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Foreword mediaand mental health

aainaisenvisioned asamental health advocacy newdletter. Inthe
last few years, mental hedlth issueshavedlicited considerableinterest.
I nputsfrom hedl th activism and thewomen’ smovement haveenriched
thiswork. Whiletheceractionsare extremely significant, wefed that it
isimportant to mark out an autonomousdomainfor menta hedthissues,  Reflections: Mental Health

Contents

thereby underlining their magnitude. Our desireisto provideaforum — Advocacy 3
wherecritica issuesconcerning menta health and therightsof persons Bapu News: Law and Mental
with psychiatric disabilitiesarediscussed and strategiesof advocacy  Health 5

formulated. Wehopethat thisfocuswill enablesustaining dlianceswith
groupsandindividuasconcerned with aliedissues.

Violence & Mental Illness 6

We believethat peopl€' s experiences of dealing with mental heath
systemsasusers, carers, professionalsand advocates are of extreme Images: Poetry
importance. User experiencescan enrich our understanding of mental  Guest Column: The Uses of
hedlth and theinteractions between psychiatric sysemsand peopleand ~ Mental Iliness in Cinema 10
between distressed people and the community. These experiences,  Film Review: Curing Mental
confusions, andingghtsoften remainin unnecessary redmsof londliness  Iliness: The Cinematic Way 12
and despair. aaina hopesto facilitate the expression and discussion of
these experiences.

Advocacy demandscritical, educative and imaginative engagements
withthestate, policy makers, psychiatricingitutions, thelaw, family and
society at large, enabling usto rethink existing ideasabout mental health,  Speaking Our Minds: A

Media Desk: On Reporting

Mediating Mental Health 14

ECT: Concerns from a
Consumer Perspective 16

rework notionsabout caring, understanding and well being, andrebuild ~ Rémembered Rage 17
our culturesand everyday lives. Spotlight: South Asian
With thisview, each issueof aainawill focuson aspecificareaof ~ Masculinities Film Project 19

mental health advocacy. aainawill also discussissuesin community
mental health, common mental disorders, care and treatment i ssues,
ethicsand protocolsof clinical practice, policy matters, mental health of b apu
gpecia groupslikewomen and old people, and feature campaigns, book Trust
andfilmreviews, narratives, etc. o

Research
Welook forward to asustaining interaction with all thosewho are ot
concerned with theseissues.

Mind
and
Discourse
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editorial Media and Mental Health

A report published inthe UK in 1997, looking at the rel ationship between the media s representati on of
mental health problemsand public attitudestowards mental health issues showed that over half of all news
reportson mental illnesswasabout violence. Inapublic survey, 40% of the peopl e surveyed associated mental
ilInesswith violence and acknowledged that their ideaswere based on themedia. Mind, aUK-based mental
health charity, conducted asurvey of 515 peoplewith menta health problemslivingin England. Thesurvey
report, “ Counting the Cost,” recordsthat 73% of the people surveyed were of the opinion that mediacoverage
has been negative, unbaanced and unfair. A significant 37% of the respondentsreported that their family and
friendshavereacted differently to them because of theinfluence of recent mediacoverage of menta hedlthissues.

No such study hasbeen donesofar in India, but it istrue that many of the common ideas about mental
illness, “madness,” behavioura patternsthat “mentally ill” people are supposed to show, peopl€ sreactionsto
distressed personsared | influenced by reportsin newspapersand representationsin popular cinema, television,
booksand other media. “Mental illness’ isastapleingredient of “humour” in our popular cinema. Linking
violencewith menta illnessisall too common, beit through graphic representations
of “abnormdities’ invillainsor as* pathology” inviolent husbands, persuasvelovers
Jayasree Kalathil or rapists. Peoplewho question or rebd against existing societal norms, especially

women, are often termed “ abnormal” and are punished with treatments.

Editor

Advisory Board Following the WHO predictionthat “depression” would be widespread by the
year 2010, menta health has become an area of interest for many sectorsin the
mainstream media. Articleson“dtress,” “depression,” “blues’ and so on aboundin
our magazines, women’sspecials, “ agony aunt” columnsand Sunday supplements.
Radhika Kulkarni — 11,0,9h saveral of themimpart informetion about common mentdl disorders, itisstill
V. Radhika amazing that more often than not they disregard professional and societal ethics,
Soumitra Pathare e engoingtotheextent of advocating trestmentsthat have been controversia with
no acknowledgement of the contradi ctionsinvolved.

Bhargavi Davar
Sadhana Natu

Design and Layout The damage done by these representations far outweigh the good done by
Anand Pawar isolated pogitiveefforts. Giventhelack of adequate positiveinformation on mental
Printing hedthissues, theserepresentationsre nforce thefearsand mythsabout mentd distress

inthe society. Such reportsviolate the human rights of distressed people. More
importantly, it has serious consequences on their self-perception and dignity since
mental distressischaracterized asan unwanted and disruptive problemand not asa
Contact Address fact of thelifethat somepeoplelivewith.

Anita Printers, Pune

7IFKE!Shna House Itisinthiscontext that thisissueof aainaisturned towardsthemedia. Thereis
Pu?1 ;_r_ni lnla goa1r3 aneed to nurture a productive engagement between the mainstream mediaand
Tel. 6872672 peopleand organizations concerned with menta hedthissues. Critiqueis

Email: wamhc@vsnl.net  only afirst stepinthisdirection. Weare happy to takethat first stef W
H

through theintroductory issue of thisnewdetter.
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Mental Health Advocacy

Bhargavi Davar

Mental health advocacy isaspecialised, factualy
informed and task oriented domain of activity. Theaims
of advocacy in mental healthwould be:

¢ Tocriticaly engagewith thementa and behaviourd
sciences as disciplines, examine their histories,
cultural assumptions, analytical concepts and
categoriesthat they use.

* Toquestionpracticesinthementa hedthclinicand
other broader ‘interventions.’

* Tocreatelivenetworksfor discussionand inspire
activismaround issuesof patients rightsand human
rights, or, in other words, to enableauser/consumer
movement inmental health.

InIndia, many groupsandindividuashavequickly
responded to problem issues with campaigns and
conscientisation programmes (such asthe PILsin West
Bengd againg theviolation of rightsof thosecadled ‘ non-
crimina lunatics housedinjails). They wereall acting
asadvocatesfor therightsof personswith psychiatric
diagnoses. Mental hedlth advocacy issomething more
thanissuebased activism, thoughinclusiveof it.

Theword *advocacy’, asthedictionary definesit,
means‘totakeapublic stand’ about something. Mind
(UK), amental health advocacy organisation , defines
advocacy as “a process of supporting and enabling
people (withamental health problem) to: expresstheir
viewsand concerns; accessinformation and services,
defend and promote their rights and responsibilities;
explorechoicesand options.” Menta health advocacy
includes those activities that have reformative or
transformative potential relating to thewaysinwhich
personswith psychiatric diagnosesaretreated by society,
by the caring professional s, by the mental health care
systemand by thelaw. Whenthereisaconflict of interest
between end usersof psychiatric/mental health services
and others, amental health advocate actsin away that
will further thequdity of lifeandinterest of theend user.

Mentd hedthadvocates
often have a subversive
view about ‘ mental illness’ and about themental hedlth
discourseingeneral. They arethe scepticswho even
guestion whether psychiatry, and therel ated sciences,
dogiveustrueknowledge: if these sciencesdon’t give
ustrueknowledge, thentheir practicesareinvadid. Very
often, their viewsare based on redl-time experiences of
being auser withinan uncaring menta hedth careservice
andtheir senseof beingviolatedinthenameof *treatment’
or‘cure . Inother words, if psychiatriststhink that people
canbe’abnorma’, mental hedlth advocatesarethosewho
consistently think that psychiatry, and the related
professions, canbeequaly ‘ abnorma’!

