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social fabric, migrations, geo-political dynamics, 
and economic disparities, have been met with a 
dismal supply of maternal and nutritional care, 
public health systems, public goods and services 
distribution systems, decent housing, shelter, varied 
employment and skill-building opportunities to 
substitute agrarian culture, leading to imbalance 
in the ecological systems, disproportionate growth 
and development, and a systemic failure at the 
primary, secondary and tertiary levels of care.

It is well-documented that a vicious cycle starts 
from any point in the above systems, and rotates the 
wheel of departure from home to homelessness, all 
in a gradual, unintended manner. Systemic pressures 
from top down edge out individuals already at 
a disadvantage from seeking any assistance for 
decent living, rendering scores homeless, and often 
bringing about helpless migration to search for 
reasons to live, bereft of any identity and resources.

Homelessness and mental illness seem to co-
exist, with research still trying to explore this 
bidirectionality. There is sufficient evidence to 
prove the occurrence of mental illness when one is 
exposed to inhuman situations and uncertainties on 
the streets, and vice-versa. In developing countries, 
with a treatment gap of up to 75 per cent (WHO, 
2008, p. 4), the lack of access to care, social security, 
support systems as well as poverty traps lead to an 
exacerbation of mental illness and a downward 
spiral into homelessness. John Read and other 

India is a large and complex ecosystem, where stark 
economic inequalities and archaic social hierarchies 
coexist with high regard for family values and 
collective consciousness. We have been dynamic in 
our response to polarising governments, policies, 
digitisation and modernisation across different 
walks of life; yet our response as a collective to the 
needs of the most marginalised has been sluggish, 
dispassionate and lacking in empathy. We have 
been unmindful of people whose problems we do 
not understand, such as LGBTQIA individuals, sex 
workers and persons with mental health issues.

1. Mental Illness and Homelessness  
 in India

The home that one is born into is woven through 
with physical, emotional and societal identities, 
which give people a sense of space, time and 
experiences. For homeless persons this entity 
becomes a blur as they move from known to 
unknown places, pressed by circumstantial factors 
such as poverty, population density at their home, 
disability, unemployment—and for most women, 
exacerbating circumstances of abuse, victimisation, 
vulnerabilities and violence, to mention just a few. 
Living on the edge, marginalised, discriminated 
against, and often criminalised is the lot of 
homeless men and women world over, and India 
is no exception. New demands of industrialisation, 
technology explosion, education, changes in 
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researchers across the world have shed light on 
the pervasiveness of mental ill-health in poverty-
stricken areas and the role of relative poverty as a 
strong predictor of mental health problems (Read, 
2010; Koenen et al., 2007; Gururaj et al., 2016; 
Lund et al., 2010). Furthermore, it has been found 
that three quarters of neuropsychiatric issues are 
found in low- and middle-income countries, and 
contribute to 14 per cent of the world’s premature 
deaths and years lived with disability (WHO, 2008, 
pp. 4, 6). Systemic apathy, government priorities and 
preoccupations, civic societal unresponsiveness, 
cultural ignorance and taboos related to 
homelessness and mental illness eventually lead 
to a situation where no one is responsible; taking 
cognisance of such a serious and compelling issue 
thus remains a remote possibility.

Approximately 150 million people suffer from 
mental health issues in India (Gururaj et al., 2016, p. 
130). Global statistics indicate that 35 per cent of all 
homeless persons suffer from a mental health issue 
with co-morbid substance use (Urbanoski et al., 
2017, p. 137). Extrapolating from the 2011 Census 
of India which estimated that 1.8 million homeless 
people in India (Chandramouli & General, 2011), 
it becomes evident that about 600,000 persons 
with mental illness live on India’s streets. Incidence 
of mental illness is increasing globally, with 
depression as the leading cause of mental and 
physical disability worldwide (WHO, 2017). Mental 
illness has also been attributed as the cause of 14.3 
per cent of deaths (approximately 8 million people) 
every year (Walker, McGee & Druss, 2015, p. 334). 
This occurrence will have a direct impact on the 
incidence of homelessness, leading to a global 
epidemic. India will particularly be affected, with 
the existing 83 per cent treatment gap (Gururaj et 
al., 2016, p. 122), increasing inequity, and structural 
barriers that cause intergenerational poverty.

Treatment and rehabilitation options have been 
limited for persons with mental health issues, 
with mental hospitals persisting as the go-to 

option for service providers and civil society, and 
institutionalised care at NGOs as a distant second 
option. Persons with mental illness, especially those 
with added vulnerabilities such as the homeless, 
ultra-poor, those with single-caregiver families and 
those having high levels of disabilities, are tucked 
away for years, sometimes decades in hospitals, 
with little thought of and fewer implemented exit 
strategies. A few other options available are beggars’ 
homes, very few of which offer mental health care 
services, and night shelters under the National 
Urban Livelihoods Mission. Care and protection of 
homeless persons with mental illness (henceforth 
HPWMI) have not been standardised, neither are 
they appropriately resourced.

In addition to glaring gaps in community-
based care for HPWMI, there are several systemic 
challenges that have to be overcome in order to 
ensure effective service delivery and enhanced 
quality of life for the target constituency.

Basic Services at the Community Level

Homelessness poses a direct threat to safety and 
ontological security. Those with mental illnesses 
living on the streets find themselves thirsty, hungry, 
lacking in basic hygiene, isolated and violated 
physically, emotionally and sexually. With the 
current treatment gap and increase in the incidence 
of homelessness, it is unlikely that all homeless 
persons will find themselves in one or the other 
form of formal mental health service. In this case, 
provisions need to be made to facilitate access to 
nutritious food, clean drinking water, clean clothes, 
free access to public toilets, sanitary napkins for 
women and some support network through police 
or other public service professionals. Currently no 
such system exists. Policemen and women are often 
primary responders to the needs of the homeless 
and are unable or unwilling to provide basic 
protection to visible and invisible violations of the 
homeless mentally ill.
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Limited Access to Choice-based Mental 
Health Care

Within the service continuum, decisive power 
rests in the hands of mental health professionals 
who decide on the entry, exit mode of treatment 
and human resources allocated to the individual. 
These powers are an outcome of thousands of years 
of discrimination and oppression of those who are 
different and need to be ‘controlled’. These dynamics 
exist even among the kindest of service providers, 
who assume a protective role with regard to those 
who ‘cannot understand’, likening them to children 
or animals who cannot be trusted with their own 
lives and choices. India’s legal system has adopted 
this philosophy and has for the past 67 years denied 
legal rights to those mentally ill, including the 
homeless. A poor understanding of mental illness 
has led to the deprivation of the right to accessing 
timely care, leading to dire consequences, one of 
which is homelessness.   

Poor people and mentally ill have the maximum 
propensity to fall through the cracks of a largely 
privatised, urbane mental health care system. 
With limited options, these populations turn to 
alternative care systems that may not always be 
appropriate, or recovery- or rights-promotive. One 
such example is faith healing. There are several 
faith healing centres across India that have yielded 
positive results and a complete turnaround in the 
patient’s life. Religious institutions are also a safe 
haven for the homeless mentally ill, where they are 
provided with basic needs, and a sense of belonging 
and safety. However, in large pockets of the country 
several exploitative practices persist, leading to 
further exacerbation of the illness and in a few 
cases, self-harm, suicide or falling off the radar of 
basic amenities which are neither accessible nor 
affordable.

User involvement in care provision, research and 
policy planning can play a huge role in challenging 
existing causal theories, and place significant 

impetus on personal recovery, equitable access to 
care, destigmatisation and eventually acceptance, 
social inclusion and current social order. User-led 
initiatives however have been few and far between, 
especially in developing countries. Some of these 
initiatives and their impact will be explored in 
subsequent sections.

Access to Physical Healthcare

Government health systems have still not overcome 
the challenges of addressing emergency support for 
mentally ill persons who are in need of surgical 
procedures and postoperative care. A majority 
of the patients’ health needs are as acute as the 
chronicity of mental illness. Cataract, tuberculosis, 
cardiovascular conditions, and even simple 
C-Sections, have been fraught with challenges 
along the way. It has taken constant dialogue with 
the administration of hospitals, the ward staff and 
sponsored attendants to ensure a certain modicum 
of relief from distress. Care for the homeless is 
steeped in discrimination, with doctors not willing 
to ‘touch and treat’ patients from the streets. 
In many cases, women have given birth on the 
streets for fear of being poorly treated in hospitals. 
Lack of identification cards also prevent them 
from accessing insurance, which is now critical 
for surgeries and free medication. Government 
hospitals insist on caregivers being present at the 
patient’s bedside, which means they lose daily 
wages, and those without any friends or family 
remain unwell. 

Availability of Services: Focus on Extreme 
Vulnerabilities

There is a growing concern about a marked increase 
in the number of elderly HPMWI and homeless 
adults with mental retardation. Both present with 
high needs, which are often long-term and require 
additional resources. Elderly persons with mental 
illness also suffer from physical disabilities and are 
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often immobile, and non-governmental agencies 
that are often at the front end of care find themselves 
resource-deficient to meet this particular need, 
inadvertently enabling severe human rights 
violations.

Citizenship and Disenfranchisement

Homeless people as a whole were not recognised 
by the Government of India until recently when 
some states granted them voting rights. Day-to-
day living becomes seriously affected without 
access to subsidised rations, drinking water, and 
access to housing. These effects are compounded 
when people live in constant fear of incarceration 
or displacement from their current living quarters. 
Homeless individuals also find no refuge in the 
legal system to report violations on the streets, or 
at their place of employment, owing to the illegality 
of their status. These effects are multifold in the 
case of homeless persons with mental health issues, 
who suffer social exclusion, habitual abuse and 
distressing pathologies. Many such individuals 
also consciously remain invisible or camouflage 
themselves into the landscape of a busy and 
largely indifferent metropolis for fear of being 
institutionalised.

Few individuals regain voting rights upon 
entering the mental health system and/or after 
returning to their families. Getting a voter’s ID card, 
Aadhar card or a bank account with an address proof 
in a mental institution, beggar’s home or night shelter 
is close to impossible, unless followed through 
by serious advocacy efforts by users and service 
providers. Organisations such as Ashray Adhikar 
Abhiyaan, Aman Biradri, Koshish, Iswar Sankalpa 
and The Banyan have been engaged in advocacy 
efforts with multiple government departments to 
obtain these rights for their residents and clients. 
100 formerly homeless individuals with mental 
health issues voted in last year’s general elections 
in Tamil Nadu. This achievement was largely a 

user-driven one, encouraged by a supportive and 
aware government, facilitated by The Banyan and 
the Disability Rights Alliance. Forty-five persons 
received their voter’s card in Iswar Sankalpa, and 
their equation with political powers has changed 
significantly since then. There is more attention 
given to the needs of the residents of the Iswar 
Sankalpa shelter. However, the vast majority of 
homeless persons, who live on the streets without 
an institution’s roof over their heads, remain outside 
the margins of enfranchisement. 

Bank accounts continue to be a challenge, even 
for those residents who are gainfully employed 
outside the institution, but with the institution’s 
address proof. Without the signature of a guarantor, 
who is usually the case manager or director of the 
institutions, banks refuse to open accounts for 
homeless clients. These practices are reflective of 
systemic stigma, leading to further marginalisation 
and oppression of a population that the system 
makes little efforts to understand. However, the 
positive psychological impact on HPWMI of 
casting their vote, or having a bank account of their 
own, encourages service providers such as The 
Banyan to soldier on and continue reaching out. 
The necessary KYC documents are interrelated. 
Iswar Sankalpa’s experience with persons who live 
on the streets has been difficult. For persons who 
are yet to receive their Aadhar and voter cards, the 
possibility of opening a bank account seems remote. 
Without an address, the street population remains 
the most vulnerable, struggling to keep safe the little 
they manage to earn. For persons who do manage 
to open accounts with the help of organisation 
support, the question of ‘nominee’ remains a grey 
area. In case of death there is the possibility of their 
meagre savings never reaching the family of the 
departed. The absence of safe spaces for keeping 
money has led to the practice of spending whatever 
is earned daily and has encouraged consumption 
of addictive substances. Such systemic apathy 
may never encourage small savings for the future 
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amongst a population with severe vulnerabilities, 
and further encourage the vicious cycle of poverty, 
homelessness and mental health imbalance.

