-
acteristics such as health diagnosis (Burgess andMathias, 2017). We
included interventions irrespective of the type of mental health
condition being addressed, including interventions responding to
general distress among community members. We excluded inter-
ventions specifically focused on children with mental health condi-
tions. To decide whether an intervention met our inclusion criteria,
when required, we referred to grey literature (see Figure 1). This
process led to the final basket of 41CMH interventions considered in
this review.

Finally, we synthesized (see Supplementary Appendix 1) the
intervention components by their implementation approaches, by
referring to the World Bank Disease Control Priorities for Mental,
Neurological and Substance-use Disorders classification: 1) pri-
mary prevention and promotion, 2) identification and case detec-
tion; and 3) treatment, care and rehabilitation (Patel et al., 2016;
Petersen et al., 2016; Shidhaye et al., 2016a).

We further synthesized the intervention components by imple-
mentation platforms i.e. ‘the level of the health or welfare system at
which interventions can be appropriately, effectively, and efficiently
delivered’ (p. 201), to categorize them into community platforms
(such as neighborhoods, community groups) or health care platforms
such as Primary Health Centers (PHCs) based on - ‘where the
intervention is delivered’ and ‘who is providing the services’
(Petersen et al., 2016; Shidhaye et al., 2016a). This helped in identi-
fying the locations and the actors for different intervention compo-
nents. To capture the first line of mental health care provided at
community platforms, we added it as a separate platform category
under ‘treatment and care approaches’. We also treated rehabilitation
as a separate category to capture the different community-based
rehabilitation approaches used in the interventions included in this

Figure 1. Sources of evidence that informed the synthesis of approaches used in the final basket of 41 CMH interventions.
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study. This synthesis was done based on the identified peer-reviewed
literature and grey literature (when needed) for the final basket of
interventions.

Findings

Profile of the included interventions

Tables 1 and 2, respectively, provide the profile of the included
interventions and the characteristics of each intervention with a
tick-chart for the approaches used by their implementation plat-
forms. As shown in Table 2, about half of the (20 out of 41)
interventions included had components covering all four
approaches (on at least one platform) viz. primary prevention
and promotion, identification and case detection, treatment and
care, and rehabilitation.

Figure 2 shows the regional inequality in the implementation
sites of CMH interventions. Most of these interventions (n = 31)
were implemented in a single state, while a few (n = 10) had their
presence in multiple states. Fourteen single-state interventions
were from southern states and seven from western states in India.
Although multi-state interventions were implemented across dif-
ferent regions in India, a substantial proportion of these were
primarily found in the southern, eastern, and western states as
compared to central, north-eastern, and northern states.

Primary prevention and promotion approach as a part of CMH
interventions

Although the concept of primary prevention was earlier used only
in the context of infectious diseases, the Commission on Chronic
Illness in 1957 mentioned primary, secondary, and tertiary preven-
tion in the context of non-communicable diseases (Singh et al.,

2022). Primary prevention efforts target the general population or
individuals at risk, whereas promotion efforts include initiatives to
empower people to take control of their own mental health and
wellbeing, rather than focusing onmental illness alone (Singh et al.,
2022). Twenty-six (out of the 41) CMH interventions had primary
prevention or promotion components delivered on community
platforms.

Primary prevention activities focused on raising awareness about
mental health on community platforms
Twenty-four CMH interventions (i1-i3, i7-i9, i11, i13, i15, i19, i21,
i22, i24, i28, i29, i31, i33-i38, i40, i41) conducted awareness activ-
ities for primary prevention which were largely focused on raising
awareness, addressing misconceptions and providing information
about locally available services to community members and influ-
ential stakeholders (such as village heads, municipal authorities,
local health personnel, schoolteachers, social workers, police and
traditional healers). Awareness sessions for such local leaders
served multiple functions. These included sensitization on mental
health issues (i3, i15, i34), reducing resistance to access mental
health services (i11), and enabling referrals of people with mental
illness (PwMI) by providing information about common symp-
toms (i1, i13, i19, i28, i34, i35, i37).

Traditional healers emerged as important stakeholders in this
regard, as they were often the first point of contact for community
members facing mental health conditions in different contexts. In
three interventions (i13, i34, i37), awareness programs empowered
faith-healers to sensitize communities about mental illness and
encourage referrals to biomedical clinics. Many awareness pro-
grams with community members (i1, i8, i22, i31, i34, i40) focused
on debunking myths around mental illness, alleviating stigma, and
providing information about the need for regular follow-up and
treatment adherence. Fewer awareness programs focused on the
social determinants of mental health. Articles on two interventions
(i2, i34) specifically described awareness activities with community
members that addressed social determinants such as alcoholism,
domestic violence, unemployment and armed conflict.

The locations for community awareness activities varied widely
across interventions. These included home visits (i11, i21, i40),
existing gatherings for general health education in the community
(i8), and monthly meetings of Self-Help Groups (SHG), farmer’s
groups or women’s cooperatives (i22, i19, i40). Several interven-
tions also conducted large-scale meetings in public spaces such as
street corners, local schools, clubs and public healthcare facilities
(i13, i21, i22, i24, i29, i37). Three interventions (i31, i35, i40) used a
mobile van that screened films to reach various areas.

Films emerged as a particularly significant tool in generating
awareness, with nine interventions using this modality to convey
culturally relevant messages about mental health in regional lan-
guages. For example, a multi-state intervention (i2) equipped
LHWs with short films that depicted scenarios of common issues,
such as alcoholism and domestic violence, to initiate discussions on
mental health and inspire potential solutions. Two other interven-
tions used short clips from popular cinema to raise awareness about
mental disorders (i31, i40). Films were also used as part of cam-
paigns to dispel misinformation around mental health and its
determinants. For example, one intervention (i38) showed the
community members short videos of PwMI talking about their
experiences of illness and recovery, as part of a stigma-reduction
campaign. Another intervention (i35) addressed environmental
determinants by screening a film to dispel rumors and panic in
tsunami-affected areas in Tamil Nadu. Apart from films, other

Table 1. Profile of the CMH interventions

Intervention characteristics
Number of

interventions

1. Intervention setting

a. Rural only 22

b. Urban only 3

c. Both rural and urban 16

2. Implementation site/s:

a. In a single state 31

b. In multiple states 10

3. Implementing institutions for the included
interventions

a. NGOs
(independently or in collaboration with the
government, academic institutions or with partner
organizations)

30

b. General hospitals
(Independently or in collaboration with international
network of charity)

5

c. Independent medical research institute 1

d. Psychiatric institutions
(with at least partial state funding)

3

e. Government 2
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Table 2. Characteristics of CMH interventions and the approaches used

Approaches and implementation platforms

S no Intervention name Primary implementing institution Setting

Primary
prevention and
health promotion
at community
platforms

Identification
and case

detection at
community
platforms

Identification
and case

detection at
health care
platforms

First line of
mental health

care at
community
platforms

Treatment
and care at
healthcare
platforms

Rehabilitation
at community
platforms

i1 Asia Psychosocial Rehabilitation Programme Dr. Somerville Memorial CSI Medical
College and Hospital

Rural ✓ ✓ ✓ ✓

Cohen et al. (2011)

i2 Atmiyata Centre for Mental Health Law and
Policy (CMHLP)

Rural
and
Urban

✓ ✓ ✓ ✓

Centre for Mental Health Law and Policy (2024), Joag
et al. (2020a, 2020b), Pathare et al. (2023), Shields-
Zeeman et al. (2017), and World Health Organization,
(2021a)

i3 BasicNeeds Model of Mental Health and
Development

BasicNeeds India (in collaboration
with partner NGOs)

Rural
and
Urban

✓ ✓ ✓ ✓

Basic Needs India (2020) and Underhill et al. (2017)

i4 Community Based Rehabilitation (CBR), Jagaluru National Institute of Mental Health
and Neurosciences (NIMHANS) and
Association for People with
Disability (NGO partner)

Rural ✓ ✓ ✓ ✓ ✓

James et al. (2019, 2022), Sivakumar et al. (2019, 2020,
2022)

i5 Community Care for People with Schizophrenia in
India (COPSI)

Sangath, Schizophrenia Research
Foundation (SCARF), Chennai
Parivartan and Nirmittee (in
collaboration with academic
institutions)

Rural
and
Urban

✓ ✓ ✓ ✓ ✓

Balaji et al. (2012) and Chatterjee et al. (2011, 2014)

i6 Community Interventions in Psychotic Disorders
(CoInPsyD)

National Institute of Mental Health
and Neurosciences (NIMHANS)

Rural ✓ ✓ ✓ ✓

Kumar et al. (2017, 2016)

i7 Community mental health programme Ashadeep Rural
and
Urban

✓ ✓ ✓ ✓ ✓

Ashadeep (2017, 2023), Ashadeep: A Mental Health
Society (n.d.), and Narzary et al. (2019)

i8 Community Mental Health Programme (CMHP) Association for Health Welfare in the
Nilgiris (ASHWINI)

Rural ✓ ✓ ✓ ✓ ✓ ✓

Balagopal and Kapanee (2019c) and Nimgaonkar and
Menon ((2015)

i9 Community Mental Health Programme (CMHP) MINDS Foundation Rural ✓ ✓ ✓ ✓ ✓

Mindlis et al., (2015), Shah et al. (2020), The Mental
Health Innovation Network (n.d.), and The MINDS
Foundation (2021, 2022)

i10 Community Mental Health Programme (CMHP) Mental Health Action Trust (MHAT) Rural
and
Urban

✓ ✓ ✓ ✓ ✓

Balagopal and Kapanee, (2019a; Srinivasan et al.
Srinivasan et al., 2023)

i11 Community outreach programme Ranchi Institute of Neuropsychiatry
and Allied Sciences (RINPAS)

Rural ✓ ✓ ✓

Giri et al. (2021)
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Table 2. (Continued)

Approaches and implementation platforms

S no Intervention name Primary implementing institution Setting

Primary
prevention and
health promotion
at community
platforms

Identification
and case

detection at
community
platforms

Identification
and case

detection at
health care
platforms

First line of
mental health

care at
community
platforms

Treatment
and care at
healthcare
platforms

Rehabilitation
at community
platforms

i12 Dance Movement Therapy for Trauma Recovery Kolkata Sanved Rural
and
Urban

✓ ✓

Chakraborty, (2020), Chakraborty and Sen (2019), and
Kolkata Sanved (2022, 2023)

i13 Dava Dua The Altruist Rural ✓ ✓ ✓ ✓

Basu, (2014; Saha et al., 2021; Shields et al., 2016)

i14 Depression in Late Life (DIL) Sangath Rural
and
Urban

✓ ✓ ✓ ✓

Dias et al. (2017, 2019), and Reynolds et al. (2017)

i15 District Mental Health Programme (DMHP),
Karnataka

National Mental Health Programme,
State Department of Health and
Family Welfare, Karnataka

Rural
and
Urban

✓ ✓ ✓ ✓ ✓ ✓

Basavaraju et al. (2022), Ibrahim et al. (2021),
Manjunatha et al. (2018, 2019), Manjunatha et al.
(2021), Parthasarathy et al. (2021), and Rahul et al.
(2021)

i16 Enhanced care by community health workers St. John’s Medical College Hospital Rural ✓ ✓ ✓ ✓

Pradeep et al. (2014)

i17 Healthier Options through Empowerment (HOPE) St. John’s Medical College Hospital Rural ✓ ✓ ✓ ✓ ✓

Bansal et al. (2021), Fathima et al. (2023), and
Srinivasan et al. (2018)

i18 Home Again The Banyan Rural
and
Urban

Not specified
(NS)

✓ ✓ ✓ ✓

Narasimhan et al. (2019), Padmakar et al. (2020), The
Banyan (2024), andWorld Health Organization (2021a)

i19 Integrating mental health in a PHC Karuna Trust (in collaboration with
Government of Karnataka)

Rural
and
Urban

✓ ✓ ✓ ✓ ✓ ✓

Prashanth et al. (2017)

i20 Integration of mental health into Self-Help Groups Sampark Rural ✓ ✓

Rao et al. (2011)

i21 Janamanas Anjali-Mental Health Rights
Organization

Rural
and
Urban

✓ ✓ ✓ ✓ ✓

Balagopal and Kapanee (2019b) and Mukherjee (2021)

i22 Maanasi St. John’s Academy of Health
Sciences in collaboration with
Rotary Bangalore Midtown and
Rotary Howard West

Rural ✓ ✓ ✓ ✓ ✓ ✓

Jayaram et al. (2011) and Jayaram et al. (2019)

i23 MANAS Sangath Rural
and
Urban

✓ ✓ ✓

Buttorff et al. (2012), Patel et al. (2010, 2011), and
Pereira et al. (2011)
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Table 2. (Continued)

