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ABSTRACT

Background: Children residing in orphanages are particularly vulnerable to mental health problems because of exposure to
parental loss, emotional deprivation, disrupted attachment, neglect, and adverse childhood experiences. Despite their increased
psychosocial vulnerability, evidence regarding the availability of mental health services within institutional care settings in
India remains limited. This study assessed the availability of mental health services, institutional determinants, and barriers
affecting access to mental healthcare among orphanages in Tamil Nadu. Methods: A cross-sectional study was conducted
among 118 orphanages across selected rural and urban districts of Tamil Nadu between October 2024 and September 2025.
Institutions were selected using purposive sampling. Data were collected using a structured and pre-validated questionnaire
administered to institutional representatives. Information regarding institutional characteristics, mental health service
availability, institutional capacity, and barriers to mental healthcare access was obtained. Descriptive statistics, chi-square tests,
and binary logistic regression analyses were performed to identify factors associated with mental health service availability.
Results: Among participating orphanages, 77.1% were located in urban areas and 78.0% were NGO-operated institutions.
Mental health professionals were available in 50.8% of institutions. Counselling and psychotherapy services were each available
in 43.2% of institutions, while psychiatric consultation and group therapy were available in 31.4% and 17.8% of institutions,
respectively. Urban institutions demonstrated significantly greater mental health service availability than rural institutions
(p<0.001). Institutions with trained staff, educational facilities, vocational training, and mental health professionals reported
significantly greater service availability. In adjusted regression analysis, staff training remained independently associated with
mental health service availability (AOR: 19.29; 95% CI: 3.80-97.89; p<0.001). Cost-related barriers, lack of resources, and
distance-related barriers were commonly reported.

Conclusion: Mental health service availability within orphanages in Tamil Nadu remains limited and uneven. Strengthening
institutional workforce capacity, integrating routine psychosocial support within child care systems, and improving linkage with
public mental health services may help improve access to mental healthcare among orphaned children.
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INTRODUCTION

Mental health is an essential component of child and

services remains inadequate in many low- and middle-
income countries (LMICs), where structural limitations,

adolescent health and substantially influences emotional
regulation, cognitive development, educational attainment,
interpersonal functioning, and long-term well-being. The
World Health Organization estimates that nearly one in
seven adolescents globally experiences a mental disorder,
with depression, anxiety, and behavioural disorders
representing major contributors to disease burden among
young people [1]. Mental health conditions originating
during childhood frequently persist into adulthood and are
associated with impaired psychosocial functioning,
substance use, reduced productivity, and increased risk of
self-harm and suicide [1,2]. Despite increasing global
recognition of child and adolescent mental health as a
public health priority, access to appropriate mental health

insufficient workforce capacity, stigma, and limited policy
implementation continue to restrict service delivery [3].

Among vulnerable pediatric populations, orphaned and
institutionalized children represent a particularly high-risk
group due to exposure to adverse childhood experiences,
parental loss, emotional deprivation, disrupted attachment,
neglect, and socioeconomic insecurity [4,5]. Globally, an
estimated 24 million children live without parental care,
including approximately 8-10 million residing in
institutional care settings such as orphanages and child care
institutions [6]. Although institutional care systems are
designed to provide shelter, protection, and educational
support, evidence suggests that children raised in
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institutional environments frequently demonstrate poorer
emotional and psychosocial outcomes than those raised in
family-based settings [5,7]. The absence of stable
caregiving relationships and individualized psychosocial
support may adversely affect emotional development,
behavioural regulation, and social adaptation [7,8].

Previous studies have consistently reported elevated
prevalence of depression, anxiety, behavioural disorders,
emotional dysregulation, and trauma-related symptoms
among institutionalized children [9-11]. A systematic
review by van 1Jzendoorn et al. demonstrated significant
developmental and psychosocial disadvantages among
children living in institutional care compared with
community-based populations [7]. Similarly, studies
conducted in LMICs have documented substantial levels of
psychological morbidity among orphaned children, often
associated with social exclusion, inadequate psychosocial
support, and restricted access to specialized mental
healthcare [9,10]. Indian studies have also reported
considerable psychological distress among orphaned
children, including symptoms of anxiety, depression, low
self-esteem, and behavioural difficulties [11,12]. These
psychological vulnerabilities may persist throughout
adolescence and adulthood in the absence of timely
intervention and appropriate psychosocial support systems.

India has one of the largest child and adolescent
populations globally, comprising nearly 436 million
individuals below 18 years of age [13]. However, mental
healthcare infrastructure for children and adolescents
remains substantially underdeveloped. The National
Mental Health Survey of India reported a treatment gap
ranging from 70% to 92% for mental disorders, indicating
that a large proportion of individuals requiring mental
healthcare do not receive appropriate treatment [14]. The
shortage of mental health professionals remains a major
challenge, with India having significantly fewer
psychiatrists, psychologists, and psychiatric social workers
than recommended by international standards [15]. Mental
health services are predominantly concentrated in urban
tertiary-care centres, whereas rural and resource-limited
settings continue to experience inadequate service
availability, weak referral mechanisms, and poor
integration of mental health into routine healthcare systems
[16].

Children residing in orphanages may be disproportionately
affected by these systemic gaps because of their increased
need for psychological support and early mental health
intervention. Although the Juvenile Justice (Care and
Protection of Children) Act and Mission Vatsalya
emphasize child welfare and institutional support
mechanisms, mental healthcare integration within
orphanages and child care institutions remains inconsistent
across India [17]. Existing institutional services primarily
focus on shelter, nutrition, education, and physical
protection, while structured mental health services
frequently receive limited attention [18]. Many institutions
lack trained counsellors, mental health professionals,
referral systems, and staff capacity to identify and manage
psychological  distress among children [19,20].

Consequently, mental health conditions among
institutionalized children may remain under-recognized
and untreated.

