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Key Messages: Mobile phone helplines 
are feasible, acceptable, and useful to 
deliver mental health services following 
discharge from acute care in mothers with 
mental illness. In low- and middle-income 
countries, where mobile technology is 
expanding, phone helpline services can 
help women with mental illness to access 
services on their own. Phone helplines 
can help provide collaborative care from 
a multidisciplinary team for women with 
perinatal mental health problems. Despite 
the gender gap in the ownership of mobile 
phones in India, nearly 50% of women in 
this study were able to use the helpline.

With the advent of mobile tech-
nology and its ubiquitous 
availability, mobile phones 

have become an ideal medium for the 
delivery of large-scale public health in-
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 ABSTRACT
Background: For women with perinatal 
mental illness, phone helplines may be a 
useful way of accessing help. This study 
assessed the feasibility, acceptability, 
limitations, and usage patterns of a 
helpline service for mothers discharged 
from a mother-baby psychiatry unit.

Methods: Mothers discharged from a 
mother baby unit during an 18-month 
period were provided with a helpline 
number. A social worker answered the calls. 
Details of the calls, including the reasons 
and the interventions provided, were 
recorded. Feasibility and acceptability were 
assessed by calling all users and nonusers. 
Satisfaction with the helpline was recorded 
among users, and reasons for not calling 
were assessed among nonusers.

Results: Among 113 mothers, 51 (45%) 
made 248 calls. Calls were regarding 
medication, sleep problems, planning 
pregnancies, symptom exacerbation, 

appointments, and suicidal ideation. Some 
calls were related to domestic violence 
(n  = 13, 5.24%), and infant health and 
breastfeeding (n = 11, 4.44%). Seventy-six 
(67%, 44 callers and 32 noncallers) were 
contacted. The majority (41/44) of the 
callers found it useful: 91% said they got 
help, and 95% said they would recommend 
it to others. However, language difficulties 
(9%) and technical problems (5%) were 
reported. Among the noncallers, the 
majority reported having experienced 
no problem related to mental health or 
had contacted a doctor. However, of the 
noncallers, one woman died of suicide, did 
not have access to a phone, and the family 
did not choose to call.

Conclusions: Helpline phone service 
appears to be feasible and acceptable 
and can be adapted in other mother-baby 
psychiatry units in low and middle-income 
countries. However, in some women, the 
nonavailability of a phone may be a limiting 
factor.
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formation and interventions.1 Phone 
helplines are seen as a good means of ex-
changing information, providing health 
education and advice, managing symp-
toms, early recognition of complications, 
giving reassurance, and providing quali-
ty aftercare.2 In the last few years, India 
has seen rapid growth in mobile technol-
ogy. In 2017–2018, India had 1206.22 mil-
lion telecom subscribers, out of which 
1183.41 million were wireless subscrib-
ers.3 A study conducted at a public hos-
pital in Northern India among patients 
visiting psychiatry services found that 
87.7% (307/350) used mobile phones.4 
Protocol-based mobile phone technolo-
gies have been used to assess and man-
age patients in high-income countries, 
which have been successful because of 
well-developed community care ser-
vices in the form of social workers; case 
managers; support for vocations, hous-
ing, and education, and social security 
benefits.5–7 However, the same protocols 
may not be suitable for use in low- and 
middle-income countries (LAMIC) due 
to a difference in quality and scarcity of 
mental health resources and prevailing 
sociocultural norms.8 A recent review 
on the use of mobile technology to diag-
nose and treat mental disorders in Asia 
concluded that there is a strong need for 
mobile technology-based mental health 
services.9 This might be particularly 
helpful in rural areas where limited in-
frastructure and stigma act as barriers 
to avail mental health care. A pragmatic 
approach for use of telecommunication 
in mental health services in developing 
countries would be to target high-risk 
patients. Telephone helplines have been 
successfully used for suicide prevention 
in India and South Asia.10–12 In other 
countries, telephone helplines have been 
used to address other mental health is-
sues as well.9,11,13–15

In South Asia, mobile ownership in 
women was 38% less, in comparison to 
men, at the time of this study.16 Moreover, 
not much information is available about 
the feasibility of using phone helpline ser-
vices among women with severe mental 
illness (SMI) in LAMIC. Mothers admit-
ted with SMI during postpartum are a 
particularly vulnerable group. A previous 
study from the mother baby unit (MBU) at 
the current study site found that mothers 

were often readmitted due to poor treat-
ment adherence, social issues, and marital 
problems.17 While helpline services have 
been reported as being useful among 
postpartum women in the community 
who have concerns about breastfeeding, 
a similar study has not been done among 
those with mental health problems, at 
least in a LAMIC setting.18

