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I want to describe to you a healing experience my research team witnessed during one of our studies in Maharashtra, conducted at a traditional healing center (a dargah).

“On day 1, we heard a girl screaming at the top of her voice. She was sitting outside a hut built on the edge of the hill. She had wild open hair. She seemed to be around 16 years of age. From what we could make out, she looked extremely excitable, violent and uncontrollable, an “unmanageable patient” in modern psychiatric description. This would be considered as a psychiatric emergency. 

On the next day’s visit, we encountered her on our way down from the hill. She was sitting outside the hut, tied to a huge boulder. She was dressed in rags and her hair was loose. She was in a completely manic condition. She was singing and shouting. She asked us to remove her chains and in the same breath turned loose a volley of abuses on us, most of which we thankfully did not understand. She was extremely furious: we thought. 

“The next day, she was lying on the floor of shrine, her foot chained to the railing. She was shouting and singing loudly again. As soon as she saw us, she became excited and started screaming out abuses at us all over again. 

“The next day, we saw her mother bring her to the shrine holding her chain tightly. She was walking around the shrine touching its outside walls. She looked better. Her hair was combed and tied. She had stopped shouting and singing. However, she was still excited, talking and laughing to herself. In the afternoon we saw her sitting quietly in a corner eating her food. 

“When we went the next time (some 4 or 5 days later), she was unrecognizable. She was carrying something in her hands to the main shrine. Her hair was combed neatly, her face was clean, her expression serious, her clothes clean and neatly worn, her feet in slippers. We came face to face with her but there was no recognition in her eyes.” 

Had she been “cured” of whatever she was afflicted with? We had no answer, but she did not seem anymore like a “violent, unmanageable patient”. 

I propose that the cultural healing places, such as the one I have just described, are “therapeutic communities”. These places nurture people in their existential quest for emotional and spiritual growth. The Indian law (The Mental Health Act of 1987) allows only mental hospitals to be constructed. Recent judgments by the Supreme Court also order the construction of more mental hospitals. The mental health professionals, policy makers and legal officers are presently debating whether the traditional healing centers, which are non-medical and recovery oriented, should be shut down, and the persons who are suffering from psycho-social disabilities, such as the girl above, should be sent to the mental hospitals. 

Why do we want to shut down the traditional healing centers and start more mental hospitals? Is there any benefit of doing this for persons with psychosocial disabilities? Mental hospitals in India, which are seen as “modern”, reduce people to a vegetative state, keeping them over drugged, cutting them off from family and society, and killing all their natural creativity and will for life. “Stigma” of “mentally ill patients” is created by these institutions. People shut away in these institutions are seen as “incapable”, soon becoming deskilled and dropping out of life, all their civil, political and socio-economic rights being taken away from them.

Whereas a rather large class of pre-modern institutions exist, which address the health and well being needs of the people that they are serving. These institutions have their spaces and philosophies organized around experiences of illness, recovery and personal growth, and not “mental illness”. People who come there are not labeled with “mental illness”, though many bring emotional and other difficulties. Inbuilt into the value system of such centers is a respect for each person’s capacity, as a person is fully involved in their own recovery process in many ways, importantly through the performance of ritual.

Most important of all, the centers value voluntarism and choice, unlike what is permissible under the Mental Health Act. 

Each center has its own philosophy, but some common themes related to personal recovery are: linkage to life, community, nature, to other human beings, to their own self expression and to the cosmos / some transcendental dimension. In these institutions, health is spirituality, and spirituality, health. Health is mind / spirit / body, altogether. There is no “mental” separately from the bodily and the cosmological. 

It was amazing for us to see the number of institutions and the number of people who exist, who are struggling with the personal, and inter-personal, philosophical and existential questions of life and are seeking, if not finding, answers through these centers. They are not seen as “incapable” people. The center acts as a “retreat” for these people to find themselves and move on in their lives. 

Compared to the mental hospitals, cultural healing centers are very accessible in all parts of the State to all kinds of people. Further, these are not “paid” services in the sense of the free market. Here, pre-capitalistic economies work, leaving much economic decision on the individuals using the centers. Each center is known for its powers to cure something specific: e.g. distress caused by infertility or alcohol addiction. 

