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Die Arbeitsgemeinschaft Ethnomedizin 
widmet diese Curare-Ausgabe ihrem im 93. Lebensjahr stehendem Ehrenmitglied 

 Ernst Eduard Boesch aus St. Gallen, 
dem bedeutenden Psychologen, Psychoanalytiker und Kulturtheoretiker

Rückseite des Buches von Walter J. Lonner & Susanna A. Hayes (eds) 2007. Discovering Cultural Psy-
chology. A Profile and Selected Readings of Ernest E. Boesch. (A volume in “Advanced Studies in Cultural 
Psychology”). Charlotte, North Carolina: IAP, Information Age Publishing, 371 S. mit einer kompletten 
Liste der Veröffentlichungen Boeschs von 1942-2006.
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Contested Practices of Control: 
Psychiatric and Religious Mental Health Care in India*

Helene Basu

Abstract  Care for the mentally ill is of growing concern to the contemporary Indian public. In the early years of 
the 21st century, psychiatric and religious institutions became the focus of a public media scandal. In the course 
of an accident that happened at a Muslim shrine, 26 mentally ill people died. They had been chained. The ensu-
ing media campaign not only scandalised a cruel and backward tradition, symbolised by the chains, but also the 
conditions prevailing in mental hospitals, the successors of the colonial export of lunatic asylums. The controversy 
debated the legitimacy or illegitimacy of different treatment methods for the mentally ill, and heavily drew on the 
opposition of a progressive modernity against backward traditions. Body controls provided the implicit focus of 
this debate. This paper draws attention to the simultaneous existence of psychiatric and religious institutions in the 
context of the pluralistic medial sphere in contemporary India. The comparative analysis of body control practiced 
in a mental hospital and in Muslim shrines builds upon ethnographic research conducted in sites that constitute the 
poles of a continuum of diverse and changing discourses and practices related to the treatment of mental illness 
in India. 
Keywords  politics of psychiatry – institutional psychiatry – religious healing – body control – India 

Umstrittene Kontrollpraktiken: Psychiatrie, Religion und seelische Gesundheit in Indien 
Zusammenfassung  In Indien erhält die Versorgung psychisch Kranker seit einigen Jahren wachsende Aufmerk-
samkeit. Anfang des 21. Jahrhunderts gerieten psychiatrische und religiöse Institutionen in den Fokus eines öffent-
lichen Skandals. Auslöser war ein Unglück an einem muslimischen Heiligenschrein, bei dem 26 psychisch Kranke 
ums Leben kamen. Sie waren an Bäume angekettet. Die mediale Verfolgung dieses Ereignisses rückte nicht nur 
eine vermeintlich grausame, durch die Ketten symbolisierte Tradition ins Rampenlicht der Kritik, sondern auch die 
Bedingungen der institutionalisierten Psychiatrie, dem Erbe der kolonialen Anstaltspsychiatrie. Die Kontroverse 
um legitime oder illegitime Behandlungsformen von Geisteskrankheit, die im Zeichen des Gegensatzes zwischen 
einer fortschrittlichen Moderne und einer rückständigen Tradition geführt wurde, kristallisierte sich im Streit um 
Körperkontrollen. Unterschiedliche Techniken zur Kontrolle des Körpers von Geisteskranken und die Gleich-
zeitigkeit psychiatrischer und religiöser Institutionen zur Behandlung von Geisteskrankheit im Kontext des ge-
genwärtigen pluralistischen Gesundheitssystems stehen im Zentrum dieses Aufsatzes. Die vergleichende Analyse 
gründet in ethnologischen Feldforschungen in einer Anstaltspsychiatrie und in muslimischen Heiligenschreinen, 
welche die Pole eines Kontinuums vielfältiger Diskurse und sich wandelnder Praktiken in der Behandlung von 
psychisch Kranken in Indien markieren.
Schlagwörter  Psychiatriepolitik – Psychiatrie als Institution – Heilung und Religion – Körperkontrolle – Indien 

In contemporary India, the conditions prevailing in 
the pluralistic mental health-care sector are of grow-
ing concern to a range of social actors. Politicians, 
law courts, psychiatrists and psychiatric institutions, 
the public media, temples and shrines, ritual heal-
ers, patients, families, nongovernmental organisa-

tions (NGOs) and the World Health Organisation 
(WHO) are variously engaged in the country in the 
field of mental health care. Since the 1990s, when lib-
eral policies opened up the Indian economy more to 
global flows of capitalism and culture, a new public 
discourse has emerged with a distinct focus on men-
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Thyssen-Stiftung for a travel grant enabling me to carry out fieldwork in 2008 and to the Cluster of Excellency, WWU Muenster, for 
generously supporting the writing of my research. I also want especially to thank Vasudeo Paralikkar, Chitra Khare, the staff of the 
Mental Hospital in Pune and all those who have greatly helped me in conducting ethnographic research for this project..
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tal health care. Social and cultural responses to those 
suffering from diseases of the mind became issues 
of general interest, and the past decade has seen psy-
chiatrists striving more intensely to achieve authority 
and a symbolic recognition of their knowledge and 
status. In the arena of cosmopolitan medicine, psy-
chiatrists feel they are accorded less prestige, often 
being called pejoratively “doctors of the mad”, and 
they earn less money compared to other medical spe-
cialists such as orthopaedists. In the field of medi-
cal pluralism, which is shaped by a range of more or 
less formal vernacular healing systems, psychiatrists 
compete with a host of healers and healing institu-
tions who deal with mental illness in terms of cos-
mological concepts. Surveys conducted in the late 
1990s record that the vast majority of Indians cope 
with mental illness by turning to “traditional heal-
ers”. One of the most widespread explanatory models 
of mental disorder encountered by researchers was 
based on occult theories of sorcery and black magic 
(Gujarat 2003: 52ff). Not surprisingly, such explana-
tions prove unacceptable to many psychiatrists, who 
stress instead the “rational”, that is, biological causes 
and scientific treatment of mental disease.

