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The Mental Healthcare Act (MHCA), 2017 has shifted the focus to a
rights-based approach to provide treatment, care, and protection
of a person with mental illness (PMI).1 The importance of clinicians
and what they practice was stressed to promote dignity in clinical
practice. The Mysore declaration has recognized the potential
friction between the rights of patients who refuse medication,
treatment and the benefits of involuntary treatment, as well as
the role of the family members in the treatment of mental illness
in India.2 There have been multiple hurdles in providing care for
PMI, the most common being the lack of insight into the patient
leading to treatment default and poor compliance. Nonadherence
to treatment is one of the psychiatry’s greatest challenges. With
PMI being acutely symptomatic, having cognitive impairments,
poor judgments, treatment refusals, and persistent illness peruse.
Being educated, internet friendly, “Google doctors,” patients
have been refusing treatments, coming in the way of treatment
decisions sometimes leading to relapses and disruptive behaviors.
Proxy consultations had become customary in the past more so
in psychiatry to overcome this hurdle. Over the years, treating
professionals have seen the family and friends of many patients,
who are helpless and need assistance in either bringing the
patient to the hospital or making them take treatment. Most of
the proxy consultations were done by the family of a patient who
is disruptive or unwilling for treatment and thus end up in covert
medications as reported in literature. Covert medication in food
is a relatively common practice.3 The right for treatment and the
type of treatment was a collective decision taken by the family, the
doctors, and the patient earlier, now the shift has been to a patientoriented approach, where the patient has a right to deny treatment,
becoming an important hurdle in treatment planning. The rightsbased MHCA, 2017 makes it difficult for the prevailing practices
of treatment by the family/caregiver and proxy consultations on
behalf of the patients. However, MHCA, 2017 has been silent on
the role of covert medications. This prevents the family from taking
help and doctors from providing proxy consultations and covert
medications during psychiatry emergencies.4 According to the
recently conducted National Mental Health Survey (NMHS), the
treatment gap of any mental disorder in India was reported to be
as high as 83%.5 Giving this autonomy and consequently, treatment
refusals may further widen this treatment gap. Penrose’s Law states
that as the number of psychiatric inpatients declines, the number
of prisoners increases. The relationship between the sizes of the
mental health population and the prison population, outlined in
Penrose’s Law, needs to be revisited after MHCA, 2017, so are we
making more offenders with treatment refusals?6
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Mental healthcare Act, 2017 allows consultation by a nominated
representative of a patient or through an advanced directive. Without
these, there is no place for proxy consultation. Covert medication
is surprisingly a common practice in psychiatry healthcare, yet at
the same time is highly underreported.7 As little as 40% of covert
medication administration is actually documented in a patient’s
chart after it is administered.8 This decision to give medications
covertly takes place amid several critical issues that include the
consent process, pharmacological concerns to name a few. Here, the
responsibility lies with the caregiver as well as the treating doctor. The
ethical and legal issues associated with it have often led the doctors
to shy away from giving medications covertly and thus be a target
of family’s anger. Also, if given, and any misadventure happens, it
is the treating doctor who is questioned and liable for action. So
always covert medication has been a double-edged sword, with the
new MHCA guidelines and Telepsychiatry operational guidelines,
the patient care on legal framework is at forefront. According to the
current practice guidelines, patient’s rights are honored and covert
medications cannot be given.
As per the Telemedicine practice guidelines-2020,9 telepsychiatry
consultation can be started by a family member. The family
member could be a nominated representative, or family member
or any person authorized by the patient to represent the patient.
All telepsychiatry consultations initiated by a family member or
nominated representative or a caregiver will be accompanied by
explicit consent from the patient. A family member initiating a
telepsychiatry consultation without a patient can be considered only
in follow-up telepsychiatry consult, no first consultation can be done
without the patient. However, there is no scope to consider the rights
of the family for providing and seeking treatment for these patients.
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It also risks the constant delivery system of medications, thereby
leading to relapses and reoccurrence of symptoms. Predictors of
good prognosis of psychiatric illness outcomes have been studied,
good social support, treatment adherence, insight into the illness,
and good socio-occupational functioning are a few factors that
prevent relapses and ensure recovery.10 Treatment nonadherence
has been a significant factor in relapse.11 So, are we risking a relapse
because of the rights of the patient? Giving autonomy to a patient
with no insight into the illness prevents treatment adherence and
thus increases the risk of relapse and poor prognosis. So is bestowing
autonomy, a hindrance to good prognosis?
What are the rights of patients? Is it permissible to include
consent for covert medications in the advance directive? What is
ethical issue related to covert medication in food? The relapse of
patients at the cost of their rights, is it justifiable? Is being rights
oriented translating into poor prognosis? Do we redefine prognostic
factors? We as treating psychiatrist understand the Hippocrates
Oath of doing no harm, but is the family out of its purview? Is the
right of patient the only important factor or can we think about
a “collective right,” right of the patient, and the family members?
Setting up Mental health Review Boards (MHRB), under
MHCA, would help in overcoming this hurdle of treatment
refusal in managing chronic psychiatric illnesses. MHRB’s scope
of ensuring treatment compliance through treatment orders may
help in avoiding relapses and continuous illness.
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