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Psychosocial support;  A paradigm shift

• Medical camps, psychiatrists and mental health 
professionals at the camps
– Limitations

• Short time at the camp
• Lack of insights about the community
• Population not familiar with the professionals
• Physical problems predominate
• Obvious cases referred to the psychiatrist
• Lack of follow up

– Advantages
• Presence of mental health professionals

• Care through community level workers
– Advantages

• Continuous presence in the community
• Awareness about community and cultural 

practices
• Constant interaction

– Limitation
• Medical support not readily available

Information
Promoting Normal activities

Encourage community participation

Secondary level care/
Counseling

Medical 
interventions

Facilitated by 
Sensitized/trained

Community 
Level Workers

Medical officers
Psychologists

Psychiatrists
Levels of care
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Community Level Worker
• CLW’s are not a separate cadre of people
• They are members of the community who 

needs to be sensitized in a very practical 
manner

• The entire objective of the programme is to 
make the interested people in the community 
to be sensitive to the psychosocial needs of the 
affected population

• The training can be limited to one day in 
which basic concepts are provided and some 
role play enacted to make them understand 
the human interactions

Community Level Workers-
identification of needs in the population

• CLW’s will identify those people in the 
community who need further support. 

• Further support may be in various areas

Population 
covered by CLW

Social needs

Legal needs

Medical needs

Psychological  
needs
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Implementation
• The programme was  implemented through 

the department of social welfare, Government 
of Tamil Nadu. 
– Well structured system and qualified 

personnel
– Sensitive to the needs and good interaction 

with the community
– Regular interaction with other departments

• Department of education was instrumental in 
programmes for children

• Kerala-Through Director of Medical 
Education and SMHA

• Pondicherry-Through JIPMER
• Andhra Pradesh-Through SMHA
• Development of strategy and training 

schedules and cascading training
• Service delivery through trained CLWs

coordinated by the District Social Welfare 
officers in Tamuil Nadu

Organization in the District

State level coordination 
& monitoring

District Collector
District Health Officer

District Social 
Welfare Officer

Identified Psychiatrist
Nodal officer (technical)

PHC’s

Health workers

Community Level Workers

LINKAGES
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Key achievements

Key achievements in PSS sector
1. Enabling environment created for PSS and placed PSS as a major 

agenda in Disaster management
a. Psychosocial well being of children came into focus

2. Governmental systems sensitized and a Psychosocial cell established 
in the Directorate of Social Welfare

3. Trained community level workers made available in the districts 
and large number of children and adults were supported

a. 13,000 workers trained, 275,000 persons supported, 52,000 required 
additional counselling, 120,000 children reached

4. Networking, linkages and public-Private-NGO partnerships
established

5. Training manuals and modules made available for PSS
1. Facilitators manual, handbook for field workers, pamphlets, manual for 

helping children and adolescents, Training manual for prevention and 
management of alcohol abuse

6. Introduction of telemedicine in disaster Psychosocial care
1. 200 patients provided care
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PSS Cell-DSW, Chennai

CLWs trained under DSW and support provided

1,58,897336622813TOTAL

712876Thiruvarur

27,6443,914250Villupuram

1,83632625Tirunelveli

1,53138150Thoothukudi

72,40015,600800Nagapattinam

18,9444891500Cuddalore

1,29026650Thiruvallur

13,5943,101625Kanniyakumari

3,78184025Thanjavur

14,2843,571250Kancheepuram

142744162Chennai

Number of individuals 
counseled

Number of families
counseled

Number of CLWs 
trained

District
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Prevalence of self reported habits and 
symptoms (%) n=844, Cuddalore, TN.
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Male Female

9.6% men and 6% women had all 7 symptoms

Pondicherry-JIPMER

PAJANCOA&RI, Karaikal100NCC and NSS 
Volunteers

12-02-2005

General hospital
Pondicherry

19Medical and 
paramedical 
personnel

2-02-2005

Youth hostel, 
Solai Nagar, Pondicherry

100NSS Volunteers30-01-2005

Chevallier Sellan Govt HSS,
Pondicherry

100School Teachers19-01-2005

VenueNumberParticipantsDate
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Kerala