While many psychiatrists are critical of cosmo-
logically oriented healing practices for madness, 
professional psychiatry itself is characterised by 
heterogeneous approaches and institutions. In India, 
psychiatric care is delivered through different kinds 
of institutions, such as specialised mental hospitals, 
psychiatric sections in general hospitals, outpatient 
departments, community care centres and clinics of 
private practitioners. Although the dominant orienta-
tion in Indian psychiatry is biological, psychoana-
lytic approaches being confined to a small section of 
the elite, psychiatrists apply different theoretical and 
practical approaches, depending on the institutional 
settings they are working in. A major issue of debate 
amongst Indian psychiatrists and other actors in the 
field of mental health care revolves around relation-
ships between culture and psychiatry (Kakar 1982; 
Kapur 1979). Another, related issue concerns the 
search for strategies to develop community care as 
an alternative to institutional psychiatry, especially 
large mental hospitals (Padmavati 2005). The latter, 
the heirs to the lunatic asylums established by Brit-
ish colonialism in the nineteenth century, have come 
under special scrutiny. Nonetheless mental hospitals 
maintained by the government still function as major 
providers of care for the mentally ill in India.

However, medical pluralism in the field of mental 
health care does not mean that different paradigms 
are equally acknowledged. As elsewhere, “modern” 
(biologically oriented) psychiatry claims in India a 
superior validity over vernacular healing systems, 
which are dismissed as “backward” and “supersti-
tious”. The sharp asymmetry between psychiatry and 
vernacular forms of healing madness was dramati-
cally reinforced by a scandal that broke in the media 
in 2001 over the discovery that mentally ill persons 
were being kept chained up at religious healing sites. 
In the wake of this crisis, however, the condition 
of institutional psychiatry in India (mental hospi-
tals) was criticised as well. Ways of restraining and 
controlling the mentally ill became an issue on both 
types of site.

This particular media scandal provides the start-
ing point for the following analysis of contested prac-
tices of control of the mentally ill. I shall then present 
ethnographic evidence 1) from a mental hospital with 
2400 beds, more than 1600 of which are occupied by 
patients who have been diagnosed with severe psy-
chotic disorders, mostly schizophrenia; and 2) from 
Muslim shrines offering ritual cures to hundreds of 
individuals afflicted with occult madness. Each site 
provides a different way of coping with mental ill-
ness for both families and those afflicted. Mental 
illness, however defined, is loaded with a host of 
negative connotations and experiences for both the 
afflicted person and his or her social environment: 
disorder and the disruption of social relationships, 
violence by the victim, suffering, fear and stigmatisa-
tion are the most common consequences of mental 
illness. While control is an ‘is an inalienable aspect of 
healing’ generally (Kleinman 1988: 124), historically 
and culturally constituted forms of controlling mental 
illness are judged as ambiguously as madness itself. 
In the pluralistic field of mental health care in India, 
coexisting institutional (psychiatric) and vernacular 
(religious, cosmological) ways of healing madness 
exemplify different systems of classification and cor-
responding forms of social and therapeutic control. 
These differ especially in terms of the degree of spe-
cialisation: the mental hospital testifies to processes 
of differentiating a medical sphere from a religious 
one. Within the medical sphere, different types of 
disease are further separated according to the divi-
sion of mind and body, which defines professional 
treatment in terms of the organs and body parts af-
fected, in this case the brain. Institutions of healing 
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grounded in cosmological concepts such as Muslim 
shrines, on the other hand, provide evidence of the 
fusion of religious and medical categories in accor-
dance with more unified notions of the relationship 
between mind and body. Thus, both systems produce 
different understandings of the body as the site of the 
control of mental disorder.

Heuristic models developed in the anthropologi-
cal study of ritual may help to understand the choices 
Indians make today in the pluralistic field of mental 
health care from a new perspective. Of particular rel-
evance is the typology which Mary Douglas origi-
nally suggested as a challenge to evolutionist taxono-
mies of primitive and modern conceptions of ritual 
(Douglas 1973). She emphasised the complex web 
of relationships between worldview, social organisa-
tion and body control as producing different forms 
of ritual, instead of distinguishing ritual practices as 
mirroring stages of cognitive or historical develop-
ment. Her model of “grid and group” distinguishes 
forms of ritualisation in terms of formal or informal 
social roles, more or less differentiated classifica-
tory systems and stronger or weaker forms of body 
control along one axis, and different kinds of social 
organisation, social control and the hold of a group 
over its members along the other. A good example 
from the Indian context is trance: Brahmans and other 
high castes, in which authority is embedded in highly 
differentiated and formalised ritual and kinship roles, 
generally do not practice rituals involving trance, 
whereas these are widely encountered among lower 
castes with less formal social organisation. Since 
Douglas‘ model rested on the comparison of whole 
societies, it seemed less useful when anthropologists 
turned to exploring the intermingling, shifting and 
de-territorialising movements of global cultural pro-
cesses. More recently, however, Catherine Bell has 
suggested a recasting of Douglas‘ model by apply-
ing it to “the simultaneous presence [in one locality] 
of competing, complementary, or overlapping social 
and ritual subsystems” (Bell 1997: 185). In the con-
text of mental health care in India, this more flexible 
approach allows us to focus on the differences and 
similarities of institutional world views and their 
relationships to techniques of body control in both 
settings, the psychiatric and the cosmological. In this 
case, I argue, decisions for one or the other institution 
are closely related to exercising “control over con-
tested control”. The point, therefore, is not whether 

one system is modern, the other backward, but rather 
which forms of control Indians choose or reject.

Contested practices in the public arena: 
the scandal of chains 
In 2001, 26 mentally ill people died during a fire at 
a Muslim saints’ shrine in the village of Erwadi in 
South India. Their dead bodies were found chained 
to trees and pillars. I happened to be in India at the 
time and closely followed the reports of the event in 
the print media and on the internet. A major weekly 
magazine published in English, Frontline, covered 
the event in detail, including the outrageous practices 
current at the shrine that came to light after the acci-
dent. The managers of the shrine knew nothing about 
mental illness, Frontline told its readers, but talked 
about madness caused by spirit possession and sor-
cery. Worse, private homes were being run by people 
who themselves had been “mentally challenged” be-
fore they found an easy way to earn money by renting 
out huts to patients who had been abandoned by their 
relatives and been chained up.1 The traditional sys-
tem was exploitative, based on ignorance and there-
fore prone to violating the most basic human rights of 
the mentally disabled.