Laws Relating to Mental Health

The Rights of Persons with Disabilities Act 2016 
(RPWD) has acknowledged mental illness as a 
disability but is yet to address the nuances of access 
to certain rights of persons with psychosocial 
disability, for example, facilitating disability benefits. 
The RPWD is thus a grey area, which has been left 
open to state-level interpretation. Some states like 
Karnataka and Goa recognise mental illness as a 
disability, and disburse monthly allowances for 
individuals above a certain cut-off, but Tamil Nadu 
is yet to follow suit. Similarly, travel allowances 
have not been disbursed uniformly, leading to a 
lack of participation in day care and employment. 
In addition, India has ratified the United Nations 
Convention for Rights of Persons with Disability, 
which lays serious emphasis on the right to live in 
the community. Provisions have not been made 
for this to become a reality, leading to long-term 
institutionalisation and a lack of exit options. Legal 
implications for non-delivery of services is yet to be 
taken seriously in the mental health sector.

The new Mental Health Care Act 2017, while 
being rights-focussed, placing access to care as 
a priority, is yet to outline a clear pathway of care 
for homeless persons with mental illness along the 
following domains:

1. Adequate treatment spaces: Additional 
treatment spaces besides the overburdened 
state hospitals have been proposed by the 
Mental Health Care Act 2017, such as open 
shelters, recovery/halfway homes, and 
supported living NGO-run centres. However, 
a process to facilitate referral, treatment and 
rehabilitation is yet to be developed.

2. Restoration: Who will put in effort to locate 
the addresses of the homeless with mental 

illness and restore them with minimum 
bureaucratic red tape wherever possible?

3. Rehabilitation: Social recovery is central 
to bringing this population back to the 
mainstream. What are the services to be 
developed, and the linkages for training and 
employment for such persons? Who will 
identify and decide where such persons need 
to go, with an emphasis on their consent? 
Adequate training for police and a choice 
of referral centres in every state need to be 
developed according uniform principles.

Rights

One of the most oppressive practices meted out to 
homeless persons with mental health issues is the 
denial of legal rights. This is expressed across several 
domains, such as the right to bodily integrity, right 
to choose their place and course of treatment, right 
to grievance redressal, right to information, right to 
exit the institution, right to housing, right to own 
property and right to legal aid.

Budgets

Mental health comprises 0.0036 per cent of the 
overall Union budget and 0.16 per cent of the total 
union health budget (Government of India, 2017). 
Compared to developing nations that contribute 
up to 4 per cent of their budgets towards mental 
health (WHO, 2005), India fares below average 
in responding to this severe health and social 
epidemic. Furthermore, there are no funds that 
are earmarked specifically for homeless persons 
with mental health issues. According to the Mental 
Healthcare Act of 2017, all homeless persons with 
mental health issues have a basic right to access 
care at government facilities free of cost (Mental 
Healthcare Act, 2017). However, the backlog of 
existing long-stay patients at government facilities 
presents a serious challenge in care provision for 
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new cases in institutional, shelter and community 
settings. Health spending in India is 80 per cent out 
of pocket with mental health care following similar 
patterns if not higher out-of-pocket spending. There 
are serious lacunae in access to state-sponsored 
insurance for mental health. Despite mental illness 
being included as a disability entitled to insurance 
under the Swavalambam Scheme, Rashtriya 
Swasth Bhima Yojana and State insurance schemes, 
patients and their families have been denied access 
to it. Planning, disbursement and implementation 
towards mental health needs has been sporadic, 
leading to an escalating crisis.

2. Why Exclusion? Understanding  
 Homelessness and Mental Illness

Mental ill health has largely been discussed in 
academic circles in biomedical terms, with a focus 
on genetics, neurological components and prenatal 
issues. A few communities approach mental illness 
from a supernatural perspective and ascribe to 
notions of satanic and demonic influences on the 
individual. Psychological approaches link mental 
illness to irrational belief systems that may lead 
to cognitive and behavioural difficulties, although 
there is a growing positive trend towards focus on 
social and environmental factors that lead to or 
facilitate these belief systems and corresponding 
distress. This dialogue needs to be accessible to civil 
society so that we can develop robust responses 
steeped in understanding, empathy and radical 
acceptance.

The universe of homeless persons with mental 
illness is a heterogeneous one. Persons with 
psychosocial disability may be varied in terms of 
location. Some may be in institutions; others in the 
state familiar to them; while others still may have 
migrated and be doubly marginalised on account 
of communication barriers. The population may 
vary in age, from late adolescence to geriatric 
persons with psychosocial disability. The universe 

may vary in terms of the degree of support needed 
for physical health conditions and/or multiple 
disability. The presence of stressful life incidents 
may vary with different clusters of persons, 
from victims of domestic violence to victims of 
natural and manmade disasters, and therefore the 
circumstances pushing a person with mental illness 
to the edge are also varied.

The purpose of this document is to contribute 
to this dialogue through personal stories of a small 
percentage of the 150 million Indians with mental 
health issues, and the roles existing governmental 
and non-governmental agencies, public policies 
and civil society have played in their lives.

Power Dynamics and Existing Hegemonies

The uniqueness of exclusion experienced by 
persons with mental health issues, especially those 
who are homeless, needs to be explored through 
power dynamics and stigmatisation. Max Weber 
defines power as the ‘capacity of an individual 
to realise his will’, potentially ‘even against the 
opposition of others’ (Weber, 1978). Persons or 
groups in positions of power who have attained 
power through economic, physical, political or 
ideological means, may secure their superiority by 
constructing an ‘otherness’ around those who are 
dissimilar to them, and create roadblocks that lead 
to exploitation, abuse and exclusion. In the case of 
persons with mental illness, according to Jerry Tew, 
‘within modern societies, rationality has come to 
be prized as the arbiter of economic efficiency and 
effective social functioning, therefore irrationality 
has been seen as a potential threat to social stability’ 
(Tew, 2005, p. 22). Persons with mental health issues 
are viewed as being dangerous to themselves and 
others, unfit to manage their own affairs, thereby 
needing to be tucked away in institutions, away from 
mainstream society. This comes about as a result of 
the cyclical relationship between power relations 
and a persistent, musicalised, ‘illness’-based 
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approach to understanding poor mental health. The 
illness model pathologises the individual without 
accounting for the biological, social, environmental 
and political contexts that catalyse behaviour or 
reactions to a particular situation. The impact of 
these dynamics affects the distressed individual, 
groups of persons with mental health issues and 
the sector as a whole. M, a resident of The Banyan 
shared, 

I was sent out of my house by my husband and 
landlady; soon after I developed a mental illness. 
I was on the streets with three children and no 
support systems. On account of my illness and 
appearance, I was denied a job and economic 
security. I couldn’t trust my children with 
anyone, not even to go to the bathroom. I used 
to be shooed away and stoned by people when I 
stank of period blood, but what choice did I have? 
I wandered on the streets with three starving 
children and bloodied clothes, leaving me no 
option but to beg.

Erving Goffman speaks of the psychological 
impact on stigmatised individuals, and the options 
laid before them by society and by the individuals 
themselves. Failure or success in maintaining social 
norms is not always in the hands of the individual, 
and depends on the condition the individual is 
in. In cases where the individual cannot maintain 
the norm, they alienate themselves from the 
community which upholds the norm or refrain 
from developing an attachment to the community 
in the first place (Goffman, 1963). This is very often 
the case with homeless persons with mental health 
issues, leading to further isolation and exclusion.

These factors along with social exclusion play a 
significant role in where persons with mental illness 
are placed in the existing social order, and the 
agency (or lack thereof) they have in their lives and 
access to appropriate care processes. Overarching 
biomedical attributions, while providing immediate 
relief from distress and access to some form of care, 
come with negative consequences. Individuals and 

families tend to internalise these attributions and 
existing power structures, thereby limiting their 
care options, increasing self-stigma, withdrawal, 
persistent symptoms, low self-esteem and learned 
helplessness.

Systemic Exclusion: Structural Violence 
and Extreme Vulnerabilities Perpetuating 
Mental Ill-health

A (28, female), a farmer’s daughter whose parents 
committed suicide and her farm (a patch of drought 
land) was taken over by the village mafia, walked 
out of a barren life in search of livelihood. Along 
the journey and in her attempts to seek help, she 
met with abuse, opportunism, and was sold across 
a border state into prostitution. She escaped from 
the clutches of exploitation to a strange unknown 
land, which was as unfamiliar to her as her own self 
had now become. A was found, with no name, no 
language and was identified as highly symptomatic 
of severe mental illness. The onerous mental illness 
had taken possession of her, and she salvaged bits of 
herself trying to live off the streets in urban Chennai, 
amidst scrounging, scavenging, and existing, with the 
numbed experiences of victimisation, distress and 
illness. There are several such A’s like her living all 
over the world and our country. While sometimes, 
their voices rise for help, they subside as their cause 
falls on deaf ears and life goes on.

S was a prominent panchayat head in Pattipulam 
village in Thiruporur, Tamil Nadu. She also headed 
a self-help group, was employed in a garment factory 
close by, and managed a five-member household, 
with elderly in-laws. She developed psychosis in her 
late 30s and became homeless for a brief period of 
time. Shocked and lost at this sudden change, the 
family took her to the state mental hospital that was 
three hours away (one way). Unable to manage the 
travel and owing to a lack of options in their district, 
a faith healer was consulted as a last resort. He would 
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often take her alone into a room and ask the husband 
not to interfere with the process of healing, to which 
the latter reluctantly obliged. S’s condition continued 
to plummet, and after multiple suicide attempts, she 
came in contact with The Banyan’s Rural Mental 
Health Program. After several sessions with the care 
team, and a series of home visits, she revealed that 
the faith healer raped her during each visit, leaving 
her shocked and disgusted with herself and the 
circumstances she found herself in, after an illustrious 
career and reputable position in the community. She 
would tell the care team that voices in her head told 
her all answers lay in the ocean, which called out to 
her every day. Despite several home visits, counselling 
sessions and social care interventions, she succumbed 
to the voices, and ended her life by walking into the 
ocean. Her death also led to the distressing revelation 
that the faith healer had committed several such 
offencses with mentally ill women in surrounding 
villages, and has escaped the law. He continues to be 
at large.

P (65 years) was a chemistry teacher in a government 
high school in Burdwan district of West Bengal. Life 
changed for her after her retirement, when she had 
planned to enjoy a restful life. Her mental health 
started deteriorating at that point, and soon she lost 
her identity and started wandering on the streets of 
Kolkata.

Concerned for her safety, Alipur Police Station 
brought her into the care of Iswar Sankalpa’s shelter 
in November 2014. At that time the condition of her 
hygiene was very poor, and she couldn’t recall much 
about her past life. She had moved into a rented 
facility and raised her son, who moved abroad for 
work a few years later. She had started staying with 
her brother but was subjected to violence and was 
gradually robbed of her money. She also reported 
that when she felt lonely she would go out alone, 
and that is how she got lost. She found it difficult 
to communicate and comprehend and could not 

focus on any kind of work; she separated herself 
from the world by sitting in one corner of a room. 
She was diagnosed with chronic schizophrenia. With 
treatment and consistent engagement, her condition 
improved and she is now a salaried individual with 
housing and government benefits.

Homeless persons with mental health issues largely 
belong to ultra-poor families, with single mothers, 
or other siblings/parents with mental illnesses 
or other disabilities. Persons with disabilities are 
considered to be the poorest of the poor, according 
to a study conducted by World Bank (Elwan, 1999, 
p. 16). Persons in poverty are already subjected 
to severe forms of social, economic and political 
exclusion. High levels of stigma towards the poor 
also lead those in positions of power to make 
assumptions about the specific difficulties they 
undergo, one of them being homelessness and 
mental illness. Prevailing attitudes towards the 
ultra-poor, homeless and mentally ill suggest that 
they are ‘lazy’, ‘drunk or high’ and have ‘brought 
this situation upon themselves’. Without sufficient 
resources to challenge these beliefs and manage 
their lives, homeless persons with mental illness 
are thrown at the very end of public consciousness, 
unnoticed and unserved.

