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A meeting of the PG faculty, including serving and retired,
was held under the Chairmanship of Prof Vivek Lal, Director,
PGIMER, Chandigarh on Saturday the 13" July, 2024 af
01:00 PM in the Lecture Theatre — 1, to condole the sad
demise of Prof Vijoy K Verma, Former Professor and Hea

Department of Psychiatry.

The Faculty expresses its solidarity with the family in this hour

of grief-and prays for the peace of the departed soul.
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Glimpses of Condolence Meeting Held at the Institute on
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Y Date
CONDOLENCE

The Department of Psychiatry, PGIMER, Chandigarh, India (hereafter “the
Department”), expresses its profound condolence at the sad demise of Professor
Vijoy K. Varma (6" November, 1937 — 11* July, 2024), Former Professor and Head of
the Department.

Professor Varma will always be remembered with utmost respect as the chief
architect of the academic ethos and infrastructure of the Department from its
nascent days when he joined the Department in 1969, guiding it like an expert
navigator to help it grow to a national and even internationally respected stature in
terms of teaching, service and research. In one sentence, the Department would not
the same without his pivotal and consistent inputs over a period of 27 years.

May God grant him eternal peace and grant the bereaved family courage and
resilience to bear the loss.
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Debasish Basu
On behalf of the Department
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Professor Vijoy K. Varma (known to his many generations of

students as "VKV") passed away peacefully in sleep today (11th

July 2024) in Illlinois, USA, at local time 4:45 AM. He had been
well for a while.

Professor V K Varma was a "teacher of teachers". After his higher
studies abroad, he joined the Department of Psychiatry at PGIMER,
Chandigarh in 1969 during the formative years of the institute,
where he later became the Head of the Deparecment of Psychiatry
from 1980 till 1996 December. Along with his famed predecessor,
Prof. NN Wig, Prof. Varma was the true architect of the
Deparcment. In many senses, he shaped the department's academics,
raising generations of students who became eminent psychiatrists
themselves in India and abroad.

An excellent teacher and an illustrious proponent of
psychodynamics and psychotherapy, he also utilized his phenomenal
organizational skills to contribute substantively to Indian
professional societies. He was the Founding Secretary-General of the
Indian Association for Social Psychiatry (and later President, with a
lifelong association with it), and became the President of IPS in
1989. His publications are a pleasure to read, and many are
published in the Indian Journal of Psychiatry. His contributions to
the then-nascent field of Addiction Psychiatry in India are also well
known.

Importantly, he was not just a "dry academic” - those who had
known him will vouch for his vivacity, joviality, congeniality, and
wisdom. He was, truly, a 'multi-dimensional’ man. And, clearly,
above - or beyond - the average.

He is survived by his wife, daughter, son, and their families.

Let his soul reunite with the Infinite.

Department of Psychiatry
PGIMER, Chandigarh
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Sitting (left to right): Dr K.L.Garg, Dr M.A.Basit, Sr Kamal, Dr A.Ghosh, Dr
N.N.Wig, Dr V.K.Varma, Dr D. Pershad, Sr Kulwant Walia, Dr R.S.Murthy

Standing First Row (left to right):Dr A.Misra, Late Dr S.S.Raju, Medical Resident,
Dr S.Gupta (Malhotra), Dr Manju Arora (Mehta), Sr Rajni Sharma, Mr Ravinder
Kalra, Sr Baldev Saharan, Sr U.Sidhu, Mr Jagmohan (receptionist)

Standing Second Row (left to right): Mr Deepchand, Mr Jodaram, Mr Gujara
Ram, Dr K.Mangalvedhe, Mr S.K.Garg, Dr Sohrab, Dr N.K.Kutty, Late Dr A.A.
Beg, Mr D.C.Chhabra, Dr N.R.Raju, Mr Mohinder Singh,Mrs. Omwati
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From the Family

Obituary for Dr. Vijoy Kumar Varma (July 11, 2024)
04:43am; recorded time 05:50am

Our father, VIJOY KUMAR VARMA, was born on
November 06 1937 in village MAUR, in north Bihar, the

fifth son in a major Kayastha Zamindari family. He

completed his MBBS from Patna Medical College (Prince

of Wales Medical College), and in 1965 he completed his » ¢
Masters of Science in Psychiatry from the University of i
Michigan, Ann Arbor. After many years in the United
States, he stopped in England en-route to India to earn
his DPM which led to his Membership to the Royal
College of Psychiatrists (MRCPsych) and eventually )
FRCPsych. He worked in the Department of Psychiatry in Q
“ /— Post Graduate Institute of Medical Education and

. Research (PGI MER) Chandigarh from 1969 to 1996,
! & ascending to the position of Department Head in 1980.
/ In these years he became the preeminent and most
recognized psychiatrist in India, regularly representing his
/ profession in the international arena. Our father has been
a Visiting Professor at Guy's Hospital Medical School,
% London, UK; Al-Arab Medical University, Benghazi,
/4' Libya; Banaras Hindu University, Varanasi, India; Vilnius
University, Vilnius, Lithuania; and Columbia University,
New York, NY, USA; and a Clinical Professor of
C\i“’ Psychiatry, New York University, New York, USA. He
- was a Diplomat of the American Board of Psychiatry and
. Neurology; and is a Fellow of the Royal College of
/ Psychiatrists (UK), American Psychiatric Association, and
’ g;onal Academy of Medical Sciences (India).
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He had won virtually all awards in psychiatry and mental
health at the national level in India. He had executed 37
funded research projects, including ten WHO projects. He
had, to his credit, about 250 publications, including six
books, ten monographs and 30 book chapters.

Of the major professional organizational responsibilities,
Daddy had been the President of the Indian Psychiatric
Society (1989-90), and the Indian Association for Social
Psychiatry (1992-94). He was the President of the 13th
World Congress of Social Psychiatry (1992). He had
been bestowed with the title of the Patron of the Indian
Association of Social Psychiatry and is the Patron of the
22nd World Congress of Social Psychiatry, 2016. He is
survived by his dear wife, Nirmala Varma; they celebrated
their 66th wedding anniversary just 3 weeks ago. He is
P - survived by his children, Rina and Raveesh, both of whom
/’ followed in their father’s footsteps in studying for their
& Masters degree from the University of Michigan. He is
survived by his loving daughter-in-law, or “daughter-in-
love” as he preferred to word it, Anjul Varma. He is
/ survived by four grandchildren, which include a Michigan
alumnus, a successful financial adviser, a Junior at
~,  Michigan, and an Eagle Scout. He is survived by four
/4’ lovely great granddaughters. In accordance with his
wishes, his organs and body have been donated for
medical transplant, research and education. Our father
C\i‘" accomplished a lot in his life, he was considered a

mathematical genius by many.
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\ He was a voracious reader who passed his love for books to his
h . children; erudite, witty and well-mannered, with an apt quotation
" U in English, Hindi or Urdu always ready at his lips. He is a role
model for many and an example to his family. As profoundly
painful as this time is, 1 cannot help but think that the following
lines by Mohammad Iqgbal (1877-1938) are fitting; in fact, |

\ daresay he would delight in their quotation:

N\

“/Sitaron se aage jahaan aur bhi hain
Abhi ishq ke imtihan aur bhi hain

Tahi zindagi se nahin ye faza’en
yahan saikdon kaarvan aur bhi hain

qgana’at na kar aalam-e-rang-o-buu
par chaman aur bhi ashiyaan aur bhi hain

agar kho gaya ek nasheman to kya gham
maqamaat-e-aah-o-fughan aur bhi hain

tu shahin hai parvaaz hai kaam tera
tere saamne aasman aur bhi hain

issi roz-o-shab main ulajh kar na rah jaa
ki tere zamaan-o-maqgaam aur bhi hain

gaye din ki tanha tha main anjuman main
yahaan ab mere raazdaan aur bhi hain”

Rina Sahay Raveesh 8 Anjul Varma (Anushi &
Shubhaang)

C’}g Abhishek 8 Mai Sahay (Jasmine & Kaiya)
Aashna 8 Chriscopher Cross (Leela 8 Sheela)
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Faculty Colleagues

of Department of
sychiatry, PGIMER,

Chandigarh
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Chairs(left to right): Dr B.M.Tripathi, Dr A.Malhotra, Dr S.D.Sharma, Dr
V.K.Varma, Dr B.B.Sethi, Dr I.C.Pathak, Dr N.N.Wig, Dr S.Malhotra, Dr D.Pershad,
Dr S.K.Verma

Standing (15t row): Dr M.Mehta, Dr S. Jain, Dr R.Narula, Mrs Gurbachhan, Mrs. V.
Pillai, Mrs Harjinder, Mrs S.G upta, Mrs C. Reddy, Mr H.Kumar, Mr S.C. Mudagail,
Dr A.A.Beg, Dr G.Gopal Kroshnan

Standing (2ndrow)(left to right): Dr L.N.Gupta, Mrs. M.Khan, Dr K.Chandiramani, Dr
R.Chadda, Dr S.Kherda, Dr S.Girimajhi, Dr R.C.Sidana

Standing (3rrow) (left to right): Dr R.S.Lamba, Dr K.R.Abraham, Dr S.Joseph, Mr
A.]Jain, Dr S,Bhave, Dr P.S.Gill, Dr S.K.Mattoo, Mr A.K.Misra, Dr S.Mittal
Standing (4% row) (left to right):Mr DeepChand, Dr A.Avasthi, Dr S.K.Chaturvedi,
Dr S.Sharma
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Nostalgic Farewell to Prof Vijoy Kumar

Varma
Way back in 1969, 1 would often greet and meet Prof. V.K.
Varma in corridors, staircases, ramps and lifts of the Nehru
Hospital of the Institute. He had recently joined the
Institute as Assistant Professor in Psychiatry and | was a
houseman in medicine. At that time, he was famously
known for two things - his blue-coloured clip-on dicky bow
that he often wore in the OPD, and his regal Mercedes-Benz -,
automobile which he drove to the Institute every day. ‘

My first formal encounter with him was in January 1970 in
Psychiatry OPD when | presented my first OPD patient to
him for consultation after work-up. | had no experience in
psychiatry; hence, my history of the patient, examination
and presentation were very flimsy. The patient was an
elderly gentleman and | all could tell him was that the
patient was crying inconsolably, was uttermg ‘everything is ~» -
finished, nothing exists, and I do not exist”. He was aware
of the circumstances of my entry in the department as a
Psychiatry Resident, gave me a solemn meaningful look and
pronounced three words which sounded Greek-Latin
mumbo-jumbo to me: “involutional melancholia, nihilistic
delusions and Cotard’s Syndrome”. He exhorted me to read
psychopathology and phenomenology. This was a divine , =
command, pursuit of which led to reading Frank Fish and '. > b
Karl Jaspers and in years to come, led to modest research in "’“?Zf_;
phenomenology and teaching nuances of the same to g 2
residents.




He excelled in teaching of psychodynamics and .
psychotherapy. When we were residents, he had an orange o
brown coloured hard cover notebook containing notes on N>
the subject. He gave wonderful discourses on these subjects, ~ hi %
mostly extempore, occasionally squinting at the notebook. £ ‘
When | re-joined the Department in 1983, he still had the
same notebook and continued to do so till he sought
voluntary retirement. Although, with passage of time, the

yet his teachings of psychodynamics, psychotherapy and
psychopathology became more and more sophisticated and
scholarly, His ideas on these subjects crystallized in the
publication of his most famous paper in the IJP on the
nature and meaning of “epistemology”’, a term many of us
(self-included) cannot even pronounce properly!

He was highly intelligent and possessed immense knowledge &
in wide ranging subjects like philosophy, culture, religion,
socio-sciences, natural history, science and technology. It
was a rare treat for us to witnhess Prof. Wig and him in lively
breath-taking discussion on any of these subjects in the
coffee room. One learned so much from these discussions
and many of us became aware that psychiatry was not
limited to just reading textbooks but to be a good
psychiatrist one had to possess knowledge about these
subjects as well.



He was a sober, serious and dignified person in professional
settings, therefore, to watch his other persona of a jovial,
jocular, friendly and shayarana individual in social settings
away from work defied imagination. On many such
occasions, he was one of the last persons to partake dinner,
but more amazing than that was the sight of him holding
the dinner plate at an obtuse angle yet not allowing a
morsel of food to spill out!

He was extremely hard working, meticulous and orderly.
He followed his goals and tasks with tenacity. His command
over English was superb and his delivery of talks and
lectures was impeccable. He had immense capacity to
generate work for others and for many such blessed
individuals like me, it was a blessing in disguise. For
instance, he passed on many research projects for financial
support from various funding agencies like the ICMR, DST
received by him for evaluation to me for my comments and
as a junior faculty under his guidance | acquired the skill to
assess scientific works.

He was a charismatic personality who will be missed by
innumerable people and the void created by his departure
will remain forever.

Adios, Sir.

Parmanand Kulhara




E Department of Psychlatry, 1985 i

DEPARTMENT OF PSYCHIATRY
Postgraduate Institute of Medical Education and Research, Chandigarh.




Department of Psychiatry, 1986
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Remembrance

I convey my deep feelings of shock and sadness at the
passing of my revered teacher Prof Vijoy K Varma. |
feel a sense of personal loss and a void in the realm
of academia. His sharp intellect, clarity of thought,
wide horizon and phenomenal memory reflected in
discussions would be an intellectual’s delight and
could leave anyone spell bound. | have had the
pleasure of having a very close and a long association
with him, spanning over 22 years first as a student
when | joined PGI in 1974 as a house physician, then
as a faculty colleague from 1979 till 1996 when he
took voluntary retirement from PGI. He was my
teacher in MD Psychiatry and also my PhD guide.

When he became the head of the department in
1980, he handed me down the full charge of the
then Child Guidance Clinic which was a weekly clinic
at that time run on Tuesdays in psychiatry OPD. This
opportunity became my area of specialisation over a
period of time and Dr Varma was highly supportive
of all my efforts and plans in developing the discipline
of child psychiatry in PGI. He whole heartedly
supported my proposal of starting of DM in Child
and Adolescent Psychiatry in 1993 which was
announced by the then Director PGI on the occasion

of 30 years celebration of the Department.

Unfortunately Dr Varma took early retirement before
this proposal could see the light of the day. Contd...
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He designed a robust and structured teaching
program for MD psychiatry in PGl which has stood
the test of time for over five decades. He was an
excellent teacher, great researcher, orator with
excellent writing skills. He possessed great command
over language, had highest linguistic sophistication,
and he would invariably correct us during our
communications and presentations over wrong
expressions or wrong use of words. In addition to his
erudition in the subject of psychiatry, he was highly
knowledgeable in Urdu poetry, Hindi literature,
Indian cultural and caste system. He had special
penchant for the social dimensions of human life. He
was basically a humanist who believed in human
equality, dignity and autonomy. His interest in social
aspects of mental health and illness led him to initiate
a new professional society namely “Indian
Association for Social Psychiatry” of which he was
the founding fellow and remained as lifelong patron.
He was highly respected in psychiatry circle at the
national level and had been the President of Indian
Psychiatric Society in 1989-90.

No one ever heard him lose his temper. He was a

mathematics wizard and had a great sense of humour.
Contd...
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Apart from working as a faculty colleague in the
department of psychiatry at PGI, I had the good
fortune of working with him very closely in the Indian
Association for Social Psychiatry and in several WHO
funded research projects which led us to travel
abroad together for many meetings and conferences.
These experiences were opportunities for continuous
learning of not just psychiatry but also of how to
organise conferences, how to interact and act in
international events and gatherings, how to excel and
maintain dignity of self, others and of the profession.
| was introduced to international scientific community
in psychiatry very early on in my professional career
and these learnings have been invaluable in my
professional life.

Dr Anil Malhotra, my late husband shared a very
close relationship of mutual trust and friendship with
Dr Varma. We had umpteen informal evenings spent
together with recitation of Urdu poetry which I will
always cherish. | always spoke to him on phone
during my yearly visits to USA. Last time | met him
in person was in the year 2019 December, before
Covid, which was his last visit to Chandigarh.
Attached is the last photo with him taken at my
home on 26t Dec 2019 in Chandigarh. In June
2024, | was in USA and tried calling him but I could
not speak to him. | knew he was unwell.

Contd...
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Dr Varma lived a full life, taught and mentored
generations of students, and I believe he will continue
to live in the legacy he has left behind in all the
students he taught and mentored and also in the
department of psychiatry at PGI that he shaped and
nurtured. He will continue to inspire future
generations of psychiatrists for a long time to come.
Though Dr Varma loved Urdu poetry but his writings
were all in prose. His thoughts and writings will
outlive him for long as expressed in the following
couplet by famous poet Mir Tagi Mir about himself:

“STTA T g1 AR F@ F1 A w1,
ar g4 SteT & AR drarer gen”
Hx

We love you Dr Varma and we will miss you always.

Savita Malhotra
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Department of Psychiatry, 1996

DEPARTMENT OF PSYCHIATRY
POSTGRADUATE INSTITUTE OF MEDICAL EDUCATION AND RESEARCH, CHANDIGARH
30 NOVEMBER, 1996 3 \
(Photograph taken on the occasion of the farewell of Prof. V. K. Varma)

First Row: (left to right): Dr Anil K. Malhotra, Dr Adarsh Kohli, Dr Savita Malhotra, Dr B K
Sharma, Dr V K Varma, Dr P Kulhara, Dr Ajit Avasthi, , Dr Debashish Basu , Dr Pratap Sharan

THE WATERSHED YEAR - PROF. V.K.
VARMA'S VOLUNTARY RETIREMENT




Remembrance
Tribute to My Guru

I first met Prof VK Varma a few months before joining the
Department at PGl during the Annual Conference of Indian
Psychiatric Society-North Zone held at Patiala. 1 was then
doing House job in Psychiatry at Govt. Medical College,
Jammu. His presence was awesome during the Conference, yet
he was so friendly with everyone including me at the Banquet

. dinner. That characterizes VKV, as he was popularly known, a
. serious and reserved teacher during the working time and and
' a man full of fun and frolic at social gatherings who would
regale you with stories, anecdotes, jokes and poetry. He
@ would transcend all boundaries of his position, age and
o stature to relate with you as a friend. He was an intellectual

giant and even pygmies like me would feel so comfortable in
his presence. | have no hesitation to state that he possessed
the superior most intellect among all the Psychiatrists that |
have known so far.

He was a dedicated teacher with remarkable ability and
patience to listen and would make apt, brief and crisp
comments towards the end. His lectures on psychodynamics ‘
and psychotherapy reflected his command on the subject. We
all as his students wished to somehow get an access to his
personal notebooks that he referred to while delivering those
lectures. 1 do not know to whom, if any, he bequeathed those
notebooks! | was fortunate to be allotted to Psychotherapy
Group that VKV supervised and still more fortunate to discuss
a case in the group for full six months of posting which
received his patient listening. A few weeks later, one
afternoon | ran across him in the Ward corridor. As usual, he
first saw through me not even acknowledging my respectful g
greeting, but to my surprise turned back and asked me to

hand over the psychotherapy case notes. 1 was elated with the

thought that finally 1 have succeeded in impressing VKV with

my work and had the temerity to know why he needed those

notes. He softly replied keeping a poker face, " I want to
eep your notes to illustrate how not to do psychotherapy".




Remembrance

He was generous, fair and kind towards his students. In our
academic interest, he issued a dictate that all exam going
Residents ought to write and submit for publication a data
based research paper before appearing in final exams. In those
days, there was 1 + 2 years system of Residency programme
with no requirement to write Thesis. Residents in the Institute
were resisting the move to introduce Thesis in this
programme. | was President of the Residents' Association,
hence, | felt compelled to defy this departmental dictate and
told him so. He did not like it but had to permit me as per
the rules to sit for the exam. Against all the apprehensions, |
was declared successful on merit with flying colours!

He trusted me as a Senior Resident and invited me to join the
Faculty upon my return from a stint abroad. Now, | saw him
still more closely. 1 learnt so much from him. None of my
teachers has impacted me as much as Prof Varma. He taught
me how to draft letters and articles. He was a master
craftsman of words. It was amazing to watch him dictate to
his stenographer full articles, complete with punctuation. He
had a large repertoire of original quotes and wisecracks that
reflected his astute observations and impressions of life around
him. He was so punctual that one could set the watch by
seeing his movements in the Department. He valued good
manners and etiquettes. He could tolerate dissent and even
criticism. But, he expected complete loyalty!

He was a grand and perfect host, of course, with the full
cooperation and involvement of Mrs. Varma. | still

carry warm and pleasant memories of dinners at his home
that 1 often attended with my family. Travelled extensively
with him and never for once he allowed me to pay anywhere.
He was fond of good life with superb taste for food and
drinks. Always immaculately dressed. A true aristocrat!

Y -



Remembrance

He would often surprise me, unexpectedly walking down to
my office and taking me along for lunch and beer at
Chandigarh Club or walking up to my house and taking me
out for an evening walk together. His last but most pleasant
surprise was his unannounced appearance at the wedding of

' my elder son. That was the last time | met him and received
his blessings!

@
o That is how | remember my Guru!

Ajit Avasthi

-
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Remembrance
“VKV”: Some imprints

Professor & Head Vijoy K Varma (“VKV”) was
introduced to me in 1980 even before | had met him.
Dr Surinder Dabgotra, who had then recently passed out
from our Department, had become a Registrar at my alma
mater Government Medical College Jammu, and had
agreed to tutor me for the entrance test for MD had said
— even if ‘extremely angry’ his scolding will be of just 2-4
words. The entrance test involved meeting him over the
last part - the viva, when he smilingly corrected me for
the 9 of ICD-9 standing for a ‘revision.... not edition’.
When | reported to him for joining on the 9t of January,
an hour-long wait outside his office made me realize that
he could be a stickler for the ‘rules’ - he thought the
administration had flouted the rules in permitting me to
join late.

From that day to 1996 when he completed his tenure in
the department it was an unending series of lessons that
extended from professional knowledge and skills to the
basics of life. He was as unsparing in expecting my best as
he was generous in forgiving my failings. As a man of
psychodynamics, he surprised me by correcting me on the
steps £0 conduct a dexamethasone suppression test.
Beyond academics, he would detail how to chaperone a
chief guest to the venue and the dais in a social event.

Contd...



Remembrance

Once he had a series of correspondence with a junior
faculty in another department, ending in a complaint to
the head of the department, till that faculty stopped
misspelling his surname (Verma vs. Varma) in gperiodic
official notices. Another time he displayed the power of
the word/s to show a person his place: In a team meeting
when a member said ‘We had decided’, he pointedly
asked ‘What do you mean by.... we’, and that member
was forced to acknowledge ‘I.... had decided’. | also
fondly remember his oft-repeated gem - ‘I don’t take a no
unless repeated a hundred times’.

My career as a faculty member in the department too had
his blessing as a Head. For an ad-hoc post of a Lecturer, |
applied from CIP Ranchi. Soon after | was visiting the
department when | was told the interview was slated for
just a few days away. | pleaded with him that | could not
stay for the interview. He just said “Theek ji”, and my
application/candidature was considered and approved ‘in
absentia’.

The fraternity will always remember him as a brilliant
academician, a great teacher of psychiatry in general and
psychoamalysis in particular, professional globe-trotting,
and for excellent hospitality finished with a topping of
Urdu Shayari.

S K Mattoo

0



the sad news that our beloved
uru is no more. Please convey
my heartfelt condolences to my
Guru, Prof Varma's family

Arun Kumar Misra
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Remembrance

So sad to know that Dr VKV is no more. A .>
fine gentleman, true academician, a thorough 4
researcher, greatest teacher of Psychoanalysis,
Psychodynamics. He had a wonderful sense of
humour and wit. Would recite tables of 2.5

and 3.25 in coffee room ( cannot forget) the
arithmetic skills he had. Was an all rounder

on various topics in geography, anthropology

and Urdu poetry. He was very democratic and

a wonderful human being. Will miss him a lot.

I lost my guide, my philosopher, my mentor,
and a father figure.

May his soul rest in eternal peace.
Condolences to his family.

= Adarsh Kohli




o 0By,
Enjoying dinner at the 13th World Congress of SOClal
Psychiatry, Delhi, 1992 .
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4 Former HOD’s in One Frame 3
Date: 22.09.2013
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From left to right: Savita Malhotra, Dr V M Katoch, Dr Yogesh Chawla, Dr P
Kulhara, Dr N N Wig, Dr V K Varma, Dr Ajit Avasthi

5 Former HOD’s in One Frame
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Sorry to learn about the sad demise
of Dr Varma. | learnt a lot from him.

My condolences to family. May his
soul rest in peace.

Ritu Nehra




-

> Farewell of Prof N N Wig
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FAREWELL TO PROFESSOR N. N. WIG

The Members of
the Department
f Psychi
Sl of Psychiatry & WHO Collabor
stitute of Medical Edu ollaborating Centre for M
cation and Research, Ch or Mental Health
andigarh.

12th June, 1980
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Remembrance

The news of Prof. V.K. Varma passing away comes as a shock.

Prof. Varma was very important in my professional
development. Though it happened, 52 years back, | still value
the way he encouraged/supported Dr. Anindya Ghosh and
myself to undertake a follow up study of behaviour disorders in
children, present it at the 1973 Annual Conference of IPS at
Chandigarh and publish it, with Dr. Ghosh and myself as the
first and second authors, with him being the third author.!!This
was when we were only residents. This was only the beginning
our publication journey with him.

He was also my personal psychotherapy supervisor and shared
my clinical skills of psychotherapy. I have rich memories of his
guiding me to be a caring professional. He took pride in the
progress of his students and colleagues.

His contribution to psychiatry is monumental. He was one of the
founders of Indian Association of Social Psychiatry.

His range of interests and his ability to see the ‘bigger picture’
was very very special.

I want to recall Prof.Wig’s writing, the following as part of the
Foreword to the book: ‘ Culture, Personality and Mental llIness:
A Perspective of Traditional Societies’ ( Varma, VK, Kala AK,
Gupta N, Jaypee,2009)

‘“What impressed me most about Vijoy Varma, right from our
early years, was his amazing range of interest within psychiatry,
and Allied Sciences as well as beyond psychiatry, in Literature,
General knowledge, Geography, Urdu poetry, Law and many
other subjects. He is gifted with excellent memory and can bring
out at the spur of the moment long forgotten references to

| score points in any discussion’ .

Contd.... |5,
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Further, he noted,

“ It is true that I started the deparcment in 1963, but Dr. Vijoy Varma’s
tenure of 27 years (1969-1996) was much longer than mine and most of
the credit for the present eminence of the deparcment as a leading center
for research and training in psychiatry, is due to him’

I would like to recall his valuable observation of about culture
and mental health in the book | have referred above:

“Overall, we live in an increasingly shrinking world, which is rapidly
reducing the world virtually to a global village. The ease of travel,
exploration and migration have resulted in increasing familiarity with an
interest in other societies, other cultures, other religions and other
philosophies. Differences across countries have been taken note of-from
differences in personality to social organization, to mental illness and its
treacment. This is the reality. As professionals, we must be aware of it,
and adapt co ic?’.

It was only last year in September 2023, we heard his video message.

Prof. Varma lived a rich life and influenced mental health of India in a
number ways.

I will miss him.

May his soul rest in peace and the family have the strength to bear the
loss.

OM Shanthi.

R. Srinivasa Murthy
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Remembrance

VIJOY K. VARMA, MD (1937- 2024)

Dr. Vijoy Varma and | joined the Department of
N Psychiatry at PGIMER, Chandigarh within a few months of
each other towards the end of 1960s. I arrived as an
awkward, fumbling, a little unkempt, and wild but talented,
studious and ambitious young resident. He joined the faculty
. as an Assistant Professor who had recently returned from the
L= United States. Hailing from Bihar, married into a politically
Y powerful family on the national scene, not knowing a word of

.
| ‘Q Punjabi language, owning a Mercedes, and adorned with
- € American and British degrees after his name, Dr. Varma
- 9 seemed as foreign to the modern heart of Punjab as I, an
: Urdu speaking Muslim boy from a distinguished literary family
= from Lucknow, was. We had the ' kinship of aliens' that was
?}’ palpable and yet forever remained unspoken between us.

Over the next four years that I spent at PGl (1969-
1973), Dr. Varma and | had numerous interactions. The
professorial triumvirate of Drs. Narendra Nath Wig, Jagdish
Teja, and Vijoy Varma influenced me greatly but with each of
its members caused a different impact and imprint upon my
career. Restricting my comments to Dr. Varma here, three
significant memories readily emerge. With only a slight
exaggeration, the interactions these memories involve turned
out to be life changing. First, it was upon his encouragement
that I read my first book by Sigmund Freud, a work that =
affected me deeply and forever. Second, he and | co-authored
a paper that was published in a 1972 issue of Samiksa, the "‘

journal of Indian Psychoanalytic Society in Kolkata; this was
my first psychoanalytic publication, so to speak. It is not a
great paper and perhaps not even good. But it was my
introduction to the psychoanalytic scene in India. The memory

~ of these two interactions fills my heart with gratitude for Dr.
- Varma.
. The third and truly memorable interaction involves our : N

collaboration on study of anti-Muslim sentiment in India.

Extrapolated from the celebrated Adorno-Brunswick study of
antisemitic attitudes on the University of Berkely,

Contd...... |
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VIJOY K. VARMA, MD (1937- 2024)

California campus, our study involved a survey of over 2,000
N students at Punjab University across the street. Employing
Likert items on the scales of Ethnocentrism, Politico-economic
Conservatism, Anti-Democracy Attitudes, and Anti-Muslim
prejudice, our study revealed a striking and sadly reassuring
» «  concordance with those of our North American counterparts. |
5 ‘: presented the paper based upon this study at the 1972 IPS
meetings at the twin cities of Miraj and Sangli. There was quite
=< € an angry uproar from the audience which | bore with a patience
w o and fortitude that made the highly respected Mumbai-based
: psychiatrist Dr. Shanti Sheth (who was in the audience) to tell
? : me later that evening that | had displayed mental capacities of
2

becoming a good psychotherapist in the future. The question,
however, remains why did Dr. Varma himself not go to present
». this controversial paper (published in 1973 Indian Journal of
Psychiatry). My memory is vague. | think he said that he was
not feeling well. Or, did he say that there was a major family
event which conflicted with the dates of the IPS meeting?
Frankly, 1 do not recall clearly. However, far more important
than the reason behind his deputing me for this arduous task or
my being unable to recall the explanation he had given me for
it, is the fact that | never asked him about it though we met A
numerous times afterwards: here in the United States, in
England, and back home in India. Like our early 'culturally- <
alien-to-Punjab' kinship, this dynamic too remained unspoken ’,
v

between us. But such is life. We say somethings and we do not

say somethings. We understand somethings and we do not

understand somethings. The hermeneutic and ethical tension in

the resulting void adds both mental pain and authentic

creativity to life. An embodiment of such polarities was Dr.
» Vijoy Varma's life and now is the life of my interactions and N
memeory of him.
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|

We are saddened by the loss of Dr Varma. | have
had the privilege to know Dr Varma since
January 1969, as a superb teacher. He brilliantly
directed my MD thesis. Based on our research

| findings he presented a paper at Indian National

Psychiatry Conference resulting in Marfatia
Award.

I invited him as a visiting Professor at my
Department of Psychiatry at Creighton University
School of Medicine three different times. All his
presentations were scholarly and comprehensive
which earned him accolades from faculty,
residents and students.

The last time | talked to his son and him was
when he was admitted to a nursing home care
facility in a suburb of Chicago .He was always
warm, compassionate and caring clinician with
deep understanding of human psyche specially in
context of culture.

Shashi and I convey our heartfelt condolences to
his family and wish for his soul to find an abode

in eternal peace \

Subhash Bhatia, MD ‘
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I am deeply saddened. I have always :
admired, indeed loved him as a Guru. He /)
leaves a lasting legacy, including this 9N
group.
Swaranpreet Singh
It is indeed a very sad news of passing ®
away of prof. V.K. Varma sir. We have %
learnt so much from him. He was my A

psychotherapy supervisor. My interest in
psychodynamics and personality theories
Is exclusively for him. An exceptional Ng
teacher and a father figure. My deepest
condolences at his sad demise.

H. R. Phookun \§
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My training in psychiatry at PGl (July 1979) started with
the psychodynamics module for six months, followed by
psychotherapy module for another six months. Of course,
these were led by Prof VKV, which just made me more
passionate about psychiatry. I, like others, made notes,
during his classes. I kept these notes till I retired from
NIMHANS in December 2020. | would read these often
and used the knowledge in my clinical teaching of my
residents. As an examiner too, | would ask topics noted in
my notes, taught by Prof VKV.

Thinking back, it is so amusing that for many years as a
faculty, 1 had imbibed Prof VKVs mannerisms — brushing
the back of hand, sitting cross legged at an angle, looking
up at students gently and questioning — ye kya hai jit

My first job after passing MD was with him as a Research
Officer in the ICMR Project on Chronic pain and illness
behaviour. Most of my future work followed this and has
been on Chronic Pain, Somatization, Cancer Pain and
Psycho Oncology. 1 was impressed by his mental
calculations of the data, which made me so interested in
statistics, that | always did statistical analysis myself, even
before the statistical software existed. | wrote many papers
under his guidance in the early part of my career and
picked up useful skills in writing and publishing.

Contd....
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I had the pleasure to spend good time with him when he
visited NIMHANS. He gave me many snippets of gyan.
One | cannot forget. In early 1980s there were not many
of my contemporaries who published regularly. 1 was
probably prolific (by that era standards), when Prof VKV
wrote to me to ‘slow down’. He told me later that 1 would
get noticed ‘unnecessarily’ and antagonize people. Initially,
I did not understand and of course got into all types of
problems and “victimization’. Later, | followed his advice,
and focused more on reading and teaching than “writing’.
Enjoyed my life and career on a low-profile route.

Thank you, Sir, for your hand in shaping my life and
career.

You had many students, but | had only one teacher like
you, Sir.

You will always be with me in my mind.

Santosh Chaturvedi

% -




&

Remembrance

v &
38

» From the very first time | saw Dr VKV in
®
'0

1980, I looked at him with awe, respect

 and reverence. His breadth and depth of
theoretical knowledge of psychiatry and
allied disciplines was awesome. He was 3
instrumental in nurturing my intrinsic Q
interest in psychotherapy, which has left "3
its mark to this day.

Saddened by his passing away.
Condolences to his family.

] Satish Chandra Girimaji
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) his surviving spouse, children and grandchildren.

Yes, | saw the sad news early morning today. Following
is my brief write up in honour of late V. Varma.

With a heavy heart | write this memorial in honour of
late Professor Vijoy K Varma. I learned about his passing
away early in the morning whilst browsing through my
email.

Vijoy Varma was an exceptional, multitalented and
humble individual. I joined PGI as a resident a year after
he joined the faculty in 1969 as an assistant professor.
He was my supervisor for my MD thesis. He had this
remarkable ability to patiently guide me through the
intricacies of research, me being an impatient man. |
could not have asked for a better mentor and latterly my
friend.

I still remember his lectures on psychodynamics and
psychotherapy. He had a large, long note book which he
used for his lectures. 1 along with my peers always
wanted to get his notes to copy but he guarded them
obsessively. He had a fantastic memory of various Urdu
poetry and I vividly recall him reciting them during social
meetings. | have fond memories of several enjoyable
evenings at his house.

Professor Varma will be sadly missed. My prayers are for
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It’s a huge loss for all of us....

During my early days in the US (2005-
06), Dr. Varma involved me in some
scholarly work, thanks to Professor Dr.
Savita Malhotra for connecting me with
him! I fondly remember him describing his
rich notions about many intricate aspects
of the “ Indian Personality’ (vs the Western
one): totally extemporaneously.

o RIP Dear Dr. Varma...

? ' Basant Pradhan




Indeed it is sad to hear his news.
Professor VK VARMA WAS THE
LEADERSHIP TEACHER.

I remember every events when we
meet him.

All of us will not forget his interest
on us and how he presented the
knowledge of psychiatry to us.
May his soul Rest In Peace prof.
Varma

Condolences to his family

Asad Abughalyoun
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=“"*| Very sad to know about the demise of
Professor V.K. Varma, former Professor

s and Head of the Department of
Psychiatry, PGIMER, Chandigarh. He was
a great teacher and an erudite orator. His
lectures on psychodynamics unravelled the
depth of the personality and were
extremely exhilarating. He was my
teacher, guide and mentor, who exhibited
deep forbearance during examination of
patients. It is an immense loss to all of us
and the discipline of psychiatry. I extend
my deep condolences to the family

of Professor Varma who lived a full life,
and contributed a lot to the society. Let us
all cherish his memory as he lives in our
.| hearts.

Col (Retd.) Rajinder Singh




It is indeed the end of an ERA.

There is no parallel to his lectures

;&;: on Psychodynamics. After 40 years .
Do I still carry his notes on 3
® o

psychoanalysis as a proud
possession. May he rest in peace in
his heavenly abode. Exemplary act ‘
in the service of the people.
During his lifetime as well as after
death he dedicated himself to the
cause of education. There can be
no better contribution to the
society.

RC Jiloha [Tl
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In a department full of outstanding
brilliant people, VKV was the
shining star, outshone everyone.
Rest in peace Sir, no one in PGI

) s~ who came in contact with you (as

residents, colleagues and patients
and families) will forget you. Last
saw Sir in 2013 Golden Jubilee
reunion. He remembered my health
problems that had happened in
early 1990s in UK though I had
never told him (someone in the
department must have mentioned
to him). Such was his amazing
memory.

Q. < Sudip Sikdar
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Deeply saddened to hear about the
demise of our dear Professor Vijoy K
Varma. He was a living legend in
psychiatry. For his students like us, he
was not only a great teacher, but also
a tall leader and a dear friend.
Although he was somewhat strict in
the department, outside of it, he was
full of fun and humour. | had the
privilege of hosting him when he came
o Calicut for the annual conference of
dian psychiatric society in 1991 and
later at Geneva. During an APA

. meeting in New York, he volunteered
to arrange accommodation for us, his
students. We will always deeply miss
him. Heartfelt condolences and
prayers. May his soul rest in peace. We
join the grief of his family.

Roy A Kallivayalil



Sad to hear that, a great teacher,
very knowledgeable and intelligent  g#t
man with a good heart, dedicated to # 4"
his profession and democratic in his @&~
approach. My thoughts and prayers

are with him.

P ishore Chandiramani

Deeply saddened. May his soul rest in
peace. He will always be remembered
for his profound knowledge, a unique ...
and eloquent articulation, great P
teaching qualities and superb analytic =
abilities. We lost a great philosopher
and beloved teacher. 3» fa

Vlmal Sharma
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Very sad to learn. | was in my last year
as resident when Dr Varma joined the
Department as second teacher.

He was not only my teacher, but a
great friend, | can cherish those
moments of having Dinner

and gossip with him.

Roshan Lal Narang

|\ %
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Really sad to hear about the sad demise
of respected teacher Prof V K Varma,
he was a great teacher and his teaching
in psychodynamics , psychotherapy and
transculcural psychiatry has been the
backbone of our basics in practice. His
command over English language and his
choice of words had no match. He will
always be alive among his students for
his teachings.

Heartfelt condolences to the family.

gMay his soul rest in peace.

