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programme as a 'non-starter'. Instead, he had called
for 'dividing the country into different zones where the
relevant parameters are approximately homogeneous,
and adapting policies and programmes to the specific
characteristics of these zones'. He had advocated a great
degree of decentralization in programme planning and
implementation so that 'awareness, ethos and motivation
are created more by the local neighbourhood than by
some remote official agency'. He announced a plan to
'bring together different development programmes
within a well-coordinated delivery system, with family
planning being an integral element of this system'. Such a
system was to be linked with institutions of local self-
government. He asserted that 'it is the nexus between
development and its impact on the success of the family
planning programme, more specifically, its effect on the
life of women, that is of central importance'.

Obviously, it would require an enormous effort to
translate policy pronouncements into concrete plans of
action. In the first place, it would need a number of inter-
disciplinary teams of very high calibre to identify the
zones where the relevant parameters are similar and
formulate programmes which are specific to the condi-
tions prevailing in them. A qualitatively different
approach will be needed to ensure decentralization and to
make the programme for population control an integral
element of a well-coordinated system which brings
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together the different development programmes. Then
there is the formidable task of dismantling the giant
centralized bureaucratic machinery which has come into
existence over the past three decades. Its place has to be
taken over by an alternative, decentralized family welfare
programme which should be an integral component of a
coordinated system of development programmes. There
should be no sterilization targets laid down by a central
agency and no uniform pattern of organization to be
followed everywhere in the country. If, as a management
device, such targets are to be used at all, they should
be determined locally and cover the entire gamut of the
coordinated development programmes, based on local
conditions and available resources. This will also imply
abandonment of the current propaganda drive, packaged
in the form of information, education and communi-
cation. Considering the far-reaching implications of
unbridled population growth in the country, such a
programme has indeed to be taken up on a 'war footing'.
Will the authorities rise to the occasion? Or will they need
yet another jolt from our deprived people before they are
impelled to fulfil the promise they made to the people in
the Constitution in 1950? Indeed, the price of following a
'more of the same' approach in the 1990swill be heavy and
only a sharp policy change will be able to deal with our
runaway population growth.

Psychiatry in India

AJITA CHAKRABORTY

Psychiatry in the western world developed as a result of
rapidly-changing social and philosophical trends.
Mediaeval notions ascribed madness to demonic posses-
sion and tainted heredity. The irrational fear of violence
and depravity, the mysticism in which this subject was
steeped, made its acceptance as a medical discipline
difficult. Lunatics were segregated and incarcerated in
prison-like mental hospitals.

Ayurveda's beliefs and practices were diametrically
opposite. This ancient Indian system not only recognized
that psychological malfunctioning was endogenous-due
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to an imbalance of bodily humours-but also offered
fairly effective treatment, such as Rauwolfia serpentina.
'Folk psychiatry', widely practised till the present day,
fulfilled an essential need, and treatment by folk healers
for 'spirit possession' is of recognized psychotherapeutic
value. Pluralistic approaches led to tolerant attitudes,
ensuring that the afflicted were cared for within the
community. Despite this liberal attitude, a distinctive
system could not evolve, because colonialism relegated all
indigenous things to an inferior status.t- The implications
of this were not probed, and it was thought that progress
would change this state of affairs.

Psychiatry in the West has invariably been practised
through institutions-either asylums or hospitals. Clinical
observations have been the mainstay of their theoretical



MEDICINE AND SOCIETY

premises and classifications based on description. Despite
great advances in the understanding of the biochemistry
and pathology of the brain, the aetiology of psychiatric
diseases continues to be elusive. In India, on the other
hand, psychiatry has always been community-based, and
there has been little opportunity for such observations.
Chronically ill patients in mental hospitals were rarely
seen.

Psychiatry in India began developing as a medical dis-
cipline from the mid-1960s and units were started in
teaching hospitals (and later in district hospitals). These
offered outpatient and limited inpatient facilities.
Initially diploma and later degree courses were initiated
and a national institute-the National Institute of Mental
Health and Neuro Sciences was set up in Bangalore.

