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Objective  Mental health care needs of urban, rural, and tribal regions of India are 
varied and challenging, which require region-specific approaches. A significant treat-
ment gap calls out for a state-wise introspection of existing service delivery models to 
cater to the specific mental health needs. In Madhya Pradesh, key findings were noted 
from a camp conducted in one of the tribal districts. To establish patient-centered 
services, it is important to understand their mental health care needs.
Materials and Methods  A cross-sectional study within a mental health camp was con-
ducted in the east-central tribal district of Madhya Pradesh by using a semi-structured 
interview.
Statistical Analysis  Treatment deficit, pathways to care, and treatment barriers were 
assessed for correlation with demographic and clinical variables and analyzed by using 
the Chi-square test and logistic regression method using SPSS version 20.
Results  Among 113 patients who sought help, treatment deficit was 85% with 
patient factors contributing 76% predominantly affecting the unmarried group of 
patients. Common mental illnesses (CMIs) outnumbered severe mental illnesses (SMIs) 
of which anxiety spectrum disorder contributed the most. SMIs still appear to remain 
undiagnosed till late in the course of illness. Nicotine dependence was higher in males 
(p < 0.001), and an increase in the dependence pattern was observed with increasing 
age (p = 0.001).
Conclusion  Rising awareness and recognition of CMIs as a common mental health 
concern while under-recognition of SMIs among tribal communities needs further 
research. Considering attribution of symptoms to unknown factors, treatment barriers 
revolving around patient factors, and higher nicotine dependence in males, a timely 
evaluation of a multitargeted intervention to establish the balance in access to mental 
health care among the tribal population of Madhya Pradesh is warranted.
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Introduction

Mental health is an important but underserved aspect of 
health in many developing countries including India. A 
recent mental health survey reported shocking figures of 
treatment gap in the mental health delivery system across 

the country.1,2 Madhya Pradesh is the second largest state 
in India having a 7.2 million population and comprising of 
51 districts located in the central part of India.3 The tribal 
population of India accounts for 8.6% of the total world’s 
tribal population and has huge unmet needs for health, 
nutrition, and education.4 Also, the 2011 census shows 
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that the tribal population of Madhya Pradesh has seen 
a growth with 21.1% of the country’s tribal population.5 
Tribal population is more vulnerable to communicable 
and noncommunicable diseases due to deleterious beliefs 
about health and cultural practices.4 The inability to access 
health care services is linked to the emphasis by tribal com-
munities on traditional healing practices and beliefs such 
as God’s curse or God’s wish etc. over contemporary and 
allopathic treatment.4 As per the figures of the National 
Mental Health Survey (NMHS), only 0.2 mental health pro-
fessionals/lakh population and 0.05 psychiatrists/per 1 lakh 
population are available in the state of Madhya Pradesh, 
which is far less than the recommended national require-
ment of one psychiatrist per 1 lakh population. According 
to a recent study, Madhya Pradesh was ranked higher in 
Disability Adjusted Life Years for Idiopathic developmen-
tal Intellectual Disorders and conduct disorder among low 
sociodemographic index states6 while the treatment gap in 
Madhya Pradesh is found to be around 91%.1,7 The popula-
tion of scheduled tribes in the district of Mandla is 57.2%.8 
This highlights the severe inadequacy of mental health spe-
cialists in the state.

Mandla district is located in the Satpura hills. Situated 98.6 
km away from Jabalpur, in the state of Madhya Pradesh of 
India. Mandla district has a population of 1,053,522 with a 
population density of 182 people per square kilometer as per 
census 2011.9 As per the latest statistics, Mandla district has 
eight community health centers, 34 primary health centers, 
274 subcenters, one subdivisional hospital, and one district 
hospital.10 There are no psychiatrists in the public or private 
sector in Mandla district, and mental health care is provided 
by a single trained medical officer under National Mental 
Health Program with two to three staff nurses through 
“Mann-Kaksh” at Mandla district hospital. To the best of our 
knowledge, no inpatient facility is available in the area.