Approaches and implementation platforms

S no Intervention name Primary implementing institution Setting

Primary
prevention and
health promotion
at community
platforms

Identification
and case

detection at
community
platforms

Identification
and case

detection at
health care
platforms

First line of
mental health

care at
community
platforms

Treatment
and care at
healthcare
platforms

Rehabilitation
at community
platforms

i24 Mental Health Care and Research Foundation
(MEHAC)

Mental Health Care and Research
Foundation (MEHAC)

Rural ✓ ✓ ✓ ✓ ✓ ✓

Sunder et al. (2021), Venkateswaran et al. (2014), and
Venkateswaran and Vincent (2018)

i25 Mental Illness Treatment Alliance (MITA) The action north-east trust (the ant) Rural ✓ ✓

Kaul (2022) and The ANT (The action northeast trust)
(2022, 2024)

i26 Multi-pronged psychosocial intervention for
people with mental health and epilepsy problems

Burans Rural
and
Urban

✓ ✓ ✓

Mathias et al. (2018a, 2020)

i27 Nae Disha Burans Rural
and
Urban

✓ ✓ ✓ ✓

Kermode et al. (2021), Mathias et al. (2018b, 2019)

i28 NALAM The Banyan Rural
and
Urban

✓ ✓ ✓ ✓ ✓ ✓

Balagopal and Kapanee (2019d), ‘Centre for Social
Needs and Livelihood (CSNL): NALAM - The Banyan’ (n.
d.), Mental Health Innovation Network (n.d.),
Mukherjee (2021), and Narasimhan et al. (2019)

i29 Naya Daur Iswar Sankalpa Urban ✓ ✓ ✓ ✓

Bhattacharya et al. (2021), Chatterjee and Roy (2017),
Srinivasan et al. (2023), and World Health
Organization (2021a)

i30 Participatory Learning and Action (PLA)9 Ekjut Rural ✓ ✓ ✓ ✓

Ekjut, (2022), Rath et al. (2010, 2020), and Tripathy
et al. (2010)

i31 Programme for Improving Mental Health Care
(PRIME)

Sangath Rural ✓ ✓ ✓ ✓ ✓

Lund et al. (2012), Mendenhall et al. (2014), Shidhaye
(2015), and Shidhaye et al. (2016b, 2019a, 2019b)

i32 Project Shifa Padhar Hospital Rural ✓ ✓

Ebenezer and Drake (2018)

i33 Psychosocial support in tsunami-affected areas Schizophrenia Research Foundation
(SCARF)

Rural ✓ ✓ ✓ ✓

Padmavati et al. (2020) and World Health
Organization (2006)
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Table 2. (Continued)

Approaches and implementation platforms

S no Intervention name Primary implementing institution Setting

Primary
prevention and
health promotion
at community
platforms

Identification
and case

detection at
community
platforms

Identification
and case

detection at
health care
platforms

First line of
mental health

care at
community
platforms

Treatment
and care at
healthcare
platforms

Rehabilitation
at community
platforms

i34 SAWAB Intervention Supporting Always Wholeheartedly
All Broken Hearted (SAWAB) (in
collaboration with an academic
institution)

Rural ✓ ✓ ✓ ✓ ✓ ✓

Malla et al. (2019b, 2019a)

i35 SCARF Telepsychiatry in Puddukottai (STEP) Schizophrenia Research Foundation
(SCARF)

Rural ✓ ✓ ✓ ✓

Tharoor and Thara (2020)

i36 Seher Urban Community Mental Health and
Inclusion Programme

Bapu Trust Urban ✓ ✓ ✓ ✓ ✓

Davar (2012) and Davar et al. (2021)

i37 SHIFA Emmanuel Hospital Association Rural ✓ ✓ ✓ ✓ ✓ ✓

Burgess and Mathias (2017)

i38 Systematic Medical Appraisal, Referral and
Treatment (SMART)

The George Institute for Global
Health

Rural ✓ ✓ ✓

Maulik et al. (2015), Maulik et al. (2017b), Maulik et al.
(2017a), and Tewari et al. (2021), The George Institute
for Global Health India (2024)

i39 Thinking Healthy Programme (THP)) Sangath Urban ✓ ✓

Fuhr et al. (2019)

i40 Vidarbha Stress and Health Program (VISHRAM) Sangath Rural ✓ ✓ ✓ ✓ ✓

Shidhaye et al. (2017)

i41 Yuva Spandana Department of Youth Empowerment
and Sports, Government of
Karnataka

Rural
and
Urban

✓

Banandur et al. (2021), Banandur et al. (2020), and
Garady et al. (2021)

a. White cells with a ‘✓’ indicate presence of an approach.
b. Blue dotted cells with a ‘✓’ indicate intervention approaches are implemented where the boundary between the community platforms and health care platforms are blurred.
c. Grey shaded cells indicate an absence of the approach in the intervention.
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modalities such as theatre, music, visual art and writing were also
used to generate awareness, through activities such as street plays
(i8, i22, i35, i38), broadcasting drama and songs on mental health
during TV and radio programs (i34), display of flip charts, posters
and wall paintings (i8, i15, i38), and distribution of brochures and
leaflets (i9, i21, i38).

Mental health promotion activities focused on enhancing
capacities to foster wellbeing on community platforms
Seven interventions (i1, i15, i27, i28, i30, i37, i41) focused on mental
health promotion, through sessions aimed at building capacities for
mental health andwell-being. Such activities were often led by LHWs
(including peers) and generally took place in groups, with only one
intervention (i41) providing one-on-one services at specially estab-
lished youth guidance centers. Mental health promotion compo-
nents of the interventions aimed to enhance emotional resilience
(by working on topics such as self-care, stress management and
problem solving), to build skills for interpersonal communication,
and to help navigate common stressors related to education, career,
gender and sexuality (i1, i27, i37, i41). Two interventions also focused
on collectively developing solutions to commonly faced problems in
the community, through participatory activities such as games,
storytelling and role-play. The first was a Participatory Learning
and Action (PLA) intervention in Jharkhand and Odisha (i30),
which brought community members together to identify, prioritize
and ideate responses to issues such as perinatal depression, gender-
based violence and severe mental illness. The second was an
Uttarakhand-based youth mental health promotion program (i27),
which mobilized participants to implement a project addressing
social determinants of mental health in their community.

Twenty-five (out of 26) CMH interventions with a component
of primary prevention and promotion also engaged in identifica-
tion and case detection in the community, potentially indicating
how such programs can enhance early identification of people with
mental health conditions, prompting early referrals for mental
health care and treatment.

Identification and case detection approaches as part of CMH
interventions

Evidence from both LMICs and HICs suggests programs that train
PLWs to identify PwMI and detect cases on community platforms

as a ‘good practice’. This is likely to help in early intervention, thus,
reducing long-term treatment costs (Petersen et al., 2016). Litera-
ture indicates that case detection and diagnosis of more complex
mental health conditions are carried out on health care platforms,
with both PLWs and specialists playing a role in the detection and
referral process (Shidhaye et al., 2016a;WorldHealthOrganization,
2022). Our synthesis found 39 interventions (except i12, i41) that
had components of identification and case detection.

Interventions with components of identification and case
detection on community platforms
In 26 interventions (i2, i4-i10, i13-i17, i19-i22, i24, i26-i28, i31, i34,
i36, i37, i40), community platformswere used for identification and
case detection. This was primarily done by LHWs through house-
to-house visits (e.g. i16, i24, i27, i37, i40) or through engagement
with local stakeholders such as Accredited Social Health Activists
(ASHAs) (e.g. i4, i15, i17, i24, i26, i31), community members or
leaders (e.g. i2, i7, i10, i26, i34) or through community-based health
screening fairs (e.g. i17, i20). A few interventions (e.g., i16, i36, i37)
trained LHWs in using screening instruments or surveys to identify
people with mental health conditions. Interventions in Gujarat,
Karnataka and Jammu and Kashmir (i13, i19, i34) engaged with
faith healers who were trained in actively identifying and referring
people with mental health conditions for psychiatric and psycho-
logical treatment.

Interventions with components of identification and case
detection on health care platforms
Identification and case detection were carried out on health care
platforms in 23 interventions (i4-i8, i10, i13-i19, i22-i24, i28, i31,
i34, i37, i39, i40). This primarily took the form of diagnosis done by
PHPs (i8, i16, i17, i22, i23, i40) or by psychiatrists (i4-i7, i10, i13,
i28, i31, i34, i37) at PHCs, CHCs or clinics. PLWs conducted
screening at health care platforms in three interventions (i14, i23,
i39). A multi-state intervention (i18), which aimed at providing
non-institutional living arrangements for people admitted to psy-
chiatric institutions, implemented a unique approach to identify
PwMI who could not be re-integrated into their families. In this
intervention, identification was done either at the organization’s
psychiatric facility or at selected mental health hospitals run by the
government.

Figure 2. States with presence of CMH interventions included in this review.
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Interventions with components of identification and case
detection where the boundary between community and health
care platforms is blurred
Our synthesis showed that in 10 interventions, case detection and
diagnosis were done at locations where the boundaries between
community and health care platforms seemed to blur. These
included- camps set up in the community (e.g. i1, i3, i11, i25, i32,
i38) and telepsychiatry provided at a central location in the com-
munity or in a mobile van (e.g. i30, i33, i35). In an intervention in
West Bengal (i29), a hybrid platform was created at street corners
where homeless PwMI lived. Trained PLWs engaged with commu-
nity members to identify such homeless individuals so that a
psychiatrist could provide a diagnosis by visiting these localities.

It is important to note that all CMH interventions with a
component of identification and case detection provided a referral
linkage to community-based first line of care, community-based
treatment camps, private clinics or nearby government facilities.
We discuss this in greater detail as our next finding.

Mental health care and treatment approaches in CMH
interventions

The WHO has recommended a tiered approach to meet the treat-
ment and care-related needs of people with mental health condi-
tions (World Health Organization, 2022). Such an approach
encompasses complimentary components provided by diverse act-
ors comprising the first line of mental health care provided by
trained PLWs (community platforms) along with primary and
specialist services (health care platforms) (Petersen et al., 2016;
Shidhaye et al., 2016a; World Health Organization, 2022).

First line of mental health care at community platforms
A total of 38 interventions provided the first line of mental health
care at community platforms (i1-i12, i14-i22, i24-i40), in which
trained PLWs (such as community volunteers, ASHAs or peers)
played a key role.

Thirteen interventions used innovative psychosocial approaches
implemented by PLWs, which were delivered either at the individ-
ual level or in groups. Interventions offered at individual level
included manualized counseling using techniques such as active
listening, problem-solving and behavioral activation (i2, i14, i39,
i40); home visits to collaboratively formulate and implement per-
sonalized recovery plans (i5, i18, i26, i30, i36); and kiosk-based
counselling to address restrictive gender norms (i21). Five inter-
ventions providing such care used group-based participatory men-
tal health activities (i12, i26, i20, i33, i36) to create non-judgmental
spaces to discuss problems, share coping strategies and for collect-
ive grieving (i17, i20, i33). Group sessions often involved arts-based
components such as story-based resources to build reflective con-
versations (i26), arts-based therapy (i36), and dance movement
therapy (DMT) (i12).

Along with this, in 20 interventions (i1, i3, i4, i6-i11, i15-i17, i19,
i24, i28, i31, i32, i34, i35, i38), LHWs provided follow-up services
(such as psychoeducation, reminders on appointments, and medi-
cation adherence) to complement ongoing biomedical care. In an
intervention implemented in Andhra Pradesh and Haryana (i38), a
digital app was used to provide ASHAs with instructions for
conducting follow-up visits with PwMI.

Our synthesis suggests that government-appointed LHWs
(ASHAs) had a role in providing mental health care only in a few
CMH interventions (e.g. i4, i15, i17, i38) despite their cadre already
being present in the community. Most of the interventions hired

LHWs or trained volunteers from the community to provide the
first line of mental health care on community platforms.

Treatment and care at healthcare platforms
Approaches to treatment and care provided at health care platforms
were multilayered and involved diverse actors. We found a few
interventions that provided psychological or psychosocial treat-
ment at health care platforms, delivered either by PLWs (via
manualized counselling) (i23, i31, i40) or by specialists (i10, i13,
i24, i34, i37).

The primary focus of the treatment provided at health care
platforms was found to be biomedical in nature. This involved
the integration of mental health into primary health services
through diagnosis and prescription of medication by general phys-
icians (i8, i15, i16, i17, i19, i22, i23, i31, i38, i40), often under the
guidance of a psychiatrist. Several interventions had visiting psy-
chiatrists who themselves engaged in diagnosis and treatment (i4,
i5, i6, i7, i10, i13, i15, i18, i24, i25, i28, i34, i37, i40), at PHCs,
Community Health Centers (CHCs) or private clinics.

