




































































































































































































































































































































































































around. On the whole th~ir moods became much better. They were served a 

snack of coffee and delicious sandwiches, which they enjoyed. It was a good 

break for them away from their usual dining hall and all were happy about the 

same. While returning back, they decided to stop in a small sitting place to have a 

cup of tea. 

The day after the outing they were asked to reflect and speak on the previous 

day's outing. Everyone seemed to be happy and gave some suggestions for the next 

outing. Some suggested a nice movie, lunch, etc. Some of them teased over each other's 

song and dance. All took it sporting except a few who felt hurt and angry because of the 

teasing. The staff members cooled their egos. Everyone agreed that it was a different 

day and very enjoyable indeed. 

Rehabilitation 

The major problem that the staff faces is at the stage of rehabilitating the patients. 

It is a Herculean task to get employment for the patients, as there is no guarantee that 

there will not be a relapse. Even known people who can afford to help simply discard the 

ideas of employing them because of their illness. The following case illustration 

describes the problems faced by the staff in rehabilitating the patients. 

Case 22 

A male patient aged 30 years old was taking treatment from MRF. He got 

better and showed his willingness to do some work. One of their family members 

was running a small candle making unit and the staff requested the family 

member to give him an opportunity to do some work. He initially agreed and the 

patient went for work. But within a few days he returned to MRF due to 

difficulties faced by him in the work place. It was later learnt from the employer 

that they could not have him in their unit as he seemed to be a disturbance for 

others and work of the unit suffered due to his presence. Though the employer 
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was his relative, he got su~pended from his work place. These kinds of incidents 

do a lot of harm to the patients rather than helping them. Therefore, rehabilitation 

is a very tricky task. 

Meera, the Psychiatrist, was very upset with the fact that evaluators of the 

organization were more interested to know how many of the patients are rehabilitated by 

the organization. She felt that rehabilitation rate of the patients shou1d not be a yardstick 

to evaluate the service rendered by the organization. The sponsors also pose this difficult 

question whenever they are approached for funds. According to her rehabilitation of 

mental patients is so difficult compared to those suffering from other illnesses. 

The following illustration narrates what it means for a patient to be rehabilitated 

into a normal group. 

Case 23 

Miss Maria aged 32 years has been suffering from schizophrenia for the 

past 15 years and has been under psychiatric treatment. She joined MRC as a 

resident two years back. According to the staff members, she was a very quiet 

and disciplined girl. She was always kind to other patients and also helpful to the 

staff. As a devout Christian, she showed kindness to others. After her stay in the 

half-way home, the staff decided to employ her in the organization itself on an 

experimental basis. She was good at the secretarial job and was given the job to 

assist the administrative office. According to the administrative officer, initially 

she showed some fear in dealing with official work probably due to fear of 

rejection. But, as time passed by, she showed very good interest at work and 

maintained the office in order. But due to her illness and medication, she used to 

get tired soon and the staff allowed her to rest during the afternoons. She and her 

family members felt very happy that she was settled in some job which would 

help her to get over her complexes. Rehabilitation is so important for the patients 

as it helps them to regain normalcy. It is very important for the patients and the 
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family as it sets a better future for the patient. Maria was very happy that she was 

one among the nonnal crowd. She commented, "1 feel so happy to be in the midst 

of nonnal people and relieved that I will not be subjected to public teasing and 

ridicule" . 

Some of the patients, who complete the training programme of MRC, get into 

some educational course orjobs. These patients are given accommodation in the hostel. 

They are successfully rehabilitated by the organization staff. The following illustration is 

a case of one of those who got himself enrolled in a computer course. 

Case 24 

Mr. Suresh, aged about 19 years old., is one of the hostalites. He goes for a 

computer-training course at one of the leading computer educational institutions. 

He had fonnal education till twelfth standard. His family lives in the neighbouring 

state of Kerala. He has been normal during his childhood. His parents noticed his 

illness only when he was in high school. He seemed to behave strangely at school, 

picked up fights with his classmates, teachers, etc., and on a few occasions he 

attempted to run away from school. His parents received many complaints from 

his teachers. At home also he was very restless and often mentioned that he wanted 

to run away somewhere, look for a job and live elsewhere. He hated to study. But 

in spite of mental problems, he always said he wanted to work and earn money. 

His parents initially mistook his behaviour as dismterest in studies. Later on they 

took him to a doctor who diagnosed him as schizophrenic. Then he was treated 

under a psychiatrist. Once his symptoms were controlled they sought the help of 

MRC where he was taken as a resident. From then on the MRC staff took the 

responsibility of modifying his behaviour. In a matter of nine months, he became 

so much better and less symptomatic that his parents deCided that it was better for 

him if he stayed at MRC and therefore, put him in the hostel. From then on he has 

been improving a lot under the care and guidance of the MRC staff. He is very 

happy with his stay and very eager to earn money after his computer course. He 
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expressed his desire to earn <l lot of money and to give it to his mother whom he 

loves so much. He commented that he often thought of this mother whom he ill­

treated a lot when he was at home. He is quite happy that he is much better now 

and more responsible due to the efforts of the MRC staff. He is very fond of the 

garden at MRC where he spends his evenings alone. 

Community Based Rehabilitation 

Under the sponsorship of IDRC, (International Development Research Centre, 

Canada), the MRF took up a project on 'Community Based Rehabilitation' in the out 

skirts of Madras City. The project aimed at the following. 

\. to identify the mentally ill in the community; 

2. to train some of the local villagers as health workers; 

3. to supply medicines to the affected individuals; 

4. to rehabilitate the affected individuals back into the community with the help of the 

community members; and 

5. to know from the community what they consider as the indicators of mental illness; 

The project had a special focus of trying to understand the definition of mental 

illness by the community. It was felt important to study the way by which the 

community members identified a person WIth mental illness. It was believed that there 

were a set of symptoms expected to be exhibited by those affected by the mentally ill, 

which was responsible for them to be labelled as mentally ill. 

Before the project was initiated a team of professionals consisting of a Psychiatrist, 

Psychologist, Anthropologist, Sociologist and Social workers dIscussed and listed out 

what could be the symptoms that the community considered as symptoms of mental 

illness. The team then decided to check out from the community through group 
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discussions whether they considered these symptoms as those of the mentally ill and if 

not what according to them were the symptoms of mental illness. 

At the end of a long debated discussion the registers of psychopathology were 

listed out by the professionals, namely, -

1. Violence to others 

2. Self-destructive behaviour 

3. Hallucinations 

4. Possessions 

5. Isolation 

6. Sadness 

7. Insomnia 

8. Altered talk 

9. Bizarre behaviour 

10. Fears 

11. Feeling of persecution 

12. Self neglect 

13. Mental deficiency 

14. Seizure 

15. Alcohol abuse 

These were considered to be the most common manifestations of mental disorders 

as perceived by the community. During the discussion period one could observe a great 

deal of controversy between the professionals on the various indicators of mental illness. 

For instance, one of the registers of psychopathology was termed 'bizarre behaviour'. 

The debate went on as to what bizarre behaviour would consist of. This was when the 

anthropologist and the sociologist carne with very strong points that what is bizarre is 

decided by the community and this bizarre behaviour varies from community to 

community. Therefore, one should take great care in knowing from the community as to 

what actions they consider bizarre and whether they consider these actions as those of the 

mentally ill. 

192 



It was also pointed out by the sociologist that many of the symptoms are mainly 

related to poverty, for instance, in villages where there was no scope for employment, 

most of the people are sad, isolated, suffer from lack of sleep and the men folk somehow 

manage to borrow some money and get themselves drunk. Therefore it was pointed out 

that many of the symptoms of mental- illness wereare so prominent in many communities 

arising out of poverty which should not be mistaken for mental illness. The persons 

engaged in identifying the mentally ill through the registers of psychopathology should 

be warned to differentiate between those resulting out of poverty and those out of mental 

disorder. The team then decided to engage sociologists in the project to bring about 

correct information from the community. 

The maIn methodology followed In the study was group discussions. The 

sociologists made several visits to the villages and conducted group discussions on 

mental illness, the problems that those affected by mental illness faced. The villagers 

were asked to identify those with mental problems and what they thought about their 

behaviour, cause of their problems, remedies, etc. These discussions were all recorded. 

Initially, the group was hesitant to talk about the mentally ill. The researcher started the 

discussions tactfully illustrating different kinds of problems in the society, asked 

questions on evil spirits, ghosts, etc. Then on, the group got interested and started 

contributing much information on mental illness. The research group also tried to get 

information on the various terms and names used by the community members to describe 

the mentally ill. It was very interesting to note that there were many names given to 

those who were considered as having mental problems and the names given depended 

upon the intensity of their illness. Those individuals with fewer symptoms were 

considered very harmless. However, many individuals were identified to be possessed by 

evil spirits, ghosts, etc. The reasons for the same were attributed to the occurrence of 

unnatural deaths in the village. It was very interesting to observe that many of the 

registers of psychopathology as listed out by the professionals were rejected by the 

common people. They considered those individuals who refused to go for work and 

those who exhibited much laziness and lethargy in activities as affected by mental illness. 
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Many symptoms like hallucinations, possessions, altered talk, feeling of persecution, 

fears were all attributed to the influence of evil spirits and ghosts. 

The behavioural descriptions were presented to the individuals of the community 

and then asked to identify whether they were aware of anyone in the community with 

these problems.-Dne of the members in the group identified a person in the community 

and a discussion took place among the group as to what exactly the problem the 

individual faced. The researcher then prompted the group to decide on what the intensity 

of his illness was. It was very interesting to observe how the group gave the affected 

person a label along the scale of different kinds of mental illness. 

As for as remedy to the problems of the affected individual the groups opted to go 

to the 'Pujari' who invariably identified it as an ill effect of a spirit, 'dosha'. The family 

of the affected individual was asked to perform certain rituals to nullify the evil effect. 

The next visit was to the Sorcerer who was considered as an expert to drive away the evil 

spirit. If there was no improvement, then they would go to the mosques. When all these 

attempts failed they approached the Doctor. In most cases it would be a General 

Physician who then referred the case to the Psychiatric Department in the Government 

Hospital. 

Staff Experience with the Patients 

Violence erupts among the patients especially when they experience too much 

stress. Once the instructor at Dee experienced violence from a female patient. The 

instructor was shocked to get such a response. Later on, she understood the problem and 

learned to accommodate to the patients' behaviour. She remarked, 'once an individual 

takes up a job as a caretaker for the mentally ill, he/she has to anticipate different kinds of 

behaviour. Whenever the patients are restless and frustrated, they are prone to be violent. 

Often they are highly suspicious and think that people are harming them'. 
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One of the social workers commented that working with the patients is a big 

challenge. He observed, 'Violence is not an every day affair. The patients are constantly 

observed and if any client is found to be symptomatic, appropriate care and counselling is 

given. Every day is filled with anxieties, stress and tension. These problems are part of 

the profession and these crises situations help us to learn and understand them more'. 

The instructor who monitors the male patients explained that he was very frustrated 

with his work. He observed, 'I see the patients improving day by day and also see them 

get back home but to see them back with a relapse is so frustrating. That is when I get so 

disappointed with the profession. I feel so helpless that whatever efforts were made had 

gone to waste. Everything had to be started all over again to get the patient back to 

normalcy. This cycle goes on. Though the profession gives much of satisfaction, it is 

also equally disturbing and frustrating'. 

A Psychiatrist commented 'the area of mental health has so many uncertainties to 

work with. Unexpected events occur. In most of the occasions, the patients co-operate. 

