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The use of complementary medicine and the traditional medicine of other cultures has been
increasing in Europe and North America.3 Although less well documented, the use of
complementary medicines and consultations with traditional healers is widely acknowledged in low
income countries, such as India. Here too the limited availability of health services motivates the use
of a wide range of alternative systems of care for various ailments, including mental illnesses4

In addition to herbal and other traditional medicines,
healers and healing temples are seen as providing
curative and restorative benefits. In India many people
troubled by emotional distress or more serious mental
illnesses go to Hindu, Muslim, Christian, and other
religious centres. The healing power identified with
these institutions may reside in the site itself, rather
than in the religious leader or any medicines provided
at the site. Studies of these healing sites have focused
primarily on ethnographic accounts.5 Research has not
systematically examined the psychiatric status of the
people coming for help at these religious centres or
the clinical impact of healing. It has focused primarily
on possession and non-psychotic disorders, rather
than serious psychotic illnesses.

Yet people with serious psychotic illnesses do visit
such healing temples in India,6 and understanding the
role of these institutions may help with planning for
community mental health services in underserved
rural areas. We describe here the work of a Hindu heal-
ing temple in South India known as a source of help
for people with serious mental disorders. We also tried
to measure the clinical effectiveness of religious
healing at this site.

The healing temple
The study was conducted at the temple of Muthusamy
in the village of Velayuthampalayampudur, Dindugal
District, Tamil Nadu. Set in the foothills of the Palani
range of the Western Ghats, this temple, built over 60
years ago, has become increasingly popular as a place
of healing, especially for people with serious psychiat-
ric problems. It was built on the outskirts of the village
in the middle of a graveyard, over the tomb of
Muthuswamy, a man who lived in the village a century
ago.

During his lifetime Muthuswamy was considered a
strange person who worked little and spent his time
wandering about in the village. According to local
legend, towards the end of his life people noticed that
a mere touch of his hand cured many ailments,
especially mental illnesses, and stories spread about his
healing powers.

After Muthuswamy died the villagers built the
temple over his tomb, and it began to attract people
with mental illnesses (figure). They are usually brought
by their families to stay in the temple. They may stay
without charge, and a close relative stays with them and
takes care of their daily needs. In many other healing
temples for agitated people physical restraints are
used, but they are not used here. The ill person is

encouraged to take part in the daily routines of the
temple, such as cleaning the compound, watering the
plants, and so forth. The temple is currently managed
by the descendants of Muthusamy, who ensure its
availability to those in need and maintain the tradition.

Conduct of the study
Our research was carried out over three months from
June to August 2000. Everyone who came for help and
stayed in the temple was studied. The purpose and
nature of the study was explained to the subjects and
the family caregivers who stayed with them, and
informed consent was obtained from both. During this
period one of the authors (AV) stayed in the temple
and carried out an in depth ethnographic inquiry into
the historical background of the temple, the various
popular ideas about the origin of the temple, and the
process of healing that occurs. He elicited the patients’
illness experience and the caregivers’ views on the
causes with a locally adapted semistructured cultural
epidemiological interview, known as “emic.” The
term emic, after which these interviews are named,
refers to the “internal” views of health and illness
according to patients and the local population, in con-
trast to the “etic” or “external” views of doctors and
epidemiologists.7

To assess the impact of their stay in the healing
temple on clinically important symptoms, the severity
of psychopathology was assessed with the brief psychi-
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atric rating scale,8 which provides a systematic
approach for assessing 18 psychiatric symptoms on a
seven point scale. The subjects were assessed by a
trained psychiatrist (AV) on the first day of their stay in
the temple. The initial ratings were then given to the
principal investigator (RR) and were not available to
the rater when AV made his second assessment on the
day the subject left the temple to return home. For
those subjects who planned to leave the temple after
the investigator’s period of residence, he returned to
make this assessment on the day of their departure.
Scores for the total brief psychiatric rating scale,
individual items, and the four major subsyndromes
were analysed.

Subjects’ impressions, caregivers’ perceptions of
change over the course of stay at the temple, and their
level of satisfaction with the quality and impact of care
were also studied. Caregivers were asked to rank
change in the status of the subjects as recovered,
improved, no change, and worsened. Caregivers were
also asked to assess satisfaction with their experience at
the temple: highly satisfied, satisfied, neither satisfied
nor dissatisfied, and dissatisfied.

We report here data on the impact of a stay on
clinical symptoms and the perceived quality of help
received judged by the subjects and their caregivers. A
detailed report of the entire study, including an ethno-
graphic account of activities at the temple and a
cultural epidemiological assessment of illness experi-
ence, its meaning, and prior help seeking behaviour
among the people seeking help at the temple, is
provided elsewhere.9

Findings
Over the course of the study 31 people sought help
and stayed at the temple. Most (21) were male farm
labourers from rural areas, and all were Hindu. Twenty
three subjects were diagnosed with paranoid schizo-
phrenia, six with delusional disorders, and two with
bipolar disorder with a current manic episode.10 The
average duration of illness was 71 weeks and the mean
duration of stay in the temple six weeks (range 1-24
weeks). Only one of the subjects had received any prior
medical care, and that was from a general practitioner,
not a psychiatrist.

The mean brief psychiatric rating scale total score
on arrival was 52.9 (SD 5.0), dropping significantly to

42.9 (SD18.6) at the time of departure from the temple
(P < 0.001). Changes in the four summary subscales
are presented in the table. In addition to improvement
in scores, subjects generally acknowledged benefits of
their stay. The following comment is typical: “I feel
much better now. My fears have come down, and I am
able to do small jobs here. If at all I have any problems,
I will come back here.” According to the evaluation by
family caregivers, 22 subjects had improved and three
had recovered fully.

