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Editorial

Thenew economic paliciesin health careworld over havepropelled
amgor withdrawal of any activewelfareroleby the state. Inthewest,
privateinterest in health care has been controlled to an extent by active
state regulation of trade practicesaswell asavigilant and demanding
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Thisissueof aainaisdevoted to ethical considerationsin mental
health research and practice. Weinvite our readersto think withuson
the many sided dilemmas and questionsfaced by those offering mental hind
health care servicesand by users. Piscourse
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reflections

Menta health service usersare peopleexperiencing
somekind of mentd distress Typicaly inmedical settings
mental health professionals (MHPs) refer to usersas
“patients’ andin Counselling Centresor Psychological
Services Centres, psychologists, psychotherapists,
psychoanalysts, psychiatric social workers and
counsellorsusetheterm* client”.

Counsdlor sare psychology treatment providers,
ether intheearlier stagesof their mental hedlth careers,
i.e., they haveaMastersin Psychology or related field
and areon their way to getting ahigher degree (post-
graduate), or they have specialised in acertain area of
mental health such asfamily counsdlling.

Psychoanalysts are professionals who have
trainedin aFreudian or neo-Freudian school of thought
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and they usethisframework to help clientsgaininsight
intotheir problems.

Inmedicd settingsin India, MHPteamsare headed
by psychiatrists— medical doctors who have
specialised in the field of mental health. Clinical
psychologists and psychiatric social workers are
other kindsof MHPsonthisteam. Clinica psychologists
arehuman behaviour scientistswho specidiseinthefield
of mental health and haveaclinically based doctorate
degreeinmental health. Psychiatric social workersare
socid scientigtstrained smilarly. Whenwegotoamentd
hospitd, typically, the MHPteam decidesthemainthrust
of thetreatment: biological or psychological, or both.

(continued on page 3..)
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demands aitical, creative and transformative engagement with the
state, policy makers, professionals, law, family and sodety at large.
aaina willthematically cover issues in community and mental health,
NGOs in mental health, self-help and healing, non-medical
altematives in mental health, rights, ethics, policy and needs of
spedial groups. aaina provides a forum for user expression of their
experiences with mental health services and debates issues
conceming rights of persons with psychiatric disabilities. We look
forward to meaningful dialogue with individuals and groups alert
about these issues.

Those interested in receiving copies of aaina may contact us
atwamhc@vsnl.net. Write to us with all your suggestions, critidism
and viewpoints on the issues covered.

We appreciate and thank Jayasree Kalathil for giving shape
to aaina and wish her the very best with life and opportunities.




Thebiological aspect requiresthat all possible
medical reasons for our psychological distress be
checked out. For instance, thyroid malfunctioning can
cause adepression-likedisorder, which clearsup once
correct medication for the thyroid problem istaken.
Itisthe psychiatrist’sresponsibility to examineusfor
physiological problemsthat may produce or add to
our distress.

However mentd distressisusually not relatedtoa
discernible physical problem. Therewasatimewhen
MHPswereengaged in anintense debate about the cause
of mental distress. Biological theoristsargued that all
such distressoccurs because of abiochemical disorder
and can betreated effectively with medication a one.
Environmental theoristsargued that it occurs because
of problemsinour life situations and should betreated
psychologically. Added to thiswasthe evidencefrom
the psychoanalyti ¢ theoriststhat human beings operate
from different levels of consciousness and our
unconscious part and dream statesare also implicated
inour mental health. Because psychiatristssaremedica
doctorsthey tended to be adherents of the biological
theoriesand the others, becausethey aretrainedinthe
study of human behaviour and waysof bringing changes
init, tended to support the environmental position.

Currently, most MHPsdo not engageinthisdebate
because they seeit asa‘chicken and egg’ problem.
Most agree that humans are born with certain pre-
dispositions. Environmental factorsinteract with these
dispostionsto blendinto our menta health. Humanmind
and body arepracticaly indivisble. Sometimesthepre-
dispositionsmake astronger impact, at other timesthe
environment ismorestrongly implicated.

Thefirg thingfor individua sseeking dleviaionfrom
mental distressisto determinewhat specific course of
treatment isbest suited for them. Thisdecision canbe
made by consulting any well-trained MHPwho would
beableto offer specific advice and recommendation.

Broadly, mental distresscan bedivided intotwo
categories.

1. Distress that alows usto function within our
world, whereevenif wearenot satisfied withthequality
of our lifeand therepeating unhgppi nesscaus ng patterns
weare caught upin, wearefunctioning. Weareableto
livein away that people around usdo not immediately
perceiveusasactively suffering. Wemight berecipients
of lots of well-meaning advice and wemight be highly
emotionally dependent on some of the peoplearound
us, but weareableto function.

2. Thesecond category iswhen distressisof such
adegreethat we are unableto function adequately. The
distressactively obstructs activitiesand we cannot do
thethingspeoplearound usconsder normd for themtodo.

Thedegreesof dysfunctionin the second category,
wherewerefer tomental distressasan ‘illness , become
clearer aswemoveaway fromthegarting point. People
inthe second category may require hospitalisation—
sometimes involuntary because they are assessed as
dangerousto themselvesor others.

In India, issues on involuntary admissions are
somewhat murky. Our system is still struggling to
incorporate human rights respecting practices.
Sometimes, peoplewho have had amental illnessthat
has put them in the second group feel stigmatised. But
that comesfrom apoor and stereotyped understanding.
Theredity isthat sometimeswhenweareemotionaly
distressed thisdistress can be of such severity that we
are unable to make sense of the world around us and
that becomesterrifying. Wethen need an understanding,
safeenvironment and adequate resourcesto help usget
through that period

Therewasatimewhen mentd illnesswasevenless
adequately understood and lobotomies, el ectro-shock
therapies were routinely prescribed. Now extreme
moods, hallucinations, delusions and other thought
disordersareusudly effectively controlled by medication.
For thistrestment wegoto apsychiatrist. Proper medica
treatment providesquick relief from highly distressing,
confusing and incomprehensible experiences.
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Psychological treatment here helpsuslearn to manage
and understand our illness so that we are not
overwhelmed by it.

Psychiatrists need to answer our questions about
sdeeffectsof medicationand dsoinformusadequately
about diet and other physiological issuesrelating to our
disorder. We particularly need our psychiatrist to make
timefor our concerns. If you find that your psychiatrist
is too busy or intimidating, get yourself a better
psychiatrist. Thisisyour life. Ask questions. Read up.
Tak to other peoplewho havesmilar difficulties—check
out what is helpful for them so that you are actively
engaged in hel ping yourself fed better.

If you have chosen psychol ogical treatment then
you will need to find someonewho iswell trained to
provide it. Usually, in India, clinical psychologists,
psychiatric social workers, psychotherapists,
psychoanaystsand counsdlorsundertakethistrestment
becausethisistheir areaof expertise. However, some
psychiatristsalso speciadiseinthisarea. But beware of
untrained psychological treatment providers!