:\lRoop Sidana
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A great teacher is physically no
more. As many have noted here,
his wonderful lectures on
psychodynamics, his penchant for

. using accurate language, his
democratic values, and his almost
contradictory penchant for having
fun, sher-o-shayari outside the
department will be remembered for
ever and ever. Apart from
psychiatry, 1, like many of my
peers, can attribute at least a part
of our knowledge of the English
language to him. With his teaching
and linguistic excellence, he will
continue to live amongst us.

' Sudhir Bhave
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Extremely sad news. | have lost my
teacher, mentor, guide and role model. ®
= He was a stalwart in psychiatry not only |

at national level but at global level.

Heartfelt condolences to the family

members. May God grant peace to the

departed soul.

Ravi Chand Sharma
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Deeply saddened to hear of Dr Varma’s
passing. He was my professor from 1979
till 1981 during my postgraduate days in
PGI. He taught me psychotherapy and
even suggested | should pursue this as my ]
career. He often visited me at home when®*
I moved to Delhi and brought gifts for my
daughter who was born during my days in
PGIl. Who knew that one day when she
grew up she would get married to a young

@& man from Bihar. And that her father in

wNo® law would be related to Dr Varma! He

& was quite amused when I told him that we

were now related by marriage of my
daughter to a member of his family ! He
was a thorough gentleman who taught me @@
what was important in life to be a good '
human being and psychiatrist. 1 will miss
him immensely.

Om shanti

Rashmi Parhee




My guru passed away

I remember him in a unique
context. | appeared for the
interview having travelled from
Pune overnight in a leather (
bomber) jacket. Terrible dress
sense | had a very bad stammer
Could hardly articulate a sentence
ithout stammering. The interview
pecause of my stammer and dress

sense ( everyone was in suits )
I fel¢t had gone South
He was a perceptive man

Rajesh Nagpal
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Dr V K Varma was respectful teacher

I have very long association from 1971 h
was very good friend since I am settled in
Chandigarh. | participated in most of

department dinner.

My heartfelt condolences to family.

Om Shanti

Kasturi Lal Garg



Colleagues from
other Departments,
PGIMER,
Chandigarh




..f\\ N{,‘: I had the opportunity to learn

w2 R 7 f*s‘fundamentals of psychiatry during IM
Ao ‘31 rotation. He was a wonderful teacher
A and later a very dear colleague. May
God give strength to the family to
bear his loss and may his soul rest in

peace.

Subhash K Varma
Ex Prof & Head Internal Medicine and
Dean

PGIMER, Chandigarh

Prof Emeritus, PGIMER Chandigarh
Director Medicine and Hematology
Fortis Healthcare Mohali
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Vijay K. Verma)

| am very fortunate to have been a very close friend of Vijoy
K. Varma (not Vijay K. Verma) ..... I am mentioning it as |
remember how particular he was about how he was addressed
whether in speech or writing.

Much has already been written by his colleagues in the
department. | have been co examiner with him while in lady
Hardinge Medical College, and was also associated with him
in organizing international conferences as secretary, as
chairperson, and a number of events. | was impressed by his
honesty in handling accounts and ability of leadership. While
going around with him to raise funds for organizing of an
international seminar he surprised me in following a file which
was already negated and meeting a minister. He said | don't
believe the file is dead and can't be revived.

While | was a WHO national consultant in the Ministry of
Health, the Secretary Health received invitation about starting
World Mental Health Day on 10th October from the World

y . Eederation of Mental Health and WHO.

Contdd......
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Health Week' startlng various programs and activities
centered around mental health to reach a common man.
These activities were to be culminated on 10th October. | am
glad many institutions and centres took this idea seriously and
the practice continues to this day and | wish it continues as a
legacy to his well thought out initiative.

Much has already been written about his intellectual
capabilities, especially his mathematical skills to which | have
been a witness. His skills as an orator and instilling life and
humour in any activity he participated in needs a special
mention. | particularly recollect how he arranged a marriage
reunion of Jules Masserman and his wife at Ashoka hotel
lawns with all the Indian ceremonies to mark their 60th
anniversary.

Having had a long association with him and his family, | will
miss him of course. But | am sure Indian psychiatry will miss
him more, particularly as there are very few psychiatrists left
who can teach or practice psychoanalytically oriented
psychotherapy and psychodynamics.



Remembrance

Prof.Dr.V.K.Varma Sir's demise is a very sad
news for us. He is a great academician,
extraordinary research scholar with sound
clinical acumen. He was my examiner for my
National Board of Examination in 1978 at
AIIMS. Thereafter, whenever I met him in
conferences he used to immediately recognise
me and enquire about my welfare and
academic activities. It is indeed a great loss
not only for our IPS but also for the field of
psychiatry.

May His Soul Rest in Peace.

R.Ponnudurai
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ONE SETTLE, UNTIL FINAL DEPARTURE FROM
THIS WORLD--~ PROF V1JOY VARMA

| first encountered the name Prof. Vijoy K Varma in 1980,
through the ICMR study on the socio-demography of
psychiatric disorders in India, a multicentric trial with PGI
Chandigarh as the main coordinating center. At that time, | was
a nascent student of mental health, and this marked my initial
exposure to psychiatric research. For any student, a key
ingredient in crafting an academic career is having a mentor and
a teacher who embodies complete trust and dedication. Prof.
Varma, affectionately known as ‘Vijoy,” was that mentor for
me. As | reflect on my memories, | can recall numerous
meetings and moments of companionship where his guidance
and wisdom profoundly impacted my journey.

One such memorable instance was at the WPA meeting in
Athens in 1987. Prof. Varma, then the President of the Indian
Psychiatric Society (IPS), represented the organization on the
global stage. During a lecture on the disposal of nuclear waste,
he passionately reminded the world of its social responsibility,
famously stating, "...there is no place like the ‘other place’ in
this world." This statement exemplified his deep social
consciousness and unwavering commitment to the community,
values that he dedicated his life to, whether in the realm of
social psychiatry or general psychiatry.

"‘ '.‘ ." ..‘ '.' '.‘ ».. '.‘ '.. ". ... '.‘ ..‘ '.‘ '.' '.‘ ..‘ v

As time passed, our professional relationship grew closer. Prof;‘ .
Varma's reputation as an author and scholar ‘is awell- g,
documented, but his dedication to his students and colfealiies
went beyond that. da. ..
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vividly remember sending him a paper for review when | was

an editor of a journal. He returned it with a four-page review,
which resembled a fully developed article, complete with
suggestions for eight additional papers for the authors to read.
Such was his seriousness as an academician, his compassion as a
teacher, and his dedication as a mentor. He was not just a guide
but a friend, philosopher, and source of inspiration to many of
us who aspired to follow in his footsteps.

Prof. Varma also had a poetic soul. His love for Urdu ghazals
often provided a literary feast for those fortunate enough to be
in his company. There is so much more to say, but it is difficult
to capture the essence of a man who was a composite of so
many admirable qualities, and who exhibited such unwavering
commitment to his work, his students, and the world.

Later in life, I migrated from Mumbai, while he moved to
United States. Despite the physical distance, our connection
remained. | once requested him to contribute a chapter to a
book | was working on, and during that conversation, | asked,
“Sir, are you settled now?” His crisp and philosophical reply
was, “One only settles after leaving this world.” Those words
have stayed with me.

| sincerely pray that his soul rests in peace. Prof. Vijoy Varma
was, and will always be, someone who will be deeply missed,
not just today but for all time to come.

Amresh Shrivastava
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The passing away of Prof VK Varma is a
great loss to his patients, students,
colleagues, in India & abroad, his family,
& to many others.

He was a teacher of teachers.

We Pray to Lord Vishwanath to give
strength to his family bear the great loss,
and to rest his soul in peace.

Indira Sharma




Remembrance

|\ %

Very sad to know that dear VKV, beloved teacher
and mentor of many students of Psychiatry and
allied disciplines of mental health is no more; who
are great leaders and trainers in the field of
Mental Health in India and abroad . I had the
opportunity to interact and learn from him
various aspect of Social Psychiatry for nearly two
years. That was my first job after completion of
my training at CIP.

He was a great teacher, Clinician and researcher.
His jubilant nature we always enjoyed especially
on Social occasions celebrated at PGI Club. In his
shero..Sayari he will quote his friend Prem Bara
Bartney reciting and translating his couplets
,+...horizon to horizen... still vivid in our memory
.But now all that is a story now. Good bye Dear
Dr.VKV. You will always be remembered by your
students, near and dear ones. | pray God to rest
his soul in peace and to grant the courage to his
family to bear this loss.

Tej Bahadur Singh
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In Memoriam

Vijoy K. Varma - A Legend in Social Psychiatry

Professor Vijoy K. Varma, who passed away on July 11,
2024, was a living legend in social psychiatry. For his
students like us, he was not only a great teacher but also
a tall leader and a dear friend. Although he was somewhat
strict in the department, outside of it, he was full of fun
and humor. Among his manifold academic, research, and
organizational activities, his contributions to psychotherapy
and social psychiatry stand apart. Besides being a great
teacher, he was one who modified the Western model of
psychotherapy to be suitable to the Indian context. He
noted that many faith and religious leaders were employing
their psychological methods for healing ')

His contributions to social psychiatry in India and abroad
and to the formation of the Indian Association for Social
Psychiatry (IASP) will always be remembered. When the
IASP was launched at Ranchi on June 14, 1984, he was
its founder and secretary general (with A Venkoba Rao as
President). Later, the IASP became a member society of
the World Association of Social Psychiatry (WASP) under
his leadership. He was the secretary general (1984-1992),
president-elect (1991-1992), and president (1992-1994)
of IASP. The 13™ World Congress of Social Psychiatry,
organized under his leadership in November 1992, was a big
success. It was his wisdom and foresight which culminated
in IASP joining as a member society of the World Psychiatric
Association.” In appreciation of his contributions, he
was designated as the patron of IASP in the 2013 annual
conference held in November 2013 at Kolkata.

When | left PGI Chandigarh in January 1985, it was he who
encouraged me to become its member. In 2002, | became the
Vice-President of IASP and in 2009 its President. He was
present on all these occasions with his guidance and blessings.
He was the happiest person when [ was elected the Secretary
General of WASP in 2010 and its President in 2016. Former
WASP Presidents like A. Guilherme Ferreira (Portugal) and
Jorge A. Costa e Silva (Brazil) had great appreciation for him.
During the 22 WASP Congress New Delhi, he was conferred
the highest honor of Hon. Fellowship. On December 2,
2016, he wrote to me, “T am grateful to the WASP for
having bestowed the high honour of Hon. Fellowship on me
and feel flattered and honoured. It is my pleasure to accept
it with much gratitude.” After the conclusion of the 2016
New Delhi Congress under the leadership of Rakesh Chadda,
he wrote to us on December 5, 2016, I congratulate you for
a very successful and landmark professional event. You and
your colleagues produced a very creditable congress. It will
stand out as a memorable event in the entire Indian medical
history.” Thus, he always had kind and appreciative words for
people working for the organization.

He once wrote to me, “As far as I remember, WASP
always stood for World Association /OR Social Psychiatry.

Apparently, FOR has been replaced by OF. I do not know
if a similar change has taken place in IASP. The Congress
was always named World Congress of Social Psychiatry.”
It just shows his diligence for everything.

As his student, it was my privilege to present symposiums
with him at many events across the world notably, the
European Congress of Social Psychiatry, Geneva. July
1-3, 2015, Annual Conference of the IASP in Chandigarh,
2012, and APA New York in 2014. He had treated us with
generosity and kindness on all these occasions.

Vijoy K. Varma was a great teacher, a remarkable
leader, and a pioneer of psychotherapy who propounded
social psychiatry vigorously and was against biological
reductionism, ignoring the complexities of the mind."*!
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In Memoriam

Professor Vijoy K. Varma

Professor Vijoy K. Varma, fondly called Varma ji in the
Department of Psychiatry at the Post Graduate Institute of
Medical Education and Research (PGIMER), Chandigarh,
was a highly revered teacher in psychiatry. My association
with Professor Varma goes back to January 1983, when |

joined as junior resident in psychiatry at the PGIMER.

Both the institute and the city of Chandigarh had a
glamour attached to it for a person coming from a state
medical college. 1 distinctly remember my first one-to-one
interaction with him around the 1* week of May 1983,
when 1 went o him for feedback on my case conference.
He told me that I had made two common spelling mistakes
in my slides, having misspelt alcohol and habit, though
my presentation was fine otherwise. | presume that due to
my punctuality and regularity and some other obsessive
qualities, 1 was liked by him. He was an excellent teacher
and would be able to extract answers from the student, if the
student was getting anxious. He was an astute clinician as
well as an excellent researcher and organizer. He was able
to explain principles of psychodynamics and psychaotherapy
in surprisingly simple language. He also had extraordinary
knowledge of statistics and was able to teach complex
statistical concepts in very simple and understandable
way. I also fondly remember visiting his home on difTerent
occasions like Holi celebrations and others.

[ left the Department of Psychiatry in January 1987 and
gradually grew over in my career ladder. He was a subject
expert in 1988, when | appeared for the post of lecturer at
the University College of Medical Sciences, Delhi. T can
very well recall that he had asked me to explain to the
interview board about the concept of negative symptoms in
schizophrenia. My interactions with him continued till 2017-
2018. He was present in the audience, when I had presented
my paper for Bhagwat award at Annual National Conference
of Indian Psychiatric Society, Calicut, in January 1991. Prof.
Varma was very particular about the protocols. | remember
having organized the EC meeting of the Indian Association
for Social Psychiatry (1ASP) at the Institute of Human
Behaviour and Allied Sciences, Delhi, sometime in 1996.
While T was sitting in the meeting, Dr. Varma cross checked
whether | was entitled to attend the meeting, since he was
not aware that I had become a member of the IASP EC by
then. In August 1999, 1 happened to meet him at World
Psychiatric Association Congress, Hamburg. He invited me
along with another Indian delegate for dinner at an Indian

restaurant. Prof. Varma was there at IASP conference al
Ranchi in November 2001, when | took over as Secretary
General, [ASP. [ also happened to attend his son’s marrage
at Delhi around 2001-2002. e was a regular in TASP
conferences and attended the 1ASP conference organized by
me at AIIMS in November 2008 and the World Association
for Social Psychiatry (WASP) Congress at Delhi in
December 2016. Dr. Varma gave very useful suggestions for
our proposed book on social psychiatry during the WASP
congress. His health had started deteriorating by this period,
though he delivered an address virtwally in September 2023
in the diamond jubilee alumni meeting of the Department
at Chandigarh. Prof. Varma’s teachings will always remain
in our memories and be a guiding force for the coming
generations.

Financial support and sponsorship
Nil,

Conflicts of interest

There are no conflicts of interest.

Rakesh K. Chadda

Depariment of Psyvehiarry, Amrira Institute of Medical Sciences and
Research Cenrre, Faridahad, Harvana, India

Adddress for correspondence:

.'Inrr_a.f.' Rakesh K. € hadda,

Department of Psvehiarry, Amrita Institute of Medical Sciences and
Research Cenire, Faridabad - {21 (2, Harvana, India.

E-mail: drrakeshehaddai@gmail com

Submission: 11-08-24
Acceptance: 12-08-24

Web Publication: 29-08-24

This is an open access journal, and articles are distributed under the terms of the Creative
Commons Attribution-NonCommercial-Sharealike 4.0 License, which allows others to
remix, tweak, and build upon the work non-commercially, as long as appropriate credit is
given and the new creations are licensed under the identical terms.

Access this article online

Quick Response Code: Website:

www.worldsocpsychiatry.org

Dol
10.4103/wsp.wsp_13_24

How to cite this article: Chadda RK. Professor Vijoy K. Varma. World
Soc Psychiatry 2024,6:95.

© 2024 World Social Psychiatry | Published by Wolters Kluwer - Medknow 95



ONHIEAAIAVO/HFOAEIDVIHSALL

U0 =g +AWADAME

i
g
<
(=5
3

g

2
%

&)

MV EX

In Memoriam

“Of Psychodynamics and Psychotherapy:” My Personal Journey

with Professor VK Varma

“THE MAN"” HIMSELF

Dr. Vijoy Kumar Varma was borm on November 6, 1937
in Village Maur in North Bihar, India. He completed his
MBBS from Patna Medical College (Prince of Wales
Medical College), and in 1965, he completed his Masters
of Science in Psychiatry from the University of Michigan,
Ann Arbor, USA. Thereafter, he eamed his DPM which led
to his Membership to the Royal College of Psychiatrists
and eventually FRCPsych from England. He worked in
the Department of Psychiatry in Postgraduate Institute of
Medical Education and Research (PGIMER), Chandigarh,
India, from 1969 to 1996, ascending to the position of
Department Head in 1980. In these years, he became a
preeminent and one of the most recognized psychiatrists
in India, regularly representing his profession in the
international arena.

During his professional career, he additionally held the
following positions: Visiting Professor at Guy’s Hospital
Medical School, London, UK: Al-Arab Medical University,
Benghazi, Libya; Banaras Hindu University, Varanasi,
India; Vilnius University, Vilnius, Lithuania; and Columbia
University, New York, NY, USA: and a Clinical Professor
of Psychiatry, New York University, New York, USA.

Among his professional affiliations, he was a Diplomate
of the American Board of Psychiatry and Neurology; and
a Fellow of the Royal College of Psychiatrists (UK). the
American Psychiatric Association (USA), and National
Academy of Medical Sciences (India).

He had executed 37 funded research projects, including
10 WHO projects. He had, to his credit, about 250
publications, including 6 books. 10 monographs, and 30
book chapters. It is noteworthy that he had won virtually
all awards in psychiatry and mental health at the national
level in India.

Of the major professional organizational responsibilities,
he had been the President of the Indian Psychiatric
Society (1989-1990). and the Indian Association for Social
Psychiatry (1992-1994). He was the President of the
13" World Congress of Social Psychiatry. India (1992), and
the Patron of the 22 World Congress of Social Psychiatry,
New Delhi, 2016. Most importantly, he was the Founding
Secretary-General of the Indian Association of Social
Psychiatry and subsequently had been bestowed with the
title of the Life Patron of the Indian Association of Social
Psychiatry.

In this regard, it will be important to quote one of the
leading world psychiatrists (and former Treasurer., World
Association for Social Psychiatry [WASP]): “Dr Varmas
significant  role and great importance in  promoting
Indian  Psyvchiatry internationally in  general and in
WASP  particularly cannot  be over-emphasized. WASP
owes a great deal of its success to his hard work. Indian
Psychiatry today has a leading position in international
organizations and will play a pivotal role in the years to
come” (Marianne Kaastrup. personal communication).

On the nonacademic front, he was a voracious reader with
a penchant for mathematics. In interpersonal interactions,
he was erudite, witty and well-mannered, with an apt
quotation in English, Hindi, or Urdu always ready at his
lips.

Dr. Varma had not been keeping good health for a while
and passed away peacefully in sleep on July 11, 2024 in
Illinois. USA, at local time 4:43 AM. He is survived by
his wife, Nirmala Varma: two children, Rina and Raveesh;
daughter-in-law, Anjul Varma; four grandchildren; and four
great granddaughters.

My EXPERIENCES WITH “THE MAN”

Although my journey with him started from 1994 onwards,
but it did not have a consistency of contact with Dr. Varma.
I can safely divide it into three phases.

Phase 1 (1994-1996): 1 joined my postgraduate residency
training program in PGIMER, Chandigarh in January
1994 when Dr. Varma was the Professor and Head of
the Department. He was away on a foreign assignment
at that time and Dr. Parmanand Kulhara was the Acting
Head. Hence, I had only heard various anecdotes and
snippets of information about him, but the common theme
was that the department becomes “different” (a bit more
formal, a bit less relaxed-but in a positive manner) when
Dr. Varma is around. From March 1994 onward, | got the
opportunity to learn directly under his tutelage. He had
his own unique way of teaching-he would prefer “not
too long” presentations, was very organized, meticulous,
adhering to time (and time limits and time frames),
punctuality being his forte (the departmental teaching
program would start at 8 am, and whether his presence
would be required or not, one could see him making his
way to the lecture theater/his office at/around 7.58 am),
having an inherent dislike for long sentences and/or
verbal responses, and would prefer things being said in a

96 © 2024 World Social Psychiatry | Published by Wolters Kluwer - Medknow
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Gupta: Of psychodynamics and psychotherapy

simple and succinct manner. One of my favorite memories
as his student was his “interesting” problem-solving
approach. He would always say - “you are most welcome
to approach me with any problem. but come along
with a (potential) solution for it.” He had a penchant
and eye for details and minutiae, especially related to
psychological and social aspects (psychological > social);
though I daresay not that he was in any way deficient in
his grasp about the biological constructs related to mental
health and mental illnesses. (Psychodynamic oriented)
Psychotherapy remained not only his forte but his passion
and the teaching schedule was heavily loaded with theory
classes and individual practical teaching sessions by him.
My foundation and interest in the field of Psychotherapy
can be safely attributed to him as I tried to understand not
only the intricacies but also the nuances of Psychodynamic
oriented Psychotherapy (Why | am using this term will
be made more clear later!). Dr. Varma took premature
retirement in November 1996; just before when I was to
sit for my postgraduate residency final examinations.

Phase [1 (1997-2005): Dr. Varma relocated to Fort Wayne,
Indiana., USA where he worked as a Clinical Professor of
Psychiatry but continued to travel a lot internationally for
conferences, and spend quite a bit of time in India. My
contact remained somewhat sporadic to intermittent; mainly
restricted to academic interactions.

Phase 1l (2006 onwards): 1 can still vividly recall my
in-depth interaction with Dr. Varma in mid-June 2006
when [ met him at my home (in Burton upon Trent,
United Kingdom) during his lecture tour to the UK.
This led onto putting together many of his ideas about
transcultural psychiatry and psychotherapy in a book
form; wherein | persuaded Dr. Varma to put into action
his once previously uttered words “T want to put in black
and white. before it is too late, before | am gone.”'! Hence,
the book: Psychotherapy in a Traditional Society: Context,
Concept and Practice!" |Figure 1]. This book focused on
Psychodynamic principles but with the proviso of how
to adapt psychotherapy across cultures. This was based
on Dr. Varma’s long standing observation that it was not
easy to carry out psychotherapy by Western rules. Hence,
the focus on Psychodynamic oriented Psychotherapy (as
mentioned earlier)!

This book took nearly 1'% years to complete, and involved
myself spending approximately 3 weeks in the company of
Dr. Varma; where I got a first hand experience of “the man™
himself. Apart from reinforcement of my understanding of
the “academic” side of his personality, while working with
him, he showed his caring and compassionate nature with a
spattering of erudite and witty comments.

Subsequently, due to Dr. Varma’s main interests in
trans-cultural psychiatry and psychotherapy, alternative
models of treatment, philosophy of science. and social
issues and problems, | got the opportunity to co-work on

World Social Psychiatry | Volume 6 | Issue 2 | May-August 2024

another book project initiated by Dr. Anirudh Kala and
him® [Figure 2].

Our interactions were frequent and consistent, but centered
predominantly around psychotherapy. During the period
of 2007-2016, we made numerous joint presentations in
form of symposia and workshops (at various conferences
across the globe), and even conducted a few 3-week
duration teaching courses. It will be fair to say that
though it was two professionals working jointly, but it
was a student (myself) continuously learning from his
teacher-cum-mentor (Dr. Varma; in psychotherapy) and
evolving as a psychotherapist.

Sadly, his health started deteriorating gradually from 2017
onward, and he withdrew [rom his academic pursuits.

My REFLECTIONS OF “THE MAN”

Considering what 1 have penned above. my association
with Dr. Varma spanned across three decades; though in a
waxing and waning manner. Every individual is unique in
him/herself and understandably Dr. Varma was no different.
[ can probably view him as a somewhat “enigmatic person”
as he could shift gears within his personality and level of
inter-personal interaction with not so great a difficulty.
I personally saw the change from a “strict” and “stern”
teacher to becoming a “humane™ and “caring” elder as
per need of the situation, yet he remained a no-nonsense
man. He had a way with words; probably due to his love
and in-depth knowledge of languages and literature. He
was able to convey succinctly and effectively. We all have

Psychotherapyina
Traditional Society:
Context, Concent
and Practice

Vijoy K Varma

JAYPEE  Dinesh Bhugra Nitin Gupta

i

Figure 1: Psychotherapy in a traditional society: context, concept and practice
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our limitations and he was no different; but 1 do ponder
over his words - “an awareness of one’s limitations and

Jallibility™ is actually a hallmark of a psychiatrist and

wonder about my imaginary conversations with him
on this aspect. He was a social psychiatrist in the “true
sense” BUT, for me, he was and will always remain my
primary teacher and mentor for psychodynamic (oriented)
psychotherapy.

As 1 sign off, | am reminded of a beautiful award-winning
song from the Hindi Movie Sharaabi (1984) which was
sung by the Late Kishore Kumar. I reproduce part of the
lyrics as below:

manzile apni jagah hai
raaste apni jagah

Jab kadam hi saath naa

de to musaafir kvaa kare

voon to hai humdard bhi
aur humsafar bhi hai meraa
voon to hai humdard bhi
aur humsafar bhi hai meraa
badh ke koyi haath naa de
dil bhalaa fir kyaa kare
manzile apni jagah hai
raaste apni jagah....

doobne waale ko tinke
kaa sahaaraa hi bahot
dil bahal jaaye fakat
itnaa ishaaraa hi bahot
itne par bhi aasmaan
waalaa giraa de bijalivaan
koi batlaa de zaraa yeh
doobtaa fir kyaa kare
manzile apni jagah hai
raaste apni jagah.....

This 1s probably my “psychodynamic oriented™” tribute to
Dr. Varma due to his love for poetry (and shayari) and the
bond which we developed during the production of the book
on psychotherapy!'! where each chapter starts with a couplet.
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A Short History of the Department

A personal account of the first
25 years of the Department

/)

Prof Vijoy.K.Varma (1969-1996)

Head of the Department: 1980-1996
A PROFESSIONAL ODYSSEY

THE DEPARTMENT OF PSYCHIATRY
POSTGRADUATE MEDICAL
INSTITUTE, CHANDIGARH, INDIA

Winston Churchill, who wrote the multi-volume
history of the Second World War, as also the
History of the English-speaking People, is said to
have remarked: “History will be kind to me, as |
intend to write a large part of it myself.”

PROLOGUE

I joined the Department of Psychiatry,
Postgraduate Institute of Medical Education and
Research, Chandigarh, India (PGI), on the cold
wintry morning of 14 February 1969, as an
Assistant  Professor of Psychiatry. I was
promoted to Associate Professor in August
1971.

Professor Wig resigned from PGI and moved to
the AIIMS, New Delhi in June 1980. [ took
over as the Head of the Department of
Psychiatry of PGl in mid-June 1980 on the
conclusion of my summer vacation. It took
another two years for me to become the full
Professor.

| finally retired from PGl on 30 November
1996. The following is my semi-autographical
reflection of my 27 years at PGI.

Culture and psychotherapy: A personal
journey

It is a moot point as to what determines the
individual’s choice of a vocation. Many times,
the person may be just forced into an
occupation, to earn a livelihood. Certainly, this
happens much more often than we would like to
acknowledge. Often times, a vocation is chosen
not on the basis of one’s personal liking but on
the value system of the society and its financial
gains. In medical sciences, it is often debated
why someone becomes a surgeon, a cardiologist,
a neurologist, a pediatrician, a psychiatrist. No
one knows for sure. The real reasons may be
quite different from what one thinks were and
what he or she would like to believe.

I went into medicine because it was socially
valued and was considered to be financially
rewarding and because | could compete to get
into it. On completing the medical degree,
came the issue of the choice of a specialty. This
became a more complex exercise. My initial
interest was probably for internal medicine, with
specialization in cardiology or neurology.
Following my role models, the obvious route was
to go abroad. America was chosen largely as a
route to England and to the coveted MRCP.




Perhaps what attracted me to psychiatry was
that, within the confines of this discipline, | could
develop and enjoy my interests in philosophy and
social sciences. Or could do so without feeling
guilty. Where your hobby and your vocation
merge, you have real bliss. What is the nature of
science? What is the place of an individual in the
society? The development of the individual. The
development of the society and nation and its
problems. Social problems and issues. World
peace. Poverty. You can pontificate on all of
these. The nature of external reality and how to
understand it. What motivates us in doing what
we do? What makes us tick?

Apparently, | went into Residency training in
psychiatry, because it was more readily available
and was better paying. Or the real,
“unconscious,” motivation may have been my
attraction for the functioning of the human
mind. In psychiatry, you can move beyond the
narrow biological, medical model.

To a large extent what attracted me to psychiatry
was psychotherapy. | trained mostly at the
University of Michigan graduate programme,
which was acclaimed as a major centre for
Residency training and a proponent of a
psychodynamic approach to psychiatry.

In those days, as a part of Residency training,
each Resident had to ‘do’ quite a large amount
of psychotherapy. We all had up to half a dozen
patients, carrying out 2 to 4 sessions a week with
each, 40-50-minute sessions. This  was
supplemented by weekly individual
psychotherapy supervision and psychotherapy
case conference.

On completion of training and certification,
when | returned to India and was fortunate to
get a faculty position at the Postgraduate Medical
Institute in Chandigarh (PGI), | started what was
actually the University of Michigan model. As at
Michigan, the training programme at PGI
included theoretical courses in psychodynamics
and psychopathology.

The practical training in psychotherapy had
several components. It included actual conduct

of psychotherapy, individual supervision by a
faculty member, and psychotherapy case
conferences.

The Route to PGI

| initially went to the U.S. on an Exchange
Visitor visa. In those days, that was the norm.
Immigration was very difficult to achieve. On
the Exchange Visitor visa, you were expected to
leave the U.S. on the completion of the purpose
of the visa, namely completion of the
graduate/residency training — you were often
allowed a year or two beyond that. Many
Indians went to Canada for a few years to try
immigration from there.

Accordingly, my Exchange Visitor visa expired in
the summer of 1967. | got a matter-of-fact
letter inquiring my departure date. We Indians
made a joke of such a letter; “are they coming to
see me off?”

In any case, when the time arrived, | got busy
planning my return to India. The 1967 annual
meeting of the American Psychiatric Association
(APA) was being held in Detroit, the large city
next door to where I was located. As a matter
of fact, | was in the host committee and was
given some exalted title; something like sergeant-
at-arms or something.

Of course, for my return to India, I considered
the major institutions. AIIMS, New Delhi and
PGI, Chandigarh, were uppermost in my mind.
CIP, Ranchi and King George’s in Lucknow were
on the immediate second tier. Actually, on a
train trip from Delhi to Patna, | stopped and met
Professor Sethi in Lucknow (over scotch) to
inquire about a possible job. The overall thinking
in my mind was that if | got a faculty position at
AIIMS or PGI, I shall take it and settle down in
India.

At the 1967 APA, one of the delegates that |
met was the director of the missionary hospital
called Nur Manzil in Lucknow. | spent an
afternoon with him in a quasi-official interview.
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The going rate mentioned was Rs. 700-800 per
month; | was hoping for something like 1500.

On leaving America, | spent a full 12 months in
Wales and England. This was part of my original
obsession for MRCP and | even tried for it. As |
was already Board certified in America, the plan
was altered to MRCP with Psychiatry. My battle
plan was to hoodwink my way through general
medicine part of it; feeling confident that if I
could do that, psychiatry will be a cinch.
MRCPsych had yet to arrive. In the process, |
did DPM which was instrumental in me getting
the MRCPsych and, subsequently, FRCPsych.

Almost at the Doors of PGI

| finally returned to India in the early days of
July 1968. | remember that | landed at Delhi
still wearing a woolen suit. Within days of my
arrival, there was the interview at AIIMS, and a
couple of weeks later, at PGl.. My main rival and
competitor was Dr. ].S. Teja. He is my
contemporary and we hit off in a friendly
manner. Neither of us was selected for AIIMS.
When at the conclusion of the PGI interview, I
said to him, see you again soon, he retorted, no
not again.

We did not know at the time that both of us had
been selected for the PGI Department, for the
post of an assistant professor. At that time,
there was only one position of assistant professor;
there was another lower post, that of a lecturer
which — not known to me — they were trying to
upgrade to that of an assistant professor. Dr.
Teja was higher in the selection, so he was
immediately selected for the existing post of
assistant professor which he joined. | had to wait
about three months before the other post could
be upgraded and offered to me.

| joined the Department of Psychiatry, PGI, on
14 February 1969. | was started at the starting
salary of Rs. 1,000 per month, with Rs. 100 per
month dearness allowance (D.A.). It was the
starting salary in the scale of Rs. 1,000 to 1500.
To start with, | took up residence with a distant
relative, sort of a brother-in-law who was a

forensic scientist in the U.T. administration. |
used to travel to PGI by pedal rickshaw. The
fare used to be Rs. 1.25. Our flat was in Sector
22, in a row of houses just behind the bus station
in Sector 17. My evenings would be spent in a
stroll of Sector 17, in the area around Neelam
Cinema. | also got very used to mutton and
pork tikka and chop. This continued for many
years in Chandigarh. | lament that the quality of
tikka and chop gradually deteriorated; it is no
longer what it used to be.

Chandigarh already presented something like a
culture shock, so different from Bihar, as also
from most of India. The harsh north Indian
winter was also an experience. It was not till
June 1969 that my wife and our daughter joined
me in Chandigarh, in my own residence allotted
by PGI. About April of 1969, I was allotted a
PGI flat (98, Sector 24- A). | got myself some
basic furniture (a pair of beds, a sofa set and a
dining set) and moved into the flat by myself. |
had hired a servant from Himachal Pradesh who
was an excellent cook. My experience with him
is memorable because he misappropriated all of
Rs. 16 with our confectionary store (Sapra’s in
Sector 24 market). That kept hanging for years
till I paid it off.

The Early Days At PGI

Perhaps, my very first encounter with Professor
Wig illustrates his sensitivity to socio-cultural
factors. The very day after | joined the P.G.I.,
Chandigarh, Professor Wig took me home for
lunch. In course of conversation, he remarked:
you are a Varma, and are from Bihar; you must
be a kayastha. (Kayasthasare one of the castes of
Hindus.) On my response in the affirmative, he
gave me a task, to name the 12 sub-castes of
kayasthas.  (Kayashtas are supposed to have
originated from the deity Chitragupta, and have
12 sub-castes named after his 12 sons.) | gave
up after naming 6 or 7; whereupon, he
completed the list.

Dr. Teja, being about 3 months senior to me at
PGI, was already well settled by the time I
arrived, with his house, car and driver. The
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second or the third day, he took me home to
lunch. My introduction to Punjabi was listening
to him giving driving directions to his driver,
sajje, khabbe, etc. Being non-Punjabi speaking
created its own challenges for me. Early during
my job, | was once asked to head the
Department when both Professor Wig and Dr.
Teja were away. One of our staff, Mr.
Mohinder Singh wanted a leave. Why, “my maj
is il.” When he returned, | inquired, “how is
your Maa Ji (respected mother)?” My mother,
what happened to my mother. [ told him, he
had said she was ill. “No, Doctor sahib, my maj,
my buffalo was ill.” | said to myself, “Vijoy
Varma, either learn Punjabi, or get out.”

When | joined PGI, Professor Wig was the
professor and head. He was already very well
regarded in PGI. Dr. Gurmeet Singh and Dr.
Harish Verma had already left. Dr. ].S. Teja was
an assistant professor. Dr. Dinesh Shah, having
passed the M.D., was a Registrar. Dr. R.L.
Narang was a Resident. | cannot say that he was
my student. A couple of months after | joined
PGI, he successfully appeared at the M.D.
examinations in psychiatry. Those days, | was
living alone; I vividly remember his making
rounds of my flat on bicycle to inquire about the
examination results.

The subsequent residents included a straggling
group of Dr. B.R.S. Nakra and Dr. B.C. Khanna.
They were followed by the first full batch of five;
Dr. Salman Akhtar, Dr. Subhash Bhatia, Dr.
Param Kulhara, Dr. Harish Malhotra and Dr.
Sarbjit Singh. Although | was their teacher,
being only 7-8 years older, we developed an
easy familiarity. We often had lunch together
and had many common interests. Many of us
nurtured literary interests, in poetry and
literature. A number of jokes were making
rounds. Salman’s favourite was a riddle:
Humanyoo Babar ke béte ka kya thaa? Another
was how to find the correct direction to a
destination by asking one question to one of
twins, one of whom always lied and the other
always told the truth. He also had an anecdote
of the interaction between ' Alexander’s army
general Selucus and the Indian King Porus whom

he defeated. “How should we treat you?” “Just
like a king treats another.” It ends with Selucus
announcing his intent to come back next morning
and “to drink up your blood with breakfast.”
My favourite was the riddle about a teacher, his
three pupils and 3 red and 2 blue caps. |
‘selected’ Param Kulhara for residency over jokes
at a cocktail party at Harish Malhotra’s cousin’s.

The first time that | served as an M.D. examiner
was at the December 1971 examinations. In
those days, you had to be at least an associate
professor to be an examiner; something that I
had achieved in the shortest possible time of two
and one-half years. Subhash Bhatia and Salman
Akhtar were the candidates. Their examinations
fell right during the Indo-Pak was which had
started on 3 December. | am sure, their
preparations suffered due to the war with its
blackouts, etc. | created a commotion when I
backed my car at Neelam parking lot, as back-up
lights turned on. After the examination was
about to end at the viva, to lighten the
atmosphere, they were asked questions about the
war; Khulna, Comilla, Dhaka; and the surrender
of General Niazi with 100,000 Pakistani troops.
Long years later, after my move to America, |
became a co-examiner of Subhash Bhatia at the
American Board. | often introduced him as my
first examinee.

Organization of The Department

Chandigarh was envisaged by Jawaharlal Nehru,
as the replacement for Lahore, the adored Paris
of Asia. | am no expert on the history of
Chandigarh.  PGI was the brainchild of Sardar
Partap Singh Kairon, to replace the famous
medical college in Lahore, King Edward’s. Much
of the initial faculty came as transplants from
Lahore through Amritsar. If one goes by the
tales of all those who claim to have come to
Chandigarh on the legendary taxi from Amritsar,
it must have been an airbus!

To start with, Psychiatry was a part of Medicine,
a Division in the Department of Medicine. |
recall attending the administrative meetings of
the Department of Medicine. One of my initial
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suggestions for medicine was that the M.D
degree should be with specialization in subjects
such as cardiology, neurology, gastroenterology,
a suggestion which was summarily rejected by the
hierarchy.

Harish Verma was the first graduate with M.D.
(Medicine) with special subject in Psychiatry. He
was followed by Dinesh Shah, Roshan Lal
Narang, and then, by Bahadur Chand Khanna
and Bharat Raj S. Nakra.

Professor Wig has already mentioned about the
initial history of the Department. Of much
relevance is the fact that, on the 1 April of
1967, PGI was designated as institute of national
importance, one of only two institutions thus
designated, the other being AIIMS, New Delhi.
It bestows upon it a truly all-India character.

