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Medical ethics examines not only violations of individ-
ual integrity in clinical practice but also the sanction
that available policies and legislation grant to question-
able medical practices. The ethical issues in psychiatry
are to be examined in the context of the liaisons be-
tween the practices of medi.cal and paramedical
institutions, our recent national policy on mental health
care and the narrowly construed Mental Health Act
(1987) currently in effect.

National Mentul Health Programme

Current mental health practice in the country is regu-
lated by the National Mental Health Programme (1982)’
(NMHP). The main objectives of the NMHP are: (i) to
ensure availability azd accessibility of minimum mental
health care for all in the foreseeable future, particularly
to the most vulnerable and underprivileged sections of
the population; (ii) to encourage application of mental
healt,h knowledge in general health care and in social
development; (iii) to promote community participation
in the mental health service development and to stimu-
late efforts towards self-help in the community.

As such, the NMHP is in tune with the Alma Ata Decla-
ration. More importantly, we must also see it as being in
line with the politics of health policies in the emerging
.(third) world order organised mainly by the VVHO,  with
nation states by-and-large relinquishing their welfare
functions to private enterprises or to community prac-
tice. The salient features of the community package of
the NMHP are: (i) tying up mental health care with the
existing general health infrastructure, such as the public
health centres  and the district hospitals, and training the
existing staff, (ii) tying up mental health care with al-
ready existing community development programmes
and promoting cultu~ friendly cures. Even though the

1 NMHP says nothing specific about the use of purely
medical techniques like drug therapy and ele.ctroconvul-
sive therapy, i t  seems to imply that i t  favours
non-invasive techniques of treatment. The NMHP
states: ‘There is good evidence to say that about S-20%
of all patients who seek help in general health services
both in developed and developing countries, do so for
emotional and psychosocial problems. Current medical
methods of dealing with these problems by unnecessary
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investigations and costly medicines are not only inade-
quate and ineffective but produce widespread frustration
to both the seeker and the provider of these health serv-
ices’.

The NMHP also has a place for the practitioners of the
Indian systems of medicine, who should play their ‘dis-
tinctive role in the fi.eld of health. The agenda of the
NMHP is then to humanise mental health practice by ar-
ticulating the ‘proper’ mental health principles, that is,
the principles of community care.

The NMHP has been proclaimed a historical landmark
document in our national health policy. Given the fact
that we did not have any document at all until 1982 on
mental health policy, this proclamation is excusable.
Community care philosophy, which the NMHP embod-
ies, is probably also a more humane alternative for the
mentally ill to th e hiohly restrictive and regulative men-

c?
tat hospital services-. However, the NMHP is at best
ineffective, and at worst it promotes the dehumanised
models of cure that it explicitly rejects.

Mentai  health practice

Mental health practice, like other types of social prac-
tices, can be used as tools of social control, because
practitioners implicitly or explicitly resource social
stereotypes to evaluate, dia.gnose and cure. The criteria
of cure, such as ‘socialisation’,  ‘adjustment’, ‘becoming
socially useful’, ‘inner happiness’ etc., often contain
moral assumptions, preferred social values and stereo-
types. Broverman et. al. 3 showed that psychiatric
practice is informed by ‘highly consensual norms’ about
gender stereotypes. Their study showed that the notions
of mental health the professionals used were ‘more in-
fluenced by the greater social value of masculine
stereotypic characteristics than by the lesser valued
feminine stereotypi.c  characteristics’. Later studies in
the West showed that this trend is probably changing.
For example, clinicians are now reported to show posi-
tive attitudes towards homosexuals 4. However, the
West has had a long history of feminist and*anti-psychi-
atric dissent and effective social planning altering
mainstream consciousness, which we have not had. Un-
til studies are init.iated,  we can only conjecture about
how professionals’ attitude would colour their psychiat-
ric evaluations, and consequently, the treatment options
for their patients. I have found it useful to go over some
of our own psychiatric journals to obtain some insights



about possible biases in professional practice. 5 ‘as a developing country, the situation in India is bound
1 1 i n

All interpersonal negotiations in social practice must in-
evitably involve the use of stereotypes, increasing one’s
vulnerability to social control. Choosing to deal with
the system of health is already to accept the possibilities
and liabilities of such control. This is even more de-
scriptive of health systems that seek to modify human
behaviour. But whether one retains one’s dignity within
the system depends on the power one has in these nego-
tiations. \

The degree of choice one has over what happens to one
within the mental health systems arguably reduces with
psychotherapy, psychopharmacology, electroconvulsive

. therapy and psychosurgery, in that order.

One has very little lay information about the changes as-
sociated with drug use and other body techniques.
Frequently, one experiences irremediable bodily
changes, such as tardive dyskinesia, occurring with long
term use of neuroleptics or anti-psychotics. The shock
of having to deal with a pair of suddenly crippled limbs
can be an added trauma to someone already suffering
from a severe mental illness. The sense of betrayal one
feels at not having been informed before by her doctor
of the likely consequences of the drugs she has been us-
ing is understandable.