In the media, the chains of the dead assumed a 
great symbolic force, epitomizing for many a shock-
ingly superstitious and cruel tradition being mind-
lessly followed in “faith healing centres” all over 
India. In its online edition, the Times of India stated 
categorically: “The treatment given in these centres 
are [sic!] diabolic and inhuman”. According to the 
article, not only chaining but caning, whipping and 
beating are routine practices as well, allegedly “in the 
name of driving away […] the influence of ghosts”2 
Psychiatrists suddenly stood in the limelight of media 
attention when they were asked as experts to explain 
the “Erwadi tragedy”. Many shared the views offered 
by a local psychiatrist interviewed immediately af-
ter the accident: “Faith-healing has no role to play 
in treating the mentally ill. […], most often the pa-
tients are chained […] and they are beaten when they 
become violent”. It was ignorance and the belief in 
“myths about mental illness”, he continued, which 
prevented people from seeking reliable psychiatric 
help.3

One year later, a team of psychiatrists from 
NIMHANS (the National Institute of Mental Health 
and Neurosciences) published an article on temple 
healing, which they found could have positive ef-
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fects upon various psychotic disorders (Raguram et 
al. 2002). The authors suggested that such sites be 
regarded as promising but forgotten resources of psy-
chiatric community care. However, other Indian psy-
chiatrists strongly objected to this idea by referring 
to the chained victims of faith healing. One of them 
wrote the following comment:

I am appalled that a team of eminent psychiatrists 
in this era of evidence-based medicine could even 
think of designing such a study. The urgent need in 
India today is to liberate Mental Health from the dark 
anterooms of black magic and sorcery. […] the study 
does not help in the endeavour of demystifying men-
tal illnesses. The tragedy in one such “faith healing 
centre” in the same state in which a lot of mentally 
ill people were charred to death is too recent to have 
been forgotten. The tragedy happened because people 
were bound by chains. […] The fact that not a single 
patient had received Psychiatric help underscores the 
point that India needs more awareness regarding the 
rational understanding of mental illness. These kinds 
of studies will ultimately lead to enforcing the tradi-
tional beliefs and myths about mental illnesses. Now 
the faith healers can quote BMJ!! [British Medical 
Journal] (ibid.)

Psychiatrists and journalists translated the unfor-
tunate accident and the deaths of those suffering at the 
Muslim shrine into the familiar story of a scandalous 
past not yet overcome by an enlightened presence, 
of a tradition waiting to be superseded by modernity. 
Significantly, the same symbols and arguments were 
evoked that had figured importantly in the European 
history of psychiatry in the nineteenth century. The 
liberation of the mad from their chains is inscribed in 
the master narrative of modern European psychiatry 
as the watershed separating “enlightened” medical 
treatment from earlier ways of handling the insane. 
Foucault in particular has dramatically described 
how, in the seventeenth and eighteenth centuries, lu-
natics‘ ankles and wrists were chained to the walls of 
madhouses (sometimes nothing else than a pigpen) 
or were made to carry iron rings around their necks 
to hold the chain (Foucault 1978). The ultimate lib-
eration of the mad from their fetters and the birth of 
medical psychiatry are closely associated with the 
French enlightenment and the name of Philippe Pinel 
(1745-1826). Pinel is credited with having “struck 
off the chains from the lunatics”, thus giving birth to 
humanitarian medical psychiatry in asylums (Porter 
1988: 106f.). Yet there is a difference: while in the 

European history of psychiatry chains are the mark 
of unenlightened but non-religious practices of han-
dling the abnormal, in India the same symbol is used 
to signify vernacular religious healing and a discred-
ited cultural tradition.

However, this master narrative of modern psy-
chiatry is subject to conflicting interpretations by 
historians depending on the theoretical stance taken. 
Broadly, two opposed lines of argument concerning 
the role of lunatic asylums in the nineteenth century 
can be discerned. Because both find an echo in the 
public controversy on psychiatry and religious heal-
ing in India, I shall briefly summarize them here. One 
line expands on Foucault’s notion of modern psy-
chiatry as an unfolding discourse of knowledge and 
power creating the “great confinement” of all kinds 
of deviant people (unemployed, tramps etc.) in spe-
cialised asylums (Foucault 1978). Deviant behav-
iour was no longer simply criminalised but defined 
and pathologised as “insane”. According to this view, 
lunatic asylums and psychiatric knowledge systems 
greatly contributed to enforcing the social order of 
nineteenth-century capitalism in Europe. Psychiatric 
knowledge and institutions are techniques of social 
control. The other line of argument repudiates this 
interpretation and emphasises instead the benevolent 
reforms initiated in lunatic asylums by Pinel and his 
followers. By replacing physical restraint with “mor-
al therapy” and custody with healing, humanitarian 
values began to govern the treatment of the insane 
(Shorter 2003/1999). However, historians admit 
that this was “a history of good intentions but nega-
tive consequences” (ibid.: 59). Lunatic asylums soon 
became overcrowded, and the ideal of therapy gave 
way to mere custody and new forms of restraint, such 
as solitary cells and straightjackets. Violence among 
patients was frequent, sanitary provision negligible 
and horror stories about naked patients lying in a pool 
of excrements abounded. In India, the lunatic asy-
lums established by colonial governments—initially 
for the care of Europeans—more or less followed the 
same path (Ernst 1991). Nevertheless, the idea of 
progress inherent in the second interpretation accords 
well with the development and modernisation narra-
tives that shape the dominant discourse of psychiatry 
in contemporary India. By contrast, the critical view 
of Foucault that stresses psychiatry as a powerful 
tool of social control is largely ignored by psychiatric 
practitioners, though it is taken up more vehemently 
by anti-psychiatric NGOs. From their point of view, 
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the sweeping public denunciation of faith-healing 
centres is a sign of the growing power of psychiatry 
as a means of refining techniques of social control.