It was evident fromour synthesis that 14 CMH interventions (i3,
i4, i6, i7, i15, i16, i17, i19, i23, i28, i31, i37, i38, i40) primarily used
the existing government spaces such as PHCs, and CHCs as the
main healthcare platform to provide biomedical treatment. A few
interventions referred people with severe symptoms to their own
general or psychiatric hospitals for further treatment (i1, i8, i11, i18,
i22, i28, i32). Some interventions provided referrals to partner
hospitals or organizations for further treatment (i19, i21, i36).
For example, an intervention in urban Maharashtra (i36) provided
treatment and care support on health care platforms through active
partnerships with general physicians, psychiatrists, and Ayurveda,
Yoga, Naturopathy, Unani, Siddha, and Homeopathy (AYUSH)
practitioners.

Treatment and carewhere the boundary between community and
health care platforms is blurred
Our analysis brought forth a few examples where the boundary
between community and health care platforms seemed to blur, as
treatment was provided either through camps, where temporary
health care platforms were created in community settings (i1, i11,
i25, i32, i33, i38), or through telepsychiatry, where a virtual health
care platform was created close to the community (i30, i35), to
provide specialist care. An intervention supporting homeless indi-
viduals with psychosocial disabilities in West Bengal (i29) engaged
PLWs who provided psychoeducation and psychosocial support to
homeless PwMI upon their consent. The boundary between com-
munity and health care platforms was blurred as this intervention
involved a psychiatrist regularly visiting street corners to provide
diagnosis and biomedical treatment to those in need.

Community-based psychosocial rehabilitation approaches in
CMH interventions

Community-based psychosocial rehabilitation aims to support
people with mental health conditions to achieve their optimal
functioning and inclusion in the community (WorldHealthOrgan-
ization, 2022). This essential component in CMH interventions
helps to build competencies among people with mental health
conditions and addresses diverse social factors that affect people’s
mental health, so that they can live productive, satisfying, and
dignified lives within their communities (World Health Organiza-
tion, 2022).
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Twenty-eight CMH interventions (i1-i5, i8-i10, i12, i14, i15,
i17-i19, i21-i24, i26-i30, i33-i37) had components of rehabilitation,
which broadly focused on enhancing competencies of people with
mental health conditions to cope with day-to-day living; providing
linkages to welfare services; in-kind services and support; enhan-
cing access to livelihood opportunities; and creating a more sup-
portive environment by strengthening relationships between
people with mental health conditions and their communities
(e.g. potential employers). Across all settings, LHWs played a key
role in implementing such components.

Rehabilitation components on community platforms to address
livelihood-related needs
The need for livelihoods emerged as a significant issue, with
13 interventions (i3, i5, i8, i12, i15, i18, i19, i22, i24, i28, i29, i34,
i35) enabling people with mental health conditions to access
employment opportunities. This was facilitated in multiple ways.
Three interventions (i5, i15, i24) were focused on equipping PwMI
with basic vocational skills. One (i12) aimed at training survivors of
gender-based violence as DMT practitioners. Three interventions
(i5, i22, i28) provided access to employment opportunities through
referrals to vocational training courses run by other organizations.
Four interventions (i3, i8, i18, i29) supported and guided PwMI by
understanding how they would like to be employed and motivating
them to join (or re-join) work. Seven interventions (i3, i5, i8, i19,
i22, i29, i35) actively networked with potential employers such as
NGOs, local vendors, daycare centers and nurseries to address the
stigma around hiring people with mental health conditions.

Apart from facilitating access to employment opportunities,
other strategies were adopted to help individuals withmental health
conditions to supplement their income and gain financial inde-
pendence. Eleven interventions (i2, i4, i5, i14, i18, i19, i21, i28, i29,
i35, i37) enabled access to livelihoods by facilitating linkages to
government welfare schemes. This entailed networking with local
authorities to create documents such as ration cards, job cards
(under schemes such as Mahatma Gandhi National Rural Employ-
ment Guarantee Act) and disability certificates, which would entitle
recipients to an additional set of welfare schemes. Four interven-
tions (i1, i3, i26, i35) supported the establishment of SHGs, so that
people with mental health conditions could access financial
resources. Three interventions (i8, i28, i30) also provided materials
(such as livestock, seeds and tailoring machines) through which
participants could begin to generate their own income. Two inter-
ventions (i10, i29) also adopted a more direct, charitable approach
by collecting donations of food and clothing from community
members.

Rehabilitation components on community platforms to enhance
the competencies to navigate daily stressors
Various strategies including individualized support given by LHWs
at home (i5) or in residences set up by the intervention (i18),
training at daycare centers (i10) and group activities at accessible
locations in the community (i17, i30), were used to enhance the
competencies of PwMI to navigate daily stressors. Four interven-
tions (i5, i10, i15, i17) used cognitive and behavioral methods,
including improving functioning on Activities of Daily Living
(ADL), social skills training, recreation, problem-solving skills,
and relaxation exercises (i5, i10, i17). One intervention (i30) con-
ducted PLA meetings in which LHWs focused on building skills to
address social barriers to mental wellbeing.

Rehabilitation components on community platforms to address
shelter and housing needs
To address shelter or housing needs, three interventions provided
daycare services (i10, i24, i15) or ran halfway homes (i15) for PwMI.
One intervention in Tamil Nadu (i33) provided guidance and
practical support in obtaining housing for tsunami survivors. A
multi-state intervention (i18) implemented a unique approach to
community-based supported living by establishing long-term
accommodations outside institutional settings, in which PwMI
opted to stay with a group of peers.

Rehabilitation components on community platforms to promote
family and social inclusion
Strengthening social support networks and enhancing social inclu-
sion are key to rehabilitation, with 18 interventions (i1, i3-i5, i9,
i17-i19, i21, i26-i30, i34-i37) involving activities addressing these
issues. Ten interventions (i3, i5, i9, i17, i18, i19, i26, i27, i28, i30)
created peer support networks for PwMI and their families. One
intervention (i37) used peer support meetings as an avenue to
strengthen the collective voice of people with mental health condi-
tions and caregivers, so that they could advocate for their own
rights. Two interventions (i21, i27) enabled people with mental
health conditions to navigate crises such as gender-based violence
through linkages to legal and community support structures.

Apart from such direct support, several interventions also
worked with families and communities to promote inclusion. Four
interventions (i4, i5, i34, i36) equipped family caregivers with
knowledge about supporting PwMI. Two interventions (i1, i30)
promoted community inclusion by facilitating the participation of
people withmental health conditions in social activities (e.g., SHGs,
PLA meetings) involving people from the wider community. Two
other interventions mobilized neighbors and local community
members to come together as a safe, responsive and caring support
system for PwMI who were homeless (i29) or facing crises, such as
violence in the family (i36).

Discussion

This narrative review provides a synthesis of 41 CMH interventions
implemented in various parts of India. Ourwork highlights a staged
approach to mental health and wellbeing, involving a range of
actors providing services on community and health care platforms,
for a wide spectrum of mental health conditions, beyond the
binaries of presence or absence of disease (Patel et al., 2018).

We showcase diverse intervention approaches spanning from
primary prevention, identification and case detection, treatment,
and care to rehabilitation (Patel et al., 2018). Twenty out of
41 included interventions adopt all four approaches (Table 2 and
Supplementary Appendix 1) in a staged manner to cater to the
mental health needs of communities. Our synthesis unearthed that
community platforms (primarily in the neighborhood, at the door-
step or at community groups) were utilized to implement all four
approaches, whereas health care platforms were primarily used for
identification and case detection, and for treatment and care. Our
findings underscore the important role played by LHWs in bridging
the gap between community and health care platforms, thereby
ensuring continuity of care.

In the light of the alarming scarcity of resources for mental health
care services in India, efforts to deinstitutionalize mental health have
led to the emergence of community ‘as a platform’ (Kohrt et al., 2018;
Shidhaye, 2015). However, our review uncovered the diversity in the
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conceptualization of what constitutes ‘community’ in the CMH
space, beyond just a platform for service delivery. The idea of
‘community’ ranged from the population in focus for the interven-
tion (such as PwMI, people facing general distress), PLWs (such as
LHWs, PHPs), local stakeholders (such as local leaders, teachers and
faith healers), to general communitymembers engaged in creating an
inclusive space for recovery. CMH interventions addressed themen-
tal health needs among diverse populations, including individuals
sharing a social identity and a geographical space such as people
living in a villagewith shared history (i8, i2) andhomeless individuals
in an urban area (i29); individuals sharing similar health experiences
or diagnoses such as peoplewith schizophrenia (i5), people at the risk
of suicide (i40) or pregnant women (i30); individuals sharing diffi-
culties or past trauma such as sexual violence (i12), natural disaster
(i33) and armed conflict (i34); or people with a shared values for
seeking mental health care such as faith-based healing (i13).

Our findings corroborate the body of evidence that recognizes
the key role played by LHWs in closing the treatment gap (Kohrt
et al., 2018; Patel et al., 2018; Raviola et al., 2019; Shidhaye, 2015).
Beyond this, LHWs from the community provide contextual and
experiential expertise while actively working within community
settings. Trained LHWs play a significant role in providing peer
support and in activating social networks for PwMI, which is
essential for creating favorable social conditions to seek and sustain
mental health treatment and care (Patel et al., 2018). Active involve-
ment of local stakeholders in a supportive role, and engagement of
general community members to destigmatize mental health, also
contributes to strengthening such networks and creating inclusive
spaces. Therefore, meaningful participation of LHWs and commu-
nity members broadens the idea of ‘community’ from a passive site
of intervention and simply a platform for service ‘delivery,’ to an
active sociocultural space with valuable community knowledge
shaping CMH approaches (Bayetti et al., 2023; Orr and Jain, 2015).

Apart from LHWs, a crucial role is also played by other actors
and public health practitioners in the CMH space. Interventions
included in our review involved diverse actors such as people with
relevant professional competencies in social work and mental
health (e.g. i1, i2, i29, i31), PHPs such as general physicians who
provide biomedical treatment at PHCs (e.g. i8, i19, i31), and people
with professional degrees in mental health who can train PLWs
(e.g. i8, i22) and provide specialist treatment when needed (e.g. i1,
i15, i30, i35, i40). These diverse actors bring together biomedical,
psychological and social-work related competencies and perspec-
tives, shaping CMH as a plural space for mental health practice
(Patel et al., 2018).

Our findings also show different ways in which included inter-
ventions are utilizing the four innovations suggested by The Lancet
Commission on Global Mental Health and Sustainable Develop-
ment to be scaled up (Patel et al., 2018). The first innovation, which
consists of task-sharing with LHWs, with reference to psychosocial
interventions, was reflected in several interventions which had
rehabilitation components (e.g. i2, i5, i8, i14, i17, i18, i21, i22, i27,
i28, i29, i30, i34, i35). Some interventions providing treatment and
care engaged LHWs in providing psychosocial support through
manualized counselling and therapeutic groups (e.g. i2, i17, i26,
i40). LHWs in such interventions contribute either as part of the
stepped care approach (e.g. i17, i23, i31, i33, i40) or as primary
providers (e.g. i2, i12, i14, i21, i26) (Barnett et al., 2018; Patel et al.,
2018).

The second innovation suggests that LHWs coordinate with
primary and specialist care in resource-constrained settings. This
has been implemented in certain interventions wheremental health

treatment was provided in the existing government (e.g. i4, i6, i15,
i19, i31, i37, i38, i40) or in non-government (e.g. i5, i8, i18, i22)
health facilities, where LHWs played a key role in coordination and
referral to ensure continuity of care. However, efforts to improve
the capabilities of primary care staff were found to be limited, as
more interventions relied on psychiatrists conducting regular visits
(at government health facilities), camps or telepsychiatry consult-
ations for diagnosis and treatment, with fewer general physicians
delivering mental health treatment.

The third innovation suggested by the Lancet Commission
relates to the adoption of digital platforms to facilitate the delivery
of interventions across the continuum of care. This was seen in a
few interventions and used in various ways such as telepsychiatry to
deliver mental health treatment (e.g. i30, i33, i35), the use of an app
to coordinate treatment (e.g. i25, i38), and the display of films on
mobile phones (e.g. i2, i35) to spread awareness about mental
health. However, none of the included interventions seemed to
use digital tools across the continuum of care. There is a need for
further research on the scope, benefits and challenges of using
digital tools across the continuum in the Indian context.

The fourth innovation involves implementing community-
based interventions to enhance help-seeking and demand for care
(Patel et al., 2018). All the included interventions that had a
component of primary prevention incorporated this innovative
approach through awareness sessions and efforts to destigmatize
mental health among community members.