The principles of architecture of most of these local healing centers deserve to be copied by the “modern” mental health care system. The mental hospitals, being an involuntary system, typically have barracks, with closed wards. A very small area remains open or accessed by the clients. Family members are not allowed to visit the closed wards or the inner wards, being limited to certain specified visiting areas. What Michel Foucault had described as the “panoptican” remains in most of the colonial, custodial, penal institutions, including the mental hospitals. This type of architecture is built on a vigilance and policing model of care, whereby the wards, the barracks and the spaces of the institution are organized around a central authority. There would typically be a large building with wards extending from the center outwards, as wings, with security systems to be managed from the center. Peripheral grounds would house the less core facilities, such as the rehabilitation ward or the recreation room. Common areas would be restricted to inmates and the time of lock up would rarely allow for free movement. High walls, gates and other security measures such as steel grids, locks, wires other than measures for personal restraint, such as cage like cells for seclusion / solitary confinement, are commonly found. Restricted flow of air and ventilation would be ensured by the small or highly secure windows, making the rooms dingy and damp. Spaces are not personalized, as everyone is herded together from one ward to another for pre-defined purposes (e.g. dining). Spaces are defined functionally with respect to what activity or treatment will happen where, rather than around the lives and routines of clients. Due to this, personal lives are not individualized but rather regimented. There are often no redeeming sensory features in these institutions, and clients are routinely exposed to bare walls, iron grills, and a colourless life within the wards. To go and visit the garden, see the sky or experience the sunlight is an “outing” for the clients- a part of the structure of daily or weekly activities, if at all, and not a part of life. The doctor’s / service providers’ areas and the client areas are highly bounded and separated. Spaces are organized in such a way to reflect the hierarchy between doctors and clients.

Spaces are also organized in such a way that the clients will not Escape, Die or commit Suicide, a typical pattern of behaviour that we have called the “EDS syndrome” in our other work. 

In complete contrast to this, we have found the local healing centers to be community spaces, open and airy. Of course we did not see high walls, wires, grills, and locks anywhere!! There were no solitary cells anywhere. Shock treatments and solitary confinement are for me still the most barbaric of all possible treatments that I have seen anywhere, and we have studied at least 20 traditional healing centers in great detail. People come and go as they please, and they choose where they want to go. This in itself is the evidence of the voluntary nature of these institutions. 

The entry into a mental hospital, unlike a local healing center, is violative of human dignity. The family often commits fraud and brings the client per force. The admission procedure is corrupt, as the officials can be bribed into making wrongful admissions. The risk of “dangerousness” is usually more imputed than real, as there is naiveté and bias regarding risk assessment. 

In the mental hospitals, people can be shut away for days, weeks, even months together, in solitary confinement or kept in physical restraint until they are dubbed “beyond recovery”. They become the invisible population, the people that visitors are not allowed to see, people occupying the darkest parts of even the most sparkling mental hospitals in India. These people are branded “violent” and “dangerous” and run the high risk of repeated punishments for their imputed reactiveness by the mental health care system. Other than the label of mental illness, they also have to carry the label of being socio-paths. Staffers shun them, and violate their human rights (e.g. beatings and

withdrawal of benefits). They do not see other people, the sunlight, or the world outside. They have no access to toilets and have to live in their own waste. The staffers very rarely visit these people, and exhibit fear and anxiety, or worse, anger and brutality, in the face of the patient’s violence. The staffers are not relaxed people at all. They are taught to protect themselves from the patient’s real or imputed violence. They are taught simple tricks to protect themselves from the violence: stay near the door way, do not make eye contact, do not touch, keep your back to the wall, keep distance, etc. etc. Such lessons are indicators of the overall anxiety about violence in institutions, and shows up the staffers as powerless and fearful people. Therefore, the healing model slips into the punishment model, as the problem is seen to be within the patients, and somehow it must be controlled by the weaker staffers. This fearful attitude actually diminishes the patient even further, making him or her feel beastly. 