Today, the psychiatric outpatient departments are
inundated with patients. The majority of the two
thousand psychiatrists in private practice are also kept
busy, but only a fraction of these patients are admitted to
private nursing homes. In spite of treatment, a certain
number of patients fail-to recover, and occupy about 80%
of mental hospital beds. Some are cared for at home,
others end up in jailor roam the streets. Despite an
absolute increase in patients seeking psychiatric help,
the overall number of such chronically ill patients is not
large. Most of the psychotic patients have short, acute
attacks. Relapses are common, but patients remain fairly
well in between such attacks, with or without treatment. 3

A psychiatric field survey conducted in Calcutta" came
to the surprising conclusion that the incidence of chronic
psychoses in that city was comparable to that in smaller
Indian towns. Calcutta, with its inordinately stressful
urban circumstances and poor long term treatment
facilities, would have been expected to have a much
higher incidence. Interestingly, the incidence of
psychoneuroses, the other main group of psychiatric
illnesses, was the highest among all Indian cities. Neurotics,
though distressed, seldom seek psychiatric help and
instead, somatize their complaints.

The Calcutta study confirmed that psychoses in India
are benign, with a low level of chronicity. These mild
cases carry a good prognosis but unfortunately, have
never received much attention. Illnesses other than
schizophrenia were not considered worthy of research!
The reality of the Indian psychiatric scene is not reflected
academically, seeped as it is in western institutional
models. This dichotomy is preventing 'meaningful research
in this country. Concepts need to be clarified and integ-
rated scientifically, so that the current healthy trend can
continue. Our attitudes and treatment must reflect reality
and not textbooks, which impose an alien pattern on our
patients.

The borrowed concepts in use today are being questioned
by sociologists, anthropologists and by a few cross-
cultural psychiatrists. Several examples of 'mismatched'
concepts are available, for example, schizophrenia, a
mysterious illness producing marked morbidity. Kraepelin
defined it as 'dementia praecox', after his observation of
patients in mental hospitals who invariably carried a poor
prognosis.
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In 1973, the World Health Organization (WHO) under-
took a special study and established that schizophrenia
was a universally-occurring disease.> A follow up study
revealed that the illness carried a much better prognosis
in India and Nigeria as compared to the United Kingdom
or Denmark." (These studies excluded the short-lasting
'acute psychoses' which form the majority of psychoses
in India.) It seems obvious that researchers in India
and abroad should investigate the factors behind the
good prognosis. Is it because our social structure permits
more laxity, as compared to the overorganized, over-
differentiated society of the West, with its rigid boundaries
of what is 'normal' and what 'abnormal?' If not cultural,
could it be due to diverse genetic influences? In that case,
these short, acute psychoses should be of great interest.
Sadly, till 1990, when it found a place in ICD-lO,7 this
category had not received recognition in any of the major
classification systemsl" The more popular Diagnostic
Statistical Manual 9 still does not recognize it. Had our
own system been up-to-date, these omissions would not
have mattered.

Research requires yardsticks for testing. In psychiatry,
this takes the form of test protocols. As the subject is
largely a matter of communication through expression
and emotion, the tests need to be tailored to suit different
languages and cultures. To ensure that tests are trans-
latable and 'culture-free' may mean throwing out the baby
with the bathwater , a subject which has been hotly debated
by Littlewood'? and Leff.!' The WHO has created SCAN
(Schedule for Clinical Assessment in Neuropsychiatryj.F
which has been translated and tried out in different
cultures, in an attempt to surmount this difficulty. Though
this instrument takes local conditions such as religious
beliefs into account, I cannot visualize that it will solve our
problems. These 'tests and measures' once again reflect
the western preoccupation with systematization, which is
not of much help in our situation. The efforts of the WHO
over two decades, did establish some special features of
schizophrenia, but these have made no practical difference.
Conclusive prognostic studies should influence treatment
strategies, but this is not the case yet in India.P