They desperately need our care and attention. Crisis situation helps us to learn a lot'. 

Another social worker felt that work with the patients become easier, when they 

co-operate. An instructor observed that each day is a struggle to get the work done by the 

patients. It is very difficult to understand their moods and to teach them. 

At RMS, the staff members face certain specific problems working with the 

patients. Whenever the patients are in a violent mood the staff have a tough task in 

getting them back to normalcy. Sometimes this violence is directed only at a particular 

staff member and the entire team has to efficiently handle the situation to get the 

relationship of the client with the staff member back to the normal. Sometimes when the 

patients like the therapist they end up sharing personal problems with the staff member 

and as a therapist he cannot go too far in handling the problems. The therapy staff can 

thus help the client handle his problem but cannot take full responsibility for solving the 

problems in themselves. 
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Yet another problem faced by the staff is that of transference. One of the staff 

members narrated an instance of transference wherein a female patient got attracted to 

one of the male staff. The client frequently had sessions with the staff member. She 

liked attending his therapy sessions and this made her attend frequent sessions. This had 

to be tactfully handled by the staff so as not to rekindlellny'-episode'- in-the client. 

However, this was a very stressful experience for the staff member and also a very 

disturbing effect on the client. These kinds of situations are very sensitive for both the 

patients and the staff. This has a lot of repercussions on the mental status of the patients 

and therefore, requires very effective management from the staff. 

Another problem that arises in the organization is that of managing the male and 

the female patients. [n one instance, two patients of the opposite sex got attracted to each 

other and decided to marry. This is a very tricky problem. Marriage as such is a stressful 

event for those affected by mental illness. It is doubly so when both the people involved 

are affected by illness. In this case, the staff had a tough time in convincing the two 

patients that they cannot marry. The patients underwent lot of mental disturbances and 

ultimately the male patient left the organization. This solved the problem to a certain 

extent. These kinds of problems often rise in a mental health set up and the staff 

members have to be very tactful in dealing with them. The RMS staff members have 

been generally successful in solving these problems. 

The field of mental health reqUires very skilled persons to treat the patients. 

Trained Psychiatrists have to be attached to the organization and this requires a great 

amount of money as salary for skilled persons, - so that they may stick to the job. 

According to Meera, "Income is not so crucial for me as my husband's income is enough 

to run the family. So I can afford to take a low salary. But it is very difficult to get 

experienced Psychiatrists since everyone wants to make lot of money and very few are 

service minded. She criticises those organizations that run without skilled persons. The 

field of mental health requires a resource intensive approach and needs to have qualified 

professional staff and has to do away with unskilled workers". 
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Conclusion 

The three organizations are unique in their patient care. They do have similarities 

in their strategies of care and rehabilitation of patients. However, their foci differ. MRF 

runs more on a long-term basis in both the areas of day care and rehabilitation. MRC 

focuses on a short-term care and rehabilitation. RMS has a combination of both short­

term and long-term care and the patients have more options. All the three organizations 

cater mostly to higher and middle-income groups. Few from the lower sections of the 

society do avail their services at a subsidised cost. 

The programmes for the patients differ a great deal from one organization to the 

other. MRF has a professional staff giving patients psychiatric care and vocational 

training by experts in the fields in order for them to be rehabilitated. Every patient is 

trained in some working skill that is expected to help him or her in the long run. On the 

other hand, MRC concentrates on group therapies to strengthen the survival 

communication within the group and living in a group. They believe that communication 

therapies can help a great deal to get the sufferers back to their families and lead a normal 

routine. RMS focuses more on socIal skills and training that enables the patients in 

leading an independent life. The patients learn to be on their own which would help them 

to get back to their families and lead an independent life. The therapies at MRF are more 

professionally based and their dependence on the volunteers is less. In Contrast, at MRC, 

volunteers handle all the sessions. At RMS, the experts in each field handle the therapies 

and there is less involvement of psychiatrists and psychologists. Daily routine for the 

patients also differs. At MRF, there is less involvement of the patients in the 

maintenance of the organization. There is partial involvement of the patients in the 

activities of the organization. At RMS;there is total involvement of the patients in all the 

activities of the organization. Each one of the organizations has been successful in 

achieving their objectives with their different approaches. Families of the patients are 

involved in all stages of care and treatment. 
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Patient care in the three organizations follows unique patterns, which end in 

dIfferent results according to their philosophies. IMRF has been very successful in tenns 

of vocational training and long-term rehabilitation. The positive traits of the organization 

are the presence of the psychiatrists and professional vocational training instructors 

throughout MRC has been very successful in providing short-tenn rehabilitation with its 

team of volunteers and a few professionals. RMS has been very successful with its 

effective therapies working on the principles of therapeutic community on the lines of 

both short-term and long-tenn rehabilitation. 
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Voluntary Organisation as an Open System 

Input Int. Environment Target Group Output 
Psychiatrists Patients Care 
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Professionalisation of the Mental Health Care Professionals 

The psychiatry profession originally dominated mental health care. The approach 

was purely uni-disciplinary and gradually it saw the entry of the other professionals. 

The psychologists were the earl,)' additions assisting the psychiatrists in psychotherapy 

and in application of psychological tools. The later entrant were the social workers who 

played a major role in taking case histories, giving more emphasis ion the social 

background of the ill individuals. The hospitals have been dealing with the mental illness 

problem with this team of professionals. Voluntary organisations have gone some more 

forward in recognising the need to incorporate the expertise other professionals such as 

sociologists, anthropologists and other therapy experts like those of dance, drama, yoga 

etc. This multi-disciplinary approach has proved to be very useful in tackling the 

problem of mental illness. 

It can be seen that the transition from uni-disciplinary to multi disciplinary 

approach has not been a very smooth one. There have been clashes all along. Inn the 

three vas selected in the study, it can be seen that one of them has been very successful 

in the multi faceted approach and the professionals have been discharging their duties 

satisfactorily (RMS). On the other hand there are still problems of professional 

supremacy of the psychiatrists in MRF. At RMS, sincere attempts have been made to 

integerate the expertise of different professionals. As such one can see that some staff are 

unhappy that they are forced to play submissive roles, leading sometimes to frustration. 

Definitely, multi disciplinary approach is proving to be very effective in the care of the 

mentally ill. 



ehal'tl'l" Six 

VOLUNTARY ORGANIZATIONS AND PATIENTS' FAMILIES 

The mcntal illness is essentially expressed in terms oCthc inuiviuual's inability tl) 

objectively assess the interactional situations and respond to it in a socially 

understandable manner. This inability affects firstly the individuals' relations with 

hislher family members and, in the long nm, the society, in general. The problem of 

"stigma" which has been mentioned by most students of the phenomenon, is not only 

suffered by the individual but to a considerable extent by the family members as well. 

Because of the enormity of the problem (see pages 1,2, Chapter One), the 

Government in India is not able to handle many of the crucial aspects of the problem. 

Invariably, the voluntary organizations and private clinics have had to step into the 

vacuum. The following strategies have been adopted by the voluntary organizations in 

involving the family towards the care of the patients. 

I. Contact the fami Iy members of the patients and make them aware of the facilities 
available for counselling and care. 

2. Counsel them on the right approach to deal with the ill member of the family. 

3. Supplementing and complementing the facilities provided by the government 
organizations. 

In India, the mentally ill and their families face lot of problems because of the 

social stigma attached to mental illness. The problem of mental illness is understood in 

very mysterious and strange terms and most fear about mental illness. Beliefs, myths and 

attitudes are so much impinged in the cultural practices of the Indian society. Invariably 

most of the families especially the rural families approach astrologers, faith healers, 

temple priests to find solution to their wards' problems. Only when they do not see many 

results, they approach the professionals. These have a direct impact on identification and 

treatment of mental illness. Against this background of ignorance, stigma attached to this 

disease and the various magi co-religious beliefs and practices, the Indian society is facing 
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even more a serious problem namely the transition of family structure, which is posing 

threats for the care of the mentally ill. 

Family has always been the nurturer and caretaker of the individual member in 

the Indian society. Linkages between family system and health care are many and there 

is empirical evidence to show that at every stage of illness, family plays a crucial role in 

understanding the illness, deciding on medical help, coping with the sick member and 

caring for them in chronic stages. In a country like India, where there is a shortage of 

mental health care facilities, families represent a tremendous resource for the care of the 

mentally ill. According to Menon and Shankar (1993), the need for family intervention is 

not only to optimise the recovery and functioning of the patients, but also to alleviate the 

tremendous burden faced by the families. Many innovative approaches have been 

developed by the voluntary organizations in this direction. 

Falling sick involves the whole family. It affects the well being of not only of the 

patient but also of the whole family by disrupting the normal routine. Depending on the 

nature and severity of the sickness, the family is required to mobilise its internal and 

external resources to cope with the crisis. Family members can provide physical and 

emotional support to facilitate the patient's recovery or perpetuate the illness by their 

inability to deal with the illness. Family treatment and care are important factors for 

successful coping with many diseases. Kleinman (1981) reports on the basis of a study 

conducted in India and China that more than 80 per cent of all sicknesses were managed 

within the family and its extended network without resorting to professional help from 

outside. 

With the change in the family structure and functions, the families of the mentally 

ill are seeking for alternatives in providing care for their afflicted family members. Pious 

statements about the wonderful Indian family are questioned against the background of 

social change in the society. 
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Mental illnesses have existed for a very long period and the families and the 

communities have coped up with the same. The families do cope up with the burden but 

in a country like ours with the prevalence of so many socio-economic problems, taking 

care of a sick member poses a strain on the families. Many studies have reported that 

there is a heavy burden on the families in taking care of the mentally ill member. Studies 

have shown that living in a family environment has a favourable effect on the 

improvement of the mentally ill member and also a negative effect if the family 

environment is hostile and critical, which lead to relapse in the patient's condition (Brown 

and Birley et aI., 1972). 

The staff of the voluntary organizations stress on the empowerment of the family. 

They work towards the re-integration of the mentally ill member. According to them, the 

primary goal of psychosocial rehabilitation in mental health service is the re-integration 

of the mentally ill in the community. Therapeutic community approach facilitates by 

treating them in a community atmosphere thus helping the mentally ill rebuild their skill 

in living in a community (RMS). 

The experience of the staff in the mental health field has shown that multiple 

therapy that includes drugs, individual therapy, family therapy and occupational therapy. 

seemed to bring about more improvement among the mentally ill. 

This chapter deals with the changing family system and its impact on the mental 

health of its members. It also analyses the role of the families in mental health care and 

the ways by which fami lies could be involved in treating the mentally ill persons. In this 

regard, the role played by the voluntary organizations in involving the families in 

treatment and care of the mentally ill is described. 

Changing Family System 

"Our society has created the myth of the broken home which is the source of so 

many ills and yet the unbroken home which ought to havc broken is an even greater 
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source of tension" (McGregor and Griseld Rowntree-The Family, 1968, cited in Kapur, 

1992) 

Family life is undergoing periodic changes with the advent of industrialisation, 

urbanisation, changing values and norms in the society. The lraditional peasant family 

has given way to a modem family style, which, in tum, is paving the way for post modem 

family style. This transition of the family system poses new challenges in the field of 

Medicine and Sociology. 

Shorter (1975) observes, "In contrast with the modem family which emphasised 

close affective ties between mother and adolescent children and lifelong companionship 

between spouses, the post- modem family is characterised by a diminished parental role 

in child care, by the highly eroticised nature (and consequent fragility) of the ties between 

the spouses and by the withdrawal of the family unit from generational and community 

ties". In contrast with the modem couple, which tended to see the family unit as a larger 

social building block, the post-modem couple see marriage as a means for extending their 

own self-actualisation. 

