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Introduction
Three-quarters of the global mental health burden is in low- 
and middle-income countries. Awareness and community par-
ticipation are vital to reduce the mental health burden. In India, 
focused studies show a direct link between community partici-
pation and mental health,1 indicating that wealth and longevity 
are significantly lower for people with mental health ailments. 
Stigma and discrimination against mental health patients is 
common, more so for women than men and the stigma is not 
just a rural phenomenan.2

In addition to the problems with perception of mental health 
problems and community participation, there are equally severe 
issues of a lack of facilities and neglect of mental health problems 
by policymakers. Proportionate to the overall health burden and 

availability of economic interventions, governments tend to spend 
lower on mental health than other ailments in low- and middle-
income countries.3 In addition to resource limitation, their une-
ven distribution and a lack of transition from institution care to 
community care are other problems of poor countries.4

There are several barriers to the improvement of mental 
health in low- and middle-income countries. Adequate and 
cheap medication alone cannot fix the epidemic of mental 
health problems, which would require broader interventions.5 
In addition to good mental health facilities, de-addiction cent-
ers, and trained ground level health workers, a cultural shift is 
also greatly needed.5 That said, in our opinion, without ade-
quate centers for de-addiction and specialized mental health 
hospitals, it is difficult to improve the mental health situation 
of low- and middle-income countries. We want to understand 
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how receptive the population of India is to an increase in such 
centers. Given the stigma associated with mental health,6 it is 
not obvious how people would respond to whether there is a 
need for facilities, what their preference of treatment would be, 
or if they would be willing to even accept the likelihood of 
themselves or their family members developing mental health 
problems. To address these problems, we conducted one of the 
largest nation-wide surveys.

Materials and Methods
The survey for this study was conducted by knocking door to 
door. Surveyors made an effort to sample from all strata of 
society from several states of India. To ensure that surveyors 
recorded the data properly, people’s names and phone numbers 
were also recorded and a small group of authors were assigned 
to call and verify the authenticity of the data. In the supple-
mentary material containing all the raw data (supplementary 
data 1), the identity and contact information has been removed 
for privacy reasons. Consent of respondents was taken for the 
data to be used for research purposes only and they were 
informed that their phone numbers would not be stored for 
long term, shared with anyone, or used to make calls to them 
except for making a single call to verify the entry. In a pilot 
study, we found respondents were more willing to discuss the 
highest educational qualification in their family than overall or 
individual income; hence, to assess social standing of the per-
son, we used education as a proxy. We did not explicitly collect 
information about ethnicity in this study.

The surveyors asked the following questions:

1A.  If a member of your family were to contract a high 
fever, would you

a. Treat it at home. b. Go to a local healer. c. Visit a 
religious preacher. d. Visit a doctor.

1B.  Do you think it is likely that member of your family 
would contract high fever?

a. Yes b. No

2A.  If a member of your family were to contract diarrhea, 
would you

a. Treat it at home. b. Go to a local healer. c. Visit a 
religious preacher. d. Visit a doctor.

2B.  Do you think it is likely that member of your family 
would contract diarrhea?

a. Yes b. No

3A.  If a member of your family were to contract an alcohol 
addiction would you

a. Treat it at home. b. Go to a local healer. c. Visit a 
religious preacher. d. Visit a doctor.

3B.  Do you think it is likely that member of your family 
would contract an alcohol addiction?

a. Yes b. No

4A.  If a member of your family were to contract schizo-
phrenia or other mental ailment would you

a. Treat it at home. b. Go to a local healer. c. Visit a 
religious preacher. d. Visit a doctor.

4B.  Do you think it is likely that member of your family 
would contract schizophrenia or other mental ailment?

a. Yes b. No

5. Do you think your neighborhood has adequate

a. Religious places and holy people? b. Local healers? c. 
General hospitals? d. De-addiction centers? e. Mental 
health facilities?

6. What is the maximum educational qualification in your 
immediate family?

Half the people surveyed were asked Question 1 to 4 with 
first question first and the fourth later and the other half with 
fourth first and first later to eliminate any effect from the order 
of questions.