In order to preserve our 'good' prognoses, we need
to give psychiatry an exclusively Indian stamp. We do
not delineate sharply between normal and abnormal,
because of 'Indian society's ability to live with ambiguities
and permeable boundaries. '!4 Aberrations are better
tolerated and imbalances allowed to correct themselves,
albeit with residual imperfections. I would dogmatically
assert that we should cling to our concepts, mores and
values, for our own good. The available medical models
in psychiatry are not applicable in our setting. We should
take cognizance of the newly-emerging social science of
anthropological psychiatry which promises to deal more
effectively with culture-based problems.!? This does
not mean that psychiatry should be handed over to non-
medical people. It cannot be, since drug treatment is an
integral part of it. I do not discount the tremendous
contribution made by the biological sciences to psychiatry,
but, at the same time, I feel that the psychiatrist should
retain the doctor's age-old roles of healer, philosopher
and guide.
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Against the predictions of the opinion polls, the Conser-
vatives, under John Major, won the recent election, with
a much reduced majority of 21. There seems little doubt
that the 'haves' voted for their pockets and against the
'have-nets', who are now a minority and probably do
not vote in large numbers. A similar situation exists in
Germany where the rich workers in West Germany are
opposed to subsidising the resuscitation of East Germany.
The political economist J. K. Galbraith in his latest book
The Culture of Contentment' has come to a similar conclu-
sion about the American political scene. He says there are
no votes in a party or a candidate who supports helping
the underclass, in this instance the black poor in the inner
cities. The Los Angeles riots have proved his point that
the blacks feel they have been pushed aside from society.

The General Medical Council? has recently published a
description of its procedures for dealing with and helping
doctors who are so seriously ill that their ability to look
after their patients is impaired. Before 1980 there was'
no method of protecting the public from unsafe doctors,
nor was there any formal mechanism for helping to
rehabilitate the sick doctor. Since 1980 a two-tier system
has been operating. Doctors can be referred, under the
'Health Procedures', by colleagues or by themselves to a
'Preliminary screener' appointed by the Council. If the
'screener' is satisfied that there is a serious problem he
refers the case to one of a panel of experts for an opinion
on the doctor's fitness to practise; the expert makes a
diagnosis and recommends action which the doctor's own
medical attendant carries out. During the last decade
more than 250 doctors have accepted help under this

scheme which is entirely voluntary. Only 5% of doctors
referred under the 'Health Procedures' have refused to
cooperate; the remainder have accepted medical supervi-
sion and treatment and restrictions on their practice,
which usually means working under direct supervision.
Alcohol was involved in more than half the cases, other
drugs in about one-third, and mental illness in about 40%
of cases; these factors were often combined. The majority
of doctors helped were aged between 30 and 60 years, but
10% were under 30 years. Of the doctors referred, only
15% were women. In anyone year there are about 60 to
70 doctors under supervision and each year 7 doctors are
discharged from supervision; some return to independent
practice, others apply for voluntary removal from the
Medical Register.

The second tier consists of referral to the 'Health
Committee' which is involved with doctors who have
failed to cooperate with voluntary supervision or whose
condition is so serious that their patients' safety is at
risk, and who are continuing to practise against medical
advice. As would be expected the age and sex structure of
the doctors are similar to referrals under the 'Health
Procedures', as are the diagnoses. During the past 10years,
75 doctors (66 men and 9 women) have been seen by the
'Health Committee' and an average of 2 doctors each year
have been discharged from the committee's care and have
resumed practice. The 'Health Committee' has no power
to erase names from the Medical Register and can only
suspend registration for a year at a time, subject to annual
review. An alternative in less severe cases is to impose
conditions of restricted practice. In all cases medical
supervision and help are offered, as under the 'Health
Procedures' .


