Mental Health Pilots & Research : 2003-2006
(Supported by Government of Gujarat and The Royal Netherlands Embassy)

Capacity Building of Hospital
for Mental Health in
Rehabilitation Activities
[A Pilot Project]

Volume I
Rehabilitation Model, Components
and Strategies

Centre for Action Research and Developmental Studies

Vardaan Foundation
Vadodara, Gujarat. INDIA
June 2006

This publication is the project report under mental health pilot and research supported by
Government of Gujarat and The Royal Netherlands Embassy to share the innovations and
findings. This report was developed by Vardaan Foundation and collaborating efforts of
Centre for Action Research and Developmental Studies - CARDS (A Sub unit of Vardaan
Foundation).

All Rights Reserved
The innovations made under the current project is solely belongs to the organization. Hence no
part findings and results of this project may be referred or reproduced (or disclose of reprinted
or utilized in any form) other than the funding (The Royal Netherlands Embassy) and other
supporting agencies (Government of Gujarat). The data inferences and opinions expressed in
the report are not the opinions of funding agencies or any central or state authorities of India.

CARDS served as Vardaan Publications
Restricted Copies are available from :

and

editorial

The Publication Division:
Vardaan Foundation
302, Dutt Apartment,
Opp. Baroda Dairy,
Makarpura Road,
Vadodara - 390 009.
Website: www.varfound.org
Email: vardaancards@varfound.org

CARDS / MH / RP / June 2006
Original : Engilish
Distribution: Restricted to Working Professionals (Private Circulation)

First Editions : June 2006
No of copies published : 100
Author: Dr. Harshit Sinha
Editorial Assistant: Mr. P. S. Seshadri
Typeset, layout and design by Mr. Kirti Patwa

Printed at Vardaan Foundation, Vadodara.

coordinator.

Mental Health Pilots & Research : 2003-2006
(Supported by Government of Gujarat and The Royal Netherlands Embassy)

Capacity Building of Hospital
for Mental Health in
Rehabilitation Activities
[A Pilot Project]

Volume I
Rehabilitation Model, Components
and Strategies

Centre for Action Research and Developmental Studies

Vardaan Foundation
Vadodara, Gujarat. INDIA
June 2006

ii

Capacity Building of Hospital for Mental Health for Rehabilitation Activities: Volume 1

Dedicated to the
Patients and their family members
Without their cooperation and support,
this project could have not become viable
in the hospital as well in the community.

Vardaan Foundation, Vadodara, Gujarat, India.

Capacity Building of Hospital for Mental Health for Rehabilitation Activities: Volume 1

iii

Preface
It is well known fact that rehabilitation in mental health is a complex and broad issue that is yet to
be explored scientifically. On the other hand, it is an eye-catching term, laudable slogan and
widely pronounced jargon, but rarely, it finds its real meaning in practice. As per the estimates of
the World Health Organization, around 24 million in the world suffer from Schizophrenia. In India,
for a population of approximately around 1 billion people, there are an estimated 4 million people
suffering from schizophrenia and 60 per cent of them require rehabilitation. Owing to the fast
growing economy and the series of natural and manmade catastrophes, rehabilitation to mental
health patients has becomes acute in Gujarat. The fact and also that the Mental Health Mission
Report (2003) of Government of Gujarat very well pointed out 20 to 25 percent of the treated
mental health patients are not accepted in their families and in the society.
Taking lead from this, Vardaan Foundation devised a hospital based community rehabilitation
model. The idea is to address the issues related to rehabilitations, and issues of psychiatric and
psychosocial support, social integration of the patient, who have received mental health
treatment in the community with structural integration of existing hospital, with the hope to
provide momentum to the rehabilitation initiatives in the hospital for mental health. The project
aims to enhance the skills of the mental health patients to earn their livelihood and enjoy
economic liberty. It also advocates for the social integration of such patients in the family through
community based volunteers and through structural alliances of public and private institutions.
Further, it also supports involvement of the community by enhancing its capacity to deal with the
affected persons imparting after care and management skills to immediate family members.
The report is divided into three volumes. The first volume explains the rehabilitation model,
components, and strategies. The second volume narrates data tools and software and the third
volume gives descriptions of different case studies in the process of rehabilitation.
In the first volume, Chapter 1 describes the conceptualization of the current project and
Chapter 2 gives brief description of previous experiences of rehabilitation in hospital and existing
models of rehabilitation services in India. It also includes our understanding of psychiatric and
psychosocial rehabilitation, which we have taken into consideration while developing this project.
Chapter 3 describes the aims, objectives, activities planned, and research questions explored.
Chapter 4 describes the service delivery management model and project setting in the hospital.
This includes logical framework, action plan, and project strategies. Further, it also describes
the components of rehabilitation, description about the development of the occupational and
vocational activities and associated issues linked in the execution of the project.
Chapter 5 describes about psychiatric and psychosocial data analysis and their findings. It should
be noted that some of the findings are statistically validated. Here we have done assessment of
504 new OPD cases, of which 200 cases were rigorously followed up. Hence analysis was
done for two types of data set. Chapter 6 narrates issues in the execution and sustainability of
the project. It also describes internal and external team dynamics and the problem of conceptual
clarity and structural integration with the hospital. Chapter 7 describes the achievements,
failures, and learning while the last chapter gives recommendation and conclusions.
Looking at the many complex and unexplored issues, working in the mental health sector without
any technical qualification initially created a void in my mind. After reading some books, Internet
search, and referring specially the 2003 series of World Health Organization for” Mental Health
Policy and Service Guidance Package” and there after their subsequent publication of related
topics, the very well documented Mission Report 2003 “Priorities for Mental Health Sector in Gujarat”
made me to explore the problems and associated issues scientifically and in greater details.
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With the passage of time I realized that in career of research and consultancy, this topic was
the most challenging. The innovations made in matter of rehabilitation for strengthening the
broad objectives of the Mental Health Mission in Gujarat are basically designed keeping in
mind the Indian ethos and cultural settings of our country. The service delivery management
model of rehabilitation in mental health is designed to include all sections of society in various
settings (institutional and community based) with its components roles of professionals and
non-professionals such that the government-non government partnership is cost effective
and sustainable in the long term with grant in aid support.
I hope - that the service delivery management model with its components; computerized
relational database management system, will help the programme and policy makers to
design a framework of rehabilitation for the mental health sector that will satisfy the broad
objectives not only of the Mental Health Mission in Gujarat, but also for the National Mental
Health Programme of our Country.
Harshit Sinha. M.Sc Ph.D
Project Coordinator
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Executive Summary
Under the broad objective of the Mental Health Mission in Gujarat, Vardaan was assigned two
responsibilities under the current project. The first was to enhance social skills and earning
capacity of mental health patients treated at the Hospital for Mental Health (HMH) at Baroda by
providing extensive social and economic support as part of the rehabilitation programme of the
hospital in a span of 1½ years. The second responsibility was to develop a management
information system for the hospital thereby enabling them to maintain patient records, avoid
duplication, define a clear criterion to transfer patients to the rehabilitation unit and monitor and
manage the rehabilitation programme.
For first objective we have conceptualized a service delivery management model with roles and
responsibilities assigned to individuals for different components to undertake the process of
rehabilitation from the hospital to the community. In this regard we have designed eight different
formats to make the rehabilitation programme more structured and scientific. In addition, we
have developed a full-fledged occupational therapy unit with five new trades. These trades have
been defined with the process of producing the items through different stages of production.
Training and incentives were paid under contract contingency in kind and cash for self care,
interpersonal communication, and work behaviour. After training, efforts were made to
rehabilitate the patients in the community through home based training programme; granting
loans through micro credit schemes, strengthening self-help groups, advocating for patient’s
rights, and integrating with day care centre. In this phase to some extent even the transportation
facilities were made provided to them.
About 504 patients from the hospital population were assessed randomly. Tracing their
psychosocial history, we found that 60 per cent of the patients were male and 40 per cent were
female. About 61 percent patients reported living in a nuclear family and 39 per cent in joint
family. Major concentration of the patients was in the age group of 16- 25 years and 36 – 45
years. In terms of diagnosis, about 53 per cent of the patients were suffering from
Schizophrenia, 13 per cent had bipolar, 12 per cent were found depressed and rest were of
different types of psychiatric disorders. The age of onset reveals a similar pattern as observed in
the reported age of male and female patients. As regard family income, about 60 percent of the
patients reported coming from below poverty line and lower family income group.
Out of total 504, cases about 40 percent of cases were in regular contact with the hospital and
project staff. Two hundred cases were rigorously followed up, and goals were set for
rehabilitation. 42.4 per cent of the cases were successful in attaining the desired goals and 36.4
percent of the cases were partially successful. About 50 per cent of the cases participated in
day care and home-based rehabilitation programme. Overall, 30 per cent of the patients were
actively involved in the community based programme. Among these, about 33 per cent were
identified for legal aid support and home based programme, 27 per cent in the day care centre
and 52 per cent were put under the resettlement programme. During one year the average
attendance at the occupational therapy unit was better in the case of males than females.
However, taking account of quality, female contribution in production of trade items was more
compared to male patients.
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In spite of these achievements we had failures on many fronts. The project team could not
market the finished products made by patients. Having developed system process and
protocols for the rehabilitation programme, we failed to do structural integration because of poor
participation of the hospital staff and lack of understanding and conceptual clarity of the subject
matter. The growing popularity of the project team in the rehabilitation work created identity crisis
among the hospital staff. This led to mistrust between both teams and a lack of cooperation
was observed from hospital authority. Among the project staff, feeling of superiority complex of
the technically qualified professional (psychiatrist and psychologist) created distrust among other
staff members. Overall, we have designed a successful and reliable model, but, short span of in
the 1 ½ years, we can rate its success as only 10 per cent for many obvious reasons narrated.
The pilot project has proved that a service delivery management model could be operated through
hospital. However, it is recommended that this model could only be made successful with
common understanding of the subject matter that will help for proper structural integration. Thus
it is suggested, to convert the pilot project as a regular programme in the hospital with the joint
efforts of public- private partnership model for long term sustainability.
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Chapter 1: Brief Background
1.1 Introduction
On the eve of the fifty years of independence, a group of concerned individuals desired to
impart services and rehabilitate socially underprivileged in rural and remote areas of India. To
achieve these objectives, a Public Trust was formed named as “VARDAAN
FOUNDATION” under the jurisdiction of Vadodara district (Gujarat). A sub-division was also
established under this Trust as Center for Action Research and Developmental Studies
(CARDS). The former imparts services to the desired group of the population and the later
prepares strategies for action cum research programmes/projects. The organization is working
in partnership with national and international funding agencies for facilitating resource
mobilization, and capacity building of peoples organizations; delivering services at very low
cost; reaching poor and other population not served by public or commercial agencies and
finding innovative solutions to problems and support successful innovations in policy and
programme formation. The major thrust areas during the last eight years have been
reproductive health; hospital care, disaster and crisis management; quality assurance and
sector reforms; mental health; adolescent health; application of GIS in health sector and policy
reform. Since the organization is registered in Gujarat, the major areas of operation are
confined to Gujarat. Very recently it has expanded its horizon of delivering services even to
outside the State.

1.2 Conceptualization of the Project
The organization first started its activities with rescue and relief operations at the time of
cyclone and earthquake in Gujarat. During the course of action the major observation made by
the organization in the matter of mental health is related to mass hysteria, anxiety, and mental
trauma among the affected population. This made the organization to look into issues related
to psychosocial aspects of individuals affected in natural catastrophes. However due to lack of
scientific information, our services were confined to serving medical and economic needs of
the affected population. However, looking at the trend of disasters1 in Gujarat, status of economic development, growing influence of the technology (satellite channels and television),
and cultural diffusion have been focus of interest. All these factors, makes the psychosocial
problems more acute in individual’s life as witnessed in the most prosperous state of India
(Sinha 2005). Today psychosocial rehabilitation services have become a felt need not only in
crisis situations but also in routine life.
This was evident in the Mission Report (GOG, 2003), that suggests that a large proportion of
persons with mental illness and mood disorders experience poor quality of the life with
long-term disability, persisting symptoms, or relapsing course of illness has given birth to the
field of psychiatric and psychosocial rehabilitations in the state of Gujarat. The right of
rehabilitation of mental health patients becomes more acute in Gujarat because the mission
report clearly points out that nearly 20 to 25 per cent of the treated mental health patients are
not accepted by their families and society. Globally around 24 million people suffering from
Schizophrenia. In India, for a population of approximately around 1 billion people with
psychiatric disorder in which there are an estimated 4 million people with schizophrenia and
60 per cent requires rehabilitation on their road to recovery (WHO, 2001). This is only for
schizophrenic patients; what about other diseases, bipolar, other depressive, chronic anxiety
disorders and substance abuse.
1 Drought (1987); plague epidemic (1994), cyclone (1998); Flood (1999); Earth Quake (2000) .. etc cited from the cases on
disaster and crisis management prepared Dr. Harshit Sinha (2001)
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1.2a Estimating the Burden of Rehabilitation
The missing data estimates do not portray the ground realities of the rehabilitation services in
the mental health programme in India and for the world. Data pertaining to right to rehabilitation
at various levels (global, national, regional and local) are only estimates and there are no exact
data estimates. Thus taking the thumb rule of TEN we have estimated the rehabilitation needs.
The thumb rules used by professional2 for calculating rehabilitation needs are given in box 1:
Box 1: Estimated Country Scenario - INDIA
a) From the total India population - 10% suffering mental illness = 1,000,000,000 (1 billion)
b) Among 1 billion population with MH disorder – 10% suffering from Severe Mental Disorders
(SMD-100,000,000)
c) Among 100 million with SMD – 10% need hospitalization (10,000,000)
d) Among 10 million hospitalized population with SMD – 10% need long term care (1,000,000) and
e) Among one million population with long term care – 20% to 25% need rehabilitation support
i.e., about 2,50,000 need various types rehabilitation services

Taking case of the Gujarat, the Mission Report points out that owing to multiple socio-political
and economic complexities, mental health problems in Gujarat are on the rise. It is estimated
that there are 2.8 million adults with common and severe mental disorders at any point in time.
Each year about 11,000 new cases of schizophrenia are added to the mental disorders
burden. The population burden of all severe mental disorders is more than four times the
number of persons affected by schizophrenia. Co-morbidity with physical disorders is
common. Events such as natural calamities and social and family disturbances in Gujarat
have significantly contributed to the number of reported cases of depression, trauma and
anxiety. Given this enormous mental disorder burden, less than one per cent of the total health
budget is spent on mental health. However, about 20-25% of the cases need rehabilitation
services as they are not accepted by the families. This trend is same all over the world.
Today mental health systems and services in many parts of the world are undergoing
significant reforms in structure and funding mechanisms that may lead to changes in
approaches of the delivery of treatment and support services. Best practices in rehabilitation
for mental health are changing in response to new knowledge from research, clinical practice,
and consumer and care sources (NZMHC, 2000). The basic premise of giving importance
these reform activities, is to ensure that rehabilitation services are delivered at the most
appropriate level, in a timely fashion, and in the context of positive outcomes with associated
norms and cultural values. This includes making appropriate distinction between clinical
rehabilitation and disability support, and determining which services should be provided by
non-government organizations (NGOs) and which services should be provided by other health
service professionals.
One of the important recommendations of WHO has been to develop Community based mental
health care programme. Developing community based rehabilitation programmes that are
appropriate both from the point of view which includes parameters of human rights as well as
not having a very big infrastructure for rehabilitation activities in mental health hospitals. In
India, the National Human Rights Commission pointed out for the need for upgrowing
management of the chronic population and stressed the need for providing rehabilitation
activity in all hospitals. In actual Rehabilitation in mental health has largely remained within the
occupational therapy units of a few mental hospitals without any system and protocols 3. The
Supreme Court has also directed to involve NGOs in the rehabilitation process in the
hospitals. However, it has now been realized that rehabilitation is an essential components of
2. Discussion with Prof. Nimesh G. Desai, Head, Dept of Psychiatry, HIBAS, New Delhi
3. Cited from the key note address of Prof. Mohan K. Isaac delivered at the World Association for Psychosocial Rehabilitation (Indian Chapter), organized by Vardaan Foundation, 25-27 Feb 2005.
Vardaan Foundation, Vadodara, Gujarat, India.
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overall management of persons suffering from psychiatric disorders. But the fact remains
that we do not have a rehabilitation model linked with the hospitals. The mental health
mission report the pointed has need for having NGOs as an important partner and
recommendations were made for granting statutory recognition.
Taking lead from this, the Vardaan Foundation has devised a hospital based community
rehabilitation model that takes care of above considerations. Since the hospital for mental
health is in the heart of the city, we intend to provide community rehabilitation services from
the hospital itself to make it cost effective in long-term under public – private partnership and
takes care of both severely and mild chronic populations. Our services include case history,
assessment of the current mental health situation, assessment of physical abilities,
developing protocol for monitoring the daily life cycle of patients; monthly evaluation report,
satellite economic programme, follow up, cooperative efforts for patient benefits, community
awareness programmes and advocate for legal and civil rights of the patients.
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Chapter 2 : Review and Rationale
2.1 Review of Literature
Rehabilitation in mental health is a complex and broad issue. This is because it is considered
as costly and labour intensive. Secondly, rehabilitation in mental health occurs in a variety of
settings such as mental hospital, alternate rehabilitation settings, e.g., half way home, partial
hospitalization, community based rehabilitation and home based rehabilitation. During the mid
90s, there were about thirty-two mental health hospitals in bearable conditions to provide mental
health services to the community. The Supreme Court suggested several directions to
improve the pathetic conditions but there has hardly being any improvement in this regards.
Looking at the pathetic conditions of mental health hospitals, the Supreme Court assigned the
responsibility to NHRC to monitor the implementation of its direction to all mental hospitals in
India. The NHRC report (1999) for psychosocial rehabilitation activities revealed that only 36
per cent of government mental hospitals have a separate facility for vocational training. The
rehabilitation activities were confined to the occupational unit (OT) in about 63 per cent of
hospital without much conceptual clarity, and were carried out by untrained professionals.
About 19.44 per cent of the hospital indicated to have day care services. Among these 41.66
per cent reported regular production of different item in OT. About 8.33 per cent of Government
psychiatric hospitals revealed to have rehabilitation wards. Further execution of rehabilitation
programmes with real concept was found confined to three hospitals located in southern
states of India (Karnataka, Kerla, and Tamil Nadu). All these hospitals are managed by NGOs.
In 53.65 per cent of hospitals there were no organized programmes for rehabilitation.
Combined programmes for male and females were present in 5.55 per cent only. In the name
of rehabilitation 19.44 per cent of the centres have a combined programme for mentally
retarded and mentally ill. Only 19.44 per cent of the centers have pre and post assessment of
patients attending rehabilitation program. Majority of the centers could not provide accurate
figures of patients attending the rehabilitation facility. Only one centre ensured employment
and placement outside the hospital. In 38.88 per cent of the centers, patients are involved in
routine work which remains unremunerated and unaccounted. Incentives are paid in cash in
25 per cent of the mental health centers only. These patients are allowed to operate their own
accounts and in most of the centers, the hospital authorities maintain patients’ accounts.
Community participation was negligible among these hospitals and only 5 per cent of the
mental health hospital reported family role as a partner in patient care. Poor staffing pattern
reported affecting the rehabilitation services. Overall the report reveals that lack of awareness,
poor infrastructure, unavailability of manpower and absence of community participation are
the critical factors in providing institutional rehabilitation. Thus it seems that psychosocial
rehabilitation services in mental health hospitals are inadequate. However with the growing
concept of deinstitutionalization, there is simultaneous change in the concept of rehabilitation.
Now, it has been observed that apart from mental health hospitals, NGOs have taken keen
interest in rehabilitation activities by opening halfway way homes and sheltered workshops.
During the last twenty years there has been remarkable change in the approach and in
defining various components of rehabilitation all over India.
Tracing history, the first ‘Half Way Home’ was set up by Medico Pastoral Association (MPA),
the first day care centre “Friends of NIMHANS, as first unit later which was developed as
department of rehabilitation in NIMHANS. Thereafter, with the active involvement of mental
health professional and collaborative efforts of patients, family, and community, there are many
community based rehabilitation models in India. Apart from MPA and NIMHANS, the other
established models in rehabilitation (both GO and NGO) running rehabilitation activities are
Home for Homeless in CNK, Kerala (Radhakrishnan, 2005); Long Stay Home in CADBAM,
Vardaan Foundation, Vadodara, Gujarat, India.
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and RFPG college, Bangalore (Kayansundaram, 2005); Family Day Care center (Raheja,
2005), Long Stay, Jyothi Niwas (Johnny, 2005); Bio-Psycho-social model, Pune (CMHCC 2005),
Day care Service, Sarthak (Bhagat 2005); Sheltered workshop, Ashadeep, Guwahati
(Mukul,2005), Self Help Group Chavakkad (Pfizer, 2005); Banyan tree community model,
Madras; Self Help Group like Margdarshika, and AMEND, Bangalore, ASHA at Chennai,
Richmond Fellowship (India) in Banagalore, SCARF, Chennai, SHRISTI, Madurai,
PARIPURNATHA, Kolkata; Samarpan, Indore, and many more.
Major concentration is in the southern part of India. All the rehabilitation models have been
developed on its own and in due course of time to reach to current maturity. These models
have their own philosophy and are imparting diversified services depending upon the available
resources in various settings (hospital, community, home, and family groups). However major
concern is related to the standards adopted in imparting services. So far there is no uniform
framework that can be adopted in imparting rehabilitation services and there are great
possibilities of missing links of ethical and legal issues; quality standards and quality of care
without proper service delivery systems associated with it. However attempts have been made
a&b
by NIMHANS and some institutions (MSCTRF, 2005 ) to develop the guidelines for
providing such rehabilitation services. Overall it seems that though the rehabilitation services
widely imparted, availability of resources, inclusion of social dimensions, appropriate
community/institutional cost effective intervention are yet to be tested and sustained with
holistic approach. Taking lead from this an attempt has been made by Vardaan Foundation to
undertake all these challenges with service delivery management model for conducting
rehabilitation programmes through inter-sectorial co-ordination mechanisms right from the
point of identification and treatment of the mental disorders with professional - to -resettlement
and finally back in the community addressing issues pertaining to human rights, ethical and
legal through NGOs and Self Help Group under public private partnership.