Such circumstances demand the assessment of factors 
that determine the mental health gap and develop men-
tal health services to reach the underserved population. 
Reaching out to the community level through mental health 
camp appears to be a promising alternative.11 The assessment 
of mental health care needs and services in tribal districts 
through camp setting has not been widely studied in Madhya 
Pradesh so far. Therefore, a camp was conducted in a tribal 
district of Madhya Pradesh for providing mental health ser-
vices and to find out the determinants of access to mental 
health care. This paper highlights the research findings from 
a health camp on various cultural determinants of mental 
health-seeking.

Materials and Methods
This is a cross-sectional study with face-to-face interviews 
inquiring into determinants of mental health problems 
among the tribal community of central India. The study was 
approved by the institutional ethics committee. The study 
is an excerpt from the health camp jointly organized by the 
institute in collaboration with one of the active nongov-
ernmental organizations (Rotary International), the biggest 

public–private partnerships to reach the unreached in India. 
Along with the department of psychiatry, various clinical 
departments were independently associated with health 
camp for respective specialty needs in an underprivileged 
part of the tribal district of Madhya Pradesh.

The present study was conducted in Mandla town which 
is the administrative headquarters of Mandla district of 
Madhya Pradesh state in central India This mega health camp 
was organized at Mahatma Gandhi Ground in Mandla from 
November 7 to 14, 2019. The camp catered to the tribal pop-
ulation residing in remote pockets of the district and for peo-
ple belonging to financially weaker sections.

Consecutive patients willing to give consent were inter-
viewed on a semi-structured questionnaire independently 
by two psychiatrists on the campsite. A semi-structured 
interview questionnaire validated by three psychiatrists and 
public health experts was used. It consisted of demographic 
details such as age, gender, marital status, family income, 
religion, and residence. Clinical details included diagnosis as 
per international classification of diseases-10 (ICD-10), dura-
tion of illness, family history of mental illness, insight grades, 
attribution of symptoms, patient referral, treatment deficit, 
treatment barriers, expressed emotions, sexual dysfunction, 
comorbid medical diagnosis, and substance use. Treatment 
deficit was defined as the period between the inability to seek 
mental health care after the onset of symptoms and the first 
medical help among described pathways to care. Treatment 
barriers were defined in the form of patient factors, doc-
tor factors, and treatment factors. Patient factors included 
awareness of being mentally ill, awareness about treatment 
options, cost of the treatment, and distance of mental health 
care facility from a residence. The doctor factor included the 
availability of psychiatrists or trained mental health pro-
fessionals; inpatient mental health facility; and availability 
of services like electroconvulsive therapy, cognitive behav-
ior therapy, etc. Treatment factors included the availability 
of medicine, the cost of medicine, the side effects of med-
icine, the route of administration, and the dosing regimen. 
Equivalence of expressed emotions (EEE) was measured by 
using 5-minute speech sample (FMSS) which takes 5 minutes 
to complete the assessments, a feasible alternative in a camp 
setting.12

A semi-structured interview, each of 10 minutes was con-
ducted after the clinical consultation was over by alternate 
psychiatrists. In terms of sexual health, two specific leading 
questions were asked to check on sexual functioning, viz., (1) 
are you satisfied with your sexual performance? (2) Do you 
want to discuss any problem with sexual health?

Categorical variables like gender, psychiatric diagno-
sis, family history, treatment deficit, attribution of symp-
toms, expressed emotions equivalent, and substance use 
were analyzed by frequency and percentage method while 
continuous variables like age, duration of illness, and dura-
tion of untreated illness were analyzed by using mean and 
standard deviation. A Chi-square test was used to find a 
possible association between independent categorical vari-
ables with dependent outcome variables. Logistic regres-
sion analysis was performed to assess the determinants of 
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treatment-seeking behavior. Odds ratio and 95% confidence 
intervals were calculated. A p <0.05 was considered statis-
tically significant. The information was collected by using 
preprinted forms and analyzed statistically after completion 
of the camp by using a licensed version of Statistical Package 
for Social Sciences-17.