Urban—rural disparities further influence access to mental
healthcare services in India. Urban regions generally
demonstrate better availability of healthcare infrastructure,
specialist consultation services, counselling facilities, and
referral networks compared with rural areas [16]. In
contrast, rural institutions often face shortages of trained
personnel, transportation barriers, financial constraints, and
reduced mental health awareness [21]. Sociocultural stigma
associated with mental illness may additionally influence
help-seeking behaviour and service utilization, particularly
within underserved communities [21].

Most existing Indian literature has focused on the
prevalence of psychiatric disorders among children and
adolescents in schools or community settings, with
comparatively  limited attention to institutional
determinants affecting mental healthcare availability in
orphanages [13,22]. Furthermore, previous studies have
primarily emphasized psychological outcomes among
institutionalized children rather than evaluating the
availability and accessibility of mental health services
within child care institutions themselves. Understanding
institutional capacity, including trained staff availability,
counselling services, psychiatric consultation mechanisms,
educational support systems, and referral pathways, is
essential for strengthening child mental healthcare delivery
within institutional settings.

The present study was therefore conducted to assess the
availability of mental health services among orphanages in
Tamil Nadu, identify institutional determinants associated
with service availability, evaluate barriers affecting access
to mental healthcare, and compare urban—rural differences
in mental health service provision across child care
institutions.

METHODOLOGY

Study Design

This study used a cross-sectional descriptive approach to
analyze and compare the availability of mental health
services for orphaned children in Tamil Nadu's rural and
urban areas. A total of 118 institutions were included in the
study for public health research focusing on service
delivery and access because it allows for the investigation
of correlations between institutional characteristics, service
capability, and barriers within the study population. In this
study, significant variables included institutional features
(such as the kind of institution and the number of children),
service capacity indicators (such as the availability of
trained staff and counselling services), and barriers to
mental health care access.

Study Setting

The study was conducted in selected orphanages across
urban and rural districts of Tamil Nadu, India. Urban
settings included major cities such as Chennai, Coimbatore,
and Tiruchirappalli, which are characterized by better
infrastructure and access to healthcare facilities. Rural
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settings included districts such as Nagapattinam,
Ramanathapuram, and Kanyakumari, where access to
specialized mental health services is relatively limited.

These institutions varied in type, including non-
governmental organizations (NGOs), private institutions,
and government-run homes. The study was carried out from
October 2024 to September 2025.

Study Population

The study population comprised registered orphanages
operating within selected urban and rural districts of Tamil
Nadu, with the institution considered as the unit of analysis.
Eligible institutions included those that were officially
registered, operational during the study period, and
provided consent to participate. Institutions that were
temporarily closed at the time of data collection or those
that declined participation were excluded from the study.

Sampling Technique

A purposive sampling technique was employed to select
institutions for the study. This approach was chosen due to
the limited availability of a comprehensive sampling frame
of orphanages and the need to include institutions that met
specific eligibility criteria. Additionally, logistical
constraints and accessibility considerations necessitated the
use of a non-probability sampling method. Efforts were
made to ensure representation from both urban and rural
settings by selecting institutions across multiple districts.
Although purposive sampling limits generalizability, it is
appropriate for exploratory studies focusing on specific
populations such as orphanages. A comprehensive record
of the number of institutions approached was not
maintained; however, all eligible and accessible institutions
during the study period were included. (Figure 1)

Sample Size Calculation
The sample size was calculated using Cochran’s formula
for estimating proportions:
Z’xpx(1-p)
n= PP
Here, n represents the required sample size. Z denotes the
standard normal deviate corresponding to a 95%
confidence level, which was taken as 1.96. p represents the
estimated proportion of institutions with available mental
health services; since no prior estimate was available, it was
assumed to be 0.5. d represents the margin of error, which
was set at 0.05.
Substituting the values:
(1.96)? x 0.5 x (1 —0.5)
n=

=384
(0.05)2

The sample size was initially estimated using Cochran’s
formula (n=384). However, due to the absence of a
comprehensive sampling frame and feasibility constraints,
purposive sampling was employed, and 118 eligible
orphanages were included in this study.

Data collection

Data were collected using a structured, pre-validated
questionnaire developed specifically for this study to assess
institutional characteristics, availability of mental health

services, service capacity, and barriers to access. The tool
was designed following an extensive review of relevant
literature on child mental health, institutional care systems,
and public health service delivery.

The questionnaire comprised four major sections:
(1) institutional characteristics (such as location, type of
institution, and number of children),
(2)  availability of mental health services,
(3) institutional capacity indicators (including staff
training, educational and vocational support), and
(4) perceived barriers to accessing mental health services.
Prior to the study, a pilot test was conducted with a sample
(n=11) institution that were not included in the final
analysis to evaluate the clarity, relevance, and feasibility of
the instrument. Based on feedback obtained during the pilot
phase, necessary modifications were made to improve the
language, structure, and sequence of questions. Content
validity of the questionnaire was established through expert
review by professionals in public health and mental health,
ensuring that all relevant domains were adequately
covered.

A list of eligible orphanages was compiled using available
administrative records and local sources. Institutional
authorities were approached formally, and the objectives
and procedures of the study were explained. Written
informed consent was obtained from authorized
representatives prior to participation.

Data collection was carried out through direct interviews
with designated institutional representatives, such as
administrators or senior staff members who were
knowledgeable about institutional operations and service
provision. The questionnaire was administered in a
standardized manner across all study sites to ensure
consistency. Clarifications were provided when necessary
to facilitate accurate responses.

To ensure data quality, all completed questionnaires were
reviewed on the same day for completeness and internal
consistency. Any missing or unclear responses were
verified through follow-up visits or telephonic
communication with the respective institutions. Data were
subsequently coded using predefined coding schemes and
entered into Microsoft Excel to minimize entry errors.
Standardized operational definitions were applied across all
variables to ensure uniform interpretation and reduce
information bias. Efforts were also made to obtain
information from reliable institutional records wherever
available, thereby enhancing the accuracy of the data
collected. Confidentiality was strictly maintained
throughout the study. No identifying information of
institutions or individuals was recorded. All data were
securely stored and accessed only by members of the
research team.