2.2 Rationale
Treatment and rehabilitation are interconnected seamlessly, as are the full range of
bio-psychological services in continuous and comprehensive efforts to reduce impairment,
disability, and handicap among the mentally disabled. In addition, a major goal of psychiatric
rehabilitation is enabling the mentally disabled person and family members to be actively
involved in treatment decisions and achieve the highest feasible quality of life in the
community. An enormous population of mentally disabled persons needs psychiatric and
psychosocial rehabilitation to improve their quality of life. For example India’s National Mental
Health Programme used the triad of diagnosis, disability, and duration to identify persons who
suffer from persistent or recurrent organic, schizophrenic, mood, anxiety and other disorders
that become chronic and erode or prevent the development of their functional capacities in
relation to three or more primary aspects of daily life. These functional areas of daily life
include personal hygiene and self-care, self-directed, interpersonal relationship, social
transaction, learning, recreation, and economic self-sufficiency.
Inadequate resources and poor organization of service delivery for target population, which
results in thousands of homeless, mentally ill persons in urban centers of our country, have
amplified the challenge to psychiatric rehabilitation. The trans-institutional nature of the
seriously mentally ill patients from civil hospital to jails, custodial board-and day-care home,
and hospital of mental health located in urban centre is a condemnation of our society’s
human values. Our failure to provide high-quality, continuous psychiatric treatment is made
more tragic by the availability of new rehabilitative technologies that, when systematically
Vardaan Foundation, Vadodara, Gujarat, India.
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organized and delivered, have the potential to reduce morbidity, impairments 4 , disability5 , and
handicaps 6 among serious and chronic mentally ill persons (Kaplan and Sadock, 1999).
The idea behind designing such a projects is to address the issues related to rehabilitation that
particularly advocate for the issues of psychiatric and psychosocial support and social
integration of the patients undergoing mental health treatment in the community with structural
integration of existing hospital, so as to bring momentum to the rehabilitation initiatives in the
hospital for mental health. The project aims to enhance the skills of MH patients to earn their
livelihood and enjoy economic liberty for their future survival and advocate for the social
integration of such patients in the family through community volunteers, and through structural
alliance of public and private institutions. Further, it also supports involvement of the
community enhancing its capacity to deal with the affected population imparting after care and
management skills to immediate family members.

2.3 Understanding Psychiatric and Psychosocial Rehabilitation
To a common man what does the word rehabilitation mean? In layman language, it is defined
as normalizing the tense situation and resettling a person in the original environment to which
he belongs. When we refer to mental illness, the word ‘rehabilitation’ is also known as
psychiatric rehabilitation and could be defined as “a set of targeted interventions that is
intended to prevent further, or reduce disability that is associated with mental health
problems” (Barton 1990). Varied opinions have been expressed by professionals in the field
(refer box 2).
Box 2: Viewpoints on Mental Health Rehabilitation
a) Defining Mental Health Rehabilitation “In my early years in psychiatry, sending a patient home
from (mental) hospital was itself rehabilitation” - P.S. Gopinath, Past President, WAPR(IC)
b) Defining Psychiatric rehabilitation “Though it is an eye-catching term, laudable slogan and
widely pronounced jargon, rarely it finds its real meaning in practice” - G.Gopalakrishnan, 2002;
Past President, WAPR(IC)

Psychiatric rehabilitation assumes that disabled persons need maintenance medication, social
and independent living skills, and environmental resources and support to fulfill the role
demand of community life. However, rehabilitation is a labour intensive and person-to-person
venture. Organization and delivery of therapeutic and rehabilitative interventions for persons
experiencing serious mental disorders requires a longitudinal, informed, mutually respectful
and collaborative therapeutic alliance between the patient and caregiver. Rehabilitation of
individuals with chronic and serious mental disorders has to respond to the transition in locus
and focus of care from institutions to community and from custodial care to functioning in
society. Community support program, psychological self-help clubs, and community mental
health centers are now the hubs of psychiatric and psychological rehabilitation of services
where new modes of interventions are coordinated and delivered by case managers in league
with multidisciplinary teams for sustaining seriously mentally ill patients in the community.
Thus in recent times, rehabilitation is defined as “various methods to enable mental health
patients who are not totally improved - so as to improve their social and vocational skills for
independent living. It can be at many places – hospital, outpatient mental health clinic, day
care hospital, shelter home, social club etc” (Kaplan and Sadock 1999).
4. The characteristic positive and negative symptoms and associated cognitive and affective abnormalities of disorders such
as schizophrenia; autistic disorder, and bipolar disorder (cited from Kaplam &* Sadock, 1999)
5. The restrictions and impairments imposed on such functional life domains are personal hygiene, medication self
management, recreation for leisure, and family and social relationships (cited from Kaplam &* Sadock, 1999)
6. The disadvantage experienced by an individual with impairments and disabilities that limits or prevents the fulfillment of
normal roles, such as workers, student, friend, citizen and family members.(cited from Kaplam &* Sadock, 1999)
Vardaan Foundation, Vadodara, Gujarat, India.
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One can also express “Psychiatric rehabilitation assumes that disabled person needs
maintenance, medication, social and independent living skill environment resources support
to fulfill the role demand of community life (WHO 2001).”
Psychiatric rehabilitation is a difficult and complex task. One has to keep track of stage of the
stages disorder, ranging from prodromal, to acute, to residual phase; that contains treatment
and rehabilitation modalities, such as drug therapy, family and cognitive therapies, social skills
training, and vocational rehabilitation. This is followed by the requisite support programmes
aimed at compensating for disability and minimizing handicap (e.g.: family education and
support, social service entitlements, case management, housing, and psychological club).
On the other hand, the birth of psychosocial rehabilitation came into existence in the mid 80s
with the formation of a new body of World Association of Psychosocial Rehabilitation that aims
to help in reducing the disabling effects of chronic mental illness and to highlight social and
environmental barriers, which hinder treatment and rehabilitation efforts and which add to the
stigma of chronic mental illness. In addition to this, it also includes consumer empowerment
and involvement with planning, delivery and evaluation of mental health services.
Thus psychosocial rehabilitation has received increasing attention and includes (over the
period such that) ‘care in the community’. This has become the norm for people affected by
mental illness. One of the early definitions laid down under joint collaboration of WAPR with
W.H.O and other experts (WHO 1996) suggests that
“Psychosocial rehabilitation is the process that facilitates the opportunity for
individuals – who are impaired, disabled or handicapped by mental disorders
– to reach their optimal level of independent functioning in the community.”
One must not forget that psychosocial rehabilitation is a complex task. The term psychosocial
rehabilitation support is used here to refer to a range of social, educational, occupational,
behaviour and cognitive interventions designed to increase the individual’s basic
psychosocial capacities for role performance and manifestation of his or her potential
(PSR manual 2000).
This suggests that the process involves multisector approaches that involve total
management of persons disabled by mental disorders. This is because the consumers,
professional, families, employers, managers and administrators at various levels are involved.
The overall focus is on an integrated, goal oriented approach to skill building and support that
maximizes the realization of personal and family recovery goal. Thus today there are many
burning issues pertaining to the Framework for Rehabilitation for Mental Health among both
public and private mental health institutions. Looking at the complexity, it is very essential to
consider geographic, cultural, economic, political, ecological, social and organizational
aspect while providing psychosocial rehabilitation.
The importance of psychosocial rehabilitation gained momentum when the World Health
Organization pointed out that “Mental health care should be provided through general health
services and community settings. Large and centralized psychiatric institutions need to be
replaced by more appropriate mental health services.” W.H.O had pointed out the varied
rehabilitation services 7 to be rendered through any rehabilitation center in the community or
institution.
7. Community mental health centers / outpatient clinics; day care centers; drop-in centers; support groups; employment /
rehabilitation workshops, sheltered workshops, supervised work placements, cooperative work schemes or supported
employment programme (Cited from W.H.O c 2003).
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Although not evenly spread throughout India, many psychosocial rehabilitation centres provide
a range of services that encourage participation and personal development of the individual. It
is the supportive environment that combines peer support, skills development and structure
that fosters an atmosphere of recovery. If the benefits of psychosocial rehabilitation are so
overwhelming, what is the need for psychiatric rehabilitation? Are there any differences or
similarities? Which is more appropriate or superior? Are they interconnected? These are some
of the questions that crop up while the formulating of a rehabilitation service delivery model.
Both psychiatric and psychosocial approaches are confined to mentally ill and other allied
disorders. However the former is more confined to a therapeutic approach and the latter
incorporates a multisector approach enabling involvement of individuals, families and
communities. However, it is observed that both processes are interconnected with each other
and have symbiotic relationship. Psychiatric rehabilitation assessment is the first phase and it
is inevitable process that is compulsory to be attended. Later it could be integrated as back up
support system while conducting psychosocial rehabilitation.
Psychiatric rehabilitation assessment and psychiatric diagnosis focus on completely different
aspects of the person. While psychosocial rehabilitation services can play a key role in the
process of recovery but should be part of a longer journey that moves people from disability to
meaningful participation and inclusion in society. Summing up, one can say that rehabilitation
can be conceptualized as a process which comes into effect as the acute phase of illness
subsides, seeks to minimize disability and maximize assets, and strives towards
resettlement and functional and financial autonomy.
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Chapter 3: Aims and Objectives of the Pilot Project
3.1 Aims of the Project
The main objective of the current project is to enhance technical and physical capacity of the
hospital for mental health in Baroda in the process of rehabilitation that broadly addressed the
issues to build skills of the mentally ill patients after assessment and evaluation. The skills
undertaken are to earn their livelihood; enjoy economic liberty for their future survival; advocate
for the social integration of such patient in the family through community volunteers and also
through structural alliance of public and private institutions. Further, it also supports
involvement of the community by enhancing its capacity to deal with the affected population
and imparting after care and management skills to immediate family members.

3.2 Specific Objectives

- To enhance social skills and earning capacity of mental health patients treated in the
Hospital for Mental Health at Baroda by providing extensive social and economic support
as part of a rehabilitation programme of the hospital in a span of 1½ years.

- To develop a management information system for the hospital for mental health, thereby
enabling them to maintain patient records avoid duplication (by providing identification number
to each patient), define a clear criterion to transfer patients to the rehabilitation unit and to
monitor and manage the rehabilitation programme.

3.3 Activities Planned
Activities planned under the current pilot project are as follows:
1)

Selection of hospital where the pilot project will be carried out.

2)

Establishing an advisory committee to prepare norms for the sheltered workshop
and decide the action plan.

3)

Develop an action plan for capacity building of the Hospital for Mental Health as
approved by the advisory committee.

4)

Selection of project director, psychiatrist, and Counsellors / social workers, and an
occupational therapist who will be part of the rehabilitation team. Training of the
team in rehabilitation service delivery system.

5)

Institutionalizing the action plan in the rehabilitation unit of the hospital. The steps
would bea.
Assessment of about 250 patients visiting/undergoing treatment in the
hospital using the psychosocial assessment tool based on the concept of CASIG.
b.

Selecting about 200 patients (based on assessment) for counselling
motivate for continuous treatment

c.

Planning rehabilitation separately for inpatients and outpatients of the hospital
keeping in mind each individual’s and his family’ consent.

d.

Providing skill training to about 40-50 patients. The OT of the patient will be
decided by a team of psychiatrists and occupational therapists. Developing at
least six new trades in the hospital to upgrade the technical capacity for
livelihood of these patients.

Vardaan Foundation, Vadodara, Gujarat, India.
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e.

Creating micro-credit society and other marketing ventures to market
products made by patients.

f.

Using the token economy programme for about 30 patients who would
be rewarded @ Rs 0.50/day. Enabling about 20 out of 50 selected
patients to earn about Rs. 10 daily.

g.

Device a procedure for long term follow-up of the patients.

6)

Sustaining the activities (under point 6) and impact analysis.

7)

Generating public supports for rehabilitated persons and develop out reach
programmes in the form of leaflet distributions in the target community.

8)

Studying the existing manual information system in the hospital, identifying its
weakness and developing a software (of management information system)
which can be used by the hospital staff (after training) to maintain patient
records in a more systematic way.

9)

Documentation and evaluation.

.

3.4 Research Questions
Since this is a pilot research study, the following research questions were included in the
study:
1. What is the feasibility of integrating mental health rehabilitation activities of the hospital
with vocational and skill training? Does it enhance the capacity of the hospital for mental
health in the rehabilitation process?
2. Could there be a difference in diagnosis of the mental health status of a patient by the
psychiatrist of the hospital and the rehabilitation centre?
3. What are the items for advocacy for mental health patients and for their family?
4. Would it be easy to synchronize the activities of the hospital staff and the project team?
Can this model be generalized?
5. What was the earning capacity of the rehabilitated patient before and after treatment? How
receptive is the patient to skill training and what are his chances of gaining meaningful
employment after rehabilitation?
6. What are the individual needs for rehabilitation in the mental health sector? Is there
a pattern?
7. Is rehabilitation in the hospital setting cost effective? How can it compare with cost
effectiveness of a community rehabilitation programme?
8. How can rehabilitation needs and outcomes are measured?
9. How can community acceptance to mental health programmes and endeavours be
generated?
10. What are the appropriate interventions to enthuse community involvement?
11. What is the effectiveness of the developed MIS as compared to the manual information
system? Can it be easily used by hospital authorities?
12. What is the validity of the scale used?
Vardaan Foundation, Vadodara, Gujarat, India.
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Chapter 4: Description of Project Activities
4.1 Conceptualizing Rehabilitation Service Delivery Model
For a beginner, it is essential to understand the meaning of words and procedures associated
in the process of rehabilitation. Majority of the people consider the rehabilitation process as a
process adopted for normal persons in normal circumstances. However, such assumption is
far from reality because in actual, rehabilitation for mentally ill patients is a very difficult and
mammoth task and is a continuous process, till the individual acquires the state of normalcy to
its original environment. It is a challenging task to design a rehabilitation model covering all
aspects and service as pointed (in the literature survey). Besides looking at the term
psychiatric and psychosocial rehabilitation, the rehabilitation process in mental health consist
of different phases - right from identification, to treatment, to goal setting, to social and
vocational support, to final resettlement involving issues related to human resources,
advocacy and capacity through inter-sectorial coordination as shown in Figure 4.1.
Rehabilitation of persons with mental illness is central to any community mental health policy
or programme. The process of rehabilitation looks at mental illness, not as disease but as
disability with various health and social implications. Rehabilitation is a holistic concept of
care, involving all stake holders in a meaningful way at the community level. It is a mechanism
of inclusion of persons with mental illness in the community. Thus one of the challenging tasks
is to identify mental illness. It is astonishing to note that mental health service delivery is
structured more towards treatment and care of severe mental disorders (SMDs), whereas the
present need is to focus on common mental disorders (CMDs). Thus it becomes essential to
link rehabilitation services with community support programmes.
The rehabilitation programme must ensure training to team members for identifying common
mental disorders. The rehabilitation process begins when the symptoms are clear and desibility
and impairment are reduced. Looking at the severity of the disease one can classify it as
severe or common mental disorder. The treatment begins after the identifications of the
ailment that all depends upon the severity of the illness. The course of the treatment also
depends upon the severity and thus could take place in a hospital (institutional based) or at
home (community based). This is basically done to reduce the impairment and disability among
the sufferers of any mental disorder. Thus, if identification is the first step on the road to
successful psychiatric or psychosocial rehabilitation, then assessment is the roadmap for the
journey. A thoroughgoing, carefully conducted assessment pinpoints the areas for
rehabilitation and provides a baseline for monitoring its effects.
There are a number of assessment tools available and depending upon the need, one must
use it. Such assessments helps as to know the exact need of psychiatric rehabilitation
problem, that helps to achieve the optimal level of functioning of individual and societies, and
minimization of disabilities and handicaps, stressing on individual’s choice on how to live
successfully in the community.
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Figure 4.1

Box 3: Tips to Remember in Rehabilitation Services in Mental Health
a) Models are abstract concepts and dynamic in nature
b) To cater to the problems of mental illness, we need all types of model of rehabilitation for
different strata of society
c) Looking at the cultural diversity of our country, no models of MH rehabilitation could be
generalized for replication but the principles remain the same.
d) It must be remembered that one must not set goals too high for patients and family.
e) It is advisable to start with simple, low-stress, and user-friendly goals
f) Rehabilitation should not be restricted only to those whom it is expected to resettle, and
resettlement should not be attempted without adequate rehabilitation.
Source: Sinha, H ; Guiding Principles and Programme Management, Manual for the Programme Manager, January 2005
Vardaan Foundation, Vadodara, Gujarat, India.
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The focused interventions begin by setting goals of individual (sufferers) or family (care
givers). The programmes that are available include cognitive behavioural therapy, cognitive
rehabilitation, vocational rehabilitation, supported employment, pre-vocational training,
transitional employment and family intervention, skills training, illness self-management as
applicable to psychosocial rehabilitation.
After setting the goals, the caregiver as well as service providers must decide the
rehabilitation activities, looking at physical motor functioning, educational background,
grasping capacity; communication skills, etc as well, the availability of resources. For service
providers, there are a number of options 8 available for providing rehabilitation services.
Since rehabilitation is very complex and has a broad spectrum, it is essential to know that at
what capacity the service providers are ready to impart rehabilitation services for mentally
disabled persons - either through institutional based services or community based services.
Further, rehabilitation services are not completed even after the person is resettled (Bennett,
1983) or is earning his livelihood or has a calm domestic life.
One must remember that resettlement would constitute the effect of good rehabilitation. It is
one of the difficult tasks and there is evidence that many service providers have spent their
entire life in the resettlement of a single person. This is the most challenging part in the
process of rehabilitation. Without rehabilitation, resettlement would not be possible, as an
unprepared person with residual disability cannot be placed in a familiar or alien environment.
Rehabilitation, therefore, should prepare the person for resettlement by addressing itself to
various aspects of the individuals and the environment (Singhala, 1999).
One of the important aspects of rehabilitation is relapse management. It is very important
phase of any conceptualized model of rehabilitation in mental health. A person can relapse at
any stage of rehabilitation as shown in Figure 4.1. The reasons may be of any chemical or
physiological change, or un-tolerable external or domestic environment or uneven situation
forcing for relapse.
Thus for any rehabilitation centre, a back-up supportive system of a psychiatrist to tackle
emergency situations is very essential. Rehabilitation service delivery institutions must have
regular review, monitoring symptoms /deficits and ensuring treatment and medication
compliance.
It is already mentioned that rehabilitation is a massive task. It is impossible for an individual
organization or any one individual, to impart an entire package of rehabilitation services. It is a
inter and intra sectorial dependent activity that may have alliance of pharmacotherapy,
advocacy for the right of the sufferer and other infrastructure support.
One of the challenges facing rehabilitation services is of qualified service providers. The vast
array of interventions and the wide variety of settings in which these take place obviously
necessitates a team approach. Rehabilitation efforts are most successful when a
multi-disciplinary team is available and involved comprising psychiatrist, clinical psychologist,
psychiatric social worker, psychiatric nurses and occupational therapist and, general
physician, The team can include or exclude professionals depending upon the need and the
context. In addition to professional staff, rehabilitation involves active coordination and
collaboration with family members, SHG, community volunteers and non-governmental
organizations. Team work is also essential because it not only reduces ‘burn out’ on the part of
care givers, but also reduces dependency on one therapist on the part of the patient.
8. Community mental health centers/outpatient clinics; Day care centers; Drop-in centers; Support groups; Employment/
rehabilitation workshops; Sheltered workshops; Supervised work placements; Cooperative work schemes; and Supported
employment programme
Vardaan Foundation, Vadodara, Gujarat, India.
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Ethical and legal issues are important components in imparting rehabilitation services. One
must know that ethics is related to values and legalities which are important for establishing
any type of service delivery institution for imparting rehabilitation service to mentally ill
persons. The values of individual professional (as mentioned above) or institutions help in
imparting the desired and quality services to the target group and could be the fundamental
goal for professional practice. Ethics and legalities goes hand in hand for imparting for
rehabilitations service.
Inspired by ten basic principles for mental health care services of the World Health
Organization (WHO, 1996) and principles of shared capabilities of the National Institute for
Mental Health in England, (NIMH, 2004) we have adopted the following philosophy in rendering
the rehabilitation services as indicated in box 4.
Box 4: Guiding Principles for imparting Rehabilitation Services
1. From the first day of patient encounter with psychiatrist – the process of rehabilitation starts
2. Rehabilitation should be right-based activity rather than to welfare based done
3. Rehabilitation should have participatory approach based on principles of service delivery:
systematically focused; real time; need based, informed choice, time bound, and conducive
environment
4. Rehabilitation process should have total flexibility of both types of services.viz, institutional
and community based
5. Benefits or profits earned involving any economic activity should be shared among the patients,
service providers and the facilitator.
6. Rehabilitation services for individuals should be tailored according to individual goals
correspondence to family goal as well.
7. Rehabilitation should be a continuous process till the individual gets resettled back in his/her
original environment.
8. Rehabilitation services must be appropriate, comprehensive and easily accessible.
9. Rehabilitation services should always be integrated with family support system so as to
resettle the person again in the same environment.
10. Respect the sentiments of the clients (patients) and give or provide proper respect
on humanitarian ground.
11. Rehabilitation services should have strong linkage and networking in order to share the
capabilities of each other for the sake of incoming clients.

4.2 Selecting Hospital
Since this is a pilot project it becomes essential to test intervention in public settings taking into
account of all sections of society and as per existing mental health law 9. Making this model
cost effective and sustainable, it becomes essential to select a public mental health hospital in
Baroda. Other reasons for selecting this hospital are as follows:
1. Rehabilitation is essential part of the total hospital services in any mental hospital. The
National Human Rights Commission in its report pointed out that the hospital for mental
health (HMH) in Baroda is weak in rehabilitation activities and should initiate the activities
with the help of NGO’s.
2. HMH cannot provide vocational and community based rehabilitation activities
independently in the hospital due to shortage of staff, working attitude, etc and hence we
being a resident NGO in Baroda liked to initiate the activities in joint collaboration.
3. Our organization has all technical capabilities with highly qualified professionals and
enjoys good rapport with the hospital authorities. Thus the public – private partnership is
possible.
9. Mental Health Act, 1987; P.W.D. Act 1995; and the Rehabilitation Council of India Act, 1992.
Vardaan Foundation, Vadodara, Gujarat, India.
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4. Most cases for shelter workshops are provided from the hospital that is integrated with the
already established day care home and indoor in HMH and also the required sharing of
space, free pantry and clinical treatment. Such links help in making the project cost
effective and sustainable.
5. Since chances of conflicts are larger, it is better to avoid multinodal agency involvement
during the pilot phase of the project.
6. The most important factor is availability of indoor discharged patients from the hospital
and concrete efforts are required to boost the support for NGOs in the rehabilitation
process in the hospital.
7. Physical facilities for sheltered workshop in the hospital; availability of day care home; and
provisions of treatment, medicines and diet are already available in the hospital.
8. Institutional integration for referral services is possible, as bearable structures of service
delivery of Mental Health are found good in the hospital of mental health which is located at
district head quarter.
9. The target population groups are found in different ecological settings of the district (highly
urbanized and industrialized; frequent migration; mixed demographic pattern; tribal belt;
backward and poor population groups etc) and would be better integrated in the mental
health mission project.

