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Abstract: This paper argues that mental health must be treated as a core national priority in India's
development trajectory towards 2047. The case is based on three linked propositions: first, the burden of
mental illness is not merely a clinical concern but a constraint on human capital, productivity, public safety,
social cohesion and constitutional dignity; second, India's present psychiatric infrastructure remains uneven
across geography, workforce, institutions, financing and data systems; and third, the country's
demographic, technological and federal capacities make a 2047 transformation feasible if mental health is
elevated from programme-level delivery to mission-mode governance. Using doctrinal legal analysis,
secondary policy review and systems planning, the paper examines India's National Mental Health Survey
findings, the Mental Healthcare Act, 2017, the National Mental Health Programme, the District Mental
Health Programme, Tele-MANAS and global standards under the WHO Comprehensive Mental Health
Action Plan 2013-2030. It proposes a five-tier psychiatric infrastructure model covering community
prevention, primary-care mental health, district psychiatric services, regional centres of excellence and
national research-surveillance platforms. The paper further recommends a National Mental Health
Infrastructure Mission 2047, a dedicated psychiatric workforce pipeline, mental health budgeting norms,
insurance-linked continuity of care, school and workplace mental health systems, crisis response services,
suicide prevention registries, and enforceable state-level accountability indicators. It concludes that India's
goal for 2047 should be not only more hospitals and psychiatrists, but an integrated mental health ecosystem
that is rights-based, community-anchored, digitally enabled and institutionally accountable.

Index Terms - Mental Health, Psychiatric Infrastructure, India 2047, National Mental Health Programme,
Tele-MANAS, Mental Healthcare Act 2017, District Mental Health Programme, Public Health
Governance, Human Capital.

I. INTRODUCTION

The centenary of India's independence in 2047 requires a broader understanding of national strength.
For much of the post-independence period, development planning has been framed through food security,
industrialization, infrastructure, fiscal growth, defence capacity, digital governance and social welfare.
Mental health has often remained at the periphery of this national imagination, treated as a specialist
medical issue or a family matter rather than a determinant of citizenship, productivity and collective
resilience. This paper proceeds from the contrary premise: India cannot realize the full promise of its
demographic dividend, constitutional welfare state or knowledge economy without building a strong
psychiatric and psychosocial infrastructure.
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Mental health is an integral part of health and cannot be reduced to the absence of illness. It includes
well-being, prevention, treatment, rehabilitation and the ability of citizens to participate meaningfully in
social and economic life [2]. Mental disorders affect educational attainment, workplace participation,
family stability, substance use, suicide risk, physical illness outcomes and the functioning of communities.
For a country of India's size, the aggregate effect is not marginal. WHO estimates for India note a substantial
mental health burden measured in disability-adjusted life years and identify major economic losses linked
to mental health conditions between 2012 and 2030 [2]. These figures justify a shift from fragmented
schemes to national infrastructure planning.

India has already taken important steps. The Mental Healthcare Act, 2017 creates a rights-based statutory
framework for access to mental healthcare, dignity, non-discrimination, advance directives, nominated
representatives and regulation of mental health establishments [3]. The National Mental Health Programme
and the District Mental Health Programme have attempted to decentralize services, while Tele-MANAS
has introduced a national tele-mental health layer [5][6]. Yet the central policy question is whether these
initiatives, taken together, are adequate for the pressures likely to emerge by 2047: urban loneliness,
adolescent distress, substance use, elderly mental illness, climate anxiety, migration stress, digital addiction,
conflict exposure, farmer distress, competitive examinations, workplace burnout, and comorbid chronic
disease.

The argument of this paper is that India needs a dedicated psychiatric infrastructure strategy for 2047.
The term infrastructure is used deliberately. Mental health infrastructure includes hospitals, district units,
trained human resources, medicines, emergency services, counselling systems, tele-health platforms,
community rehabilitation, forensic services, school mental health, workplace support, insurance coverage,
suicide prevention systems, data registries and research institutions. A psychiatric bed alone is not
infrastructure; a psychiatrist alone is not infrastructure. Infrastructure exists when care pathways are
predictable, affordable, rights-compliant, professionally staffed and available across the life-course.

The paper is organized into twelve sections. After setting out the objectives and methodology, it reviews
India’'s mental health burden and treatment gap, examines the existing policy framework, identifies systemic
deficits, and proposes a 2047 infrastructure model. The final sections present an implementation roadmap,
financing model, governance architecture and expected outcomes.