While designing a service model, we 
need to consider the limiting factors 
for mobile phone based interventions 
in a low resource and culturally diverse 
country like India. Cost of the phone ser-
vice, language and literacy barriers (with 
the patient and the care provider some-
times speaking different languages), 
lack of electricity supply, data security, 
and privacy issues are potential barriers 
and limiting factors for mobile-tech-
nology-based mental health services in 
these countries.9 Further, even though 
mobile phone ownership is high, there 
is a gender disparity in this ownership, 
and fewer women have access to their 
own mobile phone.19 In this context, it is 
important to understand the usage and 
feasibility of such a service.

This study aimed to assess the feasibil-
ity, acceptability, limitations, usage pat-
terns, and users characteristics of a free 
24-hour mobile phone helpline for moth-
ers and families discharged from an MBU.

Materials and Methods
This was an exploratory, cross-sectional 
study conducted in an MBU at National 
Institute of Mental Health and Neuro-
sciences, Bangalore, India. The MBU is a 
five-bedded inpatient unit where moth-
ers are admitted with their infants and 
one caregiver. It is staffed by a multidis-
ciplinary specialist team that provides in-
dividualized care based on the complex 
needs of each mother–infant dyad and 
the family. All mothers have a caregiver 
staying with them, usually a female rel-
ative. Predischarge counseling and in-
formation regarding handling crises and 
attending follow-up appointments form 
an important component of care. Moth-
ers are advised to follow-up at the peri-
natal outpatient service until the infant 
is two years old.

The mobile phone helpline was started 
in the month of April 2015. During pre-
discharge counseling, all mothers (both 

pregnant and postpartum) were given 
the helpline number in a printed card. 
The mother and her relatives present 
at the time of predischarge counseling 
were provided information about how 
and when to use the helpline. They were 
encouraged to use the service during 
working hours (9:00 am to 5:00 pm) as 
far as possible, unless it was an emergen-
cy. The phone was held by the psychiatric 
social worker of the perinatal psychiatry 
team. The psychiatric social worker in 
the MBU team is part of all clinical dis-
cussions and participates in perinatal 
mental health teaching and training as 
well. The reason for assigning this task 
to the psychiatric social worker was re-
lated to the prior experience that most 
of the calls received from this population 
through the hospital telephone switch-
board were for psychosocial support. 
If the psychiatric social worker was on 
leave, another team member took over 
the task. An algorithm (Appendix S1) de-
veloped by the multidisciplinary team 
was used for handling the call, and other 
team members were contacted in case of 
need. The algorithm included standard 
responses for possible questions and 
standard operating procedures for han-
dling crises such as risk to the mother or 
the baby, an exacerbation of symptoms, 
or a risk of suicidality. Medical queries 
were discussed with the psychiatrist in 
the team. In case of self-harm or oth-
er health risk, mothers or their family 
members were advised to contact the 
local psychiatric emergency services or 
reach our hospital psychiatric emergency 
service. Mothers who reported domestic 
violence and required shelter and safety 
were either advised to come to the peri-
natal psychiatry clinic and/or appropri-
ate services and referrals were provided 
to other agencies. Those who did not 
have any acute or serious issues related 
to health were provided advice over the 
phone or asked to come for an early fol-
low-up at the perinatal psychiatry clinic. 

Call Logs and Records 
Details of each call were systematically 
documented. Following each call, details 
recorded included the identity of the call-
er, relationship to the patient, the reason 
for the call, and details of the advice pro-
vided. The Institute Ethics Committee 
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approved the study. All mothers provid-
ed informed consent.

All the mothers (113) admitted from June 
2015 to December 2016 (18 months) were 
contacted six months after their discharge. 
The first author prepared a list of the call-
ers and noncallers. To assess the accept-
ability of helpline mobile phone services, 
all the mothers (113) who were provided 
the helpline number during the study pe-
riod were contacted. Callers were asked a 
set of questions related to usefulness and 
satisfaction, and the noncallers were asked 
the reasons for not using the helpline. To 
assess the feasibility of helpline services, 
the psychiatric social worker from the 
team attending the calls was asked a set of 
open-ended questions (Appendix S1). 