4.3 Situation Analysis 10 of HMH for Rehabilitation Activities
Before independence the royal family of Baroda state was very active in conducting
philanthropic activities for the community. The history of medical facilities available in Baroda
owes much to the vision and initiative taken by Maharaja Sir Sayajirao in 1907. However,
almost a decade before 1907, the royal family of Baroda State realized the chronic problem of
mental health as enormous taboos and stigma were also witnessed during that period of time.
It was these factors that led to the founding of the Mental Health Hospital establishment on 22
January 1898 by Shrimant Gaekwad of Baroda State (Sinha, 1998). The Hospital for Mental
Health, Vadodara, founded in 1898 during the Gaekawad regime of Baroda State under the
colonial rule of Britisher, is currently governed by the state government. The hospital was
taken over by government of the Gujarat immediately after the bifurcation of the Bombay state
in May 1960. The introduction of 1987 mental health act and disability act of 1995,
modifications in the matter of structure and mental health delivery services were required.
The rules and regulations remained confined to the “Lunacy Act” as legislated in 1912. It
narrates that no mental health patient could be admitted without court orders, nor discharged
till s/he gets cured. Even when the patient is cured; s/he could not be discharged without the
approval of the committee members. During the colonial period, chemotherapy was in
infancy. As a result most of the chronic mental health patients were admitted for life time.
Another reason was that their relative or family members were also not much interested in
keeping them in their family. Besides it affected other family members, as stigma also
persisted in the society against such families. Some peculiar observations made by the former
superintendent of hospital for mental health is narrated in the box 5.

10. Situational Analysis Report by Dr .Harshit Sinha July 2003 to December 2003.
Vardaan Foundation, Vadodara, Gujarat, India.
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Box 5: Discussion with Dr. B.H. Buch during Situation Analysis
“…..Informal occupational therapy activities were available in one or other form in the mental hospital even in
early days. The need was emphasized by one or more reports of inspection done by different committees
during pre-independence as well as post independence era. But the development was not due to clinical
demands. In early days when effective treatment was not available patients suffered from severe psychotic
symptoms. They were not manageable in society. But due to very strict environment of the hospital they
somehow had to adapt to the hospital environment. As a result, they become permanent residents of the
hospital. Patients also slowly accepted the reality and tried to adjust. Normally these patients were kept
locked in the room more than ¾ times of the day or even more. To avoid this isolation they tried to get favor of
the hospital lower staff. The staff was also dominant and authoritative. They had to accept the activities which
the staff desired to keep away from isolation. These activities were most of the time as per day to day
requirement of the hospital and were considered as activities related to the occupational unit:
1.
2.
3.
4.
5.

Helping the staff for custodial services.
Cleaning the wards
Cleaning the open ground of hospital and gardening or farming.
Helping the cook in Kitchen
Tailoring activity where hospital’s cloth requirement was fulfilled

There was no scientific approach for selection or monitoring the activities. If the patient did not prove useful
he has to go back to the isolation room of the hospital. Thus for doing some activities the major force was the
desire to earn staff favour and urge to do some work. One of the main incentives was biddies as many
patients had smoking habit. It was disbursed by the hospital lower staff. I somehow tried to develop many
trades in the hospital after 1976 though the availability and commitment of staff was less. One very important
problem was staff attitude. Rehabilitation activities were considered as soft and unimportant. Most of the
time it was perceived as optional or out of their job profile due improper job description made by the authority.
Even though, we were running the OT activities by untrained staff members. These activities were not at all
adequate or scientific. In the absence of professional staff, the general staff without any specialized training
usually devotes not more than half an hour for such activities.
Token economy/ contracts contingency behaviour modification model is a very well proved model of
treatment. There were no orders by the department to pay incentives to patients for their work. We effort and
obtained orders around 1989.
These orders were like jail factory model. The provisions were as under.

a) Contingency grant can be utilized for purchase of raw material, but it should be remitted back when
the amount is recovered after the sale of finished material

?b) Net profit can be utilized for paying incentive to participants
c) An account named patient’s welfare fund should be started to keep account of profit.
Two major setbacks of this were as follows

a) There was no provision of incentive to motivate the patient to initiate the activities
b) By the time the patients start earning profits, they got discharged from the hospital.
c) There was no provision to reutilize the same fund from contingency grant but it was to be remitted in
treasury. There were chances of deficit in grant if the activities increased.
So I decided to develop a patients’ welfare fund by donation and other means to avoid deficit of grant.
Purchase of raw material was done from this account thus the same fund was recycled. It worked well. We
could do good activity with this provision. Another very important aspect is psychosocial data. This needs role
of psychiatrist, social worker or similar professionals. This work was done informally. There was no structured interview, no data base was developed and statistical figures to develop activity were not available. The
situation was same till the commencement of this project. It put me in a very embarrassing position during
the visit of expert team related to the project of quality assurance in mental hospital by human right commission. Perhaps, it was not possible even with one psychiatrist/superintendent and one social worker….”
Source: Situational Analysis Report by Dr. Harshit Sinha July 2003 to December 2003.
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The hospital runs a rehabilitation programme through occupational therapy unit only. The
occupational therapy unit is meant for Tailoring, Screen Printing, Carpentry, Broom and
Mattress making only. This is usually being done to fulfill the requirement of the hospital with
untrained personnel in an adhoc manner in male and female ward. It was also noticed that only
a selected number of patients are doing this job. Patient who had substantially recovered and
are in position to work independently conduct the activities. Vacant post of occupational
therapist and clinical psychologist is an important barrier to development of these services.
Awareness among the staff and lack of understanding of the concept of rehabilitation with the
head of the institute prevented actual work of rehabilitation. In spite of these shortcomings the
hospital is reported to have regular production in the occupational therapy unit in. There is no
structured day to day rehabilitation programme and it is largely run according to the need or
any external demand. Segregation of both sexes in the rehabilitation activity has been
significant observation that shows the old concept of hospital authority. Besides, there is no
accurate psychiatric or psychosocial data that justify the actual rehabilitation programme.
Trained staff for assessment including disability assessment is totally absent, and lack of
adequate documentation is one of the outcomes of poor records. This is because of lack of
awareness and absence of work culture. The hospital could not provide accurate figures of
patients attending the vocational activities. More over it has been observed that all patients are
involved in routine hospital work which remains unremunerated and unaccounted. This shows
utilization of patients for hospital work against their will and without any form of remuneration.
This is a gross violation of right to work and right to earn. Further, nursing aides and
attendants also make patients to do their work for favours like getting cigarettes. Even now, the
staff attitude has although diluted but has changed totally. There is total absence of family
counselling or community participation programme with the hospital. Over all, rehabilitation
services are grossly inadequate in the hospital when compared with the philosophy;
inadequate man power, absence of protocols, resource and specialized training.

4.4 Developing Logical Framework
Owing to these limitations, it was decided to design a logical framework approach (LFA). It
also specifies what the project is attempting to achieve and indicates the means by which the
achievement may be measured. The structure of the log frame is a 4x4 matrix. The columns
represent the levels of project objectives and the means to achieve them (the vertical logic);
the rows indicate how the achievement of objectives can be verified (the horizontal logic). The
log frame has a hierarchy of project objectives - there are four levels in the log frame and each
lower level of activity must contribute to the achievement of a higher-level activity.
Assumptions must be systematically recorded. Taking this into account, the LFA was
developed for the current project as indicated in annex 1. It makes the project logic explicit and
forecasts the probable risk factors for the success and failure of the project under joint
collaboration.

4.5 Developing Action Plan
It becomes essential to have a detailed action plan for the smooth and timely completion of the
project activities. All activities of the project have been segregated in quarterly planning as
indicated in annex 2. This action plan was developed after consulting with the experts and later
approved by the local advisory committee members.
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4.6 Selection, Training and Orientation of team
Owing to the diversified role of rehabilitation activities as visualized in the model it was
decided to provide rehabilitation services through team work. Thus it was decided to include
different professionals 11 to play different roles in the execution of the project activities as
indicated in Table 4.1. The team was selected by eminent experts of the field through open
interview after advertisement in local daily.

Table 4.1
Essential Requirement and Role assigned to Different type of Professionals
Type of Professional
1. Programme Leader

2. Consultant Psychiatrist

3. Clinical Psychologist

4. HRD Manager

5. Occupational Therapist

6. Social Worker

7. Administrator
8 Attendant

Essential Requirements and Role Assigned
With qualification of Doctorate in Public health or social Science; A
minimum of ten years experience in dealing of health programmes
management and must possess knowledge related to mental Health.
Overall coordination of the Programme and report writing.
MD psychiatry or equivalent with more than 20 years of experience in the
filed of psychiatry with special interest in Psychiatric and Psychosocial
rehabilitation.
PhD in clinical psychology and experience of at least one year in dealing
with mental health cases for cognitive and behavioral therapy, cognitive
rehabilitation etc
MBA/IRPM or equivalent and minimum of one year of experience in
dealing with cases of beneficiaries with special emphasis to fight for the
right of the patients, social interventions, case analysis . etc
PG in Occupational therapist having a minimum of one year of experience
in dealing with cases of mental health at OT unit for different vocational
trades.
MSW and minimum of one year experience having knowledge to deal
cases of stigmatized diseases like AIDS/HIV; Leprosy, Mental health, etc
with special emphasis on resettling and case analysis.
B.com graduate with three years experience in organization account,
general administration, purchase and store, banking, marketing.. etc
SSC/higher secondary to work with mentally ill person under supervision
of Psychiatrist and occupational therapist for task assigned to them

As descried in our rehabilitation models and its components, training was considered to be the
essential for the service providers and patients while providing rehabilitation services. For
service providers there are two types of training; one at the local level and other by visiting
institutions providing of rehabilitation services.
The team including two psychiatrists of the HMH hospital visited Bangalore for orientation and
training. During the visit, the team had visited NIMHANS; long stay home – Medical Pastoral,
Half way home ASHA, Day Care Center Friend of NIMHANS, CHETANA; and Self Help group –
MARG DARSHIKA. Discussions with the eminent experts of NIMHANS and other related institutions helped. The participants were satisfied with the training curriculum, but all agreed to
develop new innovations looking at the regional context for providing rehabilitation services.
The project cordinator and consultant psychiatrist jointly organized two sessions of orientation
programe seperately for project and hospital staff in the operations of rehabilitation programe.
A one day training programe for capacity building of project staff on rehabilitation was
organized by Indian Institute of Management, Ahmedabad (IIMA) at Ahmedabad Management
Association (AMA). further a two days training programe was also organized for the project
and hospital staff on the process of working in occupational therapy unit with the joint collobration
of B.M. Institute of Mental Health, Ahmedabad.
11. Programme Leader; Psychiatrist Consultants, Clinical Psychologist, HRD Manager, Social Workers, Trade workers,
Mental Health worker, Administration and peon. (The hospital were supposed to provide Occupational therapist)
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4.7 Formation of Advisory Committee
Rehabilitation is a very complex and exhaustive task as it is linked with several issues that are
yet to be explored. Individual perceptions to run rehabilitation activities can create conflict,
confusions, and some times misleading. As result the appropriateness of rehabilitation
activities will be at stake and questionable. Thus it becomes utmost necessary to include
external suggestions for the following issues:
-

Assessment criteria for generating psychosocial data
Formation of norms for the occupational and vocational unit in the hospital
Ethical and legal issues in dealing with patients
Patient’s rights under human right.
Appropriateness of rehabilitation activities
Patient welfare under micro credit scheme
Any other related activities for rehabilitation.
Resolve any controversy and normalize the tense situation

These are some of the issues which need experts and third opinion. Thus to deal with such
issues we contacted many experts from the diversified fields. Six external members from
diversified fields and three internal members agreed to play active role in the advisory
committee. In order to avoid conflict, we tried to include representative of coordinating agency
as well state government, but could not get the desired support.

4.8 Defining Components of Rehabilitation12
Providing rehabilitation in totality is challenge because it involves a wide spectrum of services,
complex in nature, expensive and continuous. Thus while providing rehabilitation services in
mental health it is very essential to know the components associated with it. The project team
identified all those components that are essential for conducting rehabilitation services.
However the components are defined in such a way that our rehabilitation delivery model is
replicated in both community and in the institution as shown in Figure 4.2.
Since we are dealing with a rehabilitation programme in a hospital (institution) setup, the task
of identificationa and treatmentb is taken care by the institution. However organization dealing
with rehabilitation programme in community must keep a provision for identifying CMD and
SMD for their field staff. They should also have linkages with individuals or institutions for
treatment and in knowing psychiatrist history. Thus to generate psychiatric data, a separate
data tool2 is being developed. This tool is usually filled by the psychiatrist.
After treatment, reducing impairment and disability is the prime focus in rehabilitation
programmes. It begins with assessment of rehabilitationc needs of individual patients.
Adopting the Concept of Client Assessment of Strengths, Impairments and Goals (CASIG),
we have developed a tool to collect psychosocial rehabilitation data of the patients. This format
is designed in such a way that information pertaining to personal individual background,
unacceptable behaviour, information on individual, family and community behaviour,
medication compliance, side effects and target symptoms can be collected. For comparative
analysis, it also includes disability assessment (WHO and IDEA). The entire data set is being
divided as static and dynamic variables. The tool is simple and can be filled by clinical
psychologist, psychiatrist social worker and human resource manager after undergoing
training from a trained psychiatrist in rehabilitation.
12. Stages for Process of Rehabilitation model is written in Italic with superscript alphabets - as mentioned in Figure 2.
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This is followed by the process of selection criteriad for integrating the patient in rehabilitation
programme. As per our philosophy, rehabilitation activities start from the first day of patient
encounter with the psychiatrist. Thus it is compulsory to certify a patient for rehabilitation
activities. This is usually filled by the Psychiatrist (Case Manager) who examining the social,
physical status, cognitive, sensory and perceptual demands of the patients and refers the
patients for the rehabilitation programme. He also examines the expressive and independent
capability with practical consideration and precautions to be taken while imparting training at
the occupational therapy unit.

Figure 4.2
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The process of goal settinge for individual patient and for the family is an important task in
rehabilitation. It starts with individual focused intervention and as per the need of the
rehabilitation programme. After the goal setting training of patients comes into picture. The
desired training may be for social, personal, communication, occupational, and cognitive areas.
Once the patient has been trained in the respective area he or she is assessed for work
behaviour. Contract contingencyg and payment of incentives are paid in kind or cash for selfcare,
interpersonal and also negative attitude.
The work behaviour form is adopted from the NIMHANS that takes into account of twenty five
items. These forms are usually filled by mental health worker. Once the work behaviour of the
patient is improved or he progresses is towards improvement, the family counselling
is required to shift to home or a day care center or a halfway home etc as per the requirement
of the patient and demand of the family. Here efforts are made to integrate the patient in
different settings (in day care centre located in the hospital or if family environment is good
then in home-based rehabilitation programme13 ) as desired. This is done by volunteers by
home visit to understand and solve their associated problems and demandsi of the patient’s
and other dynamics associated in the family with a specifically designed data tool for field
visits.
The volunteers with the help of the human resource manager facilitate the patient in solving
their individual problems in the family or at their work place or in the community. While
advocating such type of cases we do facilitate in solving ethical and legal issues concerned
with the right of the patient by making mutual agreements between the parties. This is usually
being done with the help of free legal aid services or by hiring an advocate.
Once the patient is found comfortable either in a day care centre or at home (or half way
home) efforts are made to make the patients economically independent and achieve social
integrationj. This is done in two ways: first, helping the patient in getting a job/service and
second by self employment through micro credit scheme14 . Besides, efforts are also made to
retain in their family life through social interventions.
Once the patient is found suitable in his economic earnings that satisfy family needs and is
accepted in the family, monitoringk is done through regular follow-up to make sure that the
patient does not have episodic or continued relapse. This is being done - either by mental
health workers or by trained family members or through members of self help groups. Here
we have developed self help groups of patients and family members as “Friends of Vardaan”
with the membership fee of Rs. 1 with applied terms and conditions.
This process of resettlement is continuously being planned to be done for at least three years
from the day the patient is employed or self employed without any history of relapse. Then the
patient would be considered totally resettledl in the original environment to which he belongs.
This would be conceptually the end of the entire rehabilitation programme for the mentally ill
patient. However practically, it is a continuous process and needs regular follow-up till s/he is
self sufficient in each and every aspect of life.
The psychiatric and the psychosocial data are being gathered and linked with computer base
software programme that helps to generate the desire data base and for the regular
monitoring and evaluation of the progress of the patient. This is done by integrating the
psychiatric, psychosocial and token economic programme with routine modules of the
hospital functioning which is described in the next volume.
13. In our home based rehabilitation programme the mental health volunteer visits the home of the patient for giving training
and making him economically sufficient.
14. In the micro credit scheme we give loans to the patient to establish the business and help them in production or selling
the items produced in the hospital OT on commission basis.
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4.9 Setting up Occupational Therapy
One of the objectives of the pilot project was to enhance social skills and earning capacity of
mental health patients treated in the Hospital for Mental Health at Baroda by providing
extensive social and economic support as part of the rehabilitation programme. Within the
space and building provided, new five trades were developed to the existing 11 trade in OT unit
(Table 4.2).
Table 4.2
Description about Trades in Occupational Therapy Unit
NEW TRADES:
1. Pantry: Kitchen Activity under Supervision.
2. Medication: Yoga; Prayer; Exercise.
3. Self care: Bathing, clothing, Self Hygiene care, and health care.
4. Leisure: Co-cultural Activities Music; Radio; TV.
5. Computer: Data entry, Typing; Games.
6. Cloth work: Fabric Painting; Table Cover; Sofa back Cover; Handkerchief; fall beeding
7. Paper work: Envelope cover, Paper Bag; Paper File
8. Plastic work: Folder and File
9. Wax item: Candle Making
10. Chemical: Agarbati; Deodorant Spray etc.
11. Outdoor: Nursery at Rehabilitation center only
OLD TRADES:
1. Mattress: Mattress; Pillow and Broom making
2. Sewing: Embroidery and Computer Cover making
3. Wood work: Show Piece; Small Furniture; Furniture Painting etc.
4. Rexene work: Vault; Bag; Mobile Cover; School Bag; etc
5. Screen printing: Hospital formats and other paper work

Items produced with joint efforts of both male and female patients. Items like candle, carpentry
wooden material, etc are prepared in male OT and decorated (by oil paint) in female OT. Table
4.3 gives details of items being produced in each trade. Thus in some trade items both male
and female have an equal contribution. Some trades such as broom making, and sewing etc
are found in both male and female OT, while trades like carpentry, chemical related work etc
are restricted to male OT only. While developing such trade and trade items, assumptions
were made to make them sustainable in the long term (Refer box 6)
Box 6:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Points to Remember for developing trade and trade items.
Less time consuming and easily adaptable by the patients
Attain a minimum level of quality assurance
Trade items at competitive price with the market
Potentiality of trade items about its market value and market capture
Having less overheads and cost of production
Easy availability of raw material in bulk
Long term sustainability for future expansion
Trade items can be easily be divided into different stages
Can be easily be packed up
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Table 4.3
Details of the Items being Produced in Each Trade
MALE WARD
SR.
1

TRADE ITEMS
PAPER WORK

FEMALE WARD
SR.
5

TRADE ITEMS
CLOTH WORK

a

OFFICE FILES

a

b

OFFICE FOLDER

b

HANDKERCHIEF

c

PAPER BAG

c

TABLE CLOTH

d

ENVELOP

d

BED SHEETS & PATCH WORK

e

LETTER BOX

e

BAGLE (Shoulder)THELA

2

6

KNITTING WORK

a

AGARBATTI

a

MOBILE COVER

b

PHYNILE (ON DEMAND)

b

PHONE COVER

c

WAX CANDLE

c

PURSE

d

FIRST AID BOX

d

TABLE CLOTH

e

TORAN

7

PANTRY

3

CHEMICAL

PILLO COVER

CLOTH WORK

a

FOLDER

a

BATAKA PAUVA

b

BAGS (HAND)

b

MASALA SING (Fried Peanuts)

c

LETTER BOX

c

TEA & COFFEE

d

APPRAN (CHILDREN'S)

d

WAFFERS

e

CAP

e

FARSAN

4 COMPUTER
8 COMPUTER
Note: Marketing will be common for both - male and female OT.

Items produced in the OT are developed under certain prescribed criteria and structure. Job
works of fifteen items are divided into different stages (Figure 4.3) and as per the need and
ability of the patients, work is assigned. Each stage of the items produced in the OT has been
assigned some points that later are converted into monetary value and at the end of the month
incentive are paid in cash. Incentives were also giving towards work behaviour, self care; and
interpersonal and social behaviour. Positive incentives are also given in kinds such as
biscuits, tea, items made in the kitchen activities 15 . These activities are conducted through
structured programmes in both male and female OT unit as indicated in table 4.4.
Table 4.4
Activity Schedule for the Patient in OT

ACTIVITIES
GROOMING
PRAYER
EXERCISE
RELAXATION
VOCATIONAL ACTIVITY
DISCUSSION
LUNCH BREAK
GROUP DISCUSSION
RECREATIONAL ACTIVITY

TIMINGS
9 TO 9.30
9.31 TO 9.45
9.46 TO 10.00
10.01 TO 10.15
10.16 TO 11.45
11.46 TO 12.00
12.01 TO 2.00
2.01 TO 2.15
2.16 TO 4.00