Il. OBJECTIVES OF THE STUDY

The primary objective of this paper is to formulate a policy framework for building India’s psychiatric
infrastructure by 2047. The specific objectives are: to examine the current burden of mental illness and
treatment gap; to assess the major institutional, workforce, financing and data deficits in India's mental
healthcare system; to review the rights-based legal and policy architecture governing mental health; to
propose a tiered infrastructure model suitable for India’s federal and demographic conditions; and to present
an implementation roadmap linking national standards with state-level delivery.

The study also seeks to move beyond the narrow vocabulary of psychiatric hospitals. It treats mental
health as a public system requiring prevention, early identification, continuity of care and community
reintegration. The focus is therefore both clinical and institutional. The paper asks: What should be the
minimum mental health infrastructure available to every district by 2047? How should India increase its
psychiatric workforce without waiting for specialist supply alone? How can Tele-MANAS be linked to in-
person care? How should mental health be financed under public health insurance and primary care? How
can legal rights under the Mental Healthcare Act be translated into functioning services?

I1l. RESEARCH METHODOLOGY

This paper uses qualitative policy analysis based on secondary sources. The materials include official
policy documents, statutory law, programme information, government press releases, WHO publications
and peer-reviewed literature on India's mental health workforce. The analysis is doctrinal in relation to the
Mental Healthcare Act, 2017, institutional in relation to the National Mental Health Programme and District
Mental Health Programme, and prospective in relation to the 2047 infrastructure model.

The study is not an epidemiological survey and does not claim to produce new prevalence estimates.
Instead, it synthesizes available public data and converts them into a governance-oriented infrastructure
framework. The normative standpoint of the paper is that mental healthcare must be universal, affordable,
non-discriminatory, community-based, evidence-informed and accountable. These principles correspond
to the National Health Policy's commitment to universal access to quality healthcare without financial
hardship [4] and the WHO action plan's emphasis on leadership, community-based services, promotion and
prevention, and information systems [7].
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The paper uses a systems approach. It treats policy failure not as the result of one missing hospital or
one missing professional, but as the combined effect of weak referral pathways, underdeveloped district
services, inadequate workforce production, insufficient financing, poor data, stigma and limited inter-
sectoral coordination. This approach is particularly important for India because mental health needs are
distributed across schools, workplaces, prisons, primary health centres, urban settlements, rural
communities, disaster zones and families.

Table 1: Diagnostic Baseline and 2047 Policy Imperatives

significant disability and
economic loss.

evidence-based care.

Dimension Present Challenge 2047 Objective Core Policy
Instrument
High prevalence of
common and severe |Early identification and|National surveillance,
Burden mental disorders with|universal access to|primary-care screening

and district registries.

Treatment gap

Large share of affected
persons do not receive
timely or adequate care.

Care within reachable
distance or through
verified digital referral in
every district.

DMHP  strengthening,
Tele-MANAS linkage,
insurance coverage.

Shortage and uneven
distribution of
psychiatrists,

A multidisciplinary
workforce available at

Psychiatric ~ workforce

Workforce : . : I mission and task-sharing

psychologists, social | community, district and

S . protocols.

workers and psychiatric | tertiary levels.

nurses.

Legal guarantees under|Rights-based care as the | State Mental Health

. MHCA require stronger | operating standard for all | Authorities, review

Rights . . i : )

implementation public and  private |boards and  service

capacity. establishments. audits.

Fragm_ented programme | Real-time mgntal health National Mental Health
Data reporting and  weak | dashboard with privacy

Information Grid.
outcome measurement.

safeguards.

IV. INDIA'S MENTAL HEALTH BURDEN: WHY NATIONAL PRIORITY STATUS IS
NECESSARY

The National Mental Health Survey 2015-16 remains a foundational baseline for understanding India's
mental health burden. It estimated that 10.6 per cent of adults were suffering from mental disorders at the
time of the survey, with a lifetime prevalence of 13.7 per cent; national summaries have also noted that
roughly 15 per cent of Indian adults require active intervention for one or more mental health issues [1][8].
These are not small margins of disease. In absolute numbers, the population affected by mental disorders
is larger than the population of many countries. The burden includes common mental disorders such as
depression and anxiety, severe mental disorders, substance use disorders, epilepsy-related needs, child and
adolescent conditions, geriatric mental health concerns and suicide risk.

