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I am an Asian counsellor and psychotherapist trained in London, and my current field of interest is in working with Asian women. In UK, the suicide rate of Asian women is three times national average, and there are also high rates of self-harm. Clearly there are specific needs that apply to Asian women that are not being addressed. As an Asian woman myself, I have found that my cultural context plays an important role in my psychological functioning. So too with clients, I have found it important to bear in mind: their Asian cultural context, the fact that they are in effect bicultural, and are also minority community in Britain. These different and often conflicting identities bring with it layers of meaning and difficulties, which are rarely explored in counselling or psychotherapy training courses. In fact training courses are mostly geared towards the English culture and it’s value systems and beliefs. Hence I decided to come to India, my homeland, to observe how counselling is applied where the majority culture is Asian. I am here for a total of eight months, travelling through different regions of India. I have already been here three months; in Bombay (the financial capital), Delhi (the capital city), and have also attended the IAC (International Association of Counselling) conference in Lonavla, outside Bombay.

Before sharing my observations, I would like to add a note of caution-India is a vast country with a population of over a billion people; Bombay alone has a population of 23 million[1]. Although it is one country, there are actually many different cultures, and huge differences in urban and rural populations (74% of the Indian population lives in rural areas), and huge differences in terms of socio-economic class, caste and religion- so unity does not mean uniformity in India. With this as the backdrop, it follows that one cannot hope to speak in general terms about counselling throughout India. I am informed that formal counselling has only developed in major metropolitan cities, and there too services are not uniform. For example, there are family courts with family counsellors in Bombay, yet there aren’t any family courts in Delhi, due to lawyers opposing this move. Having said this I would now like to share my observations with you: 

SOCIOCULTURAL, POLITICAL FRAMEWORKS AND THEIR LINKS TO MENTAL HEALTH AND COUNSELLING SERVICES IN INDIA.
· In countries where the deprivation is high, and in keeping with Maslow’s hierarchy of needs, food, physical health and shelter must be the priority of the government. So higher order needs are often sacrificed, this is apparent in India, in that the political focus on basic necessities has often been at the expense of mental health needs. There are few mental health or psychological health policies in effect here.

· Culturally boundaries are not so rigidly defined as they are in the West; the emphasis is on connection rather than separation, which in itself buffers people against many issues. The extended family, friends and community take an active role and interest in an individual’s life. Hence for example, major illness, and growing old do not have the same implications of loneliness and isolation that they generally do in the West. Indian society is also in huge transition, and the extended family system is breaking down here, and nuclear families are becoming more common. In fact because Indian culture is an hierarchical one, wisdom is revered, and the elderly have great status in the family and community.

· Indian women are more likely to be depressed here, due to the cultural context and patriarchal systems. Two examples of women specific clinical issues are: the high rate of female infanticide, and dowry harassment or even dowry deaths. 

MENTAL HEALTH STAFF

 · There are a dearth of mental health professionals, and few courses that are renowned for mental health training. Mental health professionals include psychiatrists, (I am informed that there are only 4,000 in the whole country, they too are mostly concentrated in metropolitan cities, few in rural areas), social workers, psychiatric social workers, and clinical psychologists. For example the premier institute for mental health in India (it is based largely on the medical model), is the National Institute of Mental Health and Neurosciences (NIMHANS), a governmental hospital and teaching center, based in Bangalore. It only has twelve places a year for an MPhil in Clinical psychology (post masters hospital based applied course), and twelve places for psychiatric social workers. 

· Mental health professionals are like gold dust, and yet they are so poorly paid that they cannot survive on their income alone, and need at least a dual income to survive. Hence retention of qualified staff in the field is an issue. People have to work a six day week and see thirty to thirty five clients a week

TEACHING OF COUNSELLING AND ITS LINKS WITH SERVICE PROVISION 

· Counselling is not really established as a separate discipline, it becomes a branch of social work, psychology or psychiatry, depending where it is taught or practiced. For example, it is taught on an MA in Social Work at an institute in Bombay, under a module entitled “Corrective and Rehabilitative Counselling” (mainly for dealing with people in prison or those who have committed an offence). Counselling theories are not taught on this course. Graduates of this course may call themselves counsellors but not therapists. 