Results
A total of 117 patients consulted mental health services in 
the camp of which four were found to have no mental health 
concerns and excluded from the statistical analysis. Out of 
113 participants, most were aged above 30 years (n = 50, 
44.2%). Majority were males (n = 65, 57.5%) and unmarried 
(n = 60, 53.1%). Forty-two (37.2%) participants were illit-
erate and the majority (63, 55.8%) belonged to the low-in-
come group (►Table 1). The mean age of subjects was 32.9 ± 
3.4 years (standard deviation = 3.42).

The majority of patients (n = 76, 67.3%) were diagnosed 
with common mental illnesses, though psychotic spectrum 
disorders topped (n = 28, 24.8%) when an individual diag-
nosis was considered as listed in ►Fig. 1. Twenty-four sub-
jects (21.2%) received dual diagnosis majority of which were 
comorbid intellectual developmental disabilities, seizure 
disorder, and neurodevelopmental disorders as shown in 
►Fig.  2. After excluding mental retardation and neurode-
velopmental disorders, the median duration of illness was 
72 months with a range from 1 to 359 months. Treatment 
deficit was present in 93 (82.3%) subjects. The most common 
pathway for seeking medical help was primarily reported 
as attending general medical practitioners/registered medi-
cal practitioners in 68 (60.2%) patients. Patient factors were 
the major barriers to treatment (n = 86, 76%), while doctor 
factor (n = 14, 12%) and treatment factor (n = 13, 12%) were 
significantly lower in comparison. Maximum (n = 38, 33.6%) 
patients attributed the symptoms to life events. The majority 

(n = 44, 38.9%) of the study participants had insight grade-4, 
that is, the awareness of being ill with unknown attribution 
as per standardized grading of insight.13 The majority (81.4%) 
of patients denied the questions on family history of men-
tal illness. About substance use, approximately 48.7, 80.5, 
and 97.3% never consumed nicotine, alcohol, or cannabis, 
respectively. However, 32.7% had a dependence pattern of 
nicotine consumption. Only 9 (8%) patients expressed con-
cerns about sexual dysfunction while only 16 (14.2%) patients 
had concomitant medical illness as shown in ►Table 2.

Participants who did not avail of treatment regularly 
were found to be more associated with severe mental illness. 
Moreover, those who trusted the magico-religious method 
as the pathway for care were more associated with severe 
mental illness (►Table  3). EEE in the family were found in 
the following order: critical comments (n = 31, 27.4%), over-
involvement (n = 15, 13.3%), hostility (n = 8, 7.1%), positive 
regards (n = 8, 7.1%), and warmth (n = 51, 45.1%). Participants 
who received warmth and positive regard from their care-
givers were more associated with common mental ailments. 
On the contrary, participants who received hostility from 
caregivers were more associated with severe mental illness 
(►Table 3). Prescribed treatment during camp included pre-
scription of antidepressants (n = 47, 41%), antipsychotics 
(n = 32, 28%), benzodiazepines (n = 10, 8.6%), mood stabilizers 
(n = 9, 8%), and other adjuvant medications (n = 30, 26%).

Using logistic regression, it was observed that SMI are 
more likely to be diagnosed with advancing age (p = 0.021). 
Using multinomial logistic regression, we looked at vari-
ous determinants of treatment-seeking with (treatment 
barrier*marital status), (lifetime nicotine consumption*-
gender), (dependence nicotine*gender), and (dependence 
nicotine*age) respectively, as shown in ►Table  4. Marital 
status was found to be a significant predictor of treatment 
barrier. Out of 60 unmarried participants, 52 had “patient 
factors” as treatment barriers which were comparatively low 