The treatment gap is the most serious policy failure. Government summaries and public health literature
consistently identify a large untreated population, with estimates indicating that 70 to 92 per cent of people
with mental disorders do not receive proper treatment due to stigma, lack of awareness and shortage of
professionals [8]. Treatment gap does not mean absence of illness; it means the absence of institutional
response. In practical terms, this means that families absorb care burdens, patients move between informal
healers and fragmented medical facilities, police become first responders to crisis situations, and persons
with mental illness face preventable disability.

The burden is also developmental. Untreated depression can reduce school attendance, reduce labour
productivity and worsen outcomes in chronic conditions such as diabetes, cardiovascular disease and
cancer. Substance use disorders can affect family finances, public safety and workplace functioning. Severe
mental illness can lead to homelessness, incarceration, social exclusion and violation of dignity when
community care is unavailable. Child and adolescent mental health conditions can disrupt education and
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shape lifelong trajectories. As India seeks to build a high-skill economy, mental health must be treated as a
human capital foundation rather than a residual welfare concern.

The economic and social cost is heightened by demographic change. By 2047, India will have a larger
elderly population, continued migration, expanding urban peripheries, climate-exposed livelihoods, digital
stressors and intensified educational and employment competition. These trends will not automatically
create mental illness, but they will increase the need for preventive, counselling, crisis and rehabilitative
services. A health system designed mainly around episodic inpatient care will be inadequate for such
distributed and chronic needs.

Therefore, declaring mental health a national priority should not be symbolic. It should have operational
consequences: dedicated budget lines, workforce targets, district infrastructure standards, mental health
indicators in national and state health dashboards, mandatory school and workplace mental health protocols,
and rights-based compliance audits.

V. EXISTING POLICY AND LEGAL FRAMEWORK

India's mental health governance has four major pillars: the National Mental Health Policy, the Mental
Healthcare Act, the National Mental Health Programme including the District Mental Health Programme,
and the emerging digital layer represented by Tele-MANAS. These pillars indicate policy intent, but the
challenge lies in converting them into universal service availability.

The Mental Healthcare Act, 2017 is the most important rights-based statute in this field. It was enacted
to provide mental healthcare and services for persons with mental illness and to protect, promote and fulfil
their rights during delivery of services [3]. It recognizes capacity to make mental healthcare and treatment
decisions, advance directives, nominated representatives, rights to access mental healthcare, protection
from inhuman treatment, confidentiality, community living and regulatory oversight through mental health
authorities and review boards. Its spirit is transformative: mental illness is not a basis for exclusion from
citizenship or dignity.

However, rights depend on infrastructure. A statutory right to access mental healthcare becomes fragile
when a district lacks an adequately staffed public mental health team, when essential psychotropic
medicines are not available, when ambulance and crisis response systems are unprepared, or when review
boards do not function effectively. The Act therefore creates not only legal duties but infrastructure duties.
Every state must be able to demonstrate that rights can be exercised in practice.

The National Health Policy 2017 provides the larger health-system frame. It commits to the highest
possible level of health and well-being for all ages through preventive and promotive healthcare and
universal access to quality services without financial hardship [4]. This is crucial because mental health
cannot be separated from universal health coverage. It must be included in primary care, public health
insurance, health promotion, occupational health and community-level service delivery.

The National Mental Health Programme and the District Mental Health Programme are the main public
delivery instruments. The Directorate General of Health Services notes that the DMHP began with four
districts in 1996 and has now been approved for 767 districts. The district team is envisaged as
multidisciplinary, including a psychiatrist, clinical psychologist, psychiatric social worker, psychiatric or
community nurse, monitoring and evaluation officer, case registry assistant and ward assistant/orderly [5].
This design is directionally correct, but district-level implementation quality varies across states due to
vacancies, training gaps, medicine supply, supervision and uneven integration with general health services.

Tele-MANAS has added a national access layer. The Government of India launched the National Tele
Mental Health Programme on 10 October 2022. As of 3 March 2026, 36 states and union territories had
established 53 Tele-MANAS cells, services were available in 20 languages, and more than 34.34 lakh calls
had been handled since inception [6]. This is a significant foundation for crisis counselling, early support
and navigation. Yet tele-counselling cannot substitute for in-person treatment, emergency stabilization,
medication management, inpatient care, rehabilitation or long-term psychotherapy. Its next stage must
therefore be integration with district facilities, electronic referral, follow-up and outcome tracking.