Our narrative review also found a fifth type of innovation that
can be adopted in the form of arts-based approaches for mental
health care and promotion. Modalities such as films, street plays,
visuals and music (i2, i8, i22, i34, i35, i38) have been used to
implement such approaches in culturally appropriate ways. In
addition, participatory arts-based sessions involving storytelling,
role-plays, music and DMT (i12, i20, i26, i27, i30, i33) have been
used to create a non-stigmatizing space for mental health promo-
tion and care, where communities can actively prioritize, have
reflective conversations, and ideate potential solutions around
mental health concerns. It has been found that such arts-based
innovative approaches push for a holistic recovery by addressing
social determinants of mental health by enhancing social cohesion,
socioemotional skills, community capital, inclusion and various
aspects of mental wellbeing especially among people from vulner-
able backgrounds (Fancourt and Finn, 2019). However, there is a
need for more evidence to understand the scope to scale up such
approaches in the Indian CMH space.

Our work highlights the key role played by NGOs as imple-
menting institutions and stakeholders in the CMH space in India.
Previous scholarship from LMICs has discussed how NGOs, with
their social aim and community embeddedness, play a significant
role in shifting the biomedical paradigm of mental health to a more
inclusive social paradigm through innovation, impact, scale, and
sustainability (Bayetti et al., 2023; Kohrt et al., 2018; Mathias et al.,
2024; Srinivasan et al., 2023). This is notable, especially as many
included interventions were initiated outside of formal health
systems, though some programs have collaborated with health
systems for a specific approach. Literature suggests that NGO
services are inequitably distributed across different settings in
India, with metropolitan areas having more mental health care
provided by NGOs, as compared to rural areas (Mathias et al.,
2024). However, our findings deviate from this, as we found more
CMH interventions in rural areas as compared to urban areas. This
can be partially explained by our specific criteria focusing on
interventions involving PLWs. As rural areas are less resourced in
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terms of mental health services and specialists as compared to
urban areas, our search criteria possibly prompted more interven-
tions from rural areas that relied on task-sharing by PLWs (World
Health Organization, 2022).

Several interventions began as a response to the needs of indi-
viduals in distress and trauma (i12, i35), or to the devastating
impact caused by natural disasters (i33), or as an extension of
palliative care (i10, i24), thus underscoring the shared value of
prioritizing human life across interventions. By upholding the
rights and dignity of PwMI, by asserting the idea of collective
responsibility among communities, and by respecting historical
and cultural perspectives, CMH approaches endorse public health
philosopher Dan Beauchamp’s argument that “public health should
be a way of doing justice, a way of asserting the value and priority of
all human life” (p. 6) (Beauchamp, 1976).

Interventions with components of psychosocial rehabilitation
explicitly prioritize improving quality of life through intersectoral
action, emphasizing the value of recovery and reintegration into
community and not merely being symptom-free (Patel et al., 2018;
World Health Organization, 2022). These efforts in some interven-
tions, thus embrace an expansive idea of deinstitutionalization that
upholds the values of recovery-oriented care, recognizes the role of
social determinants, addresses complex needs relating to mental
health, and focuses on community inclusion and participation,
while also bridging the treatment gap (Patel et al., 2018; Thornicroft
et al., 2016; World Health Organization, 2022). Our synthesis
indicates certain gaps in CMH approaches implemented by the
included interventions. First, we did not come acrossmore than one
intervention that specifically addresses the mental health needs of
the elderly (i14), despite existing evidence on the increasing mental
disorders and distress among the elderly in LMICs (Dias et al.,
2019). Second, we did not find any CMH interventions imple-
mented at workplaces offering mental health prevention, promo-
tion and care within occupational health and safety programs. This
misses a potential opportunity to train human resource managers,
employers and trade union representatives with mental health
support skills (Petersen et al., 2016). Third, the integration of
mental health into general health care was found to be limited.
For instance, integration of mental health specifically into health
programs that address tuberculosis, HIV, or NCDs was found only
in one intervention (i17). Therefore, far more efforts need to be
made to ensure that existing resources are utilized to provide
holistic health for individuals in need (World Health Organization,
2022).

We acknowledge the limitations of our work. Despite keeping a
broad canvas for inclusion, some CMH interventions may not have
found a place in this review due to their resource constraints to be
able to publish a peer-reviewed article or a book chapter. As this
review did not adopt the systematic reviewmethodology, we cannot
fully negate selection bias. Additionally, the approaches of certain
interventions were available in a fragmentedmanner in the referred
peer-reviewed literature. This may have certain implications on
synthesis; however, to address this limitation, we referred to grey
literature wherever necessary. Although the framework chosen by
us to synthesize the intervention approaches helped categorize
them into primary prevention and promotion, identification and
case detection, treatment and care, and rehabilitation, the bound-
aries between these categories were fluid in certain cases. For
example, interventions aimed at creating a safe space or inclusive
environment for PwMI achieved more than what ‘rehabilitation’ as
a conceptual category would encompass, as efforts to create an
inclusive space may also contribute to promoting mental health in

the community. Our ability to explain such interlinkages may have
been affected by the availability of details and component descrip-
tions in the referred literature. Additionally, the included literature
for the State-led CMH intervention (i15) is location-specific. Our
scope does not extend to other geographies where this intervention
is implemented, and we also acknowledge the critique of this
intervention for having heavily adopted a pharmacological
approach, with fewer efforts to address social inequalities (Jain
and Jadhav, 2009; Shidhaye et al., 2019b; Srinivasan et al., 2023).

Despite these limitations, to the best of our knowledge, this is the
first attempt to map and synthesize the literature on CMH inter-
vention approaches from diverse contexts in India. Our strength
lies in an inclusive approach to methodology that includes the
embedded knowledge generated from public health practice, which
often does not find space in reviews (Orr and Jain, 2015). Lastly, our
review has the potential to informCMHpractice globally, especially
in the LMICs facing a wide mental health treatment gap.

Conclusion

Our narrative review presents critical reflections that can inform
comprehensive, community-based, recovery-oriented practice,
using the framework provided by the World Bank Disease Control
Priorities (Petersen et al., 2016; Shidhaye et al., 2016a). Our review
suggests that by treating ‘community’ as an active sociocultural
space with valuable community knowledge, and by improving the
capabilities of PLWs to provide mental health treatment and care,
resource-poor contexts across the globe can be reimagined as
‘human resource-rich contexts’. Several examples in this review
suggest reconceptualizing the idea of task-sharing beyond the
objective of filling the treatment gap, as trained LHWs working
with different types of implementing institutions can serve as
‘context-experts’ and ‘experts-by-experience’ (Bayetti et al., 2023;
Orr and Jain, 2015). As half of the global population lives in
countries with acute scarcity of mental health specialists, these
examples from India provide a broad canvas to imagine how
implementing institutions, beyond the State, can address the men-
tal health needs of communities using innovative approaches, as
suggested by the Lancet Commission (Patel et al., 2018; World
Health Organization, 2022).

These insights are based on embedded knowledge from CMH
practice across different contexts in India. As the Lancet Commis-
sion has recognized that both LMICs and HICs have resource-poor
contexts, these insights will help public health practitioners across
the globe, enabling them to respond to mental health needs of
communities in order to avoid suffering, loss of human capabilities
and human life (Orr and Jain, 2015; Patel et al., 2018).
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Basu H (2014) Davā and Duā: Negotiating psychiatry and ritual healing of
madness. In Naraindas H, Quack J and Sax WS (eds.), Asymmetrical Con-
versations Contestations, Circumventions, and the Blurring of Therapeutic
Boundaries. Berghahn Books.

Bayetti C, Bakhshi P, Davar B, Khemka GC, Kothari P, Kumar M, Kwon W,
Mathias K, Mills C, Montenegro CR, Trani JF and Jain S (2023)
Critical reflections on the concept and impact of ‘scaling up’ in global mental
health. Transcultural Psychiatry 60(3), 602. https://doi.org/10.1177/1363461
5231183928.

Beauchamp DE (1976) Public health as social justice. Inquiry 13(1), 3–14.
https://www.jstor.org/stable/29770972 (accessed 12 December 2024).

Bhattacharya P, Khemka GC, Roy L and Roy S Das (2021) Social injustice in
the neoliberal pandemic era for homeless persons with mental illness: A
qualitative inquiry from India. Frontiers in Psychiatry 12. https://doi.org/
10.3389/fpsyt.2021.635715.

Burgess R and Mathias K (2017) Community mental health competencies: A
new vision for global mental health. In The Palgrave Handbook of Sociocul-
tural Perspectives on GlobalMental Health. London: PalgraveMacmillan UK,
211–235. https://doi.org/10.1057/978-1-137-39510-8_11.

Burns T (2014) Community psychiatry’s achievements. Epidemiology and Psy-
chiatric Sciences 23(4), 337–344. https://doi.org/10.1017/S2045796014000560.

Buttorff C,Hock R,Weiss H,Naik S, Araya R, Kirkwood B, Chisholm D and
Patel V (2012) Economic evaluation of a task-shifting intervention for
common mental disorders in India. Bulletin of the World Health Organiza-
tion 90(11), 813–821. https://doi.org/10.2471/BLT.12.104133.

Centre for Mental Health Law and Policy (2024) Atmiyata | Centre for Mental
Health Law & Policy. https://cmhlp.org/projects/atmiyata/ (accessed 23
December 2024).

Centre for Social Needs and Livelihood (CSNL): NALAM – The Banyan (n.d.).
https://thebanyan.org/nalam/ (accessed 20 December 2024).

Chakraborty S (2020) Featured counter-trafficking program: Kolkata Sanved’s
model Sampoornata.ChildAbuse&Neglect 100, 104169. https://doi.org/10.1016/
j.chiabu.2019.104169.

Chakraborty S and Sen M (2019) Choreographing changes: Narratives of
resistance and healing. Creative Arts in Education and Therapy 5(1), 51–61.
https://doi.org/10.15212/CAET/2019/5/7.

Chatterjee D and Roy SD (2017) Iswar Sankalpa: Experience with the homeless
persons with mental illness. In The Palgrave Handbook of Sociocultural Per-
spectives on Global Mental Health. London: Palgrave Macmillan UK, 751–771.
https://doi.org/10.1057/978-1-137-39510-8_35.

Chatterjee S, Leese M, Koschorke M,McCrone P, Naik S, John S, Dabholkar
H, Goldsmith K, Balaji M, Varghese M, Thara R, Patel V and Thornicroft
G (2011) Collaborative community-based care for people and their families
living with schizophrenia in India: Protocol for a randomised controlled trial.
Trials 12(1), 12. https://doi.org/10.1186/1745-6215-12-12.

Chatterjee S,Naik S, John S,Dabholkar H, Balaji M, Koschorke M, Varghese
M,Thara R,WeissHA,Williams P,McCrone P,Patel V andThornicroft G
(2014) Effectiveness of a community-based intervention for people with
schizophrenia and their caregivers in India (COPSI): A randomised con-
trolled trial. The Lancet 383(9926), 1385–1394. https://doi.org/10.1016/
S0140-6736(13)62629-X.

Cohen A, Eaton J, Radtke B, George C, Manuel B, De Silva M and Patel V
(2011) Three models of community mental health services in low-income
countries. International Journal of Mental Health Systems 5(1), 3. https://doi.
org/10.1186/1752-4458-5-3.

Davar BV (2012) Gender and community mental health: Sharing experiences
from our service program. In Chavan BS, Gupta N, Arun P, Sidana A and
Jadhav S (eds), Community Mental Health in India

Davar B V., Pillai K and LaCroix K (2021) Seher’s “circle of care” model in
advancing supported decision making in India. In Mental Health, Legal Cap-
acity, and Human Rights. Cambridge University Press, 213–229. https://doi.
org/10.1017/9781108979016.017.