The public debates following the Erwadi scandal 
transposed issues that had been of great concern to 
nineteenth-century psychiatry in Europe into the In-
dian present. The media had not only discovered the 
existence of religious healing centres but also Indian 
mental hospitals. After the shelters in Erwadi had 
been closed down and their owners arrested, about 
a third of the surviving mentally ill people—still 
more than 500—were admitted to the largest men-
tal hospital in the state, the Government Institute of 
Mental Health (IMH) in Chennai. Originally, this 
was a lunatic asylum founded in 1793 by the British 
East India Company. In 2001, it had more than 1500 
patients. What was initially celebrated as a delivery 
soon turned out to be a great disappointment. A year 
after the incident, Frontline announced: “The men-
tally challenged people rescued from Erwadi are in 
no better state in their new surroundings”.4 The report 
added: 

“Even for the 152 patients brought to the IMH, the 
only government hospital for the mentally chal-
lenged in Tamil Nadu, life is no different except 
that they are no longer in chains. […] The death 
of some inmates in October 2001 owing to diar-
rhoea, the collapse of the main building a month 
later, and some incidents of violent inmates kill-
ing each other brought to light the abysmal condi-
tions at the IMH”.
It was discovered that more than six hundred 

of the patients had lived for decades in the hospi-
tal, some for fifty or sixty years. Even psychiatrists 
working their compared it with an “eighteenth cen-
tury asylum [in Europe]” (ibid.). The reasons for the 
conditions prevailing in this and other mental hos-
pitals, however, were not sought in the psychiatric 
system, but in the lack of funds and the government’s 
neglect of mental health care generally. A major 
cause of patients remaining for decades in a mental 
hospital was, according to the hospital administra-
tion, the fact that the families and home addresses of 
many patients were unknown. As a result, even those 
patients whose condition had improved could not be 
released. Moreover, rehabilitation measures were dif-
ficult to implement because of a lack of trained staff. 
Thus, psychiatrists and middle-class citizens worked 
together in putting pressure on the government to 
reform the mental health-care sector in India. The 

demands put forward concerned, on the one hand, 
control of faith healing centres—if they could not be 
abolished completely, they should at least be brought 
under state control through a licensing system—and, 
on the other hand, the development and expansion of 
institutional care. The government should take men-
tal health care more seriously and spend more funds 
on the training of psychiatric staff and the reform of 
existing psychiatric institutions. In the long run, this 
should result in wiping out superstitious beliefs in 
possession and sorcery. By 2002, the Supreme Court 
of India had issued a serious of orders in response to 
civilian pressure, stating, among other things, that

“Both the Central and State Governments shall 
undertake a comprehensive awareness campaign 
with a special rural focus to educate people as to 
provisions of law relating to mental health, rights of 
mentally challenged persons, the fact that chaining of 
mentally challenged persons is illegal and that mental 
patients should be sent to doctors and not to religious 
places such as Temples or Dargahs” (Agarwal 2004: 
511-512).

Since then, the Indian government has indeed 
begun to release more funds for the improvement of 
mental health care and mental hospitals. And yet, In-
dians continue to choose from a variety of treatment 
methods, including those offered at Muslim shrines. 
In the following sections, the perspective is shifted 
from the controversy in the public arena to an ethno-
graphic exploration of the contested sites and practic-
es in the pluralistic field of mental health care. How 
is body control exercised in a mental hospital and a 
Muslim shrine respectively? How do the two institu-
tions differ? And what kind of experiences do those 
afflicted by mental illness and madness—whose 
voices are not heard in the public arena—make in 
these different institutions?

Control of mental disease in a mental hospital 
The Regional Mental Hospital in Pune (Maharashtra) 
is heir to the lunatic asylum founded by the British 
in the early nineteenth century in Bombay. In 1915 it 
was shifted to a barren area outside the city, a place the 
British called “the village of imbeciles” (Yerawada), 
near where a large prison had been built at around the 
same time and in the same style. The name Yerawada 
has stuck till today and now denotes a modern suburb 
of Pune close to the airport. The mental hospital—so 
named in the 1920s—has a capacity of 2400 beds and 
is thus the largest of its kind in India (some say in 
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Asia). High walls shield the large area of the mental 
hospital, with its many old barracks and a few new 
concrete wards, against the outside world.

Thanks to the influence of a friend and psychia-
trist who had worked for many years in the mental 
hospital, I was allowed to enter the wards and con-
duct ethnographic observations. In this I was helped 
by Chitra Khare, a trained psychologist engaging in 
voluntary work in the same hospital. The collabo-
ration of Chitra, the superintendent and the deputy 
superintendent, psychiatrists, nurses, social workers, 
attendants and patients allowed me to conduct field-
work on the management of mental disorder in this 
institutional setting, about which no ethnographic 
data were then available. The mental hospital, with 
more than 1600 patients and altogether 825 mem-
bers of staff, is a huge organisation, the functioning 
of which hinges on the smooth reproduction of the 
institutional order. I must emphasise that my aim is 
not to pass judgements about the practices I encoun-
tered but to describe them. The mental hospital builds 
upon structures inherited from colonial asylums and 
therefore still closely resembles the “total institu-
tion” which Goffman had described so well for the 
American context (Goffman 1961). The problem 
with total institutions is precisely that they set lim-
its to individual initiative and make the negotiation 
of practices extremely difficult. As an institution, the 
mental hospital reflects a worldview which connects 
psychiatric treatment with specific forms of control-
ling and disciplining the bodies of patients. From this 
it does not necessarily follow that individual psychia-
trists, nurses or attendants share this worldview per-
sonally, although they must embody it in their roles 
they are given within the institution. As the patients, 
the professionals are governed by institutional rules 
that are not of their making—and often not in accord 
with their own convictions.

 There are many rules regulating the possible 
movements and actions of patients and staff inside 
the mental hospital, including those pertaining to vis-
its of outsiders. Getting in and getting out are critical 
moments of crossing borders. Chitra‘s and my visits 
always began at nine o‘clock in the morning in the 
superintendant‘s office. The superintendent ordered 
tea for us and talked about the problems of the mental 
hospital. Two issues raised in the Erwadi campaign 
were of great concern here too. One was hygiene and 
sanitation: new latrines had recently been built in the 
male wards; the other concerned problems in rehabil-

itating patients because of the apparent unwillingness 
of families to receive them back. Finally, the super-
intendant looked at my written application stating the 
purpose of my visit. He then decided which wards 
we were allowed to go to, called a social worker to 
accompany us and signed a paper to be shown to the 
gatekeepers in different wards to allow us entry.