Table 1   Demographic details

S. no. Category Subcategory Frequency Percentage (%)

1. Age 18 years or less 27 23.9

Between 19 and 30 years 36 31.9

Above 30 years 50 44.2

2. Gender Male 65 57.5

Female 48 42.5

3. Marital status Unmarried 60 53.1

Married 53 46.9

4. Education Illiterate 42 37.2

Primary 35 31.0

Secondary 20 17.7

Higher secondary 6 05.3

Graduate 10 08.8

5. Incomea Low 63 55.8

Lower middle 49 43.4

Upper middle 01 00.8
aIncome as per modified Kuppuswamy classification.32
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in the married group. Those who were unmarried were most 
affected by the patient factors associated with the treatment 
barrier. We compared each treatment barrier group against 
the reference category of “patient factors.” In comparison 
between those who have “patient factors” as treatment bar-
riers and those who have “medicinal factors” as treatment 
barriers, “marital status” was a significant predictor.

In terms of nicotine consumption (nil and lifetime) versus 
gender, a greater number of males consumed nicotine during 
their lifetime as compared with females. We compared each 
nicotine consuming participant group against the reference 
category of “never consuming nicotine.” In comparison 
between those who have “never consumed nicotine” and 
those who have “consumed nicotine during their lifetime,” 
“gender” was a significant predictor. Out of 48 participants 
who were females, 34 had never consumed nicotine in com-
parison to males. Four females out of 48, consumed nicotine 
during their lifetime in comparison to 10 males out of 65.

In terms of nicotine consumption (nil and dependence) 
versus gender and age, males showed a more dependence 
pattern of nicotine consumption. Also, there was an asso-
ciation between more dependence on nicotine consump-
tion with increasing age. The independent variables, which 
were significant predictors in the model, were again gender 
(p = 0.000) and age (p = 0.001). We compared each nicotine 
consuming participant group against the reference category 
of “never consuming nicotine.” In comparison between those 
who have “never consumed nicotine” and those who have 

“dependence pattern of nicotine consumption,” “gender” was 
a significant predictor (p = 0.001). Out of 48 participants who 
were females, eight have a dependence pattern of nicotine 
consumption. However, this share was comparatively higher 
in the males’ group. Out of 65 participants who were males, 
29 have a dependence pattern of nicotine consumption. Out of 
63 participants who were aged 30 years or less, eight respon-
dents have a dependence pattern of nicotine consumption 
as compared with 50 participants who were aged above 30 
years, 29 have a dependence pattern of nicotine consumption.

Discussion
The results of the study appear to be unique in terms of 
approach to an unserviced population through a camp 
setting to look out for the determinants of tribal mental 
health care. So far medical issues barring mental health 
have been studied across different states of India, but this 
study in our knowledge is one of the first studies reporting 
concerns related to tribal mental health.14-17 The observa-
tion says SMIs were associated more with increasing age 
reflects that severe mental illnesses remain undiagnosed 
till late in contrary to CMIs among the tribal population. 
This may be due to the inability of tribal patients to be 
aware of the SMI, unawareness of treatment availability, 
reliance on magico-religious or other cultural models of 
healing, cost of the treatment, and social stigma associated 
with it. In terms of global mental health burden, India con-
tributes approximately 14%, with differences within ser-
vice utilization patterns across various Indian states.6 The 
state of Madhya Pradesh has a treatment gap of 91% for all 
the mental health problems in toto,7 which was measured 
in terms of treatment deficit as 82% in the current tribal 
camp setting. Since two-thirds of subjects were literate 
explains the higher motivation to reach out to camp and 
literacy appears promising in terms of mental health care 
seeking18; however, no statistical association of insight 
with literacy could be found. Also, two-thirds of the sub-
jects had CMIs which bring up an interesting fact of rising 
awareness and recognition of CMIs as a common mental 
health concern among tribal population.19 Only one-fifth 
of subjects were able to recall the positive family history 
could be secondary to a lack of awareness or overinclusive 
attitude among tribal families about understanding the 
dimensions of stress and mental health. This could also be 
due to memory bias of subjects or underreporting second-
ary to the stigma which requires further research. In terms 
of pathways to care (before reaching out to a camp), study 
findings indicate that three-fifths of the subjects were 
seeking treatment from physicians available in the locality 
and were referred to camp for the management of men-
tal health issues. An important finding of the study brings 
us to think about a shift from provider-centric to the 
user-centric model of mental health care in rural India.20 
Although a user-centric attitude could be an important 
indicator of service delivery, the correct balance between 
the service provider and service user should be kept in 
mind. Strengthening and capacity building of the primary 