15. Snacks and Sweet related to occasion and celebration of any event were made in the female OT as an OT activity.
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4.10 Associated Activities
a) Safety of Service providers: The consulting psychiatrist, who is the former
Superintendent of the hospital, was concern about the safety of service providers.
The patients knowingly or unknowingly attack service providers during the excited
stage and the service provider has to face consequences. Such incidents are
usual practice in the hospital unsafe environment. However since this is a
government institution any damage to the hospital staff is being compensated as
per set norms of the government. Thus taking lead form this, the project team has
taken an insurance policy that can compensate injuries, treatment expenses, and
any physical disability of a person during the project tenure in and outside the
hospital. The entire project staff has been covered under joint workman
compensation policy of Life Insurance Corporation of India. Under this workman
compensation policy the project staff availed the following benefits:
i. A minimum of Rs. 1,14,270 or as per decision of court for the permanent
total displacement, according to the earnings and age of workman.
ii. A minimum of Rs. 91,416 or as per the decision of the court for death
downwards according to the earning and age of workman.
iii. Around 30 per cent of the total Rs. 91,416 would be reimbursed for any
medical treatment to an individual or actual whichever is less.
b) Fighting legal cases for Patients rights: Organizational support for even the
most basic rights of persons with mental disorders took a long time to come to the
present status. On 17 December 1991, the UN General assembly adopted 25
Principles for the Protection of Persons with Mental Illness and the Improvement
of Mental Health Care through Resolution 46/119 (UN 1991; 1997). It is essential
to know that mental health legislation is necessary for protecting the rights of
people with mental disorders who belongs to vulnerable sections of society. They
face stigma, discrimination and marginalization in all societies. The World Health
Organization in one of its survey points out that there is no national mental health
legislation in 25% of countries with nearly 31% of the world’s population, although
countries with Federal system of governance may have state mental health laws.
Of the countries in which there is mental health legislation, half have national laws
that were passed after 1990 (not in India). The existence of mental health
legislation does not necessarily guarantee the protection of the human rights of
people with mental disorders. In some countries, indeed, mental health legislation
contains provisions that lead to the violation of human rights.
One of the early attempts made by UN for devising guidelines for the promotion of
human rights of persons with mental disorders was widely criticized by the
experts and dissatisfaction was expressed with the final text of the UN resolution
and hence with the ensuing guidelines for its implementation and monitoring. The
opinion of these experts, who, generally speaking, represent users (i.e. people
with mental disorders) interests, reflects the importance given to civil and political
rights as opposed to the States’ rights to issue coercive norms regarding health
policy. In their viewpoint, the UN Resolution should have concentrated on “people’s
basic human rights” and not on “treatment rights” (WHO 2005).
One of the research objectives of our project was to explore the advocacy items
in the process of rehabilitation. The formation of Self Help Groups helped us know
the difficulties encountered by patients and their family members and other
Vardaan Foundation, Vadodara, Gujarat, India.
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dynamics associated in the family in relation to patient care. Patient’s relatives
reported about the violation of mentally ill patients at their work place and in their
family. During the project tenure, approximately ten such advocacy cases were
taken for legal action. A special Performa was designed with mutual
understanding for in solving any legal case to protect patient’s right.
c) IEC Activities by Celebrating the Occasions: The organization has taken
initiative to celebrate occasion in contest of mental health. One such initiative was
related to celebration of the seventh anniversary (7th November 2004) of our
organization in the hospital. The board of Trustees decided to recognize the
services of class three and four employees of the hospital. This celebration was
for positive reinforcement and confidence building process and team building exercise among the project and hospital staff. The celebration of disability day (10th
December 2004) has marked a new-era of home-based rehabilitation programme
in the city. On mental health day (10th October 2005), efforts were made to
strengthen members of the Self Help Group “Friend of Vardaan”. Beside leaflets
with short messages were distributed among members of self help groups.
d) Formation of Self Help Groups: Since the organization is voluntary by nature
lots of donations are coming to the organization in kind. In order to distribute the
resource in the community especially to the affected people, we have decided to
form Self-Help Group as “Friends of Vardaan” and utilize the resources to patients
coming to the mental health hospital. Anyone who is suffering from mental illness,
has suffered mental illness in the past and or family members can become an
active member by filling the membership form with a fee of Rs. 1.
e) Strengthening Day care center: The hospital simultaneously started a day care
center with our rehabilitation project assuming that the number patients visiting
day care centre would increase once the rehabilitation activities started.
Patients who have undergone treatment at the hospital and been discharged from
the hospital usually were found coming to the day care centre. These patients
were asked to undergo at least fifteen days training of any trade (or stage of the
trade) and process materials in the in the day care centre, and they can take
incentives for the job work done. During the project tenure about 28 patients were
registered in the day care centre. Marketing and selling activities were integrated
at the day care centre for the incoming patients.
In the phase out activity of the pilot, a day care centre was also established in the
community hiring a venue. Initial experience shows that female patients were more
interested comming to such day care centre located in the community. About 23
female patients were regularly comming to this day care centre.
f) Home based Rehabilitation programme: The patients who had undergone the
treatment in the hospital and training in the OT and were willing to participate in the
process of rehabilitation activities can avail the facilities of home based rehabilitation programme. In the home based rehabilitation programme efforts are made to
train the patient at home and make him economically independent and self-sufficient. Marketing and selling on commission basis are also integrated in the home
based rehabilitation programme. Patients having difficulty in transportation, social
security (especially among adolescent women and girls), and other family dynamics/reasons are eligible for the home based rehabilitation programme. During the project tenure about 23 patients registered for the home based rehabilitation programme.
Vardaan Foundation, Vadodara, Gujarat, India.

Chapter 4: Description of Project Activities

29

g) Media Advocacy: Media advocacy is an essential part of any intervention project.
Since mental health issues were grossly neglected due to ignorance and the stigma
associated with it the organization always invited media to make the community aware
of our programme. The national channel, ETV, Sahara India, and local channel VNM,
TNN, and print media Indian Express; Divya Bhasker, Gujarat Samachar, Sandesh etc
have been sensitized with the project activities. Some satellite TV channels were
impressed and have telecast 15 minutes long movie. This was telecast on national
network of ETV channel (Gujarati and Hindi edition) nation wide on two occasions.
h) Networking and Linkages: Rehabilitation is vast and service oriented a task that
involves inter-sector coordination and linkages to acquire resources as mentioned in
our model (Figure1). Thus the organization had set up linkages with like minded
individuals and organizations like Lion and Lioness club; similar public trusts, Ministry
of Social Justice and Empowerment, Ministry of Health, and National Human Right
Commission.
i)

Family Counseling: During home visit the project team members give stress on
regular follow-up with medicine and regular intake of medicine. In addition, we have
also looked at the issue of family integration:
- Problems Confronted: identifying symptoms, emergency care, Financial difficulties;
- Understand needs of family as Care Giver: Information about illness and treatment;
practical advice; contact with professionals
- Understanding the family as Care giver: Psycho education, Communication skills
training, problems solving skills, techniques and training.

Vardaan Foundation, Vadodara, Gujarat, India.

Capacity Building of Hospital for Mental Health for Rehabilitation Activities: Volume 1

30

Chapter 5 Analysis and Findings
In this section, we have analyzed to achieve our efforts at providing the result and how
conclusions have been made in providing rehabilitation services from the hospital. It should be
noted that psychosocial assessment was started from October 2004 data till September 2005
have been focused for analysis; we have to include OPD and indoor cases of the hospital and
referred by the concerned psychiatrist. During specified 12 months, about 4734 patients visited
the OPD of the hospital for psychiatric treatment. Simultaneously, about 504 psychosocial
assessments were done by our project team. Thus psychosocial assessments were done for
10.6 per cent of the total 5040 new cases that came to the hospital during the project tenure.
Among these, approximately 200 patients were rigorously followed up for the desire objectives
of the project. All the data were computerized adopting standard scoring pattern and fed into
the computer for analysis. The analysis remained confined to the selected significant
variables. The data analysis has been done for 504 cases on some selected significant
variables, by detail analysis of 200 patients which have been rigorously followed up and also
for the 60 cases (Refer Volume 3) who had good rapport with our field staff.

5.1 Psychiatric Data
As per our rehabilitation model (Figure 4.1) the first component of the Rehabilitation process
(Figure 4.2) is related psychiatric history. Since we are working in a hospital setting,
psychiatric history is being filled by the psychiatrist of hospital. As per diagnosis, the hospital
makes provisions of treatment. All the diagnosis is based on true syndromic approach.
However, since there is more than one psychiatrist; the possibility of differential diagnosis
cannot be ruled out. All mental disorders are given provisional diagnosis. Besides, the
diagnostic systems are mainly of two types: ICD and DSM. The diagnostic classification
systems are continuously changing and slowly the knowledge of etiology and other factors are
increasing which have effects on this diagnostic system. But some common popular names
of diseases are generally preferred by psychiatrist to be named psychiatric disorders at the
time of doing provisional diagnosis rather than using the terminology and number of popular
diagnostic system as indicated in ICD or DSM IV.
During the project tenure, approximately 504 cases were assessed with the objective of the
project in focus. The major mental illness reported from the total 504 patients were largely
reported suffering from Schizophrenia (52.8), followed by 13.3 per cent with bipolar, 12.1 per
cent with depression, 3.2 per cent were of substance abuse and remaining 18.6 per cent were
of other types of mental problem which includes acute psychotic, adjustment problems,
anxiety, dementia, epilepsy, MR, OCD and other psychotic and neurotic problems. The
psychosocial history revealed that 37.5 per cent of patients were suffering mental disability for
a year, while 62.5 per cent reported having illness for more than one year. Among these
(32.4 %) half of patients reported suffering mental illness for more than 10 years. Looking the
episode of illness, only 17.6 per cent had more than three episodes, 11 per cent had two
episodes and remaining 71.4 per cent had only one episode. The frequency distributions of
diagnoses of different mental disorders are given in Figure 5.1.
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Figure 5.1 Mental Disoders reported in Hospital
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5.2 Psychosocial Data
The process of rehabilitation starts after assessing the rehabilitation need of the patient with
the help of psychosocial data tool. In usual practice the psychiatrist after taking the psychiatrist
history refers the patient for assessment of rehabilitation needs through specifically design
data tool. During the project tenure about 504 patients were assessed for psychosocial history
and the results 16 are as follows.
5.2a Background Information: From the total of 504 psychosocial histories of the patients,
about 60 per cent of them were males and 40 per cent females. Among these, 61 per cent of
the cases reported living in nuclear family, 31 per cent in a joint family and the remaining 10 per
cent in different combinations of social settings. The major concentration of both male and
female patients was in the age group of 16 – 25 to 36 – 45 age cohorts as indicated in Figure
5.2. In conclusion it can be said that males are more prone to mental disorders which is found
to be very highly significant (Paired t- test; pvalue = 0.0004) in hospital population.
As regards marital status, 47.2 per cent of the cases were reported married, 35.3 per cent
were unmarried/bachelor and 10 per cent to be either divorcee/divorced. Looking the previous
history of employment, about 36.4 per cent were reported working and 28.2 per cent were
unemployed. Further, 26.2 per cent were reported engaged in domestic work. It was reported
that once the disability was identified, 28 per cent of the patients left job immediately and 5 per
cent reported stopped working.
16. The psychosocial data was generated through specifically designed data tools. Later these data were entered in
specifically design software. But the information was extracted in a separate Excel file and analysis using SPSS software
was done for the selected variables applicable to the rehabilitation programme.
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Figure 5.2 Classification of reported age with sex
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Taking account of the age of on set with sex, the major concentration is in the age group of
16 – 25 to 36 – 45 age cohorts as indicated in Figure 5.3.
Figure 5.3 Classification of onset age with sex
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The onset of the mental disorders is earlier in males than females in the incoming hospital
population. Thus one can conclude that males are more prone to early age of onset of
psychiatric diseases. This is found to be very highly significant (Paired t- test; pvalue = 0.0008)
in the hospital population. From 504 cases, about 52.6 per cent are found to be schizophonic
cases. The sex classification among these psychiatric data has a similar trend as found for
the reported age (Figure 5.2) and for the age of onset (Figure 5.3). Taking account of only
schizophonic disorders, adult males are more prone than females and is found to be highly
significant (Paired t- test; pvalue = 0.0006). Out of 504 cases, more than 50 per cent of cases
are of male have reported early onset of schizophrenia diseases which is a similar trend when
compared with reported age and actual age of onset. However one astonishing fact observed
is that about 10.6 per cent of cases are in 1-14 age group with more cases of females as
shown in Figure 5.4. It is clear that the onset of schizophrenic diseases is reported more in the
puberty age.
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Figure 5.4 Comparative Analysis of Schizophrenic Cases
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Reviewing the secondary data the percentage of male cases is more compared to females in
the OPD of the hospital. The same trend was observed in the OPD data of the hospital for the
last three years. It appears that males with mental disorders can only be controlled in
institutional setting like a mental hospital. Beside, preference is given to males compared to
females because males are the sole earning member of the family and desire to get well soon,
so that they can give social and economic support to the family. The general trend observed in
the family suggests that it becomes difficult to control male individuals and hence are
generally referred to the Hospital. Females are less aggressive in excited stage compared to
males and can easily be controlled by the family members. However the security concern is
one of the reasons for the low turn out of female population in the mental hospital. Thus for the
public mental health hospital, males are frequent visitors for psychiatric treatment.

5.2b Affordability: The economic status revealed that 35 per cent of the patients are from
below poverty line (BPL), 23 per cent had an annual income of below Rs.25,000, 19 per cent
below Rs.50,000, and 23.6 per cent of the patient family annual income was above Rs.50,000.
About 84 per cent of the patients are reported to be house owner and 16 per cent are reported
living as tenants. From 504 patients, 38.5 per cent of the patients reported managing their food
supply while 34 per cent reported facing food scarcity. Only 26.6 per cent reported having
sufficient income for their food. Looking at recreational activities only 27 per cent can afford, 31
per cent could manage and 39.3 per cent reported unable to enjoy recreational activities within
their family income. Further only 45.1 per cent of the patients can afford the cost of
transportation and 47 per cent for treatment and follow-up. As regards marital problems, it was
absent in 28.1 per cent of the cases while 22.6 per cent faced adjustment problems and 18.2
per cent had other type of marital problems.

5.2c Quality of Life17 : Looking at the childhood history of the patients, 47 per cent of them
discontinued their schooling in their early age. The current working status revealed that only 20
per cent of the patients are working and a similar number (20.1%) of the patient is engaged on
household activities. The rest are not working at all. Looking the proximity for treatment of
prevailing mental illness, about 30 per cent of the patients reported travelling more than 25
17. Quality of life is very subjective and details are explained in the second volume of the report.
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kilometers to the hospital, while a similar number (30.6 %) of patients reported the hospital to
be in the vicinity of 5 kilometers. The remaining 39.4 per cent of the patients reported traveling
a minimum of 5 and a maximum 25 kilometers for treatment from this hospital. Further, 33.2
per cent of the patients discontinued treatment from the hospital and can be considered to be
dropouts. Usually family members (92.6%) are reported to be the first decision makers as
regards treatment to the affected member in the family. However, only 5 per cent of the
patients reported sucking treatment on their own. Taking account of the family behaviour,
majority reported (61.5%) as their family members as being sympathetic and loving nature;
the same is true with their neighborhood (73.4%). However, looking at the individual behaviour
of the patients with him, the situation is different as summarized in Table below.
Table 5.1
Details of Unacceptable behaviour of the Patient

Sr.
1
2
3
4
5
6
7
8
9

Details of Unacceptable Behavior
Drug Abuse
Alcohol Abuse
Physical Assault
Verbal Assault
Self Abuse
Sexual Acting out
Stealing in Nature
Property distractive Nature
Hazardous Smoking Nature

In Percentage (N=504)
2.4
4.2
21.3
34.3
3.2
1.6
1.8
10.7
12.1

5.2d Other Details: This includes information on the patient’s ability and surrounding
environment. Of total 504 cases, 55.4 per cent of were physically good (can walk normally),
31.3 per cent reported very well (athletic and can do everything) and 10 per cent had fair to
poor (can’t walk and do activities) physical fitness. Professional skills are one of the important
aspects in rehabilitation programme. About 14 per cent of them had at least one professional
skill, 7 per cent two professional skills and 2.6 per cent had three professional skills. However,
looking at the fitness, only 15 per cent were easily employable. Taking account of job status, 60
per cent were found unemployed, 20.8 per cent confined to household activity and 16.1 per
cent were employed or self-employed. Looking the working attitude in the employment history,
about 40.5 per cent were reported working for more than 2 years and 8.2 per cent of them
patient reported working for less than a year. Current job status shows that 27.6 per cent of the
patient lefts the job while working and only 19 per cent of them went back to the job after
treatment.
Among total 504 patients, only 34.1 per cent of the patients could visit the market to purchase
household items independently, 17 per cent could do post and bank related work
independently, 20.2 per cent could cook and 29.4 per cent could do other domestic activities.
Exploring the satisfaction level, 41 per cent of the patients were satisfied with their work, 56.8
per cent enjoyed/ or enjoying leisure time and 88 per cent were satisfied with the treatment.
The classification of other routine abilities done independently by patients is given in Table 5.2
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Sr.
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15

Table 5.2
Description of the routine Activities done by the Patient Independently
Routine Activity done independently
In Percentage (N=504)
Go for Walk
39.2
Watch Movie
19.2
Play Outdoor Games
7.7
Watch Television
50.0
Go for Shopping
30.0
Go to Restaurant
5.0
Read News Paper
33.7
Read Book/Magazine
9.2
Hear Radio and other Audio
39.0
Go for Ride
13.0
Can attend Social Function
17.0
Travel alone and in Public Transportation within the City.
32.5
Travel alone and in Public Transportation outside the City.
32.5
Work independently
34.7
Well adjusted in Job
32.7

5.2e Disability: In rehabilitation, psychiatric intervention for reducing impairment and disability
is an important task and monitoring the progress of disability and impairment of patients is
another equally important aspect. During the project tenure out of total 504 cases, we have
rigorously followed 200 patients and have recorded the disability score of 196 patients. The
percentage difference of the cases from first and last visit of all selected variables for the
cases having minus, positive and zero score are taken into consideration to know the existing
status of disabilities.
From Table 5.3 it is quite clear that cases having minus score showed remarkable
improvement in quality of life in variables like “other interaction” (46%) for psychosocial
dynamic variables. Further, improvement is also seen for the variables of unacceptable
behaviour (16%) and concept of life (15%). In other variables improvement is below 10 per
cent Overall it seems that the percentages of cases having minus score for all variables have
improved and are found to be highly significant (t-value = 2.449 and p-value = 0.29) using
paired t-test.
Table 5.3
Result of Scores among selected dynamic variables of Psychosocial Tool .

Psychosocial
Dynamic Variables
Job detail
Work detail
Daily activity
Living place
Safety
Family interaction
Care taker
Other interaction
Transport
Satisfaction
Concept-life
Compliance +ive
Compliance -ive
Unacceptable Beh.

Percentages of Cases with
Minus Score
Difference
First
Final
of % of
Visit
Visit
cases

31
25
0
18
0
1
2
48
49
11
56
0
39
39

23
19
0
15
0
0
2
2
48
4
41
0
31
23

8
6
0
3
0
1
1
46
1
7
15
0
9
16

Percentages of Cases
with Zero Score
Difference
First
Final
of % of
Visit
Visit
cases

23
18
18
11
100
23
8
21
23
26
7
46
61
61

21
20
12
10
100
16
7
7
28
18
8
50
69
77

±2
±2
±6
±1
0
±7
±1
± 13
±5
±8
±1
±3
±8
± 15
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Percentages of Cases
with Positive Score
Difference
First Final
of % of
Visit
Visit
cases

45
57
82
70
0
76
90
31
28
63
37
54
0
0

56
61
88
75
0
84
91
91
24
79
51
50
0
0

10
4
6
5
0
9
2
60
-4
15
14
-4
0
0
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Taking account of the percentage of cases with positive score, disability is found to have
reduced for variables like “other interaction” as 60 per cent of the cases have improved either
at home or in the community. The “satisfaction” level is 15 per cent, “concept of life” is 14 per
cent and in “job details” the score is of 10 per cent. In the rest of the variables improvement is
below 10 per cent except for “transportation” and for “positive compliance”. Here there is a fall
of 4 per cent of cases towards either zero of minus score. The percentage are statistically
significant (t-value = -1.942 and p-value = 0.074) using paried t - test.
Cases having zero score have variations from positive to negative. This is because they are
either dormant and doing nothing or may be undergoing training for improving their abilities.
Overall, from the rehabilitation programme point of view efforts should be made for those
variables where the concentration of percentage of cases is below ten or zero per cent. Among
all three scores, variables like “living place”, “negative compliance” and “unacceptable behaviour”
and “safety” representing zero per cent of cases signify that there are no cases or the status
of cases remained unchanged. The maximum fluctuation of cases is found for the variables
“unacceptable behaviour” (±15) followed by “other interaction” (±13). Statistically these variables were found to be significant (t - value = -1.942 and p-value = 0.074) using paired t - test.
In WHO and IDEA tools a positive score in disability indicates negative aspects. So decrease
in the percentage of cases having positive score and increase in zero score is a sign of
improvement in individual disability. Now taking account the score in WHO disability tools, it
was found that after taking the difference of the scores from the final visit and the last visit,
there is a sharp increase in percentage of cases having zero score. This means that the
percentage of cases of W.H.O score having zero score shows positive impact as the number
of cases having zero score has increased as shown in Table 5.4. This suggests that disability
among these cases has decreased and statistically significant (t - value = -12.002 and
p-value = 0.000) using paired t – test. For positive score, it is deteriorating (t - value = 12.002
and p-value = 0.000) and statistically significant using paired t - test.
Table 5.4
Result of Scores among selected variables of WHO Tool .

WHO Variables
Self Care
Spare Time Activity
Speed of Performance
Communication
Participation Family
Social Contacts
Occupational Performance
Occupational Interest
Interest Information

% of Cases with Zero Score
First Final
Difference of %
Visit
Visit
of cases

43
17
24
29
27
34
28
46
19

54
40
44
55
45
51
47
59
37

11
23
20
26
19
17
19
13
18

% of Cases with Positive Score
First Final
Difference of % of
Visit
Visit
cases Difference

57
83
76
71
73
66
72
54
81

46
60
56
45
55
49
53
41
63

-11
-23
-20
-26
-19
-17
-19
-13
-18

Similarly zero scores in IDEA tools (as referred in Table 5.5) have the same trend as observed
for WHO zero scores and are statistically significant (t - value = -3.920 and p - value = 0.030).
The positive score in IDEA tool again shows a deteriorating trend and statistically found
significant (t - value = 3.920 and p-value = 0.030) using paried t - test.
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Table 5.5
Result of Scores among selected variables of IDEA Tool
Percentage of Cases with Zero Score

IDEA Variables

First Visit

Self -care
Interpersonal
Communication
Work

46
12
11
11

Percentage of Cases with Positive Score

Final Visit

Difference

First Visit

Final Visit

Difference

50
24
29
29

4
2
17
17

54
88
89
89

50
76
71
71

-4
-12
-17
-17

From the rehabilitation point of view, during the period of one year, the counsellors working as
a team have concentrated on all variables of quality of life and disability. However seeing the
percentage of successful cases in quality of life which varies from -4 to +60; (for disability in
WHO varies from +11 to +26 and in IDEA it varies from +2 to +17) is a reasonable
achievement among 196 cases. One can conclude that the counsellors have not uniformly
counseled for different aspect of the rehabilitation but this can be corrected in future by
continuing the services and also by recruiting expert psychologists or psychotherapists.