From the mental health advocacy point of view,
somediscriminationisnecessary. Wedon't reject the
mental and behavioural sciencesasawhole, but only
what seems to have questionabl e assumptions about
people in general, and about particular classes or
communitiesof people, e.g. women or children. Thus,
when a newspaper or a movie presents a stigma, a
negativeview about apersonwithmenta illness, itisan
occasionfor amental health advocateto act.

A mental health advocate does not reject mental
hedlth practicewholesale. For an advocate, therewould
be a valid difference between ‘good’ and ‘bad’
professiona practice. Wehave had the good fortune of
knowing some sensitive carerswho keep our *belief in
thesystem’ ill divel

Mentd hedth advocacy, initspresent form, islinked
to awholewestern history of mental hedlth activism, of
guestioning the disciplines and the growth of the
consumer movement. In India, the social sciences,
whether sociology, anthropol ogy or economics, haveal
evolved acritica perspective. Curioudy, thementa and
behavioural sciences such as clinical psychology or
psychiatry have never had a critical perspective.
Therefore, thepossibility of socid criticism, which has
otherwise engaged most disciplines in India, has
somehow miraculoudy escaped these sciences.

reflections
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In India, we have never questioned bad mental
health practices. We have never had a consumer
movement. Wedtill haveethicaly untempered practices
such astheindiscriminate use of ECT, irrational drug
prescriptions, aversiontherapy for homosexudlity, etc.
Professionals have never felt the ethical pressure to
changetheir practicesor question wrongful practices.
The concept of * best practices inmental health, which
formaly and informally regulates professional practice
intheWest, isnot even atopicfor discussioninIndia.
Orevenifitis thesediscussonsarerardly sharedonan
open platform with theend users of the services.

Mental health advocates see the ‘treatment’
(whether in private practice or in public sector) asa
contract that the professionalsare supposed to uphold.
Anyonewho offersto‘ cure’ amental health problem,
‘relieve’ dress, give‘ counsdlling’, etc. isofferingyoua
professional service, and isbound by therulesof the
profession aswell asthe service. Such rules may be
overt or covert—they may have to do with the
professional’ straining and background, value system,
theinstitutional/administrative ruleshefollows, the
goals he setsfor clinical exchange, hiseconomic
and ethical sense.

Sometimes contracts can be broken and then
‘advocacy’ could be activated. It is al the more
important to appreciate the contractual nature of
treestment when most formal
savicesinindiaarepadfor.
Our mental health service
systemismoreliketheUS
freemarket system, where
you buy and sell a health
caresarvice, thantheBritish
one, where most of the
community hedlth needsare
met through the NHS. We
need to share opinionsand
convictions among
ourselves, as end users,
carers and as sensitive

Reflections focus on
current debates and
issues in mental health
policy and advocacy. We
invite our readers to
share their perspectives
on existing policies,
required changes, rights
issues, consumer needs,
ethics in practice,
marginalizations within

mental health systems,

combating stigma, etc.

HRN®:

professionals, about the essential s of such therapeutic
contracts. Clarity isneeded on how to define* abuse of
practice’ inthemental healthrealm.

In the UK, organisations such as Mind have
extensive networksof ‘ advocates who they trainto be
‘friends’ of personswith mental illness. Anadvocate
has no legal authority—she operates asacommunity
worker, helping psychiatric patients with up to date
information (about services, diagnoses), assstancewith
life (employment, recreation) and guidance about the
very complicated law that existsthere.

A mental health advocate could be an end user—
someonewho has herself been through treatment for a
psychiatric problem. Shecould beasocia worker, or
any other type of professional. An advocate would
directly or indirectly combat stigmain thefamily, the
neighbourhood, themedia, theworkplace, andin society
ingenera, making society asafe placefor personswith
psychiatric disabilities. Shewould be knowledgeable
about housing, employment, insurance and other support
services that have been created for persons with
psychiatric disabilities. Many types of advocacy are
practised: self-advocacy (hel ping onesdlf); peer advocacy
(helping afriend and fellow user of services); group
advocacy (throughacollective); legd advocacy (rdaing
to using the law); and formal advocacy (using apaid
sarvice). Inindia, formd servicesinadvocacy, specidly
addressing theindividual needsof an end user, do not
yet exist. It has been more about systemic issues—
reforming theMental Health Act, creating avarenessat
thepolitical level andinthemedia, legal literacy, etc.
Training inmental health advocacy isan areathat needs
immediateattention. Bapu hasbeen doing workshopsand
modulesto shareknowledge on menta hedth advocacy.

Bhargavi Davar works in the area of
gender, consumer rightsand policy related
issues in mental health. Shehasa PhD in
Philosophy of Science and isthe managing
trustee of bapu trust, Pune. She can be
contacted at davar @pn2.vsnl.net.in
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Law and Mental health

Bapu organised 2 eventsin February, 2001, linking
our concerns with the realm of law. A workshop on
Law and Mental health : Facilitating L egal
Activismin Mental Health Carewasheldat YMCA,
on 24" of February, Saturday. On 25" February, we
organised apubliclectureon‘ Disability and Law.’

Engaging avery receptive audience in both the
events was Prof Amita Dhanda. Prof Dhandais a
national expertintheareaof menta hedthand disability
laws. She was the Chairperson of the Amendment
Committee for the redrafting of the People with
DisabilitiesAct. Prof Dhandaiscurrently theregistrar
of theNationa Academy of Legd Studiesand Research,
Hyderabad.

InIndia, lega activity intheareaof mental health
hasbeen moreintermsof reform and research. Despite
the Mental Health Act of 1987 and the Persons with
DisabilitiesAct of 1995, therightsof personswith menta
disabilitieshave not been consderedinlaw making. We
felt aneed to engageinterested peoplein seeing how to
utilizetheextant lawsthroughlega activism, especidly
litigation. There was also a need to nurture legal
awareness. Someof theissuesthat weaddressed were:
asserting quality of care, informed consent and volition,
negligence and wrongful use of theragpeutic procedures
(e.g. ECT), confidentidity, civil liberties, humanrights
issues (e.g. right to enter contracts, to vote, to
employment, own property, marry, etc.), and other
consumer issuesin mental health care.

The sessions in the morning were devoted to
presentations by Dr Dhanda on “ Care and treatment
and the law” and “Civil liberties for persons with
unsoundness of mind.” Thiswas followed by avery
participatory discussion. Inthe afternoon, onesession
wasdevoted to professiona s’ viewpointson careand
trestment issues. Another sessonwasgiventodiscussng

casesin Puneand Bombay
involving mental illness.
Over 50 peoplefrom different organi zationsin Bombay
and Pune attended the workshop. There were
representationsfrom health organizations, menta health
organizations, lawyers, mental hed th professonasand
mental health advocates, parents’ groupsand end users.

bapunews

The public lecture on * Disability and Law’ was
organised at Patrakar Bhavan. We had avery engaging
prelude by Dilip Deshpande of EDARCH, an
organizationworkingintheareaof creating employment
and self-reliance for persons with disabilities. Mr
Deshpandewasthelnternational Helen Keller Awardee
for theyear 2000, and hisorgani zation won aNational
Award in 2000 for exceptional work in the area of
disabilities. Mr Deshpande, in hislecture narrated his
experienceswith creating adisability friendly world, and
the enormous odds persons with disabilities have to
struggleagainst in order to haveanormal life. Heaso
spoke about the limitations of vocational training
programs and the need for a long term committed
approach. EDARCH hasaunique programwhereby a
heterogenous group of persons with disabilities are
trainedintheproduction of asingleproduct for industria
use. EDARCH thenassigtsin building anindustria unit
which the group collectively owns. EDARCH aso
followsup with buying or retailing products by making
arrangements with the industry and ensures prompt
paymentsto theunit.