Data Analysis 
All call details were tabulated, and each 
item of the reasons for calls and interven-
tions provided was coded to form catego-
ries, independently by first and last author. 
Any differences were resolved by consen-
sus and discussion with the second author. 

The sociodemographic and clinical 
data and the responses to the acceptabil-
ity and satisfaction questions were re-
ported as frequencies.

Results
At the time of admission in the MBU, 
the mean (±SD) age of the mothers in 
years was 24.59 (±5.24), and the age of 
infants ranged from 7 days to 1 year 2 
months. Of the 113 mothers, 107 were in 
the postpartum period, and six mothers 
were pregnant. Also, 38% (n = 43) were 
from urban and 62% (n = 70) from rural 
areas. One-third of the mother–infant 
dyads were from Bangalore, a third from 
other districts of the state of Karnataka, 
and 36.28% (n = 41) from other states of 
India. Half the mothers belonged to the 
below poverty line (BPL) category as per 
the Government norms. Nearly 50% of 
the mothers had low literacy (illiterate 
or primary level education, i.e., ≤7 years), 
38.94% (n = 44) had secondary education, 
and 14% (n = 12) had a college education. 
All mothers received an International 
Classification of Diseases (ICD) 10 di-
agnosis. Acute and transient psychotic 
disorder (ATPD) was seen in 32% (n = 36), 
20% (n = 23) had bipolar affective disor-
der (BPAD), 20% (n = 23) had depression, 

15% (n = 16) had schizophrenia or other 
nonaffective psychosis, 5% (n = 6) had 
obsessive compulsive disorder, 4.5% (n = 
5) had organic psychosis, and 3.5% (n = 4) 
had dissociative disorders.

Usage Pattern of the Helpline 
Mobile Phone Services
The total number of calls received on the 
helpline was 248. Of these, 42% (n = 104) 
were made by the mothers themselves, 
48.3% (n = 120) were made by the spous-
es, and the rest, by other family mem-
bers. Table 1 summarizes the various cat-
egories of reasons for which the mothers 
or families called.

Acceptability of the Helpline 
Mobile Phone Services
Out of the 113 mothers, we were able to 
contact 76 mothers or family members to 
assess the acceptability and satisfaction. 
Of the 76, 57.9% (n = 44) had used the 
phone helpline. Fifty percentage (n = 22) 
of the calls were made by spouses, 40.9% 
(n = 18) of the calls were by the women 

themselves, and a minority, by other 
relatives. There were no differences in 
the sociodemographic or clinical profile 
between the callers and noncallers (Ta-
ble 2). Of the 76 contactable mothers, 
32 had not made any calls. Among the 
32 noncallers, 72% (23) knew that there 
was a telephone helpline available. Oth-
ers reported that they were not aware of 
this facility. Reasons for not contacting 
included not facing any illness-related 
problem (68.75%) or having contacted a 
local doctor for the same. However, 25% 
(8) reported not knowing the helpline 
number. Of the 32 noncallers contact-
ed, one phone number belonged to the 
brother of a woman who had died by sui-
cide and had not contacted the service 
for help. He mentioned that the helpline 
phone number was with him and that 
the patient had not owned a cell phone.

When asked about the usefulness of 
the helpline, of the 44 users, 93% (41) 
said that it was a useful service, 91% (40) 
said they got a helpful response, 95% (42) 
said they would recommend this service 
to others, 9% (4) reported language and 

TABLE 1.

Reasons for Using the Helpline 
Reasons Number of Calls

Calls related to mother

Reporting exacerbation in symptoms and  
seeking help to get inpatient care

21

Help regarding psychiatry emergency services 
for mother 

8

Advice regarding dosage and side effects of 
medications

11

Advice regarding sleep problems 5

Help to deal with suicidal ideation 2

Calls related to the 
baby

Breastfeeding-related doubts 9

Asking for fetal anomaly scanning services in 
pregnant mothers

4

Issues related to child custody 1

Health problems in the infant 1

Calls related to social 
and partner-related 

issues

Discussing interpersonal problems 18

Reporting crisis and request for shelter 13

Discussing poor support from spouse and family 6

Reporting domestic violence 6

Help for substance use in the spouse 1

Appointment related 
and other issues

Outpatient appointment 134

Calls from surgeons/gynecologists/physicians 
through patients or family members regard-

ing contraception and use of nonpsychotropic 
medications

5

Referrals to local psychiatrists 3
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communication difficulties, and 5% (2) 
reported problems in getting in touch. 
The average rating of the service was 
8.96 (minimum 7, maximum 10).