5.3 Selection Criteria
A selection criterion exists to make patients work in the occupational therapy rehabilitation
programme. Selection is basically done to observe the negative criteria or exclusion that should
be avoided in the patient for working in occupational therapy unit. In the beginning of the project
the hospital psychiatrist had explained the importance of the selection criteria. However in
actual practice, the hospital psychiatrist referred the patients to the OT unit by doing a physical
observation of the variables as described in the format.
In the entire project tenure, about 504 patients were assessed and counselling was given to
about 40 per cent of patients only. The rest of the patients neither cooperated to our team
members nor turned up to hospital for follow up. Among these 200 cases, 49 per cent (98) of
the patients have been referred to work in the occupational therapy unit as desired in their
psychosocial history. Further on doing classification of incoming patients to the OT unit shows
that 59.1 per cent of the patients who were working in the OT are from indoor wards and
remaining 40.1 per cent were directly referred from OPD clinic of the hospital. After completion
of training in OT or after discharge from the hospital, patients restarted to work in OT unit
under micro credit scheme either through home based rehabilitation (30.8%) or by coming to
day care centre (69.2%) managed in the hospital. The classification of patients coming to OT
is given in Table 5.6.
Table 5.6
Participation of Patients in Day Care and Home Based Rehabilitation Programme

Source of Patients
OPD Clinic
Indoor ward
Total
Total percentage (N=98)

Day Care
Male
Female
11
12
23
22
34
34
34.6
34.6

Home based
Male
Female
4
13
8
5
12
18
12.2
18.6

Total
Cases
40
58
98
100

Total Cases
%age (N=98)
40.9
59.1
100

5.4 Goal Setting
While doing psychosocial assessment, the selection of 200 cases for goal setting were done
based on counseling and interaction with patients and family members interested in
rehabilitation. The selection criteria adopted was related to the cases residing in Baroda city
so that follow up became easy. In the rehabilitation programme, goals are set looking at the
severity of mental disorder, disease process. It is not limited exclusively with diagnosis. There
are a number of factors for deciding the rehabilitation goals of the patients. First and foremost
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is to set simple short terms goals such as self care, developing working attitude, social and
communication skills. Once these goals are achieved long term goals for rehabilitation
programme is set. Based on these criteria, realistic goals were set for 200 patients as per the
desire of the patients and family members.
-

-

G1 - to earn at least Rs.10 a day
G2 - to work independently for routine activities
G3 - to make them work independently at their job place
G4 - to make them resettled in their family
G5 - to make them regular at day care centre at the hospital
G6 - to make them resettled in their original job
G7 - to make efforts in acquiring disability certificate
G8 – to make efforts to help patients to fight for their right

Table 5.7 gives the classification of Psychiatric cases according to sex and age group. From
the total of 200 cases 55 per cent were male and 46 per cent were female cases. Taking
account of disease profile the major mental disorder taken for goal setting for rehabilitation are
schizophrenic cases (63%) followed by cases of depression (12%). However major
concentration of mental disorders lies in the age group of 26 – 35 years. Tracing their
psychosocial history the first step was to set up short term goals. About 90 per cent of the
cases were given counselling for regular medication and 98 per cent were advised for regular
follow up in the hospital. As regards their skills development, 53 per cent were counselled for
self care, 70 per cent for interpersonal social behaviour, 65 per cent for communication skill
and 87 per cent were given counseling to improve vocational skills so as to and inculcate their
working skills.
Table 5.7
Classification of Type of Psychiatric Cases with Age

Age Group
Diagnosis/Sex

16-25
M

F

Acute Psychotic

F

2

Anxiety

1

Bipolar

1

7

1

3

56-65
M

1

1

5

2

3

2

2

4

4

7

2

1

1

2

1

1

1

2

MR

F

F

1

1

OCD

1

1

2

Other Psychotic

1

Post Partum

2

1
16

11

Total N=200

23

25

%age of sex

12

13

Substance Abuse

% of Age group

46-55
M

1

Epilepsy

Schizophrenia

F

1

Dementia

Other Neurotic

36-45
M

1

Adjustment

Depressive

26-35
M

38

15

16

20

48

29

25

32

24

15

13

16

2

25

5

3

3

10

5

3

5

3

2

1

39

29

8

0

Total

Total

%

F

cases

N= 200

1

0

1

0.5

2

1

3

1.5

2

1

3

1.5

7

15

22

11

1

0

1

0.5

9

15

24

12.0

2

3

5

2.5

1

0

1

0.5

1

3

4

2

2

0

2

1

0

3

3

1.5

0

1

1

0.5

78

49

127

63.5

3

0

3

1.5

109

91

200

55

46

M

2

While setting goals for rehabilitation the attitude of the patients and their relatives makes for
much difference in the final outcome. About 78 per cent of the relatives/family members of the
patients and 76 per cent of patients were found very cooperative. This is because our team
had built up a sound reputation and relationship while doing counselling. One of the
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contributing factors for such cooperation was constant follow up and sympathetic attitude
towards suffering of patients. On asking about their requirements, 78 per cent demanded for
the job and 27 per cent wanted disability certification. About 29 per cent had other types of
demand related to their personal requirement. Further taking account of the disease profile,
patient physical ability, discussion with family members and with individual patients the
following goals were set as indicated in Table 5.8
Table 5.8
Classification of Type of Psychiatric Cases with the Set Goals
Code of Goal Setting
Diagnostic

G1
M

G2

F

M

G3

F

M

G4

F

M

G5

F

M

G6

F

Acute Psychotic
Adjustment

1

1

Bipolar

2

Dementia

M

F

M

F

1

2

1

1

5

5

3

1

1

2

2

1

1
1

Epilepsy
MR

F

G8

1

Anxiety

Depressive

M

G7

1

2

11

2

1

1

1

1

1

1

2
1

4

1

1

OCD

1

Other Neurotic

2

Other Psychotic

1

1

Post Partum

1

Schizophrenia

10

Substance Abuse

1

Total N = 200

14

12

32

47

% of sex

7

6

16

24

% of each goal set

1

7

24

27

37

6

2

3

1

2

2

3

1

1

1

48

12

3

6

1

8

9

5

1

1

1

24

6

2

3

1

4

5

3

1

1

1

2

13.1

39.9

30.3

4.5

4.5

7.1

1.0

0
0
0.5

It is quite clear that about 13.1 per cent of the patients aimed to earn at least Rs.10 a day (G1);
39.9 per cent work independently for routine activities (G2), 30.3 per cent for independently
work on their job (G3), 7.1 per cent to make them resettle back in their original job (G6), 4.5
per cent to be regular at day care centre running in the hospital (G5), 4.5 per cent be resettled
in their family (G4); 1 per cent for efforts in acquiring disability certification (G7), and 0.5 per
cent for help the patients legally to fight for their rights (G8). The current classification has
been done taking account of one activity for individual patients. However the patients and their
family members expected more than one goal to be fulfilled and thus several joint efforts were
made for varying goals to individual patients. However, due to time constraint, efforts were
restricted to achieve one goal only. Besides, it was also observed that 93% of patients
demanded solution to their problems which were not linked with the mental illness.
The field staff took the untiring efforts to attain the set goals. For each patient almost all family
members of the patients were repeatedly counselled at home for their cooperation and make
their mentally ill family member to work with our team. About 93 per cent were repeatedly
counselled to make improvement in self-care; interpersonal, social and communication skills.
Further 50 per cent of the patients were asked to join day care centre running in the hospital,
27 per cent were counseled to solve their marital problems, 18.5 per cent were counseled at
home under the home based rehabilitation programme and a similar number of patients was
given transportation support. About 25 per cent were counselled to join back in their original job
and only 6 per cent of the patient’s availed loan or subsidy under the micro credit scheme.
Further about 0.5 per cent of the patients were given legal support for fighting their rights at
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their work and domestic setting and in one per cent of case, efforts were made to avail
disability certificate from the hospital. The outcome of the interventions 198 cases is indicated
in Table 5.9
Table 5.9
Result of Long Term Goals

Long Term Goal

Can earn Rs.10
Function Independently
Job Independently
Regular at Day Care Centre
Resettlement in Family
Resettlement in old Job
Counselling for Disability
Certificate
Counselling for legal aid
Total

Out Put Result
Success Failure
Partial
Success
16
4
6
8.1%
2.0%
3.0%
15
29
35
7.6%
14.6%
17.7%
34
7
19
17.2%
3.5%
9.6%
2
2
4
1.0%
1.0%
2.0%
7
2
3.5%
1.0%
9
5
4.5%
2.5
1
0.5%
1
0.5%
84
42
72
42.4%
21.2%
36.4%

Total
26
13.1%
79
39.9%
60
30.3%
8
4.0%
9
4.5%
14
7.1%
1
0.5%
1
0.5%
198
100.0%

Note:
: Percentage is calculated from the total 198.
: In two cases, the set goals could not be achieved as the patients and family members refused to
cooperate.
: Partial success means patients are in mid way of progress and could be either success or failure.
: Success means patient improvement in long term goal till date of monitoring.

In the period of 12 month rigorous follow-up of 200 cases was done and in 198 cases goals
were set for the rehabilitation programme. Taking account of the output, it was found that 42.5
per cent of the cases success have been achieved for the set goals as desired by the patients
and their family members, while partial success has been observed for 36.5 per cent of cases.
Among 21 per cent of cases, the set goals could not be achieved because the team was
unable to retain the patient’s interest. The comparative analysis of the set goals with mental
disorders is indicated Table 5.10.
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Table 5.10
Result of Long Term Goals with Mental Disorders
Type of
Diagnosis
Acute Psychotic
Adjustment

Anxiety

Bipolar

Dementia
Depressive

Epilepsy

MR
OCD

Other Neurotic
Other Psychotic
Post Partum
Schizophrenia

Substance Abuse

Type of
Result
Set Goals Success Failure
Partial Success
G6
100.0%
G1
33.3%
G2
33.3%
G4
33.3%
G2
33.3%
G3
33.3%
G5
33.3%
G1
9.1%
G2
9.1%
9.1%
13.6%
G3
22.7%
9.1%
4.5%
G5
4.5%
4.5%
G4
9.1%
G6
4.5%
G2
100.0%
G1
8.3%
G2
8.3%
4.2%
41.7%
G3
8.3%
4.2%
G4
8.3%
G6
12.5%
4.2%
G1
20.0%
G2
40.0%
G3
20.0%
G4
20.0%
G1
100.0%
G2
50.0%
G3
25.0%
G5
25.0%
G1
50.0%
50.0%
G1
33.3%
G3
33.3%
G6
33.3%
G2
100.0%
G1
7.2%
3.2%
3.2%
G2
6.4%
19.2%
15.2%
G3
19.2%
4.0%
11.2%
G5
1.6%
1.6%
G4
0.8%
1.6%
G6
2.4%
1.6%
G7
0.8%
G8
0.8%
G1
33.3%
G2
66.7%

Total
Cases (N = 198)
1
13

3

22

1
24

5
1
4
2
3
1

125

3

Out of the total 198 cases, 63.1 per cent were schizophrenic in which 36.8 per cent of the
cases reported success for the set goals and 35.2 per cent reported partial success. Further,
it was noticed that 28 per cent of the cases were failure for the set goals. About 12 per cent of
the cases were of depressive in which, success was confined to only 46 per cent of the
cases, 50 per cent had partial success and failure was only 4 per cent. This is because the
prognosis is good in depression cases. Among 11 per cent of bipolar cases, 59 per cent could
attain success and in 22.7 per cent of cases partial success was observed. Here the failure
rate was in 18.1 per cent of the cases.

5.5 Attendance and Training Status in Occupational Therapy (OT) Unit
Attendance of the patients in the hospital largely dependent upon the hospital activity. Routine
physical examination and preoccupancy in any other work assigned by the hospital to the
patients engaged in other than OT activities had effected the attendence in OT.
Vardaan Foundation, Vadodara, Gujarat, India.
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Figure 5.5 Status of Attendance in Male OT
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From Figure 5.5, it is quite evident that in the morning session18 maximum attendance in male
OT fluctuated between “42 and 21” and minimum was between “19 and 3”. In the afternoon
session19 , maximum attendance fluctuated between “43 and 22” and minimum between “24
and 1”. Overall the average attendance in the male OT in morning fluctuated between “27 and
16” and in the afternoon between “31 and 16”. In female OT (Figure 5.6), in the morning
session, the maximum attendance fluctuated between “45 and 17” and minimum between “11
and 1”. In the afternoon session, maximum attendance fluctuated between “49 and 17” and
minimum between “8 and 1”. Overall the average attendance in the morning fluctuated
between “30 and 8” and in the afternoon between “29 and 10”.
No. of Working Days
Average Morning
Average Afternoon
Max Morning
Max Afternoon
Min Morning
Min Afternoon

Figure 5.6 Status of Attendance in Female OT
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18. Working hours from 9.00 am to 12.00 noon
19. Working hours from 1.00 pm to 4.00 pm
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Comparative analysis shows that male attendance was better and is statistically found
significant (t-value = 2.823 and p-value = 0.015) compared to female OT (t-value = -0.578 and
p-value = 0.574). The initial increase in the number is because female OT activities were
conducted in the female ward. When it got shifted outside the ward in separate premises,
indoor patients with absconding tendency and chronic type were not allowed to move outside
to the new venue of female OT. In male OT the trend was different. Initially the number seems
to be very high because the OT activities were conducted in the ward and later there was a fall
in the number because chronic and other types of cases were not allowed to the new venue of
the male OT. From Figure 5.5 the second downfall is because the number of patients in the
wards came down. For other reason was constant replacement of the attendants. One of the
reasons for the deteriorating number of patients in male OT related to routine medical and
physical examination of at least 20 to 25 patients. They were not allowed to come out the of
male ward for OT activities in the morning.
As mentioned earlier about 98 patients from indoor wards and OPD clinic were trained in
different trades. It should be noted that none of the patients could be completely trained for one
product. Each trade item was divided into different stages (refer figure 4.4) and according to
the capacity of the patient, work was assigned for developing individual items. Details of the
training status for different trades in male and female OT wards are given in Table 5.11.
Table 5.11
Details of the Training Status for Different Trades in Male and Female OT
Name of the Trade

Male Patients (%)

Name of the Trade

Female Patients (%)

Tailoring work
Candle work
Chemical work
Garden activities
Screen Printing
Paper Work
Computer Education

N = 46
20 (43.4)
15 (32.6)
20 (43.4)
20 (43.4)
05 (10.8)
35 (76.0)
04 (8.6)

Tailoring work
Crotia Work
Fabric Painting
Embroidery (Handwork)
Ceramic Painting
Paper Work
Kitchen Activity

N = 52
13 (25.0)
20 (38.4)
10 (19.2)
20 (38.4)
13 (25.0)
14 (26.9)
6 (11.5)

Table 5.11 shows that trade items related to paper work are most preferred by the male
patients followed by tailoring, gardening, and chemical items. However for female items
related to knitting (Crotia and embroidery) are most preferred trade followed by ceramic and
tailoring work. However some patients have more than one capability of working and hence 15
male patients and 10 female patients have been trained is more than one trade in their
respective occupational therapy unit.

5.6 Psychological Counseling
In the rehabilitation programme, psychological counselling plays an important role in changing
attitude and behaviour. Here the psychologist has done psychological interventions, that are
informal counseling, and family education on various aspects as indicated in Table 5.12
Table 5.12
Details of Psychological Counseling
Psychological
Intervention

Group Activity
and counseling

Supportive
counseling

Behavior
counseling

Cognitive
counseling

Marital
counseling

YES
NO

85
15

51
49

71
29

85
15

14
86*

*Not done/not required
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As narrated earlier that out of 504 cases, rigorous follow up was done for 200 cases only. Here
from the total of 200 cases, 85 per cent of them had group activity and counselling, 51 per cent
had supportive counseling, 71 per cent had behaviour counseling, 85 per cent had cognitive
counseling and 14 per cent had martial counselling. Overall about 61 per cent of the patients
were given informal counseling. Structured counseling could not be given due lack of
experienced psychologist and other short comings in the hospital.

5.7 Production Details and Incentive Paid
As described in the earlier section, about five new trades were developed and in each trade
about five items were prepared. The details of production are given in Annex 3. The annexure
gives the list of Items produced during the project tenure. However, learning experience about
the adaptability of the trade with patients; trend of production and marketing, and taking
account of other factors, the following conclusions was made (Table 5.13).
Table 5.13
Conclusion made for different type of Trade Items in long terms
Sr.
No.
1
2
3
4
5
6
1
2
3
4
1
2
3
4
5
6
7
8
9
10
11
1
2
3
4
5
1
2
3
4
5

Trade Items
PAPER WORK
Paper Bags
Envelopes
Office Files
Office Folder
Letter box (Wooden)
Dustbin
CHEMICAL
Agarbatti
Phenyl
Wax Candle
First Aid Box
CLOTH WORK
Cloth File Folder
Hand Bags
Letter Box (Cloth)
Apron (Children)
Cap
Pillow Cover
Handkerchief
Table Cloth
Bed Sheets & Patch Work
College Bag
Baby Kit
KNITTING WORK
Mobile Cover
Phone Cover
Purse
Table Cloth
Toran
PANTRY
Bataka Pauva
Masala Sing
Tea & Coffee
Wafers
Farsan

Easily
Adaptable

Availability of
Raw Material

Frequency
Of Production

Easily
Marketable

Long Term
Sustainable

Male

Female

Yes
Yes
Yes
Yes
No
Yes

Yes
No
No
No
Yes
Yes

Yes
Yes
No
Yes
Yes
Yes

Regular
Regular
As per Demand
As per Demand
As per Demand
Regular

Yes
Yes
Yes
No
Yes
Yes

Yes
Yes
Yes
No
No
No

Yes
Yes
Yes
Yes

Yes
No
Yes
No

Yes
Yes
Yes
No

Regular
As per Demand
Regular
Occasional

Yes
Yes
Yes
Yes

Yes
Yes
Yes
No

Yes
Yes
Yes
No
Yes
No
No
No
No
Yes
No

Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes

Regular
As per Demand
As per Demand
As per Demand
Occasional
As per Demand
As per Demand
As per Demand
As per Demand
Regular
Regular

Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
No
Yes
No
Yes
Yes
Yes
Yes
No
Yes

No
No
No
No
No

Yes
Yes
Yes
Yes
Yes

No
No
Yes
Yes
Yes

Regular
As per Demand
As per Demand
Regular
Occasional

No
No
No
Yes
Yes

Yes
Yes
Yes
No
Yes

No
No
No
No
No

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Regular
Regular
Regular
Regular
Regular

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Note: The hospital items were excluded as it is exclusively made as per hospital internal demand

From the above table it is quite clear that trade in item is seasonal and mostly depend upon
the demand of the market. However to make the production regular, it is advisable to run trade
which are in demand throughout the year and can be easily adoptable by the patients in terms
of quality. Table 5.20 gives information about the token money paid to the patients during one
year (Oct’2004 to Sept’2005) in the male and female OT wards.
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Table 5.14
Details of the Token Paid to Male and Female Patient

Items
Token Paid in Cash*
Token Paid in Kind
Loan Disbursed
Transportation
Outstanding Token amount in cash
for permanent indoor patients
Total
Horizontal Per cent

MALE
4120.18
21595.16
3750
163

FEMALE Total
Per cent
2210.28
6330.46
10
14230.8
35826
57
7302
11052
18
390
553
1

4028.69
33657.03
53

4718.13
28851.21
47

8747.00
62508.44

14

Note: * In day care and home based rehabilitation programme

Majority of the amount (62 per cent) has been paid to the incoming patients - working in the
vocational training unit from OPD, day care centre and home base rehabilitation programme
as indicated in Table 5.14.
Of this payment 53 per cent has been distributed among male patients and 47 per cent among
female patients. Taking into account of mode of payment, 10 per cent of the amount has been
paid in cash to the patient working in the vocational unit, 57 per cent has been paid in kind, for
kitchen activity and for festival celebrations in the hospital. Under the micro credit programme,
18 per cent of the amount has been distributed as giving loans to patient working on the home
based rehabilitation programme. In the absence of mobile van, about 1 per cent of the amounts
were paid to the patients as transport expenses to make them attend vocational training in the
occupational unit. About 14 per cent of the amount is yet to be paid to the improved patients
living permanently in the hospital.
The learning experience shows that such incentives become positively reinforces the
confidence of the patient and inculcate a working attitude. After some time with these
capabilities patients are integrated in the mainstream of working force. Patient’s incentives are
largely dependent upon the assigned points in their work. It has been noticed that working
culture in the vocational unit does not operate as per the planned structure programme
(Table 4.4) for the entire day but largely depends on the mood of the patients and attendants.
The initiation of behavior modification programme was in the self-care activity which should
start from the ward. Self-care among most of the patients was good. However many time it
happened that due to the scarcity of water this activity was not carried by the patients and in
that case they were not considered at fault. The vocational activity was planned to be divided
into different tasks with appropriate incentive schemes. This was also successfully done and
was found effective. Quite often it was observed that some of the hospital’s old activities which
were not planned as per the project requirement were given priority and these replaced the
project activities.
The vocational activities that were carried out in the hospital were unfortunately done with a
view to satisfy the internal needs of the hospital and thus the concept of success of the quality
of products when put to test in the market was almost neglected. Moreover the incentive
scheme should also be as per viability in market, but some how the incentive was little valued.
One of the key observations in male and female OT among the hospital staff is that if the
patients are unable to attain the set target the respective male and female trade instructor
should work to compensate the demand.
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All vocational or rehabilitative activities should be complementary to each other but due to
above mentioned factors there was an imbalance in evaluating each of the activities on a
common reference. The traditional activities failed to adapt to the new system that was
followed by the newly introduced activities. This undoubtedly affected the project activity.
Even in the female ward in the early phase patients were not allowed to do project activity
because the hospital’s vocational activities were compulsory due to the set target of the
activity. Further taking account of the incentive paid for the activities of self-care interpersonal
and work behaviour points have been assigned and classified into three groups as good
(67- 100), moderate (34-66) and fair (1-33). Table 5.15 provides the average of patients in
different score group for all three activities during one year.
Table 5.15
Average Number of Patient in different Score Group in Male and Female OT for Self Care,
Inter Personal and Work Behaviour

SELF CARE
GOOD
MODERATE
POOR
INTERPERSONAL
GOOD
MODERATE
POOR
WORK BEHAVIOUR
GOOD
MODERATE
POOR

Average
Male
Patients
27.47
45.66
26.87

Average
Female
Patients
67.91
17.19
14.9

20.4
22.63
56.97

40.11
30.66
29.23

30.71
16.16
53.13

45.27
13.75
40.97

It is evident that self-care, interpersonal and work behaviour in the female OT unit was far
better than the male OT unit. This we have already observed owing to the attendance and
production done in the female OT unit. In the male OT unit constant replacement of the
instructions and poor turnout of the patients restricted them from gaining sufficient number of
score for self-care, interpersonal and work behaviour.