14 Mukta Gundi, Rhea Kaikobad and Seema Sharma

https://doi.org/10.1017/gmh.2025.10046
Downloaded from https://www.cambridge.org/core. IP address: 13.201.136.108, on 21 Aug 2025 at 16:09:01, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms.

https://www.ashadeepindia.org/community-based-mental-health-initiatives/
https://www.ashadeepindia.org/community-based-mental-health-initiatives/
https://www.ashadeepindia.org/wp-content/uploads/2024/03/ashadeep_annual-report-22-23.pdf
https://www.ashadeepindia.org/wp-content/uploads/2024/03/ashadeep_annual-report-22-23.pdf
https://www.ashadeepindia.org/wp-content/uploads/2024/03/ashadeep_annual-report-22-23.pdf
https://www.ashadeepindia.org/community-based-mental-health-initiatives/
https://www.ashadeepindia.org/community-based-mental-health-initiatives/
https://doi.org/10.1007/978-981-13-9101-9
https://doi.org/10.1007/978-981-13-9101-9
https://doi.org/10.1007/978-981-13-9101-9
https://doi.org/10.1007/978-981-13-9101-9
https://doi.org/10.1007/978-981-13-9101-9
https://doi.org/10.1007/978-981-13-9101-9
https://doi.org/10.1186/1472-6963-12-42
https://doi.org/10.4103/IJPSYM.IJPSYM_144_19
https://doi.org/10.4103/ijph.IJPH_257_20
https://doi.org/10.4103/ijph.IJPH_257_20
https://doi.org/10.1136/bmjopen-2020-047365
https://doi.org/10.1136/bmjopen-2020-047365
https://doi.org/10.1146/annurev-clinpsy-050817-084825
https://doi.org/10.1146/annurev-clinpsy-050817-084825
https://doi.org/10.1177/0020764020983856
https://doi.org/10.1177/0020764020983856
https://www.basicneedsindia.org/partners/
https://www.basicneedsindia.org/partners/
https://doi.org/10.1177/13634615231183928
https://doi.org/10.1177/13634615231183928
https://www.jstor.org/stable/29770972
https://doi.org/10.3389/fpsyt.2021.635715
https://doi.org/10.3389/fpsyt.2021.635715
https://doi.org/10.1057/978-1-137-39510-8_11
https://doi.org/10.1017/S2045796014000560
https://doi.org/10.2471/BLT.12.104133
https://cmhlp.org/projects/atmiyata/
https://thebanyan.org/nalam/
https://doi.org/10.1016/j.chiabu.2019.104169
https://doi.org/10.1016/j.chiabu.2019.104169
https://doi.org/10.15212/CAET/2019/5/7
https://doi.org/10.1057/978-1-137-39510-8_35
https://doi.org/10.1186/1745-6215-12-12
https://doi.org/10.1016/S0140-6736(13)62629-X
https://doi.org/10.1016/S0140-6736(13)62629-X
https://doi.org/10.1186/1752-4458-5-3
https://doi.org/10.1186/1752-4458-5-3
https://doi.org/10.1017/9781108979016.017
https://doi.org/10.1017/9781108979016.017
https://doi.org/10.1017/gmh.2025.10046
https://www.cambridge.org/core
https://www.cambridge.org/core/terms


Dias A, Azariah F, Cohen A, Anderson S, Morse J, Cuijpers P, Sequeira M,
Gaude V, Soares S, Patel V and Reynolds CF (2017) Intervention develop-
ment for the indicated prevention of depression in later life: The “DIL”
protocol in Goa, India. Contemporary Clinical Trials Communications 6,
131–139. https://doi.org/10.1016/j.conctc.2017.04.006.

Dias A, Azariah F, Sequeira M, Krishna R, Morse JQ, Cohen A, Cuijpers P,
Anderson S, Patel V and Reynolds CF (2019) Adaptation of problem-
solving therapy for primary care to prevent late-life depression in Goa,
India: The ‘DIL’ intervention. Global Health Action 12(1), 1420300. https://
doi.org/10.1080/16549716.2017.1420300.

Ebenezer JA and Drake RE (2018) Community mental health in rural India:
The Shifa project in PadharHospital,Madhya Pradesh. BJPsych International
15(2), 38–40. https://doi.org/10.1192/bji.2017.8.

Ekjut (2022) Rebuilding Lives: A Mental Health Initiative in Rural Jharkhand.
India: Ekjut.

Fancourt D and Finn S (2019) What is the evidence on the role of the arts in
improving health and well-being? A scoping review. Retrieved from https://
www.who.int/europe/publications/i/item/9789289054553.

Fathima FN, Selvam S,Heylen E, Srinivasan K and Ekstrand M (2023) Effect
of collaborative care intervention on productivity losses among people with
comorbid common mental disorders and cardiovascular disease in rural
Karnataka. Journal of Family Medicine and Primary Care 12(9), 1917–1922.
https://doi.org/10.4103/jfmpc.jfmpc_2296_22.

Fuhr DC, Weobong B, Lazarus A, Vanobberghen F, Weiss HA, Singla DR,
Tabana H, Afonso E,De A,D’Souza E, Joshi A, Korgaonkar P, Krishna R,
Price LN, Rahman A and Patel V (2019) Delivering the thinking healthy
programme for perinatal depression through peers: An individually rando-
mised controlled trial in India. The Lancet Psychiatry 6(2), 115–127. https://
doi.org/10.1016/S2215-0366(18)30466-8.

Garady L, Pradeep BS, Arelingaiah M, Gururaj G, Velu SR, Gireesh H,
Koujageri JM, Sajjanar SL, Ramesh M and Srinivas K (2021) Factors
affecting client satisfaction in a large community-based youth mental health
promotion programme (Yuva Spandana) in Karnataka, India. Epidemiology
International 6(4), 16–22. https://doi.org/10.24321/2455.7048.202117.

Giri DK, Chaudhury S and Chakraborty PK (2021) Trends and issues in
community mental health programs in India. Industrial Psychiatry Journal
30(1), 11–17. https://doi.org/10.4103/ipj.ipj_47_21.

Gururaj G,Varghese M, Benegal V, Rao GN, Pathak K, Singh LK,Mehta RY,
RamD, Shibukumar TM,Kokane A, Lenin Sin RK,Chavan BS, Sharma P,
Ramasubramanian C, Dalal PK, Saha PK, Deuri SP, Giri AK, Kavishvar
AB, Sinha VK, Thavody J, Chatterji R, Akoijam BS, Das S, Kashyap A,
Ragavan VS, Singh SK, Misra R and NMHS collaborators group (2016)
National Mental Health Survey of India, 2015–16: Mental Health Systems.

Ibrahim FA, Nirisha L, Barikar M, Kumar CN, Chand PK, Manjunatha N,
Math SB, Thirthalli J,Manjappa AA, Parthasarathy R, Reddy S and Arora
S (2021) Identification of psychiatric disorders by rural grass-root health
workers: Case series & implications for the National Mental Health Program
of India. Psychiatric Quarterly 92(1), 389–395. https://doi.org/10.1007/
s11126-020-09807-5.

Jain S and Jadhav S (2008) A cultural critique of community psychiatry in India.
International Journal of Health Services 38(3), 561–584. https://doi.org/
10.2190/HS.38.3.j.

Jain S and Jadhav S (2009) Pills that swallow policy: Clinical ethnography of a
community mental health program in northern India. Transcultural
Psychiatry 46(1), 60–85. https://doi.org/10.1177/1363461509102287.

James JW, Sivakumar T,KumarCN andThirthalli J (2019) Change in attitude
of ASHAs towards persons with mental illnesses following participation in
community-based rehabilitation project. Asian Journal of Psychiatry 46,
51–53. https://doi.org/10.1016/j.ajp.2019.09.031.

James JW, Thirthalli J, Sivakumar T and Kumar CN (2022) Effectiveness of
community based rehabilitation for persons with severe mental disorders in a
rural area of South India. National Journal of Professional Social Work 23(1).
https://doi.org/10.51333/njpsw.2022.v23.i1.494.

Jayaram G, Goud R and Srinivasan K (2011) Overcoming cultural barriers to
deliver comprehensive rural community mental health care in Southern
India. Asian Journal of Psychiatry 4(4), 261–265. https://doi.org/10.1016/j.
ajp.2011.08.005.

Jayaram G, Goud R, Chandran S and Pradeep J (2019) MAANASI – A
sustained, innovative, integrated mental healthcare model in South India.

Disability, CBR & Inclusive Development 30(2), 104. https://doi.org/10.5463/
dcid.v30i2.851.

JoagK,Kalha J,Pandit D,Chatterjee S,Krishnamoorthy S, Shields-Zeeman L
and Pathare S (2020a) Atmiyata, a community-led intervention to address
common mental disorders: Study protocol for a stepped wedge cluster
randomized controlled trial in rural Gujarat, India. Trials 21(1), 212.
https://doi.org/10.1186/s13063-020-4133-6.

Joag K, Shields-Zeeman L, Kapadia-Kundu N, Kawade R, Balaji M and
Pathare S (2020b) Feasibility and acceptability of a novel community-based
mental health intervention delivered by community volunteers inMaharash-
tra, India: The Atmiyata programme. BMC Psychiatry 20(1), 48. https://doi.
org/10.1186/s12888-020-2466-z.

Kaul S (2022) Responding to the language of violence: A voluntary organisa-
tion’s assays in development. Narratives and New Voices from India: Cases of
Community Development for Social Change. In Alankar Kaushik and Abir
Suchiang (eds.), Singapore: Springer Nature, Singapore Pte Ltd. pp. 299–315.
https://doi.org/10.1007/978-981-19-2496-5_20

Kermode M, Grills N, Singh P and Mathias K (2021) Improving social
inclusion for young people affected by mental illness in Uttarakhand,
India. Community Mental Health Journal 57(1), 136–143. https://doi.
org/10.1007/s10597-020-00623-6.

Kohrt BA, Asher L, Bhardwaj A, Fazel M, Jordans MJD, Mutamba BB,
Nadkarni A, Pedersen GA, Singla DR and Patel V (2018) The role of
communities in mental health care in low- and middle-income countries:
A meta-review of components and competencies. International Journal of
Environmental Research and Public Health 15(6), 1279. https://doi.
org/10.3390/ijerph15061279.

Kolkata Sanved (2022) Harmony: Kolkata Sanved Annual Report. Retrieved
from https://kolkatasanved.org/wp-content/uploads/2023/02/Sanved-AR-
21-12-2022-C2C-final.pdf.

Kolkata Sanved (2023) Harmony: Kolkata Sanved Annual Report. Retrieved
from https://kolkatasanved.org/wp-content/uploads/2024/09/Sanved-AR-
21-12-2023.pdf.

Kumar CN, Thirthalli J, Suresha KK, Venkatesh BK, Kishorekumar KV,
Arunachala U and Gangadhar BN (2016) Reasons for schizophrenia
patients remaining out of treatment: Results from a prospective study in a
rural south Indian community. Indian Journal of Psychological Medicine
38(2), 101–104. https://doi.org/10.4103/0253-7176.178767.

Kumar C, Thirthalli J, Suresha K,Venkatesh B,Arunachala U and Gangadhar B
(2017) Antipsychotic treatment, psychoeducation & regular follow up as a public
health strategy for schizophrenia: Results fromaprospective study. Indian Journal
of Medical Research 146(1), 34. https://doi.org/10.4103/ijmr.IJMR_838_15.

Lamb HR and Bachrach LL (2001) Some perspectives on deinstitutionalization.
Psychiatric Services 52(8), 1039–1045. https://doi.org/10.1176/appi.ps.52.8.1039.

Lord J, Nelson G and Ochocka J (2001) Shifting the Paradigm in Community
Mental Health. University of Toronto Press. https://doi.org/10.3138/
9781442679900

LundC,TomlinsonM,DeSilvaM, FekaduA, Shidhaye R, JordansM,Petersen
I, Bhana A, Kigozi F, Prince M, Thornicroft G, Hanlon C, Kakuma R,
McDaid D, Saxena S, Chisholm D, Raja S, Kippen-Wood S, Honikman S,
Fairall L and Patel V (2012) PRIME: A programme to reduce the treatment
gap for mental disorders in five low- and middle-income countries. PLoS
Medicine 9(12), e1001359. https://doi.org/10.1371/journal.pmed.1001359.

Malla A, Margoob M, Iyer S, Joober R, Lal S, Thara R, Mushtaq H and
Mansouri BI (2019a) A model of mental health care involving trained lay
health Workers for Treatment of major mental disorders among youth in a
conflict-ridden, low-middle income environment: Part I adaptation and imple-
mentation. The Canadian Journal of Psychiatry 64(9), 621–629. https://doi.
org/10.1177/0706743719839318.

Malla A,MargoobM, Iyer S,Majid A, Lal S, Joober R and IssaouiMansouri B
(2019b) Testing the effectiveness of implementing a model of mental health-
care involving trained lay health workers in treating major mental disorders
among youth in a conflict-ridden, low-middle income environment: Part II
results. The Canadian Journal of Psychiatry 64(9), 630–637. https://doi.
org/10.1177/0706743719839314.

Manjunatha N, Kumar C, Math S and Thirthalli J (2018) Designing and
implementing an innovative digitally driven primary care psychiatry pro-
gram in India. Indian Journal of Psychiatry 60(2), 236. https://doi.org/
10.4103/psychiatry.IndianJPsychiatry_214_18.