Professor Dhanda emphasized how the law
interfaceswith everyday lifeand theimportanceof dedling
withthelaw. Shelaid out thedifferencesinlaw between
physical disabilitiesand mental disabilities. Therewas
thenneedto create al egidative regime supportiveof full
personhood in both the areas. She also explored the
impedimentsin law and facilitation by law, asenshrined
inthe PWDA and detailed the essentia sof theNational

Trust Act.
< > 2
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mediadesk On Reporting Violence and Mental Iliness

Early last year, Indian Express (IE) gave extensive coverage to the “ story” of Jayashree Inamdar, who
allegedly attacked itsresident editor in hiscabin. Successivestoriesinthenext few dayswent on to describe how
theattack was“foiled” by “dert” co-workers, and how the perpetrator “ snesked away” intheensuing “ confusion.”
An Express photographer managed to click her picture, which was published by the newspaper, thusassistingin
her arrest. Shewasremanded for “ attempted murder.”
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amonument in Pune under thetitle* Mentally-disturbed Jawan VandaisesLa Maha.”

Other city newspaperslike The Deccan Herald a so covered all these stories. These storiesraiseanumber
of issues. Themost important oneisabout the attribution of and description of mental illness. Intheversion of the
|E, Jayashree Inamdar’smotivein attacking the |E editor isnot clear (or suppressed?), but the*“reason” for her
actionisvery clear—"insanity,” or to be more specific, “paranocia.” Thereason for the conductor’ sattack onthe
blindgirl issmilarly quite clear—" mental illness.” It doesnot matter that the man who threw himsdf infront of the
tiger was* unidentified.” 1Ewasquitesureof thediagnosis. “mentallyill.” Tol quotesthejawan’sbrother to say
that hewas* suffering fromfits’ and had cometo Punefor trestment. That makeshim*“mentally deranged.”

Theabovedoriesared| about violence. Varied and dissmilar sortsof violence. Butal of themare* explained”
by thefact of “mentd illness.” Theunproblematiclinking of violenceand mentd illnessraisesthefollowing questions:

¢ Areattack withintent to cause harm, harassment, suicideand vandalism similar modesof violence?
¢ Isviolencelinked to/caused by mentd illness?

¢ Aredl mentdly distressed personsinvariably violent?

¢ Aredlviolent peoplementdly ill?

L et usnot worry about the veracity of the newspapers “insideinformation” about the mental statusof the
peopleinvolved. But, asecond set of questions about the ethics of news coverage needsto be posed:

¢ If thepeopleinvolved were actualy suffering from mental health problems, isit afact to bereported for
public consumption?
¢  Is"newsvalue’ moreimportant than the suffering of aperson?
aaina 6




¢ Is*factual journalism” enough justification for
revedling confidentia information about aperson’'s
medica condition, especidly whenitis detrimenta
to that person’sinterests?

Inthe case of Inamdar, the coveragewasnot only
irresponsi ble but was asustained assault on her dignity
and socid life. Her plight wasturned into acaricature
and an opportunity to wax eloquent about the“media
persons ability in responding/handling emergencies’
(See Vinita Deshmukh's “Let Us Practice What We
Preach,” PuneNewdline, May 15, 2000). Thiswasan
exampleof how apowerful weapon likethe newspaper
can be used to forward the editor’s own agenda. |E
quoted psychiatrigsandyzing her as“paranoid.” It does
not matter to | E that the" facts’ of her history of mental
illnessand admissoninamenta hospita areprivileged
information. Inthe case of the conductor, the connection
of theman’sactionsto possible mental illnessreduces
thefact of sexual/physical harassment that women suffer
daily into anindulgenceonly “deranged” personsare
engaged in. Inthelast incident, |1 E collapsesthe social,
economic, emotiond, persond and politica reasonsthat
might lead oneto suicideinto oneof mentd illness. The
Times of India, which in recent weeks, has shown a
commendableinterest inreporting mental healthissues
asfar aspoliciesand debates are concerned, seemsto
be unperturbed when it comes to the question of an
individual man'sgory.

Another important point isthat all the stories
arereported asviolent crimes. If violenceisacrime,
and the cause of violenceismental illness, isit then
acrimeto be mentally ill? Should we, as citizens
responsible for social action (which one would
presume is the mission of any self-respecting
newspaper), react after some consideration for the
livesof the peopleinvolved or with indifferencethat
makesthese incidentsjust another juicy bit of news?

Thereisyet another aspect of such reporting
that seemsto have completely escaped the notice
of the newspapers: the effect of such
unsalfconsciouslinking of violenceand menta illness

Mental Health, Violence and
the Media: Some Facts from UK

“Media coverage tendsto give the impression that people
with mental health problems are all on the verge of
exploding and are potential killers.”

“Imagine how it would fedl if you were mentioned in the
same breath asarapist or murderer when your only crime
isto suffer from a mental problem.”

¢ Over hdf of al newsreports(1997) on mental
illnesswere about violence.

*  40% of the members of a public survey
associated mentd illnesswithviolenceand said
that thisbelief wasbased onthe media.

¢ 60% of mental health service users who took
part in asurvey blamed media stories for the
discrimination they faced.

¢ 70% of the publicwrongly believesthat people
withmentd illnessareviolent.

*  Young peopleaged 14-17 say that their fears
and perceptionsof mental illnessarebased on
itsportrayd infilms.

1999 Study: Over twothirds(67%) said that media
coveragehad avery negativeor dightly negativeeffect
on their mental health. People had: felt more
depressed and anxious (45%); morewithdrawn and
isolated (29%); increased their medi cation (10%);
felt moresuicida (9%y); needed more support from
family andfriends(18%); felt morere uctant to contact
servicesfor support (14%).

[Courtesy: Mind (The Mental Health Charity, UK) Press
Releases. Thanks to Sue Baker, Head of Media Relations
at Mind, for permission to use the material]

on thelives of people with psychiatric diagnosis
livingamongst us. Thecontinuing stigmaand largely
unsympathetic attitudestowards mental illnessmake
life difficult enough for mentaly ill people. The
reinforcement of nationsof irrationa violenceaccentuates
people’sfear and thus reaffirms negative attitudes.
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It would beworthwhileto think about thefollowing points before we sensationdize every bit of newsabout mental
illnessor about violence:

* A person’sdiagnosisisprivileged information and should not be made public without that person’s consent

* Violenceisnot acharacteristic feature of dl typesof mentd illness

¢ All violent peoplearenot mentally ill. Thelinking of violenceand mental illnessisdetrimenta not only to
mental ly disabled peoplebut aso for the proper combating of violencein our society.

* Negativereporting perpetuates negative attitudesto mentd illnessand to personswho are suffering.

* |t createsdamaging effects on peoplewho have mental health problems, their familiesand friends, and
other carers.

* ltunderminestheir self-image, which only exacerbatestheir Stuation.

Inthe course of the struggle to change the rape law in the country, one of the pointsraised and fought for by
thewomen’smovement wasthe need to suppresstheidentity of thevictimin public accountsof therape. The
rationa e behind thisdemand wasthat the stigmaof being araped woman would only increasethe traumaof the
woman. Perhapswe need to fight for such legidationsthat will protect the confidentidity of psychiatric diagnosis
and prevent unsolicited “diagnosis’ by the mediaor any other agency.