In India, family has always played a very important role in nurturing its members, 

by maintaining intl!r-pl!rsonal rdation between the ml!mbers, facilitating for adequate 

interaction among its members, always trying to understand the needs of its members and 

helping each member to protect, nurture and rebuild the individual ego. Indian families 

are looked upon as units which have role definition, - flexible and compassionate. 

The traditIOnal family system with its own norms, ethics, and role definitions 

acted as network between members of the society and the needs and urges of the family 

members were taken care of. The family system thus knit the society as a whole. Family 

has always been relied upon as a therapeutic resource. 

In the Indian scenario, there have been tremendous changes in the family system. 

The changes started occurring when urbanisation became rampant, giving rise to shifting 
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of families. Many joint families broke up because of jobs available in the cities, leading 

to nuclear families. Education had its impact on the families, especially women's 

education, which led to many changes in the role of women in the families. 

Women, who always played the major role in nurturing the children, are taking up 

new roles now, by going out of home for education and jobs. Women have too many 

roles to perform, which has led to role conflicts. The effect is on the family, more on the 

children, for now these children lack care and love from mothers because of the changing 

roles. There is much tension and turmoil in the families of working couples. To ease the 

tension, the work previously done by women in the traditional family system, is being 

done by others who are paid for jobs like cooking, caring for young ones, etc. 

There is now an increase in the number of women gomg out for jobs and increase 

in the number of nuclear families which have, in tum, led to the increase in the number of 

day care centres for children, hostels, etc. This has led to an increase in marital problems, 

youth problems, crime, suicide, and depression among women due to over stress and 

among youth due to frustration because of lack of care. Psychiatric problems are on the 

increase day by day as the family is gradually losing its grip over the individual member. 

The inter-personal relationships between members are gradually changing from 

intimate, personal, informal to indifferent, impersonal and formal relations. The marital 

harmony is being replaced by marital discords. Happy childhood is being replaced by 

unhappy and unmemorable childhood. There IS a lot of frustration among children and 

youth because of pent up feelings and emotions unexpressed due to lack of parental care 

which is a result of the busy urban way of life, leading to psychiatric problems. 

Impact on Mental Health - Evidence from Other Studies 

Socially isolated individuals are more likely to become symptomatic or to 

somatise. (Shorter 1992). Lipsonki (1987) defines somatisation as "tendency to 

experience and communicate psychological distress in the form of somatic symptoms and 
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to seek medical help for them". West (1986) observes that loneliness is linked with 

reported feelings of ill health, somatic distress and visits to physicians as well as physical 

disease." Patients with interpersonal problems were found to have a significantly great 

number of hospital admissions, high rates of surgery and greater rates of visits to the 

family physician when compared to controls (Brennan 1981). Stress of coping with 

isolation is suspected to produce medical symptoms. The jarred expectations in an 

individual's intimate life produces depression, which explains for those couples suffering 

from depression because of marital discords. It is also found that wives whose husbands 

do not participate in household activities suffered from depression, which explains the 

psychiatric problems faced by the present day working women. (Cited in Sawa 1992) 

The cause for mental illness is still a debatable topic in psychiatry and it is always 

found to be a combination of various causes. The various social causes that lead to 

psychiatric problems are unhappy childhood, improper socialization, no proper parental 

care, marital discords, separation, divorce, death of an intimate person, trivial life events, 

family stress, lack of love and affection, etc. 

Thus, apart from other causes the situation in the family acts as a cause to 

problems like depression, suicidal tendencies and relapse in patients aillicted from 

schizophrenia the most severe form of mental disorders. Hence, it is found very essential 

to take the social unit of family seriously and involve them in different phases of mental 

health care system. 

Family System Theories and Health Care 

Various family system theories have treated family as a social unit and addressed 

family factors that influence health care from four different perspectives, viz., 

1. Family as a resource for the individual coping with medical illness by serving as the 
primary referent and support group for family members of the ill member. 

2. Role offamily pathology as a contributing factor in the development of the illness, -
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the 'psychosomatic family' model proposed by Minuchin et. af., (1978) suggests 
that characteristics like enmeshment, rigidity, parental over-protection and lack of 
conflict resolution in the family produce sickness conditions to the vulnerable sick 
member. 

3. Family characteristics influence relationship with health care delivery system. The 
assumption is that health care systems are themselves fixed entities and variability in 
utilization of health care system can be understood as attributable to either individual 
or family level characteristics. 

4. Family factors as determinants of differential clinical courses and specific illness. 
This perspective looks at the role of the differential response patterns of families to 
the challenges of acute and chronic illnesses as they influence the subsequent courses 
of the illness. 

These theoretical perspectives have thus addressed themselves to various issues 

like how inclusion of the family unit permits implementation of more effective preventive 

measures, issues of diagnosis in the patterns of morbidity and role of the family In 

treatment and rehabilitation in chronic cases. 

Role of Families in Mental Health Care 

A lesson learnt from all family theories is the notion that the isolated individual 

devoid of social context, the proto-typical patient in medical training does not exist in 

nature. Individuals in all cultures are born into families and most spend their lives 

interacting with family members. Even a socially isolated individual can be defined in 

terms of lack of supportive family. "We derive from our families of procreation our adult 

identities and our primary social support. Every person then is both a unique self and 

representative of an intimate social group" (Mead, 1934). 

Families are inherent and inevitable participants in the prevention and treatment 

of diseases and health problems are commonly viewed as belonging to individuals. 

Doherty and Baird (1983) have referred to the therapeutic 'triangle' in all health care, the 

notion that family is always a third party to health care encounters between individual 

patients and health professionals. Families have found to be the primary source of 

205 



health-related behaviour patterns, of the critical assessment of individual's health 

problems, of the decision to seek medical care, of health beliefs and attitudes influencing 

compliance with medical regimes and of social support for chronic health problems. 

(Christerseely (1984); Doherty and Campbell (1988); Litman (1974) cited in Sawa, 1992) 

Role played by family is very crucial at every stage of the health care system 

starting from maintaining the health of the individual members, where various beliefs and 

practices are followed to prevent the members from health problems. Its members within 

and outside make this possible, where interaction and encounter with the outside world 

play an important role. 

Family stress also plays a crucial role in the disease onset/relapse of its members. 

Many studies have shown that the family stressful events predict physician's visit and 

hospitalisation. Family stress precipitates relapse in persons aillicted by chronic disease 

such as Schizophrenia following hospitalisation. 

Yet another role of family is the role-played in verifying and legitimising an 

individual's sickness in explaining why the individual got sick and in deciding whether 

medical advice is needed or whether the matter should be handled within the family or by 

a family network. 

Once the illness is diagnosed, the family response to the illness is very important 

in terms of caring and helping the sick member. If the illness is chronic, it calls for 

adaptation and re-organization in the family to promote the continued recovery of the 

sick person and simultaneously maintain its ability to nurture other family members and 

maintain its place in the community. Families' capacity to adapt and re-organize to 

facilitate a chronic ill person determines the crucial factor in long term care of the 

mentally ill person. 

Family processes, relations and memberships influence individual health status in 

many ways by means of their Resources and support, health related habits, values and 
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beliefs, communication, information filtering, belonging and purpose, moods and 

emotions, internal environment, self-sacrifice and co-operation. 

Voluntary Organizations' Interrace with the Families 

The interaction between the family members and the voluntary organizations 

begins from the time the family members approach the organizations for help. The 

families which approach the organizations are those, whose wards have been treated or 

still being treated in Government hospitals or private clinics. The hospitals and clinics 

provide treatment for the patients on short-term basis except in the case of chronic 

patients who are taken care on a long-term basis. Once the patients recover from 

symptomatic episodes, they are discharged and advised periodical check-ups. It is at this 

stage that the family members of the patients find it difficult to manage with their wards. 

Their problems are varied. 

1. Many find it difficult to understand the illness and its related symptoms. 

2. They take for granted that the family ward is totally cured once he has been 

discharged from the hospital or clinic as in the case of other illnesses. 

3. They get totally stressed out in managing their wards as they continue to face 

traumatic situations. 

4. They suffer from lack of social network and helplessness in coping with the ill 

member. 

5. Due to stigma attached to the presence of a mentally ill member in the family, the 

families feel let down. 

6. They suffer from emotional drain and in some cases economic drain. 

Therefore, they look for a professional group that can understand their agony in 

coping with the ill member. Their expectations are to get some support in dealing with 

the ill member. Their motive is to get temporary relief in taking care of the ill member. 

At the same time, they would like to understand more about the problem suffered by the 

ill member in order for them to take care of the ill member after his! her short stay in the 
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voluntary organizations. Some families which can afford to spend more money do 

approach the voluntary organizations for long term care. This involves huge deposits and 

therefore, majority opts for short-term care or day care facilities. 

Steps Taken by the Voluntary Organizations 

L The staff of the voluntary organizations. perfonTI.a.thomugh..study . .on. the patientUJ'--__ _ 

gomg 

through all the medical reports. 

2. A meeting is held among the staff members to discuss the cases. 

3. Strategies are planned for the treatment of the patients and the families. 

5. The family members are first educated on the symptoms of the illness suffered by 

their family wards. 

5. Coping skills are taught to the families on the ways to deal with their particular wards. 

6. Families are involved in the therapies and treatment programmemes. 

7. Regular feedback is taken from the patients to assess progress of their wards. 

8. The various approaches handled by the organizations towards rehabilitation of the 

patients are oriented to the family members. 

The voluntary sector has come to the rescue of the families of the mentally ill by 

starting half-way homes, creating a therapeutic community where one can help an 

individual to remain a social being by taking more responsibility for himself, keeping in 

communication all the time. They help the mentally ill person who is cut off from his 

natural place in the community, by acting as a therapist in helping him to find his own 

place back in the community. Some of the persons who had set out thus to travel from 

their home to enter mental hospital may find in the half-way home an opportunity to re­

consider their family and with community's help, care and understanding find its possible 

to tum back to their home. 

The voluntary organizations are doing admirable work in this field by providing 

education about mental illness to the masses, providing care for those afflicted by 

208 



mentally ill at no-profit basis. providing counselling for those afflicted by the illness and 

their families, forming social networks of parent groups, self-help groups, following up 

the patients treated by them, helping the families to cope up with their wards, educating 

them and training them in coping skills, training the afflicted wards in social skills, 

vocational skills and in rehabilitating them back in their families, Many are settled in 

independent jobs, thanks to the efforts of the altruistic services rendered by these 

organizations, Apart from these organizations there are also a few who have tried to 

make fast bucks by deceiving the innocent victims of the mental illness 

Formal family therapy in India was first started in the three major hospitals in 

Amritsar, Vellore and Bangalore, The introduction of the family intervention techniques 

brought a positive effect on the attitudes of the families towards the mentally ill and also 

made them more informative on mental illness, However, there was a major limitation, 

namely, the programmeme could not be replicated in diverse settings and it required the 

families to stay in the hospitaL 

Family intervention programmemes of the voluntary organizations focus on many 

two issues, viz., 

L to Facilitate and optimise the family involvement in the rehabilitative process with the 
client and 

2, to alleviate the burden faced by the family while caring their ill relative, 

According to one of the organization staff, working with the families involves a 

three-stage approach and calls for close family-professional interaction where both 

assume complementary roles, The first two stages involve planning and the third stage 

involves implementation, In the first stage, the resources of the families are understood 

viz" the financial resources, the social support enjoyed by the family and emotional 

support offered by the family to the patient This helps the staff to understand the coping 

skills of the family and plan a programme me accordingly to improve their coping skills 

and strategies to cope up with the burden of taking care of the ill member. For instance, 
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if the family owns a busine~s or an enterprise, the staff attempt at rehabilitating the 

patient in the family business which would be less stressful to the patient. 