Cambridge Prisms: Global Mental Health 15

https://doi.org/10.1017/gmh.2025.10046
Downloaded from https://www.cambridge.org/core. IP address: 13.201.136.108, on 21 Aug 2025 at 16:09:01, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms.

https://doi.org/10.1016/j.conctc.2017.04.006
https://doi.org/10.1080/16549716.2017.1420300
https://doi.org/10.1080/16549716.2017.1420300
https://doi.org/10.1192/bji.2017.8
https://www.who.int/europe/publications/i/item/9789289054553
https://www.who.int/europe/publications/i/item/9789289054553
https://doi.org/10.4103/jfmpc.jfmpc_2296_22
https://doi.org/10.1016/S2215-0366(18)30466-8
https://doi.org/10.1016/S2215-0366(18)30466-8
https://doi.org/10.24321/2455.7048.202117
https://doi.org/10.4103/ipj.ipj_47_21
https://doi.org/10.1007/s11126-020-09807-5
https://doi.org/10.1007/s11126-020-09807-5
https://doi.org/10.2190/HS.38.3.j
https://doi.org/10.2190/HS.38.3.j
https://doi.org/10.1177/1363461509102287
https://doi.org/10.1016/j.ajp.2019.09.031
https://doi.org/10.51333/njpsw.2022.v23.i1.494
https://doi.org/10.1016/j.ajp.2011.08.005
https://doi.org/10.1016/j.ajp.2011.08.005
https://doi.org/10.5463/dcid.v30i2.851
https://doi.org/10.5463/dcid.v30i2.851
https://doi.org/10.1186/s13063-020-4133-6
https://doi.org/10.1186/s12888-020-2466-z
https://doi.org/10.1186/s12888-020-2466-z
https://doi.org/10.1007/978-981-19-2496-5_20
https://doi.org/10.1007/s10597-020-00623-6
https://doi.org/10.1007/s10597-020-00623-6
https://doi.org/10.3390/ijerph15061279
https://doi.org/10.3390/ijerph15061279
https://kolkatasanved.org/wp-content/uploads/2023/02/Sanved-AR-21-12-2022-C2C-final.pdf
https://kolkatasanved.org/wp-content/uploads/2023/02/Sanved-AR-21-12-2022-C2C-final.pdf
https://kolkatasanved.org/wp-content/uploads/2024/09/Sanved-AR-21-12-2023.pdf
https://kolkatasanved.org/wp-content/uploads/2024/09/Sanved-AR-21-12-2023.pdf
https://doi.org/10.4103/0253-7176.178767
https://doi.org/10.4103/ijmr.IJMR_838_15
https://doi.org/10.1176/appi.ps.52.8.1039
https://doi.org/10.3138/9781442679900
https://doi.org/10.3138/9781442679900
https://doi.org/10.1371/journal.pmed.1001359
https://doi.org/10.1177/0706743719839318
https://doi.org/10.1177/0706743719839318
https://doi.org/10.1177/0706743719839314
https://doi.org/10.1177/0706743719839314
https://doi.org/10.4103/psychiatry.IndianJPsychiatry_214_18
https://doi.org/10.4103/psychiatry.IndianJPsychiatry_214_18
https://doi.org/10.1017/gmh.2025.10046
https://www.cambridge.org/core
https://www.cambridge.org/core/terms


ManjunathaN,KumarC,ChanderK, SadhK,GowdaG,Vinay B, Shashidhara
H, Parthasarathy R, Rao G, Math S and Thirthalli J (2019) Taluk mental
health program: The new kid on the block? Indian Journal of Psychiatry 61(6),
635. https://doi.org/10.4103/psychiatry.IndianJPsychiatry_343_19.

Manjunatha N, Parthasarathy R, Paul DR, Basavaraju V, Shashidhara HN,
Binukumar B, Kumar CN, Math SB and Thirthalli J (2021) Karnataka
telemedicine mentoring andmonitoring program for complete integration of
psychiatry in the general health care. Indian Journal of Psychiatry 63(2),
171–174. https://doi.org/10.4103/psychiatry.IndianJPsychiatry_134_20.

Mathias K, Mathias J, Goicolea I and Kermode M (2018a) Strengthening
community mental health competence-A realist informed case study from
Dehradun, North India. Health & Social Care in the Community 26(1),
e179–e190. https://doi.org/10.1111/hsc.12498.

Mathias K, Pandey A, Armstrong G, Diksha P and Kermode M (2018b)
Outcomes of a brief mental health and resilience pilot intervention for young
women in an urban slum in Dehradun, North India: A quasi-experimental
study. International Journal of Mental Health Systems 12(1), 47. https://doi.
org/10.1186/s13033-018-0226-y.

Mathias K, Singh P,Butcher N,Grills N, Srinivasan V andKermodeM (2019)
Promoting social inclusion for young people affected by psycho-social dis-
ability in India – A realist evaluation of a pilot intervention. Global Public
Health 14(12), 1718–1732. https://doi.org/10.1080/17441692.2019.1616798.

Mathias K, Corcoran D, Pillai P, Deshpande S and San Sebastian M (2020)
The effectiveness of a multi-pronged psycho-social intervention among
people with mental health and epilepsy problems – A pre-post prospective
cohort study set in North India. International Journal of Health Policy and
Management. https://doi.org/10.34172/ijhpm.2020.62.

Mathias K, Bunkley N, Pillai P, Ae-Ngibise KA, Kpobi L, Taylor D, Joag K,
Rawat M, Hammoudeh W,Mitwalli S, Kagee A, van Rensburg A, Bemme
D,Burgess RA, Jain S,Kienzler H and Read UM (2024) Inverting the deficit
model in global mental health: An examination of strengths and assets of
community mental health care in Ghana, India, Occupied Palestinian terri-
tories, and South Africa. PLOS Global Public Health 4(3), e0002575. https://
doi.org/10.1371/journal.pgph.0002575.

Maulik PK, Devarapalli S, Kallakuri S, Praveen D, Jha V and Patel A (2015)
Systematic medical appraisal, referral and treatment (SMART) mental health
programme for providing innovative mental health care in rural communities
in India. Global Mental Health 2, e13. https://doi.org/10.1017/gmh.2015.11.

Maulik PK,Devarapalli S,Kallakuri S,Tewari A,Chilappagari S,KoschorkeM
and Thornicroft G (2017a) Evaluation of an anti-stigma campaign related to
commonmental disorders in rural India: A mixed methods approach. Psycho-
logical Medicine 47(3), 565–575. https://doi.org/10.1017/S0033291716002804.

Maulik PK, Kallakuri S, Devarapalli S, Vadlamani VK, Jha V and Patel A
(2017b) Increasing use of mental health services in remote areas using mobile
technology: Apre–post evaluation of the SMARTmental health project in rural
India. Journal of Global Health 7(1). https://doi.org/10.7189/jogh.07.010408.

Mendenhall E, De Silva MJ, Hanlon C, Petersen I, Shidhaye R, Jordans M,
Luitel N, Ssebunnya J, FekaduA,Patel V,TomlinsonM and LundC (2014)
Acceptability and feasibility of using non-specialist health workers to deliver
mental health care: Stakeholder perceptions from the PRIME district sites in
Ethiopia, India, Nepal, South Africa, and Uganda. Social Science & Medicine
118, 33–42. https://doi.org/10.1016/j.socscimed.2014.07.057.

Mental Health Innovation Network (n.d.) The NALAM Study: Village Workers
Promoting Mental Health. https://www.mhinnovation.net/innovations/nalam-
study-village-workers-promoting-mental-health (accessed 6 December 2024).

Mindlis I, Schuetz-Mueller J, Shah S, Appasani R, Coleman A and Katz CL
(2015) Impact of community interventions on the social representation of
depression in rural Gujarat. Psychiatric Quarterly 86(3), 419–433. https://doi.
org/10.1007/s11126-015-9342-x.

Mukherjee A (2021) Psychoanalysis of the oppressed, A practice of freedom:
Free clinics in urban India. In Unseen City. Cambridge University Press.
https://doi.org/10.1017/9781009042680.

Murthy SR (2017) National Mental Health Survey of India 2015–2016. Indian
Journal of Psychiatry 59(1), 21–26. https://doi.org/0.4103/psychiatry.
IndianJPsychiatry_102_17

Narasimhan L, Gopikumar V, Jayakumar V, Bunders J and Regeer B (2019)
Responsive mental health systems to address the poverty, homelessness and

mental illness nexus: The banyan experience from India. International Journal
ofMentalHealth Systems 13(1), 54. https://doi.org/10.1186/s13033-019-0313-8.

Narzary V, Sharma R, Swargiary B and Butterfield AK (2019) Ashadeep – A
holistic interventionwith homelessmentally ill persons inNortheast India. In
Social Welfare Policies and Programmes in South Asia. Abingdon/New York:
Routledge, pp. 25–43. https://doi.org/10.4324/9780429323041-3.

Nimgaonkar AU andMenon SD (2015) A task shifting mental health program
for an impoverished rural Indian community. Asian Journal of Psychiatry 16,
41–47. https://doi.org/10.1016/j.ajp.2015.05.044.

Orr D and Jain S (2015) Making space for embedded knowledge in global
mental health: A role for social work? European Journal of SocialWork 18(4),
569–582. https://doi.org/10.1080/13691457.2014.948810.

Padmakar A, de Wit EE, Mary S, Regeer E, Bunders-Aelen J and Regeer B
(2020) Supported housing as a recovery option for long-stay patients with
severe mental illness in a psychiatric hospital in South India: Learning from
an innovative de-hospitalization process. PLoS One 15(4), e0230074. https://
doi.org/10.1371/journal.pone.0230074.

Padmavati R, Raghavan V, Rera H, Kearns M, Rao K, John S and Thara R
(2020) Learnings from conducting mental health research during 2004
tsunami in Tamil Nadu, India. BMC Public Health 20(1), 1627. https://doi.
org/10.1186/s12889-020-09733-y.

Parthasarathy R, Channaveerachari NK, Manjunatha N, Sadh K, Kalaivanan
RC,GowdaGS,Basvaraju V,Harihara SN,RaoGN,Math SB and Thirthalli
J (2021) Mental health care in Karnataka. Indian Journal of Psychiatry 63(3),
212–214. https://doi.org/10.4103/psychiatry.IndianJPsychiatry_345_19.

Patel V,Weiss HA, Chowdhary N,Naik S, Pednekar S, Chatterjee S,De Silva
MJ, Bhat B, Araya R, King M, Simon G, Verdeli H and Kirkwood BR
(2010) Effectiveness of an intervention led by lay health counsellors for
depressive and anxiety disorders in primary care in Goa, India (MANAS):
A cluster randomised controlled trial. The Lancet 376(9758), 2086–2095.
https://doi.org/10.1016/S0140-6736(10)61508-5.

Patel V,Weiss HA, Chowdhary N, Naik S, Pednekar S, Chatterjee S, Bhat B,
Araya R,KingM, Simon G,Verdeli H and Kirkwood BR (2011) Lay health
worker led intervention for depressive and anxiety disorders in India: Impact
on clinical and disability outcomes over 12 months. British Journal of
Psychiatry 199(6), 459–466. https://doi.org/10.1192/bjp.bp.111.092155.

Patel V,ChisholmD,ParikhR,Charlson FJ,Degenhardt L,DuaT,Ferrari AJ,
Hyman S, Laxminarayan R, Levin C, Lund C,Medina-Mora ME, Petersen
I, Scott JG, Shidhaye R, Vijayakumar L, Thornicroft G and Whiteford H
(2016) Global priorities for addressing the burden of mental, neurological,
and substance use disorders. In Disease Control Priorities, Third Edition
(Volume 4): Mental, Neurological, and Substance Use Disorders. The World
Bank, pp. 1–27. https://doi.org/10.1596/978-1-4648-0426-7_ch1.

Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P, Chisholm D,
Collins PY, Cooper JL, Eaton J, Herrman H, Herzallah MM, Huang Y,
Jordans MJD, Kleinman A, Medina-Mora ME, Morgan E, Niaz U, Omig-
bodunO, PrinceM,RahmanA, Saraceno B, Sarkar BK,De SilvaM, Singh I,
Stein DJ, Sunkel C and UnÜtzer Jü (2018) The lancet commission on global
mental health and sustainable development. In: The Lancet. Lancet Publishing
Group, pp. 1553–1598. https://doi.org/10.1016/S0140-6736(18)31612-X.

Pathare S, Joag K, Kalha J, Pandit D, Krishnamoorthy S, Chauhan A and
Shields-Zeeman L (2023) Atmiyata, a community champion led psycho-
social intervention for common mental disorders: A stepped wedge cluster
randomized controlled trial in rural Gujarat, India. PLoS One 18(6),
e0285385. https://doi.org/10.1371/journal.pone.0285385.