Thegoal of any kind of psychological treatmentis
to help clientslearn how to helpthemsdves, tofed more
in-charge of their lives and to move towards greater
mental hedlth. Itisalwaysagood ideato be clear about
thekind of psychological treatment you aregoing for.
Again, ask questions.

Psychotherapy isapopular form of psychological
treatment. Training here requires that the MHP is
intensively supervisedin providing psychotherapy for at
least two years. Please ask questions about your
psychotherapist’s training, orientation, years of
experience. Do ask other clientsabout their experiences
withthat psychotherapist.
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Psychotherapy isardationship based psychologica
treatment where clear rules for relating allow for a
professional, safe and non-exploitative relationship,
where clients can exploretheir livesand the elements
they wish to changewithinit. Committing yourself to
psychotherapy isanimportant step becausethisisadow
laboriousprocess. Particularly, because psychotherapy
involvesanintensve, emotiondly charged rdationship,
itisimportant that we engagethe servicesof aMHPwe
can trust and with whom we have established agood
rapport. An effective therapeutic rel ationship provides
the opportunity for honest processing. Do make sure
that your MHP understandsand respectsconfidentiaity.

Unfortunately, psychothergpy isoften confused with
giving common sense advice. This is particularly
incorrect. Psychotherapy involvesapersona exploration
of self and the psychotherapist walks with us, never
leading theway. Intrinsic to good mental healthisthe
capacity to make one's own decisions aswell asthe
meaturity tolivewith the consequencesof thosedecisions.
Evenwithindividualswho have had aserious mental
illness, wefind that themorewe encouragethemtotake
respong bility for themsalvesthebetter they do. Thegod
inany kind of mental health treatment isto hel p people
improvethe quality of their life and to work towards
their doing sointhemost efficient way possible.

Dr Sadhana \ohraisaclinical psychologist
in private practise in New Delhi and is
editor of ‘The Journal’ of Psychological
Foundations, New Delhi. She can be
contacted at sadhanavohra@vsnl.com
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The Workman and
Mental lllness

Maharukh Adenwalla

The Persons with Disabilities Act, 1995
promises equal opportunities and non-
discrimination for persons with a psychiatric
disability. The case presented here, even though
not won through the PWDA, is an important
citation for restoring work rights of Class IV
employees with such disability.

The Bombay High Court upheld an order passed
by the Central Government Industria Tribuna [CGIT]
reinstating aworkman who was unabl e to attend work
dueto depression.

Theworkman had been working asapeonwitha
well-known private bank since 12" August 1986. The
workman did not attend work from 3 March 1992 to
11" May 1993 as he was suffering from depression
and required treatment. The workman underwent
treatment in Sindhudurg wherehisfamily resided. The
workman produced amedical certificate dated 20" May
1993 indicating hisfitnessto resumeduties, but thesaid
Bank refused to take him back. Theworkman pleaded
reasonablejustification for hisabsencebut tono avall.

Due to the
incondderateattitudeof the

This column posts recent

cases and judgments in

the area of mental health.
Both class action cases
as well as individual
cases may be cited. The
civil liberties area as well
as care and treatment
law is of relevance to our
readers. Do bring news
of your advocacy efforts
by writing for this

column.

Bank, the workman was
compelled to take
recourse to legal
proceedings. CGIT held
the termination of the
servicesof theworkmanas
not legal and justified. It
was further held that the
workmanwasnot suffering
fromany recurringiliness
and the earlier ailment of

judgmentwatch

mentd sressfromwhich hewassuffering hasbeen cured.
TheBank carried the matter to the High Court by filing
Writ Petition No. 1068 of 1997. The High Court
directed that theworkman “ be examined by psychiatrist
—doctor of the choice of the Petitioner to find out about
hismental condition.” Theworkman was accordingly
medically examined by apsychiatrist and theresult of
themedica examination denotesthat “theemployeewas
administered selected psychological testsand it was
found that employeewasnot suffering from any mental
disorder at present, and hewasprovisondly fit toresume
dutiesasapeon.”

Theworkman's serviceswereterminated on 25"
August 1993, and the Order of reinstatement was passed
by CGIT on 25" March 1997. The High Court
confirmed the Order of CGIT on 12" August 1997.
Four years of the workman's life were wasted.
Fortunately, the CGIT directed the Bank to pay the
workman his wages from date of termination till
reinstatement with other consequential benefits.

“Ill-hedth” asusedinthelndustrid DisputesActis
dealt with by the Supreme Court in Anand Bihari &
Ors. vs. Rgasthan State Road Transport Corporation
& Anr.[1991 1 CLR SC525]. Thelaw onthispointis
that the workman should be ableto efficiently perform
the work entrusted to him. An employee cannot be
removed from hisjob because of anillness, it should be
proved thet theillnessinterfereswith hisjob performance.

Maharukh Adenwalla is a human rights
lawyer working with the India Center for
Human Rights, Mumbai. Sheis a part of
the Human Rights Law Network and can
be contacted at

mahar ukhaden@yahoo.com
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‘Hai koi pagal?’ - Disabled Census 2001

Shefalee Vasudev

NayantaraMakhija, avaastu consultant in Delhi,
had family friendsvisiting her onacold Seturday evening
inFebruary when thedoorbell ranginsstently. It wasan
impatient enumerator, knocking for statistics for the
Censusof India2001.

Tick, tick, tick, notick, gpplicable, not gpplicable. ..
so onand so forthwent the enumerator, brisk and distant
in his approach. Ever since he had stepped into that
crowded drawing room, he had been staring at one of
Nayantara sguests, ayoung man, who looked “ strangdly
logt” andwas*behaving funnily” , withjerky movements.
Hafway through, theenumerator |ooked up and pointing
tothe" differently behaved” youth, asked, “Iskealawa,
koi aur pagal hai aapke ghar mein?’ (“Is anybody
elsemad inyour house, besideshim?’).

“Multiple blows of shame and embarrassment
rained on me,” recollectsNayantara. Jayant, the 26-
year-old boy in question had developed mental
impairment and subsequent retarded intellectual
functioning. At age4, when hewassuffering from severe
typhoid, hehad sustained braininjury faling off hiscot.

What should one say about the enumerator’s
insengitivity? Should he bereprimanded for hiscalous
questioning, or, should hebepraised for making enquiries
about adisabled person, since many enumeratorswere
not even bothering to find out whether afamily had a
disabled member or not?Inacountry wheresuchgigantic
demographic exercises raise heat and dust only in
debates, even theimpact of these debates has become
debatable.

Inthevery first Censusof 1871, thephysicdly and
mentally disabled had been considered as a separate
category, even though in those days, they were either
confined to asylumsor exiled out of society. Later on,
whentheBritishgovernment trashed thisdisability clause
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after the 1931Census, there was a huge void, which
placed an entire population, their rehabilitation, education
and employment, insuspense. Theseremained theoreticd
issues, since no one knew what to do for people who
lacked definition because of their specia needs.