Fig. 1  Primary psychiatric diagnosis received by patients.

Fig. 2  Additional diagnosis received by the patients in addition to 
primary diagnosis.
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Table 2   Clinical details

S. no. Category Subcategory Frequency Percentage (%)

1. Diagnosis Common mental illness 76 67.3

Severe mental illness 37 32.7

2. Treatment deficit Present 93 82.3

Absent 20 17.7

3. Pathway to care Physician 68 60.2

Magico-religious therapy 18 15.9

Nonpsychiatric physician 09 08.8

Psychiatrist 18 15.9

4. Treatment barrier Patient factors 86 76.1

Doctor factors 14 12.4

treatment factors 13 11.5

5. Attribution of symptoms Life event 38 33.6

Evil spirit 01 00.9

Karma 06 05.3

Physical illness 37 32.7

Other religious factor 13 11.5

Death of unknown person 06 05.3

Others beliefs related to diet, allergy, 
etc.

12 10.6

6. Insight to illness Awareness that one is ill-unknown 
attribution

44 38.9

Awareness that one is ill-wrong 
attribution

19 16.8

Slight awareness 18 15.9

Complete denial 13 11.5

Intellectual insight 13 11.5

Emotional insight 06 05.3

7. Expressed emotion equivalent Warmth 51 45.1

Hostility 08 07.1

Emotional over involvement 15 13.3

Critical comments 31 27.4

Positive regards 08 07.1

8. Family history Nil 92 81.4

First degree relative 18 15.9

Second degree relative 03 02.7

9. Nicotine use Nil 55 48.7

Lifetime 14 12.4

Harmful use 07 06.2

Dependence pattern 37 32.7

10. Alcohol use Nil 91 80.5

Lifetime 15 13.3

Harmful use 05 04.4

Dependence pattern 02 01.8

11. Cannabis use Nil 110 97.3

Lifetime 01 00.9

Harmful use 00 00.0

Dependence pattern 02 01.8

� (continued)
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health care system through DMHP involving private–pub-
lic partnership may improve the quality of service delivery 
and follow-up care given existing inequalities to mental 
health care access.21,22 The other way to look at it is reduc-
ing the treatment gap by strengthening the undergraduate 
medical syllabus, emphasizing mental health treatment as 
a separate domain to be efficient enough to address CMI 
in rural and tribal communities.23 The most common and 
significant findings from the study included barriers faced 
by patients seeking treatment before reaching out to a 
camp accounting for wider treatment deficit; an indicator 
measured in terms of treatment barriers divided into doc-
tor factor, medical factor, and patient factor in the current 
study. Patient factors contributed nearly three-fourths of 
the barriers as compared with medicinal and doctor fac-
tors. This allows us to explore the deficits of existing ser-
vice delivery and possible ways of generating awareness 
about identifying and seeking treatment for mental health 
problems among tribal Indians as reported in a similar 
study in the same state, but a different region of Madhya 
Pradesh.24,25 Despite a lack of awareness about dimensions 
of mental health, most of the subjects were able to accept 
their illness but with different attributions as depicted 