In 2008, more than 1600 in-patients were staying 
in 9 male, 7 female and 1 criminal ward. In addition, 
from 50 to 80 outpatients were treated daily in the 
Outpatient Department (OPD). The large number 
of patients is managed by 16 psychiatrists plus nu-
merous medical officers, nurses, attendants, social 
workers, cleaners, clerks and a few psychologists. 
Most activities, especially psychiatric treatment, take 
place in the morning. By noon, when the patients 
are given lunch, we had to leave the hospital. For a 
few weeks, we frequently visited one of the female 
wards to observe psychiatric consultations. This 
ward accommodates between one hundred and fifty 
and two hundred mentally ill women. It consists of 
a spacious walled compound laid out as a park with 
several sections within it. Trees provide shade in be-
tween barracks that extend for long distances. Each 
time we visited, the female attendant in charge of the 
gate allowed us to enter only after carefully checking 
the written permission signed by the superintendent 
and stamped by the chief psychiatrist. We passed the 
“Weak Ward”, dormitories with up to thirty beds for 
ordinary patients. One barrack was referred to as the 
“Class Ward”, for “class” patients whose families 
pay a special rate for a smaller room and individual 
food preferences. At the time of fieldwork, only ten 
women had been admitted in this “Class Ward”.

The spatial and social order of the mental hospital 
has hardly changed since colonial times. Although 
segregation based on race—European and “native” 
patients were kept strictly separated—no longer ex-
ists, the distinction of “class wards” still reflects the 
categories of the inventors of lunatic asylums. Today, 
male and female class wards accommodate patients 
from families belonging to higher castes and commu-
nities who care most about their relatives receiving 
the right kind of food, since only class wards allow 
food restrictions in terms of caste status to be take into 
account. In common wards, social distinctions be-
tween patients are levelled, apart from gender. This is 
still underscored by the uniforms patients are obliged 
to wear, consisting of blue cotton shirts and pyjamas 
for men, and green or red cotton dresses (“robes”) 
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for women. The uniforms are tailored in the occupa-
tional therapy programme by the patients themselves. 
Conversely, differences in power and rank among the 
hospital staff are clearly marked. White, of course, is 
the colour of all clinical employees, but subtle varia-
tions in the style of dress distinguish psychiatrists 
from nurses and attendants. At the bottom of the hi-
erarchy are female attendants recognisable by their 
white saris with blue stripes. They are addressed in 
hospital language as maushis, “mother‘s sisters”, and 
usually come from a lower caste, often sweepers, and 
have the closest contact with the patients on a day-
to-day basis.

Neither admission into nor discharge from the 
mental hospital are possible without involving ju-
dicial agencies. With schizophrenia being the most 
common diagnosis, the standard categories of behav-
iour leading to admission include angry, abusive or 
aggressive behaviour, wandering aimlessly around, 
muttering to oneself, gesticulating abnormally, illogi-
cal or disorganised speech, uncooperative behaviour, 
irritability, impaired cognitive orientation and re-
duced sleep and appetite. There are three procedures 
of admission, of which “VB” or “Voluntary Border” 
for people admitted with their own consent, is the 
least common. Most cases are either “DOs”, “Deten-
tion Orders”, or “ROs”, “Reception Orders”, both of 
which have to be issued by a court of aw. In case of 
a DO the family obtains a court order which sends 
their relative for an initial ten day observation period 
to the mental hospital. If he or she is diagnosed with 
a mental disorder, the court of law issues a “Recep-
tion Order”. Rumours have it that DOs are often ob-
tained by families wanting to get rid of a troublesome 
member by bribing a “kaka” (father‘s brother), a 
male attendant with good connections to a magistrate 
court. Others admitted directly by Reception Order 
are brought by the police. The discharge of a patient 
from the hospital is in the hands of a “Visitors Com-
mittee” consisting of a judge, psychiatrists and social 
workers. The latter‘s task is to organise rehabilitation 
and to confirm that the family is ready to “take the 
patient back”.

The hospital regime is governed by the paradigms 
of somatic psychiatry. It is deeply rooted in the dis-
tinction between body and mind, its raison d‘etre be-
ing the control of diseases that result in malfunctions 
of the human brain. According to this logic, bodily 
defects result in abnormal behaviour, so that control-
ling the disease necessarily includes controlling the 

abnormal behaviour of the person by influencing the 
functions of the brain. The psychiatrists’ stated goal 
is to make a patient act “normal” by intervening in 
his or her disease through psychotropic medication 
and electroconvulsive therapy (ECT). In the mental 
hospital, treatment of mental disease is a combina-
tion of bureaucracy, medication, punishment and re-
straint.

As just noted, the almost total control of the em-
bodied lives of patients also includes punishments. 
Disturbed bodies and brains are subjected to exclu-
sion and isolation. Patients are separated from their 
life-worlds and their families. This is particularly felt 
by women, because children are not accommodated in 
the hospital. If a woman diagnosed with schizophre-
nia is pregnant and delivers a child in the hospital, the 
newborn is taken away from the mother and either 
given to the care of her relatives or, if that is not pos-
sible, sent to an orphanage. Pathological behaviour 
as diverse as “suicidal”, “attacking” or “escaping” 
all need “special watch”, which means the person is 
temporarily confined to a solitary cell. In the female 
ward, a blackboard alerts the staff to those patients 
who require this kind of treatment. During our visits 
to the female ward, we encountered women on “spe-
cial watch”. For example, one woman had attempted 
to commit suicide twice since she was admitted, once 
by using her robe to hang herself from the ceiling fan 
in the dormitory, and a second time by breaking a 
bulb and cutting her wrists with glass splinters. An 
attendant brought us to the cell, a bare room behind 
bars with a bare bed and a drain, in which a naked 
woman huddled in a corner. Chitra and I were both 
upset by this sight, but the attendant explained that 
they had taken away all her clothes in order to pre-
vent her from harming herself. Chitra asked: “How 
do isolation and restraint help this woman with her 
problems?” The attendant said: “I don’t know, can’t 
explain. I only know that if an overexcited and ag-
gressive patient spends two days in isolation, she 
calms down and her behaviour improves”. Then she 
added “But we need to do this only rarely. In this 
case, the patient threatened to escape, too”.