5.8 Marketing
After the training, efforts were made to have quality production in the vocational unit. Items
produced in the hospital occupation therapy unit are given in Annex 3. The summarized details
of the budget sanctioned and its utilization for producing trade items in the vocational unit are
given in Table 5.16
From the sanctioned budget, about 67 per cent has been utilized for purchasing raw material
and related consumable items and 19 per cent were utilized for making full fledged OT unit.
About 5 per cent was spent on the campus garden, 4 per cent was utilized for grooming
purpose, 2 per cent each for hospital paper work; transportation charges for bring raw material
to hospital and repair and maintenance.
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Table 5.16
Details of the Budget Sanctioned and utilized for Occupational Therapy Unit
Variables

Amount in % for Rs.
67

Raw material and consumables items
Hire Purchase
Garden Activity
Grooming
Hospital Stationary
Repairing and Maintenance
Transportation

19
5
4
2
2
2

Variables

Amount in Rs.
11%
5%
1%
83%

Sold
Wastage
Unaccounted
Unsold Stock

Of the finished products, only 11 per cent of the finished products could be sold during the
period of twelve months, while 83 per cent of the finished items remained unsold. No special
efforts were made in selling the finished product. People visiting the OT unit in the hospital or
visitor known to the project and hospital staff usually were the customers for the finished
products. Overall the project team does not have any sound strategy for selling the finished
products till the completion of 12 months of the project.

5.9 Experiences with Families in Home Visit
The prime objective of the rehabilitation programme is resettlement of patients to the original
environment, i.e., families. Thus the need to maintain patients in the community and at an
optimal level of functioning necessitates viewing family as an important resource of overall
management. During field visits following observations were made by the team.
The field visit is done for patients who had come for treatment once in the hospital. Usually
once in a week (mostly Saturdays) follow-up is being done. From October 2004 to
September 2005, about 504 psychosocial assessments was done in the hospital. Almost all
the cases were counselled once. However, a 50 per cent target was set for conducting
domiciliary contact. About 10 per cent of the patients could not be contacted because houses
were found locked; change or wrong address. Further, 40 per cent of the cases were visited
more than once as shown in Table 5.17. Overall, on an average 20 to 30 per cent of cases in
a month were followed up by four pairs attendants in the project team.
Table 5.17
Details of Number of Follow-up done with different type of Cases
Type of
Psychiatric Cases
Acute Psychotic
Adjustment
Anxiety
Bipolar
Dementia
Depressive
Epilepsy
MR
NA
OCD
Other Neurotic
Other Psychotic
Postpartum
Schizophrenia
Substance Abuse

1st
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0

2nd
14.3
7.70
22.2
19.4
25.0
24.6
13.3
8.3

Number of Follow up
3rd
4th
5th
6th

7th

9th

7.7
7.5

3.0

4.9

3.3
6.7

1.5

3.0

1.5

1.6

8.3

40.0
33.3
16.7

20.0

31.6
25.0

11.7
6.3

16.7
8.3

8.3
2.3

1.5
12.5

Total (N=504)
26.0
8.7
2.4
1.2
0.6
0.4
0.2
Note: Cases represented in columns of number of follow up visits are in percentage taken from total cases
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During the home visit, counselling was provided for family members to patients: 57 per cent
were counselled for knowledge of disease, 35 per cent were motivated for treatment, 36 per
cent for drug compliance and 70 per cent were motivated for regular follow up. Taking account
of IEC activities counseling is mostly done for rehabilitation services (70%). This is followed by
providing information on early sign and symptoms (39%) and motivation for becoming
members of self help groups (20%). It was also observed that 40 per cent of the patients were
not willing to come to the hospital for rehabilitation because of - the transportation problems
while 47 per cent refused because of the stigma associated with hospital. Owing to distance
about 78 per cent of the patient’s family members demanded for community rehabilitation; 78
per cent demanded mobile van services and, 34 per cent for half way home; 18 per cent for
home based rehabilitation programme and 32 per cent for a community mental hospital with
full fledged facilities.
Overall it seems that families are more concerned for support and coping mechanism, social
and personal skills training, cognitive remediation and behaviour therapy. During the project
tenure, we were able to give support and training for self care, interpersonal and work behaviour
only. Other requirements related to cognitive remediation and behaviour therapy could not be
taken up due to lack of trained professionals in the team.
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Chapter 6: Issues Concerned
This chapter focuses on some of the major issues concerning the rehabilitation programme in
a hospital setting. It considers common issues that address the need, pitfalls and their role for
running the rehabilitation services on a regular basis.

6.1 Developing Project
Mental illness is the most stigmatized non communicable disease. It has been of little interest
to NGOs, because of many complexities associated with it. This has been the only reason
why the subject matter of rehabilitation in mental health remained an un-trodden field for a long
time in our country. Mental health mission reports also point out the same difficulties faced by
NGOs. The Government of Gujarat has taken the right step to develop mental health
rehabilitation services through a community based model which is integrated with mental
health institutions.
Taking lead from this, Vardaan Foundation submitted a community based project for delivering
mental health services. Owing to the three dimensional complexity (identifying the stage of
disorders, treatment and rehabilitation aimed at reducing the impairment and disability and
community support programme aimed at minimizing the handicapped) we decided to restrict
to community based rehabilitation services linked with institution. In the initial period of the
project, there was total confusion and uncertainty as to how to initiate the desired rehabilitation
services in the hospital and extend it to the community. During the course of the time, we
realized that the hospital for mental health is still working on 100 year old concepts and were
very reluctant for any change or accept new ideas.
Since we were supposed to do capacity building of the hospital for the rehabilitation services it
became essential to understand the existing rehabilitation model not only in India but in the
world. Referring to numerous books, technical journals and the internet search helped us
develop a model of rehabilitation services through government and non-government
partnership.

6.2 Conceptual Clarity
As reported earlier the hospital authorities were very reluctant for any change; they believed in
age-old concepts and theories for imparting mental health services. The rehabilitation activity
was confined only to the occupational therapy unit. The concept of rehabilitation in mental
health is limited. It believed in showing production in the occupational therapy unit as a
rehabilitation activity and giving a feeble token amount to selected patients who had
participated in the production of the trade items. Production largely dependent upon satisfying
demand for their in the hospital and thus the so – called rehabilitation activities were irregular
and unscientific.
Making the hospital authorities understand the concept of scientific rehabilitation was a herculean
task as was changing the age-old attitudes and behaviour to the present needs of
rehabilitation services. Our rehabilitation services were largely based on psychosocial
assessment and goal setting with the patient and the family. It also included online computer
based monitoring of each aspects of rehabilitation so that focused intervention could be made
during the rehabilitation process. One of the unique features of this model was the integration
of rehabilitation services with the community and equal emphases given to relapse
management.
The hospital authorities were not very sure and confident as to how one should run a
rehabilitation programme in the hospital premises. They keep on changing their stand in
Vardaan Foundation, Vadodara, Gujarat, India.

Chapter 6: Issues Concerned

50

running the OT unit either in the ward or outside the ward. Besides they were more interested
in gaining the material and making the OT unit a full fledged industrial production house without
caring about human right issues of the patient.
There was always a clash between the hospital concepts of rehabilitation and the scientific
concept and methodology as developed by our organization. This resulted more towards the
negative attitude of not working with the project staff. They considered it, to be useless and,
more time-consuming. According to them, 90 per cent of contribution in the rehabilitation
programme came from the psychiatrist. They did not believe in psychosocial rehabilitation
integrated with the community. Thus during project tenure that two concepts of rehabilitation
were working simultaneously.

6.3 Diversified and Overlapping Role
One of the issues related to the role of professional and non professional services in the
rehabilitation programme. This was major conflicting issues in the process of rehabilitation.
Services rendered by the psychiatrist and psychologist come under professional services i.e.,
under the Ministry of Health and Family Welfare, whereas rehabilitation is the subject of the
Ministry of Social Justice and Empowerment. As per our service delivery model we have
categorically defined importance of the roles of professional and non professional services for
rehabilitation programme.
However, it was felt that only professionals wanted to control on all aspects of rehabilitation
programme. This was very much evident, when the hospital staff went out to teach one NGO
for the production of various items under the rehabilitation programme for mentally ill children.
Moreover it appears that the hospital authority need NGO to work under its control for
rehabilitation programme without having much understanding of specified roles of
professionals and non-professional services under the rehabilitation programme.

6.4 Structural Integration
Owing to lack of conceptual clarity for the term “rehabilitation in mental health”, the desired level
of structural integration was not found in the hospital setup. The tools and the protocols
developed for imparting rehabilitation services through the hospital were considered to be
useless and waste of time. The hospital authorities only believed that rehabilitation of the patient
could be achieved by showing production of different trades in the occupational therapy unit
leaving aside self care, interpersonal social, work behaviour, and vocational skill.
Besides, there was no common understanding rehabilitation between the hospital and the project
team, it was assumed by the hospital team authorities that the NGO would be working under
their direction for rehabilitation activities. Further, authoritative feeling and autocratic behaviour
restricted mutual understanding and exchange of ideas. The desired level of team integration
was totally absent. The hospital authorities felt that NGO should abide by hospital authority
rather than patients welfare. Overall, it was observed that the hospital authorities could not
accept the intrusion of ideas, activity and innovation in the hospital, especially when it came
from an NGO.
One of the major hurdles related to the objective of the project that confined only for doing
rehabilitation activities which were secondary to treatment activity. Thus most of the
rehabilitation activities were directly linked with the primary treatment activity, in which the
psychiatrist of the hospital was authorized to do drug treatment. Special physical and
psychological interventions like behaviour and cognitive therapy were the prime responsibility
of psychiatrist and the psychologist in the hospital. Unless the psychiatrist of the hospital entrust the particular activity to any of the project team members it could be done. Thus we were
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totally at the mercy of the hospital psychiatrist who never referred cases for primary
psychological intervention to any of the project staff. Nor did the concerned professional
(psychologist and psychiatrist) of the project team take any interest. Thus the role of project
team of non professionals was confined to rehabilitation activities as mentioned in figure 4.2.
The set back in the structural integration can also be attributed to promote more than one
NGO to work with in the hospital. It was noticed that the head of the institution allowed working
many NGOs and Self Help Groups 20 in the hospital premises. This led to patients lobbying
among NGOs; partial/prejudice behaviour of the hospital authority are some of the conflicting
factors that restrict the actual structural integration. Even when we were authorized to work in
the hospital for the said project and subsequently acquired the registration certificate under
PWD Act 1995 why was special weightage given to self help groups without understanding the
roles and functions of NGOs in the rehabilitation programme.
On our side, working with many professionals led to confusions. During the project tenure, on
many occasions, there were differences of opinion between the hospital psychiatrist and the
consulting psychiatrist and we as an NGO were in dilemma. This was also one of the reasons
for poor structural integration with the hospital. There was a feeling among professionals that
other non-professionals were entering their domain. While majority of NGO had the feeling
that, if the rehabilitation services are largely made dependable on professionals, it will be
difficult to run the rehabilitation programme.

6.5 Identity Crisis
Lack of conceptual clarity and structural integration created identity crisis on both sides. Owing
to the scientific way and approaches adopted by the NGO in providing rehabilitation services
to the patients of the hospital there was an appreciation in the community towards NGO. Even
media started propagating the hospital rehabilitation services with the support of the NGO.
This led to total distrust assuming that the popularity for the success of the rehabilitation
programme went to the NGO. In order to restrict such popularity the hospital authorities
commended to remove the organization sign board and divided the trade as hospital trade and
NGO trade. However, whenever they wanted they took the opportunity to gain popularity the
Project staff. This led to identity crisis among the project staff and as a result many project
staff left job in frustration especially in the male OT. There was lack of a conducive
environment among the hospital and project staff.
Even the hospital authorities felt that the protocols and format designed under the scientifically
developed rehabilitation programme will increase their workload and hence did not fill any
format which made them more accountable. The format for selecting the patient for the
rehabilitation programme was never filled up by the concerned psychiatrist of the hospital. The
work culture in the hospital did not encouraged community based strategy or any cognitive or
behaviour training as taught by project psychiatrist consultants.
Identity crisis is common problem in human science. It becomes more acute when dealing
with rehabilitation programmes in mental health with a multidisciplinary approach. It is like an
orthopedic surgeon having done the surgery of the patients and his association restricted to
certain days till the wound heals. Now the case is being dealt by the physiotherapist, who not
only builds rapport with the patient but also spends more number of days with the patients till
s/he acquires the desired physical fitness in context of surgery and acquires confidences. The
same situation also prevails in the rehabilitation programme of mental health sector where
20. SHG – Association of Chronically Mentally ill Patients; NGO like Kripa Foundation; Mahavir Foundation etc.
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rapport building is more by non professionals NGOs. But the important role of professionals
cannot be neglected as rehabilitation starts with them and is a continuous process. Thus in a
rehabilitation programme having a multi-disciplinary approach, each individual has his role to
play and one should provide the services in team work rather having a specific role notion and
pointing out shotcomings.

6.6 Problem of Human Resources
The scientifically developed rehabilitation model is a dynamic and continuous process that
needs different experts for doing the related services of rehabilitation in the hospital as well in
the community. The hospital cannot cope with the dynamism required for keeping track of
changes made due to interventions under rehabilitation programme. The limited staff cannot
cope up with the desired level of devotion required for conducting rehabilitation activities. When
the hospital has shortage of manpower for conducting day to day activities, how one can
expect appropriate working of the rehabilitation programme in the hospital?
The project team does not have the desired level of human resources as required in the
scientific model. However the project was undertaken with individuals with equivalent
qualifications and experience. One observation is that individuals with similar qualification if
trained properly can give the desired level of result. This had been found true in our project, as
most of the attendants in the occupational therapy unit were only having either secondary or
higher secondary qualification. Similarly instead of a human resource manager with IRPM
background who was equally good and had perform well. Post graduate social work with
desired training can perform the desired work. The main issue is recognization of the
qualification for lower cadre working for the rehabilitation of mentally ill persons. For higher
carders like social worker, IRPM, HR etc separate provision should be made for early
recognization and registration of these qualifications by the authority such as Rehabilitation
Council of India. The council had rejected the application of social worker for not having
sufficient or desired experience and the subject of HR or IRPM did not fall into their defined
categories. This sound as if individual with HR or IRPM has no role to play in the process of
rehabilitation. Should only technically qualified professionals be allowed to work in the
rehabilitation programme in the mental health sector?
The mission report has pointed acute shortage of psychiatrists and trained psychologists.
Availability of psychiatrist in Gujarat is 0.36 per 100,000 persons compared to the world
average of 3.96 per 100,000 persons. Further the average working hours per day of a
psychiatrist are 8.41 hours. In a hospital setting, the OPD ranges from minimum of 80 to
maximum of 150 and would be more in the coming days. In such circumstances, how the will
psychiatrist be contributing to the rehabilitation programme? Because majority are more
interested in therapeutic approach. This was evident when our organization had organized a
national conference of the World Association of Psychosocial Rehabilitation (Indian chapter).
Out of total 200 psychiatrists only 5 per cent took interest in rehabilitation aspects. The reason
for not participating is that majority feel the patient’s impairment and disability could be
reduced by therapeutic approach and rehabilitation is not required.
Apart from this it is well known that the clinical Psychologist has a crucial role in diagnosis,
treatment, rehabilitation, training and research. In Gujarat only eight psychologists work in the
mental health sector i.e. The density of the clinical psychologists in Gujarat (0.01 per 100,000
population) is one of lowest in the world (density in USA is 26.4 per 100,000 population).
Besides, it is also well known that clinical psychologists are trained in a variety of
psychological interventions such as supportive, cognitive behavioural and
dynamically – oriented therapies, behaviour modification and cognitive remediation techniques,
martial and family counseling. They also use psychological testing for cognitive (including
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neuropsychological), personality and diagnostic evaluation. Our observation is same as the
mission report observation that clinical psychologist devotes much of the time in doing
IQ testing in both hospital and private setting. Moreover the feeling is that Psychology is a
subset of Psychiatry since most of the clinical psychologists are working under the influence
of the psychiatrist.
The problem of trained clinical psychologists in Gujarat is acute. The post graduate courses
diploma in clinical and community psychology being conducted by B.M Institute of Mental
Health, Ahmedabad and that the Gujarat University are the only recognized course. Other
similar types of courses are not recognized by the government. With little modification in the
course structure and giving recognization will help to produce more number of trained clinical
psychologists to be integrated with treatment and rehabilitation programme.

6.7 Associated Stigma
In mental health stigma is reported to be the main hurdle in dealing with mental health cases.
Here we are sharing our experience related to stigma among service providers and in the
management of the rehabilitation programme. The impact of stigma in the community has
already been discussed in detail in the preceding sections. Here we have summarized the
result because we are dealing the subject from both beneficiaries and service providers’ point
of view.
In the community as mentioned earlier, there is 100 per cent stigma towards mental health
hospital as notice while interviewing 504 patients. This is because of poor and wrong image of
the mental hospital as projected and propagated by the media. This has led to many wrong
notions of mental disorders among the masses. Secondly out of total 504 cases majority
(60%) of the patients coming to the hospital belongs to BPL or lower economic class which
cannot bear the cost of treatment. Besides only 40 per cent of cases visited the hospital for
regular follow-up, while 60 per cent never came back after the first visit.
In the beginning while recruiting the project staff, highly qualified professionals having
doctorate degree in social work, psychology, sociology etc showed unwillingness to work in
the mental hospital. The stigma is not among the illiterate or poor class but it equally persists
among highly educated classes of the society. Working in a mental health hospital is itself a
challenge. During the project tenure about three males and one female left their jobs because
of the hospital environment. One can conclude that senior team members could not sustain
the confidence level for working in the hospital.
Stigma is also observed among professionals and non-professionals groups. During the project
tenure the professionals bragged about their superiority that was never found among the non
professional though they equally contributed in the process of rehabilitation. This is the main
reason why NGOs and other non-professional felt burnt out and in future may discontinue
working in the mental health sector.
The word psychiatric itself generates stigma among masses and intervening agencies. It is
professionally correct to relate professionals like psychiatrist and psychologist directly to the
field of psychiatry, whereas associated professionals like psychiatric occupational therapists;
psychiatric nurses; psychiatric social workers and psychiatric worker etc are in short supply.
Associating the word “psychiatric” the problem becomes acute. Here common terminology
should be used with such associated professionals such as occupational therapist; nurse,
social worker etc. and we have proved this in our model. With little guidance and training from
psychiatrists and psychologist, such types of non professionals can work in a
multidisciplinary team. Thus more number of such allied professionals will start taking
interest in the rehabilitation programme of mental health sector.
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6.8 Referral and Linkage
This is one of the important factors in service delivery models. Since we are working within the
hospital, the question of referral and linkage does not arises. However, supporting the self help
group “Friends of Vardaan” is the best option for referring patients for treatment to the hospital
and establishing a linkage with the hospital in the day care centre or the proposed halfway
home. The linkage could also be maintained by running the home based rehabilitation
programme linked with the hospital or micro credit schemes with the support of self-help
groups.

6.9 Community Feed back
Of 504 cases we rigorously followed up 200 cases in one year. The community which had
stigma towards the hospital has started coming for medicines and demand that our
organization should take a challenging role for making their ward integrated for rehabilitation
services. About 20 per cent of cases demand that we should take the entire responsibility for
making their ward totally independent. During field visits of 200 cases, 78 per cent demanded
community based rehabilitation services, 34 per cent for a half way home, 18 per cent for
home based rehabilitation services and 32 per cent demanded separate a full-fledged
community mental health hospital. Moreover community and family members were more
concerned with treatment and medication while dealing with the professionals. But for
providing after care management either at home or at day care centre or half-way home they
mostly relied on NGOs and other non professionals.

6.10 Human Rights Issues
Human rights in rehabilitation programme of Mental Health are a great cause of concern. This
subject did not fall within the purview of the project. However we have confined this issue with
the patient’s rights at profession and living place in the family. Some details have already being
discussed in the preceding sections and some are discussed in the third volume of the report.
However we have received complaints related to best practices in and outside the hospital,
quality of services in the hospital and non availability of desired resources for medical
examination and transportation in the hospital.

6.11 Sustainability of Rehabilitation Services
The sustainability of the project in terms of cost of delivering rehabilitation services and
described the associated factors.
Looking at the budget of the hospital, there is always a minimum of 10 per cent increase in the
budget for running day to day routine hospital activities. During 2004-05, the budget of the
hospital was around Rs. 2 Crore annually. As per project experience, the cost of providing
rehabilitation services is around Rs. 20 lakhs annually. This is just 10 per cent of the budget
(Rs.2 Crore) sanctioned during 2004-05. Thus it is feasible to sustain the scientifically
developed rehabilitation programme within just 10 per cent of the total budget - if it is done
through an NGO. This includes linking the hospital rehabilitation programme and other mental
health services with the community by doing regular assessment, constant follow up; linking
home based rehabilitation programme, strengthening day care centre, occupational therapy
unit and half way home.
The issue is that the cost of providing rehabilitation services through government recruited
attendants, nurses and trade workers is less compared to NGO workers. The minimum
estimated cost of human resources for delivering services in a government set up and an
NGO set up is given in table 6.1
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Table 6.1
Comparative analysis for the Salary of Employees in Government and NGO setup

Designation of Employees
One Psychologist
One Senior Social worker
One occupational therapist
One Nurse
One trade worker
One Attendant
One Peon
One Aya/Sweeper

Govt. Set up
6500
5500
5500
4500
3000
3000
3000
2200

NGO Set up
5000
5000
300/visit
3000
300/visit
2000
1500
800

Table 6.1 indicates that the cost of individual work is quite high in a government set up
compared to a non government set up. In government set up dearness allowance, increment,
various type of allowances etc makes the individual salary ranging from minimum of Rs.6000
to maximum Rs. 15,000 per month. While in an NGO set up perks and remuneration are
based on performance.
Since the hospital for mental health is State government department the cost of medicine and
consultancy is totally free. Table 6.2 provides the approximate cost of medicine consumption
and consultation fee for a patient for one year in private sector for A class (Upper); B class
(Middle), and C class (lower) psychiatrist consultants.
Table 6.2
Calculation of Average Cost for selected Psychiatric Diseases in Private Setup

Cost items
1. Consultancy charges
2. Subsequent visit
3. Total Cost of consultancy for one year (2) x
23 + (1)
4. To and fro Cost of Auto fare Rs. 50/visit for
24 visits
5. Unit Cost of Schizophrenic drug Rs.10/day
for 365 days
6. Unit Cost of Bipolar drug Rs.15/day for 365
days
7. Unit Cost of Epilepsy drug Rs.12/day for 365
days
8. Unit Cost of Depression drug Rs.8/day for
365 days
9. Annual Cost of Schizophrenia Patients
10. Annual Cost of bipolar Patients
11. Annual Cost of Epilepsy
12. Annual Cost of Depression

A class
Rs.500
Rs.300
Rs.6900

B Class
Rs.300
Rs.100
Rs.2300

C Class
Rs.200
Rs.50
Rs.1150

Average
Rs.333
Rs.150
Rs.3450

Rs.1200

Rs.1200

Rs.1200

Rs.1200

Rs.3650

Rs.3650

Rs.3650

Rs.3650

Rs.5475

Rs.5475

Rs.5475

Rs.5475

Rs.4380

Rs.4380

Rs.4380

Rs.4380

Rs.2920

Rs.2920

Rs.2920

Rs.2920

Rs.12250
Rs.14075
Rs.12980
Rs.11520

Rs.7450
Rs.9275
Rs.8180
Rs.6720

Rs.6200
Rs.8025
Rs.6930
Rs.5470

Rs.8633
Rs.10458
Rs.9363
Rs.7903

Note: Applicable to Baroda City only
: Omitting the cost of psychological test; related physical and mental examination
: Assuming that the cost of petrol, VAT tax, Sale tax etc remain unchanged
: Average cost of drugs is calculated for respective diseases for various brands of drug available in the
market.