Outcome variable

The primary outcome variable of this study was the
availability of mental health services within the institution.
This was treated as a binary variable and categorized as
“Yes” or “No.” An institution was considered to have
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availability of mental health services if it provided access
to at least one form of mental health support, including
services from a qualified psychologist or psychiatrist or
structured counselling services either within the institution
or through referral linkages. Institutions that did not report
any such services were categorized as not having mental
health services. This operational definition was used
consistently across all study sites to ensure uniformity in
classification.

Independent variables

The independent variables included selected institutional
characteristics that were hypothesized to influence the
availability of mental health services.

1. Residence location was categorized as urban or
rural based on the geographical location of the
institution as per administrative classification.

2. The type of institution was classified into three
categories:  non-governmental  organizations
(NGOs), private institutions, and government-run
homes.

3. Staff training was defined as the presence of staff
members who had received formal training in
child mental health, counselling, or related
psychosocial care. This variable was categorized
as “Yes” or “No.”

4. Vocational training referred to the availability of
structured skill-based training programs aimed at
improving the future employability of children
residing in the institution. This was recorded as a
binary variable.

5. Educational facilities were defined as the
provision of formal education support, either
within the institution or through enrolment in
external schools, and were categorized as “Yes” or
“No.”

All independent variables were selected based on their
conceptual relevance and evidence from prior literature
suggesting their potential influence on institutional
capacity to provide mental health services.

Statistical Analysis

Statistical analyses were conducted to examine institutional
characteristics, barriers to access, and factors associated
with mental health service availability among participating
institutions. Descriptive statistics were used to summarize
all categorical variables, including residence location, type
of institution, availability of mental health professionals,
staff training, educational and vocational facilities, and
service components. Frequencies and percentages were
reported, along with 95% confidence intervals to reflect the
precision of estimates.

Bivariate analysis was performed to assess associations
between institutional characteristics and mental health
service availability. Cross-tabulations were generated, and
column percentages were used to compare distributions

across categories such as rural-urban residence and
institutional types. The Chi-square (?) test of independence
was applied to evaluate statistical significance. In instances
where expected cell counts were small, appropriate
corrections (e.g., Fisher’s exact test) were considered. A p-
value of <0.05 was regarded as statistically significant.

To identify factors independently associated with mental
health service availability, binary logistic regression
analysis was performed. The dependent variable was
dichotomous (mental health service availability: yes/no).
Separate models were constructed to examine (i)
institutional capacity factors, (ii) barriers to access, and (iii)
sociocultural factors such as stigma, as reflected in the
analytical tables. Crude odds ratios (ORs) with 95%
confidence intervals (ClIs) were first estimated to assess
unadjusted associations. Subsequently, multivariable
logistic regression models were fitted to obtain adjusted
odds ratios (AORs), controlling for relevant covariates.
Reference categories were defined a priori for all
independent variables.

Model adequacy was assessed using standard diagnostic
procedures. Multicollinearity among independent variables
was examined using the variance inflation factor (VIF). The
Hosmer—Lemeshow goodness-of-fit test was used to
evaluate model fit, and a non-significant p-value indicated
adequate fit. All statistical tests were two-tailed, and results
were reported as ORs with 95% Cls. Statistical significance
was determined at p<0.05.

Ethical Considerations

Ethical approval for the study was obtained from the
Institutional Ethics Committee of the author’s institution
prior to the commencement of data collection
(NIMSUR/IEC/2024/1227). The study was conducted in
accordance with the ethical principles of the Declaration of
Helsinki and complied with applicable national guidelines
for research involving human participants. Administrative
permission was obtained from the relevant authorities of all
selected institutions, and the objectives and procedures of
the study were clearly explained prior to participation.
Informed consent was obtained from authorized
institutional representatives, and participation was entirely
voluntary, with the option to withdraw at any stage without
any consequences. No coercion or undue influence was
exerted during recruitment or data collection. Strict
measures were implemented to ensure confidentiality and
anonymity, with no personally identifiable or institution-
specific information collected or reported; all data were de-
identified prior to analysis and securely stored with access
restricted to the research team. As the study involved
institution-level data without direct interaction with
children or vulnerable individuals, it posed minimal to no
risk to participants, and all data were used solely for
research purposes.

RESULTS
Among the 118 participating orphanages, 77.1% were located in urban areas and 22.9% in rural settings. NGO-operated
institutions constituted the largest proportion of participating orphanages (78.0%), followed by privately managed institutions
(20.3%) and government-run institutions (1.7%). Mental health professionals were available in approximately half of the
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institutions (50.8%). Regarding institutional service readiness, 36.4% reported staff training related to mental healthcare, 49.2%
had educational facilities, 37.3% provided vocational training, and 47.5% supported continued education (Table 1). The overall
pattern of institutional readiness and service gaps is presented in Figure 2A.

Table 1. Institutional Characteristics and Mental Health Service Capacity of Participating Orphanages in Tamil Nadu