DEVELOPMENT OF THE
DEPARTMENT OF PSYCHIATRY

Training Programme

To start with, the training programme in
Psychiatry, geared for M.D. (Psychiatry) was
largely tuned to clinical psychiatry. It was totally
appropriate to impart training in mental illness
and its treatment. The formal teaching consisted
of a weekly lecture in general psychiatry. In
addition, a weekly case conference was in
practice from the very beginning, as was a weekly
seminar on salient topics in psychiatry.

On joining the Department, | was assigned by
Professor Wig to coordinate the residency
training in psychiatry for M.D.(Psychiatry). A
tradition developed designating No. 2 as the
residency director that has continued. With the
guidance from Professor Wig, we expanded the
training programme to include courses in
psychodynamics and psychotherapy. The
University of Michigan model, under which I had
trained, came as being very helpful in this. At
the same time, training in psychotherapy was
instituted, with residents being required to carry

out individual psychotherapy, with individual
supervision and case conference.

With the close association with the Department
of Medicine, psychosomatic rounds were a part
of the training from the very beginning. This
included round involving general medicine,
neurology, and later other departments, such as
surgery.

Another area to be added to the training
programme was Psychology — general, clinical
and social. With Dr. Santosh Verma and Dwarka
Pershad achieving their own Ph.D, and assuming
faculty positions, formal training was instituted in
lectures and practical aspects of these.

Social Sciences and Research Methodology

When | underwent residency training in
psychiatry in the United States, | also enrolled
myself for a graduate programme in Psychiatry at
the University of Michigan, leading to the degree
of Master of Science (Psychiatry). It was hard
work, lectures on top of the clinical workload of
the residency. One-half of the course load was
in Psychiatry, but the other half could be taken
in related subjects, what was called ‘cognate’. |
took my cognate in subjects such as neurology,
neurosurgery, EEG, as also biostatistics as well as
sociology. This exposed me to social sciences
and research methodology, including biostatistics.
At Michigan, | was also exposed to a brilliant
biological scientist, Dr. Anatol Rapoport, who
conducted research seminars.

With the geographic proximity to Panjab
University, it being literally across the street,
across Madhya Marg, | developed close
relationship to it and to its faculty. Many of its
faculty became my personal and family friends
and continue to be lifelong.

We developed teaching in sociology and social
psychology as part of our M.D. (Psychiatry)
curriculum. Professor Wig was most supportive
in this. Cultural anthropology was also added
later. To start with, these formed parts of
‘informal teaching’. (Apparently, these were
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later assimilated in the formal training
programme and Social Psychology and Sociology
are listed as such in the 2003 Manual.)

Informal training programme:

M.D. (Psychiatry) training includes
seminars/journal club and case conferences.
These were already in force before | joined and
have continued. A fortnightly research forum
was added.

Psychosomatic Rounds:

The Department of Psychiatry has enjoyed very
close relationship with many other departments
of PGI. Being a part of the Department of
Medicine, it was always close to it and to its
other Divisions, particularly cardiology and
neurology. Professor Wig was closely related to
obstetrics and gynaecology through collaborative
research. It was already in place when I joined
and has continued, and expanded to include
other departments.

M.D. (Psychiatry) Examinations:

The format of the M.D. examinations developed
early and has continued largely unchanged. The
examinations consist of four written papers,
practical and vivavoce examinations. The four
papers are the following:

Basic Sciences as related to Psychiatry,

Clinical Psychiatry,

Psychiatric Theory and Psychiatric Specialties,

and

Neurology and General Medicine as related

to Psychiatry.
The practical examinations consist of a long case
and a few short cases.

It is interesting to note that the format of the
PGI MD examinations has been largely copied,
with minor modifications at many other training
institutions in India and continues to be followed.

The Residency Programme in Psychiatry

The primary medical degree in India is not M.D.;
it is M.B.B.S., after the British model. M.D. is
the higher specialist postgraduate degree,
comparable to the British MRCP or the
American Boards. The postgraduate trainees are
called Junior Residents.

When | joined the PGI in 1969, admission to
Junior Residency required M.B.,B.S., plus
internship and six months of experience. The
Junior Residency was of a duration of three years
and involved a thesis. In early 1970s, there was
a strike over the amount of the stipend. As a
compromise  resolution, the Government
increased the stipend, but reduced the duration
from 3 years to 2 years.

The very first Resident to be trained under
myself was Bharat Raj Swaroop Nakra (serial
number 4). The last one was Gagandeep Singh
(serial number 103, interestingly adding to exact
100). In addition, I guided five for Ph.D. (Dr.
Savita Malhotra is the only one who belonged to
both groups.)

Our initial Junior Residents joined the three-year
programme, with thesis. This included Harish
Verma, Dinesh Shah, Roshan Lal Narang, Bharat
R.S. Nakra and Bahadur Chand Khanna, as also
two earliest batches, of Bhatia, and colleagues.
and Suri and colleagues. Because of the change
in the programme, there were no theses between
mid-1970s and mid-1980s.

The first full batch, of 5 Junior Residents,
consisted of Subhash C. Bhatia, Salman Akhtar,
Param Kulhara, Harish Malhotra and Sarbjit
Singh. The first two successfully appeared at the
M.D. examinations in December 1971, at the
height of the Indo-Pak war of 1971, and the
other three in May 1972. The second full batch
consisted of Anil Suri, Anindya Ghosh, Anirudh
Kala and Virander Mohan, in early 1970s.
There was a two-some of Srinivasa Murthy and
Kasturi Lal Garg. Then there was a batch of
three ladies, Savita Malhotra, Usha Rao and
Sudha Jain. It was followed by another batch of
four, Sudhir Khandelwal and others. The 1980s
saw a number of other Residents, 1-2 at a time,

92




but culminating in another full batch. My last
full batch was a group of five completing in
1990. Pushpa Sharma and A.G. Asad were the
only foreigners.

Many of the Residents have subsequently
distinguished themselves in academic psychiatry.
A note-worthy name is that of Srinivasa Murthy
who occupied very important positions at the
WHO and at the NIMHANS, Bangalore. Both
Subhash Bhatia and Salman Akhtar went on to
full professorship in the U.S.A. Rakesh Chadda
is now a full professor at the AIIMS. Param
Kulhara and Savita Malhotra succeeded me as
the Professor and HOD, PGI. Anirudh Kala
became a full professor in Ludhiana and later
started a very prestigious psychiatric centre
there. Virander Mohan and Sarbjit went on to
very successful private practice. Sudhir
Khandelwal went on to be the HOD at AIIMS.
Vimal Sharma made a name for himself in
geriatric  psychiatry, along with Professor
Copeland of Liverpool. Of our M.D.s, to my
best knowledge, full professors and above, in
addition to those already mentioned, include
Usha Rao (now Naik), (Late) S.S. Raju, Prakash
Behere, Hemen Phookun, Pramod Singh, Ajit
Avasthi, Ram Jiloha, Rajeev Gupta, Rajiv Gupta,
Santosh  Chaturvedi, Murli Sharma, Roy
Abraham, G. Prasad Rao, Ravi Sharma,
Surendra Mattoo, Bir Singh Chavan, Swaran
Preet Singh, Dinesh Arya, Debasish Basu, Subho
Chakrabarti, etc.

The group of 1980s also produced many
noteworthy psychiatrists. Ajit  Avasthi still
continues in the Department. He followed me as
the President of the IPS. Roy Abraham also
became the IPS President and now occupies the
most prestigious position of the President-elect of
the World Association for Social Psychiatry.

At the World Congress of Psychiatry, held in
Cairo in 2005, | hosted a dinner replete with
belly dancing, for my ex-students, colleagues and
friends, kindly organized by Srinivasa Murthy
who was then working at the W.H.O. there.
There were my students, my grand-students and
great-grand students. By reciprocity, | became

their Guru, Dada Guru, Pardada, on to — and this
one added by me - Lakkad Dada. We all had a
good laugh.

PROFESSIONAL ORGANIZATIONAL
ACTIVITIES

From the very beginning, the Department was
actively associated with professional organizations
in India.

Indian Psychiatric Society:

When | joined, Professor Wig was the General
Secretary of the Indian Psychiatric Society. He
quickly inducted me as the Assistant General
Secretary. Hyderabad conference of January
1970 was my first annual conference. Dr. Wig
introduced me to his colleagues as “Dr. Varma.”
Almost everybody immediately jumped to the
conclusion “oh, Varma’s son?” referring to my
illustrious namesake, Dr. L.P. Varma (actually
no relation).

The next conference was memorable as |
travelled to it in Madurai in the company of
three of my Residents. Although their teacher, |
was more of a friend. We played card
throughout on the train.

A memorable event was the annual conference
of December 1972 held in Chandigarh, hosted
by Professor Wig as the Chair and myself as the
Associate Organizing Secretary. It was on this
occasion that elections were held for officials of
Indian Psychiatric Society. I contested for
General Secretary against Dr. Anil Shah of
Ahmedabad, whom | narrowly defeated. It was
not a fair fight; being the conference host, I had
an advantage. I have always regretted it.
However, Anil Shah and myself became close
friends. He preceded me for the President of IPS
by almost a decade. In 1980, Anil served as the
local guardian of my daughter, Rina, for her
internship in architecture in Ahmedabad. As it
happened, my darling daughter-in-law, Anjul, is
from Ahmedabad, and whenever | visit her
parents there, one evening is reserved to be
spent with Anil and Sudevi Shah.
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However, the next year I ran into a controversy
with colleagues from Bangalore. In the summer
of 1973, Professor Wig wrote to me: “South is
in open revolt.”

At the next annual general body meeting of the
Society, | went into a spirited defense of my
position:

The time has come the walrus said,
To talk of many things,

Of shoes, of ships, of sealing wax,
Of cabbages, of kings.

And why Bangalore is boiling mad?
And whether pigs have wings?

Of course, and as was advised by Professor Wig,
as a corollary, such a defense had to follow by a
resignation which | offered, but which was not
accepted.

The Department continued to remain closely
affiliated with the IPS. We have won all of the
awards of the Society, many more than once.
On the organizational side, we have served in
many capacities; as Council members and finally
as the President. | was elected as the President-
elect at the IPS conference in Varanasi in 1988.
The election was bedeviled by some procedural
problem because of which most of the postal
ballots were rejected. My election officer, Param
Kulhara had quietly told me, “Sir, most of the
ballots are actually in your favour.” When the
votes were being counted, Jagdish Desai, the
Assistant General Secretary was calling out the
ballots. Later on, I remarked to him that had he
said “Jai Shri Krishna” in place of “Vijoy
Varma” for each of my ballots, he would have
surely been secured a place in heaven!

I served as the President in 1989-90,
terminating at the IPS conference hosted by us in
Chandigarh in January 1990. Subsequent to my
departure from PGI, Dr. Ajit Avasthi and, then
Dr. Roy Abraham, also were elected as IPS
Presidents. The Department also hosted the
2005 annual conference of the IPS. As the IPS
President, | had taken upon myself three special

tasks: upgrading teaching in psychiatry in the
M.B.,B.S. curriculum, a national headquarter
building for the IPS, and bringing a World
Congress to India. Although we made efforts,
we were not fully successful. Our student, Roy
Abraham, has now got the building.

Indian Association for Social Psychiatry

The idea that later blossomed into the formation
of the Indian Association for Social Psychiatry
was mooted at the Transcultural Psychiatric Meet
held in Madurai, Tamil Nadu, on 23-25 August
1981. It was felt that it may be desirable to
have a separate professional organization at the
national level in India for social and/or
transcultural psychiatry.

Subsequent to the Transcultural Psychiatric Meet
in Madurai, | consulted with the likely interested
professional colleagues through a circular. In
view of an overwhelmingly positive response to
the formation of such an organization, a meeting
of interested persons was convened to coincide
with the annual conference of the Indian
Psychiatric Society held in Madras (now
Chennai) in January 1982. At this meeting, an
ad hoc committee was formed with Col. Kirpal
Singh as the Chairman and myself as the
Convener. At this meeting, it was decided to
name the organization as “the Indian Association
for Social Psychiatry.” There was considerable
debate between ‘social’ and ‘transcultural’ in the
name and scope of the organization, but
eventually, ‘social’ prevailed.

The subsequent formation and development of
the organization took place both nationally and
internationally. In addition, we engaged in close
collaboration with the World Association for
Social Psychiatry and derived support,
encouragement and guidance from it. The
WASP leadership was very supportive and kind,
including its stalwarts such as Joshua Bierer, Jules
Masserman, Jack Carleton, A. Guilherme
Ferreira, Jorge A. Costa e Silva, Alfred
Freedman, Stanley Lesse, Alexander Gralnick
and others. At its 10" World Congress held in
Osaka, Japan in 1983, which | attended, the
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WASP Executive encouraged in the formation of
the IASP, and pledged its full support in every
way possible. At the last meeting of the ad hoc
committee held in Ranchi on 14 January 1984,
the constitution was adopted, office bearer and
council members were elected the Society was
fully launched.

The IASP started with Professor A. Venkoba Rao
as the President and myself as the Secretary-
General —cum- Treasurer. The first annual
conference was hosted by Professor Venkoba
Rao in Kodaikanal, T.N., in 1985 and the
second conference by us in Chandigarh in March
1986. | served as the President-elect (1991-
92) and President (1992-94), of the Indian
Association for Social Psychiatry. One of the
earliest organizational activities of the IASP was
the Regional Symposium of the WASP held in
New Delhi in February 1989 with myself as the
Organizing Chairman.

The 13* World Congress of Social Psychiatry
organized by us held in New Delhi in November
1992 was a resounding success. It was the first
occasion that a world congress in any area of
psychiatry or mental health was held in India. It
was remarkable that as many as three Union
Ministers joined in its inauguration and the
valedictory was chaired by the Speaker of the
Parliament.

World Health Organization

The WHO Collaborating Centre for Training and
Research in Mental Health was inaugurated in
March 1976 by the WHO Regional Director for
South-East Asia.

I served on the WHO Panel on Alcohol and
Drug Problems, 1980-96. In the very
beginning, | was asked to serve as a WHO Short-
term Consultant (STC) to serve in Sri Lanka in
December 1975 to March 1976. This time was
used mostly to teach psychiatry and
psychodynamics at the Peradeniya campus. |
further served as a STC in Sri Lanka in 1983 and
in Afghanistan in 1991, both at the height of
their internal insurgency.

International Professional Organizations

Over the years, the Department has been keenly
involved with professional organizational activities
at the global level. This included participation in
the scientific Congresses of the respective
organizations. The faculty of the Department
often organized scientific presentations involving
professional colleagues from other centres in the
country. For example, during my time at PGlI,
my colleagues and | presented programmes at
the World Congresses of Psychiatry (1983, 89,
93), the World Congresses of Social Psychiatry
(1983, 86, 20, 92, 94), the World Congresses
of Psychotherapy (1985, 88, 91), the World
Congresses of the WFMH (1991, 99), and the
World Congress of Psychosocial Rehabilitation
(1991). We hosted the WPA International
Symposium on Cultural Psychiatry in March
1995. A notable association was with the World
Association of Dynamic Psychiatry, basically
based in Germany, that we participated in 1992
and 99.

Medical Council of India

| was inducted as an Inspector of the Medical
Council of India in 1985 and made many
inspections of medical institutions in the country
for approval of their training programmes. It
provided to me a welcome opportunity to
compare our programme at PGl with what was
followed nationally. The PGI model was
increasingly implemented at the national level. |
was fortunate to have been a much favoured
student of Dr. A.K.N. Sinha who served as the
President of the Indian Medical Association, the
Commonwealth Medical Association, and the
World Medical Association, before he became
the President of the Medical Council of India.
During my Presidency of the IPS, 1989-90, I
tried to upgrade psychiatric training in the
M.B.B.S. curriculum, but was not fully
successful. It is a matter of pleasure that my
student, Dr. Roy Abraham Kallivayalil has been
able to make further inroads in it during his
Presidency of the IPS.




THE SOCIAL LIFE OF THE
DEPARTMENT

From the very beginning, the Department
developed an active social and extra-curricular
programme. The faculty interacted closely as
almost one family and close family relationships
developed. The Residents looked up to the
Faculty almost as family elders. Dr. Veena Wig
was greatly regarded as the First Lady and the
matriarch.  This mantle was later variously
passed, on to my wife and, then, to Mrs. Madhu
Kulhara.

Of the various social programmes of the
Department, the most notable were the annual
picnic and the annual dinner. All staff
participated in these, along with their family.
They join along with the Faculty and the
Residents. With its proximity to the Himalayas,
its foothills formed attractive sites. With its
altitude, it also provided a welcome respite from
the summer heat, for the day. A location just
across the State line in Himachal Pradesh became
our first locale. Dhrampur, H.P. was also a very
popular site. One of our Residents, Dr. Virander
Mohan, established his private practice there by
mid-1970s, and he provided help in organizing
the picnics. Another location and one of the
earliest was Ropar in Punjab. Our site was by the
road bridge on Satluj.

The annual dinner was also very much looked
forward to. The venue was mostly our own PGI
club in Chandigarh, just across the street from
Professor Wig’s and my residence. A lot of
debate often went on regarding the logistics of
the dinner and the picnic — the menu, transport,
cost, etc. The dinner also provided an
opportunity for the Residents and other staff to
delve in singing, jokes and - other artistic
endeavours.

On the more informal side, Residents were
welcomed and inducted into the Department.
Residents generally joined the Department in
January and in July. Shortly thereafter, they
were invited to the house of the HOD for a ‘tea

party’. Often, to break the ice, they were
encouraged to present some aspect of their
talents. It also gave them an opportunity to get
to know each other and the families.

Various festivals are also celebrated. There are
at least four festivals which were celebrated with
the participation of patients. The lighting of
lamps at Diwali is done on the rooftop adjoining
the ward. On the Republic Day and the
Independence Day, the HOD addresses the
patients.

Personal

On a personal note, my time at the PGI was
momentous to me and to my family. Our son
was born here, our daughter got married and
gave us two adorable grandchildren. Both our
children had their school and college education
in Chandigarh. The Department and the PGI
was like a family, supporting in every way
possible. When Rinku developed neo-natal
jaundice, Mrs. Wig spent nights supporting my
wife. When Rinku had a roadside accident in
May 1993 from which he barely survived, the
entire Department was there as one person.

On his recovery, in my thanksgiving card to the
Department, | cited the Lord’s prayer of St.
Francis of Assissi:

“Lord, make me an instrument of Thy
peace;
where there is hatred, let me sow love;
where there is injury, pardon;
where there is doubt, faith;
where there is despair, hope;
where there is darkness, light;
and where there is sadness, joy.
O Divine Master,
grant that | may not so much seek to be
consoled as to console;
to be understood, as to understand;
to be loved, as to love;

96




for it is in giving that we receive,
it is in pardoning that we are pardoned,
and it is in dying that we are born to
eternal life.
Amen.”
I concluded: “and such marvelous
instruments of His Eternal Peace you
have all been!”
SERVICE

The Department started, as usual, with inpatient
and outpatient services. During my tenure, the
ward consisted of 24 beds. In late 1980s, a 20-
bedded de-addiction ward was also added. It
was located in the area of the erstwhile Army
Command Hospital. Both the inpatient and the
outpatient services were co-ordinated by the
respective Senior Residents. One noteworthy
aspect of the OPD has been a walk-in clinic
where patients can be seen on intake, without an
appointment.  (Professor Wig often remarked
that a patient is an atithi, a-tithi, i.e., dateless.)

In the OPD, each patient on appointment, is
seen in detail by a Resident, who then discusses
the case with a Faculty member or with the
Senior Resident to arrive at the diagnosis and
plan of treatment. It is noteworthy that the
Department has had ECT services from the very
beginning.

On admission to the ward, the patient is allotted
to a Junior Resident (postgraduate trainee) who
then works up the case and discusses it with the
Senior Resident and the Faculty/Consultant in
the ward rounds. One significant feature is that
the Junior Resident is given the overall
responsibility for the patient care, although under
the supervision of the Senior Resident and the
Faculty/Consultant.

Patient records are rigorously maintained. The
OPD completed 25,000 cases by February
1982. Another noteworthy feature has been an
annual statistical exercise at which the patient
statistics are presented; breakdown of data is
done by the diagnosis and by socio-demographic

variables. Such an exercise has often resulted in
unanticipated insights.

There was a considerable expansion in the
services by the institution with the rural clinic at
Raipur Rani in the late 1970s. This also
afforded a research base for research into the
outcome of major mental illness and its
treatment.

Child Psychiatry Services

A child guidance clinic was started as early as
1967. It was constrained by the lack of
availability of trained manpower. More
specifically, there was no properly trained child
psychiatrist. Some of us plugged in. To start
with, Dr. ].S. Teja conducted the child guidance
clinic around 1969-71. When he left, I looked
after it for 2-3 years, till Dr. Savita Malhotra
joined and gradually took over. She was
increasingly involved in it. She also enrolled in a
Ph.D. programme in child psychiatry (with
myself as the guide, | am flattered), and got the
first Ph. D. in psychiatry in 1985. Under her
leadership, child psychiatry has prospered. Five
beds for child and adolescent psychiatry were
started in April 2013 and, in July 2013, a D.M.
in child and adolescent psychiatry was approved.

Drug De-addiction Services

In the early 1980s, the Government of India
(GOI) developed interest in developing drug de-
addiction services at the national level, to address
the problems of alcohol and drug dependence in
the country. Alcohol use had been sky-
rocketing, along with alcohol-related health and
legal problems.

As such, the GOI formed a committee in 1986
to develop drug de-addiction services in the
country, with myself as the Convenor. The
Committee consisted of several representatives
from different psychiatric centres in India. The
committee held several meetings at the Ministry
of Health and Family Welfare.  The then

Qi




leadership of the Ministry was keenly interested
in this endeavour. It recommended about a
dozen centres to treat alcohol and drug
dependence. It so happened that at the
concluding meeting, | was away to a visiting
professorship; as such, Dr. D. Mohan of the
AIIMS chaired the finalization of the report, and
got credited with it.

At the PGI, the alcohol and drug dependence
services started functioning with an outpatients’
clinic in March 1978. It was named Alcohol
and Drug Dependence Clinic (ADDC). We had
already been keenly involved in alcohol and drug
research. ADDC functioned as a part of the
outpatients’ clinic of the Department, held one
full afternoon a week. However, it gradually
developed an identity of its own. The research
staff at the time assisted in the clinic. However,
there were no inpatients.

The in-patients’ services started with a 6-bedded
unit in  the  psychiatry ward on 1
September1988. On 15 April 1989, the bed
strength went up to 8. It occupied the space of
the psychiatry ward in Cobalt block. Patients
were evaluated by Junior Residents and rounds
were regularly made by Senior Residents, the
Faculty and myself.

On 28 May 1992, the ward was relocated in
the area vacated by the erstwhile command
hospital of the Indian Army. The new campus
was inaugurated by the Chief Minister of Punjab.
The outlay and the structure of Army Hospital
was quite different from what was required. A
considerable amount of input was made to
modify the building, but it was not quite
satisfactory.  The PGI hierarchy, particularly
professor Walia, the Director was very helpful.
We were also able to receive some support from
the Government of India, through the
intervention of Dr.Walia.

The treatment programme at the DDTC
consisted of the usual assessment of patients at
ward rounds in which Junior Residents presented
cases to the Consultant. To start with, most
cases were those of alcohol or opium

dependence. In early 1990s, we developed
opium detoxification by use of buprenorphine,
way ahead of it elsewhere.

Subsequent to my departure from the PGI,
DDTC continued to progress. Noteworthy was
extension of services in outlying areas. A new
building was inaugurated on 7 March 2006.
The DDTC has progressed and excelled in
providing an exemplary treatment, research and
training at the national level.

RESEARCH (This Section is limited to my
own research.)

The earliest research of the Department were
carried out in conjunction with the Department
of Obstetrics and Gynecology relating to family
planning. My first project was supported by the
ICMR, along with Dr. Amma of Biochemistry.
Both, Professor Wig and myself were very
interested in drug abuse. India being the home
of cannabis, we jointly carried out research on
the effects of long-term cannabis use. This was
funded by the WHO. The WHO also supported
our studies in drug use in students and non-
student youth. Related studies in drug abuse
included a survey of alcohol abuse in
Chandigarh, 1977-79. Professor  P.N.
Chhuttani, the then PGI Director was a great
encouragement in it.

The Department was closely linked with the
WHO in its research activities. These included
studies of acute psychosis and schizophrenia.
The acute psychosis project was started with
Professor Wig. Dr. Savita Malhotra joined it
1981-84.

One of the most notable research activities of the
Department involved that on schizophrenia.
These included the projects, Determinants of
Outcome of Severe Mental Disorder (DOSMeD)
and Long-Term Study of Schizophrenia (LCOS).
It was supported by the WHO, 1980-83, and
later by the ICMR, 1985-87 as also by PGI,
1990-92. It was initially started by Professor
Wig. On the departure of Professor Wig in June
1980, | took over, although Professor Wig
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continued to provide welcome guidance for
another couple of years. Later on Dr. Savita
Malhotra joined the LCOS.

Another milestone study, supported by the
WHO, was Strategies for Extending Mental
Health Care. A brainchild of Professor Wig, it
was also richly contributed to by Professor
Srinivasa Murthy. Both the DOSMeD and the
Strategies project put PGI solidly on the world
map.

Another important WHO study was in mental
health legislation, conducted by Professor
Santosh Verma and myself in early 1980s.
There was an ICMR project on home care for
mentally retarded children with Santosh Verma.
There was a series of ICMR projects on pain.
Towards the end of my tenure, | developed
interest in yoga and we carried out an ICMR
project on yoga in hypertension.

World Health Organization

| served on the WHO Panel on Alcohol and
Drug Problems, from 1980-96. In the very
beginning, | was asked to serve as a WHO Short-
term Consultant (STC) to serve in Sri Lanka in
December 1975 to March 1976. This time was
used mostly to teach psychiatry and
psychodynamics at the Peradeniya campus. |
further served as a STC in Sri Lanka in 1983 and
in Afghanistan in 1991, both at the height of
their internal insurgency.

International Professional Organizations

Over the years, the Department has been keenly
involved with professional organizational activities
at the global level. This included participation in
the scientific Congresses of the respective
organizations. - The faculty of the Department
often organized scientific presentations involving
professional colleagues from other centres in the
country. For example, during my time at PGI,
my colleagues and | presented programmes at
the World Congresses of Psychiatry (1983, 89,
93), the World Congresses of Social Psychiatry

(1983, 86, 920, 92, 94), the World Congresses
of Psychotherapy (1985, 88, 91), the World
Congresses of the WFMH (1991, 99), and the
World Congress of Psychosocial Rehabilitation
(1991). We hosted the WPA International
Symposium on Cultural Psychiatry in March
1995. A notable association was with the World
Association of Dynamic Psychiatry, which was
basically based in Germany, and we participated
in their conference in 1992, 97and 99.

Medical Council of India

I was inducted as an Inspector of the Medical
Council of India in 1985 and made many
inspections of medical institutions in the country
for approval of their training programmes. It
provided to me a welcome opportunity to
compare our programme at PGI with what was
followed nationally. The PGI model was
increasingly implemented at the national level. |
was fortunate to have been a much favoured
student of Dr. A.K.N. Sinha who served as the
President of the Indian Medical Association, the
Commonwealth Medical Association, and the
World Medical Association, before he became
the President of the Medical Council of India.
During my Presidency of the IPS, 1989-90, I
tried to upgrade psychiatric training in the M.B.,
B.S. curriculum, but was not fully successful. It
is a matter of pleasure that my student, Dr. Roy
Abraham Kallivayalil has been able to make
further inroads in it during his Presidency of the
IPS.

EPILOGUE

From a one-man beginning, the Department has
greatly progressed to its current size and stature.
Of most recent developments, during the tenure
of Professor Savita Malhotra, are the opening of
five beds for child and adolescent psychiatry in
April 2013, and the approval of D.M. in Child
Psychiatry and in Addiction Psychiatry, and M.
Phil in Clinical Psychology, all in July 201 3.

There are no prizes for correctly guessing the
happiest man among us today. It is Professor

99




N.N. Wig. His brainchild has prospered so
much. It is hard to think of the development
encompassing so many diverse areas; training,
service, research, professional organizational
activities. Let me conclude on a personal note,
by acknowledging his contribution not only to
the Department, but also to me personally in my
role in it, by guiding me; truly being my
“Mentor-in-Chief.”
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13.Best Paper Award at 18® Annual
ResearCh Awards Conference of IPS-North Zone (Drs. A.

Avasthi, V.K. Varma, D.K. Arya, A.
. Marfatia Award for best article at IPS Mathur, 1993).

Conference (Drs. S.C. Bhatia, V.K. Varma,
M.K.P. Amma, 1974). 14.Best paper award at Silver Jubilee
Conference of Indian Association of Clinical
. Bhagwat Award for best paper by young Psychologist (Drs. S. Vankatesh, M. Pal,
scientist at IPS Conference (Drs. A. Ghosh, V.K. Varma, S.K Verma, 1993).
V.K. Varma, M.K.P. Amma, 1978).
15.Best paper award at the 18%® Annual
. Dr.B.C. Roy award for outstanding teacher Conference of IPS-North Zone (Drs. A.
in Medicine (Dr. V.K. Varma, 1984). Avasthi, V.K. Varma, D.K. Arya, A.
Mathur 1993).
. Marfatia Award for best paper in IPS
Conference (Drs. V.K. Varma, K. Das, R.C.
Jiloha, 1985).

. Dr. D.L.N. Murti Rao Oration Award (Dr.
V.K. Varma, 1986).

. Bhagwat Award for best paper by young
scientist at IPS Conference (Drs. S.
Malhotra, V.K. Varma, S.K. Verma, 1986).

. Poona Psychiatrists Association Award Il for
best-published paper (Drs. S. K. Khandelwal,
V.K. Varma, R.S. Murthy, 1986).

. Dr Vidyasagar Award of ICMR (Dr. V.K.
Varma, 1987).

. Poona Psychiatrists Association Award 1 of
IPS for best —published paper (Drs. V.K.
Varma, A.K. Malhotra, S.K. Chaturvadi,
1988).

. Best paper at 15" Annual Conference of
IPS. North Zone (Drs. S.P. Singh, V.K.
Varma, A. Avasthi, 1990).

.Dr. G.C. Boral Award Il of IASP (Drs. D.
Basu, V.K. Varma, S. Malhotra, 1992).

. Masserman Award for World Accords and
Human Welfare (Dr. V.K. Varma, 1992).
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Honours/Honorary Appointments

. General Secretary of Indian Association of Social Psychiatry,
1985-1986

. General Secretary of Indian Association of Social Psychiatry,
1987-1988

. General Secretary of Indian Association of Social Psychiatry,
1989-1990

. President of Indian Psychiatric Society, 1989

. President of Indian Association of Social Psychiatry, 1992
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Presidential Address

THE EPISTEMOLOGY OF “MENTAL” PHENOMENA

VIJOY K. VARMA?

I consider it a great privilege and
pleasure to address you this morning as
the next Presidentof the Indian Psychiatric
Socicty. I am most grateful to the mem-
bership of the Society for having elected
me to this highest position in the profe-
ssion at the national level, and for having
bestowed this high honour upon me. I
feel humble when 1 think of all the great
stalwarts whao have earlier served as Presi-
dents of the Society. Amongst this galaxy
of luminaries arc my senior colleagues,
mentors and friends. Since 1969, when
I joined the Indian Psychiatric Society,
I have been considerably involved with
tic organization of the Society and have
had occasions 10 know and work with
many of its Presidents. We are all aware
of the enormous tasks befor¢ us in the
Society, from improvement of mental
health services to hetter training program-
mes and reszarch into the various aspects
of psychiatry and mental health. T look
forward to your help and cooperation in
trying to advance in these areas in the
year of my Presidency,

. Many ot you may have heard me in
informal situations making a reference
to professional brotherhood. The pro-
fessional fraternity, of which I am a mem-
ber, the fraternity of scientists and mental
health perofessionals, is very important to
me. The respect that you acquire from the
professional brotherhood, “the Jury of the
Peers” (and it includes Lady Peers also)
is the ultimate arbitor of our professional

L. Professor of Psychiatry and Head, Deparument of Psychiatry, Postgraduate Insiitute of Medical Educa-

tion and Research, handigarh 160 612

standing and of our very worth, Respect
for the Jury of the Peers is of utmost im-
portance to us.

INTRODUCTION

More than other medical scientists, a
psychiatrist must have a halistic vision,
must see the human being as a whole.
Most often, the psychiatrist has 1o be a
generalist as regards the human situation.
It is accordingly only appropriate for the
psychiatrist to understand the process by
which we assume and acquire knowledge
about the external reality and as regards
the human body and mind.

Most  scientists, including natural
scientists, do not possess enough orienta-
tion to epistemology, as to how the know-
ledge that they deal with everyday is
derived. Biological scientists possess even
less information as biclogical sciences are
considered to be less exact than physical
and chemical sciences. In this regard, 1
may add that I have been fortunate in
having the benefit of atiending a series of
thoroughly stimulating seminars on the
philosophy of science at the University of
Michigan over two decadcs age presided
over by Dr. Anatol Rapoport, a brilliant
biological mathematician, whom I consi
der as one of my intelligent Gurus. [t was
on this occasion that I had the privilege
of reading Hans Recichenbach’s highly
insightful book, “The Rise of Scicntific
Philosophy™, along with a number of
other books on cancepts that materially
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altered my earlier naive understanding of
the scicntific process, A few years ago |
fad the privilege of reading Robert Pirsig’s
“Zen and the Aet of Motor Cycle Mainte-
nanee”’ which gave many insights and up-
set many cxisting notions, but more on
this later.

Epistemology is defined as the philo-
sophy cf knowledge as to how knowle-
ledge is acquired by studying the objective
world around us. As an interested lay-
man, I possess a copy of Wil Durant’s
classic “Tne Story of Pnilosophy”. The
very pretace (to the secoud edition} of
Duraat’s buok deterred me as tar as the
whole arca ol epistemology is concerned.
Calling it “chat dismal scicnce™ Durant
refuses (o offcr any apology for the neglect
of cpisteinology in his voluie and hurther
adds : “Doubtless now that epistentology
is dying in Germany, it will be exported
to Aunerica, as a it retwrn for (he gift of
democracy” (Durant, 14932, pp. xii-xiii).
In the same vein he adds: “Now began
the great gane of epistemology, which in
Lichuiiz, Locke, Burkeley, Hume and
Kant waxed into a ‘Three Hundred Years'
War that at oace sthaulated and devas-
tated mudern philosophy™ (p. 131},

it may be worthwhile here to cxa-
approach to
the porception of the scluvntific process.
As a buddinyg scientist I used to think
that the Lanous laws of pliysics and che-
wmistry Like Uhe Laws of gravity and motion,
Charles's Law and Boyle's Laws were
absolute awl that the question of their
tallibilicy did aot arise, as though they
wers made in hcaven. it was subse-
quently and mostly as a result of the
inducace of Reiclwnbach’s book that I
cainc to understand that it was not 3o that
these so-called laws have beun derived
through a long process and have a certain
(but ot absolute) probability of being
truc.  Alongside, I caue o apperciate
the limitatious of the scientific approach

mine the comunon s¢ise

and the empirical process.

There is no a-priori reason why we
human beings should be aware of the
nature of the external reality and of caus-
ality. In the universe it is only human
beings who possess some such knowledge
and arc able to, albeit to a limited degree,
understand the nature of the universe
around them, including its objects and
phenomena, and are able to predict cer-
tain phenomena and develop a theory
about it. There is no a-priori reason for
acquisicion of this knowledge, and as
Bertrand Russel points our “‘cosmically
and causally, knowledge is an unimpor-
tant feature of the wuniverse” (Russel,
1948 p. 9) and asks “,,..how comes it
that human beings, whose contacts with
the worli arc brict and personal and
limited, are peverthieless able to know as
much as they do kuow™ (p. 5).

To start with let us give a brief defini-
tion for science and an outline of the
scientific process. All of us have faced
the probletn of how to definc science,
ever since we started studying science.
Many people define science as any syste-
matic and methodical study and some-
thing that unravels the mysteries of na-
ture. Scicuce 15 an attempt to study
natural phenomena, their pature and
course, o classity them, to generalize about
them, to predict about them, and thus to
come up with a tieory,

“Scicnce represents man's most per-
sistent cttort o uaderstand and organize
knowledge by reasoned efforts that ulti-
mately depend on evidence that can be
consensually validated’” (Odeggard, 1986),
Einstein oncc characterised science as
“nothing more than a refinement ol every-
day thinking” (Einstein, 1930, p. 39,.

The concept of reality

Before we come to the scientific pro-
cess, a few words about the concept of
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external reality and the concept and cau-
sality are important. There have been
‘two major approaches to the external
reality. The Cartesian view originated
from the famous philosopher Decartes,
who said that the external reality exists
only insofar as it is in the mind of the
observer (the famous cognite ergo sum
dictum of Descartes). As opposed to the
Cartesian view has been the solikpsistic
view which, in essence, says that there is
an external reality out there, of which I
may or may not be aware. Although my
awareness may be limited, the external
reality cxists all the same. Empiricism
sees’the role of ohservations as important
in understanding the external reality.
Raticaalism perceives reason itself as the
source of knowledge.

The concept of causality

The concept ~f causality has been
one of the key concepts in the philosophy
of science. Ate natural phenomena ran-
dom happenings in the universe or do
they follow certain laws ?  Is there order
in nature ? Immanue! Kant, the famous
German philosopher, posited causality as
ong of the axinoms, onc of the synthetic a-
prioris alongwith the other two of time
and space. The concept of causality and
of determinism simplv says that there is
arder in the universe and evants occurring
therein follow certain laws and arve pre-
determined according to those. Aristotle
classified four types of causes, namely
material, efficient, formal and final. More
vecent, and what may be more applicable
o the mantal phennmena, is the distine.
tion bitween causes and reasons, the for-
mir bsing macha vstic and the latter tele-
ological and anthropormorphic.

THE SCIENTIFIC PROCESS

With this background, let us look at
the classical mathod and process of
fcience. A3 wg have seen, science is re-

lated to the study of nature and properties
of objects and phenomena. What we call
scientific has a certain general property.
We know of the external world by the im-
pact it makes on our sensory system. The
object or the phenomenon either registers
on our sexsory systems or produces certain
other things or phenomena which register
on our senses. Thus, although we do
not see the force of gravity or an  atom or
even the molecular structure of a
chemical or a substance, we do see chan-
ges or things attributable to these. How
we know about gravity is well known.
Molecular structure of chemicals is known,
through colour reactions or through X-ray
crystallography. It is assumed that the
impact on the scnsory system would be
pretty consistent and universal and would
apply alike to all humans, thus giving
rise to its consistency aver time and repli-
cability.

The classical scientific approach is
called an inductivodeductive approach.
We make certain observations in the uni-
verse, develop a hypothesis on the basis of
that, make certain more observations to
confirm or refute the hypothesis, reasor
out about the observations and draw cer-
tain deductions from it. Insofar as the
deductions drawn can never be final, it
raises futher questions which require fur-
ther induction to confirm or refute them.
From hypothescs we move to theoties and
to laws of nature, each one increasingly
mare complex and at the same time more
general and encompassing.