· Counselling is taught as part of an MA in Psychology, and as part of Clinical Psychology, usually with Cognitive Behavioural Therapy as its theoretical model or slant. People from these courses also often set up as counsellors. 

· Similiar to the situation we had previously in the UK, anyone can call himself or herself a counsellor. From what I have observed four types of professionals often call themselves counsellors: those who use counselling skills as part of a holistic package of care, those who do counselling as the major part of their day and role, clinical psychologists whose focus is more on pathology. Many people make the distinction between a counsellor and a therapist, the latter of whom is seen to do more in depth work, and work with pathology. 

· In the recent IAC conference I attended, the Director of a premier social work institute addressed these very points, stating that there is a blurring of boundaries between a welfare worker and a counsellor. 

· When I refer to counsellor in this article in refers to professionals self-definition and is somewhere along the continuum I have described. 

· There are few Pure Counselling courses available. There are three in Bombay that I know of, and I understand the recommended one is at St Xavier’s Institute of Counseling Psychology. It is a Post Master’s entry level, one year, Postgraduate Diploma in Counselling Psychology. It is largely based on the American model of Counselling, since the Director has himself qualified from USA. The course is based on a credit system, and a major focus on career and vocational counselling, and on learning the DSM and ICD classificatory systems of disorder. There are two in Ahmedebad, one in Delhi that I know of: again these courses are mainly found in major cities. 

· Courses often arise out of the particular needs or issues that are highlighted. For example, a social work institute in Bombay is about to begin a specialist HIV and AIDS Counselling course, based on its research into this area. This is a positive move in that services are truly user needs led here. 

· Where counseling is taught it is mostly influenced by USA models rather than European or UK models of therapy, because most potential trainers themselves train in USA to study and return to teach here.

· The teaching of counselling is largely academic with little emphasis on personal growth.

CLINICAL ISSUES IN COUNSELLING 
· The predominant models are of Cognitive Behavioural Therapy (CBT) and Rational Emotive Therapy (RET). I think this may be because the Indian public often sees counselling as similar to, or part of the medical model, where one is given advice and guidance. Also CBT and RET models can be a kind of teaching, and this is widely accepted here i.e. learning from one’s Guru, to show one the way. Yet I would argue, (through participation in supervision groups here) that many clients want to work in greater depth, but they don’t have the range of choices of therapies we in the West do. From the professional’s point of view, long-term therapies are often a luxury one cannot afford, due to the resource implications, (particularly in organizations) and the demand for services. I have been informed that in some instances, foreigners choose to do therapy here because here they can afford long term work—in their own countries it would be prohibitive. The USA is a case in point. 

· There is a great emphasis on diagnosing of disorders and most counselling courses teach DSM and ICD classification systems. 

· Similar to the history of Counselling in other countries, it has developed through student counselling, and most schools in Delhi and Bombay have school counsellors. Also there is a great emphasis on psychological testing for problems and aptitudes for career counseling. 

· Counsellors here don’t have, the luxury we in the West often have, of specializing in a particular field or client group. I think the reasons for this are two fold: the first is due to the dearth of qualified professionals, secondly structures in the west aim at specialization and reductionism, whereas structures here are more holistic, and less compartmentalized. For example, in the organization I spent a month at in Delhi, all the staff participated in: 1) providing psychiatric day care rehab, 2) counselling (all age groups), 3) training, 4) empowering psychiatric patients, their caregivers, and professionals to challenge mental health policies and laws. They also have a special annual twelve-hour helpline for students over a period of two weeks, when their 10 and 12 th standard results come out (16 and 18 yrs olds). This initiative came about due to the concern of staff about the high rate of suicide amongst students during this time. Lack of resources means lakhs (a lakh is a hundred thousand) of students apply for hundreds of places, and there is severe competition. Often students won’t get a university place, hence the high suicide rate. All this is done by a staff team of seven, headed by a psychiatrist, and staffed by psychologists, and with a volunteer backing of up to 300 people. So counselling organizations have a broader base, and maybe therefore see their clients more holistically. Of course, the down side to this is that they don’t get a chance to specialize and fine-tune their skills.