Discussion
The help received at this temple served as an
alternative to clinical psychiatric treatment for these
people with psychotic illness. This therefore raises
questions about the effectiveness of the help they
received. The observed reduction of nearly 20% in
brief psychiatric rating scale scores represents a level of
clinical improvement that matches that achieves by
many psychotropic agents, including the newer
atypical agents.11 In addition the family caregivers of
these patients also thought that most of the subjects
had improved during their stay.

Although ours is the first study to use a standard
clinical assessment (brief psychiatric rating scale) to
evaluate the effectiveness of temple healing, our
findings are only suggestive owing to the limitations of
our methods. There were no comparison groups, and
although we endeavoured to make the second
assessment by the same rater as independent of the
initial assessment as possible, standards were clearly
short of rigorous double blind research methods.
Because of the unique cultural and linguistic skills
required for such field research, however, it is hard to
maximise methodological rigour and minimise the
intrusiveness of the research. Furthermore, because
temples operate in different ways, it would be inappro-
priate to generalise findings from study of one site to
other regions or other healing temples in the same
region. Consequently, comparison groups and
randomisation would not only be difficult to incorpo-
rate in the design but would also add little to the gener-
alisability of findings. Nevertheless, such research has a
useful role to helping to assess needs and resources for
developing locally relevant community mental health
programmes.

Thus we have identified improvement in the symp-
toms of people with psychotic illnesses who received
no psychopharmacological or other somatic interven-
tions during their stay in this temple. How can we
explain this change? The cultural power of residency in
the temple, known for its healing potency, may have
played a part in reducing the severe psychotic
symptoms of these subjects. The Muthuswamy temple
is not a high caste Hindu temple, but a temple of a
backward caste, known as Gounders, which means that

The healing temple of Muthuswamy

Comparison of scores on brief psychiatric rating scale subscales on arrival and
departure from temple. Results are mean (SD) scores

Subscale Arrival Departure t Value P value

Thinking disturbance 12.45 (3.21) 9.81 (4.42) 3.701 0.001

Hostile suspiciousness 12.26 (4.30) 9.39 (4.90) 4.631 <0.001

Withdrawal retardation 8.32 (5.31) 7.16 (5.03) 3.574 0.001

Anxious depression 7.32 (5.09) 6.58 (4.74) 2.101 0.044
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no elaborate brahmanical rituals of any kind were per-
formed there. Furthermore, no specific ceremonies
were performed to promote the recovery of these sub-
jects. Residents merely attended the simple morning
prayers (puja) at the shrine for about 15 minutes, and
they spent the rest of the day in light maintenance rou-
tines of the temple. According to the legend of the
temple, and an idea widely held among the people who
come for help, it is the experience of residing in the
temple for a period of time, rather than therapy
provided by a healer, that brings relief from mental
illnesses.

In addition to the specific healing power associated
with the temple, the observed effects may have also
resulted from the supportive, non-threatening, and
reassuring setting. The role of a supportive, engaging
environment in promoting recovery from psychotic
symptoms motivated the development of institutional
care for seriously mentally ill people in the late 18th
and early 19th centuries in Europe and North
America. In effect, this temple provides the refuge sug-
gested by the term asylum in its most positive sense.
Instead of a lengthy, if not a lifetime, stay in hospital
that became characteristic of asylum treatment, in this
study it was notable that a stay of only five weeks could
bring notable improvement, indicating the value of a
brief stay in a supportive milieu.

Healing temples thus may constitute a community
resource for mentally ill people in cultures where they
are recognised and valued. At a time when deinstitu-
tionalisation has brought about uneasy changes in the
management of severe mental illness in high income
countries, the absence of analogous institutions
providing community support in Euro-American
settings is noteworthy. Without them, patients may be
denied needed refuge that facilitates healing. Access to
local institutions providing such refuge—as in the case
of the Muthuswamy temple—may even help to explain
the better outcomes for schizophrenia reported in low
income traditional societies.12

Despite a mean duration of illness of one year in
the people we studied, only one of them had ever con-
sulted a doctor in the government primary health
centre, which is located in the same village as the tem-
ple. Although government primary health centres are
designated as care providers for mental illness in rural

areas,13 the lack of use of these facilities has important
implications. Other observers in India have long noted
the need to find an appropriate role for the various
indigenous practices in community mental health.14

The potential for effective alliances involving indig-
enous local resources needs to be considered, and at
the very least, their particular role in local community
settings needs to be understood and acknowledged to
aid policymaking and planning for mental health.
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A memorable patient
Believe it or not

His diagnosis was refractory cardiac failure due to ischaemic
heart disease. He had been seen and investigated by several
cardiologists and was considered unfit for any cardiac
intervention except for a heart transplant. He came to me a few
weeks before his daughter’s marriage and said he wanted to live
until then. He was breathless and could barely move, with
generalised oedema. I thoroughly went through his medical
records. He had had a coronary angiogram and many
echocardiograms and electrocardiograms at various cardiac
centres. According to the NYHA heart failure classification, he
had class IV symptoms in spite of taking a full dose of all possible
drugs. I felt I had nothing to offer this patient.

Throughout my career I had noticed patients in this part of the
world drink large quantities of water to gain “good health.” So,

out of curiosity, I asked my patient how much water he drank
every day. From his answer it was apparent that he was drinking
over three litres of water a day. Now I knew the culprit behind his
refractory cardiac failure.

I put the patient on strict fluid restriction and advised him to
continue taking his drugs. A few weeks later, when I attended his
daughter’s marriage, he was able to climb two flights of stairs with
ease to introduce me to the newly married couple.

It is important not only to carry out our state of the art
investigations and treatment but also to advise patients about
lifestyle modifications.

B Sadananda Naik physician, Alvas Health Centre, Moodabidri,
Karnataka, India
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