While homelessness may be seen from the 
lens of a socio-economic malaise, mental illness 
requires the optics of going beyond an illness 
and having parallels with disability of various 
degrees and kinds—mental, physical, emotional, 
occupational and functional—to mention a few. A 
homeless mentally ill person experiences long-term 
negation of self and relationships, and exclusion 
from a healthy functioning society. Data may reveal 
stark realities and make accurate prognosis, but 
the action remains to be here and now, as localised 
responses, with both linear and lateral movements 
to scale up the ladder, in order to see real-time 
benefits for many.
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The complexity and magnitude of homelessness 
and mental illness see remediation from interlinked 
cross-sectionalities, critical among them being 
addressing poverty, socio-economic class-culture 
disparities, meaningful and applicable education, 
local-state-centre collaborations, NGO and civil 
society responses, and above all, the utilisation of 
mass media for education awareness training and 
de-stigmatising and humanising of the issue. 

Societal Exclusion: Life on the Streets as a 
Mentally Ill Individual

R, a woman in her fifties was observed by a social 
worker of Iswar Sankalpa in 2012 in the Khidderpore 
area. She roamed around aimlessly and would eat 
from the garbage vat. She gobbled up the waste 
quickly and would walk away briskly. After prolonged 
negotiation over one week, R agreed to access the 
shelter for urban homeless women. She was diagnosed 
with undifferentiated schizophrenia. Recovery was 
very slow. Her only moments of liveliness and warmth 
were observed in her monologues with a row of soft 
toys lined on the shelf. These were her family, the only 
remnants of an unknown past.

In 2013, R, the tall upright grand lady of the 
shelter, who never complained about anything or 
anyone, showed signs of chest infection accompanied 
by fever. Her appetite shrank and she began refusing 
food. A CT thorax examination revealed pleural 
collection on her right lung, and suggested a thick 
walled cystic SOL, containing air fluid level. Surgery 
was critical and imperative, as the condition was life-
threatening.

All arrangements were made for her surgery. 
R reluctantly got admitted to the hospital, with a 
lot of supportive counselling and assurances. In the 
presence of the hospital staff, she poured a pot of urine 
out of the window which drenched a police officer 
standing on duty downstairs, leading to an indefinite 
postponement of her surgery. Tolerance of irrational 
behaviour even in the state of physical emergency was 

clearly not a norm in our state hospital. The cyst grew 
alarmingly, along with the infection. Finally, after a 
round of negotiations, her surgery was rescheduled. 
Unfortunately, she passed away just before her 
surgery, rejecting medicines and the system that had 
cast her aside.

There are hundreds of Rs lying outside the care circle 
of non-governmental organisations. There is total 
apathy in the implementation of all procedures laid 
down by the government to enable access to food, 
shelter and treatment of the most vulnerable section 
of society. A place to live and support to live in it are 
basic social needs that facilitate participation and 
social inclusion (Lynch, 2005; Bostock et al., 2004; 
Bates & Davis, 2004). HPWMI seldom find their way 
to shelters earmarked for the homeless or find a roof 
over their heads without having to compromise on 
their dignity and freedom. The experience of Iswar 
Sankalpa has brought to light the vast numbers of 
persons lying outside the organisations care circle, 
both in the state and beyond, who can barely 
survive on the alms provided by passers-by. The 
intake from garbage bins and streets create havoc 
on the body, and lives tend to become endangered.

S, a young vibrant girl in her late 20s, lived on the 
streets near a famous cinema theatre for several years, 
and managed to see a movie or two, with the earnings 
saved by seeking alms. She managed to convince 
people, whom she instantly took to, that she was a 
famous dancer and was abandoned by her parents for 
selecting a profession that they disapproved of. Then, 
the downslide would hit her, at moments when she 
was most unprepared, and she would sit on the very 
same pavement by the theatre and rave, cry, accuse 
people, and behave unmanageably, in a dishevelled 
state. This was her life for over five years on the streets. 
She was brought to the Banyan’s Emergency Care 
and Recovery Centre in response to a rescue call; she 
complied with great reluctance, and then cooperated 
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with her treatment. She was on the verge of a state 
of acute depression (her diagnosis being BPAD) 
wept inconsolably and even attempted suicide. After 
days of treatment, engagement with other members 
of the staff, the founders, the donors who walked 
in and encouraged by the understanding of other 
residents, she showed stable signs of recovery and was 
keen on learning formal dance. She was given this 
opportunity, which she used for a while, and wanted 
to go home, whereupon her family was located and 
she was reunited with them and the community, and 
was medically compliant for several months. Then, 
reportedly, she disappeared. After weeks of searching 
she was located in a nearby district of Tamil Nadu; 
she was ecstatic when she saw the Banyan team and 
this time voluntarily admitted herself. She explained 
her living on the streets again in terms of giving up 
on medication, followed by gradual relapse, which 
led to accusations in the neighbourhood, a frustrated 
family, and her attempts at suicide once again. She 
was rescued by people; however she was abused 
several times over, until she lost all consciousness 
and found herself in a location where everything was 
strange. She continued to live rough, with the stigma 
of ‘paityam’ (mad in Tamil), ‘road dweller’, with food 
thrown at her, and a source of amusement to all who 
saw her semi-nude body and made crude remarks; 
soon she was oblivious to everything else apart from 
the pavement she lived upon and the lamp under 
which she spent dark nights of desolation. Post-
rescue she was treated for multiple complexities that 
manifested as a result of her mental health condition:  
homelessness, trauma and pregnancy. In a few months’ 
time she was asymptomatic, had a healthy baby (who 
was given up for adoption with her consent), regained 
her interest in personal care, and was absorbed at The 
Banyan as a housekeeping assistant. In her free time, 
she engages in dance therapy and encourages other 
residents to dance. Her relapses are less frequent, and 
with lowered medication and psychosocial care she is 
able to steer through her life without too many hurdles.

Homeless persons with mental health problems 
are subjected to various forms of abuse, making 
them one of the most vulnerable populations in the 
world. Studies conducted by Fischer et al. (1992) on 
the victimisation of homeless persons concluded 
that psychiatric illness is one of the highest risk 
factors for individual victimisation. A study 
conducted by Lam and Rosenheck et al. (1998) to 
determine prevalence and correlation of criminal 
victimisation and clinical outcomes for clients with 
mental health problems found that 44 per cent of 
respondents were victims of one of the following 
crimes: robbery, theft, threat with a weapon, 
physical violence or sexual assault. Women with 
mental health issues were at a much higher risk of 
physical and sexual assault (ibid.). Another study 
conducted by Padgett and Struening found that 
homeless men with a psychotic illness were at a 
significantly higher risk of getting beaten, robbed, 
threatened with a weapon or injured (Padgett & 
Struening, 1992). Women with mental health issues 
are often victims of repeated sexual violence. A 
study of the incidence of rape among women with 
schizophrenia found that 22 per cent of them had 
been raped, with two-thirds of the victims being 
raped multiple times (Darves-Bornoz et al., 1995). 
Closer to home, a paper by Amita Joseph et al. 
highlights the habitual verbal, sexual and physical 
abuse suffered by homeless women in India. Clients 
entering The Banyan’s services often come in with 
broken bones, burn marks, scars and unwanted 
pregnancies.

Legal Exclusion: Dealing with Habitual 
Denial of Justice

S, a young woman of 25 years was found around 
Sealdah Station in Kolkata in May 2008. Unkempt 
and restless, she was diagnosed with schizophrenia 
along with intellectual disability. She had a speech 
problem, but her body language was very positive. 
Her friendly gestures enabled social workers from 
Iswar Sankalpa to build a rapport with her. They 
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negotiated with her, to provide her with help to access 
food and hygiene, and she was encouraged to come to 
the Drop-in Centre. She used to stay with two other 
homeless mentally ill persons at the station, and they 
also came with her to the Drop-in Centre. Her daily 
visits comprised bathing, washing clothes, having 
food and medicine. She also helped her friends in 
doing similar tasks. This was what daytime looked 
like for her.

The nights were different. S had a partner who 
came to her in the stealth of the night. He was also 
deaf and mute. She liked his company. Around the 
month of October, a change in her appearance was 
noticed. Doctors diagnosed that she was pregnant, 
but as she refused a thorough medical check-up 
in a hospital, her stage of pregnancy could not be 
ascertained. She was provided with fruits, iron, and 
vitamin and calcium tablets. When asked about her 
ensuing pregnancy, she communicated that she was 
aware of it. She also gestured that she would like her 
child to become a beggar like her. Whenever asked to 
visit a hospital, she ran away.

On the 2 March 2009, Iswar Sankalpa received a 
call from the vendors at the station that S has delivered 
a child in the early hours of the morning. The team 
rushed to station, only to find her lying in a pool of 
blood in a post-delivery state, weeping. The child had 
been taken away from her without her consent. A few 
platform dwellers said that two women had taken the 
child away, but no one had touched her.

Iswar Sankalpa shifted her to a nursing home, 
which she did not resist. She was distraught, extremely 
weak and in trauma. As she recovered physically, her 
agony for her lost son increased. At the nursing home, 
she would try to harm herself, and even tried to take 
the newborn babies of other women into her lap. 
Constant support over the weeks slowly helped her to 
calm down. When she was released, she did not wish 
to stay in any shelter, and said she wished to find her 
son some day. 

T became pregnant after being raped on the 

streets. She was rescued by a care team and admitted 
into a government facility, where she realised she was 
pregnant and wanted to terminate the pregnancy. 
She was consistent with her preference, so the social 
workers approached the government hospital to carry 
out the procedure. Despite the Medical Termination 
of Pregnancy Act (1971), which states that a woman 
can choose to abort within 20 weeks of her pregnancy, 
the doctors refused to go ahead with the procedure 
owing to her mental illness and demanded that the 
father or member of the family provide attestation, 
which was seconded by the district court. She was 
sufficiently lucid to provide the details of her family 
that had abandoned her and needless to say, they 
refused to take responsibility for her decision. One 
ministry passed the buck to another, until it became 
too late to terminate the pregnancy. She gave birth to 
a healthy baby girl but passed away due to excessive 
bleeding and medical negligence in the hospitals, four 
days after the birth of her child. Her baby now lives 
in foster care.

Na, a resident of Bangalore started to exhibit 
symptoms of schizophrenia in his late 20s. He 
became paranoid, suspicious and often turned 
aggressive towards his wife and four-year-old child. 
One day, fully convinced that his wife was being 
unfaithful to him, he tried to hang himself. His wife 
and child immediately left him and became virtually 
untraceable. This became the tipping point for his 
descent into homelessness. After five years on the 
streets, he arrived in Chennai and came into contact 
with The Banyan’s open shelter services for homeless 
men. Although he suffers some cognitive deficits, he 
is functional, lucid and gainfully employed. When 
his family was contacted, they refused to meet him 
or to divulge any details about his wife and son. It 
was found that Na was heir to a small property in the 
outskirts of Bangalore, which his family had tried to 
take away from him when he was seriously ill. The 
family also refused him rights to the property and 
have threatened to take his life is he ever returned 
to claim it. The tragedy of this case is worsened by 
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the fact that Na is ready to give his property back to 
his family as long as he gets to see his wife and child 
again, which begs the question, is social exclusion far 
worse than systemic and economic exclusion?

N hailed from Nellore district in Andhra Pradesh. 
Her father passed away when she was very young 
and her mother became her sole caregiver when she 
developed a serious mental illness. Upon the latter’s 
death, N was sent out of the home by her family and 
she came into The Banyan’s care after several years 
on the streets. During her 10th year at The Banyan, 
her brothers and sisters-in-law asked to take her 
home, to which she immediately agreed. Within four 
days, much to the surprise of the Banyan staff, she 
returned, and requested us to never send her home, 
or even let her family members know of her return. 
She revealed that they had asked her home only to 
take her to court to sign and hand over her rights 
to the familial property. As N rightly predicted, her 
family returned to take her home but they were sent 
away. She ultimately relinquished her right to the 
property, and it can only be assumed that her family 
claimed her share in court citing her mental illness 
and/or sudden disappearance. Prevailing attitudes 
of the legal system towards persons with mental 
health issues lead to such instances time and time 
again. N went back home six months ago after a lot 
of negotiations with the family, and education about 
her legal rights, but her current status as legal heir is 
in limbo, and she faces an uncertain future.

The double jeopardy of homelessness and mental 
illness presents a specific set of challenges which 
the social and health sector is yet to address. 
Having started from a point when the conditions 
of such persons were not the concern of the Social 
Welfare Department, as they did not deal with 
mental illness, nor within the ambit of the Health 
Department as the persons were homeless and 
the entire healthcare system depended on the 
institution of the family, the fate of such persons 

was assigned to ‘Nowhere Land’ where they did not 
exist as citizens of the world. The Mental Health Act 
(1987) mentioned in a single line that such persons 
were the responsibility of the Home Department. 
However, the police were neither aware of, nor had 
the wherewithal to assess mental health conditions. 
Their only recourse was to pick up such people 
who were ‘disrupting’ law and order, and produce 
them before the Judicial Magistrate in court under 
the archaic Prevention of Beggary Act 1952, to 
be sent forever to the overflowing mental health 
institutions where they would slowly vanish into 
eternity, or directed towards suburbs so as to not 
‘taint’ travel routes of prominent politicians and 
international delegates.