In the local healing sites, people who were seen as violent and dangerous, such as the girl described above, were out there in the open, in front of everybody, posing a moral question to the community all the time. They were tied to a tree or a stairway, but they maintained their interactions with the community. The community was left to deal with the shouts and abuses, the tearing of clothes, etc. The community also had the moral obligation of seeing that such lives are maintained and some personal needs are provided for (including a bit of the sky). They were not forgotten people. 

People with a universal human rights perspective may say that tying up the girl with chains around a stair way was a violation. Of course it is. We are not romanticizing the girl’s plight at all. I am also aware of the community dynamics which results in someone being brought to these centers and being tied up. 

But if the proposed alternative is that we take her to a mental hospital, that would be a bigger and grosser human rights violation. The local healing centers deal with personal agitation, anger and violence, in gentler and often non-violent ways, finding ways and means of bringing the person back to the community quickly and in a way that does not fully rob the person of dignity, freedom and liberty. Dealing with violence in a ritualized manner, through non-violent and playful means, may be a strategy that mental institutions can learn from these healing centers. 

In these centers, violence is dealt with in a ritualized manner, as a part of the Grand Play by the Deity or by Destiny. Ritualised dealing of violence, as happens in these centers, does not objectify the violence as a part of the person. Violence is a part of the overall delusion of existence and attachment to this in a personal way was not necessary. The cosmology of health attributed the people’s violence to external causes (e.g. spirit or demon) and so individual labeling or criminalizing did not happen. 

The experienced mujawars and the healers had sufficient inner stability, skill and confidence in their practice and in their healing traditions, to tame the angry spirits or the demons, and return the person intact and whole to the community. Healers who believe they are protected by the divine are not afraid of human follies. They do not exhibit anger or anxiety or fear when confronted with the violence of the evil spirit. 

An angry and evil spirit spelt trouble and destruction for the whole community, not just for the person. So the community had a stake in the safe return of their relative. They were only too happy to participate in driving out the angry spirit and have their relative back intact. Also, they have faith in the presence of the divine in the mujawar. This is evident in the way the mujawar reflects off knowledge, confidence and power, instead of fear and anxiety. They remain reassured by the mujawar’s demeanor. In this sense, any imputed or actual violence happening in the context of suffering is understood as such, as an indicator of external evil forces, and as a community issue, and remedies sought within the healing and ritualized framework, rather than the individualistic punishment framework. 

The segregation of users of the services and the families, found in modern institutions, is not found anywhere. People visiting have access to all parts of these centers. There are also no division of spaces between the healers and the users, and their families. Community healing spaces exist where everyone participates equally, although under the directorship of the healer. 

There is great attention paid to the celebration of the deity or the saint, which reflects in the architecture. Particularly, the sufi shrines are very beautiful structures, full of colour and fine decorative work in vivid and celebratory colours. Visitors are exposed to a variety of sensory inputs in the architecture and in the ritual practices. Spaces are organized in a seamless and negotiable manner, suited to human living, and survival, community negotiations and bonding, and also expression of illness and recovery, rather than being to tied to a curative perspective, that in this room or that ward, such and such treatment will happen. The healers do not interfere or intrude upon the non-ritual parts of people’s community lives.

The landscape of the place is a part of life and well being for people who are visiting. While an organized “garden” is hard to find in most of these places, nature itself is sanctified and becomes part of ritual life and habitat in many of these centers. The tree is a symbol of stability, hope and vitality in most of these shrines and people connect to this symbol, sometimes, in an intensely personal way. They literally pin their hopes and their pains, sometimes their aggressions, on the trees. The trees have a totem status, physically carrying the dreams and aspirations of thousands of people as well as their suffering. As the tree is witness to the life worlds of millions of people, tens of years before, and will continue to be witness for tens of years after, the tree carries a sense of eternity for the sufferer, beyond individual mortality. These are “healing habitats” for the people residing here, with the intent of recovery and recuperation, and so many natural and other objects in the centers take on the aspect of an icon or an artifact. 