The second stage involves a hierarchy of interventions to be chosen for instance; 

there may be many factors involved, these could be a) patient, b) family or c) service 

delivery related. These factors playa great role in deciding the form of intervention to be 

given to the families. Patient-related factors pertain to the condition of the patient. The 

interventions planned for the families should clearly be specific to the patient's conditions 

and hence, the symptoms of the patients have to be understood. For instance, the 

intervention module for a family with a patient suffering from delusion or hallucination is 

different from one suffering from suicidal tendencies or one who is very inactive and 

dull. So, the patient's symptoms have to be understood. 

Similarly, families also differ in varying degrees in terms of education and 

economic status and the attitudes towards the patients. The module differs accordingly, 

for instance, a family with education could be dealt with written material whereas the 

family with no education has to be dealt with in an oral fashion and needs to be 

constantly educated informally whenever the family visits. A supportive family that 

understands the situation of the patient needs to be given psycho-education whereas a 

critical family needs in-depth intervention with more information about the illness and 

also needs to be involved in a relatives group or self help groups where the families meet 

and share their burden. Lastly any intervention programme needs two vital factors, viz., 

time and personnel to implement the modules and to get good results out of the same. 

The stage three involves the implementation of the modules of intervention. 

These intervention modules used by the organization are innovative and exploratory in 

nature and modifications and improvements are taking place with more experience in this 

field The major stress by the organization is on giving information to the families about 

the illness of the family member, - psycho-education. 
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Psycho-education is the basic step to any intervention programme and this is done 

both in structured and unstructured manner. The structured family duration 

programmeme represents one modality in information dissemination and is offered to 

families who have at least qualified secondary level of schooling. The organization 

conductsthisprogrammeme on one day involving about ten families. The programmeme 

is a multidisciplinary educational programmeme involving three aspects of the illness and 

is handled by a three-member team consisting of Psychologist, Psychiatrist and the Social 

Worker. The format of presentation is both didactic and interactive with extensive use of 

audio visual aids. Families are encouraged to share their experiences in coping with the 

patients and successes and failures faced by them in dealing with their members. 

In the first module, the Psychologist deals with the signs and symptoms and to 

made to understand the case histories of the members of the families by discussing the 

meaning of the symptoms. This helps the families to empathise with the patient's 

conditions. The second module is taken up by the Psychiatrist, which involves the 

aetiology and an overview on management issues. The families are expected to share the 

problems faced by them by managing their wards. The importance of strictly following 

the medicinal regime is stressed, besides the need to control one's own behaviour 

responses to avoid aggravation of the patients' behaviour. The third module explains the 

concept of rehabilitation and is handled by the Social worker where the positive role of 

the families is stressed. 

The staff of the organization reacted to the family education programme thus. 

According to them, 

1. the families have to be educated frequently and systematically, as the families do not 
retain the knowledge gained for a long time; 

2. families welcome these educational programmes and are enthusiastic in sharing 
their problems and experiences; 

3. professional staff gains lot of input about the family coping skills during the course of 
interaction; 

4. during these sessions families seek help from the professional on various problem 
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areas; and 5. these programmes serve to sensitise the families to involve in depth 
intervention. 

All the staff agreed that this could be implemented only in those families with at 

least basic secondary school education. Those with no basic education had to be dealt 

only by non-structured family education programme which is imparted by the following 

ways VIZ: 

L non-fonnal discussions with families, single or in-group; 

2. use of audio-visual and electronic media to educate the family members; and 

3. use of charts, pamphlets and booklets as educational materials. 

These non-structured programmes are aimed at problem solving and enhancement 

of coping strategies. As problem-solving is based on the attitudes and attributes of the 

patient's behaviour held by the family, this is taken mto consideration in developing the 

module. 

Problem-solving approach involves handling in different stages. Initially the 

problem and the objective or goal is defined and then redefined and sub optimal goals are 

identified. Then the group identifies strategies for each sub-optimal goal and these 

strategies are reviewed and refonnulated. The families are explained in detail about 

solving their problems by illustrating life experiences. These help the families to deal 

with problems and crises situation. 

Another approach used by the organizations to solve the problems is through 

relatives' groups, wherein six to seven families are invited to share their problems with 

each other. The experiences of the families, successes and failures, are shared and 

discussed by which the families learn the pros and cons of different situations and how to 

handle the same. Yet another approach is through therapeutic dramatics or role playing 

wherein the staff and volunteers of the organization take up different roles of the family 

members and the role of the patient and enact day-to-day life situations projecting the 

problems and difficulties faced by the family members. They also depict the difficulties 

faced by the family members and offer suggestions to solve problems. The message 
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delivered by these plays is that any kind of undesirable behaviour of the patients could be 

corrected with the right approach. 

Support activities are yet another form of intervention programme offered to 

families. These support activities are of three kinds, viz., 

l. child support, wherein the children of the mentally ill are given financial support 

in education by way of buying books, paying fees, etc; 

2. formation of self-help groups, which enables the families to get together, interact 

and share their problems with each other. This serves as learning experience for 

the families attending the session; 

3. referral to other social welfare agencies, The organization refers the mentally ill 

individual or one of the family members to other welfare agencies for seeking 

employment which would help the families to improve financially. 

The voluntary organizations have fully realized the importance of the 

involvements of the families in all stages of treatment and rehabilitation of the mentally 

ill. Family sessions and family therapy help in a long way to understand the problems of 

the afflicted individual. Family therapy is found to have remarkable effects on relapse 

rates and rehabilitation among the schizophrenics. Family therapy involves psycho­

education, aiming at: I. providing adequate information to the family members;.2. 

improving the coping skills of the family; 3. expanding the social network of patient and 

hislher family; and 4. establishing empathic interaction with family members in dealing 

with the problems. 

Psycho-educational interventions play a great role in providing adequate 

information to the family, enhancing coping skills and increasing their social network and 

multiple family groups. Many therapies like family crisis therapy, individual support 

therapy, relatives group therapy, behavioural family management, family psycho­

education, psycho-educational multiple family group are now prominent therapies which 

have for their target the social unit of their families. 

213 



Family Interventions 

Families coping with patients afflicted by psychiatric disorders especially 

schizophrenia are faced with many problems. First of all there is lack of knowledge 

regarding mental illnesses, which delays the identification of the illness in the patients. 

There is a great delay in approaching for medical help. This. problem is applicable to all 

socio-economic classes irrespective of educational levels of the families. In the lower 

socio-economic classes, where there is lack of network, lack of correct information, the 

problem of identification of the problem is more severe. 

Family Counselling and Psycho-education 

Counselling and psycho-education help a great deal in solving many problems 

suffered by the mentally ill and their families. The following case illustration explains 

how the intervention of the organization staff through counselling and psycho-education 

helped the family members to accept their ward's condition, helped in providing social 

support for the patient and thus, prevented relapse. 

ease2S 

Malini belongs to a high-income group. She has been a very loved child 

during her childhood. The family members noted drastic changes in her after her 

mother gave birth to a baby son. The changes in her were taken more as a feeling 

of depression due to the presence of the new born. Seldom did the family 

members suspect any mental illness. They took her reaction to be very normal. 

But her condition during her childhood disturbed the parents. She had the 

tendency to go around young boys, get involved in love affairs. The family 

members did not take her behaviour to be anything serious or problematic. They 

did not approach any doctor or a Psychiatrist. According to the family members, 

the symptoms exhibited by Malini did not suggest that she could be suffering 
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from any kind of mental illness. The parents did not suspect the same. In most of 

the cases, these kinds of mental and emotional disturbances are taken for granted 

by the family members and as such medical help is delayed. Thus, the delay in 

identification creates a delay in treatment and hence, a delay in recovery. The 

problem is recognized as a problem only when it attains severity, for instance, in 

the above case, Malini after an episode of being cheated by her lover, tried to 

harm herself by cutting with a blade and also tried to end her life by hanging. 

This was when the parents took her to a Psychiatrist. He diagnosed her to be 

schizophrenic and as suffering from the disease for many years. 

Schizophrenia is a very threatening, confusing and unpredictable illness. The 

family members are mostly unaware of symptoms of this illness and most often mistake 

certain symptoms to personality defects or character traits. They are unaware of the 

extent and causes of the mental disruption and aberrations that are besieging their ill 

relative. To the families, diagnosis and treatment often appear mysterious and sometimes 

arbitrary and erratic. They feel uninformed and unguided by clinicians. All these are a 

result oflack of knowledge and myths about the mental illness. 

In the above case, the family members have had a long struggle of admission and 

re-admission in hospital wards. In order to find a more practIcal solution to the problem, 

they approached RMS. Since the family belonged to a highly educated class, the 

therapeutic community staff at RMS found fewer problems in talking to the family 

members. But since the family had a highly sophisticated background, it had other 

typical problems of a very rich family. The patient's closest family members were her 

brother and a paternal aunt. She lost her parents at a very young age. The staff identified 

the problem faced by the family. They felt the family lacked a social network and the 

patient needed social support. 

The staff felt that the major problem the patient suffered was loneliness as she 

was forced to live alone in a house. Her brother was married and settled in a different 

place. He was in the navy and was on constant travel. The loneliness suffered by the 
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patient led to depression, self-destruction and suicidal tendencies. Therefore, the patient 

suffered frequent relapses. The organization staff felt that the major strategy to be 

adopted in this case was to talk to the closest family members and build a social support 

base for the patient. 

The brother and aunt who was the 10caLguardian were called to theorganization.... 

for discussion. The staff found that the brother was not in a position to take care of the 

patient, except that he was prepared to shell out money. The aunt categorically declared 

that she couldn't take care of her niece on a long-tenn basis as she felt she was under 

risk. The staff had to explain to the families that the patient was very vulnerable to their 

attitudes towards her.· She deserved more care and love in order to get rid of her 

depression and loneliness. The family members were made to understand that their 

attitudes towards the patient detennined to a great extent her recovery or relapse. They 

were made to realise that giving money and luxury were not enough for her to take care 

of herself. What she wanted was a supportive family to reduce her problems of 

depression and loneliness. 

The family members were invited frequently for counselling and education. They 

were made to sit through the therapy sessions in order to understand the patient's 

behaviour. After the sessions the family members' feedback was taken and the staff and 

the family members held discussions about the case. In the process, the family members 

felt clearer about the patient's condition and offered support to her. Since they could 

afford the money they decided to put her on a long-tenn basis with the organization. The 

organization made it certain that the family members would offer social and moral 

support to the patient apart from financial support. 

This is how the staff integrated the patient and the family members by educating 

and counselling the family members to accept the patient's condition and offer support. 

The staff transformed the family members from a tendency of abandoning the patient to 

acceptance of the patient. This not only helped the family members but also the patient 

to find a permanent solution. 
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Involvement of the Families in Family Support Groups 

Family support groups help the afflicted families to bring out their problems in a 

group and find solutions for the same through the experiences of other families in the 

group. Family support groups are very effective in educating the family members on the 

symptoms of the illness suffered by their wards and coping skills-required to deal with 

the afflicted member. 