RS

aaina, in the coming issues, will feature the following regular columns:

Law and Mental Health

A columnfocusing onthelega aspectsof menta hedth. Dr AmitaDhanda(Nationa Academy of Legdl
Studiesand Research, Hyderabad) will answer questionsand discussissuesrel ating to therights of people
with psychiatric diagnosis, thevalidity of “unsoundnessof mind” inlega contexts, ethical andlega issuesin
careand treatment and other related issues. Writeto usif you haveany questionsor commentsregarding the
roleof law inmenta hedlth.

From the Archives

Bapu hasasubstantia collection of booksand documentson mentd health, coveringthefollowing areas:
history of psychiatry and mental hed th activism; key concepts, theoriesand practicesin mentd health issues;
women and mental health; culture, medicine and psychiatry; coloniaismand history of psychiatry inIndia,
user/carer perspectiveson the mental health system. We a so have self-help books published by Mind and
other mental health advocacy organizations. Thiscolumn aimsto bring some snippetsfrom thearchivesto
our readers.

Facts about Mental Health

Thiscolumnwill give short but substantial information on varioustopicslikecommon menta disorders,
treatment issues, good practices etc., with an aimto undo many of the mythsthat arein circulation about
mentd healthandill-health.
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Thisstate, which | couldn’t understand for long
Onceunderstood | awayscursedit, abused it
Blamedit for al wrongtome

Tried to pretend that | never had it
Triedtohidethat | ever had it

Perhaps| would have wasted

Rest of my lifedoing that

But now suchathingisnomore
| have befriended it, acceptedit asitis
Anditwill bepart of my life

| understand that on no count

| canblameit

Becauseitistheredlity, itisthetruth

Becauseit has stayed with mefor amajor part of my life
How can| bedisrespectful toit?

Now | have understood that it has subtly

Givenmeinspirationtofight back
Perhaps| might havelost theyearsand
The prizesonwhichworld vauesyou
But thisstate hasgiven meaninsight
Helping meto enjoy thingswhoally

| havedeep faiththat this* state” has
Perhapsapurposeinmy life

Tomakemy lifemoremeaningful and purposeful
Hencel haveno quarrel withthisstate

Rather full respect and friendliness

So| could livein complete peace and harmony.

images

Images will feature
stories, poems,
and other
narratives with
mental health as a
dominant theme.
We invite our

readers
- Anil Vartak to contribute

articles
Anil Vartak runs a self-help group called Ekalavya for persons with not exceeding
1500 words.

schizophrenia and their carersin Pune. Heteaches Economicsat S.P. College.
He can be contacted at vartaka@pn3.vsnl.net.in
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guest column

The Uses of “Mental lllness” in Cinema:

A Brief Reading of Sadma

The attitude that most modern societies show
towardsmentd illnessisoneof fear and averson. When
aperson getsfever, nobody calls her abnormal. But
when, say, aclass 10 student, in thethroes of growing
upfemaeinour sexist society, developsaproblem, like
hysteria or depression, she suddenly becomes
“abnormal”. With therepresentation of mental disease
as violent and aberrant, the world of cinema helps
reinforcethisattitude. Therefore, itisnecessary tokeep
examining thevariousrepresentationsof mental illness
incinema

| havechosentolook at apopular Hindi film of the
eighties—Sadma (the remake of the Tamil hit,
Moonrampirai directed by Balu Mahendra). Thefilm
centersaround two mental health problems—amnesia
and regression—which affect a carefree young girl
Reshmi (played by Sreedevi) after acar accident.

Reshmi loses her memory in an accident and
regressesto the condition of asix-year-old child. She
wandersabout and getstrapped in abrothel. Somu, a
goodhearted schoolteacher (played by Kamal Haasan)
who visitsthe brothel, rescuesher. Hetakesher tohis
homeinahillsdetown and looksafter her asonewould
achild. Heissexually attracted to her, but keepsthisin
check, incongderationfor her sateof mind. Later Somu
findsaloca doctor who agreesto cure Reshmi. Right
at thismoment, the girl’s parents cometo know about
her and they fileacaseagainst him. Somuhastogointo
hiding, duringwhichtimethegirl recovers, forgetsall
about her period of regression and opens her eyesto
recognize her parents. Though Somu pursuesher, she
failstorecognizehimandleaveswith her parents.

Amnesia after an accident is not an uncommon
phenomenon. However what weseeinthisfilmisnota
representation of clinical amnesiaor regression, butits
use as an excuse for portraying Reshmi asacute and
innocent Six-year-old girl. Shecriesforicecreams, lifts
her skirt up to her thighsin public. Shetriestolick her

aaina
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Jenny Rowena
own nose and keeps playing with apup, speakingina
childish voice. The characteristic squeaky voice of
Sreedevi findsitsbest expressoninthisfilm.

But what isthe purpose of the (mis)representation
of mentd illnessesinthisfilm? Thehidden agendacf the
film becomes apparent when weredlizethat it reminds
usof many of Sreedevi’srolesin other films, whereshe
isthe child-woman and her childlike behaviour dicits
both laughter and lovefrom her hero aswell asfromthe
audience (e.g. Mr. India, Chaalbaaz). Thisportrayal
isnat peculiar to Reshmi and iscommonto many popular
representationsof womeninIndiancinema(e.g. severd
rolesplayed by Juhi Chawlaand PoojaBhatt).

Thefilm gpparently tellsusthe sad story of thepoor
and well-intentioned schoolteacher, whoisattracted and
attached to the child-woman, Reshmi. He also seems
towish that sherecovered soon so that he can express
hisattractionfor her. 1tlookslikeeverything would be
all right between Somu and Reshmi the minute she
recoversand gainsconsciousness. However, thisnever
happensin thefilm. The minute Reshmi recoversshe
forgets Somu and movesaway leaving him.

What exactly isthen happening here? For this, let
uslook more closely at a“dream-scene” inthefilm.
Somu and Reshmi arewd | settledintheir relationship of
child and protector. Somu managesthe household and
providesemotional, physical and financial support to
Reshmi. Sheiscompletdy unawareof what ishappening,
living in her child’sworld of cute little puppies and
naughty gameswith the neighborhood children. Somu
ontheother hand, isaware of Reshmi’ssexuality. Heis
shown as holding it back and continues to play the
protector’srolewith greet ardor making himthe* good”
hero of thefilm.

The*dream-scene’ bringsforth Somu’ sawareness
of Reshmi asasexua being. Somu getsReshmi asari.
Shedoesnot know how towear it. Wrapping it around
his own waist, he teaches her how to wear the sari.




Characterigticaly, shebeginsto undressinfront of him.
Hesends her insdeand sitsback inachair waiting for
her to come back.

Thenext shot, from Somu’spoint of view, showsa
tall and confident Reshmi, el egantly dressedinthe sari,
walking up to him. Theexpression on Somu’'sfaceis
oneof bafflement and ave. Reshmi, who had until then
been something of aplayful puppy beforehim, suddenly
assumesacommanding position. Withaglassof milkin
her hand, she confidently gesturesto himwith her fingers
to get up and follow her. Somu follows her asif ina
trance. She leads him to the bed, stands above him,
bendsover him and putting hishead to her bosom, tilts
theglassof milk dowly onto hislips. Sheisnow intotal
command, hisbody almost engulfed by her embrace
and heispositioned likeachild at hismother’sbreast.
A totd reversd of theearlier Stuation whereit’ sReshmi
who isthe child whom hemothers.

Thenext cut putsan end to Somu’ sfantasy. Reshmi
isat thedoor, standing in atwisted, clownish pose, the
sari dl crumpled and pulled around her inthemost unruly
and wild manner. Somu openshisarmsasif relieved
and sherunsandfalsinto them.