Another example of this is an impressive self-funding center of excellence in Bombay, which is like a community mental health team, except that it deals with all age groups and mental health problem prevention and cure. It was set up in 1990, and it’s services include a parent and child guidance service, parental education classes, expectant parent classes, marital counselling, adolescent counseling, psycho educational workshops for adolescents, community education programmes, career counseling, senior citizens groups, psychological testing services, addiction rehabilitation services –including detox and rehab, telephone and internet help line services, treatment for neuro-psychiatric diseases, and industrial employee training services, to name the major services only! All under one roof with a multi disciplinary staff team comprising of consultants, psychiatrists, clinical psychologists, counselling psychologists, counsellors and community co-coordinators, and volunteers. A truly integrated model of mental health care. 

· Supervision is a real issue, many counsellors work without supervision. I feel this is due to: a lack of a supervision culture and lack of qualified professional supervisors. However some agencies do have supervision for example, I was based at an NGO in Delhi whereby staff had weekly group supervision, there were six members of the group, and each one had a caseload of up to thirty five clients. Supervision where provided is often inadequate for the needs. 

COUNSELLING AS A SOCIOPOLITICAL AND LEGAL FORCE

 One exciting and different trend of counselling in India is its link with policy making, and laws. Thus counselling is not only a private psychological process behind closed doors, but rather, is also a political process.

I would like to draw your attention to a cycle I have noticed here, using an example. In stage one, it begins with an institution – for example a social work institution. Stage two: This institution then did research into the needs of the population. A need for a children’s helpline is established. Stage three: A field action project is set up by the institution – i.e. a telephone helpline is set up for children. Stage four: Often this becomes an independent body, and gets government funding, as did Childline. Stage five is that of political lobbying by the client group, their caregivers and the professionals involved to set up policies for the field, Stage six:lobby government re: tabling appropriate laws for the client group. In the case of Childline it became a national helpline with government backing and now in city that has a Childline helpline also has a kind of overseeing committee, which lobbies for the particular needs of that city, which are unearthed through the helpline. For example, a need to sensitize police to street children was established, hence now training will take place for them, in another city the need for shelters for children was established, hence the committee lobbies for this. Stage seven: back to institutional research, as in the case with Childline, each city has an academic institution which analyzes the data from the telephone helpline, and hence the process comes full circle. 

Institution---research-----field action project----independent body NGO status, linked to/get government backing----lobbying by clients, caregivers and professionals---create policies---table laws---research

This is not to say that all organizations go through all steps of this cycle, some only go through a few, but counselling is not done as an isolated activity. It really seems a model whereby counsellors, and the field of mental heath professionals take on social responsibility. 

An example of an organization where the cycle starts at a different point is of an NGO in New Delhi. It is a feminist organization, and its remit is of community and professional awareness raising around sexuality, and counselling of women. The counsellor deals with all age groups and the issues of the consulting room are taken up by the staff as social issues. For example, mainly through their lobbying efforts, a “sexual harassment in the workplace” law has been created, and they are now involved (in conjunction with other organizations) in trying to bring out a specific child sexual abuse law which doesn’t exist[2]. It is primarily NGO counselling organizations that take up clinical issues seen in daily work as political and legal issues to be highlighted. 

To conclude, my observations have made me acutely aware of how counselling and therapy cannot work in isolation; we need our fellow professionals to assist us and systems in place. Yet in India, it often falls on mental health professionals to do clinical work, while also trying to create structures and educate allied professionals in the field, and lobby government. Maybe this is positive in that it comes from grass root issues rather than top down, yet it is a painful process for clients and health professionals alike who often find their hands tied behind their backs.

I have just arrived in Gujarat, training staff to counsel earthquake survivors, and hoping to counsel some survivors myself, in my mother tongue language of Gujarati.

I will end my postcard here, and I look forward to sending you my next postcard from Gujarat. Please send any comments to meera_kapadia@rediffmail.com 

[1] Times Of India newspaper 8th June 2001

[2] . There are laws, based on the British Laws of 1860 that are used to challenge childhood sexual abuse, but none specifically geared towards it. The two laws used currently are “Outraging the modesty of a woman” and “Carnal acts against the forces of nature” (the latter of which is usually used to harass homosexual men). The rape law cannot be used as it has a very narrow definition of penile to vaginal penetration. They are campaigning to widen the definition of this law, and to bring about a specific law. 