VI. INFRASTRUCTURE DEFICITS IN THE PRESENT SYSTEM

India’'s psychiatric infrastructure deficit has at least six dimensions: workforce, physical facilities,
community services, financing, governance and data. These deficits interact. A district may have a
sanctioned mental health programme but not enough specialists; a medical college may have a psychiatry
department but no district outreach; a tele-mental health helpline may identify risk but struggle to ensure
in-person follow-up; and legal rights may exist without the institutions required to enforce them.

The workforce deficit is severe. Government summaries cite that India has around 0.75 psychiatrists per
100,000 population, far below the level required for universal access, and that the shortfall extends to
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psychologists, psychiatric social workers and psychiatric nurses [8][9]. The problem is not merely national
scarcity but geographical maldistribution. Most specialists are concentrated in metropolitan and teaching-
hospital settings, while rural districts, aspirational districts, small towns and tribal areas often rely on
periodic camps or overburdened general doctors. A 2047 strategy must therefore combine expansion of
specialist training with task-sharing and career pathways for counsellors, community health officers, nurses
and social workers.

The physical infrastructure deficit is equally significant. Psychiatric care in India has historically been
associated with mental hospitals and teaching institutions. These remain important, particularly for severe
ilness, forensic psychiatry, addiction, child psychiatry, geriatric psychiatry and complex cases. But the
future system cannot be hospital-centric. It must include outpatient care in primary health centres, mental
health clinics at community health centres, psychiatric units in district hospitals, short-stay crisis
stabilization beds, day-care and rehabilitation facilities, half-way homes, supported housing, deaddiction
services and mobile outreach teams.

Community services remain underdeveloped. Many persons with chronic mental illness require social
support, vocational rehabilitation, family counselling and assistance with disability certification, social
security and livelihood reintegration. Without community-based rehabilitation, inpatient improvement
often collapses after discharge. Families become the default care institutions, and women in families often
absorb unpaid care burdens. Community infrastructure is therefore a gender and social justice issue as much
as a health issue.

Financing is another limitation. Mental healthcare is often excluded from practical insurance use even
when legal or policy language allows coverage. Out-of-pocket expenditure for private psychiatry, therapy,
medicines and travel can be high. Public financing remains insufficient for the scale of need. A mission-
mode 2047 strategy should establish clear budget norms: minimum per capita mental health expenditure,
district-level untied mental health funds, reimbursement for outpatient and counselling services, and
coverage of long-term medicines under public procurement.

Governance and data systems are weak. Mental health indicators are not routinely visible in public
dashboards with the same seriousness as maternal health, immunization or communicable disease control.
India needs regular mental health surveys, district mental health registries, suicide prevention data systems,
privacy-protective electronic case records and public reporting on workforce vacancies, medicine stock-
outs, referral completion and continuity of care. The second National Mental Health Survey can be an
opportunity to institutionalize this evidence base.

Table 2: Proposed Five-Tier Psychiatric Infrastructure Model for India 2047

Tier Instltutl_onal Core Functions Minimum Team Accouptablllty
Location Indicator
Household, school, Aware_ness,_stlgr_na ASHA/ANM/teacher | Number screened,
. workplace, reduction, first aid,
Tier | . counsellor/peer referred and
panchayat and | referral, caregiver
volunteer. followed up.
urban ward support.
Screening,  basic
Primary Health | counselling, Medical officer, Monthly  mental
. Centre and Health|common  mental . health OPD and
Tier 1l ) CHO, nurse, trained .
and Wellness | disorder care, referral completion
_ .. | counsellor.
Centre medicine refill, rate.
tele-consultation.
Psychiatric OPD,
crisis stabilization, | Psychiatrist, Specialist
Community Health | addiction care, | psychologist, availability,  bed
Tier 111 Centre and District | child and | psychiatric ~ social | occupancy,
Hospital adolescent clinic, | worker, nurse, M&E | emergency
suicide risk | officer. response time.
management.
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Tier Inst|tut|_0nal Core Functions Minimum Team Accou_ntablllty
Location Indicator

Complex care,
training, tele-

Regional Centre of | supervision, Multidisciplinary Districts mentored

Tier IV Excellence and | forensic faculty and | and workforce

medical college psychiatry, specialized units. trained annually.
research and
district mentoring.
Standards,

financing, national National

. .. | National Mental

registry, quality Health Mission dashboard, annual

audits, innovation . report and outcome
. Secretariat.

and policy benchmarks.

evaluation.