Institutional Characteristics of Participating Institutions

I.  Availability of health

II.  Staff Training on Mental Health
11l. Counselling Services
IV. Referral Mechanisms

Professional

INTERACTION
EFFECT

[

Variable Category N=118 % 95% CI
Residence location Rural 27 22.9% 15.7-31.5
Urban 91 77.1% 68.5-84.4
Type of institution NGO 92 78% 69.4-85.1
Private 24 20.3% 13.5-28.7
Government 2 1.7% 0.2-6.0
Meqtal health professionals Yes 60 50.8% 41.5-60.2
Available
No 58 49.2% 39.8-58.5
Mental Health Service Capacity in Institutions
Staff training Yes 43 36.4% 27.7-45.1
No 75 63.6% 54.9-72.3
Educational facilities Yes 58 49.2% 40.2-58.2
No 60 50.8% 41.8-59.8
Vocational training Yes 44 37.3% 28.6-46.0
No 74 62.7% 54.0-71.4
Support Continued education Yes 56 47.5% 38.2-56.9
No 62 52.5% 43.1-61.8
Type of Mental Health Services
Counselling services Yes 51 43.2 34.1-52.7
No 67 56.8 47.3-65.9
Psychotherapy services Yes 51 43.2 34.1-52.7
No 67 56.8 47.3-65.9
Psychiatric consultation Yes 37 314 23.1-40.5
No 81 68.6 59.5-76.9
Group therapy Yes 21 17.8 11.4-25.9
No 97 82.2 74.1-88.6
INSTITUTIONAL CHARACTERISTICS
u" District
Type of Institution
E Number of Children
‘. I \
2®e INSTITUTIONAL SERVICE BARRIERS TO ACCESS
am - -
\ d CAPACITY a I. Stigma

1. Lack of awareness
I1I. Financial Constraints
IV. Logistical Constraints
V. Institutional Limitations
VI. Distance and Transportation

SERVICE ACCESSIBILITY AND UTILIZATION
The extent to which children in orphanages can reach, afford
” and accept and obtain mental health services when needed.

!

Q

MENTAL HEALTH SERVICE AVAILABILITY
Presence of Mental Health Services in the orphanages

Figure 1: Conceptual Framework of Institutional Capacity and Access Barriers Influencing Mental Health Service

Availability in Orphanages
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The availability of specific mental health services varied across participating institutions. Counselling and psychotherapy
services were each reported by 43.2% of orphanages, while psychiatric consultation was available in 31.4%. Group therapy was
the least frequently reported service, available in 17.8% of institutions (Table 1). The rural-urban distribution of these services
is shown in Figure 2B.

C. Barriers to Access

A. Service Readiness B. Rural-Urban Gap

100
Support continued education 47.5% 52.5% Cost4{ 17.65% 82.35% 68
| 78.4% 80.4% 78.4%
. o Lack of resources | 16.67% 83.33% 42
Vocational training 37.3% 62.7%
% 601 ) Distance {  35.71% 6420% 42
Educational facilties | 49.2% 50.8% €
g 42.9%
& 404 Institutional limitations 1 30.30% | 69.70% 33
Staff training 36.4% 63.6%
e | 21.6% 19.6% 216% Cultural stigma | 23.33% | 7667% 30
20 4
Mental health professionals 50.8% o 49.2% Language barrier { 35.00% (65.00% 20
T T T T 0- T T T T T T T
0 20 40 60 80 100 ““Se\\\\\% e 9‘\‘3@0“ e 0 10 20 30 40 50 60 70
Percentage (<) P e & Number of institutions
W2

Available Gap Rural [ Urban Rural (Barriers) Urban (Barriers)

Figure 2: Institutional Readiness, Rural-Urban Disparities, and Barriers to Mental Health Service Access in Participating Institutions

Mental health service availability differed significantly by selected institutional characteristics (Table 2). A higher proportion
of urban institutions reported service availability than rural institutions (38.5% and 3.7%, respectively; p < 0.001). Service
availability was also significantly higher among institutions with mental health professionals, trained staff, educational facilities,
and vocational training (p < 0.001 for each). In contrast, type of institution was not significantly associated with service

availability (p = 0.18).

Table 2. Availability of Mental Health Services According to Institutional Characteristics

Mental Health | Mental Health Total
Variable Category Services Available | Services Not N=118 p value
n (%) Available n (%)
Residence location Rural 1 (3.7%) 26 (96.3%) 27 <0.001
Urban 35 (38.5%) 56 (61.5%) 91 )
Type of institution NGO 26 (28.3%) 66 (71.7%) 92
Private 9 (37.5%) 15 (62.5%) 24 0.18
Government | 1 (50.0%) 1 (50.0%) 2
g’izri‘lfémtgea“h professionals’ |y 36 (60.0%) 24 (40.0%) 60 0,001
No 0 (0%) 58 (100%) 58
Staff training Yes 33 (76.7%) 10 (23.3%) 43 <0.001
No 3 (4.0%) 72 (96.0%) 75 )
Educational facilities Yes 30 (51.7%) 28 (48.3%) 58 <0.001
No 6 (10.0%) 54 (90.0%) 60 )
Vocational Training Yes 24 (54.5%) 20 (45.5%) 44 <0.001
No 12 (16.2%) 62 (83.8%) 74 )

The distribution of specific mental health services across rural and urban orphanages showed no statistically significant
difference for counselling services (p = 0.767), psychotherapy services (p = 0.460), or psychiatric consultation (p = 0.826)
(Table 3). Group therapy showed a statistically significant difference across settings (p = 0.016). This pattern is illustrated in
Figure 2B.

Table 3. Comparison of Specific Mental Health Services Between Rural and Urban Orphanages

Mental Health Service Rural Urban Total services | p-value

n (%) n (%) n (%)
Counselling services 11 (21.6) 40 (78.4) 51 (100.0) 0.767
Psychotherapy services 10 (19.6) 41 (80.4) 51 (100.0) 0.460
Psychiatric consultation 8 (21.6) 29 (78.4) 37 (100.0) 0.826
Group therapy 9(42.9) 12 (57.1) 21 (100.0) 0.016
Values are presented as row percentages within each mental health service category.
p <0.05 considered statistically significant.
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Several barriers to accessing mental health services were reported across institutions (Table 4). Cost-related barriers were the
most frequently reported, followed by lack of resources and distance-related barriers. Institutional limitations, cultural stigma,
and language barriers were also identified. Urban institutions contributed a larger share of reported barriers across most domains,

particularly cost, lack of resources, and cultural stigma. The distribution of access barriers is shown in Figure 2C.

