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Genesis of the Question 

The question of the extent of responsibility of the mental health services 

(out of the total spectrum of mental health problems) has been occasioned by 

many reasons. Experience in the United States with community psychiatry is 

perhaps one of the prime reasons why this question is being raised today 

with such vigour. Community psychiatry necessitates social action, W c h  

however, is not the sole cmcern of mental health services but also of social 

welfare services, educational services, legal, administrative and politiaal 

agencies and so on. Mental Health Services, therefore, have been required 

to define the limits of their own speoific field of concern. The mental 

health professimal has always had a triple role - of a somatotherapist, 
psychotherapist and sociotherapist - one or another of those taking precedence 
over the others depenqing upon the professional's training orientation and 

the ~peotfic setting in which he is required to work. In the practice of 

community psychiatry more and more psychiatrists have beeen drawn to the 

soaial field and fewer and fewer left to look after psyahiatric hospitals 
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(where still the bulk of p s y c h a t r i c  pat ients  a r e  t o  be found) - hence 

the  l h e n t  +hit "psychiatr is ts  a r e  l e a s t  found where they arq most 

needed". 

A psychiatr is t  a s  a member of the community mental heal th  services, 

often f indsh imse l f  I... I n  an undefined role,  cater ing t o  undefined 

needs of an undefined clientele' and so  i s  prone t o  ask himself: ' Am I 

s t i l l  a psycfua tns t ,  s t x l l  a physician, o r  have I becone an inadequately 

t ra ined soc ia l  scientist o r  some kind of n revolutionary?' (Lavitt  & Ftubenstein, 

1971) 

Where ~t was not considered ieas lb le  fo r  the  same person to perform 

all the  three roles, health teams consisting of a psychiatr is t ,  a 

psychologist and a psychiatric soc ia l  worker came in to  being. However, 

t h i s  soon l e d  not only t o  s t a tu s  strugglc vnthin the team but a l so  t o  

the  demand f o r  proper ro le  def in i t ion  f o r  the whole t e rn  a s  wel l  a s  f o r  

each of its individual constituents. 

?he team approach, however, i s  an expensive endeavour. An acute 

shortage of mental heal th  manpower was f e l t  even i n  such countries a s  the 

US where the r a t i o  of mental heal th  spec ia l r s t s  t o  the population i s  

amongst the  Mii'ghest i n  the  world and where the most favourable balance 

of brain-dratns. A solutlon of t h i s  problem has been sought through 

the  production of anc i l l a r i e s  called p s y c h a t r i c  aids, psychiatric 

technicians, attendents, o r  mental heal th  workers etc. 'The new s e t  

up has necessitated a new rediskrlbution and redef imt ion  of *les. 

It has, therefore, become important f o r  the  various reasons outl ined 

above t o  define the extent of the  c l i n i c a l  responsibi l i ty  of the mental 

hea l th  services. 



While this question has universal  va l id i ty  - i n  so f a r  as it can be 

raised anywhere i n  the  world without l o s s  of relevance - ~o s ing le  

universally val id  answer can be glven t o  it. The answer, necessarily, 

has t o  be given i n  the context of l o c a l  conditions re la t ing  t o  the  

charac te r i s t ics  of the  exis t ing mental heal th  service and its manpower, 

features  of the  population t o  be served and its expectancies, and the  

existence and degree of developrpont of other public services having an 

interface re la t ion  w i t h  the mental heal th  service. 

Characterist ics of the Powlation: 

Populations vary from country t o  country i n  regard to social ,  cu l tu ra l  

and technological development and organization. Some of these fac tors  have 

grea te r  relevance t o  mental heal th  than others. 

Material affluence determines a country's capacity t o  muster resources 

fo r  i ts  mental heal th  service - and i n  this regard there  a r e  w i d e  i n t e r -  

nat ional  and inter-regional differences - even within the  underdeveloped 

world. For instance, per capi ta  income var ies  from US $ 55 i n  Indo- 

Pak to U81$ 85 in  Malaysia i n  the South East Asia Region. Hmever, the  

upper l i m i t  of this region const i tutes  t he  lower limit i n  Latin American 

countries (Haiti  having per capi ta  income of US $ 84) and the higher 

limit reaches over t en  times t h a t  (US $ 915 I n  Venezuela) (UN, 1969). 