An*“adult” Reshmi’ssexual presenceisshownas
SO over-powering that Somuisin atrance-like state.
There-entry of Reshmi asthe child-woman, her legs
knotted together and her whole body language
pasitioning her asunmeade, moldableand fluid, puts Somu
back in control. Hesitsback and smilesasif inrelief
that thefantasy (nightmare) isover!

Thisscene establishesthat Reshmi’samnesiaand
regressionisactually acinematic meansof representing
her as “less woman” and “more child,” a woman
unspoiled and untouched by sexudity. Thismakesthe
character of Reshmi lovablefor menwho are (as Somu
inthe dream scene) threatened by female sexuality. A
fear which men deal with by always seeking to control
and tame it. In the face of Somu’'s fear, Reshmi’s
sexuality isrejected and sheismadeto betheinferior,
pliableand easly controllablefigureof “ child”.

The character of the sexually frustrated wife of the
school manager (Silk Smita) underlinesthisanadysis. With

her overbearing sexudity, which sheflauntsin short sexy
dressesand her husky, ridiculoudly titillating voice, she
becomesthe* other” of Reshmi. Sheisshown ashyper
sexua—a gereotypica part sheplaysinamost al her
movies. Sheisthebad woman, thedemonagaing which
theangdicquditiesof Reshmi ishighlighted. Becoming
“more than one woman,” as she herself putsit, she
displaysher desire openly, whereas Reshmi becomes
“lessthanawoman” and hidesher sexudity completely.

Somu rejects her advances and scoldsher for being
disloyal to her husband. The same narrativethat had
earlier put to great display her body, her voiceand her
sexuality, rejects her now as bad. If the threatening
sexudlity of Reshmi isreduced to that of theangel/child,
itispainted al in negativetermsand ismadeto bethe
whore/woman through Smita. Weareback totheangel/
whoredichotomy withinwhich men have placed women
andtheir sexuality. Sadma usespsychiatricterminology
to“normalize’ thisdichotomy andtolegitimize Reshmi
inher child-likerole.

Thenarraiveof thefilm doesnot let Somu accept her
asagrown up and recovered woman. We seeafrantic
Somu acting like a monkey and calling to Reshmi to
recognizehimasthe protector that heusedto befor her, in
her earlier childgtate. Why isSomutryingto soegk only to
the child-woman Reshmi, asher mentor and supporter?
Why does he not just walk up to her and her parents,
explain mattersand win her back, or at least establisha
new friendship? Thecinematic Space seemsto beunable
to deal with awomanwho isneither angel nor whore.

Moreover, whoistheonewhoisredly “ abnorma”
here? Reshmi, who after being cured, recovers and
learnsto recognize her parentsand isableto get back
to her oldlife? Or Somu, whose* normality” hinders
him from relating to her grown up personality? Who
runsafter her, all coveredin mud, pouting hisfaceand
acting out ridiculous gesturesthat desperately want the
child-Reshmi to recognize him as protector and make
himfed strong and powerful again?

Jenny Rowena is doing her PhD on

Malayalam Cinema at the CIEFL,

Hyderabad. Email: jennyrowena@eth.net
> >
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film review

“Tenai Raman” isalegendary character in South
India, who is known for his sharp wit and whose
stories can be classified aspolitical satire. Through
the use of ploy, drama and play, Tenali aways
subverts the king’'s logic and shows up its
contradictionsand fallacies. Though engagedinthis
witty combat, heisalwaysloyal to theking. Tenali
retiresfrom each ploy, happy to fulfill hisroleinthe
Royalty’s scheme of things.

Tenali Soman (Kamal Haasan), the hero of
Tenali, isthe contemporary version of Tenali Raman.
Heisapsychiatric patient. Theanalogica “king” is
hispsychiatrist, Kailash (Jayaram). Liketheoldtale,
thereisarecurrent play of domination and subversion,
punishment and resistance, al enacted in the drama
of psychiatric*cure’. The psychiatrist-king always
failsin hisplot to outwit his patient. The patient is
loyal to the psychiatrist by staying in treatment
irrespective of the quality of treatment received.
Pointedly, it does not show up the psychiatrist for
what he is—a dogged and scheming patriarch,
vengeful, violent, homicidal.

Sincel aminterested in consumer issuesin mental
health, | want to see this movie as a plot enacted
around the psychiatrist-patient relationship. Tenali
Somanisour average, everyday consumer of mental
health services. | want to address the politics of
“diagnosis’ and “cure’, of doctor/patient relationship
and of mental illnessthat thisfilm forwards. | also
want to addressthe claimsit makesto the question
of “culture.”

Tenali suffersfrom many phobias, andisbeing
treated by the senior psychiatrist Panchabhutham
(Delhi Ganesh). Panchabhuthamislosing hispractice
to the TV happy, young, brilliant, soot-boot clad
psychiatrist, Kailash. Inorder to avengethisloss of
practice, Panchabhutham sends Tenali, theincurable
phobic, to Kailash. Tenali becomes the unwelcome
guest, the irritating patient who intrudes upon the
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‘Curing’ Mental lllness: The Cinematic Way

Bhargavi Davar

privacy of Kailash'sfamily on vacation at Kodaikanal.
Thefirst part of the movie depictsKailash’sfailed
attempts, increasingly manipulative and abusive, to
remove Tenali from the scene of hisvacation.

Strangely, Kailash never speaksto Tendli directly
about theintrusion, to find amutually agreeable way
of resolving thecrisis. Instead the movie bankson
the comic effect in depicting Tenali asatroublesome,
irritating child. Kama Haasan’sdisplay of non-verbal
expressions add to the convincing portrayal of the
infantalized patient.

Meanwhile, Kailash’'ssister Janaki (Jyotika) falls
in love with Tenali. This increases the pace of
Kailash'sattemptsto get rid of Tenali. But inevitably
they get married. Panchabhutham’s expectations of
rendering Kailash disabled isachieved. But, Tenali
managesto “cure” him through “ shock treatment”.
[Not ECT, but shocking him back to wellnessthrough
asequence of drama! The usual prescriptionin our
movies. If only thereality of treatment wasthat smple
or safe!]

Thus, Tenali, the funny speaking phobic, isthe
saboteur, the onewho will overcome and destroy the
target, like a mercenary. As in most movies,
“disability” isacomic effect. Tenali isthe pathetic,
parasitethat society will feed, clothe, give shelter and
tolerate, but will ridiculeand laugh at. He hasall the
“phobias” in The Book (the DSM, or the
dictionary?!). Hispersonal narrativeisdeliveredina
mongrel language (Palghat Tamil), breathlessly,
omitting punctuations. The comedy isthere, inthe
figure of Tenali and hisantics, but so is hisloss of
dignity. Wewill laugh, but what doesthislaughter
say about society’s attitudes to a psychiatrically
diagnosed person?

Tenai’smenta illness, then, is“fear.” A manwho
is“scared” upsets patriarchal gender roles, and hence
asuitable label of pathology (“phobia’) hasto be




found for him. Tenali is certainly not an acceptable
rolemodel of masculinity! Somewhere hehasto have
womanly traitsif patriarchy must be preserved. So
Tendli, inhispatient avatar, isportrayed with adol eful
face, a soft voice and wearing loose, long-sleeved
shirts, hiding all those sumptuous muscles. These
muscles are only revealed when heis shown to be
fully sane. Cured of hisfears, Tenali/Kamal Haasan
looms large on the screen, crew cut, bicepsand all,
the epitome of manhood. Perhaps the movie is
suggesting that sanity isabout being male, and insanity
—female?