The English school which has been
mostly responsible for delineating the
above process is called the Empiricist
school, and the underlving philosophy is
called Empiricism. A number of major
philosophers of science : Francis Bacon,
John Locke and David Hume are fore-
mast amongst its proponents. The scienti-
fic process, as we generaly understand it, is
cmpirical. The observations should be
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reliable across time, the place and obser-
vations thus should be objective. There
may be other approaches to the discovery
of the universe around us but that is not
called scicatific if we apply the narrow
definition of scicnce as here.  The empiri-
cal scientific approach is characterised by
the reliance on the sensory modalities
for understanding the object and pheno-
mena around us.

Criticism of Inductivism

There have been three major criti-
cisms of Lhe inductive, emnirical approach
as outlined above.

Fistly, our sensory organs of percep-
tion arc hoth limited and fallible. The
seasory organs are very inuch limited as
far as the phenomena in the universe are
concerned. Our eyes see and ears hear
only a very limited range of waves of
electromagnetic frequencies. We do not
hear anything if the wave frequency runs
below or above a relatively narrow range
(for example, we do not hear the dog
whistle). At the same time, our sensory
argans suffer from sensory illusions. Tt is
clear that our perceptions arc very much
coloured not only by the field in which
the sensory stimulants operate but also
by our mental set or attitude. As Acker-
man {1963} has smnmarised *the existence
of illusion or conflicting reports from the
senses, proves | .that the senses caunot
be trusted 1o provide knowledge in their
sense” (p.16).

‘The second set of criticism to induc-
tivism ix that induction is not possible
without hypotheses and axioms, assump-
tions and schemata. Russel (1948) also
alludud to it in the following summation
“Knowledge. in my opinion. is a much less
precise concept thap is generally thought,
and has its roots more decply embedded in
wnerbalized animal behapiour than most
philosopliers have heen willing to admit”
(P13, italics added).

VIJOY K. VARMA

“Empiricism pre-supposes that one
can apprehend the real world independ-
ently of hypotheses and axtoms’™ {Wallace,
1988a). Chalmers has pointed out, . . the
inductivist is wrong on two counts ..
theory of some kind precedes all obser-
vation statements, and observation state-
ments do not constitute a firm basis .,
because they are fallible”  (Ghalmers,
1976, p.30).

The next criticism of tnductivism is on
account of limitations in drawing inferen-
ces out of a limited number of observa-
tions. The scientist studies a particular
sample and on the basis of his observations,
he draws inferences about the total popu-
Iation. Tt is sobering to note that even
David Hume, onc of the founders of em-
piricism, contended that “even after the
obscrvation of the frequent or constant
conjunction of ohjects. We have norea-
son to draw any inference concerning any
object beyond thosc of which we have had
an expecience” (Hume, 1939, p.163).
Karl Popper, perhaps the greatest philos-
opher of science, painted out that no mat-
ter how large. the number of hitherto
supporting observations, this amount,
when compared with the infinity of con-
ceivable, future situations, approaches
zero probability {Popper, 1965). “The
history of science furnishes one refutation
after another of supposedly iron-clad in-
ductively derived truths”  (Wallace,
1988a). A< Chalmers (1976, p.33) has
summarised : “The main reason why I
think inductivism should be abandoned
is that. compared with rival and more
modern appraaches it has incrcasingly
failed to throw new and interesting light
on the nature science”.  In the same way,
Chalmers has reasoned : “the probabi-
lity of the uaiversal generalization being
true is thus finite number divided by an
infinitc number, which remains zero
however much the finite number of obser-

vation statements constituting the ev ide
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is increased” (Chalmers, 1976, p.17).
So, where we do go from here ?

Doecs it mean that induction has no rele-

vance ? In view of the limitations of the
inductive approach, the concept of positi-
vity came about, A posit is a statement
with a defined, but not absolute, probabil-
lity of being true, To give an example,
let us look at the statement, “Man is
mortal”, It has been estimated that
since the beginning of evolution about
sixty five billion human beings have been
born on this earth. Qut of them, five
billion are still living and the remaining
sixty billion have died. Man is mortal
cannot be definitely said regarding the
five billion were still living and hence,
“man is mortal” has a 12/13 chances of
being true.

The oither Approaches to Epistemo-
logy

We can perhaps briefly address to
the other approaches that have been
brought forward in view of the limitations
of the inductive approach.

Falsiicationism : This approach,
which isgenerally associated with the name
of Popper briefly states that the job of the
scientist is to refute theories and that
science advances by replacement of falsi-
fied theories by yet to be falsified ones
(Popper, 1968 ; Wallace, 1988a), Accor-
ding to Popper, it is the job of a scientist
to attack and to falsify a theory and that
science advances only in this manner.
The merit of a scientific theory is not in
what it predicts will happen but what it
predicts will not happen, how it limits
certain things from happening. The
more falsifiable a theory is and the more it
constrains the phenomena, the better it
1s. The hypotheses which are not falsi-
ﬁa:blc are just nat within the realm of
scientific pursuits. The aim of science is
to faksify theaires and to replace them by
better theorjes.

The objection to and limitation of
falsificanism is roughly the same as in
case of inductivism. One needs to proceed
along the same empiricist and inductive
approach to falsify a theory as much as to
prove it and it accordingly suffers from
the same limitations of empiricism that we
have carlier discussed. Popper even con-
siders somebody’s approach to disprove a
theory as a contribution to the develop-
ment of that theory. One major pro-
blem in falsificanism is that, like ind-
uctivism, a partof the complex test
situation involved in observation can be
wrong and can result in erroneous pre-
diction {Chalmers, 1976, p.6l). “An
embarrassing historical fact for falsifica-
tionists is that if their methodology had
been strictly adhered to by scientists then
those theories generally regarded as being
among the best examples of scientific the-
ories would never have been developed
because they would have bheen rejected in
their infancy” (Chalmers, 1976, p.63).

The paradigm approach: The para-
digm approach is related to the name of
Thomas S. Kuhn. Kuhn openlyadmits that
nounbiased observation is possible and that
observation depends on a paradigm. Kuhn
(1970) came to realize that traditional
accounts of science, whether inductivist or
falsificationist, do not bear self-comparison
with historical evidence. According to
him, a2 mature science is governed by a
single paradigm. A paradigm is a must
for a science and it is this characteristic
that distinguishes science from non-science.
In the course of the development of a
particular science, a time comes when the
paradigm hitherto adhered to does not
serve the purpose any morc and it has
to be discarded for a totally new way of
looking at—a new paradigm. According
to Kuha (1970, 1977) science advances
through the revolutionary overthrow of
one scientific paradigm by another, and
“... the communities’ rejection of onec-
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tira:-honnured scientific theory in favour
of another incompatible with it” (Kuhn,
1970, p.6:. Paradigm is a sigr of matu-
rity in the development of any given
scientific fiekd.

Kuhn argues that no ratural history
can be interpreted in the absence of at least
som? i-aizit body of inter-twined theore-
tical and mathedical belief, IF that be-
lief is not already implicit, it must be ex-
ternally sup»lied by a current m=taphvsic,
by anather science, or by personal aor
historical accident (Kuhn, 1970, pp. 16-
17).

In the course of development out of
the varitous paradigms onc amerges as
clearly hatter than its competitors, It is
that paradigm which s to be accepted.
Kuhn quotes Francis Bacon (1969, p.
210) as having said “truth emerges more
readily (rain evror than from ennfusion”.

Relativism-Subjectivism: In view
of the problemsin inductive approach, rela.
tivism-suhjectivism accents the role of the
inv :stigator’s  preconceptions and subjec-
tivity. The relativist-subjectivist makes no
assumption of purc objectivity and asserts
that one cannnt comprehend the real
world independently of hypotheses and
axioms and a subjective bias may always
be present.  Popper (1979) spoke of evolu-
tionarily detsrminnd “anticipatory theo.
ries” that are “genetically incorporated”
into the sensory organs of all members of
the animal kingdomn. Psychologically and
anthropologically, we know that cven
statk porceptions or s:nsations are gover-
ned by assymptions and schemata (Wal-
lace, 19881, Thus a subjective hias is
preseat it all observations.

Anarchist Theory: This thaory,
which goes by the name of P. Feverabend
(1975) denies that there is somesthing intri-
nsically special about scienceand that there
is an objective scientific method. He con-
siders the high status attributed to sclence
in a modern society o be unjustified.
To him. a scicntific theory is like an ideo-

logy or religious belief system : like works
of art and aesthetic judgement or a mat-
ter of taste.  Just like vou cannot say that
a particular painting is more true than
the ather oc a particular religious system
is closer to the ultimate reality or truth,
the same way a scientific theory is not
superior to anv other. He even argues
that the scientific theory enters “a com-
plex discussion involving conflicting pre-
ferences and propaganda” (p.366) and
that “what remains are aesthetic judge-
ments, judgements of taste, metaphysical
prejudices, religious desires, in short, what
remains are our sybfective wishes” (p. 285,
Feverabend’s italics). He concludes that
there is not a shade of argument that
modern science is superior to magic or to
Aristotslian sclence.

Intersectionalism : More recently,
Edwin R. Wallace, IV, has brought for-
ward an intersectional approach to science.
According to him human behaviour Is
determined through an intersection bet-
ween the antecedent state Including the
constitutionally and historically deter-
mined conscious and unconscious desires,
fears, inhibitions, and maode of interpre-
ting the world and the immediately pre-
cedent situation, thatis the current en-
vironment (Wallace, 1986). The resul-
ting behaviour may vary according to the
modifications in each of the above. Even
given the fixity of the antecedent state,
the resulting behaviour may differ accor-
ding to alterations in the immediately
precedent situation. “In sofar as our
behaviour is not externally compelled o1
constrained it is frec ; as a function of our
history and personality structure, it is de-
termined” (Wallace. 1986). The human
behaviour is deterinined by the “the
sort of person I was and the sort of situa-
tion I faced”. He makes a point that
althougl human beliaviour is determined,
it is not predectermined and it does not
carry fatalistic implications “nor coes
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determinism negate the importance of cons-
ciogs efforts, attitudes, deliberations, and
volition’ {Wallace, 1986 ; Wallace’s ttalics).
He belicves that autonomy, internal locus of
control and capacity for sclf-transcendence
are fully permissible in a deterministic
universe and he sees the reduction of deter-
minism as originating from its violation
of “man’s narcisistic presumption to rise
above the causal nexus” (Wallace, 1986}.

He further perceives the cause-effect
relationship as a continuous process in
time. “That reality is a continuum which
cause and effcct explanations arbitrarily
segnent into a series of temporally and
specially frozen events” (Wallace, 1988b).
As carly as 1896, Freud invoked an intcr-
sectional concept of causality (Freud,
1896, p.217). In a way, it contrasts with
one usual concept of causality as given
by Mandelbaum’s (1977, pp. 47-77) as
“the end point of a process, of which the
effect is viewed as its end point or result:
the cause of this result is the process itself”’.

As Wallace (1987) summed up:
“Psychoanalysis, like evolution and other
grand theories of science, is assessed
by data derived from various sources. it
is the convergence or divergence of multi-
ple lines of evidence that gives the verdict.
We do not require certainty”.

The Theories of Truth

One way of looking at science is that
itis an approach to arrive at the true pic-
ture of nature. Science, thus, 1S an unen-
ding scarch for the truth. The truth or
otherwise of any scientific theory or pro-
posed law has to be established. Tuere
are four hasic ways of looking at the con-
copt of truth in the context of scientific
Pursytt.

1. Correspondence Theory : This
theory is bas:d o1 emairvical eriteria. Qb-
sefvations are used to establish whether a
particular theory is true or not and the
wrid iadastiva-deductive process is used

to arrive at the truth of the theory. In
brief, it can be said that “true propositions
faithfully represent the structure of the
reality to which they refer: *a statement is
truc if it corresponds to the facts’, as
Popper (1962, p.376) tersely put it”
(Wallace, 1988a). A statement is true if
it corresponds to the facts. [t is nearer
to the truth (1.¢. has more “truth con-
tent”) than another statement if it corres-
ponds to the facts more closely than the
other statement {Popper, 1962, p. 376).

2. Coberence Theory: This is based
on the logical criteria. A theory is truc if
the elements of it arc related to each
other by ties of logical implications.

3. Trath as Aesthetic and Prag-
matic: This theory acknowledges that
there is no absolute route to truth in scien-
tific investigations. However, whether a
theory is accepted or not depends upon the
possible gains from it. Based to a certain
degree on the Feverabandian anarchist the-
ory, a theory is true “as long as it is pretty
and helps somebody™ (Wallace, 1988).

4, Truth as the ahsolute, ultimate,
undeniable reality : We do not have to
prove the existencc or otherwise of truth.
Is there any ultimaw: nature and structure
of the wniverse in which we live, and is
there any theory and spirit guiding this
reality ? As children when we started stud-
ving science. we learnt that we must pur-
sue and establish che eruth as il truth de-
pends upon our providing it. The Hindu
concept is very clear in this matter that
there is an abselute and undeniable truth
and reality, whether we can see it or not.
MENTAL

EPISTEMOLOGY OF

PHENOMENA

When we try to look at the process
of knowledge as far as the behavioura
sciences are concerned, we immediately
come face to face with the problem of the
concept of mind. We can surmise of mind
only through the b:havioural activities
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that we ascribe to the minds. For most of
human history, it has bheen the heart
and not the brain that has been  conside-
red to be the seat of the mind.  We know
of mind only through its behavioural
cocrelates.  “We know the mind, said
Hume, oaly as we know matter : by per-
ception, though it be in this case iaternal.
Never do we perceive any such entity  as
the “mind” : we perceive merely separate
ideas, memories, feelings, etc ..> (Durant,
1952, p.257).

Classically, in the modern times, cog-
nition, conation and affect have been
coasidered as the major constituents of
the functions of mind. The term men-
tal includes all of these and also a num-
her of other functions, phenomena and
imanilestations which seem related to the
mind but which do not casily scem im-
plied in the above three-way classifica-
tion. This mayv include such things as
dreams, autochthonous thoughts, after
images, revelations, faith, otc.

Mind-Maiter & Mind-Body Problems

Auy discussion of the epistemology
of behavioural and mental phenomena
immediately runs into the concept and
definition of mind. The Western ' philos-
ophy has been plagued for over 2,000
years with the dualistic theory of mind vs.
matter. Is mind a part of matter or is it
something separate ? “What we term
‘mind’ is an abstraction that refers to
the organization of those properties which
cmerge from the interaction between two
specics of matter —the human body and
its environment” (Wallace, 1983, p. 165).

The Indian philesophy has, by and
large stayed out of the mind-matier con-
troversy. Matter is onlv a product of our
igaorance ; our inability to see Brahman.
Mater has a cgortain quality and disposi-
tioa ({/pathi) whercas the mind is Upadhi-
less.

Truth is not debatable in the Indian

thought and it is only a construct based
on our culture’s construct. Truth, in the
Indian balief, is transcendant and non-
human.

‘The Indian philosophy has been basi-
cally monistic as far as the mind-matter
relationship and the mind-body prob‘cm
is concerned. It does not say that mind
and rmatter are the same, but it does not
appreciate the nature of the problem
¢ither and discards it as irrelevant.

One Indian approach has been the
approach of the Sankhya philosophy which
makes a distinction between prakrili and
purasha. Purasha is the pure consciousness
and reflects buddhi whereas prakriti is abso-
lute, capable of cognition and not simply
a product of purasha.

The Indian philosophy very well
appreciates the qualities and properties of
objects. In this way. it is antethetical
to the Western characteristation of an
object which is basically analytical and
chemical.  Indian philosophy recognises
seven, qualities of an object, namely,
Drayya, Guna, Karma, Samanya, Vishesh,
Prabhav and Samvava.

Causality and Determinism in
Psychology

“Medicine has long possessed a primi-
tive concept of psychic causality—of the
influence of ideas and emotions on health
and disease” (Wallace, 1985, p. 132).
Schopenhauer espoused a determinism
in the psychological sphere identical to
that in the physical (Wallace, 1985, p.
138). John Stuart Mill, who wrote exten-
sively on many subjects and who is suppo-
sed to have been anc of the most intelli-
gent men who ever lived, attributed to the
concept of determinism , “the existence of
universal laws for the Formation of Charac-
ter” (Mill, 1969, p.14). Tylor (1874,
vol, I, p.2) who has been called the father
of cultural anthropelogy maintains that
“human thoughts, will, and actions accord
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with laws as definite as those which govern
the motion of waves, the combination of
acids and bases and growth of jplants and
animals™.

Although Frends’ concept of deter-
minism had its predecessors, “the explana-
tion of Schopenhauer and Herbart,
none of htis precursors had a developed
conception of unconscious motives”
{Wallace, 1985, p. 141) and causal con-
cepts were too mechanistic,

Freud has bheen criticised for his
concept of psychic determinism. As we
well know, psychic determinism and un-
consclous were the two basic concepts on
which the eatire theory of psycho-analysis
was based. We now know that Freud
did not discover either of these and that
the concept of uuconscious cnjoyed con-
siderablec currency in Freud’s days. With
regard to determinism, what Freud did
was to extrapolate the concept of duter-
minism from the physical, natural scienees
to the science of mind. In other words, if
we accept that the physical cvents are
not random happenings in the universe,
but are caused by certain other cvents,
therc is no reason why mental phenomena
are also not random: happenings but are
caused accidentally. Accordingly, Freud
only extended the concept of determinism
to the mental phenomena.

If we look atthe concept of deter-
minism even in the physical world, the
concept of causality, and determinism was,
to start with. taken from the mental world,
The concept of causality was, to a con-
siderable degree, an anthropomorphic
concept. It was as if the metals and ele-
ments had a mind of their own and that
their behaviour was purposive and teleo-
logical. The stonc fell hecause it wanted
to unite with the centre of the earth,
plants grow upward to reach the source
of light, elements attract each other or
repel each other, etc. Such a “primitive
notion of psychic causality was the first

conception of causality” (Wallace, 1983,
p.117). The actions of one element upon
others have becn referred to as injustices.

Strong {1978, p.115) dcfines causa-
tion in psychology in the following terms :
“A, cause is an event that precedes the
cvent of interest and that can be shown
to have an invariant relationship to the
event”’.

The concept of causality has given
rise 10 50 many problems that Bertrand
Russel (1929) advocated its “complete
extrusion from the phtlosophical vocabu-
lary”, Wittgenstein {1967} considered
causation as superstitious and Reiner
(1932, pp. 709-710) charged that causa.
tion is an anthwopomorphic concept which
“ceases to exist in physics”.

Role of Introspection and Intuition

Introspection and intuition have
always been considercd as legitimate me-
thods of knowing about the mind. In
a way, we can say that from the sample
of one {ourselves), we can generalize
about the entire population of mankind.
We may say that the sample of one is
totally inadequate for the entire human
race. Such a small sample would not be
acceptable toa scientist. However, there
is one aspect of this issue that is worth
keeping in mind. In considering some
other natural phenomenon. the phena-
menon to be observed lies outside us. We
do not have any direct method of learning
about it and, hence, a large sample is
required to rectify the error of ohserva-
tion. There is no fool-proof method by
which we can learn about the ecvent.
However, in trying to understand the wor-
king of our own mind, this aspect of the
error of observation is removed. As we
are the observers and the observed at the
same time, we can be sure that we know
what is actually going on as far as the
phenomenon to be obscrved is concerned.

Accordingly, introspection and intui-
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tion have been well recognised as methods
in human psychology. It was Fechner,
daring the sccond half of the 19th century,
wha, for the fiest time, suggested that there
was no reason why psychological events
also (lid nat fallow the laws of physics and
chemistry. This was a major turning
point in the history of psychology. Sub-
sequently, although Freud added impetus
to this scientific approach of the study of
mind, in fact, he depended greatly on
intaitive and introspective processes in
dsveloping a theory of psyche and persona-
litv. His study was also allogorical which
is cotsisrent with the accepted pauern
then prevalent. En cvaluating the contri-
butions of Freud, we must keep in mind
that in his time intuitive and introspec-
tive approaches were well acceptable as
scientific methods in psychology and that
although he elaborated greatly on the con-
cepts of uncowcious and psychic deter-
miisn {causality} ; he was by no means
its foun-der.  Russcll (1948) calls absurd
the view miatiined by “a certain school
nfp%\_,‘chﬂlngists, who malntain that < intros-
piction’ is uot a valid scientific mothod”
{p.39) and hi mrintains that “Introspec-
tiot is valid as a seurce of data, and is to
a o isiderable extent ammable o scienti-
fic controls” [p.63).  As Ackerman {(1965)
has painted out, “just as there are objects
witich the senses oxperience, so there are
objects which the mind experiences”
'p.18).

The role of iatuition in science has
bien fav greater than is commonly belie-
ved. [t is singularly important in deve-
loping hypotheses. “The fornation of
hvpotheses is the most mysterious of all
thecategorics of scientific method™ {Pirsig,
197+ p. 106:. Even Binsteln has said :
“Man tries o make for himself, in the
fashio v that suits him best, a simplified
a1l i velligible picture of the world. .. .
in order to find in this way the peace and

serenity ., The surpreme task .. is to

areive at those universal elementary Taws
from which the cosmos can be built up by
pure deduction” {cited in Pirsig, 1974, p.
106). Isit that the scientific laws arc more
convenient than true ? Regarding the
tole of intuition in the formulation of
these laws, Einsteln adds, “There is no
logical path to these laws : only intuition,
resting on sympathetic understanding of
experience, can reach thean .. (cited in
Pirsig, 1974, pp. 106-107.

We have to depend upon introspec-
tion for a number of psychological pheno-
mena. The classical example given in
this regard is that of after-image. If you
look at a bright object for some time and
then suddenly close vour eyes, you “‘see”
an outline of the object in complementary
colour. Therc is no way how this ex-
putience can be objectively and empiri-
cally validated. The empirical approach
requires that the phenomenon should be
similarly perceived by outside, indepen-
dent raters, thus giving it replicability and
cousistency.  Similarly. phenomena Yike
halluzinations (i.e. sensations in the
absence of an external stimulus) and even
pain can be perceived only at the indivi-
dual, intuitive level. Does it make it any
less real ?

Another important problem in the

study of the mental phenomena is that the
very process of observation may influence
the event. A simple example could be
thatif the people are aware that they are
being observed, this knowledge itself may
affect their behaviour. This problem has
been encountered in many experiments in
social psychology and the question is how

. to make the observation unobtrusively, A

related and more serious problem is where
the process of drawing one’s observation
towards it may result in the cessation of
the phenomenon to be cbserved.

The classical cxample given here is
the debate regarding the wave theory vs
the corpuscular theory of light. The pro-
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cess of observation is such that it will dis-
turb the phenomenon so that an answer to
this question cannot be found. It is onc
of the “indeterminate’ questions.  Coming
to the psychic avents, a very rcady exam-
ple is that of dreams. If one werc to focus
conscious attention on dreams, the focus
would bring about a cessation of the dream
activity itself. There is reason to believe
that the mental activities that occurin the
process of falling aslecp and the process
of waking up from sleep may throw im-
portant light on the mental operations.
Many people commouly experience {rag-
mented or witat has been called auto-
chthonous thoughts or perceptions during
the half-awake-hall-asteep state. However,
again, focussing atteation to it will bring
about a cessatio.1 of these pheaomena. So,
how must onc study it ?

For meatal operations to by crapiri-
cally siudied, it would require that the
phenomenon is perceived and reported by
the parson. However, although a person
may introspectively experience something,
he may not always be able to experience
it in words waich would be cssential for
others to comprchend the plienomenon.
Unless the above oceurs, the cmpirical
validity cannot be reached. What hap-
pens if the person is unable to express
the experignce in words ? There may be a
number of mystical experiences which
cannot bé traaslated into words. Although
the expericnces which are common may
have a vocabulary for their ¢xpression,
the same cannot be said about unusual
or idiosyncratic experiences. A colle-
aguc ol mine is very tuad of giving the
following analogy : *'How would a dumb
person relatc his expericnce on cating
sweet ?" (Wig, personal communication;.

INDIAN APPROACHES TO THE
EPISTEMOLOGY OF MENTAL
PHENOMENA

Although itis not the purpose of this

discourse to talk in detail about the Indian

approaches to epistemology and this talk
cannot do justice to the richness of Indian
philosophical approaches to the above,
perhaps certain points of dJeparturc from
the Western approach can be taken note
of. The following points may be consi-
dered i this respect :

(1) Mind-Matter duality

As opposed io0 much of the Western
thought the mind-matter duality, which
has plagued the Western thought for
over 2000 years, does not cxist in Indian
philosophy. In a way, mind is also a
part of matter and therc is a continuous
ongoing intercoursc  Letween the  two.
The obscrver is not scparaie from the ob-
setved. The twn arc cngaged in conti-
nuous interaction.  Since the Western
thought maintains a duality between the
observer and the observed, ohjectivity
assumes greal mmportance. In Indian
philosophy, it is accepted that an obser-
vation cannot be fool proof. The purpase
of the conjunction of the scer with the
seen s for unfolding inherent powers of
nature and spirit so that the secr disco-
vers hils own truc nature.

As we have scen earlier, the Indian
approach is monistic, advaiia. It is true
that the samkhye philosophy maintains a
distinction between the graksiti and purasha
and i$ a philosoplhy of pluralisiic dualism;
by and large, Ladian philosophy remains
monistic.

(2) Synthetic, bolistic

In contrast io the Western analytical
approach to recognition and theorizing,
the Indian approach is synthetic and holis-
tic. In the Western approach, il you ar
trying to understand something you must
break it in two parts. Your break some-
thing into two ; if you still do not under-
stand, break it into halves again and keep
on breaking it till you understand it.
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This has resulted in the Western approach
to identify the key attributes and active
ingredients ol substances and phenomena.

In Western science, the active ingre-
dieat in most sitwations has been identified
in chemical rather than physical terms
and thus does not pay adequate attention
to the *state” of the thing. For example,
iron is iron irrespective of its shape. H,O
represcats water whether itisin the shape
of water or ice or steam and whether water
is stagaant in a podd or ruiaing water
in a river. Alcohol is G H;OH irrespec-
tive of the type of alcoholic beverage.
Now a person who i< savouring a rather
rare scoich will be aghast if you say that
he is deinking GoH,OH and thus some-
thing stmilar to the cheapest gin or arrack.
Tne [adian concept of cxternal reality
has always been holistic and it is well
documented in the ancient seriptures like
Gita and Patanjali Yoga Suira in which
the shape and the state of the object have
all b:en taken into account.  The Western
approach to identifying the essential in-
gredients alse serves some purpose as it
describes the object substantially but cer-
tainly not totally.

The L[adian approach to science has
also scen causality in the holistic fashion.
Ag regards time, it is somewhat akin to
Wallace’s concept in that there is a con-
tinuous change of cause and effect. It
also sees causality in a  multifactorial
way in wiich the entire system is interac-
ting with each other to produce the effects.

(3} Musionary nataure of per-
ception

Tae Iadian philosophy also is cogni-
sant of the limitations of perceptions and
the inferences to be drawa from it. The
Srimad Bhagwat Gita attosts to the illysio-
nary character of human perceptions,
as does Patanjali Sutra. There is no
foal-proof method of secing the external
reality. ILdeatifying the seer with the

instrument of seeing. namely, the senses of
perception and organs of action intelli-
gence and ego is considered as asmita or
egoism. and hence should be avoided.

(4) Non-mormative approach to
human bebaviour

One of the definitions of health and
illness is a statistical one, a normative
approach. Il you are like everybody clse,
you are all right. The usual is normal
and healthy. Awy deviation from the
stattstical approach is viewed with sus-
picion and is a prims facie cvidence of
abnormality.

However, the Indian approach to
mind is aware of the differences across
individaals and across time. It attests w0
a number of rcasons for such variability,
evoking concepts like sanskara and fatalism
which may limit and prescribc what a
particular individual may perceive.

However, it is clear that perceptions
may vary not only acrass individuals but
in the same individual from time to time.
Many of the things that occur 1o us can-
not be called usual by any means. Let
us look at the creative process. We all
know that scientists have flashes of crea-
tive insight. This does not occur every-
day ; in fact, it will not accur more than
a few times m one’s liletime. This can,
in no way, be called abnormal or patho-
logical. Similarly, therc are such things
as religious revelations or jiham. So are
other para-normal perceptions that can
occur (o some but not 1o all,

The Indian philosophy attests to
the variability across individuals and the
idiosyncratic naturc of many mental
phenomena. There is a greater aware-
ness of such possibilities and of its aware-
ness.

(5) From causes to consequences
Like me, others who began their
carcers in psychiatry in the environment of

130



THE EPISTEMOLOGY OF ‘MENTAL’ PHENOMENA 15

the University of Michigan in the early
1960s were familiar with the famous
aphorism of Ralph Gerard who directed
the Schizophrenia Project in the 1950s :
“Not a crooked thought without a croo-
ked neuron.”” The converse of it, its
corollary, is however not so well appre-
ciated:

“Not a crooked neurone without a
crooked thought”, Ttisinconceivable that
if you believe in the former, you can re-
ject the latter. S0, whatdo we have here ?
We are actually moving from theory of
causality to that of consequences. Every
event in the universe, howsoever trivial,
will have its consequences. It also
applies to our thoughts, emotions, words
and deeds over which we scem to have
some control. If we engage in wrong-doing,
we will have to face its consequences.

If we extend this concept, we will no
doubt realize that we are talking about
karma theory. Pecople generally think that
many acts are finite and delimited as long
as no one knows about it. You can cheat
or steal or engage in a sexual escapade as
long as no one knows about it. How would
anyone know about it, after all ? We
know, as a theorctical possipility, what
Julius Caesar said 2000 years ago can be
retrieved even now. The encrgy change
has taken place ; it is up to us w0 retrieve
this information. A simple analogy comes
to mind. [r India, even now when one
makes a subscriber trunk dialing (STD;
telephone call, it is counted as so many
local calls, and there is no record who was
the party called, what time the call was
made and its duration. But, the tele-
phone company can casily eavesdrop on
it by hooking your telephone to a com-
puter and come up with all the data ;
something that is routinely done in many
advanced countries. The point I am
trying to make is that, it is thearetically
possible to record every eventin the uni-
verse. Simply because a thing is not re-

corded does not make it a non-event and
does not subtract from its causal proper-
ties.

The above may be theoretically
applicable also to events that are not
possible to record or measure at present.
What about the consequences of dallying
in the titillating enjoyment of a porno-
graphic book, or of having uttered an
obscenity ! If we believe in causality aad
consequences, these will also have their
impacts.

In a way, the Aarma theory is related
also to the senskara theory and the free-
will-determinism issues. Your sanskars is
determined by your good decds and’ mis-
deeds in the previous births and are pas-
sed on 1o you with re-birth. If the body is
burnt, how can these be wansmitted ?
Again, we are running into the fallacy that
we have been trying to avoid, namely
that everything is important, whether you
can measure it, record it or not. If you
have committed mis-deeds earlier, you are
born with tainted wisdom which will
impair your ability to do good decds. But
itisa must 1o try your best to do good
deeds, otherwise, you cannot rise from
the morass.

The above is also related to the free
will vs. determinism issue. We have seen
how complicated the issue of determinism
is, especially pertaining to mental acts.
The Indian ethos, like virtually all celigious
beliet systems in the world, is ambivaleni
on the issuc. Determinism s related to
fatalism, but you have freedom of choice
as well. If you are born with bad sanskaera
and wisdom, your capacity for good deeds
is limited, but still you mus¢ tsy your best
to glevate your position through good
deeds.

One important point regarding
Indian, especially Hindu philosophy. We
have seen the difference hetween the
mechanistic, pushing causes and techno-
logical, anthropomorphic, pulling rea-
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sons. Indian phtlosophy accepts the
above, the purposefulness of the reasons,
However, there is also  the concept of
kaaran. [t will again have 10 be transla-
toll as “reason’’, but it is not the reason
as we have discussed above. Raaranis a
cosmic causality how die  cvent fits in
God™s schene of things, God who is per-
ceived as the cause of it all : Sakal Fagat
ke kaaramam.

16, Contemplative,
approach

Finally, the Endian approach to
science s basically contemplative, as op-
posed to the aggressive, manipulative
Wesiern appreach.  We try to understand
nature, {or 15 own  sake and to adapy
ourselves o i rather than 1o meddle with
it. We are not masters of the universe,
but oaly participants. Tne aggressive,
manipulative, cxploitative approach to
nature is already having a large number
of repercussicas.  Furthermore,  uafor-
tuaately, we do not know all the possible
Fepercussions of  our m+:drllin.g with
nature,

participant

LIMITATIONS OF THE SCIENTIFIC
APPROACH

As we have scen, vach one of the
vatious scientilic approaches las its limi-
tations. Popper admits the limitations
aad falliabilivy of the scientific approach
and emphasizes it with a striking mota-
phor :

“Tne cmpirical basis of objective

science has thus nething “‘absolute”

about it. Science does not rest upon

solid bedrock.  Tre bold strucwure of

its theories rises, as it were, above a
swamp. [t is like a bailling erected
on piles. ‘The piles are driven down
from above inte the swainp, but not
down 0 any natural or “‘given”
base ; and iff we stop driving the piles
deeper, it is ot because we have

reached firm ground. We simply

stop when we are satisfied that the

piles arc firm enough to carry the
structure, at least for the time being

(Popper, 1968, p. 111;.

Popper further writes . . if we expect
truth we must search for it by persistently
searcling for our errors : by indefatiga-
ble rarional criticism, and self-criticism®
(Popper, 1968, p. 3; and further adds
‘.. my answer 0 e question, “How do
you know ? Whal is the source or tic
basis of your assertion ? What obscrva-
tions have led you to it 27 would be :
“1 do not know : my assertion was merely
a guess. Never mind the source, or the
sources, {rom whicly it may spring-—there
are many possible sources, and I may not
be aware ol half of them; and the origins
or pedigrees liave in any case little bear-
ing on truth. But if you ar¢ interested
in the problem which L tried o solve by
my teuiative assertion, you may help me by
criticising it as severcly as you canj and
if you can desiga somne cxperimental  test
which you think inight refute iy asser-
tion, I shall gladly, aud tw the best of
my powers, help you 1o refute it” {Pop-
puer, 1968, p. 27).

Tne wodern approach to science
depends greatly on ineasuwrement. Sam-
pooran Singh (The Sunday Tribuae,
September 18, 1988) quotes R. D. Laing,
a cenowned psychiatrist, as lamenting the
obsession of the scientist with “measure-
ment and quaatification” and physical
scicnce being concerned with a world of
shadows and falling inlte the error of
ideatilying appearance with reality.
Sampooran  Singh maintains that the
concepts are not leatures of rcality but
constrycts of the mind; part of the map,
not ol territory. Science secms 10 miss
many important things, for example, the
language of love and friendship and mut-
ual understanding.

Einstein, Schrodenger and others have
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referred to another mode of knowing
that does not update by separating the
subject and the object (Sampooran
Singh, " 1938). Such a mode of knowing
it of coursc well appreciated in the Indian
scientific tradition.

Chalmers (1976, p.xiv) quotes an
inscription of the social science research
bailding at the Uaiversity of Chicago as
reading “If you cannot measure, your
knowledge is m:agre and uasatisfactory”.
Toulmin (1976} points out that Heraclitus
argued that sensory observation always
hold good for particular, specific times
and places. All our resulting knowledge
must, as a result, be correspondingly
“contingent” —that is local, transcendatory
and conditional in its scopeand validity.
Heraclitus accordingly formulated his
much quotc:d epigram “everything is in
flux” (p. 73;.

In a way our difliculty can be summed
up as per Lhe following scheme :

“All of our knowledge of the workl
comes by way of the five senses.

So, all of our knowladge of the world
is contingent;

S0, we can make no necessary or
perinanent assertions about anything
in the world—even about words and
their meanings; So, language is “in
flux"—from place to place and mo-
ment to moment—like sverything
else;

So, we cannot use language intelli-
gibly.’,

the fact is :

“We do use language intelligibly;
So, language cannot be entirely “i

Bu

-

in
flux>’. So, we can make some neces-
sary or.permanent assertions about
the meanings of words;

So, not all of cur knowledge: of the
world is contingent;

S0, not all of our knowledge of (he
world comes by

way of the five senses alone.” (Toul-

min, 1976, pp. 73-76).

In science, our insurmowntable pro-
blemis really thatof the need for certainty.
We like 1o understand and predict about
the universc around us as it gives a cer-
tain sensc of security and control, But
is there really an actual certainty? *‘Is
This City of Truth a Reality, orisita
mirage”? (Toulmin, 1976, p. 48). As
Wallace has rather pungentally put it,
thereisa bitch goddess or dog god against
which we should declare. And her or
his name is Certainty™” (Wallace, 1988a).

Pirsig it his eminently readable and
influcntial book, *“Zen and the Art of
Motor Cycle Maintenance”, mounts a
concerted attack on the entire area of
scientific truth. He discovers, for exam-
ple, that*the timespans of scientific truths
are an inverse function of the intensity of
scientific effovt” (Pirsig, 1974, p. 108)
and : “What shortens the life span of
the existing (ruth is  the volume of
hypotheses oflered to replace it;.,. as
you try to move toward unchanging truth
through the applications of scicntific me-
thod, you actually do not move toward it
at all. You movc away fromit! ... it
is science itself that is lcaving mankind
from single absolutc truths to multiple,
indetcrminate, velative ones™ {p. 109, ita-
licsin the original). It appears, thus that
the scientific theories are not necessarily
true, but are only convenint schemes of
understanding the universe and its pheno-
mena and thus reduce unceriainties, and
the question of arriving at final and last.
ing truths does not even arise.

It is being recognized increasingly
that although the inductive, empirical
approach has well served acquisition of
knowledge, it has important inherentlimi-
tations and is not the only appreach pos.
sible 10 science.

“Il all owe knowledge comes from
sensory data, what exactly is this subs.
tance which is supposed 10 give off the
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sensory data iwself ?, .. If one accepts the
premise that all our knowledge comes
to us through our senses, Hume says, then
onc must logically conclude that both
‘Nature’ and ‘Nawre’s Laws' are crea-
tions of our own imagination” (Pirsig,
1974, pp. 124-125). “It scems to me that
the law of gravity has passed every test
of non-existence there is. law of
gravity exists nowhere except in people’s
heads! It's a ghost!” (Pirsig, 1974, p.
33, italics in the original). He further
adds : “Itis notuncommon, . .. for Indian
villagers to see ghosts. But they have a
terrible time sceing the law of gravity.”
(p. 244).

_ However, undeniably science does
something uscful. The scientific theories,
surely have vesulted in our ability to pre-
dict about and manipulate naturc to our
benefit. There is no doubt that there is
such a thing as clectricity which has been
harvested and which I am using just now
in addressing you. In addition, as has
been pointed by Chalmers, (1976, p.
108) ; “*Scientific theories have an objec-
tive structure outside of the minds of
individual scientists,”

“Science exists in a particular society
because it serves a specific function in that
society”  {Chalmers, 1976, p. 143).
However, “The task for the ‘science of
mind’ is not to discredit our experience
ol aesthetics, scnsory, perception and the
rest, rather, it 1s 1o bring to light the learn-
ing sequences and neural mechanism
called into play in those activities”
(Toulmin 1976, p. 277).