Case 26 

Kamala belonged to a middle class family and was always a very soft­

natured person and light-hearted, never took studies seriously. She was a very 

pampered child by her parents and brothers. They had lot of property and spent 

lot of money on her. She was very well cared for and she was a spoilt kid. 

During her adolescent age, her mother noticed some odd behaviours like being 

sexually perverted, reading books on sex. Her mother was a little ashamed and 

shocked to talk about this to the other family members or to doctors. In her early 

twenties, she was shown to a physician who referred her to a psychiatrist. The 

family members felt very scared to go to a psychiatrist, as they feared about the 

consequences. So, they decided to marry her off spending a lot of money, so that 

her problem would get solved. But unfortunately, they got worsened. Ultimately, 

the marriage got nullified as the court decided her unfit for married life as she was 

suffering from schizophrenia. The family members felt that the clinicians did not 

advise them and they felt so uninformed about the symptoms of the disease. They 

felt that if guided properly, they could have avoided marriage of their daughter. 

The marriage created more problems for Kamala and led her to many suicidal 

attempts, worsening her situation. The family members expressed that they felt so 

uninformed and their lack of knowledge about the disease delayed medical help 

and they felt guilty for bringing ruin to their own child. 
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In this case, the family was asked to attend family support group consisting of 

many families suffering from the problem of coping wit a mentally ill member. This 

group helps families in many ways to understand and accept the problem of mental 

illness. 

The problem in this case was that the family members did not understand the 

problem suffered by their ward. They were not uninformed about the symptoms suffered 

by the ward. Neither were they aware of the course of treatment and care to be adopted 

in order to cope with her illness. 

The staff of the MRe made the family members understand that their ward was 

suffering from mental illness. The family members found it really hard to accept the fact. 

They held that their daughter's failure in marriage was due to her husband and her in­

laws. They could never accept the fact that their daughter suffered from an illness that 

did not enable her to be a success in the institution of marriage. 

Therefore, the family members were asked to attend family support groups, 

wherein some family members faced similar situation. An interaction with them made 

the family members realise the complexity of the problem faced by their ward. In these 

kinds of cases the staff explain to the family members different cases suffering from 

mental illness and the symptoms suffered by them. In many cases, the symptoms are 

hardly notices until a crisis occurs. Giving various instances, the staff make the family 

members understand the problem. Being in a group gives the family members a sense of 

belonging to a group suffering from similar problems. Otherwise, they feel so lonely and 

left out and sulk within themselves. 

In the family groups, each family member expresses its views and problems. 

They discuss various methods and strategies to cope with the difficult situations. The 

staff encourage them to let out their feelings. They offer various suggestions to 

overcome suffering. Discussion in a group gives lot of freedom and ventilation tot he 

family members to express freely their problems. 
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This strategy helps the stalT and the family members to tadle the probkm easIly 

The family members expressed the feelmgs better In a family group than among the stalT 

The family members expressed that they got lot of consolation bemg In the group. They 

felt easy to exchange then problems and found It useful when other members dIscussed 

various strategies of dealing with their ill wards. 

Since the staff members are also present in the group, they get instant suggestIons 

in coping with the problems. The family members leave the group sessions with a 

relieved feeling that they are not the lone sufferers of the problem but one In many. The\ 

feel much better that there is help around them. These groups are a great success and 

they fulfil the need for a social network for the Isolated families m need of help 

Self-Help Groups to Build Social Network and Overcome Problems of Social Stigma 

Social stigma attached to mental illness poses a huge obstacle to the families to 

approach help from their kith and kin. They fear socIal rejection and hence cut down 

their social network, which hinders them in providing care for the III member. SocIal 

stigma on mental illness is so strong that support and empathy is lacking for those 

suffering from mental illness unlike those suffering from physical Illness Self-help 

groups help the families to build a supportive social network. 

Case 27 

Kannan was a middle-aged man hailing from a middle class family. He 

was qualified in Technical education and got a job as a factory worker. He had 

been doing very well at his job. He had lot of friends and has always been a 

sought after person by his fnends. At home front, he was never known to be 

problematic except that he used to talk a lot on various topics. He was married 

and had children. His problems suddenly started showing up at work. His boss 

complained that he was not working properly and he seemed to avoid work. He 
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just whiled away time The factory medical department gave him medical help 

and counselling. The family was called to discuss his problem. The family 

members were shocked to hear from the factory workers that he has not been 

behaving normally. When questioned by the doctors and family members about 

his change, he simply said he has been told by some voice not to work and to 

concentrate on worship especially to reptiles and birds. The medical team 

referred him to a Psychiatric hospital and he was diagnosed as schizophrenic and 

given medication and treatment. His condition got worsened. He refused to go to 

work. He fought with all his friends. He was very problematic to manage at 

home. His wife and mother were the worst afflicted as he was very violent 

towards them. He refused to cooperate with them, did not take regular 

medication, showed irregular food habits. He would always lock himself up in a 

room to worship. The family members could not manage him and they felt very 

stressed out and ashamed by his behaviour. They complained of emotional drain. 

They cut down on their social relationship as they felt that others were looking 

down upon them and they hardly asked for any help from their kith and kin. 

Their only help was from the doctors. But at home they faced dejection managing 

the ward. They complained that they hardly got any help from their neighbours 

and relatives. Everybody feared to come near Kannan. The family members 

expressed that it was a curse that their ward was suffering from a mental illness, 

which has strong social stigma, and people hardly come forward to help. 

In the above case, the family members suffered to a great extent because of the 

;tigma attached to mental illness. The respect and the prestige the family enjoyed 

;uffered rejection from their relatives, neighbours and friends. They got their ward 

treated in a Government hospital. An admission and discharge from the hospital made 

things worse for the family members. Their social network suffered. They had no one 

visiting them and the worst hit were the ward's wife and mother. The children of the 

ward also felt ashamed to mix with the other children. 
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Though they got medical supelVision in the hospital, they still felt uncared for and 

outcaste. They approached RMS for help. The RMS staff gave them psycho education 

and family counselling to start with. Since they were in a position to grasp written 

materials, they gave them some reading material on mental illness and symptoms. The 

atmosphere in the organization made them feel more comfortable. They were asked to sit 

through various therapy sessions, which attempt at improving the behaviour of their 

afflicted individual. 

The family members were counselled by the experts on the course of action to be 

taken to deal with the individual. Instead of sulking within four walls of their house, they 

were encouraged to participate in self-help groups to understand and tackle their 

problems better. The problem, which seemed so confusing and threatening to them 

looked much simpler and easier after attending family sessions at RMS. 

During these family sessions, the staff ensure that the families feel cared for. The 

staff spend lot of time with the members patiently and listen to their problems and 

complaints. In this case, the family was totally isolated from family network and as such 

most of their feelings were bottled up in them putting them in frustration. The staff 

rightly tackled this during their therapy session. The end result was a better-equipped 

family to heal with ups and down of their ward's illness. The staff's attempt in helping 

the family members and their patients during the course of stay helps in a long way in the 

care of he mentally ill patient. 

Family Counselling to Reduce tbe Burden and Improve Coping Skills 

Family members face a lot of burden taking care of the afflicted individual and 

some of them translate their complaints into outright rejection and abandonment. In the 

traditional families and peasant families, the family members take more responsibilities 

for their afflicted family member than those urban counterparts who are caught amidst 

the busy urban way oflife where indifferent and formal relations exist between the family 
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members. Family counselling helps the families to reduce their burden and also offer 

solutions to their problems. 

Case 28 

Raghu hails from a middle class family. From his childhood he has been 

exhibiting problematic behaviour like teasing girls, beating his sisters, quarrelling 

with his parents, .. etc.He nelleLshowed...interestin llisstudies .. His mother bad .. 

serious health problem when he was 14 years old and she expired. He was the 

eldest in his family and he had two sisters and a brother. His father was forced to 

marry again by his family members in order to take care of these children. Raghu 

was very upset by this marriage and always created problems for his stepmother. 

She gave birth to two children and Raghu always showed his hatred towards 

them. On his father's retirement from service, he was offered a job in his father's 

Company. He was doing well in his job and suddenly he exhibited lot of 

violence, irrelevant talk, suicidal behaviour that worried his employer and the 

family and he was advised to take rest. The family members took him to a 

psychiatrist who advised medication and hospitalisation. He was admitted in the 

hospital and returned home after a long stay. His return caused more problems to 

his brothers and sisters as he started beating them, which put everybody in 

trouble. The family members tried their level best to cope up with him. But the 

daughters-in-laws and sons-in-laws of the family totally rejected him as they felt 

he was harming the family prestige. The family members thus decided to leave 

him in a long term cares rehabilitation home. This is a typical case of rejection by 

the family after lot of humiliation from their social circle. They ultimately decide 

to abandon the ward in a home for long-term care. 

Most family members complain of economic drain, emotional drain, lack of sleep, 

depression, tension, interferences with daily life and fear of unpredictable behaviour and 

difficulties in communication and strained family and marital relationships. Some resent 
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for having become captives of the situation and also are beset by feelings of guilt, 

inadequacy and anger. 

In this case, the aillicted family member has been under treatment in psychiatric 

hospital. He has been subjected to shock therapies, frequent admission and discharges 

from hospital. The family members tried their best to cope with his illness ..... But.he-was 

totally unmanageable as they suffered verbal abuse and violence from him. Since they 

lived in a joint family, the daughters-in-Iaws of the house often quarrelled with the 

afflicted member's mother, which created lot of problems. 

Finally, the parents approached MRF for help. They felt medical treatment in the 

hospitals alone did not solve their problems. They came to the organization to put an end 

to their trawna suffered because of the mentally ill member. The staff held discussions 

with the parents of the ill members. They expressed that they could not manage the ward. 

Since they were old and dependent on their other son, they were forced to seek 

alternatives for care of the ill members. The staff felt that the parents needed counselling 

as they were so broken down. They were emotionally drained. 

Counselling helped the parents a lot as they felt that there were some alternatives 

available in the voluntary organizations to take care of their son. They felt very ashamed 

that their own family members were rejecting their son. The staff helped the parents to 

reconcile themselves. They planned a suitable shot term programme for the ill member, 

so that the parents are temporarily relieved of the problem. 

This was a typical case of a rigid family where the acceptance of the afflicted 

family member found lot of difficulties. Though the parents were willing to take care of 

the ill member, the other family members totally rejected the same. So, the staff 

suggested that the family members to let the patient attend day care and in future they can 

think of long-term rehabilitation. The family accepted the offer and the member was 

ultimately given to the custody of the organization on a long-term basis after a few years. 

223 



The staff thus solved the trauma faced by the members by their intervention 

through counselling, day care and long-term rehabilitation. 

Community Based Rehabilitation 

In contrast to the urban areas, in the rural areas where the social network of family 

is still intact, the family members decide to take full responsibility of the wards in spite of 

the consequences. They complain -of economic drain; spending"lot of money on doctors 

and medicines but not of emotional drain. The organization staff encourage the 

supportive families to take care of their aftlicted wards. The ultimate aim of care for the 

mentally ill is to find solace in their families and communities. 

Case 29 

Shankar belongs to a rural family. His parents are farmers with minimum 

landholdings. Shankar has always been a problematic child to them refusing to 

study and work. This annoyed his parents initially as he would not participate in 

any of the family affairs, keep a distance, hardly had any friends. He was always 

depressed. But he was very pious and used to spend all his time in the temple. 

Everybody in the village was sympathetic towards him. He was harmful to others 

only when they criticized him. If left to himself he was very well behaved. He 

showed violence to people who teased him. He would refuse to work and chose 

to be idle always. This annoyed his family members. During a medical camp in 

the village, the doctors advised the family members to take him to a psychiatric 

hospital. The family members were shocked initially to know that their ward 

could be suffering from a mental problem. They initially refused to treat him. 