Pereira B, Andrew G, Pednekar S, Kirkwood BR and Patel V (2011) The
integration of the treatment for common mental disorders in primary care:
Experiences of health care providers in the MANAS trial in Goa, India.
International Journal of Mental Health Systems 5(1), 26. https://doi.
org/10.1186/1752-4458-5-26.

Petersen I, Evans-Lacko S, Semrau M, Barry M, Chisholm D, Gronholm P,
Egbe CO and Thornicroft G (2016) Population and community platform
interventions. In Patel V, ChisholmD, Dua T, Laxminarayan R, andMedina-
Mora EM (eds),Disease Control Priorities, Third Edition (Volume 4): Mental,
Neurological, and Substance Use Disorders, 3rd edn, Vol. 4. The International
Bank for Reconstruction and Development/The World Bank, pp. 183–200.
https://doi.org/10.1596/978-1-4648-0426-7_CH10.

16 Mukta Gundi, Rhea Kaikobad and Seema Sharma

https://doi.org/10.1017/gmh.2025.10046
Downloaded from https://www.cambridge.org/core. IP address: 13.201.136.108, on 21 Aug 2025 at 16:09:01, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms.

https://doi.org/10.4103/psychiatry.IndianJPsychiatry_343_19
https://doi.org/10.4103/psychiatry.IndianJPsychiatry_134_20
https://doi.org/10.1111/hsc.12498
https://doi.org/10.1186/s13033-018-0226-y
https://doi.org/10.1186/s13033-018-0226-y
https://doi.org/10.1080/17441692.2019.1616798
https://doi.org/10.34172/ijhpm.2020.62
https://doi.org/10.1371/journal.pgph.0002575
https://doi.org/10.1371/journal.pgph.0002575
https://doi.org/10.1017/gmh.2015.11
https://doi.org/10.1017/S0033291716002804
https://doi.org/10.7189/jogh.07.010408
https://doi.org/10.1016/j.socscimed.2014.07.057
https://www.mhinnovation.net/innovations/nalam-study-village-workers-promoting-mental-health
https://www.mhinnovation.net/innovations/nalam-study-village-workers-promoting-mental-health
https://doi.org/10.1007/s11126-015-9342-x
https://doi.org/10.1007/s11126-015-9342-x
https://doi.org/10.1017/9781009042680
https://doi.org/https://doi.org/0.4103/psychiatry.IndianJPsychiatry_102_17
https://doi.org/https://doi.org/0.4103/psychiatry.IndianJPsychiatry_102_17
https://doi.org/10.1186/s13033-019-0313-8
https://doi.org/10.4324/9780429323041-3
https://doi.org/10.1016/j.ajp.2015.05.044
https://doi.org/10.1080/13691457.2014.948810
https://doi.org/10.1371/journal.pone.0230074
https://doi.org/10.1371/journal.pone.0230074
https://doi.org/10.1186/s12889-020-09733-y
https://doi.org/10.1186/s12889-020-09733-y
https://doi.org/10.4103/psychiatry.IndianJPsychiatry_345_19
https://doi.org/10.1016/S0140-6736(10)61508-5
https://doi.org/10.1192/bjp.bp.111.092155
https://doi.org/10.1596/978-1-4648-0426-7_ch1
https://doi.org/10.1016/S0140-6736(18)31612-X
https://doi.org/10.1371/journal.pone.0285385
https://doi.org/10.1186/1752-4458-5-26
https://doi.org/10.1186/1752-4458-5-26
https://doi.org/10.1596/978-1-4648-0426-7_CH10
https://doi.org/10.1017/gmh.2025.10046
https://www.cambridge.org/core
https://www.cambridge.org/core/terms


Pradeep J, Isaacs A, Shanbag D, Selvan S and Srinivasan K (2014) Enhanced
care by community health workers in improving treatment adherence to
antidepressant medication in rural women with major depression. Indian
Journal of Medical Research 139, 236–245.

Prashanth NS, Sridharan VS, Seshadri T, Sudarshan H, Kumar KVK and
Murthy RS (2017) Mental health in primary health care: The Karuna Trust
experience. In White R, Jain S, Orr DMR and Read UM (eds), The Palgrave
Handbook of Sociocultural Perspectives on Global Mental Health. London:
Palgrave Macmillan UK, pp. 725–750. https://doi.org/10.1057/978-1-137-
39510-8_34

Rahul P, Chander KR, Murugesan M, Anjappa AA, Parthasarathy R, Man-
junatha N,Kumar CN andMath SB (2021) Accredited social health activist
(ASHA) and her role in district mental health program: Learnings from the
COVID 19 pandemic. Community Mental Health Journal 57(3), 442–445.
https://doi.org/10.1007/s10597-021-00773-1.

RaoK,Vanguri P andPremchander S (2011) Community-basedmental health
intervention for underprivileged women in rural India: An experiential
report. International Journal of Family Medicine 2011, 1–7. https://doi.
org/10.1155/2011/621426.

Rath S,Nair N, Tripathy PK, Barnett S, Rath S,Mahapatra R,Gope R, Bajpai
A, Sinha R, Costello A and Prost A (2010) Explaining the impact of a
women’s group led community mobilisation intervention on maternal and
newborn health outcomes: The Ekjut trial process evaluation. BMC Inter-
national Health and Human Rights 10(1), 25. https://doi.org/10.1186/1472-
698X-10-25.

Rath S, Prost A, Samal S, Pradhan H, Copas A, Gagrai S, Rath S, Gope RK,
Nair N, Tripathy P, Bhatia K and Rose-Clarke K (2020) Community youth
teams facilitating participatory adolescent groups, youth leadership activities
and livelihood promotion to improve school attendance, dietary diversity and
mental health among adolescent girls in rural eastern India: Protocol for a
cluster-randomised controlled trial. Trials 21(1), 52. https://doi.org/10.1186/
s13063-019-3984-1.

Raviola G, Naslund JA, Smith SL and Patel V (2019) Innovative models in
mental health delivery systems: Task sharing care with non-specialist pro-
viders to close the mental health treatment gap. Current Psychiatry Reports
21(6), 44. https://doi.org/10.1007/s11920-019-1028-x.

Reynolds CF,Dias A, Cohen A,Morse J,Anderson SJ, Cuijpers P and Patel V
(2017) Preventing late-life depression: Lessons in intervention development
from Goa, India. Innovation in Aging 1(3). https://doi.org/10.1093/geroni/
igx030.

Saha S, Chauhan A,Hamlai M, Saiyad V,Makwana S, Shah K and Pandya A
(2021) Unique collaboration of modern medicine and traditional faith-
healing for the treatment of mental illness. Journal of Family Medicine and
Primary Care 10(1), 521–526. https://doi.org/10.4103/jfmpc.jfmpc_979_19.

Santomauro DF, Mantilla Herrera AM, Shadid J, Zheng P, Ashbaugh C,
Pigott DM, Abbafati C, Adolph C, Amlag JO, Aravkin AY, Bang-Jensen
BL, Bertolacci GJ, Bloom SS, Castellano R, Castro E, Chakrabarti S,
Chattopadhyay J, Cogen RM, Collins JK, Dai X, Dangel WJ, Dapper C,
Deen A, Erickson M, Ewald SB, Flaxman AD, Frostad JJ, Fullman N,Giles
JR, Giref AZ, Guo G,He J,Helak M,Hulland EN, Idrisov B, Lindstrom A,
Linebarger E, Lotufo PA, Lozano R, Magistro B, Malta DC, Månsson JC,
Marinho F, Mokdad AH, Monasta L, Naik P, Nomura S, O’Halloran JK,
Ostroff SM, Pasovic M, Penberthy L, Reiner RC, Reinke G, Ribeiro ALP,
Sholokhov A, Sorensen RJD, Varavikova E, Vo AT,Walcott R,Watson S,
Wiysonge CS, Zigler B, Hay SI, Vos T, Murray CJL, Whiteford HA and
Ferrari AJ (2021) Global prevalence and burden of depressive and anxiety
disorders in 204 countries and territories in 2020 due to the COVID-19
pandemic. The Lancet 398(10312), 1700–1712. https://doi.org/10.1016/
S0140-6736(21)02143-7.

Shah S,Byer L,Appasani R andAggarwalN (2020) Impact of a community-based
mental health awareness program on changing attitudes of the general popula-
tion toward mental health in Gujarat, India – A study of 711 respondents.
Industrial Psychiatry Journal 29(1), 97. https://doi.org/10.4103/ipj.ipj_24_19.

Shidhaye R (2015) Implementation science for closing the treatment gap for
mental disorders by translating evidence base into practice: Experiences from
the PRIME project. Australasian Psychiatry 23(6_suppl), 35–37. https://doi.
org/10.1177/1039856215609771.

Shidhaye R, Lund C and Chisholm D (2016a) Health care platform interven-
tions. InDisease Control Priorities, Third Edition (Volume 4): Mental, Neuro-
logical, and Substance Use Disorders. The World Bank, pp. 201–218. https://
doi.org/10.1596/978-1-4648-0426-7_ch11.

Shidhaye R, Shrivastava S, Murhar V, Samudre S, Ahuja S, Ramaswamy R
and Patel V (2016b) Development and piloting of a plan for integrating
mental health in primary care in Sehore district, Madhya Pradesh, India.
British Journal of Psychiatry 208(s56), s13–s20. https://doi.org/10.1192/bjp.
bp.114.153700.

Shidhaye R, Murhar V, Gangale S, Aldridge L, Shastri R, Parikh R, Shrivas-
tava R, Damle S, Raja T, Nadkarni A and Patel V (2017) The effect of
VISHRAM, a grass-roots community-based mental health programme, on
the treatment gap for depression in rural communities in India: A
population-based study. The Lancet Psychiatry 4(2), 128–135. https://doi.
org/10.1016/S2215-0366(16)30424-2.

Shidhaye R, Baron E, Murhar V, Rathod S, Khan A, Singh A, Shrivastava S,
Muke S, Shrivastava R, Lund C and Patel V (2019a) Community, facility
and individual level impact of integrating mental health screening and
treatment into the primary healthcare system in Sehore district, Madhya
Pradesh, India. BMJ Global Health 4(3), e001344. https://doi.org/10.1136/
bmjgh-2018-001344.

Shidhaye R,Murhar V,Muke S, Shrivastava R,KhanA, Singh A and Breuer E
(2019b) Delivering a complex mental health intervention in low-resource
settings: Lessons from the implementation of the PRIME mental healthcare
plan in primary care in Sehore district, Madhya Pradesh, India. BJPsych Open
5(05), e63. https://doi.org/10.1192/bjo.2019.53.

Shields L, Chauhan A, Bakre R, Hamlai M, Lynch D and Bunders J (2016)
How can mental health and faith-based practitioners work together? A case
study of collaborative mental health in Gujarat, India. Transcultural
Psychiatry 53(3), 368–391. https://doi.org/10.1177/1363461516649835.

Shields-Zeeman L, Pathare S, Walters BH, Kapadia-Kundu N and Joag K
(2017) Promoting wellbeing and improving access to mental health care
through community champions in rural India: The Atmiyata intervention
approach. International Journal of Mental Health Systems 11(1), 6. https://
doi.org/10.1186/s13033-016-0113-3.

Singh V, Kumar A and Gupta S (2022) Mental health prevention and promo-
tion –A narrative review. Frontiers in Psychiatry 13. https://doi.org/10.3389/
fpsyt.2022.898009.

Sivakumar T, James JW,BasavarajappaC,Parthasarathy R,NaveenKumar C
andThirthalli J (2019) Impact of community-based rehabilitation formental
illness on ‘out of pocket’ expenditure in rural South India. Asian Journal of
Psychiatry 44, 138–142. https://doi.org/10.1016/j.ajp.2019.07.029.

Sivakumar T, Thirthalli J, Kumar CN and Basavarajappa C (2020)
Community-based rehabilitation for persons with severe mental illness in a
rural Community of Karnataka: Methodology of a randomized controlled
study. Indian Journal of Psychological Medicine 42(6_suppl), S73–S79.
https://doi.org/10.1177/0253717620971203.

Sivakumar T, Jadhav P,Allam A,Ramachandraiah S,Vanishree BNG,Meera
J, Santhosha S, Doddur D, Janardhana AL, Basavarajappa C, Kumar CN
and Thirthalli J (2022) Continuity of Care for Persons with serious mental
illness in a rural rehabilitation program during the COVID-19 pandemic in
India. Psychiatric Services 73(7), 830–833. https://doi.org/10.1176/appi.
ps.202100462.

Srinivasan K, Mazur A, Mony PK, Whooley M and Ekstrand ML (2018)
Improving mental health through integration with primary care in rural
Karnataka: Study protocol of a cluster randomized control trial. BMC Family
Practice 19(1), 158. https://doi.org/10.1186/s12875-018-0845-z.