Daily psychiatric consultations are a bureaucratic 
affair, too. In the female ward, routine psychiatric 
consultations take place on the veranda, which is fur-
nished with chairs and desks. Each ward is assigned 
to a psychiatrist. For various reasons, however, psy-
chiatrists often have to shift ward duty. Much infor-
mation on the everyday behaviour and possible im-
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provement or deterioration of the mental and physical 
condition of individual patients comes from nurses, 
attendants and cleaners. Dr G., a woman in her early 
forties, is the psychiatrist for the female ward. She 
routinely saw fifteen patients in two hours. In this she 
was assisted by the psychiatric nurse in charge of the 
observation ward, who had selected the patients and 
kept their files ready. The files were piled up on the 
desk to be referred to and filled with new information 
by the psychiatrist, while the patients selected for the 
day’s consultation were orderly seated in rows on the 
floor, waiting for their turn.

Most of the newly admitted women seen by Dr G. 
had been diagnosed with schizophrenia, for example, 
Lakshmi, a middle-aged woman. Looking at her file 
Dr G. noticed that this was her fifth admission. In a 
friendly and concerned tone, she asked: “What hap-
pened? Why are you here again”? Lakshmi replied: 
“Nothing happened. I quarrelled with my husband, 
so he put me here”. Responding to more questions 
posed by Dr G., she said that her parents were dead 
and her husband worked in Mumbai. Then she said 
that her husband was dead and that she was living 
with her son, who, according to the file, had actually 
admitted her the day before. When Dr G. asked her 
about the quarrel, Lakshmi said that there was “too 
much shopping” in the house (she used the English 
word). When asked to explain what she meant by 
“shopping”, it turned out that she had ordinary house-
hold things (clothes, vessels etc.) in mind. One of the 
attendants interrupted and asked her teasingly: “Then 
why don’t you say it’s ordinary household things 
you are talking about? Why do you say ‘shopping’?” 
Lakshmi did not respond to this but said that all these 
“shopping” things made the house stuffy and over-
crowded. She said “all those people have taken away 
my capacity [again English word]”. What “capacity”? 
Dr G. asked. Lakshmi replied that she was “matric” 
(10th standard school education) and now wanted to 
take tuition. But “those people” had stopped her tak-
ing tuition. Dr G. carefully updated Lakshmi’s file by 
noting her “disorganised speech” and confirming the 
earlier diagnosis of schizophrenia. The day’s men-
tal examination showed that she still suffered from 
thought delusions and hallucinations. Medication 
was required.

The interactions between the psychiatrist and 
the patient focus around administering psychotropic 
medicine. Verbal interactions are mostly confined to 
the psychiatrist posing clinical questions to the patient 

and silently translating her words, gestures and fa-
cial expressions—her behaviour—into categories of 
psychiatric pathology to be written down in the file. 
Through this process, attendants and nurses report 
on how much she eats, on her sleep or sleeplessness, 
and on her withdrawn and violent moods, as well as 
completing information on her personal history and 
circumstances gathered during their own interactions 
with her. Attendants participate in making sense of 
apparent senselessness. For example, when Dr G. 
saw a patient who uttered only a single syllable “pa”, 
“pa pa”, one of the maushis intervened and decoded 
her reduced speech: “She says ‘my mother is crying 
at home. I want to go home’”.

The psychiatrists’ stated aim is to find a remedy 
for the patient, to make her, if not completely normal, 
at least more so, e.g. by transforming meaningless 
(“disorganised speech”) into meaningful commu-
nication. The psychiatrist decides on the type and 
amount of medication to be given. Besides psycho-
tropic medicines, ECT is used as a regular treatment 
because it is deemed very effective for the treatment 
of all kinds of distorted behaviour, especially if clas-
sified as “harmful for Self and/or Others”. The pa-
tient’s part in this process is judged as “cooperative” 
or “non-cooperative”. Uncooperative behaviour, it-
self a sign of mental disorder, is recorded when a pa-
tient does not respond to the psychiatrist’s questions, 
runs away, refuses to swallow medicine, or screams 
and fights with the nurses when being given an injec-
tion or being prepared for ECT. 

Like the superintendent, psychiatrists are keen 
to contradict the impression that, once in a mental 
hospital, patients remain forever inside, even if their 
condition improves. If patients overstay, they say, the 
problem is often families not accepting their relatives 
back. This problem also came up in Dr G.‘s consul-
tation on that day. One newly admitted patient had 
severe burn marks on her neck. Dr G. asked her about 
her burned neck. How did it happen? Did she catch 
fire to herself by mistake? At first she did not reply. 
Then she said that she had set fire to herself because of 
“tension” with her husband and her in-laws. Her hus-
band often beat her. Dr. G. asked: “Do you still think 
of doing such things to yourself?” She did not reply, 
but looked around as if searching for somebody. Dr 
G.: “Are you feeling suspicious?” She laughed. “Are 
you hearing voices?” “No, not at home”, she replied, 
“but here, of course, I do hear the voices of women, 
so many of them around, what else could I hear?” Dr 
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G. wrote in her file “psychotic symptoms not clear” 
and turned to the nursing sisters: “You must always 
remain alert. Many families simply want to dump un-
wanted relatives, like this poor girl. We may assume 
that her husband and his family want to get rid of 
her”.

Dr G., other psychiatrists working in the hospi-
tal and the superintendent himself expressed per-
sonal dissatisfaction with its organisation and said 
they would like to change its closed organisational 
structure. They felt they were doing their best to look 
after the patients as best they could and purposely 
attempting to ease their dire situations. Indeed, for 
those mentally ill who have been abandoned by their 
families, the mental hospital has become a kind of 
home. However, as one psychiatrist put it: “The 
mental hospital is like a monstrous machine crush-
ing all attempts at change in the routine process of 
reproducing order against disorder, normality against 
abnormality”. And yet, the Erwadi scandal not only 
affected the religious field, but also set in motion 
many initiatives and attempts to reform institutional 
psychiatry. The positive effects this may have can be 
observed in another former lunatic asylum, the men-
tal hospital in Ahmadabad (Gujarat), where spatial 
and organisational structures have been completely 
transformed (Basu, forthcoming). Thus one can be 
quite confident that, even in an institution as large as 
the one discussed here, basic conditions will eventu-
ally change.