Exclusion from Community: Unavailability 
of Viable Exit Options for the Homeless 
Mentally Ill

R was rescued by The Banyan after spending nearly 
20 years in different mental hospitals. She walked 
out on her husband with two children and went 
back to her mother’s house in Kumbakonam where 
she started exhibiting symptoms of severe mental 
illness, later diagnosed as treatment-resistant 
schizophrenia. Her then-grown children wasted no 
time in institutionalising her, and she spent a quarter 
of a century in different mental hospitals. Her sudden 
return to the streets, which meant she was no longer 
on medication, brought about a terrible relapse. She 
suffered five years of terrible mental distress, but 
livened up during outings, especially temple visits. Her 
care team advised that she move to an apartment with 
four other friends (with varying degrees of disabilities) 
in the community. There was then a turnaround no one 
expected. R began contributing to home management, 
made friends in the neighbourhood and became 
fiercely independent. There was also a dramatic change 
in her response to medication. She now continues to 
be independent, three years after moving in, and it is 
evident what transformed her life—not being caged in.
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A recent report by the technical committee of the 
National Human Rights Commission (NHRC) 
revealed that a significant percentage of long-
stay clients at government mental hospitals were 
homeless (destitute) (Murthy et al., 2016). The 
Hospital for Mental Health (HMH) in Gujarat 
also revealed homelessness as the primary reason 
for long-stays in mental hospitals, with minimal 
community living options (ibid.). India has ratified 
the United Nations Convention for the Rights of 
Persons with Disabilities (UNCRPD) which states 
that persons with disabilities (including mental 
illness) have a right to community living and full 
participation, with an option to choose their place of 
residence, whom to live with, and support services 
(UN General Assembly, 2006). These rights are yet 
to be realised by persons with mental health issues, 
more so by homeless persons, who suffer the double 
burden of abject social, political and economic 
deprivation in addition to their pathology.

Almost 40 per cent of persons with severe 
mental illness will require long-time care for various 
reasons including high disability/low functionality, 
abuse and neglect by family, absence of family, etc. 
Institutionalisation however is not the only solution 
to this phenomenon. Several community and 
independent housing options exist that need to be 
explored further. According to a National Human 
Rights Commission report released in 2016, 
government-based long-term services are still in the 
planning stages, that too only in a handful of states 
like Delhi and Gujarat, with other states exploring 
rehabilitation options within mental hospitals itself 
(Murthy et al., 2016). Few NGOs in India offer 
community-based rehabilitation services, such as 
the Banyan, Ishwar Sankalp, Ashadeep, Udavum 
Karangal, etc.; a comprehensive report on the 
efficacy of these services in terms of person-centred 
care, restoration of dignity, social and economic 
inclusion, quality of life and demand vs availability 
is yet to be commissioned. Iswar Sankalpa in 
Kolkata has created proxy families in collaboration 

with vendors and street dwellers, to enable social 
inclusion and treatment in the community for this 
vulnerable population, thus demonstrating a new 
care pathway for the homeless with mental illness 
Several informal outreach services offered by good 
samaritans in the community play a huge role in 
ensuring ontological safety and inclusion of persons 
living on the streets. These contributions and key 
learnings are yet to receive due acknowledgement 
and support from the government and other service 
providers.

Exclusion from Workforce: Perpetuating 
Stigma, Discrimination and Marginalisation

H worked as a driver in one of the more affluent 
localities in Chennai city. Originally from Rajasthan, 
he moved to Tamil Nadu for livelihood opportunities, 
worked two shifts as a valet in a big hotel and at 
a businessman’s house. He began experiencing 
symptoms of mania resulting in bizarre behaviour, 
grandiosity and excessive alcohol compulsion. He also 
revealed his homosexuality to his boss who sent him 
out of the house. Loss of a job, loved one (who was sent 
out of the locality as well) and the inability to support 
his mother, pushed him to the streets. He was rescued 
by The Banyan and responded well to treatment six 
months into which a joint decision was taken to 
discharge him. He found a hostel room, was regular 
with his medication and began working as a valet in 
a new hotel. There was a constant longing to return 
to his old employer, friends from the neighbourhood, 
and also seek out his partner. Despite being advised 
against it, as the employer had indicated plainly 
that he did not want to take him back and that his 
partner was not heard from in almost a year, he quit 
his new job. He was, as expected, rejected by his old 
employer and friends. Unable to trace his lover and 
manage the rejection, he returned to heavy bouts 
of drinking and attempted to break into his old 
employer’s house. Incarceration followed; he went 
in and out of institutions without any respite. It was 
finally suggested that he return home to his mother 
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in Rajasthan and be on medication under her care. 
After almost two years of an uncertain future, losses 
and separation, he found stability with his mother 
and a job back home.

R has been a resident of The Banyan’s Open 
Shelter since 2011. He was diagnosed with mental 
retardation, and bipolar disorder with elective 
mutism. He would repeat what was told to him, 
and only responded with a polite nod to express his 
preferences. He was part of the housekeeping team, 
and a hard worker. His salary was retained by the 
social worker and used for snack items that he liked 
as reinforcement. It was presumed that he will spend 
the rest of his life at the shelter, as there was no hope 
of identifying his family. In 2016, he was placed in 
external employment, loading and unloading work 
at a restaurant and made up to Rs 600 a month. 
This time, the salary was given directly to him in 
small instalments, and he was asked to spend it at 
will, while keeping in mind the risk of him losing the 
money or being robbed in mind. He used to go out 
with the social worker and his friends, buy vegetable 
puffs and cut cucumber pieces. His moods improved 
markedly. A month ago, he proactively approached 
the social worker and asked, ‘Mujhe paisa do. Baahar 
jaana hai’ (give me money, I want to go out). Since 
then, through regular interactions, he has begun 
giving details about his family in Kolkata. He is also 
firm about the kind of work he wants to do, and 
articulates his need effectively. Reintegrating him with 
his family is still a remote possibility, but employment 
and exposure to the outside world have revealed his 
uniqueness to himself and to those around him.

P lost her parents to an earthquake, possibly in 
Latur; she was 12 years old. Like many orphaned 
children she was brought to Mumbai and was housed 
in a government-run young girls’ hostel. She was 
clothed, fed, taken out occasionally, and she made a 
few friends who came under different circumstances 
to the orphanage. She attended school and was soon 
fluent in reading and writing, and loved art and 
music. Sinister days followed, with her being exposed 

to sexual, physical and emotional abuse by the care 
keepers of the hostel. By the time she was 18 and had 
to leave the home to fend for herself, she was sold off 
for trade, and life held no hope for her. Used, abused, 
cursed and ‘made insane’ were her descriptions of 
her life when she reached The Banyan under strange 
circumstances. She escaped from the brothel and 
hid in a truck, not aware it was southbound. When 
she woke and jumped out, it was a rainy Chennai 
morning. She realised she was near a church, and 
crouched behind a pillar and saw the ‘facilities 
around’. She recalls the horror of her trauma, the 
dreams she had, being choked, raped, and dumped. 
She ate leftovers, defecated and bathed by the sea, 
and stole clothes to cover herself. On the streets, day 
or night, every sound, every human contact, any 
remote engagement frightened her. Not knowing the 
language, she felt she was mute, and refused to speak 
with anyone at The Banyan for over two months. She 
had maggots, lice and flies all over her when she was 
accidentally discovered by a cleaner near the church. 
She was diagnosed with schizo affective disorder with 
acute fear psychosis, and was mistaken as speech 
impaired. She merely moaned and groaned for few 
months at the transit care centre; the first traces of 
recognition of a language and responding in Marathi 
began six months down the line. Once communication 
verbal and non-verbal began, besides medicines, 
she made leaps of improvement in connecting with 
people who spoke Hindi, English and Marathi. Soon 
she worked on her art interest at the VT; she made 
lovely gift wrapping paper, and got employed in a 
garment factory nearby earning a monthly take 
home of Rs 6000 per month, though this happened 
gradually over a three-year period. Today she lives 
in independent housing as her family could not be 
located. She is in her 30s and wishes for a partner, 
but alas with homeless and mentally ill people, social 
exclusion still prevails.

Only 5–25 per cent of persons with mental 
illness are actively engaged in work. Issues with 
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training, placement, stigma and discrimination, 
interpersonal conflicts, attrition and retention 
issues, stress management and consistency have 
been major deterrents to work participation among 
persons with mental health issues. Work has, 
however, been one of the primary contributing 
factors to recovery and re-engagement. It has been 
found to add meaning, purpose and hope, leading 
to better self-care, social skills and overall symptom 
reduction. Skill development, vocational training 
and matched placement has to take centre-stage in 
the rehabilitation process across institutional and 
community care settings. 

3. Long-Term Impact of  
 Homelessness and Social  
 Exclusion on the Mentally Ill

Deprivation

A pattern of behaviour often observed amongst 
clients at The Banyan, especially those who have been 
homeless for prolonged periods of time, is begging 
and hoarding. As a result of years of being deprived 
of food, clients beg for food near the entrance, at 
the mess, and from visitors and staff members. They 
also carry food back to their dormitories and hide 
it under their beds or in their clothes. In such cases, 
case managers and other service providers work 
closely with the client to instil a sense of security 
and permanence with regard to basic amenities.

Understimulation 

Persons with mental illness living on the streets 
have limited interactions with the outside world, 
barring begging. This leads to a feeling of boredom, 
lack of motivation to participate in group activities, 
day care or skills training at the treatment centre. 
In the case of S, who has been homeless for at least 
10 years, service providers have observed that 
she eats out of boredom. She prefers keeping to 
herself, walking around the premises, and grabbing 

tea cups or plates with little tea/food left in them. 
Several attempts have been made to address this 
challenge, including asking her to dine with a 
group of people, staff and guests, giving her a fresh 
plate of food, and involving her in interest-based 
vocational training, and as a result there has been 
some slow progress. Recreational activities also play 
an important role in in making the clients more 
interested and participative. At The Banyan, music 
and dance aid the rehabilitative process hugely, 
yielding astonishing results. Evening walks to places 
of worship, bi-monthly outings to movie theatres, 
shopping, self-funded outings (clients earning 
money plan a trip entirely by themselves with 
their group of friends) and visits to homes of The 
Banyan staff are practised across projects. Shopping 
also leads to interest in self-care, exercising and 
finding meaning in agency. Student and volunteer 
interactions have forged bonds that have continued 
for over two decades, creating new definitions of 
family. 

Anhedonia

Even as recovery takes place in functional terms and 
interactions begin to emerge among residents and 
with outsiders, it is often noticed that many HPWMI 
express a disconnect with joy and pleasure; feelings 
are numbed out of existence, as it were. One resident 
disclosed that she knew (mentally) that she was 
supposed to feel happy at the thought of returning 
home but did not feel it; it was as if she were merely 
existing and carrying out the motions without any 
real connect from within. This seems to have a 
domino effect in their engagements with others, 
claiming they have no friends, are not intimate with 
anyone, and at times they even disclose that they 
don’t know what joy, happiness, and satisfaction are 
all about. Disconnected to an important core of their 
being, feelings, makes it seem like some of them are 
apathetic, which they are not, as they tend to connect 
with plants and animals, cats and dogs in particular, 
through stimuli of touch, smell, sound and feel. 
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Passive Acceptance

Camouflaged in busy city landscapes, the years of 
going unnoticed or interacting with the outside 
world leaves homeless persons without an identity 
or personhood. They lose touch with who they 
are, and what makes them special. Within the 
four walls of an institution, with 100 others, they 
feel further lost to the system. This is exhibited in 
different ways: from interactions with other clients, 
case managers, forming affiliations or stating 
preferences in the treatment process and expressing 
grievances in cases of abuse or felt violations. Trust-
building becomes key in addressing these deficits, 
with a guarantee that there will be unconditional 
acceptance, and appreciation of the client’s unique 
self and their contribution to the ecosystem. In 
addition, paying attention to finer details such as 
culturally appropriate clothing, sarees and bindis 
that a client used to wear at home, food they used 
to eat, work they were engaged in and interacting 
in local dialects, have been successful in building 
a sense of personhood among clients. The Banyan’s 
Home Again project, where clients form affinity 
groups and move into a separate home, has resulted 
in successful efforts to restore identity. Having 
autonomy, choice, a home of one’s own, courage to 
ask without faltering as one would in the comfort 
of their own personal space, creates a need for 
uniqueness and self-expression.