Thus the average annual cost of treatment for a schizophrenic patient in the private sector is
around Rs. 8633; for bipolar it is Rs. 10458, for epilepsy it is 9363 and for depression it is
Rs 7903. Now if we assume that the proportion of mental disorders registered in public
hospitals is equivalent to that in private hospitals, what would be the total cost of treatment
annually? Table 6.3 shows the cost of treatment of specified cases for one year.
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Table 6.3
Cost of Treatment for selected Psychiatrist diseases for the period of
One year in Private Setup

Type of Psychiatric Diseases

Average Cost*

Total No, Cases

Total Cost*

Schizophrenic
Bipolar
Epilepsy
Depression

8633
10458
9363
7903

267
65
15
60

23,05,011.00
6,79,770.00
1,40,445.00
4,74,180.00

*Amount in Rs.

This suggests that in order to reduce impairment and disability in schizophrenic cases an
organization should spend Rs. 23, 05,011 for treating schizophrenic cases only. This is viable
in an institution-based rehabilitation programme and thus community based rehabilitation
programme must have linkages with public hospitals to avoid such expenses. Once the
disease is controlled we can integrate the patients with the rehabilitation programme in the
community.
Another issue is related to the fixed role and responsibility in government system. In NGO
such flexibility is more and people do work taking it as their mission to serve rather just to work
as an employee. In a government set up employees are largely dependent up on the system
and have to follow orders. In NGO work is accountable and future growth and sustainability
largely depends on accountability. The dedication shown for identifying and locating the cases
through regular domiciliary visits may not be found in an employee in the government set-up.

6.12 Team Dynamics
Team building exercise is an important component for making any intervention programme
successful. In our rehabilitation model, both professionals and non professionals sharing
various roles and responsibilities. Table 6.4 shows the actual performance of core team
members.
Table 6.4
Actual Performance of Core Team Member of the Project
Psychologist

VARIABELS
st

Status of the employee as on 31 Dec 05
Percentage of Attendance in working days
Percentage of field visit done in working days
% Psychosocial Assessment done (N=504)
% of follow up after assessment (N=200)
% of Cases identified of Advocacy (N=10)
% of Advocacy Cases followed up (N=10)
Status of interest for field visit
% of cases identified for home based training
(N=22)
% of cases followed up under home based
training (N=22)
% of cases motivated for Day care center
(N=45)
% of cases identified for resettlement
process (N=31)
% of follow up done for cases under
resettlement process (N=31)

LEFT
75
50
11
------

IRP
Manager
Working
90
80
24
72
40
100
Regular
41

--

100

20

100

--

20

31

49

--

23

19

58

--

100

25

100

*Not at all interested in doing field work
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Psychologist
Working
91
69
32
76
40
10
Irregular*
32

Social
worker
Working
95
82
33
82
20
100
Regular
31
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The behaviour of the worker becomes an important factor in making any programme
successful. Here the senior member of the project team had observed five major qualities
among the working staff. Such classification is necessary to supervise and monitor the
effectiveness of the individual work s/he had done and also for making the programme
sustainable. Table 6.5 gives the status of the behaviour of the working staff.
Table 6.5
Status of the Behaviour of the Team Members duirng Project tenure.
Name of employee
Working
Psychologist
IRP Manager
Social worker
Female Inst/Att.
Female Inst/Att.
Female Inst/Att.
Peon
Male Inst/Att.
LEFT
Psychologist
Male Inst/Att.
Male Inst/Att.
Male Inst/Att.
Male Inst/Att.
Female Inst/Att.
Social worker

Regularity

Obedient

Interest

Behavior

Loyalty

Regular
Regular
Regular
Regular
Irregular
Regular
Regular
Regular

No
Yes
Yes
Yes
No
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

1
Good
Exe
Exe
Exe
Fair
Fair
Good
Exe

2
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes

3
Poor
Exe
Good
Exe
Fair
Fair
Good
Good

Irregular
Irregular
Irregular
Irregular
Irregular
Regular

Yes
No
No
No
No
Yes

Yes
No
No
No
No
Yes

Exe
Fair
Poor
Poor
Poor
Fair

No
No
No
Yes
No
Yes

Regular

Yes

No

Poor

No

Poor
Poor
Poor
Poor
Poor
Can’t
Say
Poor

Team
Acceptance
No
Yes
Yes
Yes
No
Yes
Yes
Yes
No
No
No
No
No
Can’t Say
No

NOTE: 1 with Patients; 2 with senior project coordinator; 3 Loyalty towards organization
: Judged by Project Coordinator on the basis of personal observation and feedback given by
administration

Mental health services are provided predominantly by the psychiatrist for psychiatrist
disorders. However, psychiatric disorders are biopsychosocial disorders. Hence to integrating
biological, psychological and social needs of patients would provide holistic care. Working in a
multi disciplinary team is itself a challenge. During the project tenure, both professionals and
non professionals have played significant roles as per our service delivery management model
with the defined components of rehabilitation. It is obvious that conflicts between professional
and non professionals will persist.
Though our rehabilitation model described the varying roles and responsibilities of various
professionals the superiority feeling of professionals compared to non professional created
distrust among the team members. This led us to think that whether NGO should give up
rehabilitation services in the mental health sector? Later we realized that in the execution of
any new project with new approach and concept, there would be initial resistance among the
professionals.
In the beginning, the consulting psychiatrist felt that he was the leader for the rehabilitation
programme. However at the end of one year his perception changed and he realized that the
psychiatrist is a case manager and agreed that after reducing the impairment and disability
each individual has a specific role to play in the rehabilitation process as described in the
management service delivery model (refer figure 4.2). In this manner non-professional’s also
realized the importance of the professionals in the rehabilitation programme.
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In the period of the sixteen months of the project, four months were utilized for mobilization of
resources, recruitment of project staff, training, and preparation of the occupational therapy
unit in the hospital. Thus in reality the project lasted for only 12 months, and another three
months to achieve the targets. The following tasks have been accomplished during this
period:
1. Developed a feasible management service delivery model for giving rehabilitation services
in hospital setting. The model has proved viable through joint partnership of government
and NGO.
2. Developed system, protocols and processes for giving the scientific way of rehabilitation
services to the community keeping hospital as core centre for treatment.
3. Developed psychosocial tools and that reliability which was checked by comparing them
with the well established tools such as WHO and IDEA. Since the WHO and IDEA tools
are meant to assess the disability and the newly developed psychosocial tools are meant
to judge quality of life, Pearson correlation test was performed for the selected variables
among these three tools. Interdependency of the tools has been proved in the sample of
200 hospital cases only. (see Volume 2 of the report)
4. The project team established rapport with the community by starting a home based
rehabilitation programme; strengthening the day care centre; doing advocacy and fighting
for the rights of patients, and motivating the patient under the resettlement programme.
5. Developed software that not only computerized the psychosocial data but and made
provision to integrate the psychiatric and other data related to mental and physical
examination. Through this software we completed assessment of 504 patients and
rigorously followed up 200 cases. One unique feature of the software is that it can give
online status of the any patients’ at any time for the desired number of variables as defined
in the software. (See Volume 2 of the report)
6. Of 198 cases, 42.4 per cent of cases were trained to achieve success in their set goals for
rehabilitation while in 36.4 per cent of cases there was partial success.
7. Establish a full-fledged occupational therapy unit in the hospital.
8. Established five new trades and defined the work procedure for each trade by dividing it
into different stages of production.
9. Established linkages with similar bodies (Lioness Club, Matri Mandal Trust, corporate etc)
for resource mobilization
10. Established a self-help Group “Friends of Vardaan” to generate community support for the
long term sustainability of the rehabilitation programme
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Claming such success is one task and admitting failure is another challenge we have devise
a sound strategy to make the management service delivery model sustainable in hospital
setting. The following tasks are yet to be accomplished in future.
1. Lack of conceptual clarity, failure to integrate our system, protocols and scientifically
developed process of rehabilitation with the hospital set up.
2. NGO and the hospital authority under took the programme without mutual understanding.
3. The computer software is ready and tested on stand alone computer terminal, but its
validity is yet to be tested in LAN setting and also in different institutional environments.
4. Since we have no expert clinical psychologist, we have not conducted structured desired
therapy (cognitive, behaviour, etc) and hence there is no data for it.
5. Though we have formed a self help group there are many issues that are yet to be
explored and strengthen so that the rehabilitation programme become self -sustainable.
6. We succeeded in producing trade items and their production but failed to market and we
had poor linkage with the micro credit programme.
Some Major findings of the pilot intervention project are as follows:
1. Adult males are more prone to psychiatric disorder in the hospital population.
2. Hospital stigma persists more in the community compared to demand for transportation
services.
3. Self-help groups can play an important role for inter-sector coordination and developing
linkages for resource mobilization.
4. With understanding, the current model can provide rehabilitation services both hospital
and community setting. The rehabilitation components are well defined and tested in pilot
intervention.
5. Though attendance in the male OT unit was better, quality of work was better in the female
OT unit.
6. Operating a rehabilitation programme in the hospital would be cost effective in the long
under government – NGO partnership or public - private partnership.
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Chapter 8: Recommendations and Conclusions
Following experience of one year our recommendations are as follows experiences:
1. The project should be continued till it becomes a regular feature in the hospital. It has been
already proved that rehabilitation activities are cost effective in the hospital setup. Thus it is
recommended that to adopt the grant-in-aid schemes under GO – NGO collaboration for
operating the rehabilitation programme.
2. Before executing the second phase of the rehabilitation project as programme it is
necessary to frame a “term of reference” with mutual understanding and adopting the
common philosophy of rehabilitation process as mentioned in our service delivery model
or as suggested by the authority.
3. Looking at the diversified roles of professionals and non-professionals in the rehabilitation
programme, there should be clear guidelines or Framework on rehabilitation programme.
This helps reduce the overlapping of roles and responsibilities.
4. It will be too early to say anything related to validity of the tools and software with an
analysis of just 200 cases. It becomes essential to continue the activities for at least
another three years to check the validity. Besides, it is also required to test the current
software with different institutions and check its Face validity.
5. Since all the hospital activities including rehabilitation services are now linked through
computers it should be possible to generate data sets as required.
6. There should be certain norms while entrusting an NGO or granting statutory powers (as
pointed out by the mission report) for recognizing it to work in the hospital. In this regard,
the technical competency of NGO must be taken into consideration. Besides, there should
be clear guidelines for the linkage between the hospital, NGO and Self Help Group in the
matter of rehabilitation services.
7. It should be made a mandatory process to make rehabilitation services accountable to the
public by allowing the media and any other advisory /visitors committee for inspection or
auditing. This will help reduce the stigma of mental health in the community.
8. Training is a major issue since new concepts are emerging in the field of bio-psychosocial
science. There is a need to update the knowledge of hospital and NGO staff regularly.
Since the hospital has sufficient space it is recommended starting a rehabilitation course
recognized by the state or central government. Vardaan Foundation can play a major role
giving rehabilitation training.
9. In order to make the hospital as a major centre not only for psychiatric treatment but also
for rehabilitation services, a transport system should be developed for effective referral
and linkage of outreach community programmes through public - private partnership.
10. Since there are many cross-cutting issues related to rehabilitation services and human
rights it is recommended that government should defined the exact framework of
rehabilitation services in mental health and devise prepare clear guidelines for monitoring
human right violations.
11. The mission report has pointed out that there is acute shortage of trained professionals.
The state government should allow the convergence of non-professionals and allied
professionals in the field of mental health. The Rehabilitation Council of India should be
involved in the process.
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Conclusions
It is well known that rehabilitation in mental health is a difficult and complex task that needs to
have a structured approach. We have been successful in designing a scientific rehabilitation
model with system, process, and protocols that are feasible in a hospital as well as outside in
the community. However, it is too early to conclude about the validity of newly developed data
tools and software. Thus it is necessary to continue the project as a programme in the hospital
set up with common understanding and the desired support for running the full-fledged
rehabilitation services. Further, looking at the heavy demand for psychosocial rehabilitation
services a government – NGO partnership can be the best solution since the services are
very cost effective in the long run with public – private partnership.

Vardaan Foundation, Vadodara, Gujarat, India.

Capacity Building of Hospital for Mental Health for Rehabilitation Activities: Volume 1

62

References
Bhagat, A. (2005), Day Care Services for People with Psychiatric Disability, Saarthak, paper
presented at WHO sponsored workshop on Psychiatric Rehabilitation, 6-7 January,
Bangalore.
Barton, R. (1999) Psychosocial Rehabilitation Services in Community Support Systems:
A Review of Outcomes and Policy Recommendations. Psychiatric Services p.525 to 534.
Bennett D.H. (1983), The Historical Development of Rehabilitation Services. In: Watt F.N., and
Bennett DH. Theory and Practice of Psychiatric Rehabilitation. Chichester: Jon Wiley,
Chandorkar, H. (2004), Psychosocial Rehabilitation at Chaitanya Center from the Perspective
of a Psychiatrist and Major Care Systems Used, Chaitanya News letter, Vol. 1 (1) p. 3.
Goswami, M. (2005), Sheltered Workshop, Ashadeep, paper presented at WHO sponsored
workshop on Psychiatric Rehabilitation, 6-7 January, Bangalore
Johnny, P. A. (2005), Ground Realities in Rehabilitation View from Kerala, Jyothi Niwas, paper
presented at WHO sponsored workshop on Psychiatric Rehabilitation, 6-7 January,
Bangalore
Kalyanasundaram, S. (2005) Long Stay Home, RFPG College, Bangalore, paper presented at
WHO sponsored Workshop on Psychiatric Rehabilitation, 6-7 January, Bangalore
Kaplan, H.I and Sadok, B.J. (1998), Synopsis of Psychiatry: Behavioural Sciences/ Clinical
Psychiatry VII edition, Baltimore: William and Wilkins.
Liberman, R.P, Kopelowicz, A, Smith, T.H, (1994) Psychiatric Rehabilitation, ed. Kaplan and
Sadock, Comprehensive text book, of Psychiatric. Seventh Edition,
Murthy, M.S. (2005) Ground Realities in Rehabilitation – View from Karnataka paper presented
at WHO Sponsored workshop on Psychiatric Rehabilitation, 6-7 January, Bangalore
Mohan K. I. (2005) Psychosocial Rehabilitation in India: Past, Present, Future, key note
address, Second National Conference of the World Association of Psychosocial
Rehabilitation (Indian Chapter), 25– 27 February, Baroda.
National Human Rights Commission, (1999), Quality Assurance in Mental Health, New Delhi.
New Zealand Mental Health Commission. New directions: International Overview of Best
Practices in Recovery and Rehabilitation Services for People with Serious Mental Illness –
A Discussion paper. Wellington, New Zealand: NZMHC, 2000.
The Mental Health Mission, Report: (2003), Towards Priority for Mental Health Sector
Development in Gujarat. Indian Institute of Management, Ahmedabad.
World Health Organization Report (2001), Mental Health: New Understanding, New Hopes,
WHO, Geneva.
a

Pfizer, N. and Shabana, (2005 ), Self Help Group for Families, Rajah Charitable Trust Hospital,
paper presented at WHO sponsored Workshop on Psychiatric Rehabilitation, 6-7 January
2005, Bangalore.
b

Pfizer, N (2005 ), Thanal – Day Care Centre: enabling the Disabled paper presented at WHO
sponsored workshop on Psychiatric Rehabilitation, 6-7 January, Bangalore
Psychosocial Rehabilitation Support (PSR), Implementation Manual (2000): A Model for
Comprehensive Psychosocial Rehabilitation Services, Office of Mental Health, Illinois
Vardaan Foundation, Vadodara, Gujarat, India.

63

Refrences

Department of Human Services (revised), September.
Psychosocial Rehabilitation: A Consensus Statement, Division of Mental Health and
Prevention of Substance Abuse: WHO/MNH/MND/96.2, WHO, Geneva.
Raheja, S.D. (2005), Family Care Perspective, paper presented at WHO sponsored
Workshop on Psychiatric Rehabilitation, 6-7 January, Bangalore.
Radhakrishnan, V.K (2005) Home for the Homeless, paper presented at WHO sponsored
workshop on Psychiatric Rehabilitation, 6-7 January, Bangalore
R, Rajkumari (2005) Sheltered Workshop, M.S. Chellamuthu Trust and Research,
Foundation, paper presented at WHO sponsored workshop on Psychiatric Rehabilitation,
6-7 January, Bangalore.
Ramasubramanian, C (2005), “Halfway Home”: M.S. Chellamuthu Trust and Research,
Foundation, paper presented at WHO sponsored workshop on Psychiatric Rehabilitation, 6-7
January, Bangalore.
Roslyn, Hope (2004) The Ten Essential Shared Capabilities: A Framework for the Whole of the
Mental Health Workforce, National Workforce Programme, NIMHEl August.
a

Sinha Harshit, (2005 ), Consumerism, Family Life and Mental Peace, Souvenir of, Dakshin
Baroda Durga Ustav, Baroda.
b

Sinha, Harshit (2005 ), Mental Health Rehabilitation Programme: Guiding Principles and
Programme Management, Manual for Programme Managers, Module 1, Centre for Action
Research and Training, a unit of Vardaan Foundation, Vadodara.
Sinha, Harshit (2002), Evaluation of Hospital for Mental Health, Vadodara towards Priorities to
Improve Mental Health Mission Programme in Gujarat PART 1: Material and Manpower,
consultancy project report submitted to IIM, Ahmedabad, Vardaan Consultants, Baroda.
December.
Singhal, A.V. (1999), Rehabilitation In Psychiatry, Chapter 65: Text of Postgraduate in
Psychiatry. Ed: Vyas, J.N and Neeraj Ahuja, Medical Publisher, Pvt. Ltd, New Delhi.
p. 888-894.
United Nations (1997), Guidelines for National Plans of Action for Human Rights Education,
Report of the Secretary – General, United Nation Decade for Human rights Education
(1995-2004) and Public Information Activities in the field of Human Rights. 52nd session, Agenda
item 112 (b); A/52/469/Add.1; 20 October.
World Health Organization (1996), Mental Health Care Law: Ten Basic Principles; WHO/MNH/
MND/96.9
World Health Organization, (2003a), Advocacy for Mental Health, Mental Health Policy and
Service Guidance Package. Geneva.
World Health Organization, (2003b), Mental Health Legislation and Human Rights, Mental Health
Policy and Service Guidance Package. Geneva.
World Health Organization, (2003c ), Organization of services of Mental Health, Mental Health
Policy and Service Guidance Package. Geneva.
World Health Organization, (2005) Human Rights and Legislation, Mental Health Policy and
Service Guidance Package. Geneva.
Vardaan Foundation, Vadodara, Gujarat, India.

Annex 1 LOGICAL FRAMEWORK ANALYSIS (LFA)

64

LOGICAL FRAMEWORK ANALYSIS FOR CAPACITY
BUILDING OF HOSPITAL
FOR MENTAL HEALTH IN REHABILITATION ACTIVITIES
4X4
Matrix
GOAL

PURPOSE
(Objectives)

Narrative
Summary

Objective

Means of
Verification

Assumptions
and Risk

Develop a hospital
(institutional) based
rehabilitation model
for mental health
patients with the joint
efforts of Government
Organization (GO)
and Non Government
Organization (NGO)
team.

1.
To enhance
social skills and
earning capacity of
mental health
patients treated in the
Hospital by providing
extensive social and
economic support
2.
To develop
an efficient computer
based MIS for the
Hospital and define a
clear criterion to
transfer patients to
rehabilitation unit and
monitor and manage
the
rehabilitation
programme.
Immediate:
1. To recruit and
trained project staff
for rehabilitation
activities
2. To design and
pretest the tools for
assessment for
psychiatric;
psychosocial and
for follow up data
3. To establish
advisory committee
and define its role
4. To study manual
system for
developing
computer based
MIS system
5. To acquire
necessary resource
and mobilize for
developing fullfledged OT unit in
the hospital
Short Term:
1. To complete
computer based
MIS
2. To conduct
assessment of 250
Patients
3. To counsel around
200 Patients and
Family members.
4. To Plan for
rehabilitation of
indoor and OPD
patients: Set Goals
5. To motivate for
bringing Patients to
OT

1. Keeping track record
of individual patients
for Psychiatric history
for:
- Sign & Symptoms
- Medication
2. Keeping track record
of individual patients
for Psychosocial
history for:
- Functional living skills
- Communication skills
- Interpersonal skills
- Skills for work

The rehabilitation
activities will upgrade
the functional,
communication,
interpersonal,
vocational and
occupational skills of
the mentally ill patients
for their permanent
resettlement

1. Validity of assessment
tool by outcome
results, and expert
opinion
2. Check the appropriateness of utilization of
MIS and number of
reports generated
3. The additional amount
and other type of
resource collected by
Vardaan Foundation in
kind and cash
4. Computerized report of
250 patients for
psychiatric history,
psychosocial and
related follow-up details
5. No. of individual
patients and family
counseling done and
what was its outcome
6. No. of patient coming
to OT unit
7. No. of patients
progress monitored for
work skills, functional,
interpersonal,
communication
8. No. of patients trained
for particular type of
trade
9. Impact analysis by no.
of community people
intervene for the mental
health cause
10.
No. of patients
secured incentives

The perception of
rehabilitation may differ
for hospital and project
staff.

Immediate:
To acquire the desired
space in the hospital
and other resources to
develop full-fledged
occupational and
vocational unit to
conduct the
rehabilitation activities
in the hospital

Short Term:
To develop
assessment tools for
psychiatric,
psychosocial and
follow up such that it
integrates with
computer based MIS
for monitoring and
evaluation of the
rehabilitation and other
activities conducted in
the hospital.
Set goal of individual
for rehabilitation
activities.
Develop at least six
simple professional
trades in vocational
and occupational unit

Vardaan Foundation, Vadodara, Gujarat, India.