National mission,
Tier V surveillance  and
research platform

VII. BUILDING INDIA'S PSYCHIATRIC INFRASTRUCTURE FOR 2047

A 2047 psychiatric infrastructure strategy should be organized as a continuum rather than a collection
of isolated institutions. The proposed five-tier model begins with households and community settings,
moves through primary care and district hospitals, connects to regional centres of excellence, and
culminates in a national surveillance and research platform. The purpose is to ensure that every citizen can
enter the system at the lowest appropriate level and be referred upward or downward as needed.

Tier | should focus on prevention, awareness, mental health literacy and early help-seeking. Schools,
colleges, workplaces, panchayats, self-help groups, police stations, prisons and community organizations
should be trained to recognize distress and refer individuals to appropriate services. Mental health first aid
should become as familiar in public institutions as basic emergency response. This tier must be culturally
sensitive and available in regional languages. It should explicitly address stigma, because stigma is an
infrastructure barrier when it prevents citizens from using services.

Tier 1l should integrate mental health into primary care. Health and Wellness Centres and Primary Health
Centres should provide basic screening for depression, anxiety, substance use, self-harm risk, epilepsy
follow-up and psychosis relapse warning signs. General physicians and community health officers should
be supported through clear protocols, tele-supervision and medicine supply. This is essential because
specialist-led care alone cannot serve India’'s population. The primary-care layer should be responsible for
continuity, medicine refills, psychoeducation and family support, while complex cases are referred to
district teams.

Tier 111 should make the district the operational unit of psychiatric care. Every district hospital should
have a functional psychiatric department or mental health unit with outpatient services, emergency
consultation, short-stay stabilization beds, deaddiction linkage, child and adolescent clinic days, geriatric
mental health services and community outreach. The DMHP team should not remain a paper unit. It should
have transport, digital case management, regular camps in blocks, referral linkage with Tele-MANAS, and
monthly review by the district health society.

Tier IV should strengthen regional centres of excellence and medical colleges. These institutions should
not only provide tertiary care; they should mentor districts, train non-specialists, conduct implementation
research, maintain tele-supervision networks and develop specialized services. The Government has
already sanctioned centres of excellence and upgraded postgraduate departments in mental health
specialties [8]. By 2047, every state should have at least one advanced mental health institute, and large
states should have multiple regional hubs aligned with geography and population.

Tier V should create a national mission architecture. A National Mental Health Infrastructure Mission
2047 should set standards, finance gaps, publish annual indicators, support state plans, audit rights
compliance, coordinate training, maintain a privacy-protective data platform and fund innovation. This
mission should be housed within the health system but operate through inter-ministerial coordination with
education, women and child development, social justice, labour, rural development, housing, prisons and
digital governance. Mental health outcomes are shaped beyond hospitals; governance must therefore be
inter-sectoral.
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VIIl. HUMAN RESOURCE STRATEGY

Human resources are the decisive constraint. India cannot wait until the specialist workforce naturally
expands through existing postgraduate channels. A 2047 approach must follow a pyramid model: increase
psychiatrists and clinical psychologists at the top, but also create large numbers of trained counsellors,
psychiatric nurses, social workers, community rehabilitation workers and digitally supervised primary-care
providers. The mental health workforce should be multidisciplinary, regulated and career-linked.

First, postgraduate seats in psychiatry, clinical psychology, psychiatric social work and psychiatric
nursing must increase in a planned manner. Every new medical college should have a psychiatry department
with faculty and clinical exposure. Existing district hospitals that meet standards should be converted into
teaching-linked mental health training sites. Regional centres should mentor faculty development,
simulation-based training and standardized curriculum quality.

Second, India should create a National Mental Health Cadre at state level. This does not require a new
all-India service, but it requires clear recruitment rules and promotion pathways for district psychiatrists,
psychologists, psychiatric social workers, psychiatric nurses and counsellors. Contractual and ad hoc
staffing weakens continuity. Mental health staff must have stable positions, rural service incentives,
hardship allowances, academic leave and tele-supervision support.

Third, task-sharing must be formalized. Community health officers, medical officers, nurses, Accredited
Social Health Activists, Anganwadi workers, teachers and police personnel should not be asked to become
psychiatrists. Their role should be limited but systematic: identify distress, provide basic psychoeducation,
support adherence, recognize red flags and ensure referral. The specialist remains responsible for diagnosis
and complex treatment. This division of labour can expand access without diluting clinical standards.