CONCGLUSION

We have scen that much of our
knowledge of the world around us, the
external reality and nature comes through
our sonse organs.  This ability to pereetve
the oxternal reality 15 the bhasis of the
empirical, inductivist approach. Induc-
tion is also involved in the ather scientific

approaches, directly or indirecty, i.e., in
falsificationism, paradigm approach and
in intersectionalism. All these approa-
ches have problems. “Can we avoid the
scylla of simplistic dogmatism and the
charyoilis of epistemological anarchy?”
{Wallace, 1988a).

However, we have seen that our
sensory apparatus is both limited and
fallible. We can perceive only certain
things and phenomena and not others.

Pirsig (1974) raises a2 number of
issues pertaining to the validity of the
entire scientific process and scientific
theories and truths.

Science faces, furthermore, the pro-
blem that it is totally incapable of study-
ing certain important mental phenomena,
at least “‘objectively”, at the present time.
How do you study or measure things such
as the sense of joy that you experience at
the mountain top or seashore? How do
you study beawmy, love and hatred,
reverence  and  decision,  faich  and
cynicismt, patriotism, friendship, quality,
excellence and dharma? The fact that
we can not study them through the
““scientific” method does not make these
any the less important. As a matter ol
fact, we can even say the things that
most importantly concern us, do not
lend themselves to the scientific approach,
science simply scratches the surface of the
totality of the human situation. Science
has heen, and is useful, but it would be
fatal to think that it has answers 10 all or
even the most important issues, at least
at present,

By the above, I am rot trying to run
science down. Science has been useful
in many ways and we are reaping the
convenience and comfort resulting from
it. However, its impact so far has been
only on the phvsical environment. Tt
has made little impact on our mental
state and almost nenc on the spiritual.
It would be wise to maintain the right
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perspective about the role of science in
our everyday life.

There is no a-priort reason for us to
have absolute knowledge of the universe
in which we live. In the universe, only
humans have some knowledge of it. Scien-
tific theories subserve useful functions to
reduce uncertainties and fear and to help
desirable action. However, it would be
wrong to think that we know, or will
know everything regarding the operaticns
of nature, It is possible for us to draw
only some conclusions about the exter-
nal reality—and most conclusions must
remain tentative forever,

The scientific theories have ranged
from subjectivism to emniricism, and
from rationalism to anarchy to nihilism.
The Indian thought is more cogaisant of
the limitarions of knowledge. Indiian
philosophy is holistic, causality is not
temporally linear, causc following efiect.
Furthermore, L would like o suggest that
causality is mnitifactorial and interactive,
based on thc oigoing interaction between
the various factors.

So, where do we go? [is not sugges-
ted by any means that we abandon science.
Science is after all, in moce general terms,
our pursuit for knowledge., However,
we need o assume a middle epistemolo.
gical position. Induction 1s there, but
we need take it with some reservations.
We need (0 develop and maintain toler-
ance for ambiguities, unceriainties; even
contradicitions and opposites. We
Indians, as it is, are less upser by thesc
than the Western man with his analytical
approach. The only possible posiuon is
for us to ackaowledge our limitations.
If that borders on intellecizal nihilism, let
it be so, for such are the ways of God.
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CULTURAL PSYCHODYNAMICS IN HEALTH AND ILLNESS
ViJOY K. VARMA*

Allthe Dr D.L.N. Murti Rao Qrators so
far have been persons who knew Dr
D.L.N. Murti Rao personally. Some like
Professor N. N. Wig, Profcssor A. Venkoba
Rao and Professor A. Verghese had been his
students. Others like Professor K. C. Dube
and Col. Kirpal Singh knew him in course
of their professional interactions. [ am pos-
sibly the first Dr D.L.N. Murti Rao Ora-
tor who was not fortunate enough to have
known the great man in the flesh. I have,
however, been greatly impressed and
touched by the high regard bordering
on reverence with which he has been held
by his students. Many of them, my senior
colleagues, like Professor N.N. Wig, Pro-
fessor A. Venkoba Rao and others [ have, in
turn, greatly respected and admired and de-
rived guidance and inspiration from.

The picture of Dr Murti Rao that
emerges before me is that of an astute and
committed clinician, a very popular teacher
with deep concem for the professional de-
velopment of his students — a true gury, a
professional possessing a sharp, analytical
mind, and a man in the highest reaches of
bumanism. His honesty of purpose, humil-
ity and humanism have been highly lauded.
I understand that, not surprisingly, he was
very interested in unravelling the jigsaw
puzzle of schizophrenia as also of other
mental illnesses.

It is as a tribute to the grear man that 1
dedicate my otation which, 1 hope, will
take us a few tiny steps further in the direc-
tion shown by Dr Murti Rao.

Man lives in an intimate relationship
with the society. The important relation-
ship between man and society has been ex-
tensively studied and variously interpreted.
In the context of mental health and illness,
just like those are dependent upon indivi-
dual psychological variables, they are also
dependent upon socio-cultural factors. The
culture may exercise powerful pathogenic

and pathoplastic, as well as health-sustain-

ing influences. In this paper, we shall exam-
ine such socio-cultural factors and its relev-
ance to psychiatry.

Since the turn of the present century,
the Western man has been increasingly
aware of and interested in other cultures,
To start with, this was possibly mainly an
idle curiosity in cultuces grossly different
from the Western culture. Anthropologists
and other social scientists from North
America and Westen Eurupe undertook
studies of the non-Western cultures, pri-
marily the primitive, pre-licerate, “exotic”
societies. Some of the greatest figures in
cultural anthropology who stood out as
giants in the entire area of human thought,
such as Radcliffe-Brown, Franz Boas, Sit
J.G. Frazier, R. Linton, W.H.R. Rivers,
Bronislaw Malinowski, Ruth Benedict and
Margaret Mcad participated in this explora-
tion. To start with, ic was discrete quests
into other cultures, the empahsis being on
them being alien, different, peculiar,
“quaint”, “exctic”. Thus. we have a Samoa
here, a Trobriand there, Alor, Kwakiutl,

* Professor and Head, Department of Prychiatry, Postgraduste [nstitute of Medicsl Educerion & Research,
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14 CULTURAL PSYCHODYNAMICS IN HEALTH AND ILLNESS

Hopi, Zuni,Arapesh and others in different
parts of the world. The emphasis all
through was on them being “Oh, so differ-
ent”. It was only later that anthropologists
started looking at these different cultural
forms as comprehensive, viable solutions to
the problem of hutnan cxistence. As Ruch
Benedict exclaimed, is it not wonderful
that there can be so many different solu-
tions to the problem of human existence
and isn't it great that they all seem to work.
Benedict developed the theory of functio-
nalism, namely that cach cultural form,
norms and institutions, roles and expecta-
tions that hold a culture togecher fir with
each other to produce the cuitural whole

just like pieces of jigsaw puzzle without ne-

cessitating readjusement and realignment
of the other pieces. These insights paved
way to the theories of cultural relatively
and functional integration.

There was a parallel, though later, deve-
lopment in the field of transcultural psy-
chiatry. To start, with contact with non-
Western socictics, Western psychiacrists
became aware of the apparently unusual
and peculiar presentations of psychopatho-
logy in the non-Western societies. A num-
ber of so-called culture-bound syndromes
were identified and described and specific
names were applied to them. Thus, chere
was an amok and a latak heee, a kore there,
a piblokto 1 the third place. One side
aspect of recognition of these was a pejora-
tive connotation assigned to these — these
ilinesses were the preserve of the “primi-
tive” and did not affect the civilized Wes-
tern man. It has been only much later that

an appreciation is dawning upon the scien~

tific comtunity that the so-called culture-
bound syndromes do not represent specific
entities, but illustrate the influence of cul-
tural factors in modifying the manifesta-
tions of psychological upheaval ~ the pa-
thaplastic influences of the culeure and that
there is nothing about them qualifying

them as specific, clearly ditferent clinical
entitics. Pteiffer (in Al-Issa) has considered
this issue in detail. Additiona! credence ro
the scope and extent of the degree to which
cultures can mould presentation and natu-
ral history of the “universal” illnesses, e.g.
schizophrenia, depression, etc. came from
internationally monitored studies, e.g. the
U.K, U.S A study and studies an schi-
zophrenia, depression carried out under the
acgis of the international organizations, ¢.g.
the World Health Organization which, us.
ing standardized instruments and uniform
methodologies, brought to light important
trans-cultural differences.

Transcultural psychiatry need not only
be of esoteric importance, only an academic
exercise, but may be of relevance and im-
portance to all mental health professionals.
As the phenomenology, course and out-
come of mental disorders may be depen-
deat to a great extent on socio~cultural fac.
tors, analysis of the transcultural diffe-
rences in these may be helpful in separating
out the culeurally-generaced fearures from
others, Whereas the differences across cul-
tures may be related to the interaction of
the illness with the socio-cultural variables,
the similarities, “the universals” of the ill-
ness may reflect the “core” and basic nature
of the illness. In this fashion, transcultural
psychiatry may be helpful in facilicating
greater insight into the basic nature and
concept of a mental illness, and the socio-
cultural factors which must be taken jnto
account not only in understanding the ill-
ness, but also in planning its rreatment.

Transcultural psychiatry has, thus, come
to be recognized as a speciality within psy-
chiatry., However, although there have
been a few exceptions, the mode! remains
basically descriptive and phenomenologi-
cal. There is every need to correlate the
transcultural differences in phenomenoclo-
gY: course, outcome and treatment of mental

\illness with the cultural variables, 50 as to
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arrive at 2 dynamic model of transculcural
- psychitry. The need is to switch from
“what” to “how™ of the issue. The role of so-
cio-cultural variables in the transcultural
differences must be understood and corre-
lated with each other. However, the rela-
tionship between the two must be visus-
lized not as a static but as an on-going dy-
namic interchange. In this fashion, a dy-
namic synthesis may be effected in trans-
cultural psychiatry.

The Dynamics of Culture
and Mental Health

A number of workers, anthropologists
and psychoanalysts, have eried psychody-
namic interpretations of culrures. “Bened-
ict showed that the first-order facts of a cul-
ture,...could be transcended by finding
abstract qualities linking dosmains of life
like war, menstruation, death, puberty and
others. ... This method gave anthropology
a new maturity and opened the way for
other bases of interpretation using, for
example, psycho-analytic theory to find
new meaning in familiar cultural forms®
(Honigman 1972).

Although culeure evolves as a group so-
lution to the problems of human existence
and should thus be something positive and
beneficial to mankind, it has often been
viewed as constraining and limiting human
beings; as having a generally undesirable
and deletorious effect. [n a way, this view
can be linked to the increasing complexity
of life, especially since the industrial revo-
lunon. thus leading to viewing “cultiva~
tion” as bad and holding a fond wish for
the return of the primitive. Even Freud was
not immune to this bias and *when he
tumned his artention to social phenomena i
seems to have been with the intention of in-
dicring society for its deleterious influences
on personality” (Hall and Lindzey 1965).
The negative approach also manifests itself
in blaming “culture” for mental illness, i in

religious renunciation snd in glorifying che
primitive.

The Theory of Cultural Defences

However, not every one has taken a nega~

gve view of culture. Civilization can be

viewed as reducing source of acute fear, dis-
gust and anger ; reducing varisbility in the en-
vironment and making it more predictable
and manageable (Lindgren 1969). Fromm
(1959) viewed this issue in a larger perspec-
tive : “It is the belief of the progressive forces
in society that such 2 realisation is possible,

that the interest of society and of the indivi-

dual need not be antagonistic for ever. Pey-
choanalysis, if it does not lose sight of the hu-
man problem, has an important contribution

" to make in this direction. This contribution,

by which it transceads the field of medical
speciality, was part of the vision Freud had™

Conflict is an integral part of human exis
tence, Conflict can be said to exiss intrapey-
chically when a particular wish or impulse
cannox be readily realized in an harmonious
relationship with one’s super-ego and the ex-
ternal reality, including the people in it

When faced with such a conflict, the indivi-

dual brings into play certain mental defense
mechanisms, gcncucally determined and un-
consciously operating to reduce the anxiety
and the guilt, and permit partial gratification
of the wish.

T have proposed the thesis (Varma 1982a)
that similar to individual defenses, there exist
anumber of “cultural defenses” which are the
culturally determined mechanisms of allaying
anxicty. These are available in a readymade
form for all members of the society to utilize
therm in appropriate situations. Cultural de-
fense has been defined as: ‘Psychological de-
fense mechanism, genstically determined
and unconsciously operative, which allays an-
xiety and cnables parnal granfication and
where the mechanism is provided in the form
of institutions, customs, traditions, rituals,
sanctions, prohibitions, follkways and symbo-
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16 CULTURAL PSYCHODYNAMICS IN HEALTRH AND ILLNESS

lisms: and is available for use of all memb-
ers of the society in appropriate situations”.,

Culeural defenses are similar to the indi-
vidual defense mechanisms in that these ate
brought into play to alleviate anxicry and
permit gratification. However, rather than
the individual using his ingenuity to fabrit-
ate, as it were, a defense mechanism, he uti-
lizés one, readymade, provided by the so-
ciety for use of its members in similar situa-
tions,

Culturally determined filters — perpe-
tual as well as cognitive-serve such defen-
sive functions. The child is taught early in
life that it is wrong to see, think, or know
about certain things. In this way, the indivi-
dual is spared the anxiety which can be in-
voked by such conflictual areas. We live
through our lives utilizing similar blinders.
Also, social institutions, for example marri-
age, family, school, church, caste and class
systems reduce uncertainties and channel-
lize gratifications in an accepeable form,
and hence can be considered to be subserv-
ing defensive functions.

A study of the customs and ricuals is 2
rich source of understanding defenses. Al.
though some customs and rituals are un-
derstandable as serving realistic, useful
functions, many other rituals and customs
do not appear meaningful and uscful. The
question ariscs as to why are they practised.
The thesis is put forward chat in addition to
serving realistic functions, they also operate
at 2 symbolic level to serve as defense me-
chanisms. In so far as these are available to
be shared by all members of the society,
these can be called culeural defenses.

A simple example of defensive func-
tions of the customs is illustrated by the ri-
tualised group-mourning process associated
with the death of a family member. Elabor-
ate customs prevail in practically all cul-
tutes to permit this communal mourning, In
our own set-up in India, the process in Hin-

dus usually lasts for thirteen days with spe-
cific ritvals and activities to be performed
on the various days. This permits members
of the family to come together, to ralk
about the deceased vo re-live their life with
the deceased and thus to relinquish him.
This is precisely what is recommended in
the treacment of grief reaction and the
death ritual permits this crearment at a
group level to permit an optimal resolution
of the bereavement.

~ The customs and rituals associated spe-
cially with the important life events pro-
vide 2 rich source of matenial for the study
of cultural defenses. Drawing from anthro-
pological data [ have focussed attentiontoa
number of customs and rituals practised in
different societies and to their defense
functions. The following is a brief account
of such customs:

At pubecty, initiation ceremonies are
very common in many cuoltures. Amongst
boys, this often involves torture and fear
inflicted upon him, haircut or shaving the
head of requiring him to give an evidence
of his strength and fearlessness. It has been
suggested that torture or haircut, as sym-
bolic castration, reduces anxiety aroused by
sexuality by undoing or expiating for the
guile of sexual desire. Similarly displays of
strength may be analogous to the sadist’s
display of strength before he is able to enjoy
sexuality - “I do not have to fear castration,
I can, myself, castrate”™.

There is widesptead belief in the unc-
leanliness of the menstruating women. Ac-
cordingly, isolation of gitls and women at
menarche and menstruation is commonly
resorted to as they are considered as source
of pollution. This apparently meaningless
custom can only be understood as a percep-
tual filter to keep out of awareness an em-
barrassing matter, namely that women have
been mudilated (castrated). With regard to
sex and marriage the custom of incest taboo
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has been shown to be universal. Elaborate
rules exist in different cultures in this mat-
wer and with regard to the interaction bet-
ween the two sexes, “A great inany cultures
with pre-adolescent sexual license require
marital fidelicy and a great many which va-
jue premarital virginity in either male or fe-
male arranging theit mariral life wich great
license” (Benedict 1959). This as well as che
institution of marriage regulates the gratifi-
cation of the sexual need and removes un-
certainties about the process. In many cul-
wures, including our own, self-sacrifice and
privation are associated with the rituals of
marriage. Among the Hindus, the bride and
the bridegroom fast for varying number of
days before the wedding. In some societies,
voluntary abstinence is practised for a num-
ber of days after marriage. Such privation
could, like the initiation ceremonies, serve to
reduce the guilt associated with sexual act.

The naming of an infant is an important
sctivity. Many cultures practise “teknony-
my"namely calling someone not by his gi-
ven name but as so-and-so’s father, mother,
son, daughter, etc. It has been suggested by
me that reknenymy can foster identification
berween members of a family and can faci-
litate identification of a parent with his or
her child. .

The reaction to itiness illuscrates defen-
sive functions of the customs. Ascribing ill-
ness to external malevolent influences or
projection is very common in many cul-
tures including our own country. It often
leads to the aggression towards an animal or
a human resulting from the projection. In-
trojection, i.e., blaming oneself for the ill-
ness and deliberate acts to deflect illness are
also common.

It is in the rituals related to death that
the cultural defenses are brought to full
force. The defensive functions of the rituals
can be considered under two major hea-
dings: {a) denial and (b) introjection and
projection. The denial consists of such

things as refusing to utter the name of the
deceased, dressing up the corpse and pro-
viding it with food and other articles of eve-
ryday life. It is also manifested by the belief
in after-life. Such denial may take the shape
of belief in trapsmigration of souls like
amongst Hindus or in a final resting place of
the soul - Valhalla of the early Nordics and
heaven and hell of Christianity and Islam.
How can something as important s human
life just simply disappear? It is frustrating
that mankind, having developed so far in-
tellectually, aesthetically, morally and reli-
giously, should end entirely with death.
“For, we ar¢ not born or created idly or for-
tuitously ; but doubtless there is some pow-
er which takes thought for the race of men
and which was not likely to create and fos-
ter what, — when it had accomplished all ies
toils — would sink into everlasting misery in
death” (Cicero, cited in Encyclopaedia Bri-
tannica, 1964 ed,, Universitysof Chicago,
Vol. 12, p. 109).

Introjection and projection following
death are manifested by such things as shav-
ing or hair-cut and other forms of self-inf-
licted injuries, including the Sutiee system.
In many socicties, the family members gash
themselves, chop off a finger joint, tear bits
of flesh from their body, cut or shave their
head and carry out other acts of actual or
symbolic torture, Why do they doit? How
do we make sense out of this apparently
meaningless activity? This is precisely
where the concept of cultural defenses
comes useful. Alchough not subserving 3
real function, these activities of symbolic
castration can be viewed as acts of expiation
or undoing for one’s assumed responsibility
in the death.

Following death, projection is manifest-
ed by such things as the fear of the ghosts,
blaming cthers for the death, and taking
steps to expiate the passage of the spirit. As
Ruth -Benedict comments, in many cul-
tures, burial is an orgy of terror. In Austral-
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ian tribes, the nearest of the kin fail upon
the skull and pound it to bita, so that it may
not subsequently trouble them (Benedict
1935). To reduce the danger of che ghoats,
steps include carrying out one's duties dus-
ing the process of the mourning. Also at-

tempts are made to appease and expedite

the passage of the spirit. Arnongst the Hin-
dus, there is a belief that the spirit is in the
Pret yoni * for 13 days, after which it is re-
born and hence no longer dangerous. Fast-
ing and offerings are made ro expedite the
passsage through the Pret yoni.

A most striking and intriguing aspect of
the rituals associated with the death is the
institution of deach feasts. This practice ap-
pears to be widespread. It is almost incon-
gruous that a period of moumning after
death should be marked with feasting that
generally goes with joyous occasions. I have
suggested that we can make sense out of it
by proposing that the death feast may serve
the purpose of incorporation of the person,
a symbolic cannibalitm, so to say.

Thus, in the examples given above we
see how culturally determined rituals and
customs serve defensive functions, The de-
fense mechanisms illustrated include de-
nial (¢.g. of death or castration), repression
and sublimation {c.g. of sexual drive), pro-
jection (as exemplified by biaming others
for illness or death), incorporation {e.g.
death feasts), introjection (¢.g. self-punitive
behaviour following death), identification
(¢.g. teknonymy), and undoing (personal
suffering and privation associated with sex
and marriage).

It may have struck the reader that most
of the examples given pertain to the less de-
veloped societies. By comparison, it can be
said that che developed societien make les-
ser use of rituals, Some rituals may have fal-
fen victim to scientific advancement

making them no longer tenable, But, what
about their detensive role? Would giving
up one set of rituals give rise to another
sct, better camouflaged and appearing ra-
tional?

Wittkower and Dubreuil (1971) have
expressed concern that “inhibition of these
cultural strategies for the sake of the highly
valued social conformity, especially in
North America, may have reduced the be-
neficial effects of these institutionalised
emotional outlets”. By denuding societies
of the protection of cultural defenses, are
we not exposing them to the possibility of
cataclysmic and irrational outbursts of hu.
man drives - sexual, aggressive and others?
The answer to this question may have very
important and far-reaching consequences
for human society and implications for
those interested in futuristic social engi-
neeting and control.

Transcultural Differences in
Prychopathology

With increasing awareness of other cul-
tures, differences across cultures became
noticed. As mentioned earlier, to start with, .
astention was mostly directed towards the
so-called culture-bound syndromes which
were considered to be culture-specific ma- .
nifestations of mental illness. Gradually, the
attention shifted to the “universal™illnesses,
eg. schizophrenia, depresssion and neu-
roses. The trans-cultural differences can be
considered with regard to incidence, types,
manifestations, natural history, course, out-
come and treatment of mental illness,

Schizophrenia

Earlier, there has been a notion that
mental illnesses, in general, and schizoph-
renia, in particular, are functions of in-
creasing complexities of life. The value
judgement is evidenced by such a scate-
ment as calling African schizophrenia asa

¢ Spirit phase, s intervening period berween desch aad rebieth.



«poor imitation of the European forms”
(Gordon 1934). Gradually, ic has come to be
known that schizophrenia is universal and
sbout equally prevalent in all societics. Cet-

lot Study of Schizophrenia (IPSS) (WHO
1973, 1979) have, however, pointed out
cross-cultural ditferences in it. Observers
from both Africa and India agree that para.
noid formations in schizophrenic patients
gnder their care are less systematized than
n Euro-Americans (Hoch 1959, 1961).
wittkower and Dubreuil (1971) comment
on the paucity of delusional content in
these patients. “While chronic schizoph-
renic catatonic states have become rare in
Europe and America, they are common in
[ndia and other Asiatic countries” {Witt-
kower and Dubreuil 1971). The phitoso-
phical senets of Hinduism and Buddihism
which consider emotional withdrawal asan
scceptable mode of reacting to difficulties
ve also been implicaced by Wittkower
and Dubrenil, The current transcultural li-
rerature has been recently summarized by
Musphy (Al-Issa 1982). According to him,
“tnat Christians should have more delu-
stons of destruction ... is most probably be-
cause of wrathful character of Old Tresta-
ment Scriptures...”

Those psychiatrists who have had clini-
cal experience in both the West and the
East can attest to other differences. The in-
§tense emotional anxiety of the West is sel-
dom seen in the East where confusion and
Jpreplexity predominate in early schizoph-
tenics. The highly systematized, bizarre
and idiosyncratic (i.e. culture discordant)
delusions of the West are also less well seen
n the East. The on-going WHO study “De-
germinants of Outcome of Severe Mental
Disorder” has brought to light an interest-
ng finding. Whereas there are differences
cross centres in the one-year incidence of
wst-incidence functional psychoses diag-
wsed clinically, translating the dara to

cain studies, including the Intemational Pi-,
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computerized CATEGO diagnosis gave in-
cidence figure faitly comparable across the
twelve centres in nine countries. The incid-
ence rate on the basis of clinical diagnosis was
one of the highest in Chandigarh which fell
to about one-third when CATEGO criteria
were applied, thus indicating char in Chandi-
garh {as also in some other centres), there is a
sizeable incidence of non-schizophrenic psy-
chotic breakdowns. Furthermore, the IPSS
has documented a more favousable course
and outcome of schizophrenia in the deve.
loping countries. It may be that, in the deve-
loped countries. the illness has a greater ten-
dency to get miore deeply entrenched and,
hence, less amenable to therapeutic change.

’ Depression

The literature pertaining to depression is
highly complicated. Till only decades ago, it
was widely believed that depression did not
occur in the non-Western, developing world
{Carothers 1948). Ideas of sin and unworthir-
ess were ehought to be almost non-existent.
Opler (1956} has tried to explain it on the ba-
sis of the individual's tendency to minimise

free will, and to shift responsibility to groups

ot to shift grief 1o group riruals.

However, more recent research using
more reliable tools and diagnostic criteria
with cross-cultural validity has pretty much
demolished the earlier notion regarding the
incidence of depression in non-Western
cultures. Not only depression occurs eve-
rywhere, the incidence of at least the endo-
genous forms is comparable. Relating it to
less of guilt in developing countries is also
being questioned. Ideas of sin or guilt are
not uncommon in the East, although often
these may be assigned to karma ot o the
deeds of a previous birth in groups subscrib-
ing to such beliefs. The tendency to soma-
tize seems to be more common in the East,
This may be related to the tendency to con-
vert the anxiery from the psychic to the so-
matic, The current status of trans-cultural
literature on depression has been summed
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up by Engelsmann (Al-Issa 1982). He makes
an interesting comment “...the non-Wes-
tern cultures differ not in frequency, but in
content of guile feeling. Criteria for separat-
ing guilt from shame are difficule to estab-
lish...”

Mania

The classical effusiveness and frank gran-
diosity seen in the West is seldom encoun.
tered in India. What is usually seen is some
sort of dysploria, isritability, impatience and
hostility.

Newroses

There are considerable difficulties in de-
fining neuroses to permit cross-ultural com-
parisons. The definition and diagnosis of neu-
rosis is influenced to a considerable degree by
the subject’s perception of iliness which may
vary to a sizeable extent across socio-cultural
groups. To illustrate, if a person comes com-
plaining of a subjective sense of anxiety or
sadness which he considers out of proportion
to the extemal situation and which he views
as an illness, to a very large extent, we also
shall diagnose him to be sutfering from the
respective neurosis. Must of the cross-cultural
differences in the incidence of mental illness,
therefore, no wonder, pertain to the area of
neuroses.

Certain types of neuroses require spe-
cial mention though. It is a common know-
ledge that hysteria, especially in the form of
convulsive “grand hysteria” has virtually di-
sappeared from the West. In the West, in
the last 80 years, there has been a steady inf-
lux of psychoanalytical material influenc-
ing all aspects of lite : popular literature, art
form, etc. The average man is inundated by
the onslaught from such psychological ma-
terial. It has been said that the reduction in
hysteria has been related vo the increase in
psychological sophistication that has resulted
from thar. Afeer all, hysterical conversion or
dissociation represents relatively “naive” solu-
tions to the problem of emotional conflice.

You can almost see through the symptom;
the comouflage is unsuccessful.

At the same time, virtually all cases of
multiple personality have been reported from
the West. In a paper (Varma, Bouri and Wig
1981), we have tried to speculate on the rea-
sons for it. Multiple personality must be dis-
tinguished from possessional syndrome. In
possession syndrome the personality estab-
lishes identiry with a known person, his spirit
or with a deity, whereas multiple personality
repeesents expression of certain personality
propensities not based on a specific, real per-
son. It has been suggested thar whereas poly-
theism may be related to possession synd-
rome, multiple personality represents the cul-
turally sanctioned mechanism of role playing
in the West,

Acute/reactive psychosis

Briefer, psychotic illness, often precipi-
tated and supported by external events,
have heen reported from all cultures. There
is reason to believe that it is more common
in the non-Western countries, It is possible
that the incidence of such psychoric ill-
nesses represents a greater vulnerability of
the basic personality to break down and to
use psychotic rather than neurotic or nor-
mal Jdefense mechanisms in the fave of
stress. Why do certain individuals or people
in certain cultures use mote of psychotic ra-
ther than neurotic or normal defense me-
chanisms? We shall speculate upon the rea-
sons for it in 3 subsequent section. The
WHO “Outcome” study has given some
credence that such psychotic conditions re-
present non-schizophrenic, functional psy-
choses in certain cultures. It is possible tha,
partly, as these illnesses run a more benign
and circumscribed course, the course and
outcome of “schizophrenia” from the cul-
tures rich in reactive psychoses hasbeen re-
ported to be more favourable,

Personality disorders and sexual deviation

These conditions are reported much less
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frequently from the developing countries.
It is not clear, if che true incidence of these
is lower in the general population in these
countries. However, possibly these are not
percewved as illness, and, hence, not brought
to the attention of the mental professional.
These, as also drug dependence, may be
viewed more as “habit” or “nature” rathet
than iliness.

Dynamtic and Formal Explanations
to the Transcultural Differences
As 1 menrtoned earlier, so tar the model

of transcultural psychiacry has remained at
a phenomenological, descriprive model -
in terms of describing either the so-called
culeure-bound syndromes, or to the trans-
cultural differences in the manifestations,
course and outcome of the different illness,
The need now is to go from the descriptive
to explanatory. More specifically, it needs
tobe seen how the transculiural differences
in the personality configurations and psy-
chological operations can be correlated
with the cross-cultural differences in psy-
chopathology to arrive at an understanding
of these.

To start with, a number of explanations

are needed. Individuals vary both within-

and across cultures in personality structure
and psychological mechanisms. However,
in comparing individuals, where inter-cul-
tural ditterences appear greater than incra-
cultural variations, the role of culture can
be said to be significane. It is not said, by any
means, that all individuals in a particular
culture are alike, or that individuals in di-
verse cultures lack any commonality. Ho-
wever, commonalities in cerrain traits and
vanables bind individual members of a so-
ciety with each other and differences, in
general, on these as compared to other so-
cieties separate the members of the differ-
ent societies from one another. Although
there may well be a considerable overlap
across cultures there is such a thing as a par-
ticular national personality or character.

Just like we are able to surmise the
general differences in psychopathology
across cultures, transcultural differences
in the personality dimensions can also be
concluded and the two correlated with
each other. I have tried to offer formal
and dynamic explanations for the trans-
cultural differences in psychopathology
on the basis of the differences in terms of
the following variables.

Nationsl Character’Modal Personality

Cora Dubois, in her study of the
people of Alor, gave the concept of modal
personality, as the personality that is
modal among the adult members of a
particular culeare. This concept, although
apparently useful, has been widely criti-
cized. Those critical of this concept point
out that it obscures intra-societal diffe-
rences and gives rise to stercotypies, often
with pejorative and prejudicial connota-
tions. The fact, however, remains that
there is such a thing as a German perso-
nality, an Italian personality, a Japanese
personality. To an outsider passing
through ‘the above three countries, the
people in general will appear different
across the countries, This is not meant to
obscure individual differences within a
culture, but to highlight how the cultures
generally scem to differ from cach other.
The German is seen as perfectionistic and
exace, Italian as gregarious and emotional,
and so forth. Not all Germans or Italians
will fit the above. However, the idea and
purpose of developing such stereotypes is
primarily as an aid in cognition. You can-
not separately analyze and remember
each individual, but can do so by lumping
them into groups. The events, the obser-
vations, the objects have tobe categorized
as aids to cognitition It does not and should
not imply, by any means, thac all observa-
tions of objects in a particular category are
exactly alike. Furthermore, such cate-
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gorization should not give rise to value
judgements or discrimination.

Ac 2 later stage, Inkeles and Levinson
(1954) gave a definition of national charac-

ter as follows:- .

“National character refers vo relatively
enduring personality characteristics and
pattern that are modal among the adult
members of a sociery”.

The task of describing each one of the
societies in terms of its modal personality
would be very difficult, if not well nigh im-
possible, Hsu (1972b) and his collaborators
have tried to discuss 3 number of represen-
tative personalitics. The emphasis has lately
shifted from the simple, primitive societies
that cultural anthropologists studied in the
beginning of this century to the more com-
plex national societies today. A number of
major ethnic groups have been identified
around the world, . g. Western Euro-Ame-
rican, Japanese, Indian, Chinese, Sub-Saha-
ran Africa, etc.

As an illustracion to the interaction bet-
ween culture, personality and mental ill-
ness, | propose to comparc the “East” and
the “West”, with India and Euro-America,
respectively, representing as the prototypes
of the two. It is not assumed, by any means,
that these two represent all the personality
configurations in the different societies
around the world. The two, however, stand
in contrast in a number of ways, contrasting
the developing, traditional with the deve-
loped, industrialized and urbanized. In this
way, the two may represent extremes on a
particular continoum, Also, the two repres-
ent large societies with long histories. Fur-
thermore, India is clearly more relevant to
us for obvious reasons, and America may re-
present the resultant of future changes that
may be facing us, with its own problems
and results not all of which may be desir-
able. Also, it is clearly conceded that it
would be a folly to lump together all deve-

loping, pre-industrial societies in one basket
and ignore the considerable differences
across them. Many such societies may re-
present what I have labelled “island cul-
tures” with lesser tradition rootedness and
being more easily swayed by all external
influences. Also, Western Europe and
North America have been rapidly changing
societics with new challenges being expe-
rienced and handled with each passing dec-
ade. It'is with all these qualifications that
the following contrase is offeted.

(1} Dependence vrs. autonomy :“Dependence
is an integral part of human existence. It has
been pointed out that on account of the di-
sparity beeween the dimension of the birth
canal and the projected head size, the
human infant must be born incomplete,
partly ‘baked’ so to say, and much of deve-
lopment must be completed after birth,
thus giving rise to a protracted period of de-
pendence. The early dependence: thus
created influences all inter-personal rela-
tionships throught life.” (Varma and Mal-
hotra 1975).

Dependency as a key attribute of th In-
dian mind and culture hasbeen carlier com-
mented upon (Neki, 1975, 1976a, 1976b;
Varma, 1982c¢, 1985b). It has been pointed
out that the Indian person is more depen-
dent upon ¢ach other than is the case, for
example, in the Western setting. As child-
ren, we depend upon our parents. As we
grow older, there is dependence upon peer
group and spouse, When we grow old, the
tables are turned, we come full circle, and
we start depending upon our children. In
this you have a beautiful systern of inter-de-
pendence with everybody leaning on eve-
rybody else. Many manifestations of this in-
ter-dependence in social intercourse, and
colloquial language and idioms and folklare
have been pointed out by Varma (1985b).
Most of the folklores as also popular litera-
ture and arc-forms are centred around giv-
ing and receiving, a sense of piety, sacrifice,
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submission and gratitude, and idioms give
references to oral activities {e.g. he ate up
the money, he digested the money, etc.)

A related attribute of che dependent
personality is the strong sense of identity
with the primary, filial group. Much of the
life seems to revolve around the family
groups and one’s responsiblities and obliga-
tions towards it. Accordingly, there are dif-
ferent codes of conduct for those within
and those outside the primary group. To il-
juscrate, although Indian hospitality has
been highly praised, it applies only to the
members of the primary group, or to those
who can be brought into the primary circle
(hence need to draw outsiders into filial re-
lationships). The Indian person can be quite
rude and callous to a stranger and the Wes.
temn egalitarian value of according respect
and consideration to someone simply be-
cause he is a human animal appearstobe re-
latively lacking.

Another related attribute is that pertain-
ing to the concept of “faimess™. Such a con-
cepr, in the Western sense, does not seem to
exist. All actions of others are interpreted in
personal cerms, i. €, whether it is favourable or
unfavourable to oneself. You are either a
member of the in-group, in which case you
are expected to do everything in the interest
of the person; or else, you are an outsider.

The “Western” personality, on the
other hand, is characterized by a sense of
autonomy. The control over one’s sphin-
cters becomes the prototype of autonomy.
This is my body, and 1 have complete con-
trol over and the responsibility for everyth-
ing that it does - over my thoughts, emo-
tions, actions and behaviour. This later gets
generalized into greater self-reliance and a
more acute awarenes of one’s responsibili-
ties, duties, rights and prerogatives on an in-
dividual basis. He should be able to lock af-
ter his needs and aspirations and to resolve
his problems. As he is self-reliant, he ex-

pects others also to be so, to look after
themselves. '

Associated traits of autonomy include
competetiveness, acquisitiveness and or-
derliness. These indicate the adequacy of
fulfilment of his roles vis-a-vis those of the
others, There are limitations not only to ex-
pending, but in some ways, accepting help.
In the Westemn literature and idion, onc
finds copious references to “anal” activities,
like messing up, dirtying, and abhorrence of
loss of control over oneself.

A related concept, most developed by
Marriote (1976, 1977, 1979) is that of ego-
boundaries. A sense of personal identity re-
quires that the person is able to distinguish
berween himself and others - “me” ves. “not
me”, This is my corpus and everything chat
lies outside is not-me. As Marriott has
pointed out, in contrast to the generaily
closed, homogeneous and enduring mental
integrations attributable to the adult per-
sons in the West, the Hindu adults are
posited as persons “who are open, com-
posed of exogenous elements, substantially
fluid... and thus necessarily changing and
intechanging in their naturc....Given the
vulnerability of open Hindu persons to a
cosmos of interpersonal flow, persons as
wholes cannot be thought of enduring ot
bounded ‘egos’ in any Western sense™.

Thus, the Indian person functions in an
on-going close relationship with the socie-

ty. Rather than perceiving himself as zn in- -

dividual in his own right, he mostly looks
upon himself as an integral part and parcel
of the social systems; the boundaries bet-
ween “me” and “not-me” get blurred. The
individual needs and aspirations, values and
conflicts become indistinguishable from
those of che society.

The dependent individual accordingly
develops certain other characteristics attri-

butable to dependence. For example, being
simply a part of the society, he is most
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“open” and lacks the sense of confidential-
ity as compared to the autonomous indivi-
dual. That 3 person can have secrets in rela-
tton ¢o che society at large is not acceptable
as a social value. The rules and dictates are
not clearly seen as emanating from without
but something in which the person has dia
rect role to play. Accordingly, the blind
obedicnce to external authority may be
lacking and morals may be more flexible
and, at times, may appear more corruptible,

The autonomous individual on the
other hand makes sharp distincrions bet-
ween him and others. He likes to look after
his own needs and not to have todepend on
others for its. He is more aware of his indi-
vidual rights and prerogatives. He also
likes to maintain complete control over his
body ; over his actions, thoughts and emo-
tions. As the individuals are viewed as rela-
tively separate from cach other, it leadstoa
greater amount of competitiveness and ac-
quisitiveness, Greater adherence to order-

liness, cleanliness and punctuality are abyo

necessary.

However, it is obvious that neither total
dependence not total autonomy are pos-
sible in any society. Dependence and autos
nomy are always relative. A rotal depen-
dence which results in total submission and
reduces a person to almost non-cxistence
will not be tolerated. At the same time,
complete autonomy is not possible. The
concept of complete autonomy actually ne-
gates that man has social needs. Noman can
be an island into himself. As Hsu (19722)
has beautifully pointed out : “But American
self-reliance is a militant ideal which pa-
rents inculcate in their children, This is the
self-reliance about which Ralph Waldo
Emerson wrote so eloquently and convin-
cingly in some immortal picces.... Howev-
er, it is obvious that no individual can be
self-reliant, In fact, the very foundation of

the human way of life is man’s depen-
dence upon his fellow human beings...”

