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Community involvement in mental health care

R. L. KAPOOR

INTRODUCTION
Fifty years ago, if someone had talked of community based
programmes for mental health care, he would have been
considered to be overambitious. At that time, the best we
could hope for was compassionate custodial care within the
four walls of a mental asylum. These ill people were left
there, often for life, by their relatives and community, who
would then forget about them. It says a lot for the progress
made over the years, even in our country, that we talk not
only of treating mentally ill patients in their own surround-
ings, but also of involving the community in preventing as
well as in promoting mental health.

COMMUNITY PSYCHIATRY IN INDIA
It has become customary, and quite rightly, to begin the story
of community psychiatry in India with Dr Vidya Sagar! who
in the late 1950s started involving family members in the
treatment of the mentally ill admitted to the Amritsar Mental
Hospital. He did this for purely practical reasons; he had a
900-bedded hospital which was extremely short of staff. He
put up army surplus tents within the precincts of the hospital,
and the relatives who brought in new patients were requested
to stay on to assist in providing nursing care.

Subsequently, when asked to analyse the impact of his
innovation, Dr Vidya Sagar felt that the exercise achieved
much more than he had initially hoped. First, it reduced
the hostility in the minds of the patients of having been
abandoned in a strange place. Secondly, when the family
started seeing the patients getting better, it helped to remove
the age old myths about the incurability of mental illness.
Finally, by taking part in group sessions, the relatives learnt
the essential principles of mental health and were thus
motivated towards improvement in their own ways of life.
I was one of those who assisted Dr Vidya Sagar in this
experiment. What I remember most vividly is that many
patients actually went back with their families and that the
discharge statistics began to rise. All this happened before
the era of major tranquillizers.

Tranquil/izers
The entry of anti-psychotic drugs in the late 1950s and early
1960s so dramatically controlled the agitation, aggression
and withdrawal tendencies of the patients that it became
possible to treat the mentally ill in general hospitals. Once
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again I was a participant in the new revolution, involved as
I was in setting up a general hospital psychiatric unit in
a medical college hospital during the mid 1960s. What I
remember most is the surprise of the other hospital patients
that the mentally ill were in fact like other people and
responded to medical treatment. Even more interesting was
the new sense of confidence in psychiatrists and a visible
rise of their status amongst their fellow professionals. More
and more graduates started taking up psychiatry as a career.

Psychiatric camps
The next logical step towards greater involvement of the
community was the practice of holding psychiatric camps in
remote villages.s The reasons for holding such camps were
the difficulty of taking patients to distant hospitals and the
cost of travel. However the main achievements of these
camps were the involvement of community leaders and
neighbours in the therapeutic process and in reducing the
stigma of mental illness. When one family was willing to
have its sick member treated openly, it was easier for others
to follow.

National institutes
Further advances were the setting up, during the mid 1970s,
of the National Institute of Mental Health and Neurological
Sciences (NIMHANS) in Bangalore and the Postgraduate
Institute of Medical Education and Research (PGIMER)
in Chandigarh where there were programmes to teach
doctors and health workers in the primary health centres,
the skills for early recognition and management of mental
illness.v' The reasons for starting such programmes were
practical; the country just did not have, nor was likely to
have for decades, the necessary specialist staff to deal with
all its severely ill psychiatric patients.' What these programmes
achieved more than anything else was the demystification
of the phenomenon of mental illness. It was made obvious
that a non-specialist doctor or a village health worker could
do, after a short period of training, what previously only a
highly trained specialist was expected to accomplish. The
success of these programmes was internationally recognized
and they were emulated elsewhere both within and outside
the country. The demystification process has now been
carried forward at NIMHANS where the community members
have been trained to recognize and follow up mentally ill
patients." Parallel with the rural programmes have been the
developments in urban settings where general practitioners,
school teachers and lay volunteers are being trained to
recognize and manage mental illness.I-" There is still the
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problem of numbers. With 2% of the population suffering
from severe mental disorders a great amount of time, effort
and money is needed to spread these programmes across
the country. However, this change which has taken just
40 years, has produced an upbeat feeling in the minds of
mental health professionals. But the picture is not all rosy.

COMMUNITY MOVEMENTS IN OTHER COUNTRIES
In the 1960s a programme was started in the USA and sub-
sequently in other western countries to treat mentally ill
patients outside mental hospitals. This programme was
started, not because there was a shortage of mental hospitals
but because of the new knowledge which showed that long
term hospital stays could lead to chronicity. 9 The programme
involved the setting up of half-way homes, hostels and, most
importantly, the treatment of patients in their own family
settings through follow up visits by nurses and social workers.
It was soon discovered that even rich western nations did
not have sufficient funds to run the half-way homes and the
domiciliary services. Above all, the family was just not
willing to keep the patient. The result was that the patients
were coming back to hospitals through a kind of revolving
door situation and if the re-admission policy was strict, they
became homeless and roamed the streets. As recently as in
1985, I saw disturbed psychiatric patients walking about in
the parks around Harvard University. I also read reports of
patients who were violent on the stteets and some who died
of exposure. My first reaction was self congratulatory. 'Are
we not so much better off in India where the family is willing
to look after its own?' This reaction was short-lived because
I soon discovered that a western family was not so much
unwilling as unable to do the caring. With the nuclear family
being the norm and all able. bodied people going to work
and children going to school, who would look after the
patients during the day or even at night following a hard day.