Mental disability found aplaceintheenumeration
after decades of psychosocial neglect by omission on
thepart of the Indian government. Theprint mediadid
itsbit before the decennial exercisekicked off. There
wereextensvereports, ontheinclusion of Disability as
ademographic category for the Census2001. Garimella
Subramaniam’sarticle Don't The Disabled Count? (The
Hindu, November 12, 2000) wasasensitively reported
piecetalking about the approach and questionnairethat
wouldincludethe enumeration of the disabled under the
fiveumbrellacategories.

After the Census, the articles, posersand debates
started abating. That the enumeration of the disabled
was dissatisfactory was talked about. But it was not
emphasized haf asmuch astheinclusion of disability
had been. Kanak Hirani’ sreport (The Times of India,
29" March 2001, Bangalore Edn.) even gave names of
thehomesfor thementally challenged, whichwerenever
visited by theenumerators. Imaginethereportsthat were
never filed about theexclus on. Imagine the numbers of
families and individuals who never went up to well-
meaning NGOs or government bodies nor admit to
“brisk but impatient” enumeratorsto say that yes, there
isadisabled person amongst us.

We livein unsure suspension thanks to pseudo-
education. Where are the sections of the print media
exclusively devoted to sensitisation about mental
disability?Till today, most of thework doneinthename
of the“ cause of the disabled” seesmental illnessasa
hedlthissue(if at al). Not asahumanrightsissue.




How many of uswho don’t work withinthemental
hedlth sector know thedifference between cerebrd pasy
and schizophrenia? Our automatic social reactionsto
the mentally challenged are defensive. We defend
oursalves, not them. Weeither panic, or sympathize, or
stare, or immediately start counting our blessings. The
very fact that wereact strongly, almost every timewe
interact withamentaly chalenged personisproof enough
that our education and empeathy for thementally disabled
isnot half asthat for the physicaly disabled.

Psychiatric disorders maybe genetic, accidenta or
traumainflicted but psychological ‘dis-ease’, isoh, so
common. Themedia, instead of teaching usinteracting
techniqueswith the psychologicaly upset or thementaly
chalenged, keegpsharping onether “ candlemaking and
block printing” endeavoursof thementaly chalengedin
specia schools. Or, at the other end of the spectrum,
guotes therapist so and so, psychologist so and so,
counselor, and psychiatrist so and soto explain every
mood swing of person, place or situation. Mental
disability iseither a“technical matter to bedefined” or
“atoo sendtivesubject”. Handlewith care.

In between oscillatesareal world- aworld where
a portion of the population need commendable
responses, rehabilitation, rightsand rethinking. Had the
lobbying for therightsof the mentally challenged been
stronger, the pre-Census preparation of theenumerators
would have addressed the ethical concernsinvolvedin
information gathering. And the post-Census debateson
theenumeration of disability wouldn't havebeen sodamp.

Conspicuous by its near-total absence in the
campaign for helping count the disabled, during the
Census 2001, wastheUnion Minigtry of Family Welfare
and Social Empowerment and its counterpartsin the
States. Having to contend withinaccurate datafor many
decadesand having beenin somewaysinstrumental in
the inclusion of disabilities in the 2001 Census, the
Ministry should havebeen a theforefront toraisepublic
awareness on the need to disclose disability-related
information. It wasn't.

Mentd disability withal itsattendant stigmetization
and complicating ethical issuesledto at least onecasudty.
It made the Census 2001 disabled.

Shefalee Vasudev is a television producer,
scriptwriter and anchor, with 10 years of
background in print journalism.

Email- shefal eevasudev@yahoo.com
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aaina forthcoming issues

We have had a wonderful response to the first
issue of aaina, thank you all!!

We have had many queries regarding
subscriptions. Our honest answer to this is that we
are trying out aaina experimentally for a year (3
Issues) to seeif it is viable as an idea. Until the next
issue, then, we are circulating it on our own initiative
and using our own resources. Of course its viability
depends on your interest and enthusiasm.

We are still awaiting news, views, opinions and
articles on ‘ Mental Health or Psychiatric Disability’,
anissuethat we hopewill throw light on treating mental
health difficulties in disability terms. We know that
many of you out there are actively linking up with the
disability movement, so do write right away.

As forthcoming themes, we offer the following
andinvite contributions:

- Money Matters in Mental Health Care

- Social Attitudes to Psychiatric Disability

- Self-Help and Emotional Healing

- Carer’s Concerns in Mental Health

Other than the theme articleswe do offer regular
columns- speaking our minds, images, media desk,
reviews and reports, spotlight, post-it, reflections,
judgment watch and advocacy news. We havealasting
interest of course in polling opinions and propagating
activism around institutional reform, ECT and
psychopharmacy.
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speaking our minds

| am a‘cured schizophrenic’ whatever it may
mean. My history of involuntary hospitalizations
started in 1995. Back then | suffered aberration of
thought, punctuated by prolonged periodsof ‘ normal’
thought process. Often both the phaseswent hand in
hand. I would fight my psychosisand be normal like
million others.

Oncel imagined | wasthe most powerful man,
commanding the entire global politics. | was the
President of America, the Pope and President Boris
Yeltsin on different days. | imagined that the world
was out to knock me off, my parents

Is this the way...?!

amin Indiaand joblessand struggling, | couldn’t be
President Clinton.

In 1997, it happened. | was pleading with my
mother to let me go to Delhi. At that time | was 32,
still jobless, though writing asafreelancejournalist.
Thetravel money had to come from my mother. She
told methat wewould talk about it in the morning. |
went to my room and started reading L u Hsun’s short
stories.

In the morning it happened. | had apremonition
when | heard a sharp rap on my door at 7' o clock. |
opened the door. Immediately, two

had initiated a global conspiracy
against me, the CID was out to
dispose me off, and that my mother
was poisoning my food. This
psychotic phase lasted over four
years.

Initially, my parentsconsulted a
renowned psychologist. | refused to
talk tohim. Now | realizewhat abig
mistakeit was. Had | agreed | would
have been |eft of f after afew sessions

“I opened the door.
Immediately, two burly men
in police uniforms
overpowered me. The
MSW whispered in a voice
palpably radiating joy: ‘So,
you think you are Mr. Know
All.”Twas bundled into the
car and driven off to a
government psychiatric
facility. A long and
unending night of torture in
the name of treatment
awaited me.”

burly men dressed in police uniforms
overpowered me. Thethird (amedical
social worker) whispered to meina
voicepapably radiatingjoy: “ So, you
think youareMr. Know al.” | wasnot
dlowedtogotoether theWCor dress
up butimmediately bundledintothecar
and driven off to a government
psychiatricfacility. A longand unending
night of tortureinthenameof trestment
awaited me.

of psychoanalysis, possibly with a

label of “mentally ill’ but without lifelong drug
treatment. My psychosis continued punctuated with
normal thought process. | wasforcibly takento awell-
known senior psychiatrist who retired asthe head of
aprestigiousmedical research ingtitute near Delhi. His
diagnosis: CLINICAL DEPRESSION. | was
prescribed PROZAC. | refused.

| believethat through introspection and analysis,
one can overcome this aberrant thought process.
M edicines can never bethe answer. Give athought
to whether what is happening istrue. For example:
How isit possiblethat if you are President Clinton,
youarestill inIndia?1 didjust that. | told myself, if |
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| had read what Stalin did to
political dissidentsin former Soviet Union and what
Hitler did to Jews and Gypsies. Most were shot.
Many wereincarcerated in psychiatric lockupsand
injected with crippling anti-psychotic drugsuntil they
could take no more. | already knew about the
inglorioushistory of psychiatry.