Feasibility of Handling 
the Helpline Mobile Phone 
Services
The psychiatric social worker who was 
in charge of answering the helpline and 
held the phone, reported feeling com-
fortable in handling the calls. Other 
team members were perceived as being 
supportive, and the standard algorithm, 
as well as standard operating procedures 
for handling crises, were found to be 
helpful. A few difficult situations includ-
ed the following:
1. Communication issues if the patient 

and the social worker spoke differ-
ent languages or dialects.

2. Difficulty in handling matters re-
lated to interpersonal relationships 
over the phone.

3. Difficulty in persuading the family 
members and the patient about the 
need for inpatient care if there was a 
suicidal risk or relapse/exacerbation 
of symptoms.

4. Difficulty in contacting the local 
psychiatrist in case of psychiatric 
emergencies.

Discussion
This study, which looked at the usage 
patterns of a phone helpline service 
within six months following discharge, 
and preliminary feasibility, found that 
nearly half the mothers admitted to the 
MBU used the helpline. Another import-
ant aspect was that nearly 50% of the 
calls were made by the women them-
selves, indicating that even in a society 
where women with mental illness may 
not have much agency,20 the availability 
of a mobile phone increases the chanc-
es of them seeking help for a variety of 
social and medical reasons. However, 
for the mother who died due to suicide, 
the phone number provided was that 
of her brother. This highlights the need 
for more focused communication with 
the mothers regarding the helpline, es-
pecially if they do not own a phone. The 
focused communication might include 
asking the mother to save or note down 
the helpline number, which she can use 
at the time of crisis, and discussing a cri-

sis plan for accessing the helpline if she 
did not have access to her own phone. 

Very few studies have assessed the use 
of postdischarge helpline services in psy-
chiatric settings. A nurse-led telephonic 
intervention on physical, psychological, 
and social aspects of care for women with 
endometrial cancer showed that patient 
satisfaction was high.21 In India, the gov-
ernment-initiated helplines for repro-
ductive health and HIV/AIDS have been 
quite popular.22 However, in the field of 
mental health, before the COVID-19 pan-
demic, most helplines have been used for 
suicide prevention,12,19,23–26 and only a few 
for other aspects of mental health.27 

Among postpartum women, the PAN-
DA (Perinatal Anxiety & Depression Aus-
tralia) National Helpline offers support to 
callers facing emotional health challeng-
es in the perinatal period.13 A study that 
analyzed patterns of help-seeking and 
reasons for contacting the PANDA service 
found that majority of the women who 
sought help were either pregnant or hav-
ing a child ≤12 months of age. The reason 
for seeking support was depression, anxi-
ety, and thoughts of suicide or self-harm. 
Women with perinatal mental illness re-
ported positive experiences of accessing 
support from that helpline, which was 
described as being accessible and accept-
able.13 A study describing a telephonic 
lactation support program showed that 
mothers often used the service to clarify 
breastfeeding-related doubts.28 

All these studies among women in the 
perinatal period, albeit from high-in-
come country settings, indicate the de-
mand for phone helplines for this vul-
nerable population. Women with mental 
health problems who have recently given 
birth, especially in LAMI countries, may 
find it difficult to travel to avail timely 
support. The high penetration of mobile 
phone services and the ability of women 
to get medical and psychosocial support 
when they are in need, indicate that such 
a service is very important. 

The strengths of the present study in-
clude systematic recording of all the data 
regarding the content of the calls and cat-
egorization by two independent authors 
and inclusion of women with SMI (most 
studies on helplines among perinatal 
women have focused on women with de-
pression and anxiety) and women with 
low literacy levels (indicating that it can 

TABLE 2.