Fourth, the workforce strategy must include lived-experience and caregiver participation. Peer support
workers, family support groups and community volunteers can improve adherence and reduce stigma.
However, they must be trained, supervised and protected from exploitation. Their role should complement
professional services, not substitute them.

Finally, workforce planning must be data-driven. Every district should publicly report sanctioned posts,
filled posts, vacancies, monthly patient load, training completed and referral outcomes. Without
transparency, workforce expansion will remain announced but not delivered.

Table 3: Mental Health Human Resource Expansion Matrix

urban/tertiary settings.

supervision and regional
faculty hubs.

Cadre Current Systemic 2047 Expansion Governance
Problem Strategy Safeguard

Low ratio and L?sctrﬁzfe oslzicr1; s Sf;tg_’ State vacancy

Psychiatrists concentration in P gs, dashboard and rural

incentive policy.

Clinical psychologists

Limited training capacity
and uneven
licensing/placement.

Expand M.Phil/clinical
psychology  pathways
and deploy at district and
school-linked clinics.

Standardized
accreditation
supervision.

and

Underused despite

Create posts in DMHP,

workers

informal employment.

helpline integration and
community deployment.

o . prisons, shelters,
Psychiatric social | relevance to . Case-management
e deaddiction and i
workers rehabilitation and . outcome audits.
welfare linkage community
' rehabilitation.
Specialized nursing
o Ins_uf_flment specialty mo_dules, district crisis Skill certification and
Psychiatric nurses training and  career | units and .
- o . promotion pathways.
recognition. inpatient/community
roles.
Counsellors/peer Variable quality and Tered certification, Scope-of-practice rules

and referral protocols.
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IX. DIGITAL MENTAL HEALTH AND TELE-MANAS 2.0

Digital mental health is one of India's greatest opportunities, but it must be designed carefully. Tele-
MANAS has demonstrated that citizens will use a national tele-mental health platform when it is accessible,
multilingual and publicly supported. Its expansion to all states and union territories, 53 cells, 20 languages
and more than 34.34 lakh calls by March 2026 establishes a valuable access base [6]. The next stage should
be Tele-MANAS 2.0: a digitally integrated care navigation system rather than only a helpline.

Tele-MANAS 2.0 should have five functions. First, it should provide immediate counselling and
psychological first aid. Second, it should classify risk and urgency through standardized protocols. Third,
it should issue referral tokens to district mental health teams, deaddiction centres, emergency services or
primary-care facilities. Fourth, it should enable follow-up reminders and adherence support. Fifth, it should
feed anonymized aggregate data into district and national planning while protecting privacy.

Digital systems must not create exclusion. Many citizens lack privacy at home, digital literacy,
smartphones, stable connectivity or trust in helplines. Therefore, Tele-MANAS should be complemented
by assisted access points at PHCs, community health centres, schools, colleges, workplaces, prisons and
panchayat offices. Digital mental health must be an access multiplier, not a substitute for public
infrastructure.

Data protection is critical. Mental health information is sensitive and can affect employment, marriage,
insurance, family relations and social standing. Digital systems should follow principles of consent,
minimum necessary data collection, role-based access, encryption, audit trails and strict prohibition of
unauthorized disclosure. Trust is part of infrastructure; if citizens fear misuse, they will avoid care.

Artificial intelligence may support triage, translation, risk flagging and training, but it cannot replace
clinical judgment or human care. Automated tools should be validated in Indian languages and populations,
audited for bias, and kept within a supervised clinical governance framework. The technology agenda
should remain subordinate to rights, safety and accountability.

X. FINANCING AND INSTITUTIONAL DESIGN

The fiscal design of mental health reform must match the scale of the problem. The paper proposes a
National Mental Health Infrastructure Mission 2047 with shared financing between the Union and states.
The Union Government should set minimum standards, support poorer states, fund centres of excellence,
finance national digital infrastructure and support workforce expansion. State governments should prepare
state mental health infrastructure plans, recruit district teams, maintain facilities, purchase medicines and
report outcomes.

A minimum mental health budgeting norm should be adopted within public health expenditure. Each
district should have a protected mental health envelope covering personnel, medicines, outreach, crisis
response, rehabilitation, training, data systems and community awareness. Untied funds should be available
for district-specific needs such as tribal outreach, urban homeless mental health, student counselling, farmer
distress or disaster response.