Another fac tor  worth considering is that per capi ta  income correla tes  

poorly with the expenditure that s t a t e s  make on heal th  care. !he USA, 

f o r  example, spends 1.2% of GNP on health,  India, 0.w and S r l  Lanka, 

2.8s. While mental heal th  is a high pr ior i ty  i n  the  US draining a 

slzeable f rac t ion  of the  hea l th  exchequer, it ranks hardly a w e r e  among 

the  hea l th  p r i o r i t i e s  i n  India. 



Literacy modifies community expectancies. Not only does one find 

contras ts  between the modes of thinking, l eve ls  of sophistication and patterns 

or' mental morbidity of the l i t e r a t e  and the non-li terate communities, but 

a l so  between the  demands these respective kinds of pomlations can n~alte 

i n  regard t o  soc la l  action.  Literacy a l so  bears relevance t o  the  b s t i n c t i v e  

modes of t h e i r  soc la l  perception of mental morbidity a s  well  a s  t h e i r  a b i l l t y  

t o  soc ia l ly  contain cer ta ln  forms of mental i l l n e s s  i n  cont rabs t lnc t lon  t o  

others - fac tors  which would d i rec t ly  lnfrlnge upon the spectrum of c l l n l ca l  

responsibi l i ty  of the  mental health services. 

Other factors  lnclude the degree and r a t e  of urbanization and popula- 

t l on  migrations, the  degree and r a t e  of technological development and indus- 

t rza l iza t ion .  The age-structure offhe population and the r a t e  of change 

of this s t ructure  a l so  determine t o  a degree what klnd of demands would be 

made from the mental heal th  services and t h s  I n  turn w i l l  determln~ thu 

scope of respons ib i l i t i es  o i  these services. For example, where longevity 

i s  high, geriatric psychiatry w i l l  f igure  high among the responsibl l l ty  of 

mental heal th  services. Employment facilities a lso  a f f ec t  t h s  patsbrn I n  

a way. Wherc hordes of able-bodied, able-mindtd individuals a re  waltlng i n  

cues fo r  employment, rchabi l i ta t lon programmes f o r  the mentally slclc become 

matters of low o r  no priority, but where a country has shor t - fa l l  o f  manpower 

a s  against  i t s  employment opportunities, r lhab i l i t a t i on  naturally asmnes 

hlgh pr ior i ty .  

Demands and expectancies of urban populations from mental heal th  services 

a r e  d i f fe ren t  from those of ru ra l  populatlons, and wherever attempts have 

been made t o  reach the ru ra l  populatlons the scopc of mental heal th  scmnces 

had t o  be adjusted t o  the  new demands and expectancies. 



Predominant soc ia l  problems of a community a l so  t o  some degree 

influence the ro le  spcctmm of the  mental heal th  services. To i l l u s t r a t e :  

"the cndemc manifestations of violence i n  Latin America can hardly be 

surpassed by those i n  any other pa r t  of the world" (Leon, 1972). For the  

population between 15 and 44, there, homicide 1s the flrst cause of death 

vrith r a t e s  of 61 and 47 respectively (WHO, 1967). Opiates a r e  a great  

pest i n  Thailand (Aroon, 1971) alcohol i n  East Africa (&man, 1972), and 

venereal diseases i n  Jamaica, rzbiakr top the list of physical pathologies 

i n  psychiatric hospi ta l  pat ients  (Burke, 1972). A s  a r e su l t  of such 

factors,  while cer ta ln  psychiatmc disorders w i l l  f igure  predominantly i n  

the  respons ib i l i t i es  of the mental hea l th  s e m c c s  i n  one country, it might 

be almost absent from that of another. 

Characterist ics of Existing Mental Health Services 

The organizational pat tern of the  exis t ing mental heal th  services i n  

a community determines fo r  them the scope of t h e i r  c l l n i c a l  responsibil i ty.  