Thestory | wasforcedto tell these psychiatrists
was the same that | had earlier told. But strangely,
these psychiatrists gave me a diagnosis of
SCHIZOHRENIA. | repeatedly told them that though
| might be under an episode of psychosis| amnotin
need of either medicinesor involuntary hospitalization.
No onelistened to me.




| was in the psychiatric ward for 13 days and
put on 5mg Espazine, 2mg L arpose and 2mg Pacitane.
| was discharged after being told to continue
medi cation for 4 months. | suffered such horrendous
side effectsthat | discontinued the medicinesaswell
as OPD.

Subsequently | received lettersfrom the hospital
MSW to the effect that if | discontinue my treatment
for SCHIZOPHRENIA | would end up worse than
before. Fortunately, my mother didn’t force meto
visit the psychiatrists. Instead, | wastold to seethe
psychologist who concluded that | was suffering from
PSY CHOTIC NEUROSES!! The psychologist told
methat | would be all right in afew sessions but |
refused counsdlling.

My psychotic phase continued, and with that,
the fights with my parents. In 1998, | was
institutionalized for afortnight and put on 2mg of
RISPERIDONE. | discontinued the medication after
3 months. | was staying in Delhi on my own and
managing my affairsquitewell. | asotraveledinthe
US and was doing fine. In 1999, my parents
discovered that | was not taking medicines. My father
came over to Delhi with the hospital police and
forcibly re-admitted me. | wasforced to continuewith
RISPERIDONE inthe hospital. | discontinued after
amonth.

This column is about
personal accounts of
interactions with the
mental health systems
or about living with
mental distress. The
writers can remain
anonymous if they so
desire, in which case
all personal
correspondence and
information relating to
their write up will be

kept confidential.

After the first
hospitalization, the
subsequent ones have al
been on ground of non-
compliance. Theissuewas
not whether | was
psychotic or not but that |
had stopped taking the
medicine. | have stopped
medication for two reasons.
Firstly, | believethat even
if oneissuffering from a
menta allment asseriousas
‘schizophrenid, medicines

are not the cure. Secondly, | have discontinued the
medicines because these have severe and highly
discomforting Sdeeffects. | suffered fromdurred speech,
prolonged constipation,tardive dyskinesia, akinesia
(downessof movement of limbsand hands), sdlivation,
difficulty in passing urineand adozen other graveside
effects.

In August 2000 | wasagainforcibly readmitted and
discharged after 2-1/2 months. | had been staying in
Delhi done, cooking, washing my clothes, goingtothe
library for reading, interacting with people and doing
activities, which a‘ schizophrenic’ issupposed tofind
difficult to do. My medicine was changed to 20mg
OLANZAPINE. In addition, | was given 50mg of
Haloperidol I/M for four months continuoudy beforeit
wasdiscontinued. If earlier | had the responsibility of
taking the medicine, this time that option has been
withdrawnfromme. My parentsaregivingmemedicine
under thedtrictest supervision. | annot dlowedtotravel
outsidemy city. I wasnot ableto go for my honeymoon
when | got married. My freedom is compromised in
additionto suffering from untold misery because of the
anti-psychotic medicines.

The identity of the writer and other
personal details pointing to
hospitalization and treatment have been
masked at the request of the writer.
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guest column Good Practice in Child Sexual Abuse (CSA)
Interventions

Dr Shekhar Seshadri

Thereisan extensivelist of ‘good practice’ parametersin CSA interventions. The sequence of issuesthat
need to be attended to include-

* Edtablishing that abuse hasoccurred (What i sthe context of intervention?sabuse thedirect context
because of disclosure/ discovery or isthe presenting context some behavioural, emotional or academic
problem?)

¢ Establishing the nature and extent of abuse

* Egablishing medica isues

* Edablishing psychologica issues

* Edablishingfamily, socid, safety issues

* Edablishinglegd issues

* Caryingout medicd interventions

* Caryingout psychologicd interventions

* Caryingout family and socid interventions

* Carryingout legd interventionswhereindicated

* And PREPARING THE CHILD FOR EACH OF THESE PHASES.

Inascenariowheresexuality isrelegated out of mainstream discoursein communities, what language does
aconfused child haveto disclose abuse? Does good practicetherefore start at creating aculture of discourse
and disclosurewith children? It isimportant to have acomprehensivelist of good practice parameters acrossal
phasesof interventions. For examplethereisan entire list of recommended parametersfor legal interventions
includingin-cameratrias, specid interview techniquesfor younger kids, issuesof legal reform and soon. How
canyou expect achildto deposein great detail, in exact sequence, al the experiences gone through without
losing equanimity inthe presence of the perpetrator and aggressive questioning to underminethechild’s
testimony? That tooin acourt atmospherethat isnot exactly child friendly! Even adults cannot managethiswell.
Henceactivistsaretalking about child protectivetrial atmosphere and procedures. These proceduresby
themselvesare extensvely documented.

What can we say about good practicein CSA interventions-
- THAT all peoplein sectorsthat deal with kids (teachers, families, doctors, paediatricians, gynaecol ogists,

menta health professionals, policeandjudiciary, media) shouldfirst of al believethat CSA exigts. If one
disbelieves, isuncomfortable, or thinks' thisisawestern phenomenon’, then thechild will not be believed.

- THAT thedividing line between sexual mishehaviour, sexua harassment, sexual abuseand sexual violence
isnot all that sharply defined. Henceitisbad practiceto say, ‘ After all hedid not rapeyou...”.

- THAT dl interventionistsmust makeahabit of CSA enquiry and skill themselvesin sengitive questioning
asindeedinfighting all aspectsof socia conditioning that compel peopletointerpret their abusein self
damagingways
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- THAT thechild'sabuse must not be constructed as THE SINGLE MOST MPORTANT EVENT inhis
or her life that heor shehastolivewith for therest of life.

- THAT theinterventionsmust not beexperiencedinafragmentedway by thechild. A primary casaworker
should accompany thechildindl refarrds proceduresand enquiriesand beafamiliar, consgentfigurein theprocess.

- THAT CSA interventions, if handled poorly, can be astraumatic and as sexualizing asthe primary abuse
itsdlf and ardlatively untraumeatized child could be madeto fedl traumatized because of theintervention.

- THAT peopl€ soutrage and activism may not awayscompensatefor the child’ spain soanindividua
child'scase should not beused to fight larger ideol ogical battles

Child Sexual Abuseisachildissue, asexuality issue, an abuseissue, agender issue, apatriarchy issueand
apower and domination issue. And good practice meansone should be aware of al thesedimensionsand
develop skillstointervene acrosstheseissues. What isinthe BEST INTEREST of the child over short term and
long term? Perhapsinterventioni stscan keep reminding themseal ves of thisquestion through thispoem of ayoung
girl writtento her social worker (Sourced from Adler R, ‘ Totell or not totell: The psychiatrist and child abuse’.
Australian and New Zealand Journal of Psychiatry, 1984, 29, p. 190).

