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Abstract: The President of India approved the Mental Health Act 2017 (MHCA 2017) in April 2017 and entered into force on
7 April 2018. The act was defined as the action provide the mental primary healthcare services in order to preserve, encourage
and fulfil the rights of such parties also in provision of mental health services and care and in aspects relating to or attributable
to them. It superseded the mental health act of 1987 that had previously existed (MHA 1987). This article starts by presenting
Indian mental health statistics and addresses the United Nations Convention on the Rights of People with Disabilities before
addressing the main features of the 2017 Mental Health Act. The essay briefly investigates the provisions that also dig into
their limitations.
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INTRODUCTION

One of the biggest issues is the question of mental health in India. Serious mental illness is the leading cause
of years of impairment and anxiety is the ninth main cause, and according estimates [1]. In India, only over
one in ten individuals is reported to have a mental health condition, one in twenty individuals feel depressed,
and 0.8 percent have a "common and debilitating mental disorder.” It is estimated that 2.5 million people
with schizophrenia, 8.8 million have bipolar affective disorder (BPAD), 36.8 million have anxiety disorders
and 13.4 million have alcohol dependency. The increase in prevalence by mental illness is immense. In 2013,
behavioural, neurological and drug abuse disabilities caused just under 31 million disability-adjusted-life-
years (DALY) in 2013. Among those, 1.7 million accounted for schizophrenia, 1.8 million for BPAD, 11.5
million for depression, 3 million for alcohol and drug abuse, and 1.8 million for dementia. Males have the
highest prevalence of mental morbidity in the 30-49 age group; this has significant consequences for the
prosperity of India in order to evaluate the effect on these patients and families [2]. Later on, the Trademarks
Act provided for the registration of a trademark itself and protection since it allows the proprietor of a
trademark state laws and can draw an action for infringement upon being put to fraudulent use by another.
Non-registered trademarks are not devoid of rights, as purchasers of non-registered trademarks can still use
the Passing off solution.

Despite having such a large number of psychiatric disorders, only 10 percent of the Indian population has
never received mental health care. Financing is necessary for care and the funding given is also insufficient.
In 2011, India spent 4.16 per cent of its gross domestic product on health, as stated by the Technical
Committee on Mental Health; 0.06 per cent of this was devoted to outpatient psychiatric patients at national
level [3]. As mental health concerns are on the rise, funding must also be strengthened to ensure that more
people receive high quality care. In order to resolve a need for, India has introduced many measures to close
the care gap and prevents the flow of DALY s in psychiatric, psychological and drug abuse disorders. India’s
plan allows every state, but rather the central government, responsible for health care in India. It therefore
makes every state accountable as one of its primary duties for "increasing the level of education and even the
condition of living of the population and improving public health.”

THE UN-CONVENTION ON THE RIGHTS OF PERSONS WITH DISABILITIES

In 2006, the draught UN-CRPD was prepaid, but went into force in 2008. The study was attended by over
160 countries so far, and India becomes the contracting party in 2007. The UN-CRPD covers long-term
mental or behavioural disorders for people with disabilities. The goal of the UN-CRPD is to change the
approach as well as to tackle the communication problems and environmental stereotypes facing a person.
This has worked in a more inclusive viewpoint by moving away from the "therapeutic relationship™ of
disability to the social model or by moving from a "philanthropy model™ to a "rights-based approach™ to a
disability methodology [4].
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Unlike the UN-CRPD International Human Rights Treaties, the formulation of the UN-CRPD is long and
complicated as various bodies played a central role in forming the Convention. The World Network of
Psychiatry Users and Survivors gave their opinion and suggested the prohibition of compulsory institutional
treatment. One of the primary debates took place on the subject of emergency situations, but no provision
was made for such circumstances due to lack of time [5]. This leads to uncertainty about the capacity of the
UN-CRPD to cover all issues of mental health. The UN-CRPD offers assistance to all of its ratified countries
with respect to the legislative structure for mental health.

The Convention allows the signatories to change domestic laws in needed to create them consistent with the
Convention. As a result, the overhaul of India's mental health legislation was required and even the UN
Convention played a vital role in the passage of two important laws in India: the 2016 Rights of Persons with
Disabilities Act and the 2017 Mental Health Act.

Salient features of the mental healthcare act, 2017

This Act came into force in July 2017 and its Preamble says that it is “An Act to provide for mental healthcare
and services for persons with mental illness and to protect, promote and fulfil the rights of such persons
during delivery of mental healthcare and services and for matters connected therewith or incidental thereto”
Some of the salient features of the Act are as follows: The System offers a much-needed broader description
of mental illness that covers a significant range of mental disorders within its framework [6]. The description
is as follows, a significant thought, attitude, understanding, disposition or memory disorder that seriously
impairs judgment, actions, ability to recognize reality or ability to meet the ordinary life challenges, mental
disorders associated with alcohol and drug abuse, and do not include schizophrenia that is a mental state
arrested or inadequate creation.

The Act allows people who have attempted suicide to be treated as withdrawing from stressful situations and,
thus, care and counselling are given and, according to the meaning of Section 309 of the Indian Penal Code,
suicide may not be punished [7][8]. A person's mental health status shall not be evaluated based of influences
such than his or her political, social and economic condition or loyalty to a national, ethnic or religious group.
The Act introduced the notion of the Guided Directive that requires the person due to a mental disorder to
provide input on its care in order to be able to determine later. If the patient wants, these guidelines are
revocable and easily translatable. An individual with mental illness shall not be removed from society and
measures must be to grant him the right to live in a community, and it shall be the duty of the Governor if
the patient has been forsaken by his family or if it is not practicable for him just to live with them. To have
legal support and a townhouse for him [9][10].

The Act orders states to take steps such as supplying nutritious food for patients, adequate sanitary facilities,
and leisure and chaired. For senior citizens, women and children, special arrangements will also be made.
The authorities should be free from brutality, sexual, psychologically and physically abuse or create a secure
atmosphere. Under the Act, two agencies, the Central Mental Health Authority and thus the State Mental
Health Authority, were created [11]. The Mental Health Review Boards shall be appointed by the State
Authority for the Registration, Review, Adjustment, Modification or Cancellation of Advance Directive by
only a district or group of neighbourhoods; designate a qualified representative.

Critical evaluation of the act:

Poor infrastructure: The Act offers accessible and good-quality health care. There is, however, a shortage of
medical facilities that impedes those protections [12].

Insufficiency of funds: The provisions of the act are well rounded but the funds needed by the government
to implement these provisions are not enough. The Act does not talk about allocation of funds in a proper
manner. Assessment of capacity- India spends 0.06% of its health budget on mental health services, which
is less than what Bangladesh spends on mental health (0.44 percent). According to the 2011 WHO survey,
most industrialized countries spend over 4% of their revenues on mental health research, facilities,
frameworks, and labour [13]. Although many provisions are made by the new act, no compliance
requirements or regulations are given for.
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CONCLUSION

In India, the IMHA is a tensile stress it toward the acknowledgment and protecting the rights of the mentally
ill. Such a far-reaching effort to reconcile national cyber security laws with the UN-CRPD is not only worthy
of praise in itself, but would certainly have the same effect on many various nations. Nevertheless, the effort
to be willing to comply with UN-CRPD by the Act has led in some vagueness and uncertainty. The Act does
not discuss the requisite credentials of medical practitioners who treat psychiatric patients. The Act also
provides no directive on maintaining a database of the patients receiving care, the condition they experience,
and now the type of medicine they are administered that may help to keep informed of clinical changes and
could be related to for similar instances.
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