Sociodemographic and Clinical Profiles of Callers and Noncallers 
of the Telephone Helpline Services

Variables Callers
(n = 51)

Noncallers
(n = 62)

Chi-Square 
(χ2)/T Test 

P value

Age  
mean ± SD

Mothers 25.23 ± 4.14 
years 

24.19 ± 4.92 
years

T = 1.20 0.23

Infants 128.59 ± 114.5 
days 

95.56 ± 
97.72 days 

T = 1.65 0.10

Diagnosis 
n(%)

Acute and transient  
Psychotic disorder

12(23.5%) 24(38.7%)

χ2 = 4.48 0.21Depression 14(27.5%) 9(14.5%)

Bipolar disorder 10(19.6%) 13(21%)

Others 15(29.4%) 16(25.8%)

Education 
n(%) 

Primary level  
education 

21(41.2%) 32(51.6%)

χ2 = 1.22 0.26
Secondary level  

education or more 
30(58.8%) 30(48.4%)

SES  
n(%)

Above poverty line 20(39.2%) 27(43.5%)
χ2 = 0.22 0.64

Below poverty line 31(60.8%) 35(56.5%)

Location 
n(%)

Bangalore district 18(35.3%) 16(25.8%)

χ2 = 1.91 0.38
Other districts of 

Karnataka 
14(27.5%) 24(38.7%)

Other states of India 19(37.2%) 22(35.5%)

Urban/rural 
n(%)

Urban 21(41.2%) 22(35.5%)
χ2 = 0.38 0.53

Rural 30(58.8%) 40(64.5%)
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be a useful and cost-effective form of in-
tervention for this group of women).

The main limitation of the study is 
that we could not get in touch with all 
the mothers to whom the helpline num-
ber was provided. 

It is important to call a helpline at times 
of crisis, and hence the ways in which ac-
cess to the helpline can be enhanced need 
to be explored in future studies. Some of 
the measures to enhance the helpline ac-
cess include (a) ensuring that the mother 
and the most important care provider, 
rather than any relative who is present at 
the time of discharge, is given the help-
line number, (b) ensuring, in all mothers, 
especially those with low literacy levels, 
that the phone number is entered into 
their mobile phones and encouraging 
them to make a test call before leaving 
the hospital, and (c) discussing with the 
mothers the various forms of help that we 
could provide and the confidential and 
collaborative nature of the service, so that 
they feel comfortable using the helpline 
even in their most distressing moments.

Conclusion 
Following discharge, women with SMI 
who were admitted to MBUs may have 
complex needs related to their illness, 
the infant, and psychosocial problems. 
Telephonic access to a dedicated multi-
disciplinary team that practices collab-
orative care and promptly handles the 
aforementioned needs is necessary. Our 
helpline users reported a positive experi-
ence of using the service and mentioned 
that they would recommend the service 
to others with similar issues. A dedicated 
team member could handle the phone 
with support from the multidisciplinary 
team, without feeling unduly burdened. 
The helpline appears to be feasible, ac-
ceptable, and useful in most instances 
and can be used in other LAMIC settings.

Declaration of Conflicting Interests
The authors declared no potential conflicts of 
interest with respect to the research, authorship, 
and/or publication of this article.

Funding
The authors received no financial support for the 
research, authorship, and/or publication of this 
article.

Supplemental Material
Supplemental material for this article is available 
online.

References
1. Harrison V, Proudfoot J, Wee PP, et al. Mo-

bile mental health: review of the emerg-
ing field and proof of concept study. J 
Ment Heal 2011; 20: 509–524. 

2. Mistiaen P and Poot E. Telephone 
follow-up, initiated by a hospital-based 
health professional, for postdischarge 
problems in patients discharged from hos-
pital to home. Cochrane Database Syst Rev 
2006: CD004510. DOI:10.1002/14651858.
CD004510.pub3.

3. TRAI. TRAI annual report 2017–2018. New 
Delhi: TRAI, 2019.

4. Sood M, Chadda R, Sinha Deb K, et al. 
Scope of mobile phones in mental health 
care in low resource settings. J Mob Tech-
nol Med 2016; 5: 33–37. 

5. Reid SC, Kauer SD, Dudgeon P, et al. A 
mobile phone program to track young 
people’s experiences of mood, stress and 
coping. Soc Psychiatry Psychiatr Epidemi-
ol 2009; 44: 501–507. 

6. Morris ME, Kathawala Q, Leen TK, et al. Mo-
bile therapy: case study evaluations of a cell 
phone application for emotional self-aware-
ness. J Med Internet Res 2010; 12: e10. 

7. Shapiro JR, Bauer S, Andrews E, et al. 
Mobile therapy: use of text-messaging in 
the treatment of bulimia nervosa. Int J 
Eat Disord 2010; 43: 513–519. 

8. Sood M, Chadda RK, and Singh P. Mobile 
health (mHealth) in mental health: scope 
and applications in low-resource settings. 
Natl Med J India 2016; 29: 341–343.