We discarded any incomplete survey responses from our 
final responses and did not try to complete the responses in our 
confirmation call. The data were collected from 2017 June to 
2018 January. We received 8663 complete responses from 
across India. We analyzed data only from the States and Union 
territories of India, where we could get more than 30 responses. 
These were Jharkhand, Madhya Pradesh, Chhattisgarh, Punjab, 
Uttarakhand, Gujarat, Bihar, Kerala, Odisha, Tamil Nadu, 
Assam, Haryana, Uttar Pradesh, Andhra Pradesh, Telangana, 
Rajasthan, Delhi, Maharashtra, Karnataka, and West Bengal. 
For plotting data on an Indian map, results from Andhra 
Pradesh and Telangana were combined, as the Python library 
used to plot does not contain the updated list of states.

For the analysis of a questions 1A, 2A, 3A, and 4A, various 
responses (a, b, c, d, along with their variations, eg, a, ba, cda, 
and bc) were analyzed according to the qualification of the 
person interviewed. In addition to plotting, their distribution 
connections were made in the diagram to visualize response 
for Circos plot (http://circos.ca/). For analysis of a question 
Q1B, 2B, 3B, 4B binary form 1 and 0, respectively, was taken 
for yes and no and mean value of questions for each state was 
calculated and plotted accordingly. For the analysis of a ques-
tion Q5, counts for every option a, b, c, d, and e with their 
variation (a,d; b,c,d; a,e etc) were analyzed for each state. The 
count was then divided by the total number or response from 
their respective state to find the mean for an option (a,b,c,d). 
The means of responses of appropriate question are plotted 
on India’s map with a corresponding color intensity. States 

http://circos.ca/
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that have less than 30 points were left out of the analysis and 
are plotted in gray.

Results
We broke our analysis into response to a disease, acceptability 
of the likelihood of contracting a disease, and perceived inade-
quacy of facilities.

People claim openness in approaching a doctor for 
all health issues but likelihood of other alternatives 
depends on the disease and education level

For all 4 categories, diarrhea (Figure 1), high fever (Figure 2), 
alcohol addiction (Figure 3), and schizophrenia and mental 

health (Figure 4), people were most likely to choose a doctor 
over other alternatives of treating the problem at home, visit-
ing a local healer, or visiting a religious preacher. For diarrhea 
(Figure 1), a large number of highly educated people claimed 
that they would treat it at home, not an unusual trend of self-
medication. For high fever, a large fraction chose home treat-
ment in addition to a major fraction visiting a physician 
(Figure 2). For both mental health–related questions, the 
higher educated population preferred to visit a physician 
(Figures 3 and 4). From Figures 1 to 4, a clear pattern emerged 
that the less educated are more likely to seek religious help. 
Also, for mental health disorders, even the higher educated 
strata seeked religious help. These data are plotted in a Circos 
plot in Figure 5.

Figure 1. People’s preference of treating diarrhea.

Figure 2. People’s preference of treating high fever.

Figure 3. People’s preference of treating alcohol addiction.

Figure 4. People’s preference of treating schizophrenia and other mental health disorders.
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Accepted likelihoods for acquiring mental health and 
addiction problems are lower than for diarrhea and 
high fever

We analyzed the accepted likelihood of developing diseases in 
various states and found that people said that they or their fam-
ily were unlikely to ever contract schizophrenia or other mental 
health disorders, followed by a somewhat higher acceptability 

of the likelihood of alcohol addiction. In comparison, the 
acceptability of contracting diarrhea or high fever was much 
higher (Figure 6 and Supplementary Figure 1).

Adequate facilities
If a person’s response was that they were unlikely to ever con-
tract a mental health disorder and they were being honest to 

Figure 5. Evaluation of people’s responses to different diseases as a function of educational status.
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themselves, one would imagine that they would not find a 
need for facilities that deal with these problems. However, 
this was not the case. In fact, most of those surveyed felt the 
need for de-addiction centers and mental health hospitals 
(Figure 7). That said, a very high fraction of people also felt 
a need for general hospitals, local healers, and religious 
places. We assumed that with so many religious places in 
India, this would not be the perception and were surprised by 
this result. A need for local healers and general hospitals is 
not surprising, given the known gap between facilities and 
demand. The silver lining from this particular line of ques-
tioning is that people clearly would like to see more de-
addiction centers and more mental health facilities. Also, our 
analysis shows that people who are more educated are more 
likely to seek medical advice for mental health issues 
(Supplementary material 2).