(2) Social ethos and communal responsibility :
In certain ways, there scems to be a
selfish outlook as far as the Indian Personis
concerned. To illustrate, although personal
cleantiness is highly valued, c.g. taking bath
once or several times a day, washing, etc,
onc does not bother much as to where the
polluted water goes and how it may affect
others adversely. Such selfishness is also
manifested in one’s relationship with God.
For the holy dip in Ganga at the time of
Kumbh Mela® onc does not mind cven if he
has to trample over ten women and twenty
children, as long as he succeeds in attaining
the holy dip. In a way, “cveryone is respan-
sible for his own salvation”.

In a larger sense, the rules of social inte-
taction in the Indian context are defined
largely in an ego-centric and intuitive way.
According to a Sanskrit saying, the code can
be simply summed up in three things : con-
sidering all women as mother, considering
things of others as valueless and considering
all human beings as oneself. Do unto others
as you would want them to do to you. This
simplicity contrasts greatly with che clabor-
ate social codes developed in certain reli-
gions. One is reminded of the Jewish Rab-
bissitting over two centuries in Tiberias de-
veloping, in minutest dezails, the moral and
social codes.

(3) Omnipotence and narcissism : A sense of
narcissism prevails to different degreesin
all cultures and can be said to have psy-
chological survival value. After all, man
cannot reconcile himself to the face that
he is just one out of 4.8 billion men on the
earth, which itself is a2 mere speck in the
universe. Denial of this fact results in emer-
gence of man's narcissism ‘and omnipot-
ence. As Popper has pointed out, the clear

* An importans eeligious fair held every 12 years in which devorees take s dip in the holy Ganga.
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sky above {which reminds him of the uni-
verse) and his own intellect (which helps
him comprehead and transcend the uni-
verse} are the two most important aspects
of human existence. The same sense of om-
nipotence militates against the idea that hu-
man life itself is finite in time {Varma
1985a}). In the Indian serting, such omnipot-
ence betrays itself in epics and folklore.
When Arjuna shoots one arrow, it cankill a
thousand foot-soldiers, but when a thou-
sand arrows hit Arjuna, it injures his chest
only slighely.

{4) Obsessionality : One thing that strikes
the Westerner in India is the lack of com-
pulsivity in performing a job. Fhe predo-
minani approach towards work seems to be
to do 1t as casually as you can get by with.
There seems to be a lack of pride in doing a
job well. “Chalta hai” (will do) seems to be
the prototype of one's responsibilities. The
Western work ethic and compulsivity, me-
ticulousness and thoronghness are general-
ly at a low premium. One is reminded of
the saying of Lotd Chesterton : “If anything
is worth doing at all, it is worth doing it
well”.

It is not easy to explain the East-West
differences in the above. It can be speculat-
ed that like all obsessional eraits, the Wes-
tern obsessionality also has a magical qual-
iy. As long as you do everything perfectly,
all will be well and dangers will be avoided.
On the other hand, it can be said that with
our long history and tradition, we have gra-
dually become somewhat more cognizane
of the futility of obsessive adherence to de-
tails. Perhaps, at some time in our historic
past, we have tried these and found them to
be inadequate to answer the basic issues of
human existence.

(5) Duality in value systems : In-built contra-
dictions in moral and social values abound
m virtually all culeures. The contradiction
between free-will vrs. determinism pre-
vails, more or less, in all cultures, Your

fate is pre-ordained, but you must do things
to improve it, though even your wisdom is
pre-determined. In the Western context, as
Hsu (1972a) has pointed out, the following
illustrate some of the contradictions in so-
cial values:

“1. Christian love with religious bigo-
try.
2. Emphasis on science, progress and

humanitarianism with parochialism, geoup-
superiority themes and racism.

3. Puritan ethic with increasing laxity in
sex mores.

4. Democratic ideals of equality and
freedom with totalitarian tendencies”.

(6) Preoccupation with peace and fear of ag-
gression : In the Indian society, one is struck
by a great deal of preoccupation with
peace. The religious functions begin and
end with incantations for peace. Such an
over-preoccupation with peace may indic-
ate a decadent rather than a developing so-
ciety.

What is, after all, peace. Peace can be
said to be the opposite of violent activity,
maybe all activities which upset things,
maybe a reversal to the primoridal state,
like the Nirvana. Such a peace isalso exem-
plified by the Islamic greeting “Assalam Aa-
lekum” — peace be with you.

(7) Tradition — orientation : In view of its
long, unbroken history, it is not surprising
that the Indian mind is highly tradition-
oriented. Nehru in his “Discovery of India”
spoke of our tradition-rootedness as an im-
pediment to change and development. In a
way, such traditionalism makes for a certain
stability in the social structure. Progress, in
the present sense of technological progress,
must not be viewed sumply as a matter of
moving forwards or upwards. There are
many forces which restrict, retard or undo
such ¢progress”. In this matter, we Indians
can be said to differ from several small na-
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tions with traditions not going so far back in
history and which are more casily swayed
by every passing external influence (the so-

called island cultures).

To contrast, the predominant North
American, Western personality traits can

be summarized as consisting of the follow-"

ing (Coleman 1940, Cuber and Harper
1948).

1. Concern with lack of control over
oneself

2. Righteous indignation, punitive su-
per-tgo

3. Compulsivity, pride in doing a job
well, Activity and work highly valued.

4, Reference in colloquial language
about messing, dirtying

5. High guilt-proneness

6. Acquisitivencss

7. Insecurity, lack of permanency,
competitiveness

8. Abhorrence of dependence
9. Contradictions in social values

10. Belief in equality of all, Humanitar-,

ian and egalitarian mores.
“11, Belief in individual freedom

Itis understandable chat an autonomous
individual will be concerned with lack of
control over oneself. As he is supposed to
have total control over oneself, he alone
has to accept responsibility for any lapse
and he cannot share it with others. At the
same time, he expects others to be self-reli-
ant and in control of themselves, thus giv-
ing rise to righteous indignation. Compulsi-
vity, competitiveness and acquisitiveness
may be viewed as attributes of the auto-
nomous personality. With weakening of
social bonds and increasingly ephemeral re-
lationships, he feels insecure.

The Indian mind, thus, lacks certain ac-

tributes of the Western personality. The
concern with lack of control over oneself is
not so great or so anxiety-or guikt-provok-
ing, The cesponsibilities are shared. The pu-
nitive super-¢go and righteous indignation
of the Western, Puritanical, Calvinist socie-
ty are difficule for an average Indian to un-
derstand. Finally, as opposed to the Wester-
ner, the indian is better able to extend sup-
port to and accept it from his fellow human
beings.

In the larger sense, the transcultural dif-
ferences in personality configurations can
be understood in terms of the basic human
needs. These can be conceptualized as fol-
lows:

(1) Biological meeds: We are all bom with
certain undeniable biological needs. These
include nutritional, eliminative and sexual

needs. Societies differ in the manner in
which such needs are handled. Denial,

projection or reaction formation may cha-

racterize our attitudes towards these basic,
biological needs. On the other hand, there

may be more ready acceptance of sublima-

tion of these. Denial scems to characterize
how the Indian mind reacts to these requi-
rements. Denial of nutriional needs are
characterized by observing fasts and food
fads, Eliminative and sexual needs are sh-
rouded in mystery. As a matter of fact, the
so-called “modesty” is mostly related to the

_ denial of the eliminative and sexual needs.
In 2 way, it can be said that the Western

man is similar to the Indian in the basic atd-~

_tude towards biological needs. This is not

surprising considering the commonalities
in our history. It must be understood that
the present, apparent permissiveness in the
West in matters of sexuality does not re-
rnm a basic change in their values. They

it, often with a vengeance, but at a tre-
mendous emotional cost in terms of guile
and anxiety. On the other hand, the Orien-
tals, ¢.g. the Chinese and the Japanese, seem
to have a moee open and accepting attitude
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towatds biological, especially eliminarive,
needs.

(2) Social relationships and needs : Man is a
social animal. His altriciality, his ability to
communicate with other humans and his
capacity fot empathy underline his rela.
tionship with the society. This relationship
has been most conveniently understood on
a dependence-autonomy continuum, Per-
sonal vrs. group identity and delimitation of
ego-boundaries may also be related to it.

As the super-ego represents internaliza-
ton of che social and moral values, one
other aspect of the social reladonship is the
nature and configuration of the super-<go.
In different cultures, the super<go may be
more or less assimilated in the psyche, thus
giving rise to guilt-or shame-orientation. In
secondary-group  dominated  societies,
where independence is emphasized, super.
ego is more deeply internalized giving rise
to guilt-orientation (Varma 1985¢). On the
other hand, where interdependence weaves
the social pattern, and contro} of behaviour
continues in the form of interpersonal sug-
veillance, the society develops shame-
orientation {Neki 1976a).

(3) Cosmic, existential and religious needs :So-
cieties can differ from cach other in terms
of cosmology and existential-religious be-
lief systems. Some concept of cosmology
has been reported from all societies and it s
truly one of the “universals” of human so-
cieties, The cosmos can be viewed as finite
or limitless, within or outside one’s control.
Also, some speculation of the nature and
meaning of one’s existence permeates most
societies, Man likes to know where he came
from, where he will go, what was here be-
fore he came and what will it be like after
he is gone and what happens to him after
his death. He tries to transcend his own
existence, admittedly though with limited
success, Narcissism will not let him accept
that he is simply like other matrer and chat

life is finite. The concept of the continuity
of life finds expression cither in the belief
of re-incamation or of a final resting place
afrer death.

The concept of God evolves as one of
the most important belief systems of man,
To start with, God was conceptualized to
explain the unexplainable, especially natu-
ral events, particularly the cataclysmic and
catastrophic ones. In the beginning, most
socicties were accordingly nature-worship-
ers. God represents an abstraction of the
forces and laws of nature. However, the

amount of concreteness vrs. abstractness in-

the concept of God varies from society to
socicty. The various gods worshipped by
Hindus also represent varying levels of abs-
traction.

Ages of Mankind

As the society is a conglomerate of indi-

" viduals, it can be argued chat the needs of

the society should be comparable to the
needs of the persons. Dynamically speak-
ing, the problems of human existence can
be understood in terms of man’s coming to
terms with, adequately mastering, as it
were, his drives in harmonious relationship
with his environment, including the people
in it Just as the individual personality deve-
lops in an attempt to master and fulfil the
basic human needs in an optimal mansiet,
the socicty also develops by its attempt to
enable fulfilment of the same biological
and psychological needs of man, as well as
additional socially generated needs.
Depending upon the major biological
concemns, socicties can manifest variable
degrecs of “oral”, “anal” and “general” traits
which may find teflection in the individual
personality. It can be said that, so far, the
different cultures have been primarily
battling with the fulfilment of basic biolo-
gical needs, especially nutritional elimina-
tive. It'is hoped that, in the centuries to
come, we shall advance not only to the “ge-
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nital™ level based on fult-acceptance of se-
xual needs, but would go further ro what
Erikson has so well described as creative,
generative and integrative personalities.

Linguistic competence

Language is a species-specific aceributer
of tlomo sapicns. “Every human society
has a lauguage and no animal society has
one” {Brown 1965). However, the various
communities of man ditfer from one ano-
rher in type and orgenization of languages
usedd. Languages differ from one another in
such basic thangs as ¢lassification of words
ad mles of syntax. The Indo-Furopean
classificanion of words into nouns, verbs, ad-
jectives, etc. is not universal, and word or-
der is not very important in some lan-
gllagcs.

We owe to Benjamin Whorf (1950) the
Sapit-Whorf hypothesis that language and
thought go together and that language li-
nuts (anl tacilitates) particular concepts.
When linguists becarte able to examine
widely ditferent languages, they noted thae
langiage “is atselt the shaper of ideas,
the programmer and guide for the indivi-
Jua! mental acttnty, tor s analysis of 1m-
pressions, for his syathesis of his mental
stack n trade” (Whort 1961). “Language is
adeternunaut of the conception of reality, a
inode! shaping the mind as well as a code
vonnectng munds™ (Brown 1965, P.314). It
is reavonable to conclude chat “the langu-
age and thought of a people develop toge-
ther” (Brown and Lennenberg 1954).

The ditferences in the world view bet-
ween languages inay be in such simple
things like the number of colours names to
more 1 omplex ditterences in temporal and
spatial relationships. Tune can be taken asa
Howing systein or as astatic material. . .. as
U.N. translators observe, different lan-
guages seem co imply differene atticudes —
the English patteru 15 sad to be pragmatic
and inductive, the French generalizing and

deductive, the Russian intuitional and parti-
cular* (Lotz 1961). Languages promote
greater precision in expression of those
things that matter most in a particular so-
ciety. Thus, you have 92 vacieties of rice in
Hanunoo in the Phillippines as opposed to
92 varieties of engineening at the H.LLT,
There are approximately half-a-dozen
equivalents of ‘uncie’ in Hindi. There is no
clear Hindi equivalent of “how often”.

On the basis of the considerable trans-
cultural differences in the phenomenology
and outcome of mental illness on the one
hand and languages on the other, T have put
forward the hypothesis (Varma 1982b) chat
the two can be inter-related. More spe-
cifically, it has been proposed that the lin-
guistic comperence (i.e. the intrinsic abil-
ity) importantly determines the phenome-
nology of schizophrenia.

In the context of schizophrenia, Arieti
(1955) has outlined an innovative, longitu-
dinal view of the mental operations. The
firsc stage starts from a period of intense an-
xiety, panic, confusion and perplexity and
culminates in achievement of psychotic in-
sight : “Aha! I am not aftaid for no reason,
but because people m general and so-and-so
in particular are conspiring to harm me”.
However, this regression into a psychotic
insight does not tully resolve the anxiety.
As Arieti {1955} has pointed out, the anxie-
ty leads to regression to but not an integra-
tion at a lower level of functioning, thus
leading to furher regression.

Whether schizophrenia is based on an
intense anxiety psychogenctically dever-
mitied ot on an organic “defect”, ¥ have pro-
posed that language may take over fromthe
intense anxiety ot organic defect, and set
into motion a reverberating cycle, with in-
creasing elaboration of delusions. As the de-
lusions do not fully bind the anxiety, a vi-
cious cycle resulis causing the delusion wo
become more and more systematized and
elaborated and also entrenched, thus mak-
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ing them fess amenable to therapeutic
(hangc It has been propose d that a high lin-
guistic competence may lead to the above,

whereas, in case of low linguistic compet-
ence, the anxiety may remain unbound, or
give Tise to catatonic and somatic symp-
toms. The same high linguistic competence
which is an advantage in logical and analyti-
cal thinkir=, becomes a bane when trying
toresolve the psychotic anxiety or “defect”.
Itis possible thac linguistic competence can
thus determine the sub-type of schizophre-
mia manifested, and possibly also of psycho-
sis, neurosis, or mental tllness in general.

In order to test our the above hypo-
thesis, we have censtructed a test of lin-
euistic competence applicable to North
India {Varma et al 1985) consisting of eight
sub-tests. The lingwistic competence thus
measured is relatively inde pendent of intel-
ligence. It also does not differ beeween nor-
mal$ and schizophrenics which is consis-
tent with the available literature that lin-
guistic competence is not impaired in schi-
zophtenia (Koplin 1968). The test of lin-
quistic competence, thus constructed, was
administered to 15 patients cach of acute,
paranoid and chronic schizophrenia ; manic
depressive psychosis; and anxiety, hysteri-
cal and obsessive-compulsive neurosis. In
general, paranoid schizophrenics and obses-
sional and anxiety nevrotics scored highest
and chronic schizophrenics and manic de-
pressives lowest on the test {Varma, Das
and Jiloha 1983). The study thus suggests
that the above illnesses may be phenome-
nological correlates of high and low lin-
guistic competence, respectively, and chus
extends support to our theory chat linguist-
ic competence may importantly determine
manifestation of psychopathclogy. A study

of the relationship of linguistic competence -

with the course and cutcome of illnesses
carrently underway. It is also important to
study if differences in linguistic compet-
ence can help explain the cranscultural dif-

ferences in phenomenology and course of
mental illness, for which a cross-culturally
valid rool of linguistic competence needs to

be developed.
Cognitive Styles

Cognitive styles represent the ways in
which the mind perceives the cnviron-
ment, interprees it and draws conclusions
about it, That inividuals and cultures differ
from each other in cognitive styles appears
to be a reasonable assumption. The cogni-
tive style can be characterized as “analyti-
cal” at one extreme and “synchetic-gestalt”
at the other. The analytical mind cries to
underscand a thing or 2 phenomenon by
breaking it into parts. If you cannot unders-
tand something, break itinto halves; if you
still cannot understand it, break each half
into two again, and so forth. The synthetic
mind, on the other hand, tries to see things
or phenomena in the totality and see the re-
lationships between them. This perception
is field dependent. The difference between
the two styles, to a certain extent, can be
viewed as between seeing things and seeing
relationships. In this continuum, the Wes-
tern mind has been classically analyrical.
The analytical reasoning that we owe to
Aristotle, has served science and technolo-
gy well. However, lately its limitations are
becoming more apparent and it is being at-
tacked, for example, by the general systems
theorists who point out that human beha-
viour cannot be simply understood in parts.
The Indian mind, on the other hand, is syn-
thetic in its cognitive style, Relationships
between things are more important than
the things themselves. The synthetic style
is helpful in quickly deriving conclusions
from observacions. It is also more conduc-
ive to the development of a unitary, holist-
ic concept, e.g. of cosmology. The synthetic
style is also evident by such things as at-
tending to several things simuleaneonsly.
The Western approach, on the other hand,

has been to attend to things seriatum one
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thing at a time. Faced with more than one
thing requiring his attention simultaneous-
ly quickly contuses the Westemer. The In-
dian, on the other hand, thrives on attend-
ing to scveral things at a time, interdigitat-
ing them with each other.

It is possible that the cognitive styles
may be related to the dependency-autono-
my continuum. The synthetic style may be
more consistent with the useful in case of
dependence and loose ego-boundaries in
the relationship of individual with society.
Ou the ocher hand, an sutonomous indivi-

dual may prefer analytical apptoach in his

relationship with the environmene,

Social Support System

With increasing transcultural research, |

the differences across cultures in the social
support systetn have been correlated with
course and outcome of mental illness. The
same traditional, developing societies
which are richer in social support network
have also been shown to have a better prog-
nosis of severe mental illnesses (WHO
1973, 1979). Onc aspect of this rescarch,
intra-culturally, has been the elucidation of
the relationship of joint vrs. nuclear fami.
lies with outcome. In the Indian context,
such research have been reviewed by Sethi
and Sharma (1982), The conclusion scems
to be somewhat ambiguous. It may also be
kepe in mind that if you have many memb-
ers in the family who can excend support to
a mentally ill member, at the same time,
you have so many more members who can
perceive and be influenced by abnormalicy
and tolerance for deviance may, accordin-
gly, decrease.

A very fruitful area of research in the
field of social network has been that of “ex-
pressed emotions™. Relatives’ expressed
emotions, especially critical comments and
haostility, have been correlated with adverse
prognosis. As much has already been written
about it, we need not discuss it here further.

Material Culture

Culture has been defined as those
aspects of the environment that are man-
made, including subjective environment,
which consists of the beliefs, values, norms
and myths and the physical environment
which is comprised of artifacts like roads,
bridges, buildings, etc. (Al-lssa, 1982).

It is understandable that the nature of
matenal culture may influence the psycho-

pathology. The same malevolent force may -

be perceived as a spirit of a ghost in a deve-
loping society and as X-rays and radio-
waves in a technologically advanced socie-
ty. It seems that now we are moving even
fusther into implicating extra-terrestrial
forces (Martiana, UFO's, Pulsars, etc.)into
our delusional systems.

Psychological Sophistication

Although hard to define exactly, phy-
chological sophistication can be perceived
as the ability to see conflicts in intrapsychic
terms. In other words, the conflict is per-
ceived as within the mind, or more specifi-
cally, between the components of the
psychic scructure. By corollary, the conflict
is not simply lying in or due to external situ-
tions, cnvironment or persons. Even
though it emanates from without, it is due
to the inability of the psyche to optimally
handle it. In this way, the contlict cannot be
ascribed directly, for example, to social pro-
hibitions, external authority or malevolent
spirits. :

Psychological sophistication may be re-
lated to coping mechanisms and certain
types of neuroses, especially hysteria as dis-
cussed carlier. It may also give tise to high
introspecton as 3 mental attribute to un-
derstand and resolve conflicts.

Personality, Coping Mechanisins and
Illness

In the context of schizophrenic psy-
choses, Manfred Bleuler (1979) comments :
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«...unhappiness can reach a threshold ... when
the patient autistically withdraws from
reality under overwhelming stress, when
te thinks, acts feels as if he is not in the real
world but in a world...adapted to...the
dysharmony berween his needs and real-
ity.” However, referring to his illustrious
father, he comments that “he did not ans-
wer the question of why the schizophrenic
individual tries to defend his ego in the
Schizophrenic way and not in the way of a
neurotic or healthy person”.

It is possible that the culturally-dete-
mined personality attributes may important
ly influence coping mechanisms and men-
el illness. When faced with emotional
conflict, a passive-dependent person may
be likely to more casily *give up”, throw in
the towel, so to say. He may, thus, be more
prone to break with reality, develop psy-
chotic coping behaviour. On account of
close ties with the society, he can more eas-
ily turn to them to be taken care of. He may
also develop hysterical and somato-form di-
sorders, so as to involve other members of
cthe society in ats resolution. On the other
hand, an autonomous individual, on ac-
count of his abhorrence of loss of control
and rejection of his dependency needs, may
try to resolve his conflicts himself - at the
intrapsychic level. He may keep on battling
with the anxiety, unbound, or may convert
them into development of meurotic-type
distress.

There are clear limitations in the ways
in which a person can react when faced
with an emotional conflict. The total reper-
toire of human behaviour, normal as well as
abnormal, clearly do not exhaust all that
can be theoretically possible. The person
can continue to battle with the conflict and
the resultant anxiety. Altemnatively : (a} the
anxjety can be channelized into neurotic
symptoms which magically or expediently
control it, ¢.g. phobia, obsession, somatiza-
tion or depressian ; (b) the anxiety can lead

to avoidance of really or potentially an-
xiety-provoking situations, e.g. constraints
in interaction as exemplhified by personalicy
disorders, or (¢} it can be resolved by renun-
ciation of reality. It is possible that the per-
sonality configuration, either individually
or culturally shaped may influence the
choice made. The subsequent ¢laboration
and proliferation of the symptomatology
may depend, to a certain degree, upon the
various socio-cultural factors as earlier dis-
cussed.

Culture and Psychotherapy

*As psychotherapy is predicted upon a
linguistic system of communication of
thoughts and emotions, it is inevitable that
cross cultural differences in these would be
relevant to psychotherapy and must be ta-
ken into account in ascertaining suitability
of and in adopting psychotherapy for a par-
ticular culture” (Varma 1985a). Wittkow-
er and Warnes (1974) have emphasized
that, to be popular, psychotherapy should
be consistent with the socio-philosophical
background of the people. The Western
model of psychoanalysis which involves as
interaction, a contract indeed, between two
autonomous and individually responsible
adules as a relatively equal level became po-
pular in the US A because of emphasis on
individualism, rationa thinking, free ex-
pression and tolerance of dissent. So be-
came work-therapy in the Soviet Union,
autogenic training in Germany and Morita
therapy in Japan, in cach case being consis-
tent with the respective social values
(Varma 1982¢).

It is important to analyse the cultural re-
lativity of che values and premises on which
the Western psychotherapy is based, so as
to adapt it to suit the needs of a particular
culture, As I have already dealt with these
in my other publications (Varma 1982¢,
19853, 1985c¢), I shall refrain from going
into details regarding these. As T have point-
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ed out, the cross-cultural differences in the
following personality variables and social
values need to be taken into account.

(1} Dependence vrs. autonomy :In view of the
high tacit dependence of Western psycho-
therapy on autonomy and personal respon-
sibility, variation in it needs to be taken isto
account for the local setting.

(2) Psychological Sophistication, introspective
and verbal ability - As psychotherapy re-
quires the ability to see conflicts in interp-
sychic terms, to introspect and to translate
one's emotions into words, the cross-cultu-
ral differences in these need te be taken
into account in psychotherapy.

{3) Need for confidentiality and nature of dyad-
ic relationship : In view of the considerable
differences across cultures in the need for
and right to confidentiality and to withhold
information, the strictly one-to-one rela-
tionship which is the hallmark of the con-
ventional psychotherapy nieeds to be exa-
mined.

(4) Personal responsibility for decision-mak-
ing : Although offered as suggestions and
explanations, the final responsibility for ac-
cepting interpretations and acting on. it
reses with the patient. In some cultures, pa-
tients may expect a more assertive and defi-
nitive attitude of the therapist.

{(5) Nature of guilt vrs. shame: Operating
intra-psychically, psychotherapy is more suit-
ed for guili-prone socienes, as shame prone
socicties require presence of others to oper-
ate. “It is possible that whereas the societies
following the Judeo-Christian religions are
guilt-prone on subscribing to the view tha
man was created in sin, and hence ateempes to
absolve him from such sin (Christ died for
our sins, saving one’s soul, concepe of dam-
nation, ctc.), the Eastern religions do not subs-
cribe to guilt as a precequisite to human exis-
tence” (Varma 1985a).

(6) Religious and social belief-systems : These
belief systems, especially those related to

cosmology, free will vrs, determinism, fa-
talism, reancarnation/after life and one’s
responsibility in context of the above can
importantly influence the conduct of psy-
chotherapy.

(7} Patient's expectation: The expectation
with which the patient approaches the
exalted position of the therapist (what Tor-
rey, 1972, calles the ‘edifice complex’) can
importantly determine the conduct and
outcome of psychotherapy, and there may
be considerable cross-culvural differences
it the expectation, trust and faith reposed
in the therapise.

(8) Social distance between the patient and the
therapist : The equilitarian mode! on which
the Western psychotherapy is predicated
may not be suited to traditional societies
with large social differences between doc-
tors and patients and a tendency on the
part of the patient to substitute a filial in
place of a purely professional relationship.

To sum up, the conventional psycho-
therapy is coming under increasing attack,
partly on account of its lack of flexibility.
The very basic premises of psychotherapy
are being questioned. It must reconcile it
self to the socio-cultura! realities, so as to
evolve a transculturally valid definition and
methodology adaptable to changing cic-
cumstances.

Conclusion

The individual operates in a dynamic re-
lationship with the cultute of which heisa
member. The culture exerts powerful pa-
thoplastic and pathogenic influences, in ad-
dition to health-sustaining effects, The hu-
man personality, in healcth and iliness, must
be understood in the context of cultural and
social factors, in addition to  ndividual va-
tiables. The etranscultural differences in
phenomenology, course, outcome and
treacment of mental illness must be synthe-
sized with the dynamic interaction with
the cultural factors.
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Just like the individual personality deve-
lops in an attempt to resolve the basic
needs, the society develops in trying to find
1 commeon solution to individual needs -
biological, social, cosmic, religious and oth-
ers. The health sustaining aspects of culture
are illustrated by customs and rituals, as
well as sanctions and institutions. In so far as
these subserve defensive functions, these
can be called cultural defenses”,

The transcultural difterences in psycho-
pathology can be understood by correlating
these with socio-cultural factors. Important
among these are : (1) national/modal perso-
nality configuration especially in terms of
ego-boundaries, dependence vrs autonomy
and social ethos as underlying the relation-
ship of individuals with each other, and in
approach towards fulfilment of basic biolo-
gical, social, cosmological, existential and
religious needs, (2) linguistic competence,
ie. the intrinsic language ability ; (3} cogni-
tive styles; (4) social support system; (5)
material culture ; and (6) psychological so-
phistication. The socio-cultural factors also
need to be considered and taken into ac-
count in adapting psychological treatment
to suit the needs of a particular society and
culture, In this fashion, a dynamic model of
transculeural psychiatry would emerge.
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An Ode to the Silver Jubilee Conference of Indian Association for Social
Psychiatry: Too Long a Time to Reach Here? Or too Short Perhaps?

Abstract

Standing on the vantage point of the Silver Jubilee National Conference of the Indian Association
for Social Psychiatry, what have we learned, achieved, accomplished? We held a large number of
conferences, have made a number of collaborations. However, most importantly, we have survived!
This is, to my mind, no mean task, given the unrelenting ascendancy of biological psychiatry. Social
psychiatry must be seen in a global context and in the backdrop of major threats to our civilization.
Any discerning person, who himself has survived five decades of psychiatry, would vouch for the
bare fact that “no psychiatry is complete without social psychiatry.” Indeed, I would even go as far
as to assert that “social psychiatry is core psychiatry.” The few issues that I have highlighted in this
perspective — and I am sure there are many more — simply go to show that, in this era of living in a
global village, social psychiatry will continue to live forever!

Keywords: Global, Indian, psychiatry, social

Winston  Churchill,  who  wrote  the
multi-volume history of the Second World
War, as also the History of the English
speaking People, is said to have remarked:
“History will be kind to me, as I intend to
write a large part of it myself.”

Introduction

Silver Jubilee of any event is a favorite
time to look back, look around, and
look forth. It is a time when the event
(birth, marriage, and conference!) has
reached a reasonable maturity to pause,
reflect, count the blessings (and the barriers),
and to look forward to a more meaningful
and satisfying future. I am glad that the
present editor of the Indian Journal of
Social Psychiatry has invited me to do these
things, standing from the vantage point of
the 25" National Conference of the Indian
Association for Social Psychiatry (IASP), of
which I happen to be one of the founding
members, its first Secretary-General, later its
President, and now its Patron.

The idea that later blossomed into the
formation of the IASP was mooted at the
Transcultural Psychiatric Meet held in
Madurai, Tamil Nadu, on 23-25 August
1981. It was felt that it may be desirable to
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have a separate professional organization
at the national level in India for social
and/or transcultural psychiatry. In addition to
examining the social and cultural correlates
of psychiatric disorders in its totality — the
phenomenology,  classification,  course,
and outcome as also its treatment — such
an organization can examine the interface
culture and personality and mental illness
and engage in a scientific study of social
issues relevant to the society and the nation.

Subsequent to the Transcultural Psychiatric
Meet in Madurai, [ consulted with the likely
interested professional colleagues through
a circular. In view of an overwhelmingly
positive response to the formation of such an
organization, a meeting of interested persons
was convened to coincide with the annual
conference of the Indian Psychiatric Society
held in Madras (now Chennai) in January
1982. At this meeting, an ad hoc committee
was formed with Col. Kirpal Singh as the
Chairman and me as the Convener. At
this meeting, it was decided to name the
organization as the “Indian Association for
Social Psychiatry.” There was a considerable
debate between “social” and “transcultural”
in the name and scope of the organization,
but eventually, “social” prevailed.

The subsequent formation and development
of the organization took place both

How to cite this article: Varma VK. An ode to the
silver jubilee conference of Indian association for
social psychiatry: Too long a time to reach here?
Or too short perhaps?. Indian J Soc Psychiatry
2018;34:259-62.

Vijoy K. Varma'?3

!Patron, Indian Association

for Social Psychiatry, *Former
Head, Department of Psychiatry,
Postgraduate Institute of
Medical Education and
Research, Chandigarh, India,
SFormer Professor of Psychiatry,
Indiana University, New York
University, NY, USA

Address for correspondence:
Dr. Vijoy K. Varma,

661 Clarendon Lane,
Aurora, Illinois 60504, USA.
E-mail: vijoyv@frontier.com

Access this article online

Website: www.indjsp.org

DOI: 10.4103/ijsp.ijsp_78_18
Quick Response Code:

© 2018 Indian Journal of Social Psychiatry | Published by Wolters Kluwer - Medknow



INGTGHIBA+ZH8eAAdAVYO/FIAEIDVIASALLIAIPOOAEIEAHION/AOAU

MY TXOMADYOINXZOHISABZIYTCN+erNIOITWNOTZTARY HAOSINAYE Aq dsli/woo mm| sfeuinoly:dny woly papeojumoq

¥202/50/60 uo

Varma: An ode to the silver jubilee conference of IASP

nationally and internationally. The ad hoc committee met
on a number of occasions, often taking advantage of annual
conferences and council meetings of the Indian Psychiatric
Society to conserve time and costs. In addition, we engaged
in close collaboration with the World Association for Social
Psychiatry (WASP) and derived support, encouragement,
and guidance from it. The WASP leadership was very
supportive and kind including its stalwarts such as Joshua
Bierer, Jules Masserman, Jack Carleton, A. Guilherme
Ferreira, Jorge A. Costa ¢ Silva, Alfred Freedman, Stanley
Lesse, Alexander Gralnick, and others. At its 10" World
Congress held in Osaka, Japan, in 1983, which I attended,
the WASP Executive encouraged in the formation of the
IASP and pledged its full support in every way possible.
At the last meeting of the ad hoc committee held in Ranchi
on January 14, 1984, the constitution was adopted; office
bearer and council members were elected. IASP was fully
launched!

The first conference of the Association was held at
Kodaikanal on February 24%-25% 1985 under the
chairmanship of Professor A Venkoba Rao. The first issue
of the Indian Journal of Social Psychiatry was published
in 1985 under the editorship of Professor B. B. Sethi.
The Association had as its office bearers leading mental
health professionals of the country, who are acclaimed
internationally for their professional achievements. Some
of them included Professor A Venkoba Rao, Professor S.
M. Channabasavanna, Professor B. B Sethi, Professor S.
D. Sharma, Professor L. P. Shah, Professor Anil Shah,
Professor N. Chakraborty, Professor P Kulhara, Professor
S. C. Malik, Professor R. S. Bhatti, Professor J. K.
Trivedi, Professor Savita Malhotra, and Professor Anil
Malhotra. Some of these eminent persons are no longer
with us; however, they all left their indelible impression
and contribution to the cause of social psychiatry in India.
Professor Roy Abraham Kallivayalil, one of the past
presidents of IASP, has risen to the coveted position of the
President of the World Association of Social Psychiatry,
the world body which TASP is associated as a member
society.

Objectives of Indian Association for Social
Psychiatry

The purposes and objectives of the association as outlined

in its constitution are as follows:

A. To study the nature of man and his cultures and
the prevention and treatment of his vicissitudes and
behavior disorders

B. To promote national and international collaboration
among professionals and societies in fields related to
social psychiatry

C. To make the knowledge and practice of social psychiatry
available to professionals in social psychiatry and other
sciences and to the public by such methods as scientific
meetings and publications

D. To advance the physical, social, psychological, and
philosophic well-being of mankind by such methods as
the promotion of research and deliberations into it

E. To extend consultations and carry out charitable and
voluntary work for the furtherance of the objectives
mentioned above

F. To do all such things and matters that are incidental or
conducive to the attainment of the above objectives.

If we look to see to what has been achieved so far, we
can see there is definitely some satisfaction. Important
national conferences have been held all over India year
after year. There was a decision for some years that the
national conference would be held once in 2 years. Further,
internal problems and resource crunch at times stood in the
way of holding annual conferences. Hence, the 25% year
of TASP saw its conference held in Lucknow, in 2009,
though chronologically that was the seventeenth national
conference. Thus, technically that was the conference
held at the silver jubilee year of the TASP. The current
conference is truly its 25" national conference.

The World Social Psychiatry Conference was first held in
India in November 1992 in India. It was a great success
by all means. The world acknowledged India, and India
acknowledged the world! A large number of people attended
the conference from worldwide. The next big global event
took place in 2016 when another world conference on
social psychiatry took place in Delhi. The congress was
attended by 1074 delegates from 49 countries, across all
the five continents of the world!

In the following sections, I outline some of the major
recurrent global themes relevant to social psychiatry. I have
been talking and writing about them for the past three
decades, and have summarized them in my article published
in the first issue of the Indian Journal of Social Psychiatry
under the editorship of Professor Debasish Basu.l! Many,
if not most, of these themes are still very relevant today;
hence, I have liberally borrowed from that article. In this
era of the global village powered by digital technology, it
is time for Indian social psychiatry to go global too!

Putting Social Psychiatry in the Global Context

Much of the professional output of psychiatrists,
psychologists, and other mental health professionals in
India can be subsumed under the rubric of social psychiatry.
Modern psychiatry developed in a particular time period
and a part of the world. The timing was the Victorian era
of the 19" century and the locale European. It was only
subsequently that it was extrapolated to other parts of the
world and applied to other populations.

Till about 40 years ago, most of the Indian psychiatrists
cut their psychiatric teeth either in West or on the
Western model. On return to the home country, they
often encountered significant difficulties in applying the
Western model to the ground realities in India. “One major
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concern of the Indian psychiatrists has been to translate
modern psychiatry as it has evolved in the West to the
Indian setting.... This exercise has covered topics such
as the epidemiology, types, manifestations, course, and
outcome of mental illness. Comparing the Indian situation
to the Western textbooks has been a prime concern,
particularly of the Indian psychiatrists trained in the West,
and to a lesser extent all psychiatrists, as the Western frame
of reference continues in their training and education.”

Psychiatrists and Social Issues

Social psychiatrists globally have assigned to themselves
the role of examining social issues and offering solutions
to these. It is a moot point if they possess any expertise in
these and are qualified to pontificate on such issues. I have
repeatedly argued that, as concerned and knowledgeable
citizens, they certainly have a responsibility in it.>*

Hubert H. Humphrey, former Vice President of the United
States and one-time Presidential nominee, emphatically
expressed an important role for the behavioral scientist
in the most crucial problem of human survival. “The
behavioral scientist can help us resolve the awesome
dilemmas we face. It is not only the physicist but also
the chemist, the biologist who can find new answers to
the prevention of World War III; it is the psychiatrist, the
psychologist, and allied professionals. From all these, we
need not only facts but also questions, innovative concepts,
challenges to cherished dogmas, and imagination.”!

In my write-ups to the souvenirs of the first (1985), the
second (1986), and the fifth (1989) annual conferences of
the IASP, summarized and updated in my later article,"
I have drawn attention to the social issues and problems
of particular relevance to our country. The great diversity
of the Indian culture both in temporal and spatial contexts
has been pointed out particularly in view of the problem
of national integration. In the national context, problems
of poverty and economic deprivation, technological
backwardness, social and economic inequalities,
urbanization, industrialization and social change, population
control, cultural diversity and national integration and
intrasocietal conflict, and violence have been particularly
identified as social problems. Increasingly, attention has
also been drawn to crimes against women including
dowry death and rape and to the legal situation regarding
attempted suicide and drug abuse.