Hypersexuality

Both among men and women, the tendency to get 
attracted to members of the opposite sex or same 
sex is visible. This is made evident by obvious 
overtures that are made, verbal declarations, seeking 
physical sexual contact, constant conversations 
revolving around body image and sexual function 
or dysfunction. As was observed in some cases, 
A kept talking about getting older, flabbier, and 
her not being attractive to and sought by men she 
knew. B on the other hand actually solicited men 

for sexual favours. This is a difficult situation to 
manage: to be permissive, keeping in mind the risks 
of behaviours that may range from infections to 
possible pregnancy. Encouraging sharing, creating 
safe spaces for ventilation, diversion therapies, and 
sessions on safe sex practices help in minimising 
distress. 

Perceived Loss of Entitlements

People with long-term deprivations when given the 
choice and trained to seek redressal of grievances 
and educated about rights and privileges often 
refrain from doing so. For example, not asking for a 
salary when they have worked, not asking whether 
they could use some common shared spaces like a 
toilet, or not asking for change from a shopkeeper. 
Facing denial and deprivation at every juncture 
leads to a perception of of lack of entitlements, ‘it’s 
not mine’, or ‘this does not belong to me’, ‘I can’t 
own this as mine’, are resigned voices, heard both 
at the institutional level and from those who have 
been rehabilitated in their homes/communities. 
Fear of rejection and perceived loss of favour can be 
overwhelming for those who have experienced loss 
at several junctures. 

Substance Use

Sometimes the only way to cope with hunger is 
the use of tobacco. Smoking a cigarette or a beedi 
suppresses hunger and numbs one from the reality 
of starvation. Some homeless individuals buy beedis 
with whatever little money they have, or more often 
pick up used cigarettes from the road and smoke 
it until the tip, giving them distinct marks on their 
lips. In addition, persons with mental health issues 
are predisposed to addiction, creating a severe 
mental and physical health risk. Clients who do 
not get the desired number of cigarettes have been 
observed as becoming aggressive or desperate, 
smoking even pieces of paper to satisfy their 
cravings. Cigarette smoking is largely observed 
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amongst men at The Banyan, with women leaning 
more towards chewing tobacco. 

Other recurring issues observed among the 
homeless mentally ill are neglect of hygiene, 
poor money management, inconsistent routines, 
undependable relationships and feelings of low self-
worth.

4. Promoting Rights of the  
 Homeless Mentally Ill: A  
 Balanced Narrative

Right to Life: Accessing Care

M was found wandering near a busy traffic signal in 
Chennai. Clothes in tatters, she was lost to the world, 
and it to her. Staff from The Banyan felt she would 
benefit from inpatient treatment at the Transit Care 
Centre, and presented her before a magistrate who 
would issue a reception order for admission. The 
magistrate asked her three straightforward questions: 
what is your name? Where do you live? Do you know 
your way back home? Can you get me a glass of water? 
M was able to answer these questions perfectly, so the 
magistrate decided she does not have a mental illness 
and asked for a constable to drop her near the area 
she claimed to live in, which was seven kilometres 
away from where she was rescued. The Banyan 
reluctantly agreed but decided to follow up the next 
day. As predicted, she was found near the same traffic 
signal as the day before, after which a reception order 
was issued by the magistrate for admission. 

R was a groundnut vendor in Sabarimala district. 
Originally from Andipatti in Tamil Nadu, R moved 
to Kerala in search of a livelihood. R suffered from 
temporal lobe epilepsy that occasionally gave rise to 
behaviour difficulties, including aggression. He also 
had a mild stutter, which gave his neighbours reason 
to tease him every now and then in Malayalam. One 
afternoon, these vendors accompanied by a few police 
officers continued to pick on his speech, his Tamil and 
Tamilians in general. When R found out that one of 

the police officials was Tamil, he became enraged 
and attacked him without any forethought. This led 
to his arrest and transfer to the state mental hospital 
in Trivandrum by the magistrate. Service providers 
at Trivandrum Mental Hospital negotiated with 
the court to transfer M to a facility in Tamil Nadu, 
to make him more comfortable, but the process 
took a whole year to complete. They also informed 
the courts that R did not need institutionalisation, 
only outpatient care to manage epilepsy. From the 
metropolitan court they had to approach the district 
court, speak to multiple lawyers, in Tamil Nadu and 
Kerala, after which R moved to Chennai and was 
transferred to The Banyan’s Open Shelter. His family 
was contacted immediately, but his ageing father, 
the only living family member, could not travel to 
Chennai to take him home. Despite several letters 
from the psychiatrist that R could travel alone, The 
Banyan staff had to move three courts, including the 
district court in Kerala which ordered his transfer, all 
of which took five months. Finally, M returned home 
after two years of institutional care that he never 
needed in the first place.

Inpatient care for homeless persons with mental 
health issues is undeniably beneficial, barring cases 
of abuse and violation. However, admission is not 
always a smooth process. Clients may refuse to leave 
with the care team (understandably) due to trust 
issues that they have accumulated through life on 
the streets. Some primary care personnel may also 
exert coercion, adding to the fear and suspicion felt 
by clients about strangers asking to take them away. 
In these instances, the police, who are often the first 
point of contact for an individual on the streets, 
contribute significantly to how the rescue process 
takes place. The Banyan’s clients recall experiences 
of how the police have the power to transform their 
lives entirely, for better or for worse. Sensitive police 
officers have ensured their safety at nights, assisted 
them in finding their homes, or a place to stay. There 
are other instances where police officers have been 
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harbingers of abuse and exploitation, with officers 
soliciting homeless women for sexual favours. The 
Banyan has collaborated with police officials on 
multiple occasions, the most notable activity being 
the Dial 100 initiative, where the police partnered 
with The Banyan through a helpline for rescue 
and admission into mental health care facilities. 
The police also play an important role in locating 
homes of clients during reintegration. In open 
shelter services where a magistrate’s order is not 
mandatory, memos are sought from police stations 
alone to complete the rescue process. Sensitivity 
training with an introduction to mental health care, 
and a focus on interplay between homelessness and 
mental illness, is crucial for all police cadres.

Iswar Sankalpa has built a close partnership with 
Kolkata Police, and in collaboration started a Day 
Care Centre within the premises of Hastings Police 
Station. The Centre focuses on providing overall 
resettlement and rehabilitation opportunities for 
Iswar Sankalpa’s homeless psychosocially disabled 
clients in the catchment area in an effort to bring 
them back into the mainstream as productive 
members of the society. This is achieved through 
facilitated participation of the clients in select 
occupational and vocational activities, as well as 
supervised pharmacotherapy and psychotherapy, all 
of which ultimately aim in restoring the client’s self-
confidence, self-reliance and independent living. 
The initiative has changed the prism through which 
such marginalised persons were viewed by the 
police personnel. From ‘lawbreakers’ who disrupt 
traffic at dangerous intersections, the homeless 
mentally ill are now looked upon as persons 
needing ‘care’. Such safe spaces offer alternatives to 
institutional support.

The capacity to make one’s own decisions and 
manage one’s life is questioned only in the case of 
persons with mental illnesses. Revisiting the original 
definition of power as the capacity to realise one’s 
own will, even against the oppression of others, this 
power is stripped from the individual, leaving them 

with no agency or say over their lives. Traditionally, 
this lack of agency has led to several violations 
and the abuse of mentally ill persons, but it is also 
important to note the consequences of taking it to 
the other extreme, without an understanding of 
capacity in the context of mental illness. There is 
evidence to prove that certain psychotic illnesses 
impair decision-making capacities and cognitive 
abilities, and benefit from supported decision 
making. Lawmakers act as advocates for clients, 
including those who are homeless, in accessing 
treatment support that is best suited to their needs. 
Lawmakers’ and judges’ acceptance of a client’s 
refusal to treatment at the time when they are most 
vulnerable is another form of discrimination, and 
violation of the Indian Constitution’s Article 21, 
guaranteeing the right to life and personal liberty 
(Government of India, 2015). It is also in violation 
of the Mental Healthcare Act of 2017, which 
mandates access to mental health care for all as a 
basic right. Having a severe mental illness does not 
always mean forgetting one’s name or where one 
is from; it is an undoing of existing perceptions, 
realities and emotions. Therefore assessments, even 
basic ones, need to revolve around these nuances. A 
study was conducted by The Banyan to understand 
clients’ experiences of involuntary commitment 
into the transit care centre. Ninety-nine per cent 
of respondents felt positive about the fact that they 
were rescued from the streets, but felt displeasure 
regarding the process. They felt that in order to 
make the process more smooth, the following 
measures had to be taken:

1. No rescues at night.
2. Offer food and water on the streets before 

going for rescue.
3. A social worker or personal assistant should 

accompany the client through the night, at 
least during the first week.

Clients also felt that refusal of treatment by 
those acutely ill, especially those who are homeless, 
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should be taken into consideration only after the 
first round of treatment, even after which case 
managers should keep track of them from a distance. 
According to them, a ‘healthy society’ is one that 
cares for its own people, especially at a time when 
they are not in a position to care for themselves. As 
P pointed out, ‘How can you take it seriously when 
someone refuses to be admitted in the hospital? The 
streets are not safe for women, especially those with 
mental illness. We know the problems and abuses 
we went through. No one should go through the 
same thing again.’

Lawmakers need to take such feedback into 
account and approach the right to care from a 
multidimensional lens. Lawyers also assist clients 
with advance directives: a living will formulated 
by the client, with specifics related to course 
of treatment, and professional support, and 
nomination of a surrogate decision maker when he 
or she is no longer in a position to make competent 
decisions. This has been made a right according to 
the new Mental Healthcare Act of 2017.

If a client cannot communicate effectively in 
the local language and service providers do not 
know the client’s mother tongue, the institution/
shelter becomes a lonely place. Rehabilitation 
efforts may not reach desired efficacy, and this 
minimises the impact of moving the client off the 
streets. It is wiser to move the client to an NGO/
care facility in their own state, which may be 
in a better position to cater to his or her needs. 
Judges have the authority to order this process, as 
observed in the case of M.

Introduction to mental health, in addition 
to laws related to mental health (property law, 
disability law, etc.) have to be incorporated as 
mandatory study for advocates and judges at college 
level itself. Indian Law School has initiated these 
training courses in Pune, and it is hoped that other 
colleges across India will follow suit.

Right to Life: Preventing Homelessness

Primary pathways into homelessness, especially 
among those mentally ill are:

1. Lack of access to appropriate and affordable 
care

2. Loss of primary caregiver
3. Abandonment by family
4. Lack of exit options upon leaving the 

institution
5. Lack of access to follow up care after 

institutionalisation
6. Disparity of living environment with 

therapeutic environment of institutions
7. Gender issues and domestic violence
8. Lack of income opportunities and financial 

burden on families
9. Property disputes
10. Migration for survival

Lack of exit options and no access to follow up 
care play an equally important role as antecedents 
to homelessness as lack of access to care. A study 
of The Banyan’s clients’ post-reintegration revealed 
that up to 12 per cent of clients who left the transit 
care centre became homeless once again; also a 
significant percentage of families could not be 
contacted and a few clients committed suicide, all 
of which sheds light on the criticality of aftercare 
services. High levels of stigma and discrimination 
by the community as well as family members’ self-
stigma, along with lack of adequate understanding 
of mental health services, often compel the client 
to go back to the streets or re-enter the institution. 
Revolving door clients, as they are commonly 
referred to, are those who return to the institution 
multiple times after discharge. One of the most 
common reasons expressed by clients for returning 
to the institution is the intensely expressed emotions 
of family members, that is, high levels of criticism, 
emotional outbursts and over-involvement. Clients 
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also return to the institution after feeling isolated 
and discriminated against by family members, 
all leading to a feeling of low self-worth. Iswar 
Sankalpa has heard many voices which return to the 
shelter expressing dissatisfaction with the gruelling 
hardships of rural life in the family without the 
privileges of running water and other comforts of 
urban city life which residents of the shelter enjoy. 
It has been observed that clients who perform 
well at Daycare and manage their own schedule 
within three to five months of stay in an institution, 
are rendered dysfunctional at home, leading the 
family to constantly underestimate the client, and 
reaffirm their belief that he or she only belongs in 
an institution. Similarly, adherence to medication is 
usually higher within the institution than with the 
family.