COMMUNITY MOVEMENT IN INDIA
The tide is turning in India as well. There is an increasing
migration to the cities, a gradual diminution of family size
and fewer people available to stay at home to look after
patients. Is it likely, even in India, that people will continue
to look after the mentally sick when other pressures
increase? The process of social change is going to become
faster with the new economic philosophy. I am afraid that
family support is not going to be as easily available in the
future and if the community is interested in the welfare of
the mentally ill it will have to think of other means.

The writing is already on the wall. Wherever half-way
homes for the chronic mental patients are available they are
running full and have long waiting lists. This in spite of the
fact that most places charge amounts which are more than
the annual incomes of average Indian families. As I worry
about this, I am appalled that almost all the mental hospitals
of the country are vying with each other to give up their
asylum function; the shorter the stay of the patient in the
hospital, the more modern and scientific they are supposed
to be. The space and the services which were reserved for
chronic patients in the old fashioned hospitals are dwindling
away rapidly.

Just as 20 years ago, when we started innovative programmes
for the treatment of the mentally ill, we must now start
developing innovative programmes for the care of the

293

chronic mentally ill patients. Before accelerating social
change forces the family to deposit its chronic patient on
the road, we must start planning for a roof over his or her
head and arranging food, clothing and some recreation to
put some meaning into his life. This is too big a task to be
left to the private sector. In spite of all the effort in the last
10 years, there are only about 250 places for chronic mental
patients in private establishments. The funds required for
even the minimal care of non-productive chronic mental
patients are massive. The government will have to shoulder
the responsibility and the planning process should start
immediately. It is in this context that the giving up of the
asylum function by the mental hospitals, which possess a lot
of space as well as a fair number of nursing aides, seems so
irresponsible.

NEUROSES
Epidemiologists will claim that while the prevalence rate of
psychoses is 1% to 2% that of neuroses is 8% to 10%. This
is perhaps true but if we include conditions such as substance
abuse and personality disorders of various kinds in this
category the percentage will be even higher. It is also true
that at least one-third of the patients who go to non-
psychiatrists suffer from psychological rather than physical
illness. However, these conditions are not diseases in the
usual sense of the term but an expression of their inability
to cope with the difficulties of life. Most of these patients
require psychotherapy and social intervention rather than
medicines or surgery. Unfortunately, there has been an
increasing 'rnedicalization' of distress. The average doctor
has neither the time nor the basic skills to deal with the
stress 'which has made the patient seek his help and finds it
convenient to prescribe tranquillizers. These, of course,
work only temporarily and if used for a long time lead to
dependence and abuse. What the patient needs is help in
developing sensible coping strategies.

There was a time when society offered different kinds of
support measures to the stressed in the form of family elders,
village mantarwadis (sorcerers) and temples. Stories from
folklore and mythology were used to rouse a person to a
meaningful existence in the face of life's trials. There were
clear cut values to live by. Social change has diluted these
values and the stories which were effective before now
appear to be naive and irrelevant. The situation is much
worse in urban slums where the sense of alienation is even
greater and social support less. What kind of community
effort is needed to devise new social values and supportive
links? Tranquillizers are not the answer and what we need
urgently is an effective community education programme to
fight the excessive use of these drugs. We must also focus
on the drug company-general practitioner axis and counter
the pressure that the companies exert to prescribe their
medicines-a pressure which is in the form of subtie and
not so subtle inducements.

ROLE OF THE MASS MEDIA
The media can obviously playa big role in the management
of mental illness but unfortunately what one often sees
behind an exercise to educate is an attempt to titillate
and shock at the cost of someone else's emotional pain.
Education about mental health is a task of great responsibility
and before anything else media persons who undertake this
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should themselves learn about the complexity of the human
mind and the multifactorial nature of emotional disorders.
What is required is a sacred partnership between professionals
and media persons, each giving and receiving an accurate
feedback on this sensitive issue.

CONCLUSION
The promotion of mental health is too important a matter
to be left to mental health professionals alone. There is a
lot in our spiritual heritage as well as in textbooks of psychology
which shows that faith and a life style compassionate to
others can increase our stress tolerance. There is also
evidence that consistent parenting and a schooling which
provides meaningful challenges without oppressing the child
can prevent the occurrence of mental disorders in later
years. 10 These principles strike at the very root of the civili-
zation which we see today-a civilization which is built on
the edifice of greed and competition of power. Will this
civilization destroy itself? We can see the difficulties involved
when plans to cut down the depiction of sex and violence
on the cinema and television screens meet with resistance
even when there is fairly conclusive evidence that symbolic
violence of this kind promotes real life violence.'! Good
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wishes and education programmes are not enough, we need
firm political action.
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