Table 4. Barriers to Accessing Mental Health Services by Residence Location

. Rural n (% Urban n (% Total

Barrier Sample (Siz)e: 27 | Sample S(izg:9l N=118 93% Cl
Distance 35.71% 64.29% 42 27.4-43.8
Cost 17.65% 82.35% 68 49.3-65.9
Cultural stigma 23.33% 76.67% 30 17.1-33.7
Language barrier 35% 65% 20 10.6-23.3
Lack of resources 16.67% 83.33% 42 27.4-43.8
Institutional limitations 30.30% 69.70% 33 20.2-35.7
Values are presented as row percentages within each barrier category.

In logistic regression analysis, staff training remained independently associated with mental health service availability after
adjustment (AOR: 19.29; 95% CI: 3.80-97.89; p < 0.001) (Table 5). Rural residence was associated with lower odds of mental
health service availability in the crude model compared with urban residence (OR: 0.06; 95% CI: 0.01-0.47; p = 0.007), but
this association was not retained after adjustment (AOR: 0.67; 95% CI: 0.03—16.23; p = 0.808). Vocational training and
educational facilities showed significant crude associations, but these were attenuated in the adjusted model. Barrier-related
variables, including distance, cost, lack of resources, institutional limitations, cultural stigma, and language barriers, were not

significantly associated with service availability after adjustment.

Table 5. Logistic Regression Analysis of Factors Associated with Mental Health Service Availability

Mode.I A: - Institutional Model B: Barriers Model C: Stigma
capacity
. Adjusted Adjusted
. Crude OR Adjusted OR 0 0
Variable (95% CT) p Value (95% CT) pvalue | OR (95% | pvalue | OR  (95% | p value
CI) CI)

Residence _ _
location

0.06 (0.01- « | 0.67 (0.03-
Rural 0.47) 0.007 16.23) 0.808
Urban (Ref) 1.00 1.00
Type of institution - -

. 1.25 (0.63- 0.80 (0.02-

Private/Gov 3.69) 0.34 42.01) 0.913
NGO (Ref) 1.00 1.00
Staff training -- --

79.20
Yes (20.44— <0.001* ;%g) (3-80=1 _0.001%

306.86) '
No (Ref) 1.00 1.00
Vocational _ _
training

6.20 (2.63- "
Yes 14.61) <0.001* | 0.81(0.18-3.51) | 0.774
No (Ref) 1.00 1.00
Educational _ _
facilities

9.64 (3.59- "
Yes 25.91) <0.001* | 2.03 (0.45-9.21) | 0.361
No (Ref) 1.00 1.00
Distance barrier -- --

0.49 (0.21- 0.80 (0.30-
Yes 1.19) 0.115 2.14) 0.663
No (Ref) 1.00 1.00
Cost Barriers -- --

2.06 (0.90— 1.82 (0.67-
Yes 4.73) 0.088 4.95) 0.239
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No (Ref) 1.00 1.00
Lack of resources -- --
1.23 (0.55- 0.94 (0.37-
Yes 2.76) 0.621 2.41) 0.896
No (Ref) 1.00 1.00
Institutional
Limitations B B
0.41 (0.15- 0.47 (0.16—
Yes 1.10) 0.075 1.40) 0.177
No (Ref) 1.00 1.00
Culture Stigma -
1.78 (0.75- 1.93 (0.71-
Yes 4.24) 0.194 5.23) 0.195
No (Ref) 1.00 1.00
Language Barriers --
0.35 (0.10— 0.60 (0.13—
Yes 127) 0.110 2.69) 0.504
No (Ref) 1.00 1.00
*Signifies p value <0.05

DISCUSSION

The present study evaluated institutional determinants and
barriers influencing mental health service availability in
orphanages across Tamil Nadu and identified substantial
gaps in institutional readiness and psychosocial service
provision. The findings indicate that structured mental
health services remain limited across participating
institutions, despite the recognized psychological
vulnerability of children residing in institutional care
settings. Counselling and psychotherapy services were
each available in fewer than half of institutions, while
psychiatric consultation was available in approximately
one-third and group therapy in fewer than one-fifth of
orphanages. These findings suggest that mental healthcare
continues to occupy a relatively limited role within
institutional child care systems, where services may remain
predominantly focused on shelter, nutrition, and
educational support.

Children living in institutional care settings often
experience multiple forms of psychosocial adversity,
including parental loss, disrupted attachment, emotional
deprivation, neglect, and social marginalization. Such
experiences may increase vulnerability to anxiety,
depression,  behavioural  disturbances, = emotional
dysregulation, and trauma-related symptoms. International
evidence has consistently = demonstrated poorer
psychosocial and developmental outcomes among
institutionalized children when compared with children
raised in stable family-based environments [23,24]. The
present findings extend this concern by demonstrating that
institutional limitations in service availability may further
reduce opportunities for early psychological intervention
and continuity of mental healthcare within orphanages.

Approximately half of the participating institutions
reported the availability of mental health professionals;
however, indicators of institutional preparedness, including
staff training, vocational support, and continued
educational support, were less consistently available. This
pattern reflects broader challenges observed in child mental

healthcare systems across many low- and middle-income
countries, where institutional mental health services
frequently remain fragmented and under-resourced [25].
Studies conducted in residential care systems in Eastern
Europe, Latin America, and sub-Saharan Africa have
similarly documented limited access to trained mental
health personnel and inconsistent psychosocial support
mechanisms within child care institutions [26-28].

A major finding of the present study was the strong
association between staff training and mental health service
availability. Even after adjustment, institutions with trained
staff demonstrated significantly greater odds of reporting
available mental health services. This finding highlights the
importance of institutional workforce capacity in
strengthening child mental healthcare delivery. In
orphanage settings, caregivers and staff members often
function as the primary observers of children’s emotional
and behavioural changes and may therefore play a critical
role in early identification, psychological support, and
referral coordination. International studies have shown that
training non-specialist caregivers and frontline staff can
substantially improve recognition of psychosocial distress
and facilitate timely referral for specialized care [29,30]. In
resource-constrained settings where specialist availability
remains limited, strengthening staff capacity may represent
one of the most feasible and scalable approaches for
improving mental healthcare access among
institutionalized children.