Gender stereotypes which assign value to men 
and women based on predetermined behaviour 
and actions have been observed to be an underlying 
factor. The severity of mental illness often causes 
hallucinations and delusions, which prompt 
persons to wander out of their homes but return 
after a short time. A ‘woman’ who spends a night 
out without a chaperone is often looked down 
as having an ‘immoral character’ and further 
stigmatised, criticised and shunned. The value of a 
‘man’ has historically been assigned to the ‘income’ 
he brings home. Loss of job/income all contribute 
further to his loss of position as an equal human 
being in the eyes of his nearest family and thereafter 
society. Property is a contentious issue. For persons 
who have a share in family property, their risk of 
being pushed out or not being accepted back into 
the family after recovery increases.

Aftercare services therefore require serious 
client-centred planning, in addition to accounting 
for family and community dynamics. These 
include outpatient treatment, community based 
psychosocial care, home-based care, family 
therapy, peer counselling, link to support groups, 
employment opportunities and facilitation to 

government entitlements, including disability 
pensions. In the case of clients from other cities, 
aftercare services would involve links with local 
organisations with whom collaborative efforts can 
be established. Community-based care is complex, 
involving layered inputs, periodic follow-up, social 
and economic inclusion efforts and advocacy. 
The Banyan’s NALAM initiative uses community-
based link workers to provide outreach services 
and supportive counselling, facilitate social care, 
create links with local governments and assist with 
daycare and aftercare services. Use of community-
based mobilisers, while being cost effective and 
addressing the human resource crunch, also 
serves the purpose of delivering appropriate care, 
increasing awareness, and preventing a downward 
spiral into social exclusion and homelessness.

Right to Inclusive Living Options

Not all clients will have the option of going back 
home. High levels of disability requiring long-
term support, inability to identify families, or the 
unavailability of family, are some of the reasons 
many individuals stay in institutions for years 
or decades. However, not all individuals require 
institutional care, or even benefit from such care; 
to this end community-based living options with 
supportive services have been explored across the 
world, and more recently in India. In Italy, mental 
hospitals have been abolished in exchange for 
community-based care and supported residential 
care (Ridente & Mezzina, 2016). In Geel, Belgium, 
there are only 20 psychiatric beds, and clients stay 
with surrogate families for many years to recover 
through inclusion (Goldstein & Godemont, 2003).  
In the Banyan’s Home Again trial, clients move out 
of the institution and into independent homes with 
four others with different levels of mental disability 
and create their own families for perpetuity. 
Clients have shown marked improvement in 
their symptomatology, adjustmental difficulties, 
feelings of self-worth and social skills. This model 
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has also proved to be significantly more cost-
effective compared to institutional care, and has 
been replicated across three states in India, in 
collaboration with state governments.

Even after recovery, breaking the chains of 
stigma around mental illness, homelessness and 
being a single woman, remains a heavy burden to 
carry. Finding rented accommodation for working 
recovered women who cannot or choose not to 
return to their home, is met with suspicion and 
denial from civil society. Long-term care for PWMI 
must transcend traditional treatment to include 
creative opportunities and inclusive living within 
communities that are prepared to provide extended 
psychosocial care, gradually assuming the role of 
first-level help providers. Long-term care needs to 
change the dynamics of the help seeker and help 
provider. Mutuality in the helping process supposes 
less confined power positions.

M was found wandering on the streets near 
Kiddirpore in Kolkata in a dismal state. She was 
unclean, malnourished, and barely clothed, talking 
to herself, and hallucinating dangers all around. She 
took two months to respond to treatment, and then 
with her memory gradually returning, revealed that 
she hailed from a poor family in Assam in Northeast 
India. She had a history of mental illness since her 
teenage years. Her marriage was a period of sheer 
horror. She was subjected to brutal domestic violence 
but tried to save the marriage for the sake of her 
young daughter. When she could not bear any more 
violence, she escaped to her parents’ home. However, 
years of torture and cruelty had acutely damaged 
her mental health. She was unable to adjust at her 
parents’ home and frequently wandered off. On one 
such occasion she lost her way and landed in Kolkata. 
She had lost her memory by then.

Brought into the fold of Iswar Sankalpa’s care, 
her functionality improved and symptoms reduced 
remarkably. She maintained personal hygiene 

even without supervision and became engaged in 
household work at the shelter. Her speech became 
coherent, and she could express herself clearly. 
However, what remained a challenge for the shelter 
staff, was to bring M to become more life-oriented. 
She was withdrawn, interacted with others only when 
needed, and lacked motivation to do anything more 
than routine work. This was when she was given 
special counselling to take up advanced vocational 
training for future employment. This changed her 
attitude. The hope for an independent life where 
she could earn her own keep and would not have to 
depend on family for her survival, made her more 
focussed. She started taking an interest in functional 
literacy classes and took up bag-making and cookery 
as her vocation options.

M is now part of a self-help group called 
Mousumi, which was formed with 10 residents of the 
shelter. The group runs a successful catering business. 
After a few months of hand holding and training in 
entrepreneurship, the group can now carry out 80per 
cent of business activities independently, including 
shopping for raw materials, pricing, preparing food, 
keeping accounts and banking. M is an active member 
and has her own bank account. Simultaneously, she 
has also become a part of the production unit of a 
vocational training project, and stitches beautiful 
and high-quality sling bags. She earns over Rs 4000 
per month. Her family is unwilling to take her back 
and M does not wish to go back. She is now exploring 
the option of group living outside the shelter with 
her workmates. The challenge remains in finding a 
landlord who will give them a rental accommodation, 
private or government.

L, a 45-year-old woman, first came to The Banyan 
five years ago and was diagnosed with intellectual 
disability. L was a shy woman who preferred to 
keep to herself, showed poor self-direction, and had 
difficulty making eye contact. Her conversations 
have mostly remained the same – ‘Can we go to a 
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movie’? ‘Shall we go to the beach’? There have been 
few other utterances. A year ago, she moved to the 
‘Home Again’ project and found herself living by 
the sea in a quaint village called ‘Vadanameli’ in 
Kanchipuram District.

Her intellectual deficits initially distinguished 
her from the rest of the community she lived in. L 
was also anxious about the move and often asked 
if she could choose to go back, an option she never 
exercised once she was reassured that she could. 
As the months progressed, L seems to have found 
newer opportunities to integrate with the larger 
community and attain goals that have personal 
meaning. In September 2015, quiet, shy L walked 
into a room with familiar faces and exclaimed 
‘Madam!’ to her favourite person at The Banyan, 
and instinctively wrapped her hands around her and 
gave hugs to those around. She also said ‘Madam, 
new dress, I want new earrings.’ A few weeks later, 
she ran up to a social worker who visited her often, 
but had been out of town and therefore not visiting 
as much, and said ‘Why haven’t you come home?’ 
After listening to the social worker, she said ‘Are 
mother and father fine?’ Later, she also explained 
that she was bored at home, and wanted to visit 
the theaters for a movie. It was clear to those who 
have known L for years that she was overcoming 
her shyness, learning to trust, and ask for what she 
needed. Her interdependence and self-direction was 
a direct influence of her interaction with those in 
the community and in her home. The constant visits 
from neighbors, older women who played the role 
of a grandmother, or little children who wished to 
play with her, benefitted her greatly. Her childlike 
personality brought about organic interactions with 
others. She may continue to engage minimally with 
strangers, but with known persons, and a health 
coach and four other former clients from a mental 
health institute with whom she shares her house, 
she seems to share a sense of kinship. In this group 
there are occasional disagreements and struggles 
but to a large extent, it is like any other family. In 

negotiating this process, L seems to have found a 
home, independence and a semblance of hope.

Right to Choice of Treatment: Promoting 
Participatory Action and Cooperative Power

Collaborative goal setting and choice-based care 
are directly proportional to personal recovery and 
fidelity to treatment. Interdependence, passivity 
and poor adherence to treatment have been the 
repercussions of parochial approaches to mental 
health and associated power dynamics. Initiation of 
approaches such as the open dialogue model require 
active investment of the clients and their family in 
the treatment trajectory, resulting in reduction of 
distress and emergency hospitalisations. Regular 
service audits conducted by clients, along with 
grievance redressal, contributes to developing 
further insight into one’s needs, and creates a sense of 
ownership, invariably making the service provider 
more accountable, empathetic and innovative. User-
survivors possess unparalleled expertise into their 
experiences and distress, which needs to be valued, 
documented and utilised effectively. Furthermore, 
involvement in mental health care arises from a felt 
need as opposed to an external service or policy 
response that no matter how empathetic it may 
be, cannot match a personal exigency. User-led 
initiatives in India have so far taken place in silos, 
with persons with mental health issues, persons 
with disabilities and more recently, homeless 
persons. There is no national or even state-level 
coalition of homeless persons with mental health 
issues. Empowerment of the third group may have 
several repercussions for rehabilitation, agency and 
prevention of abuse rights violations on the streets 
and within institutions and associated long-term 
negative psychosocial impact.

Service providers and users alike have ascribed 
to existing biases around the ‘why, how and when’ 
of mental illness and homelessness, which drive 
service and policy agendas. Involvement of service 
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users in research will also add to a rich reservoir of 
new knowledge and understanding of causality and 
treatment, and may thereby create new and more 
appropriate services, legislations and policies.

K, a middle-aged woman of 45 years resides in 
the Tollygunge area. She was spotted by an Iswar 
Sankalpa social worker, who was told that K has a 
proper house with her son, daughter-in-law and 
grandchildren, but is not accepted at home. Thus, 
despite having a home, she is forced to be ‘homeless’. 
The ‘mother’ of the house was regularly subjected to 
physical and mental torture. Unable to bear the pain 
coupled with the urge to live a respectable life, she 
decided to isolate herself to a corner of a staircase. 
She refused to take regular meals, which made her 
physically weak. Community members extended their 
support to her, and she took to begging for survival. K 
responded positively to the psychosocial interventions 
and showed gradual improvements in her mental 
condition. Her self-hygiene and communication 
skills improved. She realised that begging is not the 
right way to earn her living, and she could do much 
more. She definitely deserved a better position and 
lifestyle. She found work at the ICDS Centre as a 
cook and began doing quite well at her workplace. 
However, she became involved in controversies with 
the management team over her salary and was 
forced to leave the job. Having lost her job, K again 
returned to where she had started and began begging 
once again. During this time, the Iswar Sankalpa 
team provided her with continuous motivational 
counselling to help her overcome this phase of distress 
and rejoin productive work which would enable 
her to earn respect and remuneration. During this 
time, our social worker was introduced to a woman 
who was K’s co-worker. He convinced her to come 
forward and befriend K, and encourage her to join 
work again. This woman became K’s good friend and 
eventually her caregiver as well looking after her and 
spending quality time with her. She tried convincing 
K to rejoin her job at the ICDS Centre, but the latter 

turned down the offer as she chose to prioritise her 
self-respect over financial independence. She vividly 
remembered the insult and refused to bow down to 
it! Finally, K settled down with the job of rag-picking. 
At present she wakes up regularly at 5AM, finishes 
rag-picking by 10AM and cooks herself a meal. 
Post-lunch, she takes an afternoon siesta and in the 
evening plays with her grandchildren. She voluntarily 
joins the political processions in the locality and has 
found a reason to live again. Her friend has been a 
blessing in her life. Unlike her family who abandoned 
her, her friend embraced K with immense love and 
support. She has also helped K to get a Voter’s Card. 
K was offered the choice to stay at the women’s shelter, 
but she refused the comfort of a roof over her head 
as she wanted an independent life. She wanted to 
live by her own rules and not the rules of others. Her 
preferences and choices are always crystal clear, as 
are her fiercely independent decisions, irrespective of 
inconveniences.