The Balu Mama sect is an exemplary instance of habitats for healing where nature itself becomes healing in the forms of the sheep. The highest form of voluntarism for users is found in this sect. The “modern” system restricts the mobility of users, whereas, in this sect, also typical, users’ mobility is expanded tremendously. The users, who seek their own recovery, by joining this group of wanderers, wander and journey with sheep, caring for them. It is believed that the sheep have miraculous healing powers. This, to me, is a most beautiful metaphor for personal journeys. “Wandering” is treated derogatorily within the modern psychiatric discourse, even deserving of a label of psycho-pathology (psychosis). This leads to large scale involuntary commitments and forced institutionalizations. However, in this sect, troubled people live in the freedom and space of nature, as wandering pastors, their lives anchored to and their experiences shaped by the lives of the sheep. There is a special value attached to such wandering in this cult, the value of being free. Wandering minstrels living on alms alone are found singly or in groups in many of these centers, and the large open spaces available within and surrounding the shrine allow for their stay and transit. 

We are not romanticizing poverty or homelessness here, but pointing to the fact that from another kind of imagination, literally, wandering has led to a spiritual re-opening for at least some people. 

We also observed that in most of the healing shrines, healing is organized in order to cater to community healing, rather than to individualized healing. Small, clinic type of arrangements is not found. There seems to be an underlying philosophy that “I remain well only if my friends, neighbours and relatives, my ancestors, my extended community, nature, and god, remains well”. Large open spaces were congregations of sufferers and others at the time of the healing sermon or aarti and there was space for the expression of appropriate behaviours at this time: celebrations, dancing, trance, drumming, chanting, possession, mediumship, etc. Particularly in Nandre, the healing séance is an intense form of group therapy, even psychodrama, for which space and time have been apportioned and structured in a requisite manner. 

There are bystanders, but most if not all, are there with a personal purpose and can feel an engagement with the healing séance. The identities of who is a sufferer and who a family member or care giver, and who is a by stander, becomes merged. The healing spaces are so organized that they do not isolate any person as the “primary client”, indexing that person as “mentally ill” and leading to the risks of psychiatric labelling. Everybody involved in the ritual healing assumes a part of the responsibility in the healing. It is allowed in the local healing centers that healing is primarily interactional, (involving the interactions of human and non-human systems), and the working spaces where healing actions take place are organized in congruence with this outlook. 

Here, it is necessary to reflect on the ethical principles of “privacy” and “confidentiality” which inspires much healing work. Much of the traditional healing happens in public, before everybody. How to relate to this becomes a dilemma. Is it alright for a healer to ask a woman about her being battered in front of everyone? Does she feel shamed to speak out in public? Does an alcohol addict feel shamed to speak out in public and to be confronted or admonished in public, before strangers, by the healer? We are not clear what the

answers are. We have seen sensitive healers who are careful to address the group as a group, and not let anyone feel threatened, by establishing rapport and a suitably high level of intimacy and safety. There have been others who have been brash with their clients, disturbing our comfort levels.

Mental well being is about a person being able to attain complete self potential through harmony of the mind / body / social environment / spirituality. The values of freedom, liberty and choice are vital for any system of health care to be nourishing. Mental health systems (inclusive of law) should be congruent with these fundamental values. Laws and institutions in India are anti-therapeutic, and are largely based on a penal model of crime and punishment, leading up to a custodial mentality. The traditional healing centers, what we call “pre-modern” institutions, have much to teach us in this regard, particularly about the type of mental health care programs we want to create in future. Voluntarism, the right of liberty and recognition of the full capacity of persons with psycho-social disabilities, must be at the very basis of such an imagination.

1 Bhargavi Davar, October 13th, World Congress for Psychosocial Rehabilitation, Athens, 12th-15th October, 2006. Bhargavi Davar, Deepra Dandekar, Madhura Lohokare and Deepak Salunke conducted a 3 year research study on “Health and Healing in Western Maharashtra: The role of traditional healing centers in mental health service delivery”, supported by IDPAD / ICSSR, New Delhi. These impressions were shared from the experiences on this project.
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