“| asked you for help, and you told me you would
If I told you thethingsmy Dad didto me.

You asked meto trust you, and you made me
Repeat them to fourteen different strangers.

| asked you for privacy.

You sent two policemen to my school

Likel wasthe onewho wasbeing busted.

| asked you for help and you gave me adoctor with cold hands

Who spread my legsand stared at me, just likemy father.

| asked you for confidentiaity and

You let the newspapersget my story.

| asked you for protection and you gave me asocia worker.

Doyou know what itisliketo have more socia workersthan friends?

| asked you for help and,
You forced my Mom to choose between us.

Shechosehim of course.

Shewas scared and shehad alot to lose.

Dr Shekhar Seshadri isa
child psychiatrist working in
NIMHANS Bangalore,
India, with interest in gender
issues, sexuality and

| had alot tolosetoo.
Thedifferenceisyou never told me how much.

| asked you to put an end to my abuse.
You put an end to my wholefamily.

Youtook away my nightsof hell. violence. He can be
And gavemedaysof hell instead. contacted at
You have changed my private nightmarefor avery public one. shekhar @nimhans.kar.nic.in
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advocacy news

Thisis yet another story of how judicial victories
for hospital reform and patient’s rights are
rendered a mere paper exercise by the state
health administrators.

An opportunity toimprove hospital conditionsin
Maharashtra came in 1989 when the Bombay High
Court appointed the Mahajan Committeeto ook into
the affairs of the Mental Hospital, Yerawada, Pune.
| wasinvited to become amember of thiscommittee.
| wasthe only member who was connected very closdly
with patientsinthe hospita . Eventhough thecommittee
wasdoing an excellent job about gathering facts of the
facilitiesit wasnot inquiringinto the quaity of services.
Thefact of patientsashuman beingswasleft out. Their
psychosocia needsof freedom, recregtion, occupation,
contact with dear and near ones, and cordial relations
withthe staff were neglected. The committee submitted
itsreport to the High Court in August 1989, giving 68
recommendations. My separate report, highlighting
patients needsaswel| asthefailureof thesocid service
department, was not included on groundsthat it was
submitted ‘late’! The High court initsjudgment No.
1989 directed the Government to implement the same.

Ananays sof the68 recommendations showsthat
infact thereare only 52. 16 wererepeated and 4 were
regarding an NGO. Of the remaining, 2 are about
building repairs, 4 about new congtructionsand creetion
of new posts. 10 are about training programsfor staff.
About 20 lay down proceduresfor doctorsand hospital
authorities. Theremaining are about the physical well
being of patients, writteninanimpersona way.

Recommendations 1 and 35 refer to the
improvement of the environmental conditions. The
recommendation states* the patients should bekept in
more humane and pleasing environment, wherein they
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The Mahajan Committee Report

Malathi Ranade

canlivewithdignity ashumanbeings’. Sincenoexplicit
parameters were used to define the term “humane
environment” itsinterpretation wasl eft toauthorities. The
authoritiesinterpretedit inthe physical senseleadingto
repairs and maintenance of roads, cleaning and
refurbishing the open spaces in front of the wards,
external painting and planting and maintenance of
gardens. Theinsidesof thewardswhere patients spend
al their waking and degping hoursremained asneglected
asever.

Theremaining recommendeations, which deal with
provision of essential amenitiesto the patientsand make
no referenceto their psychosocid needs, areasfollows:

¢ Drinkingwater andtoilet facilitiesingdethewards

*  Kespingthebathroomsand lavatoriesfreeof odour

* Provisonof cots, mattressesand linento patients

¢ Cleanclothingfor patients

*  Providing soap and towesand ensuring daily bath
of patients

* Hygieneanddeanlinesswithinthewards, induding
pest control

¢ Providing mugsto patientsfor taking milk or other
liquid food

* Improving thequaity and quantity of food

¢ No patient should be asked to do menia work

* Nopatient should be
subjected to cruelty

*  Modified ECT should
be used.

TheHigh Courton 10"
November 1989 desired the
Board of Visitors at the
Mentd hospita to* monitor”
the implementation of the
recommendations.

This column will report
on model campaigns,
research studies,
workshops, mobilisation
or interventions
undertaken by various
individuals, groups or
institutions on advocacy

in mental health.
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Curiously enough the Board of Visitorswaskept completely in the dark about the charge upon them. There
isno referenceto the“monitoring” of implementation of recommendationsin the Visitor’sBook right from
1989to 1993. A Standing Committee headed by a State Program Officer had been constituted to monitor
the implementation of our recommendations (Indian Express Report, Bombay, 7" May, 1990). The
superintendentsof all 4 mental hospitalsin Maharashtrawereits members. Uponinquiry | learnt thiscommittee
was a non-starter. On 13" September 1993 a special committee was appointed by the Government to
“evaluate’ theimplementation. The Committee visited the mental hospital on January 4" 1994 and reported
that most of the recommendations were implemented! The report of the District Judge following awrit
petitionin 1995 however depicted adifferent picture.

Thelong and short of it isthat nothing was gained by the High Court’s appointing acommittee sofar asthe
welfare of the mental patientsis concerned. We are back to square one. Serious and concerted efforts must be
madeto bring relief to the suffering humanity withinthe menta hospitd. Thisistruenot just with regard to the mental
hospital at Yerawadabut of the 50 mental hospitalsaround the country.

Ms Malathi Ranade, retired, was the first Psychiatric Social Worker to be appointed at
Yerawada mental hospital, Pune. She filed writs demanding implementation of the MC
report. In 1998 the file was disposed off. Thank you, Dr. Amita Dhanda, for putting usin
touch with her. And thank you, Maharukh Adenwalla for news about the Committee.

SR
dear aaina
Very many thanksfor sending thefirst copy of
aainato our organization‘Kiranh’. Many sdlf help
groups of care givers who recently assembled at only very temporary. The case of Ms. Gita
Chennai welcomed the issue and praised it. The Ramaswamy isvery unfortunate. It isthe stigma,

article“Mediating mental health” iswell thoughtout, ~ Which makesthecasesobig. Had it been any other
alesson for reporters. If any such reportingisthere, sickness, whichwasnot treated properly, will people
we shouldimmediately react through lettersto the shout from rooftops? L et us have an opinion from
Editor so peopleat largecometo know theredl facts. theconsumers. Wishingall success, | remain,
Theuseof mentd illnessinfilmwasan equally good Yourssincerely
article. Shri Anil Vartak’s poem is indeed heart

Your letters and

warming and | wishthat our brothersand sistersbe PN Krishnan responses will
bestowed with such wonderful insight. Secretary, Kiranh find a place for
The use of ECT isacontroversial issue. The 10/1 Greenfields R ——
subject is to be seen from both sides. Outright GhatlaVillageMarg this column. We
condemnation more so by persons other than the Chembur, Mumbai —71 By s 153 et
consumersor doctorsisnot proper. Sometimesitis India to publish all
inevitablebut sometimesitisused commercidly and T: 0091-22-355 6955 letters nor letters
put on display asawonder trestment, whereasitis in their entirety.
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Researching Mental Iliness- Ethical Issues

Tejal Barai

Pharmaceutical giants like Eli Lilly, the makers of PROZAC, are entering
the Indian market in a big way. These entries also involve collaborative research
with Indian medical professional and research agencies on introducing newer
anti-depressants. The totally unregulated Indian medical practice is a very
profitable playing field for multinational drug companies. The Mental Health
Act, 1987 also liberally allows medical research on those with psychiatric
disabilities without taking issues of consent seriously. Ethics in mental health
research therefore is an area of utmost importance.