Janaki’s1 mental illness sent her down a spiral of 
distress, isolation and destitution over 15 years ago. 
She was wandering naked on the streets of Chennai, 
confused and distressed, when the Banyan found 
her and took her into its care. At the Banyan, she 
was diagnosed with schizophrenia. Lack of access 
to care and support systems in her hometown had 
contributed to her ending up on Chennai’s streets, a 
long way from home. When her condition improved 
after treatment, Janaki decided to move back home 
and live with her sister Amili and her niece. Amili and 
Janaki often had interpersonal issues, which caused a 
considerable amount of distress and impeded Janaki’s 
goal of personal recovery. The sisters moved back 
to Chennai, and Amili found work as a member 
of the support staff at the house of the Banyan’s co-
founder. It was then that the Banyan team discovered 
that she had her own demons to battle. With her 
husband having committed suicide, a young child 
to support and limited financial resources, Amili 
was experiencing intermittent bouts of depression. 
Following extensive engagement from the co-founder 
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and the Banyan’s care management team, a peaceful 
middle ground was arrived at, and the sisters 
returned home. Janaki resumed work as a registered 
nurse and Amili remarried. However, tragedy struck 
Amili again a few years later. Her husband was killed 
in a road accident, sending her back down the rabbit 
hole of depression. Amili lost all support from her in-
laws, and Janaki was her only ally.

The sisters continued to experience stress in 
their relationship, but found unprecedented support 
from their community, which was in awe of Janaki’s 
transformation. Members of the community 
approached the clinic at which she was employed 
for their medical treatment and entrusted her with 
their families’ health and well-being. The Banyan 
also realised that both sisters had an entrepreneurial 
streak. They complemented each other’s strengths 
when they worked together. Janaki’s dedication 
and calm demeanour offset Amili’s warmth and 
vivaciousness. This spirit, their own achievements of 
recovery, their awareness of the widespread nature of 
mental ill health, and their first-hand knowledge of 
the devastation untreated mental illness could cause, 
led them to realise that there was an urgent need 
for a ‘Banyan-like’ setting in their own village. They 
started discussions on initiating a project over four 
years ago and the Home Again trial began to take 
shape.

Three years ago, The Banyan made multiple visits 
to their village to understand the socio-political 
landscape of the community and undertake resource 
mapping. It was found that persons with mental 
health issues often struggled to find help and were 
at risk of suffering the same problems Janaki and 
Amili had overcome. The community’s enthusiasm 
towards this initiative and absolute faith that they 
would succeed provided the impetus to kick-start the 
programme at the earliest.

Now, with the Banyan’s support, Janaki and Amili 
have started the Home Again trial with 30 clients and 

six houses with long-term needs. Touted to be the 
Banyan’s most successful project, the Trichy chapter 
is held together by strong leadership, tireless efforts 
to drive change and most importantly fellowship 
and empathy. When user-led initiatives are 
impactful, it emanates confidence in communities, 
increasing stakeholder participation, better risk 
assessment, and robust approaches to keep persons 
living with mental illness ‘off the streets’ and infuse 
volitional admissions to health care systems.

Right to Social and Economic Inclusion

On a night round through the streets of Kolkata, in 
early August 2007, the members of Iswar Sankalpa’s 
team met a dishevelled man beside a garbage dump 
near the Khidderpore (a locality in Kolkata) flyover. 
He was heard chanting verses from the Koran. We 
also discovered that there was a certain shopkeeper in 
the locality, Md. Nihal,2 who gave him his daily lunch, 
there were some places where he took his morning 
tea, while others gave him clothes to wear. Nihal, a 
devout Muslim believed that helping a poor man was 
the path to Jannat (heaven). After building our initial 
rapport with this man, who identified himself as Arif, 
we approached Md Nihal to help us help Arif. That 
very month a medical camp was organised in the 
locality with a local community-based organisation. 
Nihal took time off from his work and brought the 
man to the medical camp.

Arif was given a bath and a haircut with his 
consent. The barber of the locality at first refused 
to touch him, due to the filth he was covered with. 
Moreover, he was afraid that Arif may harm him. 
Another fear was that if he gave service to the likes of 
Arif, he would lose his regular ‘normal’ clientele. The 
barber reflected the fears of the larger community.

Our team, along with members of the community 
club, at first helped Arif to clean himself and to wear 
new clothes. This first contact that the community 
offered to Arif erased the myth that all mentally 
ill are ‘dangerous’ and may harm them. It was an 
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experience of the utter vulnerability of a homeless 
person with mental illness. For Arif, it was the first 
drop of rain on the parched barren land. In the camp, 
our psychiatrist interviewed Arif, reached a diagnosis 
and prescribed medicines. Our social workers talked 
with Md Nihal about the prescription from our 
doctor. Md Nihal agreed to our request to give Arif 
his daily dose of medicine when he came to take his 
lunch. Thus began the journey to recovery.

Thereafter we found that in our daily encounters 
with Arif, there were people around him who were 
concerned for this dishevelled, lost human being. 
Over a period of one month, Arif started taking his 
medicines regularly and appeared more relaxed. Our 
social workers, including a counsellor, would visit him 
regularly. He still communicated in sign language and 
during the period of Ramadan observed Roza. Within 
a period of fiive months, Arif started expressing that 
he was feeling better. and started helping his caregiver 
Nihal, who had for so long been feeding and taking 
care of him. He would sometimes carry heavy loads 
for the shop and also make deliveries to customers.

He started keeping himself clean and taking part 
in all activities in Nihal’s shop. After about a year, he 
started giving medicines and care to another homeless 
person with mental illness in the neighbourhood. In 
2009 he revealed that his name was Suresh Kamble, 
that he was from Mumbai and a lab assistant by 
profession. He was very clear that he did not want 
to go back to his family, so his wishes were respected 
and he continued to stay with Nihal who is the only 
family he needed. Arif, alias Suresh Kamble, had lost 
everything—his home, job, money, education, friends 
and family—to a treatable disease, psychosis. Yet with 
the love and care of an unknown stranger he found 
a new identity, and a sense of belonging outside our 
common perception of ‘home and family’ (Chatterjee 
& Roy, 2017).

G, a young man in his early thirties was identified 
in November 2011 in the Hastings area of Kolkata 
by Iswar Sankalpa’s team. It was observed in the 

beginning that G kept himself engaged in rag-picking 
and indulged in consuming alcohol at the end of the 
day. He seemed to have some kind of intellectual 
disability. The social worker was able to build a 
rapport with G very easily. Within a few days G 
started coming to the Hastings Drop-in Centre, and 
spontaneously got involved in the regular routine. It 
was observed that he was much more interested in 
doing new things and picked up any activity very 
quickly. The problem lay in his inability to sustain 
his interest. At times he continued to be dysthymic 
along with a high intake of alcohol which meant he 
would simply do nothing. During these low periods 
he expressed stubbornness in following suggestions 
or doing routine work. The doctor and social worker 
along with the counsellor assessed and diagnosed G 
as suffering from mental retardation with depression.  

The nature of the community in Hastings, 
Khidderpore area appeared to be very helpful and 
pro-active in the inclusion of the marginalised 
persons, through building a friendly interpersonal 
relationship, and based on that spontaneous 
rehabilitation, by giving them space to engage in some 
productive work. G is one of these, and developed a 
strong bonding with A, who is engaged in washing 
cars in a garage in the locality. G used to work under 
his supervision, and shifted from rag-picking to a 
daily labour.

In the year 2013, on the morning of 26 August, 
when the social worker met him, he complained of 
severe pain in his anal region and shared that two 
nights ago, a man sexually abused him. The local 
police station was informed of the matter, and he 
was taken to M.R. Bangur Hospital. He was referred 
for admission. Throughout the day he faced several 
queries regarding what had happened with him 
from the police personnel and medical staff. At the 
end of the day he was traumatised and unwilling 
to stay in the hospital; he was not even in a state to 
identify the place where the incident had occurred. 
On that night, arrangements for his stay were made 
at a rehabilitation centre, from where he came back 
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to his community the next day. Then, he underwent 
forensic tests and psychological assessment in Kolkata 
Medical College and Hospital. The community, along 
with his caregiver A and the Hastings Police Station, 
played a vital role in advocating for justice in favour 
of G.

Social support for HPMWI on the streets takes 
place every day and goes unnoticed. Several clients 
at the Banyan speak of kind teashop owners, 
custodians of religious centres, passersby, railway 
station and bus station employees and police 
officials who have treated them like family and 
offered support. This includes not just provision 
of sundries, but also salaried employment, equal 
treatment and assurance of safety. Many also 
express a desire to go back to the streets to stay 
with them. These informal support systems are 
not acknowledged, and their psychological impact 
on service users yet to be understood. Several 
systemic responses, such as the Amma Canteens 
and Sulabh toilets, also promote inclusion, and 
demand further study. Several locations, including 
religious institutions, provide HPMWI with a place 
to sleep. Outpatient mental health care options can 
also be explored at these locations. As mentioned 
earlier, with the current prevalence and incidence 
of homeless persons and the little understood 
impact of institutionalised care for the homeless 
mentally ill, formal and informal community-based 
responses deserve urgent attention.

5. Policy Implications

The Experience of Inclusion

The experience of inclusion is complete when 
persons with psychosocial disability no longer have 
the fear of belonging; can become a part of the social 
system without being ‘fitted in’, ‘accommodated’ 
and ‘explained for’; feel a sense of ‘agency’ in their 
lives, and their integrity is respected and they are 

not locked up. They can ‘choose’ the community in 
which they wish to live, and support services are 
provided for them to live an independent life. Lastly, 
they have a say in the polity, and in all matters that 
affect their lives.

To Make Rights Real

Choices available for homeless persons with mental 
illness must be varied according to their need for 
support. Active, easily accessible support needs to be 
offered to homeless persons with mental illness, for 
them to access such choices based on the structure 
of a supportive decision-making mechanism. The 
convergence of support services from different 
ministries of the Government—Judiciary, Health, 
Social Welfare, Home Affairs, Railways, and 
Transport, HRD and Education ministries—needs 
to become a reality to make a difference.

1. Housing: The need for appropriate housing 
is critical to the well-being of persons who 
are homeless with mental illness. The ‘family 
home’, while being the most cost-effective 
placement for such a condition, may not be 
necessarily the most safe or understanding 
space for sheltering a person in distress. The 
need for appropriate housing along with food, 
treatment and rehabilitation opportunities 
depending on the age, condition and needs 
of the person further requires the availability 
of group homes, open shelters, partially paid/
self-maintained shelters, foster homes, aged 
homes, working persons hostels, or supported 
living in the family/group home. The relevant 
legislations which need to be re-examined 
are the Persons with Disabilities Act (2016), 
Mental Healthcare Act (2017), Protection of 
Women from Domestic Violence Act (2006), 
Maintenance and Welfare of Parents and 
Senior Citizens Act (2007), and the Juvenile 
Justice Act (2015).

2. Day care centres: The need for safe spaces 
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with therapeutic environments in the form 
of ‘day care centres’, respite homes, restorative 
spaces with amenities for leisure, recreation, 
socialising, training for employment within the 
community to address the needs of homeless 
persons with mental illness, is a necessary step 
in managing distress and preventing the need 
for institutionalisation. Similarly, elderly and 
disabled individuals with mental health issues 
that are on the rise, need to have well-planned 
out, rights-friendly and affordable residential 
centres across the country, which the Rights 
of Persons with Disabilities Act (2016) and 
Mental Healthcare Act (2017) must make 
provisions for. 

3. Crisis intervention centres: A helpline which 
can assist in extending sensitive care in times 
of crisis, and a crisis intervention centre which 
respects the bodily integrity of the person 
undergoing crisis, is an important step in 
ensuring the well-being and rights of persons 
with mental illness. These need to be available 
for the homeless population in extreme 
distress. The Mental Healthcare Act (2016) 
may look at this option as a short-term need.

4. Treatment/therapy: Inclusion services would 
need to be designed for homeless persons with 
mental illness as per their living arrangements. 
The availability of psychiatric facilities in 
community-based primary health centres, to 
provide accessible, affordable treatment within 
the framework of general health service, is 
crucial for addressing the body-mind binary 
which has plagued and isolated mental health 
for centuries. This mechanism can work 
towards preventing homelessness and mental 
illness in the first place. Iswar Sankalpa’s 
model of collaboration with the Kolkata 
Municipal Corporation and partnering on 
the Urban Mental Health Programme offers 
early intervention, and sensitisation of the 
community regarding mental health issues as 

well as offering accessible affordable treatment 
and counselling under the single roof of a 
Ward Health Centre. These centres provide 
accessible OPD treatment for the homeless 
in the catchment area too. This programme 
is now being run under the umbrella of the 
NUHM and needs to be replicated across 
the city, state and all municipalities in the 
country. It is of paramount importance that 
the country endorses a ‘No refusal’ policy for 
state hospitals with regard to in-house free 
treatment of homeless mentally ill persons for 
physical health issues. The Mental Healthcare 
Act (2016) and the National Health Missions 
need to be inclusive of homeless persons with 
mental illness and lay down clear guidelines/
rules for the care pathway.