Tendli, is one gullible customer. Here is a
psychiatrist whoisincrementally abusiveto himand
violent as in: (1) bundling him into a bus (2)
abandoning him on the highway, (3) leaving himto be
eaten by thewolves, (4) chasing him around the house
and throwing knivesat him, (5) getting him arrested
as' dangerous (because) psychopath’, (6) beating him
up, (7) orchestrating an attack by fearsome
individuals, and (8) tying him to atree with abunch
of dynamite sticks on his chest. Tenali is madeto
interpret all of thisas*treatment’! All thisaccretion
of violence and abuse by the psychiatrist only results
in Tenali’scure and return to sanity!

Thisisthe cinematic interpretation of ‘ behavior
therapy’, where systematic conditioning to unpleasant
stimuli (wolves, knives, lockup and bomb) will relieve
symptom!! Thisrepresentation issometimesnot very
far from treatment reality (aswhen homosexualsare
“treated” with “aversion therapy”).

Why is Kailash so brazenly abusive? We see
him moving from abenevolent, innovative psychiatrist
to an authoritative, controlling patriarch. Kailashis
your everyday professional who leaves behind the
professional cloak at the door of hisclinic, and dons
others, brother, husband and father, “afamily man.”
Hisabusive behaviour thenistheresponse of anangry
brother to the overtures of a psychiatric patient
towards his sister. Like any other patriarch, heis
concerned that hissister should marry the boy he has

chosenfor her, and not get emotional ly entangled with
apsychiatric patient.

What is questionable is the double speak of
Kailash. Inall theviolencethat he perpetrates, heis
acting asapatriarch and abrother/protector. Butin
his communicationsto the pastient, heisimpeccably
theprofessional, trying out (with seemingly resounding
success) innovative treatments. The slippage of
Kailash’'s character from professional to patriarchis
not reckoned withinthemovie. Tenali seesonly the
professional. And yet, his “treatment” is over-
determined by the patriarch. Onewondersabout the
extent of value systems that are loaded on to the
patient, under the garb of “expertise,” without the
patient ever knowingit.

So. Yet another film ismade which assertsthat
(2) itisokay tolaugh at aperson with apsychological
difficulty, (2) apsychiatrist can be paternalisticif not
actually abusive towards a patient, (3) the average
user of psychiatric servicesin Indiais naiveif not
infantile, (4) manic depressives are psychopathic and
violent, (5) a patient who doesn’t conform to the
doctor’ssocial values deserves abuse and restraint,
(6) menwith psychological distressare effeminate or
female, (7) apsychiatric patient cannot fall inloveor
marry, etc.

The professional community has been talking
about giving quaity careand about combating stigma.
Will it wake up and addressthe politics, not only of
thisfilm, but of itsown practiceand what it givesthe
user community?

Tenali
(Tamil, 2000)

Direction: S Ravi Kumar

Starring: Kamal Hassan,
Jayaram, Delhi Ganesh,
Jyotika
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“Mediating” Mental Health:
Examples from the Mainstream Media

Jayasree Kalathil

Mainstream media (newspapers, magazines,
television or cinema) play an important rolein the
circulation of commonpl ace notions about the myths
and facts of being “mentally ill.” The layperson’s
knowledge of issues concerning mental healthandill-
hedlth, modes of treatment and their efficacy isformed
mainly through these reports and representations.
How serioudly doesthe mediatakethisresponsibility?
What “information” do they impart and what arethe
effectsof certaintypesof reporting? Three separate
accounts of psychoactive drugs and depression as
anillness, which appearedin the print mediarecently,
are examined below.

First, a report on drug companies, which
appeared in The Times of India (20 July, 2000):
“Pharma cos. ride high on that old down-in-the-
dumpsfeeling,” ostensibly reporting the effect of
the WHO prediction that depression would be the
world’s second largest disease, second only to heart
ailments, by theyear 2010. The point of thereportis
that drug companies in India, along with others
worldwide, are going to makeafortuneininventing
and marketing antidepressants.

If the WHO prediction is correct and if drug
companiesare cashinginonthepossibleincreasein
the number of people affected by depression, itisa
matter of great concern. One would expect a
responsi ble newspaper covering theissueto givethe
matter some thought and to impart information about
depression and about antidepressantsto the readers.
But thetitle establishes depression asthat “ old down-
in-the-dumpsfeeling.” Antidepressantsare presented
as“the hottest sellers’” second only to sex and lotions
to cure baldness and diet pills to control fatness.
Thenfollows ashort analysisof certain companies
and the market value of their trademark pills. Tucked
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along theway isareferenceto the“ occasional side-
effects” of antidepressants—" stomach upsets and
sleeplessness.” Thereisalso acomment onthe use
of antidepressants for veterinary purposes. The
reporter concludes: “With neurotic pets joining
nervous humans, the cash registersare clearly going
tojingleat pharmacounters.”

Theflippant and irresponsible language used to
describe depressionisinsensitivetotheissueinits
entire psychosocial aspects and establishesit asjust
another fad that human beingsin general are going
through. Itisamockery of the point of the whole
report, i.e., critiquing the process of opportunist
marketing that the drug companiesareinvolvedin.
Depression, areality in the lives of thousands of
people, and their effortsto look for help are equated
to baldnessand the desireto have hair. Thereporter
obviously does not seethe subject worthy enough to
demand the critical attention that the cosmetic
companies cashing in on beauty pageants have
received. Theinclusion of anew group for selling
antidepressants, “ neurotic pets,” makes onethink of
target marketing and the extent of medicalization and
pathol ogi zation of behavioursin our society. For the
TOI reporter, though, itisan occasion to try out some
journaistic humour.

If thisisthe state of front-page reportage, the
so-called “in-depth” analysisof depression presents
other problems. The Week carried acover story on
depression in its 2 July, 2000 issue; the occasion,
WHO'sprediction. Quotinganumber of psychiatrists
and other professionals, the story establishes
depression asadisease “whose pathology isaselusive
as the human mind.” But this does not hinder the
subsequent categorical definition not only of the
nature of the disease, but its symptoms, causes and
treatments. Thearticleisan amazing collection of
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people, events and anecdotesto establish the nature
of illness. Thus, one comes across Dasaratha,
Hanuman and Ram as people with “diagnosed”
depression, and Vasistha and Jambavan as capable
psychotherapists. Amazingly, “no woman has
emerged as depressed from the epics.”

The anecdotes and “ stories” of peoplewho are
diagnosed as*” depressives” are all about those who
were“born with asilver spoon” or about “ beaming
mothers.” Thequotationsfrom models Madhu Sapre,
Manpreet Brar and singer Anaida seem to endorse
this. Isthere, then, a“class’ of peoplewho can be
depressed—a class who should have been happy
but are not? What about ordinary mortals? Would
depression be of less concern if one had enough
“natural” reasonsto be*“ unhappy,” if onewere poor,
marginalized or in adisabling position?

The article also deals with the treatment of
depression. There arereferencesto and quotations
from expertsabout the efficacy of antidepressantsand
therapy. But the important task that the report
undertakes in this context is to establish
electroconvulsive therapy as the best form of
treatment for depression. Attempting to correct what
the story calls*“thefalse notion” among lay people of
ECT asone of the cruelest formsof torture, it sites
90% as the success rate of ECT. The article also
tellsthereader that ECT does not cause permanent
damage like antidepressants, but only minor “short-
term” side effectslike memory lapse, confusion and
headaches.

ECT, at best, is a form of treatment, whose
efficacy is extremely controversial. Studies have
shown that both the profess onal sand those who have
undergone ECT aredivided onitseffects. Whilethere
are people who feel that they have benefited from
thisform of treatment, thereisaconsiderable group
of peoplewhofed that their lives have been destroyed
because of it. The standard procedure of
administering ECT is still under critical debate.
Instances of misuse of the technology abound in

reports both from government and private hospitals.
There are instances of using ECT as a mode of
“disciplining” the patient rather than as anecessary
stepin hisg’her cure. Significantly, thereare, asyet,
no effective ethical, legal or professional safeguards
against wrongful use of ECT. None of these
complexities arereflected in The Week’ sreport.