Institutions with stronger educational and vocational
infrastructure may also possess better administrative
organization, financial support, external partnerships, and
referral linkages, which may indirectly facilitate
psychosocial service integration. Mental health service
readiness within orphanages should therefore be viewed as
part of a broader institutional ecosystem rather than an
isolated service component.

Urban orphanages reported greater overall availability of
mental health services; however, this association was not
retained in adjusted analysis, indicating that institutional
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capacity factors may explain a substantial proportion of the
observed disparity. Similar rural-urban inequalities in
mental healthcare accessibility have been reported
globally, particularly in LMICs where specialist services
remain concentrated in urban tertiary-care settings [31]. In
India, rural mental healthcare continues to be affected by
shortages of psychiatrists, psychologists, social workers,
and referral facilities, resulting in substantial disparities in
access to specialized care [32]. Orphanages located in rural
settings may therefore face compounded challenges related
to geographic isolation, limited professional networks, and
reduced service integration.

The findings related to specific mental health services
further emphasize the limited availability of structured
psychosocial interventions within institutional care
systems. Counselling and psychotherapy were the most
frequently reported mental health interventions, followed
by psychiatric consultation, while group therapy was
comparatively less available. This distribution likely
reflects the greater feasibility of organizing counselling
support through visiting professionals or trained staff,
while psychotherapy and psychiatric care require more
specialized human resources and sustained service
infrastructure [33]. The significant difference observed for
group therapy services should be interpreted cautiously
because the overall number of institutions providing this
service remained small [34]. Rather than indicating
meaningful service advantage within a specific setting, this
finding may reflect variability in institutional programme
structure and resource allocation.

Multiple barriers affecting mental health service access
were identified in the present study. Cost-related barriers
were the most frequently reported challenge, followed by
lack of resources, distance-related barriers, institutional
limitations, cultural stigma, and language barriers. These
findings are consistent with global evidence indicating that
structural and sociocultural barriers remain major
determinants of mental healthcare access among vulnerable
populations [35,36]. A systematic review examining
barriers to child and adolescent mental healthcare
utilization reported that financial constraints, inadequate
infrastructure, transportation difficulties, stigma, and low
mental health literacy substantially reduce service
accessibility and continuity of care [37]. Similar findings
have been documented in South Asian and African
contexts, where stigma surrounding mental illness often
delays help-seeking and contributes to underutilization of
available services [36-38].

Interestingly,  barrier-related  variables were not
independently associated with service availability in
adjusted regression models. This finding should not be
interpreted as indicating that these barriers lack importance.
Instead, it may reflect the distinction between institutional
availability and actual service utilization. An institution
may formally report availability of counselling or referral
services while children continue to face barriers related to
affordability, continuity, transportation, stigma, or irregular
access to specialists. Therefore, institutional availability
does not necessarily ensure accessibility, acceptability, or

sustained utilization of services. Future research should
therefore examine child-level service utilization, referral
completion, treatment adherence, and psychosocial
outcomes in order to better evaluate the functional
effectiveness of institutional mental healthcare systems.

The findings have important implications for child welfare
systems and public mental health policy in India. Current
child protection frameworks, including Mission Vatsalya
and the Juvenile Justice Act, emphasize rehabilitation,
developmental support, and institutional care for
vulnerable children. However, mental health integration
within orphanages and child care institutions appears to
remain inconsistently operationalized [17]. Strengthening
institutional mental healthcare requires movement beyond
episodic counselling approaches toward integrated
psychosocial care systems embedded within routine
institutional functioning.

Several international models provide useful lessons that
may be adapted within the Indian context. Trauma-
informed institutional care approaches implemented in the
United States and Canada have demonstrated
improvements in behavioural regulation, emotional
stability, and psychosocial functioning among children
exposed to early adversity [39,40]. Similarly, integrated
child welfare—mental health models implemented in parts
of Europe have improved continuity of care through
coordination between social workers, psychologists,
schools, and community mental health services [40]. India
may benefit from adopting similar integrated approaches
through stronger linkage between orphanages, District
Mental Health Programmes, tele-mental health initiatives,
and educational institutions.

Expanding the role of telepsychiatry and community-based
mental health services may be particularly important for
improving access within rural orphanages. Routine mental
health screening, structured caregiver training, periodic
psychiatric consultation, and standardized referral
protocols could help reduce current service gaps.
Integration of mental health indicators into institutional
monitoring systems may additionally improve early
identification of children requiring psychological support
and facilitate continuity of care across institutions.

The present study has several strengths. It addresses an
underexplored area within child mental health research by
focusing on institutional service readiness and mental
healthcare availability within orphanages. The inclusion of
both rural and urban institutions provides additional policy
relevance for understanding disparities in service
distribution. However, certain limitations should be
acknowledged. The cross-sectional design limits causal
inference, and the institution-level analysis does not
capture individual child experiences, mental health status,
service utilization, or clinical outcomes. The relatively
small sample size and unequal distribution of rural and
urban institutions may have influenced comparative
estimates and reduced statistical precision. This is reflected
in the wide confidence intervals observed in some
regression estimates, suggesting uncertainty around the
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magnitude of association. In addition, information was
obtained from institutional representatives and may
therefore be subject to reporting bias. The study also
assessed service availability rather than the quality,
frequency, continuity, or effectiveness of mental healthcare
services.

CONCLUSION

This study found that mental health service availability in
orphanages in Tamil Nadu remains limited and uneven.
Structured services such as counselling and psychotherapy
were available in fewer than half of institutions, while
psychiatric consultation and group therapy were available
in a smaller proportion of institutions. Staff training was the
strongest factor associated with service availability,
highlighting the importance of institutional workforce
capacity. The findings recommend strengthening staff
training, introducing routine psychosocial screening,
developing clear referral pathways, and linking orphanages
with District Mental Health Programme services. Tele-
mental health support may be particularly useful for rural
and resource-limited institutions. Policy efforts should
integrate mental healthcare as a routine component of
institutional child care rather than as an optional service.
Future research should assess service quality, actual
utilization, child-level mental health outcomes, and the
effectiveness of institutional mental health interventions.