5. Entitlements: For a person who has lost 
his/her health, family, wealth, property, 
and educational status to a mental health 
condition, the primary challenge remains 
to re-establish his/her ‘identity’ in order to 
claim his rights as a citizen of the state. It is 
thus recommended that there be Local Ward 
Municipal Councillors and Panchayat-led 
drives to ensure identity papers and food 
security, and that disability certificates and 
other entitlements for the HPWMI are made 
available, even for those choosing to stay in 
the community and the streets.

6. Education and training: Homeless Persons 
with mental illness need opportunities 
for continued education and training for 
employment. The critical factor in this domain 
remains ‘reasonable accommodation’ for an 
appropriate time span, choices and talents of 
the person concerned and counselling support 
to deal with the anxiety and insecurities of 
mainstream demand. The Rights of Persons 
with Disabilities Act (2016), and the Right to 
Education Act (2009) need to be revisited in 
this context.
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7. Livelihood support services: In the struggle 
to be independent and live in the community, a 
recovering homeless person with mental illness 
faces the greatest challenge in the domain of 
economic empowerment. Discrimination 
on the basis of mental health conditions 
and a history of incarceration in institutions 
is one of the most stigmatising conditions 
faced by persons needing employment 
across all sectors. Periods of crises take away 
employability at the onset, and re-entry into 
jobs after layoff may require support in terms 
of job coaching, skill development, placement 
services, motivational counselling and 
workplace sensitisation in order to provide 
equal opportunity. Inclusion of a person with 
mental illness would also entail access to the 
reservation of jobs for persons with disability 
and integrating into all existing Livelihood and 
Training schemes available. The inclusion of 
persons with disability into Self Help Groups 
and microcredit schemes would be invaluable 
for economic empowerment. The Rights 
of Persons with Disabilities Act (1995) and 
Mahatma Gandhi National Rural Employment 
Gurantee Scheme (MGNREGS) need clear 
rules for the implementation of inclusion 
issues. Minimum wage guarantee, linkages 
among earning, sustainable livelihoods and 
housing schemes should be introduced. For 
example, if homeless mentally ill persons 
work under the MGNREGS scheme, they 
should be assured of residential spaces for 
occupation, with fixed minimal rental and free 
stay post temporary employment. After the 
guaranteed 100 days, assisted occupations at 
wages that will enable people to avail of basic 
shelter, food, and amenities (night shelters, 
soup and tiffin canteens, basic medication), 
should be created. Government quotas for 
employment for persons with disabilities are 
also needed, to create openings for persons 

with mental health issues. Initiatives such as 
‘Make in India’ and the Department of Skill 
Development and Vocational Training have to 
make provisions to ensure that opportunities 
are offered to clients and caregivers. Social 
cooperatives and affirmative-action business 
are crucial: when a group of clients assume 
ownership of a business or activity, they feel 
more accountable towards it, manage their 
illness together, and keep the business going. 
Countries such as the United States, Japan and 
Italy have demonstrated success through these 
initiatives, and this can be explored further in 
India. 

8. Financial inclusion: The experience of 
inclusion cannot be complete without 
reference to financial inclusion. Equal pay 
for equal hours of work and access to banks 
and financial institutions is an important 
determinant of inclusion. Easier processes 
for homeless persons with mental illness in 
order for them to manoeuvre documents and 
forms for their meagre savings, are critically 
important. The Minimum Wages Act (1948), 
Indian Contract Act (1872), and Mental 
Health Care Act (2017) need to be revisited 
to ensure inclusion-specific rules for homeless 
persons with mental illness.

9. Legal aid services: In situations of conflict 
the vulnerability of homeless persons with 
mental illness rises significantly. Therefore, 
the availability of legal support to negotiate 
the troubled waters of arbitration is vitally 
necessary for establishing the rights of the 
person with mental illness, be it for property 
matters, or all other human rights violations. 
The Legal Services Authorities Act (1987) 
is a legislation which needs rethinking for 
inclusion of homeless persons with mental 
illness. Additional legal protection for persons 
who become homeless due to family/societal 
triggers, and action against wilful offenders 
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as per renewed sections of law are required. 
For example, there is a law that is in place for 
abuse and neglect of the elderly, enabling such 
people to call the police for assistance.

10. Advocacy support: In situations when 
crisis leads to expulsion from hospitals, 
retrenchment, or dropouts from jobs, the 
need for advocacy support can be crucial 
for establishing the right to ‘Reasonable 
Accommodation’ for persons with mental 
illness. The Right to Education Act, (2009), 
The Protection of Human Rights Act (1993), 
and the Indian Contract Act (1872) are all 
legislations which need to be re-examined in 
this light. Involvement of user-survivors in 
advocacy is most likely to increase chances of 
success. Organisations like AIFMI, FACEMI 
and user-led services at the Banyan and 
Ishwar Sankalpa have played important roles 
in the National Mental Health Policy, the 
Mental Healthcare Act of 2017, and micro-
level successes like provision of psychiatric 
care and medication in certain districts across 
India through the District Mental Health 
Programme. 

11. Social inclusion: Social exclusion is the most 
intensely experienced pain for homeless 
persons with mental illness. Iswar Sankalpa in 
Kolkata has demonstrated a new care pathway 
for the homeless with mental illness, by 
creating proxy families in collaboration with 
vendors and street dwellers, and enabled social 
inclusion and treatment in the community for 
the most vulnerable populations. Models such 
as in Geel, Belgium where the government 
supported the foster home costs of persons with 
mental illness discharged from institutions, 
may provide an incentive for more persons to 
be ‘adopted’ by the community with reduced 
costs vis-à-vis building and maintaining 
mammoth institutions. The RPWD Act and 
Mental Healthcare Act need to incorporate 

similar innovations for new legislations and 
amendments. 

12. political inclusion: Adult franchise is still a 
tool for discriminating against persons with 
psychosocial disability, who are not valued as 
equal citizens with the insight to vote. Political 
death precedes biological death by decades. 
Electoral registration and Voter Cards are one 
of the most significant points of inclusion. 
Support in the form of easy-to-read manifestos 
by all campaigning political parties is needed 
for full inclusion in the electoral process. The 
Representation of the People Act (1950 and 
1951) needs to include homeless persons, and 
persons with mental illness across institutions 
and communities. 

13. Training and sensitising: For a homeless 
person with mental illness to feel included, 
training cadres of sensitive, skilled human 
resources to implement inclusion services 
is critical. Training the NALAM/ASHA 
workforce towards anticipatory management 
is crucial in conditions where people are 
displaced through distressing situations 
like natural or man-made disasters such as 
tsunami/earthquakes, rioting, bombing, etc, 
and where chances of becoming homeless 
and mentally ill may be especially high among 
the poor and marginalised. A database of 
populations in sensitive areas could act as a 
safety net in times of emergencies, where self-
triggered or induced displacement propels 
the spiral of homelessness and adjunct 
complications. The demographic spread of 
vulnerable populations should be compiled 
and made available. We also need to work 
with teachers, educators and administrators 
in order for them to be informed and 
educated about not just telling families to 
make a decision, but being trained to work 
with persons with mental illness to enable 
them to make their own decisions. We need 
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to train our police personnel, legal personnel 
and railway personnel and create cadres of 
sensitive civic volunteers who will address and 
implement the necessary strategies for closing 
the gap in services. A trained task force should 
be dedicated to negotiation with homeless 
persons with mental illness, and responses 
to any emergency crisis in relation to health 
issues, safety and security concerns, tracing 
of family and restoration of such individual 
to their families. The Rehabilitation Council 
of India Act (1990) may look into such 
aspects of training along with other relevant 
legislations. Sensitive and appropriate Rules 
for referral, treatment and rehabilitation of 
homeless persons with mental illness needs 
to be developed. Budgetary allocations for 
travel needs in order to restore persons to 
their families should be assigned, along with 
the requisite manpower. We need to provide 
and cover people under the Adhaar Card 
UID scheme, and using technology tracking 
devices, one could respond to rescue with 
police, fire and other emergency services.

6. Conclusion 

Homelessness and mental illness as psychosocial 
disabilities must be recognised as a serious national 
concern. Social leadership and political will and 
a bottom-up approach, seeking and creating 
localised solutions, constitute a way forward in 
the face of a growing population, and its demands 
and complexities. While national initiatives, 
policies and legislations may get there eventually, 
implementation efforts should be directed towards 
building a collective of those who believe in 
client-centred care, participatory approaches and 
forging community resource mobilisation. Timely 
responses are vital. Horizontal models of care and 
protection will pave the way with their spreading 
effect, if well envisaged and executed at the local 

level, as hierarchical linear approaches have most 
often choked the process with bureaucratic hurdles. 
Migrations are a visible reality, as many people fall 
off the radar due to cross-cultural maladjustments 
and often neglect the vulnerable due to their own 
survival needs (children, women and elderly 
the potential victims). Parallel socio-economic 
networks and supporting vocations (crèches/day 
care centres for the mentally and otherwise disabled, 
and the elderly; mobile schools; health centres; 
and on-the-ground skill-vocational training and 
marketing initiates by co-operatives) could be a 
way to mitigate adverse effects of homelessness and 
mental illness. 

No one wants institutionalisation, free or at a 
price, be it for the homeless mentally ill or persons 
with other psychosocial disadvantages. The reality 
is that demands are high, and parallel alternatives 
are few and far between. Therefore, the real issue 
as we see it is a reduction of demand only when 
alternate supply networks are conceived. The state 
needs to respond with clear sustainable initiatives, 
or support existing localised approaches being 
built by NGOs and civil society samaritans. Until 
then, different methods to tackle homelessness 
and mental illness will continue to exist, just as the 
reality of such conditions. 

Proactive policies hinge on federal and national 
commitment to build sensitive structures and 
services for the homeless mentally ill. When all 
institutions, be it private/government/NGO/
philanthropic, provide a minimum service 
guarantee programme, parity among care services 
may enable more persons to avail of low-cost, rich-
resource services. Today our prejudicial allocation 
of services and the wide chasms in the quality of 
services, propel homelessness and mental illness 
towards more discrimination and marginalisation. 
The journey from the margins to the centre need 
not necessarily have to follow a gradual trajectory; 
with the aid of innovation, technology and political 
will, services can be catapulted. Multifaceted 
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advocacy efforts would demand breaking myths and 
barriers associated with homelessness and mental 
illness, early identification of the conditions and 
treatment, multiple services, incentives to provide 
ongoing care, education and training, information 
kiosks, etc. Advocacy approaches require intense 
stakeholder and civil society voices. Advocacy 
efforts so far have concentrated on what to do 
post-homelessness and mental illness, and creating 
remedial solutions. While standard socio-political 
and legal advocates follow a certain script, it is also 
essential at present to communicate that ‘it is ok 
to be mentally ill’ since identification, diagnosis, 
treatment and rehabilitation rests on self and 
others’ acceptance. Mental health and homelessness 
need to be understood as a set of conditions that 
create impairment, but whose levels of disability 
can be managed through inclusive support systems. 
Pharmaceutical companies have already started 
playing a role in advocacy, albeit with their own 
agendas; however, if social responses are evoked, 

they could have multiplier impacts. Corporates 
and CSR commitments could play a major role 
in advocating illness-to-wellness paradigms and 
creating locally efficacious programmes besides 
extending employment and co-related benefits. 
Stigma and attitudinal challenges that prevail when 
homelessness and mental health co-exist, leading 
to negative outcomes and criminalisation in many 
cases, can be resolved if positive models such as 
shared homes, independent living, total community 
integration, and participation in social systems 
gain prominence. In the global and local landscape, 
mental health and well-being are hugely dependent 
on ecological conditions that create disequilibrium 
among communities. Remediation of exclusion 
does not necessarily automate inclusion; systems 
and processes must work in tandem to create an 
evolutionary society that can embrace the ‘excluded’ 
and the ‘included’, with the cognisance that these 
positions in life are fluid.

Endnotes
1. Original names are used in this case alone as 

aforementioned individuals are now project leads at 

the Banyan, who have given consent for their stories 
to be told.

2. Names have been changed.
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