Clearly, The Week treats depression more
seriously than the reporter of The Times of India.
But ultimately it establishes depression asanillness
affecting only certain people, and whichisbetter dealt
with aform of treatment that has been the focus of
much critical debate over the past thirty years. If the
global “rat race,” the increased pace of lifein the
consumerist world of today is the cause of most
depression, would that establish depression as an
iliness affecting only the cosmopolitan Indian? The
point isthat such accounts of illness, treatment, and
affected people present a severely biased and
seriously one-sided view, which make the change of
inadequateinformation and negative attitudesthat much
moredifficult.

Finally, an ad for an anti-stress medicine, which
appeared in India Today (5 April 1999). The ad,
for an ayurvedic medicine, which claimsto be non-
addictiveand harmless, features an executive holding
hishead between hishands. The ad tellsthe reader
how to check out if oneisstressed: “Doyoufed tired
throughout the day?Have you lost your appetite? Do
you get irritated by small things? Doyoufind it difficult
tosleep? Theseare*symptomsof stress’ and are
theresult of “pressure at work, pollution, traffic and
our hectic lifestyle.” At the outset, the ad has
established theindividual who “can” be stressed—
the man who works outside, who travel sthrough the
polluted traffic, and hasahectic schedule. The*facts’
presented by the earlier article, which would easily
add to the basis of the collective “ knowledge” of the
society, isestablished by thisad as“truth.” Thefact
that the symptoms given above can be caused by
several other factors is left out. Moreover, the
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symptoms are straight away pathologized and
medicalized by the prescription of adrug. There
seemsto be no scope for apsychosocial analysis of
mental healthissues.

What is clear from all three accounts aboveis
the need for a more responsible and informed
reporting of mental healthissues. Wearelivingina
society where psychiatrically diagnosed personstill
suffer stigmaand isolation, which other chronicaly ill
peoplelike diabetics do not haveto endure. Thisis
mainly because of the lack of adequate information
about the various psychiatric illnesses. The
mainstream media has a powerful persuasive
presencein today’sworld. Andif that presenceis
used in amore proactive and positiveway, it can play
areally important rolein bringing about changesin
the attitudes of people and society towards mental
healthissuesand assist in the care, rehabilitation and
assertion of rights of psychiatrically disabled people.

Jayasree Kalathil works with Bapu Trust and
is interested in using the mainstream media
for mental health advocacy. She can be
contacted at jayakalathil @yahoo.com
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ECT: Concerns from a Consumer
Perspective

Bhargavi Davar
The American Psychiatric Association vouched for
the credibility of ECT in 1990. Thishasbeen reason

enoughfor itsaggressveuseinIndia Studiesherehave
shown:

* A widepracticeand phenomenal incresseintheuse
of ECT inthelast haf century.

* Alargepercentageof theuse hasbeen direct ECT
(and not modified ECT).

¢ Agreat professond enthusasmabout ECT efficacy,
goingwell beyond theevidence.
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Ina1997 study byAK Agarwal and Chitaranjan
Andrade, only 2.7% of professionalsstrongly opposed
theuse of ECT, 5.3% had no particul ar feelings about
it, 64.3% werefavourable, whiletheremaining vouched
forit. A mgority disagreed that ECT should bethelast
resort, but felt that guidelines may be necessary.

Mogt affordable public sector facilitiesuse outdated
machineswherethe staff arepoorly trained. Thereare
no ethica guiddinesfor ECT use. Thelndian Psychiatric
Society has been talking about guidelines, but we do
not know theresults of these deliberations, nor if they
embody consumer perspectives.

In the ‘National Seminar on ‘Health Policy and
Women' (February 1999), organized by VHAI, the
following demandswere made:

* Nationa level debate and formulation of ethicson
the use of ECT, including specifying rationale,
conditionsfor humane use, treetment protocol s, user
consent and right toinformation.

* A preciselegd definition of “extremecases’ for use
of ECT.

¢ Upgrading technology and personnel training.

¢ Scrupulous record keeping, including profile of
patient, diagnosis, reason for use, patient consent,
and follow up. Such records should be made
availableto patient on demand.

* A user counsdling, ethics, user rightsor redressal
council inevery mental hedthfacility.

We are especialy concerned that users should
retaintherighttosay ‘NO’ to ECT, irrespective of the
medical justificationsoffered asin the case of any other
treatment.

The debate on ECT, as we have seen, is
inconclusive. Weinvite our readersto share their
experiences, viewpoints, etc. on ECT and related
issuesinthiscolumn.




A Remembered Rage speaking our minds
Gita Ramaswamy

It wasquite over acentury ago, but thememory of it makesmeasangry today asit did then. Ourswasafairly
conservative, orthodox Tamil Brahminfamily. Wewerefive daughterswhich added to the anxieties of our parents
regarding our bringing up, marriage, etc. My mother insisted on all of usbeing educated properly asshewasnot.
She repeatedly told us that we must work to be truly independent. So on the one hand, there was this push
towards English language education and leisure activities, and on the other, thetraditiond stricturesat homeabout
pollution, dress, behaviour codesand legitimate leisure activity (classical music and dance, visitsto * proper’
homesand kitchen craft.)

Quiteearly, | rebelled against the dichotomy. Academically good and easily familiar with what wasthen
properly extra-curricular activity (debating, quiz, essay-writing, etc.), anatural curiousity led metorespondtothe
cal of thefeminist movement and the stronger local radical Left movement at Hyderabad. It wasthe seventies, and
they were heady daysfor atwenty-year old with theworld at her feet and no limitsto anatural ambitiontorealise
hersdf. Quarrdswith my parents, particularly my father, cameto ahead, | left home, returned after acompromise
that wasinfinitely better for mysdf; with theonset of Emergency, | went underground (or incognito) onthedirections
of theML party | wasin.

Meanwhilemy father had been transferred to Chennai, and my family moved. Very soon, themessage came
through friendsthat my mother had had aheart attack and was on her death bed. Everyonesaid | should go, and
| did. Assoon as| arrived home, | was astonished to find awell mother. | waslocked up. | waslater takentoa
neuro-surgeon (who a so served ashonorary neuro-surgeon to the President of India). After questioning me, he
assured my father that | would be* cured.” A Naxalite boy who had been‘ brainwashed’ earlier had been smilarly
‘cured’ by him. | remember arguing with thedoctor, telling himthat | was22 yearsold, perfectly sane, and that |
should be allowed to exercise my own choices. For al his degrees and experience, he came through as just
another old Brahminfogey.

Then began aseriesof ECT at aChennai polyclinic. | remember being driven down under escort and the
awful humiliation of it. | saw other patients being strapped down, el ectrodes attached, their passing out withfoam
and spittledribbling out of their mouths. | would fight, but the attendantswere stronger. | remember nothing much
about the actual treatment, except passing out and later being very lethargic—doped. | hated the doctor (with his
liberal facetowardsthe world and autocratic Brahmin facetowardsme) withall my
being. | remember pleading with othersaround (peopleat the hospital, peopleonthe | speaking our Minds is
roads, attendants, whoever would listen) that | wasbeing given ECT for nofault of = about personal accounts
mine. My sister would promptly explainthat | wasaNaxalite, and sympathy, if any, of interactions with
would disappear. Peoplewould tell methat | waslucky, that | should beshot likeadog. = mental health systems or

After theseriesof ECT, | tried to escape. | wasunsuccessful thefirsttime. The = about living with distress.
second time, with help from friendsfrom Hyderabad, | succeeded. When| returned, | = The writers can remain
wassurprisedtofindthat | had forgottenfamiliar facesand though | wasaway for little = anonymous if they so
over amonth, | wasnot clued onto what wasgoing onintermsof activity. For aweek, = desire, in which case all
it seemed likeadream, pleasant though it was, because | wasfree. | remember going = personal information will
to the then Superintendent, Mental Hospital to ask him what had happened to me. = be kept confidential.
After examining me, he said that some part of my memory had been destroyed, and
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that | would not recover it. | used to have afantastic memory for names, tel ephone numbers, etc. | found that all
that had disappeared. When | met the man | wasto marry, | was shocked to find that | had no clue about him.