Social Control of Human Drives

“The proverbial (American) freedom of life, liberty, and
pursuit of happiness has unfortunately degenerated, in the
modern world, to mean freedom to plunder, to waste, and
to pollute. The limited resources of the planet earth are
being exploited, plundered literally, without much concern
for the future. The right to spend a particular commodity or
to use a particular facility is perceived as limited, by and

large, only by one’s capacity to pay for it.... Ecological
pollution has reached such proportions that the delicate
physical and chemical equilibrium which was responsible
for initiating life on this planet in the first place and which
has been sustaining it so far is threatened, thus jeopardizing
all life.”™ As Capra wrote, “... rape has become a central
metaphor of our culture- rape of women, of minority
groups, and of the earth itself.”
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Further, Capra pointed out, to keep up a pattern
of competitive consumption, many of the goods thus
consumed are unnecessary, wasteful, and often downright
harmful. The price we pay ... is the continual degradation
of the real qualities of life — the air we breathe, the food
we eat, the environment we live in, and the social relations
that constitute the basic fabric of our lives.” He further
lamented that “human technology is severely disrupting and
upsetting the ecological processes that sustain our natural
environment and are the very basis of our existence....
Entire fabrics of life that took 1000 of years to evolve are
rapidly disappearing.”®

The free enterprise system implies that if you desire a
particular commodity or service you can have it if you can
pay for it. The larger implications on the ecosystem are
often overlooked. Living most of my life in a developing
country brought many thoughts to my mind. In our
country, most things and services were also in short supply.
We all remember how we struggled for things such as
telephone, radio, scooter, car, etc. The moment a product or
service became available, the demand always outstripped
availability. Hence, no matter how much we progressed, we
never felt fulfilled. In India, as in many other developing
countries, the population growth also militated against
anything ever becoming enough. I remember that we
thought that with the computerization of train reservation
system, the old long and tedious lines to make a train
reservation would be a thing of the past. Unfortunately, that
did not happen, as the demand grew more than the supply.
If you can pay for it, you can travel wherever you want to,
without any consideration of need. Should there be a quota,
should the state regulate or control utilization of services
and commodities? This may smack of a totalitarian control
over free will.

However, the last 2-3 decades have witnessed increasing
awareness of the need for such a control. We are
becoming more and more aware that all human activities
have implications for the planet Earth. All activities
produce carbon dioxide which is toxic for the planet,
and can be measured in carbon print. I pointed out three
decades ago the impact of the industrial revolution on
the ecology.! Now, we have been able to measure the
consequences of global warming. We talk regarding
carbon print of all our activities; to illustrate, air travel.
We realize that we are simply tenants of the planet and
we must not destroy the ecosystem; we can do so only
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at our peril. Furthermore, most energy sources are finite
in quantity and nonrenewable. I also pointed out that
“all the consequences of tampering with the environment
cannot be fully anticipated and the repercussions may act
in strange and hitherto unforeseen ways.”* Pollution to
threaten ecological balance and viability may result from
chemical waste, deforestation, accident involving chemical
and biological toxin, nuclear testing, and accidents, and
finally, full-scale nuclear warfare. Think of Bhopal gas
tragedy, Three-Mile Island, Chernobyl, the impact of the
tsunami of 2011 on the Japanese nuclear plant. I have
pointed out that although “we may not rank as one of the
most industrialized nations in the world, we in India have
the dubious distinction of having been at the receiving end
of the worst chemical disaster in human history, namely the
Bhopal Gas Tragedy of December 1984.”1 Furthermore,
we are becoming increasingly aware of global warming
resulting from human activities and its implications for all
of us. Considerations, which were mere speculations, now
occupy center-stage in global planning, as evidenced by
large-scale debate about global warming and Nobel Peace
Prize to the former US Vice-President, Al Gore, and to the
Intergovernmental Panel on Climate Change in 2007.

The Nuclear Threat: Perspective of Developing
Countries

“With the powerful nuclear weapons being available and
the potential of any international conflict escalating into
nuclear warfare being present, disarmament and abolition
of warfare are considered not only desirable but also a must
for human survival; the question often being posed being
whether it will come before or after a nuclear holocaust.””
As one of the latest nuclear states, we in India have been
increasingly cognizant of what an all-out nuclear warfare
can do. Although it has mostly concerned Western nations,
which maintained a long-term défente, 1 have argued that
“it would be patently wrong for the developing, third world
countries, to assume a position of complacency about it.”*

Although the Second World War represented a major
defining epoch in world history, violence has continued since
then. Furthermore, there has been a lot of warfare since then,
and more and more of violence has affected developing
world. T have pointed out a number of factors in the
developing world which may actually facilitate international
conflicts. These include parochialism, pursuit of nationalism,
distrust of the erstwhile imperial powers, lack of national
identity, internal insurgency, lack of stable political traditions
and conventions, totalitarianism, oligarchy and anarchy,
vulnerability to be caught in cross fire, and war as an outlet
for the insoluble socioeconomic problems. Although many
of these concerns may have sounded far-fetched till a few
decades ago, recent history has brought out its relevance.

The nuclear club is fast proliferating. India joined it in 1974,
to be followed by Pakistan thereafter. Several countries are

producing plutonium and may soon join the nuclear club. We
are currently at the throes of the process and implications of
the nuclear capability of North Korea and Iran. These are not
only idle debates but also actual matters of human survival.

As long ago as 1987, I underscored as follows: “The
present-day nuclear stalemate rests on a balance of terror
and on the premise that it is a no-win situation. This
situation can continue indefinitely, as such, provided
we assume that the powers that be will continue to act
in a fully analytical, rational fashion keeping the global
perspective in mind. This probably is too much to hope
for. Nations are governed by individuals with their own
frailties... (with) chances of irrationality ... creeping into
the destruction of mankind. There is, accordingly, need
for greater concern and consideration to the possible role
of the developing countries in a nuclear holocaust which,
hopefully, can be avoided.”!”

Epilogue

Standing on the vantage point of the Silver Jubilee
Conference of IASP, what have we learned, achieved,
accomplished? We held a large number of conferences,
have made a number of collaborations. However, most
importantly, we have survived!!! This is, to my mind, no
mean task, given the unrelenting ascendancy of biological
psychiatry. Any discerning person, who himself has
survived five decades of psychiatry, would vouch for the
bare fact that “no psychiatry is complete without social
psychiatry.” Indeed, I would even go as far as to assert that
“social psychiatry is core psychiatry.” The few issues that
I have highlighted above — and I am sure there are many
more — simply goes to show that, in this era of living in a
global village, social psychiatry will continue to live forever!
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Inspite of the various comments and re-
servations often expressed, mostly informally
by the Indian psychiatrists and other mental
heaith professionals regarding the place, the
relevance, of psychotherapy for India, fac-
tual data, unfortunately, regarding the nature
and extent of psychotherapy pracised in the
country are almost pon-existent. Reserva-
tions are often voiced if psychotherapy, or
at least its classical Western model, is sui-
table for India considering the sigeificant
differences in socio-cultural beliefs acd prac-
tices; specially in terms of apparent lower
psychological sophistication of our patients;
greater dependency needs of the Indian po-
pulation:; their inability 1o enter into a
professional as opposed to a filial relation-
sbip, the impediment created by a greater
social distance perceived between the doctor
and the patiect; the possible implications of
the Hindu philosophical beliefs of transmi-
gration of soul, re-birth, and fatalism; the
different pature and quantum of guilt-feel-
ing in our culture, and the differences in
the need for confidentiality and inactivity
exercised by the therapist especially with
regard to decision-makiog for the patient
and environmeantal manipulation.

1 Associate Professor of Psychiatry.

2 Registrar (Presently Smith & Nephew Fellow, London, U. K.}

It was felt that a study of the coflective
experience of the Yndian psychotherapists as
regards the extent and nature of psychothe-
rapy practised by them, and the model and
devices adopted by them to tackle the prob-
lems peculiar to this country. if any, may
throw some light on the possible relevance
of the socio-cultueal factors enumerated
above. For a beginning, the present study was
undertaken to asceriain the nature and extent
of psychotherapy practised by the Indian
Psychiatrists.

Material and methods

The siudy was coanducted on the Fellows
of the lndian Psychiatric Society practising
in India. Qut of a total aumber of 222
Fellows listed in the Membership Direciory,
i973, 34 were listed as resident abroad and
2 were deceased. A request was addressed
to the remaining 186 soliciting their con-
currence to complete a questionnaire on the
extent and wnature of psychotherapy in their
practice. It was subsequently found out
that 4 more were available for the presem
study. ’

80 psychiatrists expressed their willingness
to complete the questionnaire, to whom iy

Institute of Medical Education and
Research, Chandigarh.

6

} Department of Psychiatry Postgraduate
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was sent. {15 others expressed their inability
to coniribute towards this survey for a variety
of reasons, and there was no response from
the remainder). In the letter accompanying
the questionnaire, psychotherapy was defined
for the purpose of this study, as follows :

“Psychotherapy is the treatment, by psy-
chological means, of problems of an emotional
nature in which a trained person deliber-
ately establishes a professional relationship
with the patient with the object of remov-
ing, modifying or retarding existing symptoms,
of mediating disturbed patierns of behaviour,
and of promoting positive personality growth
and development” (Wolberg, 1967). Further-
mose, it was clearly specified that to qualify
for psychotherapy for the purpose of this
survey, all of the foilowing criteria must
be fulfilled:

(i) There was a deliberate contract between
the therapist and the patient.

(i) The therapeutic sessions were scheduled
for particular days of the week and
times. and

(iii} The patient was seen at least once a
week, each session was of a minimum
duration of 20 minutes, and the total
time devoted to the patient was at least
30 minutes per week.

The psychiatrists were asked to indicate
the total number of patients currently receiv-
ing psychotherapy from them, and to provide
the following information on each patient
(by tick-marking appropriate response cate-
gories provided) : age, sex. education.
occupation, income, diagnosis, duration of
psychotherapy, frequency of visits. fee charged:
seating arranged, rolc of patient and ther-

V. K. Varma and A. Ghosh

apist and type of psychotherapy, form of
recording, if other treatments were given
simultaneously, and if psychotherapy was
the primary or ancillary treatment. It was
felt that by soliciting information only on
patients receiving psychotherapy at this poiat
of time, imptessionistic information. which
may be inaccurate may be avoided they
were also requested to elaborate on their
attitude towards psychotherapy in geaeral,
whether they consdiered it useful or not,
whether they looked upon it as a primary
ot an ancillary mode of treatment, and
whether and what modifications from .he
Western model did they recommend. They
were also encouraged to add general com.
ments.

Completed questionnaires were received
from 32 psychiatrists. 16 others replied that,
at that time, they did not have any patients
who qualified under our criteria for psycho.
tberapy. The 32 psychiatrists who returned
the completed questionnaire were secing a
total of 180 patients at the time of the
study. However, they provided complete in-
formation only on 153 of their patients.

Qut of these, 21 patients did not fulfil
the criteria set out, in the siudy, for psy-
chotherapy, hence they were not studied. Of
the remaining 132, 77 (58. 3%,) were males
and 55 (41. 7%,) females,

Although the psychiatrists were not asked
to disclose their identity, many of them,
nevertheless clearly indicated it. On this
basis and on the basis of the signature, it
was possible to clearly identify 23 of them.
An analysis of their training and back-
ground will be separetely reported,
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Results TABLE 3
As noted above, 48 psychiatrists (includ- Edycation (N=132)
ing 16 who did not have any patients in  Education levels Total Percentage
psychotherapy at the time of the sdyY)  Lijerates 3 23
participated in the study, This represented primary 1 8.3
26.4%, of the total of 182 psychiatrists avai-  Middle 6 45
lable for this study. (If we exclude the Matric, Hr. Sec,, L 5S¢,
{5 psychiatrists who explicitly stated their, & Sr. Cambrg. 41 31.1
L e .. . . h Graduates 42 31.8
inability to participate in this study, tbe Post.graduates o 22-0
45 responding psychiatrists represent 28.7% :
of the 167 psychiatrists really available for
the study.) TABLE 4
Income (N =132}
Tables 1 to 17 give the breakdown of " y -
the 132 patients on whom information was come Ranges (Rs. p. m.) Numbzr  Percentage
provided on the various demographic, socio- l 0.160 2 159
economic and therapeutic variables studies. 01.300 i6 12.1
301-500 19 14.4
TABLE | 501-:000 21 15.9
Age - wise distribution of sexes 1001 and above 27 205
Informatiop not available 28 .2
Age Range Male Female
5.15 yrs 2 0
16.30 yrs 46 38 TABLE 5
3145 yrs 23 17 Diagnosiic breakdown {N =132)
46.65 yrs 6 0 Di "
—_—— o iagnosis Number Percentage
Total i 53 Psychosis 24 1.2
M.D.P. 3
TABLE 2 . Schizophrepia 21
. euroses 86 65
Occupation (N=132 2
ccupa { ) Personality Disorders 9 6.8
Male Female Total Addictions 9 6.8
Occupation N="T1 N=55 Number %  ihers < 3‘0
Unempleyed 8 3 i1 8.3 -
Students 14 8 22 16.7
Unskilled Workers 1 0 1 0.8 TABLE &
Skilled Workers 15 6 21 159 Total duration of psychotherapy (N=132)
Housewives 0 23 23 174 - ——
Defence 6 o 6 4.5 Duration Number Percentage
Teachers 3 6 9 68  One week to one month 42 Cns
Priests 2 0 2 1.5 | month to 3 months 44 333
Businessmen 13 1 14 106 3 months to 6 months 24 18.2
Professionals 15 5 20 15.2 6 months to 1 vear 8 6.1
information not i year to 2 years 2 L5
available 0 3 3 2.3 More than 2 years 12 9.1
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TaBLE 7 TABLE 12
Frequency of visits for psychotherapy (N =132) Form of recording (N = 132)
Frequency Number Percentage Mode of Recording Number Percentage
Once a week 75 56.8 Verbatim 31 23.5 .
Twice a week 37 28.0 Wriling a summary after
More than twice a week 20 15.2 each session 4 36.4
Writing summary of few :
sesstons together 28 2
TABLE 8 Tape recording 0 0. ¢
Fee charged per session (N =132) No recording 25 18.9
Amount Number Percentage
Nil 4 i TABLE 13
! : Type of psychothera =132
Rs, 3«11 19 14.4 rpe fp y Y (N 3 )_
Rs. 11.20 29 22-0 Types Number Percentage
Rs, 21-40 30 22.7 5 _
Rs. di.and above : 15 Rereeative “ %05
Information not available .? 5.3 Reconstructive 51 . 38.6
Couns :lling 27 20.4
_ TABLE 9 Behaviour Therapy 2 1.5
Seating arrangement (N=132) Religious i3 9.8
Method employed Number Percentage Others” 23 174
ane_tol'ace Y Y T 30?_ * Psychodrama (9 Playtherapy {2) . Milieu
Patient on the side 10 1.6 Therapy (D) Pavlovian Therapy (5} Hypnosis (3)
Couch 14 106 and Yoga Therapy (2}
Play therapy 2 1.5 TABLE 14
Associated 1reatments (N=132)
TABLE 10 -
How psychotherapy arranged ? (N=132) Treatment modalities Number Percentage
How arranged Number Percentage Drugs 85 644
Pati sked for 3 —— E.CT. 10 7.6
al,ent asked for it 3 23.5 Psychotherapy alone 37 28.0
Patient accepted sugges-
tion readily 45 341
Relatives suggested and TABLE 15
arranged 16 12.1 Role of patient in psychotherapy (N =132)*
Referred by a Docior k1| 235
Patient persuaded to accept 9 6.8 Role Number Percentage
TABLE 11 Passive 39 295
‘e : Dependent 26 19.7
Therapist’s vole in psychvtherapy (N = (32)* Active & §5.5
Role of Therapist Number Percentage Learning 49 37.1
(P;if::: " g 6:-; TABLE 16
suggestions Place of psychotherapy in the total 1reat
Teaching' Didactic 48 36.4 f psy hetN{’—;"]_’;z) ot ment
Sympathising 45 326
Environmental mapipulation 43 26 Place of psychotherapy ~ Number Percentag :
Reassuriog 49 7.1 Primary %0 40.6
Authoritative 21 15:% Ancillary 52 39.4

* Some patients classed under more than one
calegogry.

* Some patients classed under more than one
category.
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TABLE 17
Total number of sessions held (N =132)

No. of sessions Number Percentage
1t 10 57 43.2
o 30 52 394
M1050 8 6.1
51 to 100 . 6 4.5
More than 100 ] 6.8

"The following findings are specially note-
worthy :

(i) Although the percentage of females
n Lthe age-group (16.30 years} was little
higher than that of males in same age
bracket, this difference was not significant.
The findings do not support the notion of
a young (and? attractive) female as the
protorype of psychotherapy patients (Tabie [).

ii) As expected, higher socio-economic
brackets seemed to he over-represented in
the total patient sample. However, 8.39%,
were unemployed, 16.7%, students, 17.4%,
housewives, 15.1%, had not completed high
school and28.0%, had a monthly income not
exceeding Rs. 300/-per month, { Table 2,3 & 4)

fii} As expected, the majority of patienis were
suffering from psychoneuroses (65 2%, ). How-
ever, 18.2% were suffering from functional
psychoses, most of them from schizophrenia.

iv) Io most cases, psychotherapy was not 0o
long-term and not intensive. However, 15 2%,
of patients had been receiving psychotherapy
oftener than twice a week, 9.1%, bad been
in psychotherapy for over two years, and 6.2%,
had over 100 sessions each (Tables 6, 7and 17).

V) As regards the seating arrangements, the
patient sat facing the therapist in a vast majo-
Tity of cases (80.3%). Unexpectedly. couch
was used in case of 10.6% of patienis
(Table 9).
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vi) Some form of record was maimained.
in 81.1%, of cases; surprisingly, verbatim
records im 23.5¢, (Table 12).,

vil) The therapist played a relatively more
active role than that inthe Western model,
suggestiog, sympathising, manipulating the
envitonment, teaching and reassuring. Psycho-
therapy was generally, thus, of more of a
supportive nature. However, jn full 38.6%
of cases it was considered to be of recon-
structive variety. A small number of patients
were also reported to be wundergoing psycho-
drama, play therapy, milien iherapy. Pavio-
vian therapy, hvpnosis and Yogs therapy.
(Table 11 & 13)

viiiy 28.0% of patients were receiving

psychotherapy as the sol€é ireatment The
rest were also receiving drugs or E.C T.
Psychotherapy was considered to be the

primary eatment in 60.6°%, of patients apd
ancillary in the rest (Table 14 & 16).

The attitude of the participating psychi-
atrists who complsted the questionaaire
(N =32) towards psychotherapy ar¢e summa-
rized in Table 1% & 19.

TABLE I8
Attitude of participating psychiatrists
regarding psychotherapy (N =132)

Number Peréentage
Useful 32 wo
Not usefuol 0 0
Primary ST ) -_5 156
Ancillary 8 250
Both 18 56.2
1nformation not available 1 31
Should be modified 24 50
Need not be modihed 7 21.9
Information not available ] 3.1
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TABLE 19
Modifications suggested (N = 32)
Number Percentage

Should be short term, crisis

oriented and supportive 8 25.0
More flexibility in the rules

supgested i 3.1
Eciectic approach recommended 5 156
Role of psychotherapist should

be mote active 1 31
Should be tuned to the cultural

and sociad conditions 6 i8.7
Religious blending - Guru.Chela

Relationship 4 12.5
More use of suggestion,

reassurance and less use of

dynamic interpretation 2 6.2

* Some psychiatrisis gave more than one suggestion

Al participating psychiatrists felt that
psychotherapy was a useful mode of treat-
ment. A large majority, however, felt that
it should be modified from the Western
model. The various modifications suggested
were that it should be of shorter-term,
crisis-oriented, supportive, flexible, eclectic
and tuned to the cultural and social con-
ditons, Greater activity on patt of the
therapist, greater use of suggestion and
reassutacce, lesser use of dymamic inter-
prcuation, religious blending and entering
into a Guru-Chela relationship were the
other departures from the classical model
suggested.

The participating psychiatrists were also
encouraged 1o make general comments.
Some of the comments were the following:

*I feel that the traditional ‘insight’ pattern
of 1he modern western hospital is of limited
value in many Iandian patients. They are
not used to speaking freely before a person
whom they coosider so much ‘superior’ to
them It is very difficult indeed for the
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average Indian patient 1o express strongly
pegative feelings towards a doctor”.

“No Western model has suited me in all

cases ... My main aim is to encourage the
patient to gain insight by gradually con-
fronting his/her subconscious processes to
his or her conscious stream of thought and
re-educatiog and reconstructing his persona-
lity by all available means at our disposal”.

“Simplification of psychoanalytic terms in
day to day language, incorporation of religi-
ous principles are usually helpful ... Aggressive,
rather then sexual instianct seems to be more

easy to handle in psychotherapy in Indian
patients”

“Though a useful adjunct to various other
treatments like psychopharmaco-therapy, and
E.C.T......... I have found tha; patients do
not like to take psychotherapy as the only
mode of treatment,”

And a laconic comment, “'Better results

are achieved if the psychotherapistis of the
opposite sex”.

Discussion

The most important limitation of the work
is iadicated in the title itself, namely that
it pertains to psychotherapy as practised
ooly by the Indian psychiatrists. Thus, the
survey does not include psychotherapy under-
taken by nop-medical professionals (e.g.,
psychologists and social workers} osor the
various types of treatment that seem to

operate by psycbological means administered

by a whole variety of persons who
ordinarily labelled as faith healers.

are

It is not to say that none of the people
not covered by this study practise what
may be termed as psychotherapy. Also, al.
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though a lot has been writtea about diff-
rence between psychotherapy aad religious
healing, it camnot be said that there are
no similarities between them or between
the ways in which these help (Torrey, 1972)

For the purpose of this paper, Fellows
of the Indian Psychiatric Society were taken
to be psychiatrists. To qualify for Fellow-
ship of ithe Society, the person must have
a basic medical qualification in what may
be termed Modern or Allopathic medicine
{Schedule I or 11, or Part II of Schedule
I of the Indian Medical Council Act
1956), and possess qualification and expe-
rience in psychiatry, either a postgraduate
qualification (e.g. M. D. or D. P. M,) in
psychiatry with two additional yeairs of ex-
perience, or five vears of full-time experi-
ence in psychiatry. (Indian Psychiatric
Society, 1973b). Hence, practitioners of Indi-
genous systew of medicine (homeopaths, Vaids,
and Hakims) do not qualify for Fellow-
ship and thus were exciuded from the study.
Also, perhaps there are a few Ordinary
Members of the Society who would qualify
for Fellowship, but who had pot taken the
necessary steps for it, and certain other
psychiatrists in the country (possibly very
few) who have not associated themselves
with the Society at all. They were, again,
not covered by the study.

Another important fact having a bearing
on the scope of the study and the conclu-
sion drawn is the definition of psycho-
therapy adopted. The definition adapted is
definitely weighed in favour of a structured
and deliberate, rather than occasional and
<hance. psychological interactions between
the therapist and the patient. Thus *help-
ing situations” and other unstructured inter-
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actions were excluded from the scope of
the study. In addition to the general defini-
tion of psychotherapy; comcrere, operational
criteria were also specified wbich have,
perhaps, ensured greater precision in the
data reported.

32 psychiatrists reported that they were
doiog psychotheapy at the time of the
study. This represents 66.7% of the 48
psychiatrists who participated in the study.
Thus, it can be said that psythotherapy is
practised to a sigonificanrt, but a somewhat
limited degree by the Indian psychiatrists.
It might also be speculated that an addi-
tional unknown number of psychiatrists
were patticipating in  +‘helping situations”
and other therapeutic interventions of
psychological mature, which could not qualify
10 be called psychotherapy according to the
criteria adopted.

As expected, the higher socio -economic
brackets were over-represented in the patient
sample (compared to the general popula-
tion). However, relatively lower social
classes were also represented to an unex-
pectedly high degree. This may perbaps
have something to do with our svstems
of close kinship relationships and social
interdependence which may materially aug-
ment the person’s individval resources and
experiences It also may suggest that the
social distance between the therapist and
the patieat does not necessarily preclude
their receiving psychotherapy.

Although most of the patients, cxpectedhv
were suffering from neurotic disturbances,
a sizeable proportion of them were suffering
from schizophrenia and other  psychotic
disorders. It is quite likely however, that
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psychotherapy with schizophresics mostly
represented supportive, nurturing relation-
ships Tather than exploratory exercises.

Considering the great paucity of analy-

tically trained or even  dynamicaily
oriented  psychiatrists in the  country,
and considering the various traits like

lack of psychological sophistication. over-
dependence and inability to enter info a
professional rather 1han a filial rtelationship
that we often attribute to our patient
population, it was anticipated that most of
the therapies reported would be of supportive
and relatively less intensive sort. Hence the
findings that 43.2Y9, of patients were receiv-
ing psychotherapy two or more times a
week, and 38.6%, were categorized to be
in teconstructive therapy came as surprise,
As regards the proportion of patients in
recanstructive therapy, it may be clarified
that although *‘reconstructive” was men-
tioned as one of the response categories
under ‘*‘type of psychotherapy”, the term
was not explained. thus leaving scope for
the responding psychiatrists to interpret it
according to their own criteria.

Each one of the 32, psychiawisis who
cormapleted the questionoaire felt that psycho-
therapy is useful. In addition to testifying
the utility of psychotherapy, this probably
also indicates that all of them were highly
committed to this treaument modality. It
can be specutated that those who did not par-
ticipate in the study differed from those who
did in that the flormer had lower motivation
towards psychotherapy, and this may in-
deed have been the reason why they did not
patticipate. Heace, it may be that the data
presented reflect psychotherapy practised by
those greatly interested in it, and psycho-
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therapies of variovs sotts practised by those
not so committed mav not have been re-
presented in the study. This may. again,
be constrned to be one of the limitations
of the study. The pain taken by the parti-
cipating psychiatrists to maintain adequate
{in may cases, verbatirn} records of psy-
chotherapy again attests to their commitment.

Although certain differences in techniques
from the Western model were practised by
the psychiatrists studied, it must be said
however, that looking upon the resulis on
the whole, the modei of psychotherapy pra-
ctised by the Indian psychiawists did not
differ very much from the classical
model. It is apparent, nevertheless,
from the attitude expressed that mos.
of the psychiatrists are not fully satis-
fied with the Western model. Although many
of them have suggested certain depariures
from the Western model in various iechniques
and facets of psychotherapy, no one presen-
ted a fully crystallized and comprehensive
model suited to this coustry., [o be fair
to the responding psychiatrists, however, it
must be added that a completely new school
of psychotherapy is mot easy to evolve, and
even the various ‘schools’ of psychotherapy
that are supposed to be totally different to
onc another ar2 actually not so different,
but they sharc with oone another, a great
many theoretical bases and the general techni-
ques.

How do ths findings of this study com-
pare with the situation in the West. Wing
and Wiog (1970) reporied on the charac-
weristics of patients seen in ‘specialised’ (at
leas. once a week for at least six months
by a psychiatrist mainly or exclusively doing
psychotherapy) and ‘suppotlive’ (aoyone seen
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20 or more times tn one to two years)
psychotherapy. They found clear difference
in the demographic and clinical characteris®
tics of the two groups. Older age-groups

(35% Vs 5% abov: 45 years), and females
were clearly over-represented in the sup-
portive psychotherapy group. aand single

patients (16% Vs. 57%) and social ciasses
1 & 2 (4% Vs. 419%) under-represented.
As regards the diagnostic labels, personality
disorders (25% Vs. 6%} and sexual dis-
orders (17% Vs 29,) were over represented
in the specinlised psychotherapy greup, and
psychoses (3%, Vs. 329/} under- represented.
In the present study, by comparison, 4.5%,
of patients were above 45 years of age,
males out-numbered females in the ratio of
58:42 and 1829, were psychotic. These
figures more closely approximate Wing and
Wing’s figures for the specialised psycho-
therapy patients.

In another study, Mowbray and Timbury
(1966) cellected the opinion of Scottish
psychiatrists on cerlain aspects of psycho-
therapy, 76%, agreed that the term psy-
chotherapy should be used only for a
«defiberate  undertaking”. 20% foilowed
‘ta classical or recogunised school”. 889, of
psychiatrists combined psychotherapy with
other forms of treatment. 86%, with drugs
and 539, with ECT (of 64.4% and 7.6%
respectively of patients in the present
study.)

Summary

In response to a questionnaire sent to ali
Fellows of the Iadian Psychiatrie Society
practising in India, 32 out of a total of 182
furnished data on 132 out of a total of
180 patients being treated by psychotherapy
by them at the time of the study. (16
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others who responded were not treating any
patien's in psychotherapy at the time of the
study) It was noted that out of this 132
patients, males out-numbered females (58:42).
As expected, socio-economically, the patients
fell in the highir brackets than the general
population  However a sigaificant proportion
were unemployed, students, house wives and
those with less than a monthly income of
Rs. 300/- 65.2% of the patients were suffe-
ring from woeurosis. However, 15.99% were
schizophrenics. In most cases, psychotherapy
was no! long-term and not intensive. How-
ever, 15.29% of patients had been receiving
psychotherapy ofiener than twice a week,
9.19, had been in psychotherapy for over
2 years and 689 had over one hundred
sessions each. Face-to-face seating arrange-
ment was employed in most cases, however,
couch was used in case of 1(.6%, of patients.
Some form of record wis maintaised in
81.19%, of cases, verbatim record in
23.5%. The therapists played a more
active role than in the Western model,
suggesting, sympathising, manipulatiog the
environoment, teaching and reassuring. Psy-
chotherapy was of a supporting pature in
most cases; however, in 38.6% of cases it
was considered to be of the recomstructive
variety. A few patients were also reported
to be undergoing psychodrama, play therapy,
milien therapy, Paviovian therapy, hyponsis
and yoga therapy, 28.0% were receiving
psychotherapy alone: 64.4%, and 7 6%, were
also receiving drugs and E. G. T. respectively.
Psychotherapy was considered to be the

primary treatment in 60.6% of patients
and agcillary in the rest.
All responding psychiatrists  felt that

psychotherapy is a useful mode of treat-
ment. A large majority (75%), however,
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felt that it should -be modified from the
Western model. The varicus modifications
suggested were that it shouid be of shorter

term, crisis-oriented, supportive, flexible,
eclectic and - tuned to' the cultural and
sncial conditions. Greater ‘activity on the

part of therapist, greater use of suggestion
and reassurance, lesser use of dynamic
interpretation, religious blending, - and en-
tering into a Guru-Chela relationship were
the other departures from the classical
modzl suggested However, no comprehensive
and well-crystallized model of psychotherapy
suited for this coumtry was suggested.
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PRESENT STATE OF PSYCHOTHERAPY IN INDIA
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WHAT 15 PSYCHOTHERAPY ?

“Psychotherapy is the treatment, by
psychological means, of problems of an
emotional nature in which a irained per-
son dcliberately cstablishes a professicnal
relationship  with the patient with  the
object (I} of removing, modifying or retard-
ing existing symptoms, (2} of mediating
disturbed patierns of behaviour, and (3) of
promoting positive personality growth and
development”  (Wolberg, 1967).

The above is perhaps the most widely
accepted definition of psychotherapy. Do
all people define psvehotherapy in the same
way, or are there important differences?
As this question may be highly relevant to
the question of psychotherapy in India, let
us look at some of the other definitions

“For a very simple rcalistic definition,
one can say that psychotherapy is the wtili-
zation of psychological measures in the
trecatment of sick people” (Romano, 1947).

“Psychotherapy may be defined as the
treatment of emotional and personality
problems and disoraers by psychological
means”. (Kolb 1968,.

“....psychotherapy is a form of help
in which a trained, socially sanctioned healer
tries to relieve a sufferer’s distress by facihi-
tating certain changes in his feelings, atti-
tudes and behaviour, through the perfor-
mance of certain activities with him”.
(Frank, 1961).

It is quite apparent from the above
definitions that there is a wide agreement
amongst them that by psychotherapy are
meant those therapeutic manoeuvres which
can be called psychological {as opposed 1o
organic) in the trcatment of problems of an

emotional or psychological nature. The
differences are primarily in two areas;
namcly the nature and qualifications of the
therapist, and whether and to what degree
the relationship must be deliberate and
structured to qualify as psychotherapy.

In the Indian context, as we shall see
later, a number of persons who may be
categorised as Faith Healers or Religious
Healers attempr to treat psychiatric patients
by what may be considered psychological
methods.  Is this psychotherapy? We shall
consider this question a little later when we
discuss the supposedly therapeutic activities
of such healers. Torrcy (1972a, 1972b)
has drawn attention to significant simi-
larities between Western psychotherapy and
faith healing and has argued that in spite
of apparentdificrences in the technique in the
two cases, the therapeutically active ingre-
dients are remarkably similar. Wittkower
and Warnes (1974) have drawn attention to
the similaritics between  psychotherapies
practised all over the world. In spite of the
superficial differences, they feel that such
therapies around the world have got the
following importani similarities : {1} There
is an iniense emotional confiding relationship

‘between the therapist and the paiient,

(2} The therapist and the patient share an
identical world view.

WHAT IN PSYCHOTHERAPY HEALS ?

There have been scveral attempis 10
isolate the therapecutic ingredients from the
large number of inter personal and emotional
cxperiences that constiwute psychotherapy.
As a matter of fact, there has been a shift
in the last itwo decades in the studies  of the

1Professor & Head, Department of Psychiatry, Postgraduate Institwte of Medical Education & Research,

Chandigarh-160 011.
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efficacy if psychotherapy, that is to study
the efficacy of cach one of the wvariows
techniques and factors rather than e study
the efficacy of the iherapy as a  whole.
Earlier workers, since the beginning of the
cenlury, have been emphasising the specific
technigues peculiar to  psycho-analysis or
psycho-analytically oriented psychotherapy
which purportedly heal, However, lately,
attempts have been made to  bring inte
sharper focus the therapeuiic role of the
inter personal relationship of (the  psycho-
therapy that is perhaps common to all
psychotherapics, Frank {1968) and Abroms
(1968) have emphasiied the role of persu-
asion as a therapcutic ingredient.  “We
must a.sume *hat most, if not all, psychiatric
patients are influenced to some extent by the
demand characier of the therapy situation
and the implicit or explicit expectation of the
therapist ..., ” (Frank, 1968). Abroms
(1968) however, qualified the role of per-
suasion as follows : “In a scnse, persuasion
or suggestion plays an important role ia
promoting  therapeutic change. But 1the
claim that it is the sole or primary agent
has been shown to constitute a methodolo-
gical assumption rather than an cmpirical
assertion”. Torrey (1972b) has named four
ngredient  comumon  to psychothcerapics
around world. Thesc are (1) A shared world-
view, and the therapist’s ability to name the
offending agent (the principle of Rumpel-
stiliskin), (2) the personal qualitics of the
therapist, (3) the high expeclations with
which the patient approaches the apparently
exalted position of the therapist, which he
calls the “edifice complex”, and (4) the
technique. He feels that the coneribution
of the so-called technique in the Western
psychotherapy towards a favourable outcome
has been vver-cmphasised.  Bolman (1968)
emphasises the importance of a world-view
shared by the patient and the therapist.
Snyder (1963, page 3-6) has under-scored
the importance of understanding the role
of dependency in psychotherapy. Goldstein
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(1962) feels that the therapist’s expectation
of the outcome of the psychotherapy is an
importantfactor in its outcome. “..psycho-
therapist attitudes, personality characteriz-
tics and in-therapy behavior significandy
influence the coursc and outcome of treat-
ment”.  Again, “Evidence was presented
of a significant effect on patient improvement
of therapist prognostic expectencices”.

APPLICABILITY OF THE WESTERN MODEL
PSYCHOTHERAPY TO INDIA :

Comments and reservations are often
expressed, formally and  informally, by
Indian psychiatrists and other mental healih
professionals regarding the place, the rele-
vance for India, of psychotherapy, as it is
understood in the West. For example,
Neki (1975) feels : “Westerr. psychotherapy,
asitis, is hardly applicable tc the mult*tudes
in India—except for a handful of Wester-
niscd Indians living in large cosmopolitan
cities”. Commenting on the difficulties in
rendering Western psychotherapy suitable
to the Indian context, Surya and Jayaram
{1964) comment : “Words, by their very
nature, ar¢ loaded with powerful motiva-
tion and conalive aspects, It is in this
respect that the Western trained psychiatrist
finds himself ineflfective in the local setting™.
Commenting on some of the difficulties in
this area, they say : “As compared to his
Western counterpart, the Indian patient
is more ready to expect and accept depen-
dency relationships,....less roady to seek
intrapsychic explanations, . .. .more ready to
discard c¢go-bounds and involve the therapist
in direct role relationships; and finally his
ideal or idelized support is the good joint-
family elder........ (Indian patient) more
readily alludes to conceprual references like
Karma, Dharma, and traditional figures
for orientation. ....".

The position taken by Surya and Jaya-
ram, has been supporicd by many other
authors who have voiced reservations reg-
garding practicability of transpesing psy-
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chotherapy developed in one cuiture to some
other culture.  However, Berne (1960) takes
the contrary stand tha: the psychothera-
peutic methods are universally applicable.
He takes the extreme stand when he staces,
“Psychhotherapeutic manoeuvres can be
readily transferred from one culiure to
another., The principles learned in the
treatment of young women in Connecticut
or Caltfornia are just as eflective in South
Pacific.”

It can be argued that people around
the world are not alike and those of one
culture differ from those of other cultures
in many important ways which may have
divect relevance o psychotherapy, such as
the religious philosophical background, the
experciential repertoire, language, modes of
aflective expression, moral and social norms
and mores, and the culwrally determined
conflicts and defences. The concept of
modal personality is belpful here and it can
be said that the modal personalitics difter
from culture toculture. It isonlv reasonable
that psychotherapy as practised should be
consistent with jt. Wittkowar and Warnes
(1974) have emphasised that, to be popular,
psychotherapy is to be consistent with the
social-philosophical background of the people.
Psychoanalysis became popular, in the
U.8.A. because of emphasis on individualism,
rational thinking, free expression and tole-
rance of dissent. So became work-therapy
_in the Soviet Union, autogenic training in
Germany and Mortla therapy m Japan;
in each case because it was consistent with
the respective social values,

Chessick {1969) has drawn the correla-
tion between the practice of psychotherapy
and the socio religious philosophical tradi-
tions of the West, He fecls that Western
psychotherapy is consistent with the Wes-
tern philasophy of dialectics of Plato, where
truth has to be reached or approached by the
debate between two enquirers or within the
heart of a single enquirer.

What then are the imporant reasons
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becuase of which the applicability of Wes-
tern type psychotherapy in India is ques-
tioned? Let us discuss some of these.

(1) Dependence : Tt is said that an
average Indian is more dependent
on other people as compared to
an average Westerner. The grow-
ing child is literally dependent on
his parents. There is greater
amount of interdependence in case
of adulis. And finally when the
person becomes old, he comes io
become very much dependent upon
his children. Hence, we have got
a beautiful system of a great
degree of mutual interdependency
with evervbody leaning on ecvery-
body else. It can be questioned
as o how far the Western psycho-
therapy, with its high emphasis
on autonomy and personal rei-
ponsibility, can be prescribed for
such a people.