Social control of madness at Muslim shrines 
If the mental hospital constitutes a social world of its 
own, so do Muslim healing shrines. Muslim shrines, 
such as those at Mira Datar and Bava Gor in western 
India (Gujarat), where I have also conducted field-
work, are situated at the opposite end of the continu-
um of institutions available to the mentally disturbed 
and their families in India (Pfleiderer 1994; Basu 
2009) Those afflicted with mental illness often are fa-
miliar with both settings. Quite a few people I met in 
the course of my fieldwork at shrines in western India 
had initially sought help for an afflicted spouse or son 
in a mental hospital. They, at least, did not want to 
“dump” their relatives. Rather, people were appalled 
that families were not allowed to stay with the patient 
in the hospital and look after him or her; others were 
horrified by what ECT treatment did to their family 
members. “My brother-in-law became like a vegeta-
ble after getting these shocks [in a mental hospital 

in Gujarat], so weak that my father insisted he must 
leave the hospital and never be admitted again”, one 
man told me at a shrine. People do not go to Muslim 
shrines because they are ignorant, as the critics of 
these religious institutions would argue. Rather, they 
choose to do so on the basis of their own personal 
experiences of both the formal and informal mental 
health-care systems.

Although madness is a recognised disorder dealt 
with only at certain shrines, these are not set apart 
as healing institutions but remain firmly embedded 
within a broad religious discourse. In western India, 
the world views articulated at shrines fuse many of 
the functions that are differentiated into separate so-
cial spheres—moral, legal, medical and cosmologi-
cal—in contemporary India. Literally, dargah, the 
word for a shrine that contains the graves of Muslim 
saints (pir), means “royal court”. Drawing upon his-
torical traditions of royalty and Sufi Islam, the saint is 
simultaneously perceived as a “friend of god” (vali) 
and a “judge” who mediates between human affairs 
in the world and the transcendent. Sometimes, saints 
are also referred to as “doctor”. A saint’s authority 
and healing powers are derived from charismatic 
and/or heroic actions. Muslim saints and their dar-
gahs form a hierarchy, with those at the lower end 
specialising in the handling of occult madness. The 
epithet of such saints is jinnat na sarkar, or “master 
of the spirit world”. Their shrines are ritual law courts 
where healing merges with the administration of jus-
tice, thereby restoring social life-worlds disrupted by 
madness and other adversities (see also Sax 2009).

In the discourse of the shrine, disorder and mis-
fortune are brought about by non-human spirits and 
human acts of sorcery taking possession of a per-
son. Envy and jealousy are highly feared emotions 
in other people that are believed to make them turn 
to sorcerers to harm the person they are envious of. 
These constitute the most common explanations for a 
host of adversities striking human beings in pursuing 
their lives, the most severe form of which is madness. 
Mental trouble arises from disturbed relationships be-
tween humans or humans and ancestors. People who 
are no longer able to conform to the norms and behav-
ioural expectations of their social surroundings are 
treated as the victims of hostile spirit agents that are 
most often referred to as bala (“power”). Regardless 
of the terms used to describe mental illness, whether 
non-medical madness (ghandavu, pagalami) or med-
ical mental disorder (mansik ki rog), possession by 
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bala provides a general symbolic template, allowing 
people afflicted with madness to make sense of what 
is happening to them (or to one of their relatives), and 
providing a symbolic language in which to talk about 
conflicts, tensions and personal experiences.

People who behave in a strange or unacceptable 
way, such as using foul language or attacking their 
nearest and dearest, display clear signs of occult 
madness. As in the hospital, those afflicted are said to 
wander aimlessly around, are easily angered or com-
pletely withdrawn, or try to commit suicide, any of 
which behaviour may be caused by spirits or sorcery. 
Notions of occult madness are not highly differenti-
ated. This corresponds to the open social organisa-
tion of these shrines, which are above all places of 
pilgrimage attracting large and diverse groups of pil-
grims. The guardians of the shrine (mujavar) control 
the dargah premises and organise the rituals, but they 
do not act as healers. They compare their role to a 
vakil, an “advocate” who brings the “case” of his cli-
ents before the saint through prayers. Clients suffer-
ing from mental illness, the “pilgrims of suffering”, 
freely mingle with pious visitors who have come 
to the shrine for other reasons. Few of the mentally 
ill come to the shrine without relatives. The former 
are called savali, “seekers of answers”. At the time 
of fieldwork, more than five hundred people were 
staying long-term at the big shrine, about fifty at the 
smaller one. Savalis and their families either rent a 
room within the shrine compound or stay in one of 
the numerous lodges and guesthouses in the village. 
Pilgrims are connected through ritual patron-client 
relationships to a particular mujavar, who supports 
them by listening to their problems, praying, giving 
advice and administering dava (ritual medicine) con-
sisting of rose petals and water charged with the heal-
ing powers of the saints.

In possession, the body-mind-selves of the afflict-
ed have come under the control of either a spirit or a 
spell of human sorcery (bala); their bodies are simul-
taneously tortured by the foreign invaders and enact 
the latter’s personalities in trance. As Moinuddin, a 
young man who had been staying with his mother at a 
shrine for eight months, explained: “The bala (force 
of a sorcery spell) pesters my body from within. It 
wants to kill me. It keeps saying ‘I shall kill you’. It 
is like the birds building nests in a tree. In the same 
way, a bala turns a human body into its house. It lives 
inside this house, eats it up from within, brings de-
spair to the parents [of the afflicted]”.

If balas remain undetected, the person eventu-
ally dies. The “masters of the spirits” prevent this by 
sending an “order” (hukm, basharat) to the afflicted 
and/or their relatives in dreams or in trance to come 
to their “court”, that is, the shrine. The agencies of 
occult madness are brought under trial, which takes 
place during the dusk and dawn rituals, when the 
saints summon the agents of distress in the trances 
of their victims. Possession trance is thus both a 
symptom of affliction and a therapeutic method. The 
comparatively loose social organisation of shrines 
dedicated to the “masters of the spirit world” frames 
a ritual arena designed simultaneously to unleash 
the forces of madness in trance and to tame them by 
various means. The saints also inflict punishment and 
penances—not upon the suffering self, however, but 
upon the agents of disorder. These penances may also 
include the use of chains. The chains that were major 
issues in the course of the Erwadi scandal are here 
not considered media of punishment but of control-
ling or, rather, taming the spirits.