For example, the existence of 'Asylums', Half-way Houses, Day Care Hospitals, 

Child Guidance Clirucs, Walk-in Clinics, Suicide Prevention Services, 

Deaddiction U n i t s ,  Telephonic Services and the l i k e  a re  a variety of commi-c- 

ments t o  cer ta in  segments, smaller o r  larger ,  of the spectrum of mental heal th  

problems. Each kind or" service ca t e r s  t o  a par t icu la r  kind of c l i en t e l e  

and the overal l  spectrum of c l l n i c a l  conditions being looked a f t e r  by the 

mental health services, thus, depends upon the spectrum of such services. 

These services, oncc ins t i tu ted ,  generate t h e i r  own need, and establ ish a 

negotiated order within themselves and within the administrative and economic 

s t ructure  of the communities so tha t  t h e i r  existence becomes sdf -pcr -  

petuating. 



A t  times, some of the  avai lable  services  demand grea te r  inputs  

compared with t h e i r  outputs. Some of these services  even thmrw up 

ce r t a ln  syndromes a s  ' a r t l l a c t s ' .  Munchanssen's syndrome 1s one such 

oxainple. Another one x s ,  what I c a l l  ' pseudopamsuicide' . Such 

syndromes which a re  by-products of the  serviccs  themselves, then, becomc a 

pa r t  of the  spectrum of t h e i r  c l i r u c a l  responsibility. 

Another mpor tan t  fac to r  t ha t  lmplnges upon tkus spectrum is the  

existence of a cornpetlng system of medical (and mental hea l th )  care  

and t he  spectrum of conditions t h a t  it spec i f ica l ly  draws t o  i t s e l f .  

I n  countries where mental hea l th  services  a r e  r e l a t i ve ly  inaccessible,  

the population has t o  f a l l  back upon the  more r e a a l y  a v a ~ l a b l e  popular 

substitutes. These may be of the  nature of Shmarusm, witchcraft ,  

exorcism, astrological remeales o r  re l lg ious  ceremonies. These, I n  

turn, reinforce magico-rnyst~cal notlons and f o s t e r  mis t rus t  and rejection 

of the  professional mental hca l th  services  even when they may &avai lable .  

Further, they tend t o  draw t o  thcrnselves ce r t a in  specla l  kinds of syndromes - 
such, f o r  example, a s  'possession syndromes', ' s e i z u r e s f ,  and ' r e l lg ious  

manias!. Among cer ta ln  populations, the  folk-healers a r e  even more adept 

I n  dealing w i t h  such syndromes than the  practitioners of ' s c i e n t i f i c  

medlcrne' . Prince (9)  has observed t h s  i n  Nigeria, Torrey (1972) 

derrves h i s  'basal  components of psychotherapy ' f rom morc umversa l  obser- 

vations of this kmd. 

I n  India,  i n  s p l t c  of  Health Centres havlng been lav i sh ly  established 

I n  the  rural areas, 'only about 25-30 per cent  of a l l  pa t len t s  go t o  v.slt  

them', $he r e s t  e i t h e r  patronize Ayurvecla o r  Unanal o r  some o ther  brand of 

folk  medicine. They a l so  tend t o  introduce t h e l r  own pecul iar  ' a r t i i a c t s '  



by popularizing t h e i r  ' theories '  a s  folk belief ( ~ e k i ,  1971). The 

' m a t  Sydrome' found i n  India appears t o  be the outcome of Ayurvedic 

theories about the gcncsis of  semen and its place i n  human health 

preservation. Such syndromes, though a r t i f a c t s  of competing systems of 

mebcare, often become the responsibility of the mental health services. 

To sum up, the character is t ics  of the mental health service and other 

existing systems of medicare tha t  compete with it i n  any given community 

determine t o  an appreclable extent the spectrum of conditions tha t  would 

come under the care of the mental health services. 