Still with theresilience of youth and the support of friends, | recovered. For fiveyears, | refused to meet
anybody from home. When | learnt that my aged parentshad trudged to icy Badrinath in penance, | forgavethem.
They did not know what they had doneto me. But | never forgot or forgave the doctor. If | had seen him onthe
street, | would haveattacked him. Whenyearslater, | read anarticle (or wasit aletter?) by himin TheHindu, | was
outraged. | would dream at night of variouswaysinwhich | could avenge mysalf —writean expose about him, file
asuit/policecomplaint, attack him physically. But it wasnot an outrage | could convey to anyone. Somehow the
whol e experience seemed an out-of-the-world one for me and those around me. To thisday, | have not talked
about it with my family.

Nearly twenty-threeyearslater, when | worked onaMental Health chapter with Bhargavi and Veena, | told
them my experience. Thiswasthefirst timethat | had discussed it at al after that first week of my escape. | wonder
if mental rapehasasimilar stigmaattached to it ashasrapeitsalf? Otherwisewhy isit that | did not talk about it, or
peoplearound metoo? Scienceearlier had been atremendoudly liberating influencein my youth, helping meto
understand theirrationa beliefsthat surrounded my home. Now | wasfinally willingto questionit. A very persona
and unexplained rage had given way to amore reasoned questioning.

Gita Ramaswamy is a retired activist and now publishes books in Telugu.
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The next issue of aainais planned for July Thecomingissuesof aainawill devote space
and will focuson “Mental IlIness as Disability.” for two interactive columnsto which weinvite our
Thediscussionsaround the Peoplewith Disabilities readersto contribute:

Act and the current census debate have raised
different viewpoints on the question of mental
illness as a disability. We invite articles on
conceptualizing mental illness as psychiatric
disability, assessing disability, the recent census

* Advocacy News: This will provide space for
reports on campaigns, studies, seminars/
conferences and interventions undertaken by
variousgroupsandingtitutions.

debate, issues in care, perspectives of * Post-It: A spaceto facilitate networking among
psychiatrically disabled personsand their carers, organizationsthat have similar interests or will
initiativesin rehabilitation, issues of solidarity benefit from working together. You can post
among variousdisability groups, law, humanrights information about your activities, plan campaigns,
and disability, responsibilities of the state, available etc.

servicesand critiques, disability and everyday life,
women qrmd disability, representations of dlsablllt.y, Writeto: JayasreeKalathil,
etc. Articles should not exceed 1500 words in 7 KrishnaHouse,
length. Please send your contributions ase-mail FatimaNagar,
attachment in RTF or by post by 15" May. Pune 411 013.

Email: wamhc@vsnl.net
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South Asian Masculinities
Film Project

The Savethe Children (UK) Office of South and
Central Asia Region (OSCAR), together with the
UNICEF Regional Officefor South Asiaand Radda
Barnen South Asia Office, supported the production
of aseriesof filmsonmasculinities, which deconstructs
patriarchy within South Asia. Thefilmmaking project
involved the production of filmson masculinitiesby
malefilmmakersfrom India, Nepal, Bangladesh and
Pakistan, withintheir own countries. Theintend was
to tacklethe problemsof increasing violence against
girls and to try and explore the broad patterns of
masculinitieswithout ignoring the particul arities of each
category of men (in terms of class, caste, sexual
preference, etc.).

“How can asocialization experience be affected
through films, with thefilms congtituting apersuasive
discursive sourcein the absence of such possibilities
in schoolsand families?” Thiswasthefocus of the
masculinities project. It wasfelt that “in boysand
girls, construction of knowledge and the manner in
which they are conditioned do not offer the degree
of comfort tointernalize gender sendtive orientation.”
Programmes which used a windowed approach,
where the discourse started at the level of general
experiences, have succeeded. Theguiding principle
inthemasculinities project wasthat “if filmscould be
made addressing experience and processrelated to
masculinities, thesewould provideaplatformtoinitiate
adiscoursewith young peopleonthelarger concerns
that faceus.”

Thefilmsfocused on exploration as a method
so that they offer scopefor gender sensitization and
teaching methods. 1t wasfelt that “ strategiesthat are
based on information dissemination alone or
admonishments of behaviour patterns have not met
with desired success.” The filmmakers adopted a

docu-drama format that
can be used for public
sengitization and in school S/collegesfor young people
tointernalizeamore desirable system of knowledge
and praxisvis-avisgender.

spotlight

Thelndianfilmfocused onagroup of young maes
in contemporary India, facing issues of autonomy:
rapid job changes, anxieties about marriage, and
sexuality. Thetarget audienceisadolescent boysand
girlsinformal and non-formal settingsin urban and
rural India, and also the general TV and video-
watching public. Theideaisto show thefilmstoa
wide audience, enabling aquestioning of patriarchal
assumptionsin socio-cultural practicesthat haveled
to gender discrimination and violence against women.

A wide distribution strategy is also planned,
making use of governmental and non-governmental
distribution channels, schools and other educational
mediums, women’s groups, departments of gender
studies, women'’s studies, sociology, psychology and
family studies, workshops for NGOs, media and
communication agencies, etc. Thefilmshavea sobeen
screened at variousnational, regional and international
forums.

Themasculinitiesfilm project isan example of
how a popular medium can be used for working
towards changesin peopl €' s attitudes and motivating
them to question assumptions that have been
considered natural and right. Itisaninstanceof the
possible alliances that can be made between media
and advocacy.

aaina would like to thank Ranjan Poudyal
(Regional Adviser, South and Central Asia, Save
the Children UK) for sending usinformation about
the project and Dr Shekhar Sheshadri (NIMHANS,
Bangalore) for drawing our attention to it.
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Prof Amita Dhanda speaking at the workshop on “Law and Mental Health: Facilitating Legal Activism in Mental Health Care,” organized
by Bapu Trust (24th February, 2001, YMCA, Pune).

About Bapu Trust

Bapu trust is a non-profit organization interested in how ideas
and practices about mind, mental health and ill-health are
placed within the sodial, community, administrative, and legal
discourses in India. The scope of the Trust’s work include:
mental health & Indian culture; social science methodologies
in mental health research; setting up protocols in community
mental health interventions; designing innovative community
programmes; policy and planning of services; health care
evaluations & consumer opinions; literature, media & mental
health; women & mental health; and mental health, law &rights.
Our aim is to bring the various social and cultural forces
influencing the everyday lives of “mentally ill” people into the
realm of policies and planning to enable sensitive, rational and
adequate interventions in the community. We aimto create
forums for mental health advocacy by voidng consumer needs
and opinions and pressing for legal reforms, to study and
document mental health issues and their social, cultural,
administrative and legal aspects, and to work along with other
organizations and individuals.

Asyou areholding thisfirst issue of aaina, wearewaiting to hear what you think about it. Pleaselet usknow
al your suggestions, criticisms, view pointson theissues covered and anything e sethat you might want to share
withus. Wewould appreciatedl suggestionsthat would helpin making the next issue of aainamoreinteresting
and useful. Email usat wamhc@vsnl.net or writeto Jayasree Kaathil.
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