under insight to illness in ►Table 2. The most common attri-
bution was found to be significant life events and physical 
illness. Findings of associated hostility among caregivers of 
SMIs and warmth and positive regards among caregivers of 
CMIs is consistent with the earlier finding,26 but this study 
being in a camp setting has limitations in terms of assess-
ment of EEE through FMSS. This study probably was unique 
in terms of checking sexual functioning in a camp setting; 
as many cases go unnoticed due to the stigma associated 
with it. Surprisingly, 8% of males responded “yes” to one of 
the questions though actual figures might be higher.27 Lack 
of privacy during the interview, perceived devaluation by 
others and fear of sexual health could be reasons for low 
rates that require further research. Lower rates of concur-
rent medical illness could be due to a relatively healthy 
lifestyle of rural Indians or unawareness and inaccessibil-
ity to routine health checkups. History of poor compliance 
and relying on magico-religious therapies predominated 
among SMIs, consistent with earlier findings.28 According 
to the NMHS report, the median interval between onset of 
illness and consultation in Madhya Pradesh was found to 
be 1 year, at least two health care providers were consulted 
by the patient for mental health concerns, and almost 

Table 2   (continued)

S. no. Category Subcategory Frequency Percentage (%)

12. Sexual dysfunction Present 09 08.0

Absent 104 92.0

13. Medical illness Present 16 14.2

Absent 97 85.8

Table 3   Association of treatment deficit, pathways to care and expressed emotion equivalent with diagnosis

S. no. Variables Chi-square Standard error Significance

1. Treatment deficit*diagnosis 3.474 0.077 0.05

2. Pathway to care*diagnosis 9.457 0.094 0.02

3. EEE*diagnosis 10.368 0.091 0.03

Abbreviation: EEE, expressed emotion equivalent.
Note: *indicates association with.

Table 4   Correlation of demographic and clinical variables that were significant

Parameters Binary logistic regression

Log odds SE 95% CI Significance
1 Diagnosis*age 0.040 0.017 1.006–1.077 0.021

Multinomial logistic regression

B Significance Exp (B) LR significance

2 Treatment barrier* marital status 2.295 0.014 9.923 0.012

3 Lifetime nicotine 
consumption*gender

1.489 0.049 4.431 0.001

4 Dependence nicotine 
consumption*gender

2.486 0.000 12.007 0.001

5 Dependence nicotine 
consumption*age

0.085 0.001 1.089 0.001

Abbreviations: CI, confidence interval; LR, likelihood ratio; SE, standard error.
Note: *indicates correlation with.
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two-thirds of the times the consulted doctor was from the 
public sector.11 The study also emphasized that the major-
ity of the patients admitted to seeking mental health care 
were found to be involved in magico-religious therapy 
from temples, dargah, local priest, or traditional healer, 
and the main reasons cited for not seeking advice from the 
professionals were lack of mental health services, costly 
treatment, distant hospitals, and unawareness of availabil-
ity of treatment. The unmarried subjects were the most 
affected by patient factor could explain the role of family 
support in terms of affection and financial bearing.29 Males 
outnumbering females in exposure to nicotine is consis-
tent with earlier studies; however, association of increase 
in the nicotine dependence with increasing age requires 
further research.29

Study findings from the camp are significant with limited 
generalizability due to the small sample size, conducted in 
a single tribal district of Madhya Pradesh, and lack of use 
of validated tools. Nonetheless, these findings highlight the 
rising awareness about mental illnesses, but on the other 
hand reflect significant treatment deficits in tribal areas as 
evaluated across recent reports.30,31 Timely steps should be 
taken in underserviced areas of Madhya Pradesh and possi-
bly similar in other states, where the tribal population has 
limited access to health care as highlighted in NMHS report.1 
We need to consider multitargeted intervention strategies 
to deliver services that are directed specifically to the tribal 
population by using existing resources.7 Innovative medical 
models to strengthen tribal health infrastructure are cur-
rently in the pipeline to be considered by policymakers.4 To 
conclude, we feel that client-centered services should be 
emphasized in upcoming policies and programs to cater to 
the unmet mental health care needs of the tribal population.
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