Insurance design is equally important. Mental health coverage should include outpatient psychiatry,
psychotherapy where clinically indicated, essential medicines, substance use treatment, emergency
stabilization, inpatient care, rehabilitation and follow-up. The Mental Healthcare Act's promise of access
cannot be fulfilled if insurance covers hospitalization but ignores long-term outpatient care. Public
insurance packages under health assurance schemes should be revised to support continuity rather than
episodic admission alone.

Procurement systems should ensure essential psychotropic medicines at primary and district levels.
Stock-outs convert treatable conditions into relapses. Medicine availability should be monitored through
the same seriousness used for tuberculosis, HIV or maternal health commaodities. District pharmacists and
mental health teams should jointly forecast demand.

Institutionally, the mission should create a National Mental Health Council chaired at a high level, with
representation from health, education, social justice, labour, women and child development, home affairs,
rural development and digital governance. Each state should have a State Mental Health Infrastructure
Board aligned with the State Mental Health Authority but focused on planning, budgeting and
implementation. District Mental Health Societies should be strengthened as operational units.
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XI1. SPECIAL POPULATIONS AND SETTINGS

A 2047 strategy must be life-course and setting-specific. Children and adolescents require school-based
mental health promotion, counselling, early identification of learning and behavioural difficulties, anti-
bullying protocols, examination stress management and referral to child psychiatrists or psychologists
where needed. The goal is not to medicalize childhood but to create supportive environments and identify
serious distress early.

Higher education institutions require campus mental health systems. Competitive pressure, migration,
loneliness, substance use, financial stress and social isolation can create high-risk conditions. Universities
should have counsellors, crisis protocols, referral partnerships, suicide prevention policies and faculty
sensitization. Student mental health should be treated as part of institutional quality.

Workplace mental health will become increasingly important in a service and knowledge economy.
Workplaces should adopt preventive policies on burnout, harassment, sleep disruption, addiction, digital
overload and psychosocial risk. Occupational health standards should include mental health audits.
However, employer involvement must protect confidentiality and cannot be used for discriminatory
surveillance.

Prisons, shelter homes, child care institutions and deaddiction centres require specialized attention.
People in custodial or institutional settings often have higher mental health needs and fewer choices.
Regular screening, independent oversight, referral pathways and legal aid are necessary. Forensic
psychiatry capacity should be strengthened in every region.

Geriatric mental health must be integrated into primary care and community support. Depression,
dementia, loneliness, bereavement and caregiver strain will rise as India’s elderly population grows. District
mental health teams should coordinate with non-communicable disease clinics, home-based care, palliative
care and social welfare services.

Rural and agrarian mental health requires culturally grounded approaches. Farmer distress,
indebtedness, crop failure, climate variability and migration can contribute to psychological distress.
Panchayat-based awareness, self-help group linkage, financial counselling, substance use services and
accessible district teams should be part of rural mental health planning.

XIl. IMPLEMENTATION ROADMAP: 2026 TO 2047

The proposed roadmap is divided into three phases. The first phase, 2026-2030, should focus on
standards, data and minimum district functionality. Every district should have a verified DMHP team,
essential medicine availability, Tele-MANAS referral linkage, suicide-risk protocol and quarterly
reporting. The second phase, 2031-2040, should expand specialized services, rehabilitation, workforce
production and regional centres. The third phase, 2041-2047, should consolidate universal access, quality
assurance, research leadership and full integration with social protection.

The roadmap must be federal. India's states differ in population size, fiscal capacity, medical colleges,
social indicators, urbanization and mental health workforee. A single uniform input model will not work.
National standards should define minimum service guarantees, while states should design context-specific
implementation plans. The Union's role should be fiscal equalization, technical guidance and public
accountability.

District-level monitoring is essential. Each district should report five headline indicators: mental health
outpatient visits per month; specialist and counsellor vacancies; referral completion from Tele-MANAS
and primary care; availability of essential medicines; and crisis response outcomes. These indicators should
be publicly available, with safeguards against identifying individual patients.
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Table 4: Implementation Roadmap for Psychiatric Infrastructure by 2047

Phase Time Horizon Priority Actions Expected Institutional
Result
National standards,
district functionality .
Phase I 2026-2030 referral integration, ’ )
mental health service
workforce vacancy
: > | platform.
mapping, essential
medicine guarantee.
Scale psychiatric units in
district hospitals,
regional  centres  of | Mental healthcare
excellence, becomes part of routine
Phase 1 2031-2040 school/workplace mental | health and social
health systems, | protection delivery.
rehabilitation  services,
insurance expansion.
Universal access
benchmarks, advanced
research, Al-enabled | India achieves a rights-
Phase Il 2041-2047 supe_rw_sed care, _based and community-
specialized integrated mental health
geriatric/child/forensic | system.
services, outcome-based
financing.