Need for studies

Studies abroad show that the marginalised and the vul-
nerable (especially women) are more likely lo be given
more prescriptions for psychoactive drugs . We have
no comparable studies of psychoactive drug use patterns
in our country. Such a study is a dire need. Prescriptions
for drugs may have more to do with the stereotypes that
the psychiatrist is processing in his dealings with the pa-
tient, rather than any ‘objective’ knowledge about the
healing potential of chemicals.

Electra-convulsive therapy

The use of ECT or ‘shock therapy’, as it is often called,
has gone up by 20 times in the last twenty years, accord-
ing to one study done at KEM Hospital, Bombay7.
Studies show that ECT is what everybody wants, the
professionals as well as the ‘close relatives’ of the men-
tally ill. Boral, Bagchi and Nandi*  reported that an
overwhelming 70% of relatives of patients favoured
ECT treatment, and an equally large 75% of relatives fa-
voured drug treatment, as against 77% of relatives who
were doubtful about the efficiency of psychotherapy.
Professionals will swear by the humaneness of the treat-
ment and maintain that it has no long term adverse
effects 9. But cognitive deficits have been consistently
linked up with ECT use**. And even professionals will
admit that the administration of ECT in the country is
far from humane. Agarwal” in an editorial note, wrote
that surveys in the West showed ‘remarkable deficien-
cies’ in the administration of ECT. Agarwal warns that

to be more disappointing”‘. Murthy iL cautions sober-
ingly against the widespread and unconditional use of
ECT in the case of depression and suicide.

Even if one grants that the knowledge base we have on
ECT justifies its use, the ethical basis of ECT depends
upon how closely the practical conditions of administer-
ing ECT conforms to certain standards of medical care;
whether clear diagnostic criteria are practised (not just
prescribed in the treatment manuals) in the use of the
treatment; and whether informed consent is obtained,
and whether such consent includes information about
possible cognitive deficits following ECT. Agarwal,
above, in listing the problems about abuse of ECT tech-
niques in the country, notes that the question of
patient’s consent is rarely looked into by practitioners.
The problem, here, as with the prescriptions and use of
drugs, is that no information is available.

The NMHP commits itself to non-invasive cures by re-
sourcing ‘proper’ principles of community care. But it
does not specify policies for the use of the medical
cures. While the policy prescribes in general terms the
administrative structure of mental health care through
the community, it remains silent on the nature of
‘proper’ principles and practices. Does the silence on
these issues imply a sanction of these widely practised
medical cures?

Mental health care for all

The NMHP promises ‘availability and accessibility of
mental health care for all’. However, it prioritises epi-
lepsy, mental retardation and psychoses.  This
prioritisation takes away all the promised benefits of the
policy. These debilities are what are called ‘severe’ ill-
nesses. Studies show that severe illnesses in the
community is of the order of 1%. The frequency of epi-.
lepsy, MR and psychoses is probably less than this. There
is however, a whole range of psychological problems (de-
velopmental, psycho-social, etc.) which contribute to the
other 10 to 15% recorded as morbidity rate-in Indian com-
munities. Especially among the vulnerable sections of
society, such as the elderly, the women, people in cultural
or geographic transition, disaster struck people, the di-
vorced, widowed, etc. morbidity rate of the common
mental disorders is very high. Thus NMHP limits itself to
only a very small target population by prioritising the se-
vere mental disorders.

More significantly, the use of the medical models- drug
therapy or ECT- for cure is almost inevitable in the case
of these illness. In treating psychotic disorders, mental
retardation or epilepsy, a practitioner is almost never
called upon to invent non-invasive techniques or forms
of psychotherapy. If drug use or ECT can be justified at
all, it is justified all the more easily in the case of these
endogenous types of mental disorders than other com-
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mon types. So while the NMHP seems to pledge its phi- health care. By remaining silent on the nature of treat-
losophy on the side of non-invasive and community ment options to be made available in community care, it
close techniques, it prioritises illnesses in such a way does not call into question or debate, the widespread
that the use of medical models of cure is inevitable. medical models of mental health cure.

There are of course economic reasons for the studied in- References
effectiveness of the NMHP to serve community needs. 1,
Covertly adopting the medical model ensures that no ad-
ditional resources are spent on mental health. The very 2.
terms of the NMHP state this quite emphatically.

NMHP approaches

The NMHP has been designed to have the following ap-
proaches:
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Integration of the mental health care service with
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cent trends of the diminution of state funding for health
13care in general . 12

Thus, while NMHP openlv proclaims community care
philosophy, it works by prioritisations which will en- 13
sure that the medical model will prevail, also ensuring
that no additional costs will be expended for mental
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2nd International Conference on Health and Human Rights, October 3-5, 1996, at Harvard University,
Cambridge, Massachusetts, USA.

Organised by The Francois-Xavier Bagnoud Center for Health and Human Rights, Harvard School of Public
Health, 8 Story Street, Cambridge, MA 02138, USA, Tel: 617-496-4392, Fax: 617-496-4380, Email:
FXBCENTER@IGC.APC.ORG

The conference format includes plenary sessions, field reports, round-table discussions and skill-building ses-
sions. Twenty-one wide ranging topics are listed for discussion. Contact M S Beth Falk at the above address
for more information.
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