Declarations

Ethics Approval and Consent to Participate: The study
was conducted in accordance with the ethical principles
outlined in the Declaration of Helsinki. Ethical approval
was obtained from the Institutional Ethics Committee prior
to data collection. Written informed consent was obtained
from institutional authorities before participation. No
personal identifiers of children were collected, and all
information was maintained confidentially.

Availability of Data and Materials: The datasets
generated and/or analyzed during the current study are
available from the corresponding author on reasonable
request.

Competing Interests: The authors declare that they have
no competing interests.

Funding: The study did not receive any specific funding
from public, commercial, or not-for-profit funding
agencies.

Authors’ Contributions: Jasintha Ashokan contributed to
the conceptualization of the study, data collection, data
analysis, interpretation of findings, and preparation of the
original manuscript draft. Dr Kailash Chandra Verma
provided study supervision, reviewed the manuscript, and
read and approved the final version. Shubhanjali Roy made
substantial intellectual contributions to the study through
methodological guidance, interpretation of the findings,
critical review and refinement of the manuscript, and
overall improvement of its scientific content and
presentation. All authors read and approved the final
manuscript.

Acknowledgements: The authors would like to
acknowledge the participating orphanages and institutional
representatives for their cooperation and support during the
study.

REFERENCES

1. Mental health of adolescents  2025.
https://www.who.int/news-room/fact-
sheets/detail/adolescent-mental-health (accessed
May 28, 2026).

2. The State of the World’s Children 2021 | UNICEF
n.d. https://www.unicef.org/reports/state-worlds-
children-2021 (accessed May 28, 2026).

3. Kieling C, Baker-Henningham H, Belfer M, et al.
Child and adolescent mental health worldwide:
Evidence for action. The Lancet 2011;378:1515—
25. https://doi.org/10.1016/S0140-
6736(11)60827-1.

4. Peckins MK, Susman EJ. Variability in diurnal
testosterone, exposure to violence, and antisocial
behavior in young adolescents. Dev Psychopathol
2015;27:1341-52.
https://doi.org/10.1017/S095457941400145X.

5. LiD, Chng GS, Chu CM. Comparing Long-Term
Placement Outcomes of Residential and Family
Foster Care: A Meta-Analysis. Trauma Violence
Abuse 2019;20:653-64.
https://doi.org/10.1177/1524838017726427.

6. Zeanah CH, Humphreys KL. Global prevalence of
institutional care for children: a call for change.
Lancet Child Adolesc Health 2020;4:343-4.
https://doi.org/10.1016/52352-4642(20)30055-9.

7. van IJzendoorn MH, Bakermans-Kranenburg MJ,
Duschinsky R, et al. Institutionalisation and
deinstitutionalisation of children 1: a systematic
and integrative review of evidence regarding
effects on development. Lancet Psychiatry
2020;7:703-20.  https://doi.org/10.1016/S2215-
0366(19)30399-2.

8. Berens AE, Nelson CA. The science of early
adversity: Is there a role for large institutions in
the care of vulnerable children? The Lancet
2015;386:388-98. https://doi.org/10.1016/S0140-
6736(14)61131-4.

9. Sherr L, Roberts KJ, Gandhi N. Child violence
experiences in institutionalised/orphanage care.
Psychol Health Med 2017;22:31-57.
https://doi.org/10.1080/13548506.2016.1271951.

10. Gray CL, Pence BW, Ostermann J, et al
Prevalence and Incidence of Traumatic
Experiences Among Orphans in Institutional and
Family-Based Settings in 5 Low- and Middle-
Income Countries: A Longitudinal Study. Glob
Health Sci Pract 2015;3:395-404.
https://doi.org/10.9745/GHSP-D-15-00093.

11. Mahanta P, Das Thakuria K, Goswami P, et al.
Evaluation of physical and mental health status of
orphan children living in orphanages in Sonitpur
district of Assam: a cross-sectional study. BMC
Pediatr 2022;22. https://doi.org/10.1186/S12887-
022-03785-2.

12. Ramagopal G, Narasimhan S, Devi LU.

Page | 1410




Institutional Factors and Barriers Associated with Mental

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Prevalence of depression among children living in
orphanage. Int J Contemp  Pediatrics
2016;3:1326-8.  https://doi.org/10.18203/2349-
3291.1JCP20163670.

CHILD AND ADOLESCENT MENTAL
HEALTH SERVICE MAPPING: INDIA 2024 |
UNICEF India n.d.
https://www.unicef.org/india/reports/child-and-
adolescent-mental-health-service-mapping-india-
2024 (accessed May 29, 2026).

Ministry of Health and Family Welfare G of I.
National Mental Health Survey of India 2015-
2016- Prevalence, Pattern and Outcome n.d.
https://indianmhs.nimhans.ac.in/phasel/Docs/Re
port2.pdf (accessed May 29, 2026).

Garg K, Kumar CN, Chandra PS. Number of
psychiatrists in India: Baby steps forward, but a
long way to go. Indian J Psychiatry 2019;61:104—
5.
https://doi.org/10.4103/PSYCHIATRY.INDIANJ
PSYCHIATRY 7 18.

Sagar R, Dandona R, Gururaj G, et al. The burden
of mental disorders across the states of India: the
Global Burden of Disease Study 1990-2017.
Lancet Psychiatry 2020;7:148-61.
https://doi.org/10.1016/52215-0366(19)30475-4.
Ministry of Women and Child Development.
Mission  Vatsalya  Guidelines 2022 n.d.
https://cara.wed.gov.in/pdf/Mission%20Vatsalya
%20Guideline.pdf (accessed May 29, 2026).
Pinheiro PS. VIOLENCE AGAINST
CHILDREN WORLD REPORT ON Contents
n.d.