9. Brian RM and Ben-Zeev D. Mobile health 
(mHealth) for mental health in Asia: ob-
jectives, strategies, and limitations. Asian 
J Psychiatr 2014; 10: 96–100. 

10. Marasinghe RB, Edirippulige S, Kavanagh 
D, et al. Effect of mobile phone-based 
psychotherapy in suicide prevention: a 
randomized controlled trial in Sri Lanka. J 
Telemed Telecare 2012; 18: 151–155. 

11. Chavan B, Garg R, and Bhargava R. Role 
of 24 hour telephonic helpline in delivery 
of mental health services. Indian J Med 
Sci 2012; 66: 116. 

12. Shrivastava AK, Johnston ME, Stitt L, et 
al. Reducing treatment delay for early 
intervention: evaluation of a community 
based crisis helpline. Ann Gen Psychiatry 
2012; 11: 20. DOI:10.1186/1744-859X-11-20.

13. Biggs LJ, McLachlan HL, Shafiei T, et al. ‘I 
need help’: reasons new and re-engaging 
callers contact the PANDA—Perinatal 
Anxiety and Depression Australia Nation-
al Helpline. Health Soc Care Community 
2019; 27: 717–728. 

14. Romm KL, Gardsjord ES, Gjermundsen K, et 
al. Designing easy access to care for first-ep-
isode psychosis in complex organizations. 
Early Interv Psychiatry 2019; 13: 1276–82. 

15. Fakhoury WK, Wright D, and Wallace 
M. Prevalence and extent of distress of 

adverse effects of antipsychotics among 
callers to a United Kingdom National 
Mental Health Helpline. Int Clin Psycho-
pharmacol 2001; 16: 153–162.

16. Connected Women. Mobile access and usage 
in low. London, UK: GSMA, 2015.

17. Chandra P, Desai G, Reddy D, et al. The 
establishment of a mother–baby inpatient 
psychiatry unit in India: adaptation of a 
Western model to meet local cultural and 
resource needs. Indian J Psychiatry 2015; 
57: 290. DOI:10.4103/0019-5545.166621.

18. Maslowsky J, Frost S, Hendrick CE, et 
al. Effects of postpartum mobile phone-
based education on maternal and infant 
health in Ecuador. Int J Gynecol Obstet 
2016; 134: 93–98. 

19. Sanghera T. Wide gender gap in mobile 
phone access is hurting India’s women, 
https://www.indiaspend.com/wide-
gender-gap-in-mobile-phone-access-is-
hurting-indias-women/ (n.d., accessed 
September 28, 2019).

20. Malhotra S and Shah R. Women and men-
tal health in India: an overview. Indian J 
Psychiatry 2015; 57: 205–211. 

21. Beaver K, Williamson S, Sutton C, et al. Com-
paring hospital and telephone follow-up 
for patients treated for stage-I endometrial 
cancer (ENDCAT trial): a randomised, 
multicentre, non-inferiority trial. BJOG Int J 
Obstet Gynaecol 2017; 124: 150–160. 

22. Hotlines & Helplines | National AIDS 
Control Organization | MoHFW | GoI. 
http://naco.gov.in/hotlines-helplines 
(n.d., accessed August 10, 2020).

23. DISHA 1056. Direct intervention system 
for health awareness—a project of Arog-
yakeralam, Thiruvananthapuram, http://
disha1056.com/ (n.d., accessed September 
28, 2019).

24. List of suicide helplines in India. The 
Indian Express. https://indianexpress.com/
article/trending/this-is-serious/list-of-
suicide-helplines-in-india/ (2016, accessed 
September 28, 2019).

25. Helpline Number | Hum Do | Family 
Planning. https://humdo.nhp.gov.in/
help-number-tab/ (n.d., accessed Septem-
ber 28, 2019).

26. Hotlines & Helplines | National AIDS 
Control Organization | MoHFW | GoI. 
http://naco.gov.in/hotlines-helplines 
(n.d., accessed September 28, 2019).

27. Govt launches “181” women’s helpline 
number for all states | India News—
Times of India. https://timesofindia.in-
diatimes.com/india/Govt-launches-181-
womens-helpline-number-for-all-states/
articleshow/18114371.cms (n.d., accessed 
September 28, 2019).

28. Mullen SM, Marshall A, and Warren 
MD. Statewide breastfeeding hotline use 
among Tennessee WIC participants. J 
Nutr Educ Behav 2017; 49: S192–S196.e1. 