Psychological sophistication, verbal
facility and expectations:—

Psychological sophistication, atleast
to the extent of considering possible
psychological reasons for  the
illness and ability for introspection,
are considered essential for psy-
chotherapy. It is said that the
Indian patient lacks in these attri-
butes. His orientalion rather
than being psychological, is more
likely to be either physical and con-
crete on one hand or metaphysical
and mystic on the other. Also,
although non-verbal communica-
tion is not irrclevant to psycho-
therapy, much of the communi-
cation and interaction in the Wes-
tern model psychotherapy takes
place at a verbal level. Does an
average Indian possess adequate
verbal fluency o gainfully interact
in therapy hased on it. Also, an
average Indian patient may expect

(2)
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(3}

(4)
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too much from therapy, a kind of
magical expectation. He may ex-
pect immediate and total cure,
as if by miracle, This would
again impose serious limitations on
the efficacy of psychotherapy.
Social distance between the patient
and the doctor :

The Indian society, at least for
the last 2000 years or so, has been
greatly class-conscious. The Varna
system, although probably originat-
ing for division of labour, quickly
degencraied into a class system
whereby people of the various
Varnas, got arranged in clearly
systemaltised hicrarchy. Herce, the
patient quickly identifies the doctor
with a superior class, He comes
lo assume an obsequeous and sub-
missive position in relation to him,
It is quite possible that propor-
tionally greater number of psy-
chiatrists and doctors in general
come from upper classes with
feudal  backgrounds. Western
model psychotherapy requires that
ihe therapist and the patient should
meet at a relatively equal level and
that they should jointly try to find
out solutions to the patients’ pro-
blems. It is questioned if such
psychotherapy is applicable where
the social distances beiween the
patient and the doctor are so wide,
Philosophical-—religious beliefs in
re-birth and faialism ;—-

A question i¢ sometimes raiced
if the Hindu concept of re-birth
and re-incarnation can have impor-
tant implications as regards psy-
chotherapy, Tt is too well-known
to need a repetition here that the
belief is that onc’s life does not
terminate at his death, but that he
is re-horn again and again in some
form. One is impressed while seeing

some depressed patients, by the
manner in which they ascribe the
illness to sins or misdecds committ-
ed in a previous birth. In other
words, the guilt feeling is ascribed
not to sins committed ea.lier in
hife, but those in previous births,
It can be said that it replaces past
for present accountahility for one’s
actions. It can, therefore, be that
this may havc some repercussions
on the conduct of psychotherapy.
However, a question may be raised,
whether ‘such a people only pay
lipservice to those beliefs and use
it at their convenience, or is it
deeply in-grained in the core value
system. In  support of the
hypothesis that it is not deeply
assimilated in the core value system,
it can be said that this belief s not
manifested in the day to-day life
and does not make any noticeable

difterence in conduct of every day
pursuits.

The concept cf fatalism is closely
related, in Hindu philosophy, to
that of re-birth, It is said that
not only your misdeeds of an carlier
birth make you suffer, but that
they also impair your wisdom so
that you continue to commit sins
even in the next birth It is
raid, nevertheless, that in spite of
this, a person can try to redeem or
improve on¢ by one’s efforts. In
this respect, Hindu philosophy and
religious system demonstrates the
same ambivalence that all religious
systemn  demonstrate towards the
question of free will vrs, deter-
minism, perhaps of bit more so.
It is perhaps not incorrect 1o say
that an average Indian assumes a
more fatalistic attitude towards life
and future, and that this can have
some deleterious effects on the
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conduct of psychotherapy. How-
ever, it is not clear whether this
fatalism is a part or the function
of the religious system or it is more
dependent on other factors like
poverty, etc.

Guilt vs. shame :—

It has been said by numerous
workers that the so-called primitive
cultures are relatively free of gutlt
and that they show more of shame
than guili, Shame said to be
directly related 1o immediate social
disapproval whercas guilr is said
to be dependent on identification
and on valves which have become
deeply internalised and assimilated.
However, people are becoming more
and more aware lately that this is
an over simplified conclusion, and
that the primitive coltures also
demonstrate guili.  As to the Indian
context, in study after study on the
psycho-pathology of depression,
authors have found that the Indian
patier.ts also demonstrate a signi-
ficant amount of guilt  (Venkoba
Rao 1973, Teja et al., 1971). It
may be perhaps true that in case
of the Indian patient, the guilt
fceling may be related to certain
values other than those important
in the Western culture and may be
thought to be based sometimes on
misdeeds of an carlier birth,
Cenfidentiality and the dyadic
relationship :—

Some anthors have suggested that
confidentiality in psychotherapy is
not so important to the Indian
patient, and that he does not
mind discussing bis illness with the
psyctiatrist in front of friends and
family members. The fricnds and
family members may actually be
perceived as therapeutic allies. This
raises questions regarding the rele-

vance of confidentiality and the
strictly one-to-one relationship that
are hallmark: of Western individual
psychotherapy.

{7} Decision making and personal
responsibility :—

In the Western-type psychothe-
rapy, the therapist and the patient
came together as responsible adults
and each one is considered to be
responsible for his own behaviour
and capable of making his: own
decision. . Perhaps in the Indian
setting, the patient expects more
to be told by the therapist and is
often hesitant to exercise his own
choice. It is said that this is
related to greater amount of
altriciality and dependency that
we have earlier discussed. The
question is, if this attitude
maker the Indian patient unsuitable
forpsychotherapy or if it requires
modification in the technigue where-
by the therapist has to assume a
more directive attitude. In 2 study,
Varma and Ghosh (1975) found
that the Indian psychotherapist
led a relatively more active role
than that the Western counterpart,
suggesting, sympathising, manipu-
lating the environment, teaching
and reassuring. The Indian pey-
chotherapists, in suggesting depar-
tures from the Western model,
pleaded for greater flexibility, grea-
ter activity on the pact of psycho-
therapist and greater use of sugges-
tions and reassurance,

HISTORY OF PSYCHOTHERAPY IN INDIA

If psychotherapy which can be deter-
mined as “the interpersonal method of
mitigating suffering,” has had a long his-
tory in India. In responsec to a question
by a mendicant Potthapada, Lord Buddha
replied, “I have expounded, Potthapada,
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what is suffering; I have expounded what
is the origin of suffering; I have expounded
what is the cessation of suffering; I have
expounded what is the method by which
one may reach ihe cessation of suffering.”
In this regard, the Exalted One can be said
really to have concerned himself with pro-
pounding a psychotherapeutic system (Neki,
1975). Further history of psychotherapy,
however, *ill the early days of this century,
are not documented in any detail.  This is
not surprising, as perhaps cven in the
Western countrics, psychotherapy did not
come to be identified as a specific science
till around the turn of the contury,

It is, therefore, not possible to say as to
what course psychotherapy, as cxpounded
by Lord Buddia and various others, took ip
India. If one were to conjecture, perhaps
the Indian brand of psychotherapy over the
centurics differed from the modern Western
concept in a number of ways :

(1) Psychothcrapy practised in Irdia
was not limited in i1s applicability
only to the sick, but was also per-
ceived as much, if not more so,
te be useful in irculcating insight
in those not afflicted by mental
illness and thus effecting fulfilment
and sclf-realization.

{2) The giver of such ameliciative and
enriching experience assumed a
highly cxalted and reversed position
in the socicty.  Insuch a situation,
it was neither possible nor consi-
dered desirable for the therapist
and (be paticnt or client to meet
and interact as equals. The rela-
tionship was perhaps akin to the
teacher-disciple relationship.

{3) Psychothcrapy was, thercfore, not
a dialectical process where truth
was reached or approached by a
debate between the two or within
the heart of the recipient, but was
more of a situation where truth was
revealed by the therapist and
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accepted by the patient/client.
{4} Not everybody was considered fit
for such psychotherapeutic relation-
ship. “Another common feature
of these ancient therapeutic systems
is therr esoteric nature—their tenets
and practices have heen considered
mysteries of the highest order that
cannot be made accessible to any
except the most worthy (adhikarin).
Thus they have remained the ex-
clusive domain of the spiritual elite
and the people in general have
remained bereft of thetr benefits”
{Neki, 1975).
A historical account of psychotherapy
since the second decade of this century

has been given by  Sinha (1956).
Girindrashekhar Bose, the founder of
the Indian Psychoanalytic Socicty,

can be considered to have brought modern
psychoiherapy to India. In addition to-
stimulating  other people in psychoana-
lysis, Bose also propounded a theory of
“opposite  wishes”, and pyblished a hook,
“The Concept of Repression.” He en-
tered into a lengthy correspondence with
Sigmund Freud which lasted from 1921
almost to the time of Freud’s dcath in
1939. Freud must have been delighted
with this relavionship and the support
that it represented. However, going
through the correspondence, one gets the
feeling that Freud’s attitnde was that of
benevolent indulgence, but he was never
greatly impressed by Bose’s idea and for-
mulations, and he never gave anyihing
resembling a clear seal of approval to them.

The Indian  Psychoanalytic Society
srill continues, although its  membership
has never been large, partly, no doubt,
due to their own stringent requirements.
It is based in Caleutta does accept doctors
as well a5 non-doctors for trajning analysis,
and publishes a journal, called Samiksha.

Another aspect of history of psycho-
therapy in India is the resurgence of in-
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terest in a types of therapy of great
antiquity, Yoga and T.M. In addition
to numerous lay groups trying to promote
it in the various parts of the country, there
have been scienmiific attempts to define
and interprec it, and to test its value
as a therapeutic tool. Vahia and co-
workers have been, perhaps, most active
of all in this modern analysis of Yoga. In
numerous publications, they have presented
Yoga te the professional and especially to
the Western workers, and using relatively
stringent and scientific methods, have attem-
pted to testits therapeutic efficacy in psy-
chiatric disorders (Vahia ef al, 1966 ;
Vahia, 1969 ; Vahia et af. 1972, 1973).
The results, so far, indicate that, for cases
of of psychoneuroses, Yoga is superior to
“pseudo-treatment”, i.e. where they “were
asked to relax and do some postures re-
sembling Asnas, and breathing practices
resembling  Pranayama” and to “write
all the (houghts that came to their mind
during the treatment {similar to Dharana
and Dhyana)”,

Finally a word about transcendental
meditation. This therapeutic modality
which possibly was derived from the Vedan-
tic Psychotherapy of ancient India and ex-
istentialism of modern-day Europe, gradua-
lly started to be noticed in late 1950% ; and
considerably reinforced by neurophysiolo-
gical rescarch, quickly gathered momentum
so much so that by carly 1970s it become
a phenomenon of incredible popularity
and global impact. This ‘phenomenon’
which almost defies attempts at its inter-
pretation is too recent to be analysed
and understood yet.

THE PRESENT STATUS OF PRACTICE OF
PSYCHOTHERAPY IN INDIA :

Reliable objective data on types and
extent of psychotherapy  conducted in
India are cxtremely - scarce and hard 10
come by, Part of the difficulty lies in the
definition  of psychotherapy adopted,

If by psvehotherapy we mean a deliberate
relationship between a professionally trained
person and a patient {(Wolberg, 1967},
naturally we shall have 1o direct our
enquiry to those psychiatrists who possess
a basic dcgree in modern medicine and
have nhad further training/qualification
psychiawry, and to perthaps a few psycho-
logists who are engaged in therapy. Ob-
viously, our scope will be rather Hmited.
On the other hand, if we take psycho-
therapy to mean “the treatment of emo-
tional and personality problems and dis-
orders by psychological means” (Kaolb,
1968}, it may be assumed to include many
other therapeulic activities, ¢.g. the psy-
chological clemeniof presumed therapeutic
value in the casual contact between a doctor
and his patient, the treatment activities of
non-medical professionals such as psycho-
logists and social workers, and the activities
of faith healers and religious healers.

For the purposc of this section, we
shall adopt a more liberal definition of
psychotherapy, meaning therchy, ‘“the
treatment of emotional and pesrsonality
problems and disorders by psychological
means” (Kolb, 1968), and would review all
therapeutic activities going on in India
which seem to opcrate through psycholo-
gical means. Such activities can be best
described in terms of the therapirts involved.
Although precise and  detailed information in
this area is glaringly inadequate. The follow-
ing general commenis can be made. The
therapist involved can be roughly classified
as follows :

(1) Religious and fasthhealers

Such healers are quite  widespread all
over the country, although it is impossible
to be sure of thair number or affiliations.
A strong faith i the tencts of religion
and supernatural phenomena and powers,
on part of both the therapist and clients,
is a necessary prerequisite for the success
of this kind of therapy. It will perhaps
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not be incorrect to say, that most of the
practitioners and patients are Hindus, how-
ever, many Muslims are thought 1o be
endowed with great healing  properties.
The usual method of operation is that the
patient seeks the therapist, and comes to
him for help. The latter in turn gives him
a sympathetic hcaring, involves greater
religious faith and reverence in him and
jointly invokes the mercy of Ged on
him. In the process, he may give the
patient some sacred ash (Bhabhuti), ask
him to make certain offerings at the altar,
and give him verbal reassurance and sugges.
tion that the problem would be over. Cer-
tain other religious rituals, like periodic
offerings and worships over long periods
of iime, obssrvation of fasts and other
restrictions may be prescribed.  Somctimes
the therapist names some offending spirit or
the patient’s sins or misdceds (including
those ascribed (o an earlier birth} and pres-
cribes the remedial measuces as
noted).

The healer generally enjoys very high
reputation in the local area as a hely man
good-intentioned, helpful, compassionate
and possessive of extracrdinary powers.
Although, we have given him the generic
name, here, of fuith healer or religions
healer, he is not conceived of as such by
the population but as a learned and wise
man. The vernacular name for him varies
from one part of the country to another,
but some iypical examples are Peer,
Sayana, Babajee and Ojha, literally
meaning a divine, a learned man, an elder
respecied man and a Brabmin respectively.
Im most cases, be is also the village priest

(although not all pricsts are conceived of
as healers).

earlier

The patient who seeks his help generally
comes to him with high hopes and expee-
tations. Both he and his family have heard
a great deal about him and hold him in
high esteem and reverence. He  shares
with the therapist his views about the
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supernatural genesis of maladies, and the
keneficial values of faith, reverence and
ritpals. Thus, the therapeutic situation
contains three imporiant ingredients, i.e.
a shared world view, personal qualities of
the therapist, and the high exceptations of
the patient described by Torry (1972b).

What is the extent of this type of
therapy ? Again, very little information
is available on this point. Il the general
impression that one gets in his practice of
psychiatry while clucidating history  of
previous treatments of his patients, and the
overall piciure of pshychotherapeutic ac-
tivities in a gencral and especially rural
population that onc is familiar with, is
any guide, such faith-healing  activities
must go on a very large scale.  Jtis perhaps
safe to assume that a great many patients
who do not or whe can not avail of modern
psychiatric facilities utilize the services
of faith healers 0 a large degree. Their
services must be solicited quite frequently
for conditions like hysterical neurosis, epi-
lepsy, mental retardation and even many
cases of frank psychosis,

Can we call chis type of activity as
psychotherapy? One can say that these
healers cannot be called “professionally
trained”’, and that the relationship is more
haphazard than ‘‘deliberate”, hence this
activity does not qualify as psychotherapy
according to Welberg’s definition. On the
other hand, one can argue that, although
these, “healers” did not receive any train-
ing in formal psychology, or psycho-ana-
lysis, they have had methodice training
under their Gurus for this kind of treatment,

hence they can be considered to be “pro-

fessionally trained”,

Does this type of therapy help? It
may seem that since this therapy does not
conduct itself along the lines of modern
psychotherapy, and docs not utitize certain
“techniques” of it, it may not be able to
effect ameliorative change. However, the
evidence, though patchy and inadequate,
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strongly suggests that this therapy almost
certainly helps those suffering from certain
types of neurotic problems,  especially
hyseerical neurosis ; and possibly those
with many other types of neurotic prob-
lems. Psychiatrists  often comes across
in their practice, hysterical patients who
had earlier been treated by a faith-healer
with satisfactory remission of symptoms,
the reoccurrence of which has  brought
him to a psychiatrist this rime. It is quite
likely, that the faith healer may also have
adversely harmed certain patient, both
by using unsatisfactory techniques and by
delaying proper medical treatment. There
is not much doubt that mary paticats
are unaffected, one way or the other,
by their intervention. Incidentally and
fortunately, however, there is a growing
awareness amongst the religious and faith-
healers, especially the ones who ireat psy-
chiatric patients fairly regularly and some-
times commercially, that their competence
is limited to certain types of mental abe-
rrations. They classify mental illnesses
into two groups ; first, that they can help,
and the second, where medical (psychiatric)
intervention is needed. They have heen
known to refer certain patients, considered
to be belonging to the second category, to
psychiatrists,

(2) Exorcisis—The group named as *‘ex-
orcists™ here have got important similarities
with the group of faith healers and religions
healers desccibed above. However, there
are important differences between the two
groups, because of which it may be more
convenient and useful to consider them
separately. For one thing, although
the exorcisis share the religiour hale and reve-
rence with the faith-healers, they are generally
not considered 1o be holy or religious people,
tubare thought of as possessing supernatural or
magical powers which may both be benevolent
and melevolent.  They are looked upon by the
general  population more with jear than with
reverence, As with religious healers, it is
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impossible to make any reasonable guess
about the number of such healers or the
extent of therapy practiced by them, but it
must be considerable.

Typically the patient suffering from a
psychatric illness, which may range from
hysterical neurosis, to depression, to schizo-
phrenia, comes or is brought to thc healer,
who typically is a middle-aged or old wo-
man, and his problem is stated 1o the exor-
cist. Shc then names a particular offending
spirit or inflaence, The therapy primarily
consits of a trance induced by -the thera-
pist through magical dancing and chan-
ting, in which both the therapist and the
patient participate. The exorcist, thus,
attempis to drive away the offending spirit
or influence. Producing noxious and un-
pleasant smoke and gases, beating or
branding the patient, engaging into franzied
dancing, and many similar techniqus may
be adopted in the pracess.

The same arguments as advanced in
case of faith-healers would apply to the
question whether this activity qualifies to
be categorized as psychotherapy. As with
faith-healing, it will be unfair to say that
there are no differences between this and
conventional psychotherapy conducted by
psychiatrists, but at the same time, it must
be conceded that it has several characte-
ristics of psychotherapy.

Does it help ? Here, again, it will be
hard to sustain that it never helps. We
come across many cases of hysterical nevrosis
earlier treated by exorcists, as by faith-
healers, with good remission. The fact
that many of these patients relapse subse-
quently is another thing. Perhaps, we
modern psychiatrists also are not more
effective in many such cases, :

However, it must be kept in mind that
the exorcists also inflict harm to a number
of patients. I have earlier referred to the
fact that they often beat up or even brand
their patients with hot iron, Such dis-
figured patients are often seen by us subsc-
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quently, The psychological effects of such
physical torture and punishment can be
catastrophic. Attempts must be made
to stop such undesirable incidents.

(8) Psychotherapyy as practised by the Indian
Psychiatrists

An attempt in the direction of compiling
objective information on the extent and
nature of psychotherapy practised in India
was undertaken by Varma and Ghosh in
1974, (Varma and Ghosh, 1975), in which
they set out to ascertain the nature and
extent of psychotherapy practived by the
Indian  psychiatrists. Wolberg’s (1967)
definition of psychotherapy was accepted
for the purpose of this study, and psycho-
therapy was further specified to mean a
deliberate contract with structured and
scheduled therapeutic sessions whereby
the patient was seen at least once a week,
each scssion was of 2 minimum duration of 20
minutes, and the otal time deovied to the
paticnt was at least 30 minutes per week.
This survey was conducted amongst the
Fellows of the Indian Psychatric Society,
resident in India (A fellow generally has
had atleast 4 to 5 years of troining andfor
experience in psychiatry with or without a
postgraduate qualification in psychiatry).
Out of a total of 182 psychiatrists available
for this survey, 48 (26.4 9,) responded to
the questionnaire. 16 of them were not
treating any patients with psychotherapy
at the time of the study. The remaining
32 years trecating 180 patients at the time
of the swudy. However, they provided
complete information on only 153 of their
patienis of which 132 fulfilled the criteria
for psychotherapy adopicd for the study.
Out of these 132 patients, males outnum-
bered females (58:42). The findings did
not, furthermore, support the notion of a
young (and ? attractive) female as the
prototype of psychotherapy patienis. As
expected, the higher socio-economic bra-
ckets seemed to be over-represented in the
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total patient sample. However, 8.39, were
unemployed, 16.7%, students, 17.4 %, house-
wives, 15.1%, had not completed high school
and 28,09, had a monthly income not ex-
ceeding Rs. 300/- per month. As expected,
a vast majority of patients (65.29,) were
suflering from psvchoneuroses. Strangely,
however, 15.99, were diagnosed to be
suffering from schizophrenia. In most
cases, therapy was not what can be termed
long-termed, intensive psychotherapy. How-
ever 15.2% of the patients had been re-
cciving psychotherapy oftener than twice
a week, 9.19; had been in psychotherapy for
over two years, and 6.8% had had over
100 sesstons ecach. The finding regarding
the seating arrangements was also consis-
tent with the above, in that the majority
(80.39,) of patients sat in chair facing the
therapists, and that couch was used in case
of only 10.69, of them,

The therapist was found to play a rather
active role in psychotherapy, perhaps more
so than what goes on, on an average, in psy-
chotherapy in the West ; suggesting, sym-
pathising, manipulating the environment,
teaching and reassuring. However, in fully
38.6%, of cases, psychotherapy was consi-
dered to be of reconstructive variety, In
addition to the psychodynamic and eclec-
tic approaches, rarer techniques like psy-
chodrama, play thereapy, milien therapy,
Pavlovian therapy, hypnosis and Yoga the-
rapy were also reported as being used.

28.0%, of patients were receiving psy-
chotherapy as the sole trearment. Psycho-
therapy was considered to be the primary

treatment in 60.69 of patiets and ancillary -

in the rest,

The attitude of the participating psy-
chiatrists were also explored through the
questionnaire. All felt that psychotherapy
is a useful mode of ireatment. A large
majority, however, recommended depar-
tures from the Weitern model. The
various modifications suggested were that it
should be briefer, crisis-oriented, supportiw:,
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flexible, eclectic, and tuned to be cultural
and social conditions. Greater activity or
part of the therapist, greater use of sugges-
tion and reassurance, lesser use of dynamic
interpretation, religious blending and en-
tering into a Guru-Chela relationship were
the other departures from the classical model
suggested. However, no comprehensive
and well-crystallized model of psychotherapy
suited for this country was suggested.

The above study, although perhaps
representing a significant addition to our
factual knowledge as regards the state of
psychotherapy in our country, and being
the first study of its kind reported : must
be viewed as encompassing perhaps a rela-
tively small fraction of all psychotherapeutic
activities in the country, using the term in
its widest sense. The authors, themselves,
have correctly pointed out these limitations
of the study. Firstly, the study pertains to
“psychiatrists”, namely those people who
are doctors (thus excluding “lay” thera-
pists) possessing as a medical degree in
“modern” or a“allopathic” medicine (thus
excluding Vaids, Hakims, and other prac-
titioners of the indigenous systems of medi-
cine), with formal training o. certification in
psychiatry (thus excluding general practi-
tioners of “modern” medicine)., Of course,
faith-healers and religious healers of the
various sorts are also excluded. At the
same time, the definition of psychotherapy
adopted for the purpose of the study should
be kept in mind in assessing the significance
of the data gathered. The definition chosen
was a relatively specific one, and included
only those therapeutic manoeuvers of psy-
chological nature which were deliberate
and structured, as opposed to casual con-
tacts of presumably therapeutic efectiveness.

The question may be asked, what about
quantifying the other psychotherapeutic
activities in the country rot covered
by Varma and Ghosh’s study ? Several
great, possibly insurmountable, difficulties
come to mind at the prospect of a study to
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answer the above question. Briefly, these
difficulties can be summarised as those of
defining and identifying the population (of
psychotheraphists), of drawing out a re-
presentative sample thereof, and of adopting
an operationally sound and at the same
time conceptually meaningful definition of
psychotherapy (where do we draw theline?
How casual can the interactions get and still
be called psychotherapy?) .

Hence, the expected data that may
merge from such an enquiry are likely to
be more Soft’ and difficult to interpret,
Such a research may cven degencrate into
impressionistic and highly biased accounts
of psychotherapy in India as visualised by
the author,

Going back to Varma and Ghosh’s
study, 32 psythiatrists reported that they
were doing psychotherapy at the time of
the study. This represented 17.6%, of the
182 psychiatrists who were available for the
study, and 66.79, of the 48 psychiatrists who
responded to theé questionnaire. Thus, it
can be said that psychotherapy is practised
to a significant, but a somewhat limited
degree by the Indian psychiatrists. Consi-
dering the findings that the lower socio-
economic brackets were also well represen-
ted amongst the patients and that explora-
tory and reconstructive techniques were
alse used quite often ; serious questions are
raised as to the rclevance and applicability
of the limitations hypothesised earlier as
regards psychotherapy in the Indian se-
tting. The study, however, was neither
designed nor expected to answer this ques-
tion, for which different strategies must be
employed.,

How do the findings of this swudy
comparce with the situation in the West,
Wing and Wing (1970) reported on the
characteristics of patient seem in ‘speciali-
sed’ (at least once a week) for at least six
months by a psychiatrist mainly or exclu-
sively doing psychotherapy) and ‘suppor-
tive’ (anyone seen 20 or more times in
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one to two vyears) psychotherapy. They
found clear diffcrences in the demographic
and clinical characteristies of the two
groups. Older age-groups (35%, wrs. 59
above 45 vyears), and females were clearly
over-represented  in the supportive  psy-
chotherapy group, and single patients
269, wvrs. 579%) and social classes 1
and II (4% vrs. 419%) underrcprescnted.
As regards the diagnostic labels, perso-
nality disorders (25%, vrs. 69;,) and sexual
disorders (179, wvrs. 29)) were over-re-
presented in the specialised psychotherapy
group, and psychoses (3% vrs. 329, under-
represented.  In Varma and Ghosh’s study,
by comparison, 4.5%, of patients were above
49 years of age, males out numbered females
in the ratio of 58.42 and 18.2%, were psy-
chotic. These figures more closely appro-
ximate Wing and Wing’s figures for the
specialized psychotherapy patients.

In  another study, Mowbray and
Timbury (1966) collected the opinion of
Scotlish  psychatrists on certain aspects
of psychotherapy. 769 agrced that the
term psychotherapy should be used only for
a “deliberate undertaking”. 209% followed-
“a classical or recognised school”. 889,
of psychiatrists combined psychotherapy
with other forms of treatment ; 869, with
drugs and 53% with ECT (of 64.4% and
7.6%, respectively of patients in Varma and
Ghosh’s study).

(4)  General  practitioners, indigenous doctors
and lay therapists ;

Almost nothing is known regarding the
characteristics and the quantum of psycho-
therapy that may have been practised by
these categorics of people. By the expres-
sion, “‘gencral praciitioners”, here, is meant
those with a qualification in modern medicine
(allopathic medicine} whe are engaged . in
general or family practice. Perhaps the
modern doctors who are specialisis in some
branch of medicine other than psychiatry
¢an also be considered in the same category,

V. K. VARMA

By ihe term, “indigenous doctors® is comm-
only meant those who practise other system
of medicine prevalent in India, e.g. homeo-
pathic, Unani or Ayurvedic medicine and
they are generally referred to as homeo-
paths, Hakims and Vaids, respectively.
Some such practitioners have had a formal
course of training and credentials in the
respective discipline, but the overwhelming
majority have picked up the skills infor-
mally. Although no reliable estimate of
the total number cf indigenous practitioners
is available, it is guessed that it is several
times the number of those practising allo~
pathic or modern system of medicine.

As regards psychotherapy practised by
these practiticners, perhaps very few, if
any, practise a formal, structured psycho-
therapy based on a deliberate contract,
However, it can be safely guessed that a
sizeable proportion engage in what can be
termed as “helping situations”. The effec-
tivencss of any practitioner in such therapy
depends upon his personal qualities of
warmth and concern and on his psycholo-
gical sophistication and sensitivity. Many
general practitioners, many family doctors
and many Vaids and Hakims demonstrate
these qualities to 2 commendable degree,
and their effectivencss and involvement is,
no doubt, greaily enhanced and facilitated
by their personal knowledge of and involve-
ment with the patients.

By the term ‘lay therapist’, here, is
meant a non-medical professional likea clini-
cal psychologist, a psychiatric social worker,
or a psychiatric nurse engaged in psycho-
therapy. A lot of dsbate has been going
on regarding the role of a psychologist in a
clinical setting, that is, whether he is pri-
marily to help the psychiatrist by adminis-
tering psychological tests, or is to be mostly
utilised in research acrivitizs, or is to act
as a psychotherapist. Similar, though not
ro intense, discussion goes on regarding the
role of a social worker and how he or she
should apportion his or her time and efforts
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between writing a social history, exploring
social and financial support for patients and
clients, and doing psychotherapy of some
sort ar the other.

As regards the nature and extent of
psychotherapy practised by tte lay therapists,
considerably more is known regarding the
clinical psychologists than the other non-
medical professionals. There are many
clinical psychologists engaged in the work
of psychotherapy. In a recent survey
{Sharma et al., 1975), it is reported that
approximately 80%, of the clinical psycholo-
gists practise counselling and guidance,about
3/4 of them supportive and cleciic therapies,
others are engaged in bchaviour therapy,
psychodynami.  psychotherapy and play
therapy, Approximacely 1/3rd of their
time is taken up by this type of therapy.
Sen (1974, 1975a, 1975b) advocates be-
haviour therapy and therapies based on
learning therapy and other psychological
approaches also for the clinical psychologists
of the eightees. Sharma (1970) mentions
that projective tests could be used thera-
peutically and feels the trend nowadays is
te go from brief to “briefer’ psychotherapies
to “first aid” and “‘emergency’” and “‘crises”
therapies. Dhairyam (1975) advocates
“Guru psychotherapy” and “Karma yoga
psychotherapy” based mainly on the “Gury-
kvla” and “Guru-Sishya™ systems. Naug
(1975), Majumder (1975a, 1975b) etc.,
have alss reported case studics where yoga
and other forms of psychotherapy have been
successfrlly carried out. In fact, therapies
from almost all schools of psychology arc
being practised by the clinical psychologists
in India.

It can be said that, by and large, in
actual practice, at present, the other non-
medical professionals do very little psycho-
therapy. This is partly due to the role
expected of them by the psychiatrist, who
usually assumes the position of group leader
or administrator, and partly due ito their
own lack of initiative, and on account of
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confusion within their own ranks regarding
their role.

THE FUTURE OF PSYCHOTHERAPY

As regards the future of psychotherapy

in India, at least three wends can be
expected.
(1) Ttisinconceiveable that the further

development of psychotherapy in India will
be in isolation of the trends and innovations
in the West. ‘The practice of psychotherapy
has undergone numerous changes in the
United States and Western Europe since the
beginning of this century, since the advent
of psychoanalysis, with new schools being
propounded, new orientations suggested,
and gradual but important changes in the
technique of psychoanalysis effected. The
following are some of the trends currently
important in the West :

(1) There is not much doubt that the
classical “Freudian” psychoanalysis is under-
going significant changes. Marmor (1973),
a noted psychoanalyst and the present
President of the American Psychiatric Asso-
ciation, commenting on the future of the
psycheanalytic therapy, predicted that psy-
choanalysis will move increasingly towards
an open-system biosocial perspective, in-
corporating aspects of field theory, communi-
cations and information theory and general
systems theory. Pointing out serious limi-
tations to the purely dvadic free-associational
method, he has underscored changes thacthe
technique of psychoanalysis has been under-
going for ihe last few decades, in that it
has been gradually moving towards a thera-
peutic relationship in which the therapist
assumes a more active and intervening role,
and predicted that *“....as time goes on,
this (classical) approach will be relegated
primarily to investigative and training pur-
suits and that it will be used less and less
frequently for therapeutic purposes”. Marks
(1971} feels that there are trends towards
unification between the various approaches.
Priest (1972), however, answers in negative
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to the question , “is a glorious unity of
disparate therapeutic approaches taking
place?” that he himself posed, and warns
against simplistic eclecticism, and combi-
nation therapies. Marks (1971), in the
same paper, enumerates other trends in
psychotherapy as :

{a) use of meditation, biofeedback,

(b) use of less highly trained personnel

(c) a pragmatic approach involving
cost effectiveness analysis

{d) wuse of cach type of psychotherapy
more specifically for limited indi-
cations .

(¢} greater auention being paid to the

active ingredient of each type of
therapy.

In addition to greater emphasis being
given to group therapies and behaviour
therapics in general, interest has been gene-
rated in newer therapeutic models like
encounter groups, transactional analysis,
transcendental meditation, Yoga, and
Morita therapy,

{2) Secveral avthors have elaborated
on the conflict, espe:ally in the contem-
porary Amecrica, between the traditional,
dyadic, individual psychotherapeutic models
and the activist, social system psychotherapy.
Social sysiem psychotherapeutic model has
been elucidated by Pauison (1973) as a
mvltiple-person, muliirelational interaction,
an “open” model” psychotherapy, rather
than a one-tg-one inieraction. Patient seeks
to return to the social system which is the
venue of the psychotherapy, and on which
itis focussed. Dicks (1969), Kubie (1971),
and Brenneis & Laub (1973) howeve:, raise
important doubts regarding the relevance
and utility of the activist model. Defining
psychotherapy as ““..not only a set of skills
but especially an attitude toward sick or
suflering persons....”, and psychodynamic
viewpoint as ‘.., .an attitude of mind rather
than a mere technique™, Dicks (1969) sees
psychotherapy asessentially a way of bandi-
ing the experience of iliness, Kubic (1971)
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feels that an awareness of one’s own falli-
bility and limitations is the most important
trainir g experience for a therapist. Brenneis
and Laub (1973) see the surging interest
and emphasis on the activist, social system
approach as fulfilling marcissistic needs of
the therapisis so interesied, The conflict
between the “new” radical psychiatry and
“old” professionalism is seen as a conflict
between action and reflection; a choice bet-
ween being a good human being which is
seen as fashionable and being a good thera-
pist which is outdated. They feel that a
“crucial aspect of becoming a psychothera-
pist is the positive acceptance of one’s finite
and fallible means for cffecting change in
patients”, and that, “one way out of this
dilemma is to abandon psychotherapy asa
relevant activity and to pursue the narcissis-
tic goal in some other clinical area.”

11. Adapting western psychotherapy o suit the
local needs :

Numerous changes and adaptation may

have to be made to suit psychotherapy to
the Indian setting. As already meationed
meost of the Indian psychiatrists surveyed by
Varma and Ghosh (1973) recommended
departures from the Western model. If
that is any guide, it can be predicted - that
psychotherapy in India will gradually move
towards briefer contacts for specific crisis
and problems, in which the psychiatist
will play more of active, directive, interven-
ing and nurturing roles. Then, there is
also the guestion of professional manpower.
The total number of psychiatrists is so small
in relation to the population that it is in-
conceiveable that they will come anywhere
near being adequate for all psychothera-
peutic needs. Certain strategies may be
evolved to tackle this problem. Persons
other than those designated as psychiatrists
mav have to be recruited.  This may include
non-mnedical professionals like clinical psy-
chologists and social workers; general practi-
tiorers, practitioneis of indigenous systems
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of medicine, and perhaps even the faith-
healers and religious healers. Serious im-
pediments with regard to wutilizing the
services of each category may have 1o be
overcome. As iegard: clinical psychologists
and social workers, there is widespread
reluctance (o vse them for therapeutic pur-
poses. The arguments aganst using them
for therapy by and large, are too well known
to stand repetition haic,  There is a growing
dissatisfacdion however with the value of
psychological testing, the traditional job of
clinical psychologists, and a feeling that they
should be beuer utilized in some other
fashion. As regards social workers, because
of differences in social systems (especially
with very few financial and so:tal support
systems avatlable in India) the traditional
Western model of utilizing their services
for tapp.ing financial resources for patients’
support is not applicable here. Hence,
tney also can be more profitably utilized
in therapevtic activities.

As rega.ds the othe. categories men-
tioned above, there is not much doubt that
they are engaged ia a great amount of
thecapeutic work, How well they do it is
another matte:.  General practiticners who
are practitioners possessing degrees in modern
(allopathic) medicine, are, bv the nature
of their job required to see a lot of patients
with emotiopal preblems. It has been
variously estimated that, of ihe patients
who report to general practitioners for help,
at least one-fourth to one-third are not
sufering from auy organic illncss, but from
a primarly psychiatric disorder; and por-
haps an equal number, though suflering
from an organic disorder do show significant
amount of psychcpathclegy independent of
or secondary to the physical illness. It is
inevitable that, knowingly or unknowingly,
the general practitioners will attempt to
render psychotherapeutic help to these
patients. However, the general practitioners
will be required to be given proper orien-
tation towards psychiatry in general and
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psychotherapy in particular to better carrv
out their work. A few, rather feeble,
attempts have been made in the country to
provide this orientation. Fortunately, be-
cause of professional bond and association
between the psychiatrists and the general
practitioners, it may be relatively easier to
achieve a significant progress in this area.
Many prominent psychiatrists feel that it
is possible to impart a practical, working

knowledge of psychiatry to general practi--

tioners is a Dbrief period of time, training
them in recognition of common psychiatric
illnesses and use of certain drugs, Short
courscs i this direction have also been
suggested and wied out. It may not be all
that difficult to teach them the basic prin-
ciples and practical aspects of supportive
psychotherapy and “helping’ situation.
Hete, again, it may be added that general
practitioners and “family physicians™ quickly
develop a more understanding and em-
pathic attitude towards their patients, per-
haps more than the specialists do. This
can be nurtured and further developed and
crystallized into more acceptable thera-
peutic skills:

When we consider the situation regard-
ing the indigenous practitioners, things are
considerably difterent. Tt will be more
difficult for psychiatrists to establish rela-
tionship with them because of lack of a
common professional bond and difficelty
on our part to understand their methods
and philosophy. However, the conclusions
is insscapable that they treat a large bulk
of the population, especially in the rural
areas and that rightly or wrongly, they
exercise ihelr psychotherapeutic skills, It
will be impossible to stop this, Then, why
not collaborate with them to increase theis
cffectiveness and to decrease any possible
harm that they might be doing? Unfor-
tunately, we know so very little about them
that it may be foolhardy to jump into any
such programme without knowing the level
of cooperation expected from them and our
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eflectiveness in enlarging their orientation.
Finally, the (faith-healers, religious
healers and exorcistis. Here, again, theve is
not much doubt that they are engaged in
large-scale supposedly therapeutic activities;
and that it will be impossible 1o check or
contain it. Then, why not at least establish
some liaison with them so as to limit barm
done by them and perbaps to increase their
efiectiveness? The task is much too enor-
mous to feel very optimistic about it at this
time, and a lot of research and expcricnce
will be needed to know the various problems
that may be encountered in such an effort.
For one thing, it is not clear i{, and to what
extent, they would cooperate with the
modern doctors and psyckitrists in any pro-
gramme where they can be guided and re-
oriented as regards psychotherapy, Many
of them would, doubtless, feel threatened
that they may lose the financial and prestige
gains that their present vocation gives them.

1M1, Evolving and developing indigenous systems
of Psychotherapy :

Another irend that can be predicted
for the future, would be the development
and propagation of the indigenous psycho-
therapeutic approaches, like Yoga, transcen-
dental meditation, Guru-Chela relationship
and faith-healing.

As mentioned earlier, some professionals
have been actively scientifically studying
Yoga as a cherapeutic modality. Unfor-
tunately, however, it is unusual o find an
Indian psychiatrist who would have an
open and unbiased atritude towards Yoga.
Majority of them are perhaps ncgatively
biased against Yoga which they try to
reject, consciously or subconsciously, deli-
ber