Srinivasan V, Jain S, Kwon W, Bayetti C, Cherian AV and Mathias K (2023)
What innovative practices and processes are used to deliver psychosocial
care in India? A qualitative case study of three non-profit community mental
health organisations. SSM – Mental Health 4, 100220. https://doi.org/
10.1016/j.ssmmh.2023.100220.

Sunder P, Vincent AS, Saju MK, Moorthy AS, Paulose G, Robins R, Prabhu
AV, Arun M, Rajah A and Venkateswaran C (2021) Reimagining commu-
nity mental health care services: Case study of a need based biopsychosocial
response initiated during pandemic. Frontiers in Psychiatry 12. https://doi.
org/10.3389/fpsyt.2021.731321.

Cambridge Prisms: Global Mental Health 17

https://doi.org/10.1017/gmh.2025.10046
Downloaded from https://www.cambridge.org/core. IP address: 13.201.136.108, on 21 Aug 2025 at 16:09:01, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms.

https://doi.org/10.1057/978-1-137-39510-8_34
https://doi.org/10.1057/978-1-137-39510-8_34
https://doi.org/10.1007/s10597-021-00773-1
https://doi.org/10.1155/2011/621426
https://doi.org/10.1155/2011/621426
https://doi.org/10.1186/1472-698X-10-25
https://doi.org/10.1186/1472-698X-10-25
https://doi.org/10.1186/s13063-019-3984-1
https://doi.org/10.1186/s13063-019-3984-1
https://doi.org/10.1007/s11920-019-1028-x
https://doi.org/10.1093/geroni/igx030
https://doi.org/10.1093/geroni/igx030
https://doi.org/10.4103/jfmpc.jfmpc_979_19
https://doi.org/10.1016/S0140-6736(21)02143-7
https://doi.org/10.1016/S0140-6736(21)02143-7
https://doi.org/10.4103/ipj.ipj_24_19
https://doi.org/10.1177/1039856215609771
https://doi.org/10.1177/1039856215609771
https://doi.org/10.1596/978-1-4648-0426-7_ch11
https://doi.org/10.1596/978-1-4648-0426-7_ch11
https://doi.org/10.1192/bjp.bp.114.153700
https://doi.org/10.1192/bjp.bp.114.153700
https://doi.org/10.1016/S2215-0366(16)30424-2
https://doi.org/10.1016/S2215-0366(16)30424-2
https://doi.org/10.1136/bmjgh-2018-001344
https://doi.org/10.1136/bmjgh-2018-001344
https://doi.org/10.1192/bjo.2019.53
https://doi.org/10.1177/1363461516649835
https://doi.org/10.1186/s13033-016-0113-3
https://doi.org/10.1186/s13033-016-0113-3
https://doi.org/10.3389/fpsyt.2022.898009
https://doi.org/10.3389/fpsyt.2022.898009
https://doi.org/10.1016/j.ajp.2019.07.029
https://doi.org/10.1177/0253717620971203
https://doi.org/10.1176/appi.ps.202100462
https://doi.org/10.1176/appi.ps.202100462
https://doi.org/10.1186/s12875-018-0845-z
https://doi.org/10.1016/j.ssmmh.2023.100220
https://doi.org/10.1016/j.ssmmh.2023.100220
https://doi.org/10.3389/fpsyt.2021.731321
https://doi.org/10.3389/fpsyt.2021.731321
https://doi.org/10.1017/gmh.2025.10046
https://www.cambridge.org/core
https://www.cambridge.org/core/terms


Tewari A,Kallakuri S,Devarapalli S, Peiris D, Patel A and Maulik PK (2021)
SMARTmental health project: Process evaluation to understand the barriers
and facilitators for implementation of multifaceted intervention in rural
India. International Journal of Mental Health Systems 15(1). https://doi.
org/10.1186/S13033-021-00438-2.

Thara R and Patel V (2010) Role of non-governmental organizations in mental
health in India. Indian Journal of Psychiatry52(7), 389. https://doi.org/10.4103/
0019-5545.69276.

Tharoor H and Thara R (2020) Evolution of community Telepsychiatry in
India showcasing the SCARF model. Indian Journal of Psychological Medi-
cine 42(5_suppl), 69S–74S. https://doi.org/10.1177/0253717620958161.

The ANT (The action northeast trust) (2022) Mental Illness Treatment Alli-
ance (MITA), Northeast India. India. https://www.youtube.com/watch?v=
9UN5Vaj8044 (accessed 6 December 2024).

The ANT (The action northeast trust) (2024)MITA –Mental Health Program.
https://theant.org/en/what-we-do/mita-mental-health-program/ (accessed
6 December 2024).

The Banyan (2024) The Centre for Mental Health and Inclusive Development:
HomeAgain. https://thebanyan.org/home-again/ (accessed 23December2024).

The George Institute for Global Health India (2024) SMART Mental Health
Cluster Randomized Controlled Trial. The George Institute for Global Health.
https://www.georgeinstitute.org.in/projects/smart-mental-health-cluster-
randomized-controlled-trial (accessed 23 December 2024).

The Mental Health Innovation Network (n.d.) The MINDS Foundation.
https://www.mhinnovation.net/organisations/minds-foundation (accessed
6 December 2024).

The MINDS Foundation (2021) MINDS Foundation Annual Report.
The MINDS Foundation (2022) Programs— The MINDS Foundation. https://

www.mindsfoundation.org/programs (accessed 6 December 2024).
Thornicroft G and Tansella M (2013) The balanced care model for global

mental health. Psychological Medicine 43(4), 849–863. https://doi.org/
10.1017/S0033291712001420.

Thornicroft G, Alem A, Dos Santos RA, Barley E, Drake RE, Gregorio G,
Hanlon C, Ito H, Latimer E, Law A, Mari J, McGeorge P, Padmavati R,
Razzouk D, Semrau M, Setoya Y, Thara R and Wondimagegn D (2010)
WPA guidance on steps, obstacles and mistakes to avoid in the implemen-
tation of community mental health care. World Psychiatry. Blackwell Pub-
lishing Ltd, pp. 67–77. https://doi.org/10.1002/j.2051-5545.2010.tb00276.x.

Thornicroft G,DebT andHendersonC (2016) Communitymental health care
worldwide: Current status and further developments. World Psychiatry
15(3), 276–286. https://doi.org/10.1002/wps.20349.

Tripathy P,Nair N,Barnett S,Mahapatra R,Borghi J,Rath S,Rath S,Gope R,
Mahto D, Sinha R, Lakshminarayana R, Patel V, Pagel C, Prost A and

Costello A (2010) Effect of a participatory intervention with women’s groups
on birth outcomes and maternal depression in Jharkhand and Orissa, India:
A cluster-randomised controlled trial. The Lancet 375(9721), 1182–1192.
https://doi.org/10.1016/S0140-6736(09)62042-0.

Underhill C, Raja S and Farquhar S (2017) BasicNeeds: Scaling up mental
health and development. In The Palgrave Handbook of Sociocultural Perspec-
tives on Global Mental Health. London: Palgrave Macmillan UK, 445–466.
https://doi.org/10.1057/978-1-137-39510-8_21.

van Ginneken N, Maheedhariah MS, Ghani S, Ramakrishna J, Raja A and
Patel V (2017) Human resources and models of mental healthcare integra-
tion into primary and community care in India: Case studies of 72 pro-
grammes. PLoS One 12(6), e0178954. https://doi.org/10.1371/journal.pone.
0178954.

vanGinnekenN,ChinWY, LimYC,Ussif A, SinghR, ShahmalakU,PurgatoM,
Rojas-García A,Uphoff E,McMullen S, Foss HS,Thapa Pachya A,Rashidian
L, Borghesani A, Henschke N, Chong L-Y and Lewin S (2021) Primary-level
worker interventions for the care of people living with mental disorders and
distress in low- and middle-income countries. Cochrane Database of Systematic
Reviews 2021(8). https://doi.org/10.1002/14651858.CD009149.pub3.

Venkateswaran C and Vincent AS (2018) A Community Model of Mental
Health Promotion-Its Relevance in Education-The Story of MEHAC in
India International Journal of Innovation, Creativity and Change, Vol. 4.
Retrieved from www.ijicc.net.

Venkateswaran C, Jose S and Francis AP (2014) Community mental health
and NGO engagement: The Kerala experience. In Francis AP (ed), Social
Work inMental Health: Areas of Practice, Challenges andWay Forward. New
Delhi: SAGE. https://www.researchgate.net/publication/316472023.

Visalakshi S., Prateek V., Kamaldeep S., Rahul P, Philip S, Vinay B.,Manju-
natha N, C. Naveen K. and Math SB (2023) Role of mental health non-
governmental organizations (MHNGOs) in realizing the objectives of the
Mental Healthcare Act (MHCA) 2017 Indian Journal of Psychological Medi-
cine 45(1), 69–75. https://doi.org/10.1177/02537176211067570.

World Health Organization (1975) Organization of Mental Health Services in
Developing Countries. Geneva.

World Health Organization (2006) Psychosocial Support for Tsunami Affected
Population in India.

World Health Organization (2010)mhGAP Intervention Guide. World Health
Organization. www.who.int/mental_health/mhgap.

World Health Organization (2021a) Guidance on Community Mental Health
Services: Promoting Person-Centred and Rights-Based Approaches. Geneva.

World Health Organization (2021b) Mental Health Atlas 2020. Geneva.
WorldHealthOrganization (2022)WorldMental Health Report: Transforming

Mental health for All.

18 Mukta Gundi, Rhea Kaikobad and Seema Sharma

https://doi.org/10.1017/gmh.2025.10046
Downloaded from https://www.cambridge.org/core. IP address: 13.201.136.108, on 21 Aug 2025 at 16:09:01, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms.

https://doi.org/10.1186/S13033-021-00438-2
https://doi.org/10.1186/S13033-021-00438-2
https://doi.org/10.4103/0019-5545.69276
https://doi.org/10.4103/0019-5545.69276
https://doi.org/10.1177/0253717620958161
https://www.youtube.com/watch?v=9UN5Vaj8044
https://www.youtube.com/watch?v=9UN5Vaj8044
https://theant.org/en/what-we-do/mita-mental-health-program/
https://thebanyan.org/home-again/
https://www.georgeinstitute.org.in/projects/smart-mental-health-cluster-randomized-controlled-trial
https://www.georgeinstitute.org.in/projects/smart-mental-health-cluster-randomized-controlled-trial
https://www.mhinnovation.net/organisations/minds-foundation
https://www.mindsfoundation.org/programs
https://www.mindsfoundation.org/programs
https://doi.org/10.1017/S0033291712001420
https://doi.org/10.1017/S0033291712001420
https://doi.org/10.1002/j.2051-5545.2010.tb00276.x
https://doi.org/10.1002/wps.20349
https://doi.org/10.1016/S0140-6736(09)62042-0
https://doi.org/10.1057/978-1-137-39510-8_21
https://doi.org/10.1371/journal.pone.0178954
https://doi.org/10.1371/journal.pone.0178954
https://doi.org/10.1002/14651858.CD009149.pub3
http://www.ijicc.net
https://www.researchgate.net/publication/316472023
https://doi.org/10.1177/02537176211067570
http://www.who.int/mental_health/mhgap
https://doi.org/10.1017/gmh.2025.10046
https://www.cambridge.org/core
https://www.cambridge.org/core/terms

	Diversity in approaches in community-based mental health interventions in India: A narrative review and synthesis
	Impact statement
	Introduction
	Methods
	Findings
	Profile of the included interventions
	Primary prevention and promotion approach as a part of CMH interventions
	Primary prevention activities focused on raising awareness about mental health on community platforms
	Mental health promotion activities focused on enhancing capacities to foster wellbeing on community platforms

	Identification and case detection approaches as part of CMH interventions
	Interventions with components of identification and case detection on community platforms
	Interventions with components of identification and case detection on health care platforms
	Interventions with components of identification and case detection where the boundary between community and health care platforms is blurred

	Mental health care and treatment approaches in CMH interventions
	First line of mental health care at community platforms
	Treatment and care at healthcare platforms
	Treatment and care where the boundary between community and health care platforms is blurred

	Community-based psychosocial rehabilitation approaches in CMH interventions
	Rehabilitation components on community platforms to address livelihood-related needs
	Rehabilitation components on community platforms to enhance the competencies to navigate daily stressors
	Rehabilitation components on community platforms to address shelter and housing needs
	Rehabilitation components on community platforms to promote family and social inclusion


	Discussion
	Conclusion
	Open peer review
	Supplementary material
	Acknowledgements
	Author contribution
	Financial support
	Competing interests
	Ethics statement
	References