XI1l. RESULTS AND DISCUSSION

The analysis produces four major findings. First, India's mental health challenge is already large enough
to justify national priority status. Prevalence, treatment gap, economic loss and social consequences
indicate that mental health is a core development issue. Second, India has the legal and programme
foundations necessary for transformation, particularly through the Mental Healthcare Act, NMHP, DMHP
and Tele-MANAS. Third, these foundations remain insufficient without a dedicated infrastructure mission
that defines minimum service guarantees, workforce targets, financing norms and data accountability.
Fourth, the most viable model for India is not specialist-only expansion but a tiered continuum integrating
community, primary care, district services, tertiary hubs and national systems.

The paper also finds that rights and infrastructure must be treated together. A rights-based law without
services creates frustration and litigation; services without rights can reproduce coercive or custodial
practices. The 2047 goal should be to make rights operational through accessible services, informed
consent, dignified care, review mechanisms and community living.

Another important finding is that digital mental health must be integrated with physical services. Tele-
MANAS can reduce the first barrier to care, but referral completion and follow-up are the true tests of
impact. A helpline call should be able to move a person to a district counsellor, psychiatrist, emergency
service or community follow-up mechanism. This requires interoperable but privacy-protective systems.

The discussion also highlights the importance of social determinants. Mental health policy cannot be
limited to hospitals when distress is shaped by poverty, debt, violence, educational pressure,
unemployment, discrimination, migration and isolation. The health ministry can lead, but the solution must
involve education, labour, social justice, women and child development, home affairs and local
government. This is why the paper recommends a mission architecture rather than only a departmental
scheme.
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XIV. POLICY RECOMMENDATIONS

1. Declare mental health a national development priority and establish a National Mental Health
Infrastructure Mission 2047 with statutory-style standards, annual reporting and shared Union-state
financing.

2. Create minimum district mental health guarantees: functional DMHP team, district psychiatric OPD,
crisis response protocol, essential medicines, Tele-MANAS referral linkage, school outreach and
community rehabilitation linkage.

3. Launch a psychiatric workforce expansion plan covering psychiatrists, clinical psychologists,
psychiatric social workers, psychiatric nurses, counsellors and peer support workers, with rural incentives
and transparent vacancy dashboards.

4. Integrate mental health into primary care by training medical officers, community health officers and
nurses in screening, basic management, psychoeducation and referral under specialist supervision.

5. Convert Tele-MANAS into a care navigation platform with referral tokens, follow-up protocols,
emergency escalation and anonymized planning data.

6. Expand mental health coverage under public insurance and health assurance schemes to include
outpatient treatment, medicines, counselling, deaddiction, crisis stabilization and rehabilitation.

7. Strengthen State Mental Health Authorities and Mental Health Review Boards to ensure that the
Mental Healthcare Act is implemented in practice and not merely in legal text.

8. Establish a National Mental Health Information Grid with privacy safeguards, district dashboards,
suicide prevention registries, periodic surveys and outcome audits.

9. Mandate school, college, workplace, prison and shelter-home mental health protocols, with referral
linkages and confidentiality safeguards.

10. Fund community-based rehabilitation, supported housing, caregiver support and livelihood
reintegration for persons with severe and chronic mental illness.

XV. CONCLUSION

India's journey to 2047 must include a decisive revaluation of mental health. A nation cannot be
considered fully developed if millions of citizens experience preventable psychological suffering, untreated
illness, social exclusion or loss of dignity because the public system lacks accessible mental healthcare.
The challenge is not only medical; it is constitutional, economic and institutional.

The current decade offers a strategic window. India has a rights-based law, a national programme,
district-level architecture, expanding medical education, digital public infrastructure and a growing public
conversation on mental health. These assets must now be connected through a mission-mode infrastructure
plan. The future system should be community-anchored, primary-care integrated, specialist-supported,
digitally enabled and rights-compliant.

By 2047, the benchmark should be clear: no district without a mental health team, no primary care
system without basic mental health capacity, no crisis without a response pathway, no legal right without
service availability, and no citizen denied dignity because of mental illness. Building India's psychiatric
infrastructure is therefore not a sectoral reform; it is a national development obligation.
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