Factors Relatina t o  Personnel Resources: 

What kind of mental health personnel a community has, t h e i r  number, 

t h e i r  distribution, and t h e i r  predominant sc ient i f ic  orientation determine 

what kind of c l in i ca l  burdens they are likely t o  shoulder. 

If a community has no specially trained mental health personnel (and 

t o  be sure, there are  still a number of countries altogether without such 

personnel) it has perforce t o  f a l l  back upon i t s  general medicare and 

public health services t o  ca ter  f o r  mental health needs. The same applies 

t o  countries where mental health personnel are fcw and far between. "It 

is i n  these countries observes U n  (1969) that the general practit ioner has 

t o  shoulder much of the mental health responsibility - yet, there is l i t t l e  

indication so  f a r  that Ws is  being realized by the proper quarters. ?hat 

is what makes the picture grim". 

Whereas the number of psychiatrists i n  most developing countries is 

very low, it di f fers  from region t o  region. I n  most Afdcan countries, 

it is, perhaps, the lowest. ?fie t o t a l  number of psycbiatrlsts i n  Black 

Africa is but a few hundred. I n  twenty Latin American countries, by 
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contrast, there a r e  over three thousand psychiatr is ts  (average 1-52 per 

100 000 population) (Leon, 1972) while i n  f lve  countries of South East 

Asia, the number of psychiatr is ts  i s  on the average about 0.1 per 100 000 

population {Neki, 1973). Compare these figures with those obtained i n  

the be t te r  developed countries Flgures per 100 000 population even a 

decade age stood for  the iJSA, st 7 25, f o r  Smtzerland a t  4 72, England 

and Wales a t  P.OT, USSR a t  2 55, and Japan a t  2.5 (WHO, 1962) 

Where the number of psychiatr is ts  i s  small, patlent load is  proportiona- 

t e l y  great. The most presslng demand upon them is made by psychotics who 

const i tute  a bulk of the i r  clientele Their approach becomes predominantly 

somatotherapeutic, and the i r  orientation biological. An analyt ical ly  

trained psychiatr is t  becomes a misf i t  i n  such n system. He i s  more prone 

t o  s e t  up private pract ice  for  the benefit  of the ' ~es t e rn i zed  urban e l i t e ' .  

Wherever there  are  psychologists, psychoanalysts, psychiatric soc ia l  

workers md psychiatric nurses ( i n  addition t o  psychiatr is ts) ,  they hzve 

also t o  make the i r  own niche l n  the mental hezlth services, and these 

services, then heve t o  \adapt t o  lhe specif ic  professional proc l iv i t ies  of 

such personnel. 

While i n  most places, these categories of personnel have functioned 

s ide by side, and i n  collnboretion with psychiatr is ts ,  i n  some places, they 

have functioned ,?part from him, especially i f  he were ~ l t o g e t h e r  absent 

frov the  scene I am aware, a psychiatric nurse v i r tua l ly  remained i n  

charge of an asylum i n  Nigeria for  a number of years u n t i l  a trained 

psychiatr is t  became availsble 

The dis t r ibut ion of personnel also makes a great difference In  some 

places, most psychiatr is ts  are engaged i n  manning psychiatric hospitals.  



I n  Indfa about 4(3$ of the psychiatrists are  found t o  man mental hospitals, an 

equivalent proportion i s  engaged i n  teaching i n  medical colleges and very 

few are i n  private practice. I n  Latin America, on the other hand, ovcr 

one third of the psycluatrists are exclusively i n  private practice and 

about a quarter appear t o  be engaged i n  part  time practice (Leon, 1972). 

The predominant orientation of psychiatrists i n  these countries id dynamic - 
analytic, while tha t  of the ones i n  India is eclectic.  It appears, 

wherever t h e  ethos of American psychiatry has had i t s  influence, dynamic 

approach became the doninant orientation and private practice the principal.  

professional commitment. 

The andromes: 

There are only few syndromes, which are inasputably  t h e  responsibility 

of the mental health service. Plese mainly lnclude the functional psychoses. 