Discussion
Our study, while confirming old ideas that there is a stigma 
related to mental health issues, shows that across India, people 
feel the need for more mental health care facilities and de-
addiction centers.

The gap between availability and need for health services, 
known as the treatment gap, in low- and middle-income coun-
tries, tends to be around 75%.7 We did not set out to measure 
the treatment gap for various diseases, this would be a future 
undertaking; instead, we focused the gap between people’s 
acceptance of the likelihood of contracting a disease versus 
their perceived need for specialized health care facilities. Our 
data clearly point toward the populations’ desire to see more 
mental health care facilities and de-addiction centers. We are, 
however, not proposing a simplistic solution of simply increas-
ing the quantity of such centers.

Figure 6. Accepted likelihood of different diseases, presented as a heat map.

Figure 7. Perceived abundance of different facilities.
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While increasing the number of such centers is necessary, 
equally needed is an increase in the number and training of 
non-specialist mental health care professionals.3 It is possible 
to achieve these goals in India with task sharing between spe-
cialists and community workers.8 This type of distribution 
already works well with non-specialists for addressing perinatal 
depression in low- and middle-income countries.9 A large 
number of traditional medicine practitioners can and should be 
forced to improve their practices with better regulation and 
formal training. We speculate that if this training also involves 
sensitization and training to properly deal with mental health 
problems, we could better distribute the task of managing the 
burden of mental health issues. More importantly, what has 
been already documented in a limited setting is that training 
primary care physicians in mental health makes a big differ-
ence.10 We think that a systematic evaluation of which node of 
the network and which strategic allocation of resources is the 
best solution for a particular cultural context is a much needed 
analysis. We also think that an evaluation of religious council or 
elders’ advice by population should be systematically studied. If, 
in fact, a sizable population is going to religious preachers and 
elders, a policy initiative might be considered to sway their 
choice to instead go to primary health care physicians or even 
to provide community elders and religious preachers with 
proper training. Direct community outreach projects run by 
government or non-government organizations have shown 
promise in parts of India11 indicating a strong need for the sys-
tematic evaluation of cost and success of such approaches and 
their possible integration with other programs. Community 
mental health programs are promoted all over the world, and 
there have been some interesting case studies from India.12 In 
addition to community interventions, a diametrically opposite 
focused approach, which previously has been largely restricted 
to wealthy countries, is also being promoted for low- and mid-
dle-income countries.13 In totality, our study shows people’s 
willingness to have more mental health facilities. It also sug-
gests the need for better community education and training at 
a grassroots level. We would love to see how the synthesis of 
various approaches takes shape in the years to come.

Our study broaches on the subject of stigma but does not 
study it in any depth. By asking people about the likelihood of 
catching diseases and then whether they have adequate facili-
ties, we do establish a mismatch, which is indicative of stigma. 
However, if we were to set out to study stigma, we would do a 
more disease-specific and stigma-centric study of patients, 
families, general public, local health care workers, general phy-
sicians, and specialist physicians. The fact that India has a very 
high stigma associated with mental health has been well estab-
lished.6 Also, it is unfortunately the case that not much is being 
done to deal with this stigma.14 Stigma and completely unin-
formed views of mental health are prevalent in urban and 
highly educated areas of India as well.2 A sense of alienation in 
the patient population, in addition to discrimination, contrib-
utes to the isolation of patients in India.15 Differences in male 

and female patient experience for schizophrenia have been 
documented in India.1 Stigma is not only to blame as a com-
plete lack of realization that mental health problems are real 
health problems is also part of rural understanding in parts of 
India.16 This is not seen only in the general public, even health 
care professionals are known to exhibit negative attitudes 
toward mental health patients and a systematic evaluation of 
health care professional attitudes is much needed for better 
policy formulation. Stigma has been associated with an under-
reporting of mental health problems, seeking less treatment 
after diagnosis17 and a battery of systematic studies for the 
Indian cultural context are long overdue. We hope that our 
study, which clearly lays out people’s understanding of the need 
for more mental health and de-addiction facilities, also under-
scores an urgent need to work toward an understanding of 
what is driving the stigma of mental health issues and elimi-
nate it aggressively through educational, medical, cultural, and 
even judicial and political means.
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