• Training of CLWs and referral care by 
Departments of Psychiatry in Medical 
College, Trivandrum and Alleppy and 
State Mental Health Authority.
– 149 CLWs were trained and 83 are active in 

the field
– 25,857 subjects covered
– GHQ/TSQ used
– 1297 problem cases referred

• School based programme for learning 
disability and other PSS problems in 
Tsunami affected Districts

Andhra Pradesh
• Programme through State 

Mental Health Authority, 
Institute of Mental Health  and 
Guntur Medical College

• 45 CLWs trained in Nellore and 
Krishna Districts

• 91 problem cases identified and 
referred.

• Special programmes for 
vulnerable populations and 
adolescents
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NIMHANS and SCARF

• 499 volunteers were trained by 
NIMHANS, mainly for Tamil Nadu. 
Trainers from other states also 
participated in the ToTs.

• SCARF has trained 1399 CLWs and 
counselled 102 persons in Chennai, 
285 in Cuddalore and 31 in 
Pondicherry.

Resource kit for PSS

ADIC, Trivandrum
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Key lessons 
learned

Key lessons learned
1. Integration of PSS along with other interventions and 

role of nodal governmental agency in overall 
coordination and supervision as exemplified by DSW, 
Gov TN

2. Structured training schedules and designated agencies 
can impart skills and sustained low level support can be 
provided by trained community level workers.

3. Pooling of resources and partnerships between 
Governments and other stakeholders for a range of 
services made possible along with demonstration of 
successful use of volunteerism

4. Expectation of the community goes beyond PSS and 
hence the programme has to be prepared to address this 
along with a need for an exit plan 
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Secretary
Social Welfare

Secretary
Health

Secretary
education

Director
Social Welfare

DME
DPH

SMHA
Director
DTERT

District 
Collector

Nodal 
department 

heads

NGO’s

DIET

Schools

District social
welfare officer

Indicators for monitoring
• No. of CLWs Trained
• No. of families adopted
• No. of vulnerable groups 

identified(women , children)
• No of persons given 

interventions-
• Types of interventions
• Types of referrel services- R1, 

R2, R3
• No. of persons Rehabilitated
• No. of SHGs formed 
• No. of Women provided with 

alternative activities
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Key constraints

Key constraints
1. First of its kind in terms of magnitude and geographic 

area affected
2. Lack of trained mental health professionals and 

support systems
3. Lack of clarity in the initial phase as to what is PSS 

among providers and in the community
1. Physical needs are seen and predominate in interventions, 

needs of the mind need to be felt (nebulous issue)

4. Insufficient knowledge about service providers in 
mental health and other areas and multiple agencies 
leading to duplication of services (over served and 
underserved areas)
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Recommendations

Generic model for providing PSS in disaster situations

• Disaster preparedness  (to include PSS in all programmes of 
preparedness)

• Phase I (first 6 weeks)
� Mental Health Professionals to be part of medical teams and 

provide care for acute events.
� Manuals and modules for care in the community will have to 

be adapted and translated by an academic agency and made 
ready for use in the community. 

� Department of Health, Department of Social Welfare and 
Department of Education of the State Government should 
identify nodal officers for PSS in the State.

� This apex coordinating group (NGOs, academic institutions, 
and development partners) along with responsible persons in 
the affected districts from the corresponding departments.

� To develop an action plan for training, identification of service 
delivery mechanisms and monitoring. 
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Generic plan for PSS. Contd..

• Phase 2 (6 weeks to 6 months)
– Selection of CLWs
– Training of CLWs
– Field work initiated 
– CLWs closely monitored
– Referral system initiated
– Frequent visits by monitoring teams

• Phase 3 (6 months to 1 year)
– Full fledged field work with linkage to other social 

support systems and Governmental rehabilitation 
schemes

– Periodic monitoring
– From 1 year the activities can be scaled down and active 

interventions can be withdrawn formally by the end of 2 
years.

– The scheduling will vary depending on the type of 
disaster and the populations affected.
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DSW, UNTRS, NIMHANS, VIMHANS, SCARF, SNEHA, 
Save the Children UK, TTRCRF and other partners 