The hospital staffs may
not want to cooperate
properly or will have
feeling of burnt out.
Uncertainty among the
project staff about the
sustainability of the
rehabilitation project in
the hospital
Conflict may arise:
1. Operating, allocating
and reserving the
project FCRA funds
in the hospital
account for sustaining
rehabilitation
activities
2. The hospital authority
invites other NGO to
work simultaneously
3. Share the project
idea and its operating
strategy with other
similar NGO
4. Funds to be more
used in the capacity
building of the
hospital rather
activities related to
rehabilitation
5. Setting the
preference of project
activities
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LFA Continue …………………….
4X4
Matrix

Narrative
Summary
and later integrate it
with token economic
program/contract
contingency and micro
credit scheme for
future resettlement.

Long Term:
The individual patients
for who ever is
possible will be able to
live normal life, earn
livelihood, enjoy
economic liberty and
help to establish
Family acceptance by
social integration and
resettlement in the
original environment in
the community.
Besides, establish
ethical and legal issues
pertaining to
rehabilitation activities
in the institution and
also for the community.

Objective

Means of
Verification

6) To inculcate
functional,
interpersonal, and
communication
skills
7) To start individual
and group
counseling at
occupational unit
8) Introducing easy
trade (Gardening
and Envelop)
9) To start community
activities to acquire
acceptance and
support for mentally
ill patients
Long Term:
1. To provide training
in the vocational
and occupat-ional
unit to at least 40
to 50 patients
2. To introduce Token
economy/contract
contingency
program
3. To Market the
finished product
4. To introduce
sustainable Micro
Credit Schemes for
Patients welfare
5. To resettle at least
10 Patients in the
original
environment in the
community
6. To establish
criteria for follow
up strategy
7. To set and test
criteria for ethical
and legal issues
pertaining to
rehabilitation
activities

11) under token economy
program/contract
contingency
12) No. of Patients
benefits under microcredit schemes
13) After sale, No. of
patients received
share of profit and its
proportion
14) Total No. of patients
actually attended
rehabilitation activities
in the hospital
15) No. of patients being
followed up after
treatment and OT
activities
16) Total No. Patients
actually resettled in
the community under
rehabilitation project
17) Cost of treatment and
rehabilitation activities
of patient in the
hospital and in the
community

Vardaan Foundation, Vadodara, Gujarat, India.

Assumptions
and Risk
6)

In dealing and
conducting ethical
and legal issues
of the project
activities in
hospital
7) Writing the actual
performance and
contribution of the
hospital staff
8) Usage of the
resource provided
to hospital under
rehabilitation
project
9) In selecting the
professional
trades at OT unit
10) Defining role of
the patients in
rehabilitation
activities
11) Developing
marketing
strategies
12) Strategy adopted
completing the
work orders
Current project is
executed assuming the
total cooperation of the
hospital staff and
authorities.
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LFA Contunue .........................................
4X4
Matrix
TPUTS

Narrative
Summary

Objective

Immediate:
Immediate:
The NGO had attain
1. A full-fledged
required space in the
vocational and
hospital to start the
occupational unit
project activities and
would developed
had mobilized desired 2. Desired resources
resources to develop
are mobilized
full-fledged
routinely for the
occupational and
rehabilitation
vocation unit in the
activities
hospital.
Short Term:
Short Term:
1. Validated
Reliable data
assessment data
schedules for various
schedules are
types of assessments
routinely operated
of patients is
2. Computer based
developed and are
MIS are working
integrated with the
appropriately
appropriate computer
3. Goal for
based MIS system.
rehabilitation;
Contract
Set goals for mentally
Contingency and
ill patients for
Micro credit
rehabilitation.
schemes are full
developed and are
Developed token
in routine operation
economy
Programme/ Contract Long Term:
Contingency and
1. 50 patients are
Micro credit schemes
trained under
different
Long Term:
professional trade.
The patients
2. Earning capacity of
according to their
at least 20 patients
own physical and
for Rs.10/day are
vocational skills are
achieved
earning livelihood,
3. 10 patients are
enjoying financial
resettled in the
freedom and
family and
resettling themselves
community
in the family and
4. Comparison for the
community
Rehabilitation cost
of per patient in
hospital and in the
community could
be done
5. Different policies
for conducting
rehabilitation
activities in the
hospital and in the
community are
framed, test and
fully
operationalized
6. Patient rights and
other related
ethical and legal
issues are defined,
test and fully
operationalized

Means of
Verification
At the end of the project
tenure:
1. Physical Verification
of full-fledged
vocational and
occupational unit as
per the defined
criteria
2. No. and type of
resource gathered in
kind and also in cash
3. Usability of the
computer based MIS
system by the
hospital staff
(Verifying the type
and the frequency
with which the reports
are generated)
4. No. of patients
benefited through
Contract Contingency
and Micro credit
schemes under the
set criteria
5. Physical verification
of address for 20
persons earning
Rs.10/day
6. Physical verification
of address for 10
persons resettled in
the community
7. Verify the
methodology adopted
to calculate the cost
effectiveness per
patients for
rehabilitation activities
in the community and
hospital

Vardaan Foundation, Vadodara, Gujarat, India.

Assumptions
and Risk
Conflict will start on the
issue of sharing the
credit of success or
failure of the project
Poor support from the
hospital lead to failure
of the project.
Poorly utilized project
resources by hospital
staff may affect the
output of this project
Poor monitoring from
the funding agencies
can also affect the
output of the current
project
Uneven planning and
mandatory interference
may hamper the results
at the end of the project
The non-availability and
poor performance made
by hospital or project
staff may affect the
result of the project at
the end.
Looking the mood of the
patients, the desired
objectives of token
economy Programme/
Contract Contingency
and Micro credit
schemes could not be
attained at the end of
the project
Owing to the stigma
against mental illness in
family and community,
the resettlement efforts
at the end of the project
may fail
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LFA Contunue .........................................
4X4 Matrix
ACTIVITIES

Narrative
Summary

Objective

The project intends to
develop institutional
based rehabilitation
model in joint
collaboration of GO
and NGO.

Inputs:
1. Selection of Project
team.
2. Selection and
laisionin g with
hospital authorities.
3. Orientation and
Training to project
and hospital staff.
4. Formation of
advisory committee
5. Formation of Acton
Plan
6. Conduct Situation
analysis for the
formation of Logical
Framework
Analysis
7. Developing FullFledged OT unit
8. Mobilizing
resources in Cash
and Kind
9. Developing
computer based
MIS in hospital
10. Designing and pre testing of data
schedules
11. Generating
psychiatric and
psychosocial data
12. Developing
functional living
skills, interpersonal,
communication and
work skills of
patients.
13. Introducing token
economy
Programme/
Contract
Contingency and
Micro credit
schemes
14. Ensuring
community support
for patients
resettlements
15. Ensuring optimum
use of project
resources in the
hospital
16. Checking the cost
effectiveness of the
intervention related
to rehabilitation
17. Advocating for
public support and
also for ethical and
legal issues
18. Monitoring the
performance of the
service providers
and also of
beneficiaries
19. Advocate policy
issue matter with
state govt.

The projects activities
will also emphasize
support from the
hospital authority for
medication, nursing,
pantry, premises and
custodial care.
The NGO project
team will act as a
catalyst for
materializing the
rehabilitation project
through
1. Demand
generation in the
community
2. Mobilizing
resources for skill
building
3. Resettlement of
the patients in the
community
4. Develop and
monitor the
optimum use of
computer based
MIS
5. Advocates for
ethical and legal
issues and other
policy matters for
patient’s right.

Means of
Verification
Financial breakup of the
activities as indicated in
the proposed budget of
the current project:
Budget
Items

Amount in
Rupees

Salaries:

0.00

Admin:

0.00

MIS:

0.00

Token Eco: 0.00
& Micro Cred:
Landscape: 0.00
Med Unit:
Raw Mat:

0.00
0.00

Publication: 0.00
Out St. Tral: 0.00
Mis. Exp:

0.00

Total

0.00

Vardaan Foundation, Vadodara, Gujarat, India.

Assumptions &
Risk
The hospital authorities
may rely totally on NGO
for running
rehabilitation activities
in the hospital
May demand those
items and other type of
support that does not
come under project
purview.
May withdraw support
once they become fully
functional.
The project staff may
feel burnt out when the
project ends or demand
for more time to make
the rehabilitation
activities more effec tive
The hospital staff
members do not follow
the pre-defined
protocols of
rehabilitation
immediately after
project ends.
May change their
interest totally on
psychiatric treatment
only
The project intervention
may not be very cost
effective in hospital set
up.
The hospital staff could
not break the stigma of
mental illness in the
community
Community may
demand from
hospital/project staff for
similar type of activities
in community
The patients are not
very cooperative and
may not come in OT.
The pro ject and
hospital staff have
mistrust or ego-clash or
false allegation to each
other

Annex 2 : Action Plan

68

Annex 2
ACTION PLAN
Capacity Building of Hospital For Mental Health
in Rehabilitation Activities
(June 2004 TO September 2005)

Planned activities during June 2004 to September 2004
1) Selection of project Team
2) Demand for the separate space to develop full-fledged vocational and occupational unit in the
hospital.
3) Intervention to provide safety to the project staff
4) Orientation and Training to the selected staff for the project.
5) Develop an Action Plan for capacity building of the Hospital for Mental Health.
6) Establishing an Advisory Committee for the project.
7) Development and pre-test of Assessment tool to generate psychosocial &psychiatric data
8) Study the existing manual system of functioning in the hospital for MIS with the help of entity
relationship; data and system flow diagram.
9) Develop Logical Frame Work for the Project
10) Introduce some rehabilitation activities on trial basis
11) Share the experience with the advisory board in quarterly meeting for
a. Setting the norms to develop vocational and occupational unit in the Hospital
b. Finalizing the assessment tools and share the experience of the cases analyzed for
further improvement
c. Set the norms to operate various modules of computerization
d. Set norms for transferring the patients from OPD observation room to vocational and
occupational unit.
e. Finalize the occupational trades to be operated in vocational and rehabilitation unit
f. Explore the ethical and legal issues for the said activities for the benefits of the patients
and frame the desired policy
g. Finalize the activities to be conducted during next quarter.

Planned activities during October 2004 to December 2004
1) To further upgrade the existing occupational and vocational facilities and services and make it
fully functional
2) Develop data entry module for OPD counter; psychiatric history for psychiatrist and rehabilitation
module for vocational and occupational unit.
3) Assess and install the demand for the software and hardware for developing MIS.
4) To do assessment of the psychiatric cases and psychosocial data from the assessment tool and
pretest different types of reports.
5) To orient the hospital staff for this project and integrate them to the on going rehabilitation
activities with the current project.
6) To impart technical training to the project staff from the selected local experts on different topics
of psychiatric; rehabilitation and psychosocial aspects.
7) To start the selected trade in the vocational and occupational unit by acquiring raw material at
very reasonable rates.
8) Celebration of Mental Health Day on 8th December through drawing competition on any theme of
mental illness
9) Decide the Marketing Strategy for the finished product and mobilization of the resources to make
it sustainable.
10) To designing the assessment module to measure work behaviour and also for the Token economy
programme.
11) To develop and pre-test follow-up assessment for subsequent meeting with patients and their
relative.
Vardaan Foundation, Vadodara, Gujarat, India.
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12) Share the experience with the advisory board in quarterly meeting to:
a. Discuss the reliability of the different assessment tools developed and pre-tested.
b. Set the norms for the follow up strategy
c. Set the norms for the token economy/contract contingency programme
d. Set the criteria for marketing the finished product
e. Set the criteria for sharing the profits among patients
f. Explore the ethical and legal issues for the said activities for the benefits of the patients
and frame the desired policy
g. Finalize the activities to be conducted during next quarter.

Planned activities during January 2005 to March 2005
1.
2.
3.
4.
5.
6.
7.
8.

To start educating and involvement of the community for Psychiatric rehabilitation
To develop home based satellite sustainable economic program
To start micro credit scheme for the long term benefit of the patients
Generate Public support for the rehabilitated person and extend the reach of rehabilitation service
in the community.
Two Small workshop for School Principals and Private Psychiatrist
Generate support for resettling the cured and trained patients.
Generate regular computer based report to monitor the progress of the patients in self care, skill
development and upgrading the economic status
Share the experience with the advisory board in quarterly meeting to
a. Set optimum criteria for demand generation for mental health rehabilitation activities for
the community
b. Set the norms for conducting any community based rehabilitation activities
c. Set the criteria for sharing the profits on the finished product
d. Set the criteria for shifting a patients for the satellite economic program
e. Set the criteria for generating the report from the computer and decide the individual for
accessing the sensitive data.
f. Explore the ethical and legal issues for the said activities for the benefits of the patients
and frame the desired policy
g. Finalize the activities to be conducted during next quarter.

Planned activities during April 2005 to June 2005
1) Explore the actual earning capacity of the patients through token economy and micro credit
schemes
2) Explore the effectiveness of the developed computer based MIS system.
3) Explore the cost effectiveness of rehabilitation activity in the hospital and also in the community.
4) Explore the success of the rehabilitation program from the rehabilitation activities in the hospital
to the patients resettled to their original environment with meaningful/desired employment.
5) Explore the institutional dynamic of working of NGO and GO staff together for the probable model
in the field of psychosocial rehabilitation program.
a. Share the experience with the advisory board in quarterly meeting to
b. Set the criteria for micro credit schemes for the welfare of the patients
c. Set criteria for the cost of operation of any such rehabilitation programme
d. Set the criteria for shifting patient from rehabilitation unit to resettlement area.
e. Set the criteria for working rehabilitation programme for NGOs in the hospital
f. Explore the ethical and legal issues for the said activities for the benefits of the patients
and frame the desired policy
g. Finalize the activities to be conducted during next quarter.
Planned activities during July 2005 to September 2005
Continue the project activities with any other external financial support and share the experience with
advisory committee and other technical expert in a small workshop. Incorporate the suggestions and
other policy issue matter while writing final report. Share the report with other external experts outside
Gujarat before publishing it.

Vardaan Foundation, Vadodara, Gujarat, India.
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Annex 3
Details of Production in Female OT
No.

Item

Oct

1 Paper Bags

Nov

Dec

Jan

Fab

Mar

April

May

June

July

Aug

Sept

Total

300

300

804

250

20

0

225

0

0

0

0

0

1899

0

0

0

0

0

0

0

0

0

0

0

0

0

300

17

0

0

0

0

0

0

0

0

0

0

317

15

75

3

8

25

48

0

27

40

8

8

0

257

191

146

0

0

0

0

0

0

0

0

0

0

337

6

12

6

35

40

5

7

3

0

8

24

25

171

7 Greeting Cards

16

0

0

0

0

0

0

0

0

0

0

0

16

8 Pillo Covers
Woolen Mobile
9 Cover

0

0

16

50

21

0

0

0

0

0

0

0

87

0

3

0

0

0

0

0

0

0

0

0

0

3

10 Table Cloth

0

0

0

10

6

16

2

0

2

1

0

0

37

11 Bed Sheet

0

0

0

2

1

0

1

0

1

0

0

0

5

12 Purse

0

0

1

2

0

7

9

4

6

4

8

0

41

13 Apron

0

0

0

0

0

9

30

38

30

0

4

30

141

14 Toran
Table Cloth
15 Woolen
College Purse
16 Hand Work
Wooden Letter
17 Box Painting

1

0

1

0

0

0

0

0

0

0

1

0

3

0

1

0

0

1

2

1

3

0

0

0

2

10

0

0

0

0

0

0

9

5

2

0

0

0

16

0

0

0

0

14

0

12

0

0

0

2

2

30

18 Dustbin Painting

0

0

0

0

20

16

0

0

0

0

0

9

45

19 Key Holder

0

0

0

0

0

0

0

4

4

0

0

10

18

20 Ceramic Ganesh

0

0

0

0

0

0

13

10

9

0

0

0

32

21 Hair Pin
Woolen Key
22 Holders

0

0

0

0

0

0

0

0

0

1

2

0

3

0

0

0

0

0

0

0

0

0

2

8

0

10

23 Cushion Cover

0

0

0

0

0

0

0

0

0

0

0

25

25

24 Baby Kit

0

0

0

0

0

0

0

0

0

0

0

1

1

2 Moti Na Zhanzar
3 Envelope
4 Handkerchief
5 Kodiya per Colour
6 Mobile Cover

Hospital Production
No

Oct

Nov

Dec

Jan

Feb.

Mar

April

May

June

July

Aug

Sept

Total

1 Salai Kam
Punjabi Top

0

14

Sal war

0

14

Gadla

13

0

Rasoda na Rumal

12

0

0

0

0

0

0

Thali

0

0

0

40

31

29

29

Repairing Work

58

56

30

54

33

83

27

0

5

0

0

0

255

345

0

0

213

145

155

7

90

46

0

0

0

0

82

5 Broom Stick (Pichi)
Woolen Table
6 Cloth

0

30

60

7

10

0

0

0

0

0

0

0

0

3

1

7 Greeting Cards

0

0

0

0

0

50

8 Handkerchief

0

0

0

0

0

30

2

3 Rakhadi
Broom Stick
4 (Saliwali)

0

0

0

0

0

0

0

2

25

10

51

0

0

0

0

0

0

0

10

15

7

46

11

10

0

6

9

4

7

1

8

6

75

0

0

0

0

0

12

39

16

0

0

0

184

31

0

55

432

524

207

0

1689

27

46

75

528

0

0

0

0

107

0

0

0

0

0

4

100

45

0

0

0

20

215

15

0

0

0

0

0

45
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Annex 3 Details of Production in Female OT
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Details of Production in Male OT
No.

Item

Oct

Nov

1600

1000

1300

0

0

25

300

500

900

1250

0

0

0

0

15

75

3

0

0

0

0

Agarbatti (Kg)

0

8

1.500

7

10

5

Fenile

0

55

8

0

0

0

0

0

0

0

0

0

63

6

File Folder

0

0

23

25

44

0

2

0

0

1

31

25

151

7

CD Cover

0

0

2

0

0

0

0

0

0

0

0

0

2

8

Paper Box

0

0

2

6

9

0

0

0

0

0

0

0

17

9

Wood Work
Wall Peace Cutting

0

0

0

0

0

0

42

0

0

0

0

0

42

1

Paper Bag

2

Envelop

3

Towel Border

4

Dec

Jan

Feb

Mar

April

17.5 12.500

May

Jun July

450

Aug

Sept

Total

0

0

0

0

4675

250 700

1522

600

375

6097

0
0
700
1400
0 4.575

0

0

93

0

9000

9000 102.61

Letter Box

0

0

0

0

14

0

0

0

0

0

0

0

14

10 College Purse

0

0

0

0

0

54

27

29

30

31

1

0

172

11 Dustbin

0

0

0

12

24

6

0

7

12

0

0

0

61

12 Apron

0

0

0

0

0

0

0

0

4

0

0

0

4

No Hospital Product
1

Savarna

2

Savarni

3

Mattress

4

Tailoring Shirt

Oct

Nov
0

Dec

Jan

Feb. March April
0

May

Jun July

0

0

0

0

28

30 116

0

0

70

0

96

94

0

0

40

18

0

8

0

24

11

0

Aug

Sept

Total

0

4

0

178

89

49

18

63

479

0

0

9

6

116

7

96

120

0

0

0

0

0

0

0

39

Paint

31

0

0

0

180

325

0

0 279

166

132

80

1193

Repairing

0

0

49

300

0

49

50

37 181

65

92

65

888

Theli

0

0

0

0

0

0

6

0

0

0

0

0

6

0

0

3

Curtain

262

0

0

0

0

0

3

0

0

0

0

3000

3500

4000

5000

1500

0

0

0 100

1000

Registered

0

0

0

0

0

0

0

0

0

0

180

78

258

Wood Work:Dhoka

5

0

7

0

0

0

0

0

7

0

0

0

19

Patali

11

2

8

0

0

0

0

0

2

1

0

0

24

Table

0

0

1

0

0

0

0

0

0

0

0

0

1

5

Screen Printing

6
7

1500 23000 42600

Valan

0

7

0

3

20

39

0

16

12

0

0

0

97

Ganesh

0

0

0

4

3

0

0

0

1

3

0

0

11

Key Stand

0

0

0

0

0

0

0

0

2

0

0

0

2

Shop Stand

0

0

0

0

0

0

0

0

1

0

0

0

1

Ravai

0

0

0

0

0

0

0

0

12

0

0

0

12

Fenile

0

0

0

0

0

0

0

15

0

0

0

0

15

Kitchen

0

0

0

0

0

0

0

0

3

0

0

0

3

Bat

0

0

0

0

0

0

0

0

4

4

0

0

8

Pen Stand

0

0

0

0

0

0

0

0

0

2

0

0

2

Surya Narayan

0

0

0

0

0

0

0

0

0

1

0

0

1

Show Pieces

0

0

0

0

0

0

0

0

0

3

0

0

3

Repairing

0

0

0

0

0

0

0

0

0

8

0

0

8

Bhindi (Kg)

0

0

0

0

0

0

0

0

0

0

2

53

55

Dudhi (Kg)

0

0

0

0

0

0

0

0

0

0

0

27

27
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Vardaan Foundation
An Appeal
The organization in the pilot phase has developed the scientific model of
rehabilitation with its components, system, process and protocols. The current
efforts are not sufficient to make it as regular community based rehabilitation
programme linked with the hospital under public-private partnership and thus
requires additional support for the following projects:

Type of Project

INR

US$

1. Half Way Home in the Community
2. Day Care Center in he Community
3. Software for Data Management
4. Strengthening Self Help Group
5. Fighting Legal Cases for Mental Patients
6. Token Economy Programme for Mental Patients
7. Micro Credit Schemes for Mentally Patients
8. Conducting Research and Training in Mental Health
9. Publication of Cases and Report of Mental Health
10.Office Furniture, Computer and other office items
Donation exempted under 80 (G) of Income Tax Act. The organization is registered
as Public Trust under Bombay Public Trust Act of 1950 in Vadodara district of Gujarat.
The organization has FCRA registration number and also registered under PWD
Act of 1995.

For other details visit our website www.varfound.org
or email vardaancards@varfound.org

Corresponding Address: 302, Dutt Apt. Opp. Baroda Dairy, Makarpura Road,
Baroda, Gujarat 390 009 INDIA ( +91-265-2634581; 3292501)
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Vardaan Foundation a public trust, formed in 1997 with the motto to serve the people with both action cum research and
other developmental activities from wide range of diversified field of operation. A sub unit named: Centre for Action
Research and Developmental Studies (CARDS) was also established. The former is devoted to provide the services
giving much impetus to behavioural science such as social work, psychology, education, communication etc. and other
related science. While latter being the sub unit of it, is devoted for doing operation and action research, development of
action plan and project strategy, monitoring and evaluation. The purpose of the Centre is to assist development programme
of the region in conducting studies, implementation, management, evaluation, developing strategies and policies. In doing so,
the CARDS collaborate with government and non-government research and training institutions or organizations at local,
national and international level. For more detail visit us www.varfound.org
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