Our society does not have uniform standards to
understand or acknowledge needs and rights of
individuals. Anindividual who has suffered physical
disability as aresult of an accident has *legitimate
reasons to be depressed. But those with no ‘visible’
reasonsto be depressed are marginalized, and looked
down upon. Such standardsnot only leave personswith
psychiatric disabilitiesamongst theleast understood, but
asoamongst themost vulnerable, not only asindividuds
insociety, but also, visavisresearch. Thisvulnerability
and someof itsconsequencesissomethingthat | attempt
tobringoutinthisbrief article.

Theprimary attributes, that of compassion, concern,
responsiveness and sensitivity in various contexts of
research take on adifferent character and meaningin
researchinvalvingindividudssufferingfrommentd iliness
Guidelinesand principles of autonomy, competency,
informed consent, amongst others, take on adifferent
sgnificanceasaresult of their greater depth and wider
scope. | seek to explainthisby meansof anillustration
of areal participant.

A volunteer for astudy, who suffersfrom chronic
anxiety and depression, agreed to participate with the
hope of gaining somerelief, and thus benefit, fromthe
medi cation to be tested. (His regular medication had
stopped helping him). Hewas handed over details of
the study and the consent formin acasua manner. The
participation aggravated hiscondition and hefelt like
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committing suicideontwo different occasons. Unknown
to him, the study in fact involved taking him off
medication altogether. The purpose of the study wasto
observethe progress of illnesswhen patientsrel apsed.
Therationaesprovided by theresearcherswasthat it
would have helped in understanding progress of the
ilInessthereby helping patient needsin termsof future
medication, as well as understand mental disorders
(Report, New York Times, May 19, 1998).

Inthisexample, wasthe patient — participant inthe
frame of mind to have ‘voluntarily’ consented to
participationinthe study?Would he have participated
in the study had he known the real objectives of the
study? Would he have participated had he been explicitly
told that therewereno red benefitsfor him, and onthe
contrary, his original medication would have to be
discontinued, thereby possibly causing him harm?Does
not the fact that the researchersonly casually handed
over information, not clarifying any of theabove, amount
to deception? | sn’t allowing the participant to assume
that therewould beimmediate benefitsanindirect form
of inducement? These are all serious lapses in the
informed consent procedure.

Considering the fact that the participant was
auffering fromamentd illness, alapsesuch astheabove
even impinges on his autonomy to decide on
participation. It is also necessary to evaluate the
competence of the participant (and others) to




comprehend the details of the study and give consent,
on the basis of the nature and stage of mental illness,
especialy sincethe participant isalready biased towards
participation.

Moreover, can suchastudy be permissibleevenif
all the above are considered and addressed? Thuswe
cometotherationaeof thestudy. Isnot thefact that the
participant had becomesuicidd, asaresult of the severe
relapse, aconsequenceof participation, too largeacost
to pay for studying the progress of the disease? What
also might have been the end point of the study- death,
by suicide of aparticipant?

Anngtitutional Ethics Committeereviewing the
above study would havethe responsibility of not only
addressing the aboveethical issues, but a'so more. The
following aretheminimum that need to be addressed by
not just the ethics committee, but also applied by the
researchers, and only when these are satisfactorily
answered, should such astudy progress.

1. Doesthestudy havejustification enough?

2. What informationisto begiventotheparticipants?
Arethey being told about the actual nature of the
study? Arethey beinginformed about thefact that
they would in fact betaken off medication? Are
they being told that thereareno real immediate
and direct benefitstothem?

How isinformation being conveyedtothem?Have
they been explained fully and patiently, before
seeking consent? It is the responsibility of the
research team to see to it that the participants
comprehend theinformation given.

Have assessments been done of competenceto
consent to the study?

What istheresponsihility of theresearchteamand
the ingtitution sponsoring such a study in the
following two scenarios? One, when the
participantsturn suicidal, and two, at the end of
the study, when the patients are left in aworse
conditionthanthey werein at thedart of thestudy?

What infact istheend point of thestudy? Till what

stagewould the parti cipantsbe denied medication
al together?

Findly the Ethics Committee would need to see
toit that therecommendationsthat it givesare
adheredto. It thusneedsto evolve such aprocess.

To some, especialy those cynical about ethics
committeesand about ethicsin generd, thelast statement
above, about monitoring could beread asgoing alittle
too far. Well, | agree, it is quite atask for an ethics
committeeto monitor research. What thenistheoption?
What then remainsisto change the perception of the
entire concept of theresearchers, the ethicscommittees
and the participants being on different sides of fences.
Ethics, rightsof participantsand rights of scienceand
researcherscan be best accomplished when they work
together aspartners, and sharethe same concerns. The
find benefitwill cometodl thoseinvolvedintheprocess.

Resource: “Ethical Guidelines for Social Science
Research in Health” (2000) National Committee for
Socid ScienceResearchinHedth, Secretariat- CEHAT,
Mumbai.(cehat@vsnl.com)

Tejal and Dr Amar Jesani co-ordinated
consultations which led to the evolution of this
document. Tegjal was until recently working with
CEHAT, Mumbai, and can be contacted at
tejalb@rediffmail.com

Picture by
Shilpa
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bapu archives

Abstracted from Dr Soumitra Pathare’s
contribution to the Panel Discussion on
‘Ethics of Practice’ and the active discussion,
which followed.

Theissue of ‘informed consent’ with respect to
treatment for a diagnosed mental illness is often
reduced to apaper exercise. Itissimply understood
by the professionalsin abureaucratic and impersonal
way, asin, ‘| havetold the patient that | need hisor
her consent’. Following thisdeclaration, the patient
is supposed to sign on the dotted line. The process
of giving correct and full information about the
treatment and ensuring that the patient understood
arenot complied with. Sometimesmedical or surgical
departmentsin hospitalsrefer patientsto psychiatry
saying that ‘ thisperson hasapsychiatricillness, please
takehisconsent’ for aparticular medical intervention.
It isthe mandate of the doctor who doesthe surgical
/ medical procedureto do so irrespective of whether
the patient hasamental illnessor not. Thisshowsthe
authoritarian and paternalistic model withinwhich our
health serviceswork.