Grover N, Rastogi K, Chakraborty S.
Psychosocial Adjustment of Institutionalised
Children: A Thematic Analysis of Caregiver
Perspectives in Delhi. Ann Neurosci 2026.
https://doi.org/10.1177/09727531261435741.
Wanglar E. Child care institutions in India:
Investigating issues and challenges in children’s
rehabilitation and social integration. Child Youth
Serv Rev 2021;122:105915.
https://doi.org/10.1016/J.CHILDYOUTH.2020.1
05915.

Mathur R, Chawla N, Chadda RK. Mental health
services in rural India: a big challenge still to be
met. BJPsych Int 2024;21:93-6.
https://doi.org/10.1192/BJ1.2024.25.

Malhotra S, Patra BN. Prevalence of child and
adolescent psychiatric disorders in India: a
systematic review and meta-analysis. Child
Adolesc  Psychiatry Ment Health 2014;8.
https://doi.org/10.1186/1753-2000-8-22.
Humphreys KL, Nelson CA, Fox NA, et al. Signs
of reactive attachment disorder and disinhibited
social engagement disorder at age 12 years:
Effects of institutional care history and high-
quality  foster care. Dev  Psychopathol
2017;29:675-84.
https://doi.org/10.1017/S0954579417000256.
Mccall RB. The consequences of early
institutionalization: can institutions be improved?

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

- should they? Child Adolesc Ment Health
2013;18:193-201.
https://doi.org/10.1111/CAMH.12025.
Sonuga-Barke EJS, Kennedy M, Kumsta R, et al.
Child-to-adult neurodevelopmental and mental
health trajectories after early life deprivation: the
young adult follow-up of the longitudinal English
and Romanian Adoptees study. The Lancet
2017;389:1539-48.
https://doi.org/10.1016/S0140-6736(17)30045-4.
Whetten K, Ostermann J, Pence BW, et al. Three-
year change in the wellbeing of orphaned and
separated children in institutional and family-
based care settings in five low- and middle-
income  countries. PLoS One 2014;9.
https://doi.org/10.1371/JOURNAL.PONE.01048
72.

Gray CL, Pence BW, Ostermann J, et al
Prevalence and Incidence of Traumatic
Experiences Among Orphans in Institutional and
Family-Based Settings in 5 Low- and Middle-
Income Countries: A Longitudinal Study. Glob
Health Sci Pract 2015;3:395-404.
https://doi.org/10.9745/GHSP-D-15-00093.
Fegert JM, Diehl C, Leyendecker B, et al
Psychosocial problems in traumatized refugee
families: overview of risks and some
recommendations for support services. Child
Adolesc Psychiatry Ment Health 2018;12.
https://doi.org/10.1186/S13034-017-0210-3.
O’Reilly M, Svirydzenka N, Adams S, et al.
Review of mental health promotion interventions
in schools. Soc Psychiatry Psychiatr Epidemiol
2018;53:647-62. https://doi.org/10.1007/S00127-
018-1530-1.

UCL-NCB. Mental ill-health among children of
the new century: trends across childhood with a
focus on age 14. n.d.
https://www.ncb.org.uk/sites/default/files/upload
s/files/UCL%20-%20NCB%20-%20Mental I11-
Health%20FINAL.pdf (accessed May 29, 2026).
Patel V, Saxena S, Lund C, et al. The Lancet
Commission on global mental health and
sustainable development. The Lancet
2018;392:1553-98.
https://doi.org/10.1016/S0140-6736(18)31612-X.
Math S, Gowda G, Basavaraju V, et al. Cost
estimation for the implementation of the Mental
Healthcare Act 2017. Indian J Psychiatry
2019;61:5650-9.
https://doi.org/10.4103/PSYCHIATRY.INDIANJ
PSYCHIATRY 188 19.

Bimha P, Sibiya MN. Psychosocial support
services to enhance well-being of orphaned and
vulnerable learners in Eswatini early childhood
centres and primary schools. Afr J AIDS Res
2023;22:102-12.
https://doi.org/10.2989/16085906.2023.2203128.
Ojiambo D, Bratton SC. Effects of Group Activity
Play Therapy on Problem Behaviors of
Preadolescent Ugandan Orphans. Journal of
Counseling and Development 2014;92:355-65.

Page | 1411




Institutional Factors and Barriers Associated with Mental

35.

36.

37.

38.

39.

40.

https://doi.org/10.1002/J.1556-
6676.2014.00163.X.

Reardon T, Harvey K, Baranowska M, et al. What
do parents perceive are the barriers and facilitators
to accessing psychological treatment for mental
health problems in children and adolescents? A
systematic review of qualitative and quantitative
studies. ~Eur Child Adolesc  Psychiatry
2017;26:623—47. https://doi.org/10.1007/S00787-
016-0930-6.

Semrau M, Alem A, Ayuso-Mateos JL, et al.
Strengthening mental health systems in low- and
middle-income countries: recommendations from
the Emerald programme. BJPsych Open 2019;5.
https://doi.org/10.1192/BJ0O.2018.90.

Gulliver A, Griffiths KM, Christensen H.
Perceived barriers and facilitators to mental health
help-seeking in young people: a systematic
review. BMC Psychiatry 2010;10.
https://doi.org/10.1186/1471-244X-10-113.
Tarren-Sweeney M, Hazell P. Mental health of
children in foster and kinship care in New South
Wales, Australia. J Paediatr Child Health
2006;42:89-97.  https://doi.org/10.1111/J.1440-
1754.2006.00804.X.

Williams RC, Biscaro A, Clinton J. Relationships
matter: How clinicians can support positive
parenting in the early years. Paediatr Child Health
2019;24:340-7.
https://doi.org/10.1093/PCH/PXZ063.

Jennings A. Models for Developing Trauma-
Informed Behavioral Health Systems and
Trauma-Specific Services n.d.

Page | 1412