But later with a hope of getting him to normalcy, they approached the 

psychiatrist, who advised medication and to be prepared for his condition to get 

worse. The family members were very upset but they took it as a challenge to 

take good care of him. The family members never took him as a burden and the 

villagers also cooperated a lot and they did their best for him. Though Shankar 
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continued to be the same, he received love and warmth from the villages and he 

was never ill treated or rejected by others. This is a typical instance of a family 

cushioning that is so important in the care of the mentally ill. Unlike, the urban 

set up where each individual is busy with his own priorities in life and hardly 

cares for the afflicted person. They treat the afflicted individual as burden and 

many pray that his end should come soon, as it would solve all their problems. 

But in a rural set up, where life is much simpler, the family members and the 

social circle take care to see that the individual is able to continue in the present 

state without any problems. This is the best contribution that a family and 

community can do towards care of the mentally ill, to put up with his adverse 

behaviours and care for him. 

This is a typical case of an ideal situation where the family and community bore 

the burden of taking care of the sick members. MRF ran community based rehabilitation 

in a rural area. The staff observed that the families of the mentally ill member were not 

so traumatised as their urban counterparts. In these cases, the staff of the organization 

held camps for the families, encouraging them in the effort in taking care of the 

individual. The families did come up with problems and the staff offered them 

counselling in dealing with the problems. 

Rehabilitation of the mentally ill is the ultimate goal of all those working in the 

field of mental health care. The ideal solution to this problem by the MRF staff in the 

rural areas helps many patients find solace within their own community itself thus 

preventing neglect by their own family members. 

The rural families, most of them poor, find that care for the mentally ill member is 

cheaper and simpler at home than leaving them under long term care in the organization. 

The staff focus on psycho-education and counselling to the families in order to cope up 

with the family member. This has been highly successful as the rural families rarely 

approach the organization for long-term rehabilitation. 
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Involvement Of Families in Groups to Reduce Their Hostilities and Expressed 

Emotions 

In most cases, the stress of caring for the chronically mentally ill leads to 

depression and anxiety, which leads to diminished capacity to manage the illness 

successfully, especially when unsupported by professional treatment system. 

Case 30 

Sowmya belongs to a very-pathological family. She was suffering from 

mental illness. She suffered from polio attack during her childhood that has 

paralysed her limbs. With her physical handicap she managed to study and was 

known to be brilliant in her classes. After school, her family members tried to get 

her a job of her grandfather's after his retirement by showing false papers that she 

was his youngest daughter. This annoyed her and she started behaving very 

hostile to her family members. Her father was always a problematic person as he 

was an alcoholic from his young age and Sowmya has been a victim for all his 

verbal and physical abuses. This always upset Sowmya and she tried to escape 

from the house many times. The family members were critical towards her and 

always showed resent to her actions. Her mother unable to tolerate the sufferings 

from her husband left the other two younger children under the care of Sowmya 

and let for abroad as domestic help. This brought more burdens to Sowmya and 

she started hating her parents and abused them often. She was left with her aunt 

who suffered many problems dealing with her. She ended up ultimately with 

depression and had to be treated by the doctor. Her aunt felt so victimized by the 

whole situation. She suffered from stress and could no more tackle the situation. 

She suffered criticism from her husband for bringing her mentally ill niece into 

the family. This led to more tensions in the family and the family members felt so 

helplessly caught in the situation. 

226 



Expressed emotion in the family namely the critical views of the patient 

by the family members and over-involvement, i.e. highly protective in nature has 

an impact on relapse of the illness. When the levels of expressed emotion is high, 

relapse would occur more frequently. The relapse is found to be more in isolated 

families. The reasons may be due to small social network, lackofhelp-andadvi~­

resulting in frustration of the family members leading to expressed emotions by 

way of criticizing the mentally ill member. 

This was a typical case of a critical family. They felt over-burdened and 

emotionally drained taking care of the ill member. In their frustration, they were very 

harsh and rude to the ill member, resulting in negative consequences. 

The staff identified that the family was hardly any supportive family. Therefore, 

they engaged them in a relatives' group, self help group to meet other families. This 

made them realise that their efforts in caring for the ill member was very minimal and 

also learnt that there were better ways of handling the problem. Intervention through a 

group is much smoother for the staff rather than attempting to change the attitudes of the 

family members by the staff themselves. 

Exchange of views is much easier in a group, a homogenous group of families 

suffering from a similar problem. The affiicted family felt trapped in a situation but once 

in a group they felt better to know that there were many more caught up in the trap like 

them. The staff helped the family members to gradually change their critical views about 

the patient towards more sympathetic and supportive views. The families felt happier in 

the organization as they realised that there were many who sere waiting to help them 

from day to day problems, in contrast to the Governmental organizations where beyond 

medical treatment permanent support group is lacking. Self help groups and relatives 

groups thus helped the family to get over their blues and continue their care for the ill 

member more supportively. 
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Counselling to Improve Coping Skills 

Counselling proves to be a simple solution to many problems. Th following case 

illustrates the efforts of the VO in bringing betterment to the patient through family 

counselling. 

Case 31 

Sukanya hails from a high-income family with lot of property. She lived 

in a village when she was young and after marriage settled in a town. She has· ..... 

always been a pampered child and got what she wanted. Her parents were 

affectionate to her as she was the only daughter. She had four brothers, well 

educated and settled in United States. 

During her childhood she was an adamant child and always demanded that 

everything should be her way. Except for that the parents did not notice any 

behavioural problems in her. However, her mother complained that she was a 

very stubborn child, refused to go for studies, spent lavishly and when questioned 

reacted very violently. But her parents did not take these as behavioural 

problems. After marriage, she did not change her nature and she faced lot of 

problems in her in-laws family. It was ajoint family and she was not at all happy 

there. She felt overstressed and could not manage herself. She was quarrelsome 

with everyone. She even beat her husband. She tried to commit suicide twice. 

Her husband decided to leave her in her mother's place. After that he filed a 

divorce. On mutual grounds, they got divorced. 

Marriage gave her lot of stress and her conditions worsened. Her mother 

expressed that Su went totally out of her mind; she abused all her family 

members. Her verbal abuses were very hurting to others. Her husband showed 

her to psychiatrist immediately after marriage and she was told that she had 
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mental illness. She was advised medication. Her brother helped her a lot by 

sending medicines from abroad. 

Her parents suffered a lot, as they had no professional support in their 

hometown. They felt very depressed to manage her. They felt that all their 

potential of tolerance had gone and they were left with no strength to take care of 

her. They longed for professional help to get relieved -[mIll the stIess of l:"oping:m_ ... m. 

According to her parents, they felt very lucky for being one among the few who 

got accommodated in a professional halfway home. 

The question of long-term care of these mentally ill is under jeopardy. In most of 

the cases it is the parents of the mentally ill irrespective of their age who take care of 

them. Once the parents reach old age, the plight of these mentally ill member is very 

pathetic. The siblings of the ill member invariably are in a very delicate situation to take 

the responsibility of caring because in most cases they are married and so it is dependent 

on the acceptance of the presence of the ill member by their wivesfhusbands and their 

families. It becomes a very difficult task of the family members to decide the future of 

these mentally ill members. The modem urban family is so dominant with selfish 

motives, indifferent and informal relations that many are desperately looking for 

alternatives for their wards. 

This was another case of helpless old parents, who had enough money to take care 

but much less emotional strength to face the problems associated with mental illness. 

These families approach these organizations seeking for long term care for their wards. 

But the organization staff are very cautious not to accept the family members' proposal 

unless they find it very genuine. 

First of all the staff assess their sources and abilities, try psycho education and 

counselling, explaining to them the various strategies for coping the mentally ill. In this 

case, the parents were very cooperative and agreed to try the short-term rehabilitation 

programme. The family was called frequently and involved in various sessions to make 
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them understand the strategies to be adopted in taking care of the ill member. The patient 

was sent home every three months home for assessing their behaviour at home to see if 

any progress is made. There was a definite progress at the end of the rehabilitation 

programme. However, the parents opted for long-term rehabilitation as they felt they 

were too old to take care of her in the right manner and requested for long-term 

rehabilitation. Henceforth, the staff took the ward in for long-term rehabilitation. 

In-depth Intervention to Change the Attitudes of the Family Members 

In some cases, the families require in- depth intervention especially so when they 

are very hostile to the patient's condition. The following case ia an illustration of how 

the VO dealt with a very critical family. 

Case 32 

Usha has always been a very depressed person right form her childhood. 

She hails from a lower middle class family. Her father is a drunkard and he often 

beats his wife and children. He has been in this state right from his adulthood. 

He is an alcoholic. His parents have suffered a lot because of his alcohol 

dependence. They married him off thinking he would get better if given more 

responsibilities in life. But it all worked against their wishes. His daughter Usha 

was the worst affiicted. Her father abused her often. She was always depressed 

thinking of her situation. This led to suicidal feelings and she tried to kill herself 

many times. Her mother, unable to bear the torture of her husband went abroad 

for doing domestic labour and Usha was left alone to manage her alcoholic father 

and her younger brother and sister who was just two years old. Thus, the family 

responsibility frustrated her a lot and she often went out of the house and tried to 

end her life. She was admitted to the hospital many times, given medication and 

counselling. 
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Her family members especially, her aunt who took care of her and her 

siblings was very critical about her behaviour. She showed her disapproval very 

often. This aggravated Usha more and more. The family members in their 

inability to manage the ward, Showed their frustration openly. This expressed 

emotion of the family members acts in a negative manner towards treatment and 

care of the afflicted family members. Therefore the individual suffers relapse 

caused due to the criticisms made by the family members. 

Incidentally, their relatives isolated the family. Most of them were scared 

to have any link with them as they suffered from too many problems, financial 

and emotional. They feared the presence of a drunkard father and a mentally ill 

daughter. They opted to keep away from them. As such their social network was 

almost niL The family members suffered emotionally due to the indifferent 

attitude of the kith and kin. They were very frustrated and were unable to cope up 

with the situation. The emotional drain combined with a fractured social network 

worsened the situation and the family instead of helping their aftlicted ward, 

brought more disturbances to the afflicted ward. 

This was again a case of a highly critical family They had to be dealt with in­

depth intervention. The family members were briefed with the symptoms of the illness. 

They were provided with reading materials to understand the seriousness of the illness 

suffered. 

The family members were initially very adamant to accept any advice as they felt 

they have done enough for the sick member. They denied that the sick member suffered 

relapse due to their wrong way of handling the situation. The staff members met the 

family members at home; involving them in long counselling sessions, making them 

understand the condition of the patients. 

The family needed counselling and involvement in groups. They were asked to 

attend the self-help groups. Initially, they showed reluctance but with more exposure to 
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the groups, they became more interested and this helped them a lot. The therapeutic 

community staff at RMS, attempted at changing the attitudes of the family members 

towards the mentally ill. The hostile attitudes of the family members got transformed 

into more supportive views. 

The staff had great problems in dealing with the case as they had to counsel her 

drunken father who invariably did not attend any of the family sessions. The aunt 

refused to respond to any of their intervention strategies as she felt she was not 

responsible for the ward. She had lot of complaints over the ward's parents and felt that 

she was forced into taking care of the ill member. The toughest task for the staff was to 

convince the family members to get involved into self-help groups. In this case, the aunt 

who was the guardian was very adamant to get involved in groups. However after a long 

counselling she took part in the groups and benefited from the same. Her view regarding 

the patient changed altogether after participating in the group. 