Even some psychoses i n  many developing countries are caused o r  accompanied 

by somatic i l lnesses  of various kinds. These may include malnutrition, 

chronic infections l i k e  syphilis, tuberculosis o r  leprosy, acute infections 

and communicable diseases with t h e i r  sequellac, hclminthic infestations, and 

climate calamities,e.e;. heat stroke and dehyrlration. A psychiatrist, 

merefore, has to keep up with h i s  internal  mehcine i n  looking a f t e r  these 

patiqnts. 

Organic brain conditions generally go t o  neurological semrices unless 

they show a frank psychotic breakdown o r  become behavlourally unmanageable. 

Psychoneuroses and psychosomatic conditions, even i n  countries w i t h  most 

well developed mental health s e m c e s ,  are belng looked a f t e r  predominantly 

by the general physicians. I n  the m, fo r  instance, 95% of psychoneurotics 

a re  being looked a f t e r  by t h e  general practitioners. It is not that the 

psychiatrist  is unwilling to-treat them. Ilhe predominantly somatic 



symptomatology of most of the neumtlc  conditions necessi ta tes  a physician 

t o  be consulted almost invamably i n  the  first instant .  Where, the  

number of p s y c h a t r i s t s  i s  s m a l l ,  there 1s greater  reason f o r  psychoneuroses 

t o  remarn the  ongoing responslbi l l ty  of the  general practitioner almost 

entirely. 

I n  the  f i e l d  of mental deficiency, the educable defective w i l l  be 

the  responsibxllty of the  educatxonal s e rnces .  However, there a re  cascs 

of severer subnormdlty which ml l  require institutional care and/or treat- 

ment such as,for instance,  those caused by metabolic and endocrine causes, 

o r  those tha t  can be ameliorated by surgical  intervention. However, only 

about 15% of retarded children a re  affected t o  such a degree t h a t  they must 

be considered ~neducable. Thus, the  main responsibility i n  this fielc? would 

r e s t  wlVl the  educatxonal servlces, mental heal th  semnces provldlng consul- 

tancy arrangements and care of a l imlted number of re tardates  t ha t  rcqulre 

professlondl care. 

Areas such as  delinquency and psychopathy, drug addiction and alcoholism 

w l t h  vridespread soc ia l  pathology as  t h e i r  substratum, c a l l  f o r  soc l a l  act ion 

far beyond the l imitcd scope of the mental h e d t h  s e m c e s .  Cl inical  

responsibi l i ty  of ment<al heal th  services i n  these areas can be but l i m t e d  - 
only looking a f t e r  those showing o r  tending t o  show psychotic breakclowns. 

Preventive servlces unless strengthened by appropmate and widespread soc l a l  

measures and adrmrrlstratlve and p o l l t i c a l  reform usually pmve t o  be s t e r i l e .  

I n  many cases, they r a i s e  publlc expeatancles vslthout commensurate resources 

belng av-lable and so only thwart e f f o r t  and enthusiasm of workers. Mentd 

heal th  s e m c e s  should, however, provide consultancy expertise t o  planners 

of relevant socla3. action. Personality counselling can be considered a luxury - 
and may be l e f t ,  a s  it a l w a y s  i s  l e f t ,  t o  a pr ivate  arrangement between those 

who have the  resources t o  purchase lt and those who have the expertise t o  s e l l  it. 



Conclusion? 

To conclude, qne may say, that no universal prescription can be given 

regardfng the extent of cllnical responsibility of the mental health services 

in any given community. It will be determined by a horde of factors, the 

more important ones of which have been discussed above. 

In most developing countries mental health services are still rudimentary. 

This is a happy situation in so far as they have not yet been bound down into 

the strait jackets of already established institutions and service patkrns 

many of which-are of questionable utility. It is important, therefore, for 

the planners of mental health services in those countries to weigh the pro- 

jected mental health needs of their communities against the manpower and 

other resources likely to be available and to predetermine what would be 

the spectrum of responsibilities of the mental health services in their 

judgement. In this, it would also be necessary to determine the relative 

responsibility of mental health services in areas where they have interface 

interaction with other services such as the educational, social welfare, 

public health, legal and administrative agencies. 
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