Although the practice of chaining has been offi-
cially abolished since Erwadi in the shrines of Guja-
rat too, many people are still to be met with carrying 
a chain tied around their ankles or wrists. Sometimes, 
they even lock themselves close to the tomb before 
going into a trance. Chains are instruments of healing 
used by the saints whereby the destructive forces are 
brought under control. Moinuddin had a chain tied 
around his ankles. When Chitra once looked at them 
somewhat disapprovingly, he emphatically said: 
“The bala had broken my foot. I could not move. 
If you show it to doctors they can’t heal it quickly. 
Sarkar [the saint] healed my foot in my dream. He 
told me to put on the chain and the foot was healed 
in three days!”

Chains tame the violent bala and soothe the pains 
of mind and body. Dinesh, another young man, fre-
quently needed to chain his bala. He believed himself 
to be a military commander; sometimes he was on 
duty as a guard, then he was quiet and friendly; at 
other times he was on duty in war, when he shouted in 
a foul language, turned violent and beat up anybody 
who came his way. According to his mother, who had 
been staying with him at the shrine for five years, 
Dinesh was once a brilliant student of engineering 
who always came first in class. His career came to an 
abrupt end when a neighbour performed black magic 
against him because he was envious (jalan), his own 
son not having done well in his studies. The sorcery 
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spell afflicting Dinesh was very powerful, sending 
him into madness. Worse, he cannot go into a trance. 
The saints, however, send his mother into a trance on 
her son‘s behalf. His case will go on for a long time, 
the mother said. During one of her trances, the saints 
told her to chain her son in their room when he gets 
into a rage.

Shrines, then, constitute an arena were body con-
trol must be completely abandoned in trance states in 
order to regain control over a unified mind-body-self. 
It is also an arena where miracles are possible. The 
cosmological explanation of occult madness, more-
over, does not identify a defect in individual bodies 
(the brain) but looks to disordered relationships be-
tween the living or between the living and the dead. 
Disorder is brought about by competition, injustice 
and negative emotions such as envy.

Conclusion 
In this paper, I have analysed conflicting social evalu-
ations and practices of body control in two sites of 
the pluralistic field of mental health care in India. In 
the course of the Erwadi scandal, contested forms of 
restraining the mentally ill entered the public arena. 
Religious places, including Muslim shrines such as 
those discussed here, were criticised as the embodi-
ments of a superstitious tradition. They were also 
compared unfavourably to the mental hospitals, the 
successors of the structures set up along with colonial 
lunatic asylums, which were depicted as superior to 
religious places but in need of modern development 
and political and financial support. By translating the 
European past of somatic psychiatry into an Indian 
present shaped by multiple understandings of mental 
illness, psychiatry has emerged as the single legiti-
mated knowledge system in the plural medical field 
and has been authorised to control alternative or reli-
gious systems of healing.

Nonetheless, Muslim shrines remain major insti-
tutions to which Indians affected by mental illness 
turn. To achieve a better grasp of what is at stake 
when people choose between a mental hospital and a 
shrine, I have concentrated here upon the similarities 
and differences of body control in both institutions 
as revealed by ethnographic research. Building upon 
the model of grid and group originally proposed by 
Douglas helped bring into focus the relationship be-
tween institutional world views and differences be-
tween the forms of body control practiced in mental 
hospitals and at Muslim shrines respectively. Differ-

ences with regard to the ordering of space on the one 
hand, and interactions between specialists and the 
mentally ill on the other, are particularly relevant.

The spatial arrangement of the mental hospital 
sets it apart from ‘normal’ society and reflects strong 
contrasts of outside/inside. It exists as a bounded 
space for the exclusion from the outside world of 
those who are deemed abnormal, while internally it 
is governed by a highly structured regime of order. 
Muslim shrines are set apart from ordinary social 
spaces too: being pilgrimage places they are limi-
nal spaces, passages between the profane and sacred 
spheres of life. The social organisation of shrines is 
loosely structured without material boundaries sepa-
rating the inside from the outside; rather, it provides 
a symbolic frame of order that allows for the enact-
ment of all kinds of extraordinary behaviour in a pro-
tected arena. As a result, the mad are included in, not 
excluded from, the community of believers.

Interactions between specialists and the mentally 
ill vary greatly in both settings. In the mental hospi-
tal, they are governed by a formal distance between 
the professionals and the ill and an irreconcilable 
gap between those who know and those who don’t. 
This contributes greatly to the mental hospital being 
a place where patients are produced, where bodies 
are forced into receptive passivity, where “coopera-
tive behaviour” enables treatment to be enacted upon 
selves. At Muslim shrines, by contrast, ritual special-
ists help patients and their families to become experts 
in their own afflictions. A victim of occult madness 
suffers but does not remain passive; rather, the heal-
ing process involves agency that is distributed over 
multiple selves, family members, mujavar, saints, 
spirits, sorcerers, in short, human and non-human ac-
tors alike.

Irritating or even disconcerting for some, these 
practices still make use of chains. The scandal of 
the chains symbolises the contest of practices and 
the claim of the advantages of modern psychiatric 
institutions over and against religious “superstition”. 
These claims are rarely based on an understanding of 
the cosmological concepts in which the treatment of 
the mentally ill at shrines is embedded. As my field-
work has shown, chains have a function and a mean-
ing for those who use them at a shrine which differ 
from how they are interpreted in the media. Modern 
critics of “faith healing” seem to identify these chains 
with those through which the mad in Europe were 
constrained or even tortured before modern psychia-
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try released them from their fate. In quite a few cases, 
by contrast, Indians view a shrine as an alternative to 
turn to after failing to find a cure in a modern psy-
chiatric ward. Finally, it should be remembered that 
the Erwadi scandal not only uncovered deplorable 
conditions at religious sites but in institutional psy-
chiatry too. This resulted in a discussion of psychi-
atric treatment and opened up new perspectives on 
religious institutions which may allow other forms of 
interaction between these two ostensibly very differ-
ent therapeutic approaches.

Notes
1)	 Frontline “Deliverance in Erwadi”, 31. 8. 2001.
2)	 Times of India, http://timesofindia.indiatimes.com/articleshow/ 

1182266672.cms, 7. 12. 2007.
3)	 Frontline “Deliverance in Erwadi”, 31. 8. 2001, p. 129.
4)	 Frontline, Volume 19, Issue 15, July 20-August 02, 2002; http://

frontlineonnet.com/fl1915/19151130.htm
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