Family Crisis Tberapy 

During crisis situations, families have to be counselled very effectively so that 

there is minimum impact of the situation on the patient's condition. The following case 

illustrates a similar situation. 

Case 33 

Radha was an emotionally vulnerable person. Right from her childhood 

she has had many affairs with men. They have all ended in failures. These 

episodes have had a very severe impact on her. In spite of this she fell in love 

again and this time he was another schizophrenic patient. This alerted the staff 

and she was given counselling which did not change her attitude. Since this could 

have a strong negative impact on her recovery and her treatment programme the 

staff decided to meet her family members and let them know. A family crisis 
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therapy was conducted for both the amicted families and sending one of them to 

another half-way home reduced intensity of the problem. 

This problem posed as a big challenge to the RMS staff as this involved the future 

of two patients at stake. This was a crisis and the parents of both patients were called to 

resolve this problem. Both the-families expressed-shock over the fact that their ward 

were involved in a love affair. These kinds of affairs tend to bring about emotional 

upsurge, which disturb the patients. These patients who are in the recovering stage run 

the risk of relapse if they face any disappointment in their affairs. Therefore, it is in the 

best interest of the patients and the families that these kinds of situations are checked. 

Therefore, the parents had to be briefed with the problems that come along with this kind 

of a situation. 

Both the families could not accept the fact that consequences may occur if the two 

patients marry. They felt that the problem of both their wards would be solved if they get 

married to each other. The staff had to educate them on the grounds of the severity of the 

situation if they allowed them to marry. To convince the two families the staff struggled 

a lot. Each family had to be counselled separately and then together to understand the 

situation. The patients were also counselled. Each stage was a very difficult process. 

The families had to be counselled in such a way that one of them agreed to place 

their ward in another organization. The staff felt that physical separation was the 

immediate step to be taken to solving this problem. The family members were not happy 

with the decision. Only when they were educated on the consequences that might occur 

because of them being together at one place, did they realise the magnitude of the 

problem. 

One of the families agreed to place their ward in another organization. The RMS 

staff arranged for the same. The families were also briefed about the effects that this can 

hold on their wards. The families were worried and very anxious. The staff repeatedly 

have sessions for the families to cope up with the situation. Ultimately, they succeeded 
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in dealing with the case. The families were happy at the end that the problem got solved 

without any complications. These kinds of cnsis intervention need to be handled very 

carefully and the RMS staff were relieved after the problem got solved. 

Thus, the family is considered to be very resourceful in giving care and treatment 

to the individuals and the voluntary organizations make maximum utilisation of the same 

in order to bring about positive change in the patient's condition and also help the family 

to maintain better mental health. 

Indian family, in spite of the influences of westernisation, modernisation and 

urbanisation, still possesses some positive traits that can pose as solution to problems in 

health care in general and the care for mentally ill, in particular. Long-term care of the 

mentally ill in halfway homes could be an exception but not the rule. The individual who 

comes to halfway home for care and treatment is but pausing on a long and tiresome 

journey homeward.... After having chen shed and loved should these individuals return to 

society, only to be ravaged, savaged and rendered insane again? 

The problem of care of the mentally ill poses a serious challenge to the society if 

families go in the direction of abandoning these unfortunate victims of mental illness. 

These halfway homes will llldeed become halfway homeless if society does not maintain 

its social fabric. It is III the best needs of the society that regulatory mechanisms in the 

society should be thought of before much harm is done. In this direction, the voluntary 

organizations have been doing a commendable service to protect the charm of the Indian 

family and encourage them to take care ofthe ill members. 

234 



CHAPTER SEVEN 

Summary and Conclusions 

Being a mental patient has important consequences for the course of life and 

social roles of the patient and the family. Care for the mentally ill is crucial, it involves 

social and economic resources. Allover the world different strategies have been adopted 

to tackle the problem of care for the mentally ill. Attitudes of the people have bee!} 

changing since the days when mentally ill were tortured. Care for the mentally ill is very 

important but yet due to financial constramts especially in a developing country like 

India, facilities tum out to be meagre and alternative institutions of care have to be 

evolved to tackle the problem. In order to fill in the dearth of services, voluntary 

organizations have sprung up to provide complementary services. In the field of mental 

health care, about 38 organizations are operating all over the country providing mental 

health care services. In this study, an attempt has been made to assess the facilities 

available in India and highlight the role played by voluntary organizations. 

The major objectives of the study were the following: 

1. To place the problem of mental health in India in a historical perspective. 

2. To describe the role played by the voluntary organizations in the identification, 

treatment, rehabilitation and prevention of the mentally ill. 

3. To study the structure and functions of the voluntary organizations as related to the 

care and cure of mentally disturbed patIents. 

4. To examine the linkage of voluntary organization with the governmental organization 

and with each other. 

5. To understand the role played by the families towards the care of the mentally ill. 

The study has been dealt in six chapters. Chapter 1 gives a brief introduction to 

the problem, the theoretical framework used in the study and a survey of literature on 

various aspects of mental health, viz., studies on public conception of mental illness, on 

economic resources and mental illness and on families of the mentally ill, on the profile 
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of the mentally ill, on the institution of mental health care and on social factors and 

mental illness. It has been found that in spite of the fact that there were a number of 

studies on various aspects of mental health, much more is needed to be done on the 

aspect of avenues open for the care of the mentally ill, the problems faced by the families 

of the mentally ill in the process of rehabilitation of their family members, and 1he new 

trends in the field of mental health care. 

Chapter 2, places the problem of mental illness in a historical perspective, tracing 

back to the treatment of the mentally ill during the 17th century to the present 

developments in the care of the mentally ill, evolution of the Indian concept of mental 

health, brief description of mental health services in India and Sociology of Mental 

Disorder. Until the 17th century, the mentally ill were treated like criminals and they 

were isolated from the community. Lunancy was attributed to Gods, the devil and the 

moon. In the 18th century, they were treated as beasts caged. Later, insanity became a 

medical domain and the disease model was the preferred system for explaining the 

lunatic behaviour. In the 19 th century, they were treated in asylums in a more humane 

condition. Freud's psychoanalysis marked a great tum in the field of mental health as he 

presented behaVIOur and mental functions as understandable. From then on theories 

picked up on life stress, social support, network, etc. 

Chapter 3 deals with the voluntary sector in mental health. In this chapter, the 

importance of the role of voluntary organizations in the area of mental health is brought 

in giving a brief picture of the facilities available in our country and the magnitude of 

mental illness. The aspect of voluntarism is traced historically and the various aspects of 

voluntarism, emergence, expansion, close-outs, strengths, weaknesses and their 

relationship with the Governmental agencies are dealt with. 

Chapter 4, deals with the three cases, the three voluntary organizations selected as 

case studies. This chapter deals in detail the origin, location, objectives, structure, 

leadership, staff, services, philosophy, approach, linkages and resources of these three 
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organizations. They are compar~d on all the above aspects and the positive traits of each 

organization have been highlighted. 

Chapter 5 deals with the Patient care provided by the three organizations. The 

chapter deals in detail, the patients of the organization, identification of the problem of 

the patients, services and therapies, vocational training and rehabilitation The 

programmes for the patients are described and the various therapies that are offered by 

the three organizations are described with the help of case studies. The kind of patient 

care provided by the organizations depends on the philosophies and objectives of the 

three organizations. The three organizations follow a unique pattern of their own. 

Chapter 6 deals with the involvement of the families of the patients by the 

organizations. The chapter deals briefly on the role of family as care giver, the changing 

family system and the problems faced by the families of the mentally ill. With the help 

of case studies the chapter illustrates how the voluntary organizations involve the families 

in the process of care and treatment of the ill members. 

The organizations that were chosen for the case studies were: 

1) Mental Research Foundation (MRF), Madras 

2) Manasa Rehabilitation Centre (MRC), Bangalore 

3) Royal Medical Society (RMS), Bangalore 

A Brief Summary of the Findings 

Philosophy and Approach 

All the three organizations aim at the rehabilitation of the mentally ill. Their 

approaches differ because of the different phIlosophies followed by them. The three 

organizations work on different philosophies with different approaches. MRF works on 

the principle of behaviour modification. This approach attempts to change the behaviour 

component of psychiatric disorders. In order to do this, the patient is encouraged to carry 
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out a behaviour that he dislik'!s but which the society approves. This is combined with 

that of cognitive training that involves a change in their disordered ways of thinking. 

Cognitive training and behaviour therapy go hand in hand. The therapists follow what is 

called habit formation chart listing down the activities for each patient that enables them 

to modifyLheir behaviour. 

MRC works on the approach of transactional analysis. In this approach the 

patients are encouraged to relate to one another in a b'fOUP. The half-way home is an 

artificial community where one helps the individual to remain a social being by taking 

more responsibility for himself and helping others share his feelings keeping in 

communication all the time. The community acts as a therapist in helping him find his 

own place back in the community. Contingency management is followed to bring 

changes in the patients' undesired behaviour. It is based on the principle that if behaviour 

persists, it is being reinforced by certain of its consequences and if these consequences 

can be altered the behaviour should change. Similarly, a desired behaviour is brought 

about by way of approval and praise. These reinforcements are brought about by 

introducing token economy, (Incentives in cash) for desirable behaviours. 

RMS works on the phi losophy of therapeutic community model. A great stress is 

laid on understanding the human personality in health and illness from the context of 

cultural and social factors in addition to individual variables. The trans-cultural 

differences in phenomenology, course, outcome and treatment of mentally ill are 

synthesised with the dynamic interaction with cultural factors. Inter-dependence is used 

therapeutically to a large extent. The cultural forms of dependency and dependability 

are made use of in an ongoing growth towards autonomy. 

MRF's objectives are towards day care and long-term rehabilitation. It has a team 

of psychiatrists working throughout which is lacking in the other two organizations. 

Their day-to-day activities is more on vocational training and occupational therapy. The 

patients are engaged in various activities and the products made by them are sold outside. 

This is one of the sources of funds to the organization. 
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In the other two organizations, viz., MRC and RMS, the patients are engaged 

more on day-to-day routine activities, social skills training and various therapies that aim 

at rehabilitating the patients in a short span of say, 9 to 12 months. The patients are 

engaged in various activities that equip them to get back to their families to lead a normal 

life. In both MRC andRMS, there is more stress on social skills training, which are more 

useful in their every day life. 

MRC depends more on volunteers to run the programmes for the patients. The 

regular staff who are present in the organization number only three and every afternoon is 

filled with sessions conducted by volunteers. These volunteers are not professionals in 

the field of mental health care but experts in their own field, viz., drawing, pottery 

making, yoga, games, etc. The psychologist and the social workers handle the therapy 

sessIOns. 

RMS has a very well equipped team of psychologist and social workers. This 

group is trained in the philosophy of therapeutic community. They show real expertise in 

handling the patients. Volunteers are also involved in the activities. Mostly they are 

given responsibilities related to handling accounts and medicines. The experts handle the 

therapies. Every day the statT involve the patients in innovative programmes that 

brighten up the patients. Each day is different and one feels no monotony in their work 

schedules. Whereas in the other two organizations, MRF and MRC, a routine and 

monotonous activity takes place every day. 

Staff of the Organ;wt;ons 

The proportion of the staff to patients is a very important factor in delivering 

proper care and treatment to the patients. This proportion is very small in the two 

organizations namely, MRF and MRC. MRF has the great advantage of having five 

psychiatrists throughout among its staff. Trained occupational therapists manage the 

patients throughout the day. The psychiatrists, psychologists and the social workers 
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attend out-patients, register cases, follow-up cases and plan rehabilitation for the patients. 