Ideally, informed consent involvesthe process
by which different treatment options may bethrown
open beforethe patient so that the patient can exercise
her choice. This should be followed irrespective of
the kind of mental illness or the kind of treatment
involved. If at all anyone is not to be given the
information (as in involuntary treatment) the
professions must specify very clearly under what
conditions this can be done. There must be a
standardized procedure (clinical and ethical) for
assessing theinability to give consent. Not taking
consent must be the exception, not therule.
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“Please Sign on the Dotted Line ...

Dr Soumitra Pathare

However, inreality, thingswork the other way
round. Thetreatment optionsare never even specified
evenlessclarified. Theonly model used asthe basis
of ‘informed consent’ appears to be the ‘whip or
carrot’ model, wherein the doctor says, ‘ Takewhat |
offer, or else don’t come to me anymore for cure’.
Ethically, the psychiatrist does not havethe option to
refuse treatment upon patient refusal of consent to a
particular treatment! This makesthewholeissue of
‘informed consent’” amereritud at best. Inresidential
or outpatient facilitiesin India, theon-duty psychiatrist
isoften given therole of awhip master, dishing out
consent signatures automatically upon patient
admission. Conscientious psychiatrists may and do
resist thisrole, but at the cost of irritating the  higher
ups' of service administration and peers.

Economic factors cannot be overlooked in
evaluating the question of ‘informed consent’. In
private practise, it is often the family who take a
relativefor treatment and eventually pay thebill. Ina
‘pay-as-you-go’ system, where payment for service
ismadeat the point of delivery we cannot fully dismiss
the doubt that the doctor will only comply with the
oneswhowill findly pay

his/ her bill. Alsowhen
the doctor has a vested
interest in a particular
treatment, why would he
offer any thing el se, like
counselling or therapy?
ECT isasooverusedfor
economic reasons- the
doctor standsto gain by
this practice. Such
economic factors do
determine the issue of
informed consent inthe
Indian context.
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Bapu has a small resource
library on mental health
advocacy, including books
and documents on services,
user movement, activism,
self-help, law and policy.
Our archives also has a
small collection of workshop
reports, studies, media
clippings,
interview transcripts, etc.

case papers,
on advocacy related
themes. This column brings
some snippets from the
archives to our readers.




The salient points of the panel discussion were:

1. Thereis a need to actively advocate for
informed consent protocolsfor the mental
health professions

2. Asarule, therearefew patientswho are not
inapositionto giveinformed consent

3. Asarule, age, relationship to care giver or
other personal details has little to do with
capacity to consent

4. Criteriamust be clearly specified regarding
patients who cannot give consent or who will
be treated involuntarily. This must be a
standardized practice protocol .

5. Evenfor them conditions must apply which
will not rule out professiond accountabilityand
giving information after trestment

6. Asarule, the professionsmust recognizethat
thereisconflict of interest betweenfamily and
sufferer and build informed consent protocols
accordingly.

7. There must be a debate on third party
involvement (e.g. friend of mentally ill, patient
council, user advocate from the locality /
region) in arbitration of every case of
compulsory treatment.

(Source: Bapu Workshop on ‘Wbmen and Mental Health- Planning
gender sensitive community interventions', September 17-18, 1999,
YMCA, Pune, India)

Dr Soumitra Pathare is a practicing
psychiatrist living in Pune, with interest in
social rehabilitation and mental health
advocacy. He can be contacted at
pathare@pn3.vsnl.net.in
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useful links

Bhargavi Davar

www.MindFreedom.orgisasitethat | have
eagerly browsedin July. Thisisthesite of Support
Codlition Internationa (USA), aglobd coalition that
promotes salf help and defending rights of peoplein
the psychiatric system.

Thesdtecorrectly pointsout that ‘ Inthefamily of
socid changemovements, the psychiatric survivors
liberation movement hasbeenthe® auntintheattic’
whoisusualy ignored'. | appreciated the point that
the psychiatric survivor’sliberation movement isnot
just about the problems of aminority with chipson
their shoulders. Itisabout all of uswho care about
oursalves, our families, communitiesand about our
fellow human beings. Commercein mentd healthand
theinfluenceon‘ mentd hedth’ by drug companies
has put our health and personal livesin jeopardly.
Today, you cannot even go to aGP without thefear of
being prescribed anti-depressants.

From SCI and themany linksthereon, | learnt
many things, e.g., that deathshave been causedin
very hot weather by some medication givenfor
schizophrenia. Who among us, visiting psychiatrigts,
hasbeen given thishit of vital information about
medication and hot weather? Thelatest issue of their
journal, Dendron/ Mind Freedom, voicesconcern
about the psychiatrization of childhood. | was
shocked to know that over 6 million children,
includinginfants, intheUSare being prescribed
psychiatricdrugs.

Through the SCI website, | learnt that
organizationsare celebrating July astheMadPride
month, and organizing campaignsand eventsaround
theworld. In Vancouver, on July 22", many are
coming together to hold aprotest against
‘Globdisation of Psychiatric Human Rights
Violations . The protest isbeing co-ordinated by the
World Network of Usersand Survivorsof Psychiatry,
Denmark, whichisaso organizingitsfirst World
CongressinJuly.

+ >
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media desk

It has become de rigueur these days for
newspapersto publish counsdling columns. Thesefegture
agony auntsand afew unclesaswdll, dishing out advice
onarangeof psychological, interpersona and familia
issues. The queries indicate a broad spectrum of
individual and social problems. It isinteresting to note
that peoplewriteto these columnsrather than seeking
help from mental health professionals.

Thebas sof selection of thosewho giveadvicein
these columns defies classification, ranging from
counsellors, actresses and celebrities to in-house
‘experts . Sometimestheidentity of the advisor isnot
disclosed. Theadvice often revealsgender, classhiases
and stereotypes. Since both questionsaswell asreplies
gppear inther edited versonreadersdo not get aholistic
picture about the problem.

The Saturday supplement of Times of India
(Bombay Edn.) used to carry acolumn by Tommy and
Anna. It was supposed to be a space for adolescents
but it never transcended banditiesabout dating, dancing,
lovelivesetc. It washighly dlitist and created afeel-
good aura. After reading it, onewondered whether the
younger generation eschewed all matters that were
cerebral and mature.

Women's magazines (Femina and Women's Era)
devote pagesfor counselling. In Feminathelate Pearl
Padamsee often gave commonsenscd advice. Her intent
to help could not be doubted. The same, however,
cannot besaid about the patriarchd and regressveviews
expressedin WWomen'sEra by their in-housecounsdlors.
The magazinereinforces sexist ideas and promotesthe
dogmaof women’sprimary roleof ‘wife, mother and
homemaker.’

The column in Indian Express is consistently
balanced, gender-sensitive and empathetic in its
approach. Thecounsellor, not claiming to beaknow-it-
all, also advisesreadersto seek help from other experts
when necessary. Also, the column does not shy away
from addressing sexuality, sometimesthe coreissuein
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Newspaper Cures

Sadhana Natu

mental health. Other columnseither evadethisissueor
relegate it to the sexology expert, where it gets
medicalised. In oneof the columnsaprofessiona wrote
about acasewherethe problem wasrdated to sexuality,
without mentioning the word. This kind of evasion
strengthens the very attitude that the professional is
seeking to correct or change.