There are no innovative therapies for the patients. Morning till evening they are busy 

with the occupational therapy. Interaction of the patients and the professional is very 

minimal. In MRC, the situation is somewhat better, as each day is filled with different 

kinds of activities. Though the interaction of the patients and the staff is better, their 

proportion is very less and the staff cut-off themselves from the patients once the 

volunteers take charge of the afternoon sessions. Participation of the staff during the 

afternoon sessions is very minimaL Their role is more supervisory than participatory. 

The proportion is very well maintained in RMS. There is involvement of the staff 

in all activities. The staff members share the responsibilities and there is lot of variety in 

the programmes given to the patients. The therapies are handled by experts. This makes 

the sessions very interesting and lively. The mental patients require lot of motivation to 

be lively participants and the staff members are very successful in bringing out the 

congenial atmosphere of the patients. There is lot of seriousness and sincerity involved 

in every programme they undertake. The stalT members meet frequently to assess their 

performances. 

Structure of the Organiuuions 

The structure of the organizations determines to a great extent the facilities 

available for the patients. The centres of MRF are highly crammed up. The rooms are 

very small and the number of patients is more. The residential centres are located in the 

suburbs in a large compound. However, the rooms allotted for the patients are very small 

and congested. They resemble hospital wards. 

MRC is housed in one of those colonial bungalows. There is a large open space 

and a well maintained garden. There are separate buildings for the staff, residents, hostel 

and an indoor auditonum. It has also provided living quarters for some staff members. 

The patients feel very relaxed and comfortable with the stay. Privacy for the patients is 

ensured. The rooms of the residents are also very comfortable and spacious. 
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All the centres ofRMS are located in spacious buildings and are away from each 

other. In each centre care has been taken to provide privacy for both staff and the 

patients. The residential homes are very homely with lot of space and garden. The day 

care centre is located in a calm residential area and has lot of space and a well maintained 

garden. The occupational therapy rooms are very spacious unlike MRF. The staff are 

provided with individual rooms that provides lot of privacy for the patients and the staff 

during counselling sessions. RMS has been very successful in providing satisfactory 

accommodation for the patients. The patients feel most cared for in this organization. 

They are more relaxed and happy. Though MRC has maintained good facilities for the 

patients, it has not been very successful with the patients probably because of the pattern 

of therapies and activities followed in the organization. 

Patient Care and Family Care 

The therapies and approaches followed by the organization are the important 

criteria in bringing about positive change in the patients. The three organizations differ a 

great deal in this aspect. MRF follows a routine schedule. The psychologists work out 

on various exercises in the lines of behaviour modification. The methods followed are 

structured and formal. The social workers do not have a major role to play except for 

making family visits and taking case histories. The relationships between the patients 

and the professionals are very formal. The exercises are those of serious psychological 

tests. Families are involved in some sessions. Crisis management and coping skills are 

taught to the families. The organization has formed a self-help group of the patients in 

order for them to solve the problems. The model followed is more towards a hospital 

kind of treatment with more sessions with psychologists and the psychiatrists. The 

patients are forced to engage in useful activity throughout the day in one of the vocational 

activities. Group sessions are very rare and interaction between the professional staff and 

the patients are very minimal. Patient care is on long-term basis both at the day care 

centre and at the residential centres. 
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MRC offers a more informal atmosphere than MRF. The patients feel very free to 

communicate. The organization's stress is more on communication of the patients in a 

group. Most of the programmes conducted aim at achieving self-expression of the 

patients. In all their exercises, patients are encouraged to participate more in the group. 

The stay of the patients is for a short term of one year. The objective of the organization 

is to modify their behaviour in order for them to get back to the families. The interaction 

between the staff and the patients is somewhat better compared to MRF. The patients are 

involved in a learning process. Family sessions are conducted once a month. All the 

families meet and air out their problems with one another. This exercise helps the 

families to improve their coping skills. Since the organization's objectives are short-term 

care, it aims at successful rehabilitation of the patients back into their families. As such, 

there is regular review of the progress of the patients. Job placement is not attempted at 

by the organization and as such vocational training and occupational therapy do not find 

much importance in the activities of the organization. Patient care is limited to a short 

period. 

RMS otTers the most informal atmosphere for the patients that attract more 

families and patients from all over the country. Their approach to patient care is highly 

practical and natural. They emphasise on community living where the roles of the 

patients and the staff are one of sharing of responsibilities of running the community. 

Patient care is focused on training the patients on every day activities, which is expected 

to equip them in managing themselves independently once they get back home. The 

organization stresses on autonomy of the individuals, which is very essential for the 

patients. The families are made to participate in every programme, be it an ordinary 

household activity or a therapeutic session. The whole community of staff, patients and 

families participate in the activities. In this manner, the organization staff make the 

families understand the objectives of various therapies. The families are a very satisfied 

lot as far as the organization's attempts are concerned. Admissions to patients are 

restricted, as the staff are careful about the number of patients to be treated. Since the 

programmes are focused on intensive training to the patients, they prefer a small number. 

This reflects on the quality of care provided by the organization. Patient care is limited to 
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nine months in the half-way home. During these nine months, the patients are trained 

with the objective of returning back to the families. They are sent back home once in 

three months to see the changes and improvements. The families are involved at all the 

stages and a feedback is got from them frequently to assess their changes. The last three 

months of the stay of the patients is more focussed on independent management of the 

self. Every three months in the organization is like graduation for the patients. The staff 

orient the patients and the families on the philosophy of therapeutic community. The 

combined efforts of the staff, patients and families have ended in many success stories of 

the patients. 

The three organizations have successfully utilised the resources of the family in 

the process of care and treatment to the mentally ill individuals. At MRF, community 

care programme has been introduced in the rural areas. Voluntary organizations have 

tapped on the societal resources of family and community in caring for the mentally ill. 

VOs have thus proved to be an extension service of the Government agencies. They 

begin their services where the governmental organizations end. The aim of these 

organizations in utilising the societal resources is not the end of cure but rather an 

ongoing and long-term management of the society towards the care of the mentally ill. 

These programmes provide the mentally ill with support systems to cope with daily life, 

which is cost effective to the traditional model of institutionalisation and after care. They 

facilitate the affected person to live in freedom in the community. Thus, therapeutic 

intervention of the voluntary organizations in the family milieu accompanied by 

community support goes a long way in preventing social deterioration that is so often 

concomitant of the chronically mentally ill. 

Problems and suggestions 

Voluntary organizations need to be very focussed in their objectives and not be 

too ambitious for it may dilute their objectives. More funding should not lead to 

widening of objectives, rather it should be used to focus the objectives sharply. 

Expansion should be made with caution in order to maintain quality of the services. 

Conflict of interests among staff is inevitable in any organization. Most of the time, this 
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leads to mistakes, which warrants correction. Rehabilitating schizophrenic patients is a 

very complex task. To start with, rehabilitation should be attempted for a few patients 

Attempting with a large number is a very cumbersome task and leads to complex 

problems. 

VOs have a very unique problem of staff turnover. They cannot hold on to their 

staff for very long. Male staff discontinue their jobs to switch over to better remunerative 

jobs. Only those for whom earning from VOs is a secondary means of livelihood, 

continue to hold on to their jobs, as it is mostly secondary means of livelihood. More 

volunteers should be trained and involved in the programmes for the mentally ill under 

the supervision of the professionals. Those who are willing to work committedly and 

sincerely and for whom income is not a necessity should be encouraged and trained by 

the VOs to overcome the problem of staff turnover. But professionals have to be paid 

well so that they stay on with the organization. May be employing a few professionals on 

high salaries and more of volunteers could help the organization to achieve a good 

balance of professional expertise and community involvement. 

VOs have a good team of professionals, dedicated and efficient in handling 

matters. This team could be more involved in educating the masses on mental illness 

with a focus on removing the stigma attached to the illness. Networking of all the 

voluntary organizations and forming more self-help groups consisting of family members 

and other community members would go a long way in helping the society deal with this 

problem. Job centres could be started wherein the patients could be rehabilitated. This 

would help the patients in being self-reliant and also ensure them of a professional care in 

their future. The training programmes could include some programmes for the general 

mass and interested persons could be trained as volunteers on symptoms of mental illness 

and also coping skills. This would help in providing a social support system for the 

mentally ill. This programme could also be extended to the rural areas where there has 

been a lag in psychiatric services. 
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Contribution ofTbis Study to Mental Healtb Care 

This study highlights the importance of a multi-disciplinary approach in the field 

of mental health care. Care, treatment and rehabilitation of the mentally ill rests not in 

the hands of the psychiatrists alone but depends on different professionals, the family 

members and the community. Every individual in the society has a role to play in 

making life better for the mentally ill. 

Voluntary organizations have successfully tapped the various societal resources to 

cater to the needs of the mentally ill. Cure of the mentally ill depends not just on 

medicines but something beyond that. The active involvement of the social workers, 

sociologists, anthropologists in the field in trying to probe into the attitudes of the 

community towards the mentally ill and improving the coping skills of the families go a 

long way to help the mentally ill. The inclusion of experts in the fields of arts and crafts 

not only helps III engaging the patients in useful activities but also imbibes responsibility 

in the experts to share the burden of the society to take care of the mentally ill. The 

inclusion of the volunteers in the programmes is a positive sign towards more 

participation of the community members in the care of the mentally ill. Family based 

care and community based rehabilitation is the ultimate solution to the mentally ill which 

is cost-effective and on a long term basis. 

Limitations 

The study is confined only to the three voluntary organizations. The study could 

have included more voluntary organizations, but due to time and other constraint only 

three organizations have been studied. The subject of traditional methods of healing have 

not been covered in the study, though reference has been made m the chapters. This is a 

vast subject and can itself become an independent study. Similarly the 

professionalisation of the mental health care staff has not been covered in detail as it does 

not fall under the objectives of the study. However, it is another interesting subject that 

requires special attention. 
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Major findings 

1. In all the three cases one can see a slow shift from pure medical model of care to a 

social model of care. A good mixture of both determines the success of the 

organization. 

2. There is a significant paradigm shift from pure medical based techniques to 

community based and family based techniques. 

3: Among the three organizations MRF and RMS have successfully managed to sustain 

their activities and also expand with their own resources and partly by external 

funding. Whereas, MRC has not been able to expand much on its activities mainly 

due to its inability to mange its own resources. 

4. The organizations are predominated by female staff and female volunteers. 

5. The staff structure and the infrastructure facilities in the organizations determine to a 

great extent the quality of care delivered to the mentally ill. 

6. The benefiCiaries of the organization are of different economic classes and hail from 

both urban and rural areas. 

7. The three voluntary organizations playa great role in complementing the services of 

the Government. Though their number of beneficiaries is small, their services are 

highly significant. 

8. The models followed by the three organizations differ. Each one has been successful 

in achieving their objectives. 

9. MRF with its highly professional staff has been highly successful in long term 

rehabilitation of the patients and has also in a wide coverage of activities and 

beneficiaries. 

10. MRC has been successful in achieving short-term care for the patients and successful 

rehabilitation of the patients back into their families. 

II. RMS is the most successful of the three in all aspects of patient care. Due to its 

success in rehabilitation, it has now expanded its various activities by starting day 

care centre, group homes for rehabilitated patients who manage themselves alone in 

the lines of long term rehabilitation and a post graduate course on psychiatric 

rehabilitation. 
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