Inthe Marathi newspaper, Sakal, an anonymous
agony aunt (or Vahini- sister-in-law) answersqueries
every week, tackling familial, marital and socid issues.
Theadvicegivenislibera but cautiousand preservation
of inditutionsof family and marriageisnever lost Sght of .

Samplethisquestion-answer vignette: the sender
narratesthat sheisa22 year old girl inlovewith aboy
who belongsto another religion and isnot surewhether
sheshould marry him. Sheissure of facing opposition
from homeif shedoesmarry him. Theadvicegivenis
that sheshould be cautiousand givetherdationship some
moretimeto find out about her truefeelings(so far so
good). Sheiswarned that thoughinter-religiousmarriages
can succeed, cultural andreigiousdifferencescan prove
difficult to surmount! Thisiswherethe counsellor’s
biasescreepin.

Columnson mental health usually seek legitimacy
and primacy for thepracticeof psychiatry. Indoingthis,
they inevitably ‘medicalisg’ theprobleminstead of giving
dueimportanceto psychosocia and economic aspects
involved inthe problem. Asmediaconsumersweread
these counsalling columnsand often they influence our
attitudes. We may approach these columnsasuserstoo.
For both these reasons we need to re-read the
counsdlingcolumnscritically.

Sadhana Natu teaches psychology at
Modern College, Pune and is committed to
research, teaching and activisminthe area
of women & psychology.

Email- satish.sadhana@vsnl.com

¢ v ¢
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Seeing Children, and Not ‘Disorder’

Nandita D'Souza

Childrenareparticularly vulnerableto stressasthe
world becomesamoretroubled and violent place. The
Sangath Centre for Child Development & Family
Guidance was started in Goa in 1997 by a
multidisciplinary team of professonasinorder toprovide
acommunity-based child and adol escent mental hedlth
(CAMH) service. Of the 350 or so children assessed
and cared for by usevery year, lessthan athird have
established psychiatric conditions, but over hdf arefacing
abnorma psychosocid Stuation such asdisturbed family
relationships, alcoholism, parental mental illness,
migration, poverty and stressarising fromthechild's
disorder or difficulty. In our center, we emphasizethe

following aspects:

¢ Inpromoting CAMH, theclinic, homeand school
areall connected. Themultidisciplinary teamisable
toformlinkageswiththefamily and theschool, thereby
ensuring that all aspectsof thechild’ sfunctioningare
addressed.

* Most problems are everyday concerns of the
carers of children such as temper tantrums,
disobedience, mischievousness, overactivity, worries
about development and difficultieswith eating and
deeping. Every professiond viewsthe guidanceand
education of parents, teachers and other carers of
childrenasther vita responghility. Child menta hedth
sarvicesprimarily focuson prevention. If, asaCAMH
professional, you are encountering children only with
established disorders, then you are not seeing enough
children!

* Anintimateknowledgeof therangeof ‘normality’

inachild’ sbehaviour isparamount inmaking acorrect
judgement about whether a symptom is just a
temporary problem or a definite disorder. An
understanding of wherethechildisdevelopmentally
helpsone gain aperspectiveonhow she' sdedingwith
difficult Stuations.

spotlight

¢ The"complainant” isoften the parent or teacher,
not the child who may be brought to the clinic against
hisor her wishes! Befriendingthechildfacilitatestrust
and confidence, and building arelationship between
the child and the professional. In older children,
confidentidity must be mentioned and maintained.

¢ Asthe pressures of the academic curriculum
increase and parentsbecome more preoccupied with
the competitivenessof theschool system, childrenwho
lag behind soon become a parental nightmare.
Difficultiesof scholastic skillsmay present assomatic
symptoms such as headache and vomiting related to
school attendance.

¢ Beawareof theproxy patient. Quiteoftenachild
isbrought by the parent with along list of complaints
about his or her behavior at home. On closer
questioning, onefindsthat the childisdoingwell in
school and hasmany friends. Insuchfamiliesonemust
look for sgnsof mental health problemsintheparents.
Parental depression or stress can sometimes present
as“aproblemchild”.

The stigmati zation of psychiatric care oftenleads
toadelay in seeking help and therefore aworsening of
the condition. Pediatriciansand GPsmust betrained to
ask parents about childhood emotional and behavioral
concerns as they can identify and refer children in
difficulties. Child menta health supervisonhasmoreto
do with promoting good parenting, developmentally
appropriate education programsand building personal
self-esteem than providing psychiatric care.

Nandita D’ Souza is a Developmental and
Behavioural pediatrician working at
Sangath Center, Goa and can be contacted
at ndesouza@goatelecom.com. The Sangath
website address is- www.goacom.com/
community/sangath
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Call for papers

2-Day Seminar on
CASTE, COMMUNALISM AND DISCOURSES OF THE MIND

December 2002, Pune, India.

InIndia, theknowledge/power dimension to the mental and behavioura sciencesispresently under scrutiny.
Counter-discoursesto mainstream ideol ogiesare gradual ly being articul ated. We plan this seminar in continuity
with recent foundational questioning of these scienceswhereissuesof culture have been prominent axesof andyses.
Theobjectsof our study arethefollowing: psychology, psychiatry, medica anthropology / sociology, narratology,
socia work, cultural and feminist studiesand Dalit scholarship. Through the seminar, weaimto show, yet again,
that discoursesof mind, thosethat promise hedling and sdf-redlisation, arepolitical discourses. Weinviteagroup of
inter-disciplinary researchers, scholarsand activiststo share your research with uson any of thefollowing themes:

* Lookingat Dalit literature, autobiographies, narrativewritingsand making thematic and critical linkages
with psychologica concepts

* IsthereaDalit psychology?Notionsof * Stigmatised identities', vulnerability, resilienceand resistance

* Iscaste-ismacultura or collectivemental health pathology?

* Gender, psychology and caste

* Hindutva & Brahmanismwithin mental health sciencesand professions.

¢ Colonidism, cultura revivalism and thediscoursesof mind

* Higory of indtitutions, the* native’ asylumsand caste

* Researchandinterventionsin psychology for ‘ scholastic backwardness

¢ Casteasexperienced and ‘ managed’ withinthepsychiatric/ serviceregime

* Psychoandysisasalocationfor discussion and critique

For initia enquiries, please contact Dr Sushrut Jadhav, Department of Psychiatry, 48 Riding House Street,
University CollegeLondon W1N 8AA, United Kingdom. Email: sjadhav@ucl.ac.uk Tel: 00-44-207-679 9292,

or Bhargavi Davar, 16/A Shanker Shet Road, 1% floor, Pune 411042, India. Email davar@pn2.vsnl.net.in
Tel: 00-91-20-6872672, 6359969.

Aainaisfor private circulation only. It is sponsored by Bapu Trust for Research on Mind &
Discourse, an organisation committed to mental hedlth literacy and advocacy. Theviewsexpressed
herein are however not those of the organization.
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