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Symptom, seduction, subversion: Reading resistance to psychiatry through a postcolonial lens
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Abstract
Pills hidden under tongues, inside socks, flushed down toilets. Pretending to ‘feel better’,
pretending to comply. How can we begin to trace the secrets, concealment and resistance that
haunt psychiatry? How might we read this alongside the concealments of the colonised,
enslaved, and oppressed – the ‘laziness’, formulaic deference, wilful submissiveness, playing
dumb, and playing dead (Scott, 1990). If colonialism is historically and arguably currently
entwined with psychiatry, then how might resistance to colonialism provide a lens through
which to read resistance to psychiatry? This paper draws upon postcolonial theory, at the edges,
in the spaces in-between, to engage with how strategies of resistance to colonialism may be
read alongside and used to illuminate resistance to psychiatry. Resistance that is secret, sly,
covered up. Resistance that is cryptic, opaque and veiled. Stitched together in a fragmentary
bricolage, the paper seeks to move between postcolonial and critical psychological theorizations
to read the stories of pretending (to take medication, to feel better) that run like a thread
through many people’s stories of surviving the psychiatric system. Depending on the lens
through which we look, such pretending may be ambivalent, seductive, a ‘symptom of
oppression’, or subversive. Taking this further, this paper wonders what this might mean for
more wide scale resistance to psychiatry and the pills it prescribes as they travel across borders
into the countries, minds and bodies of the global South.
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When the great lord passes, the wise peasant bows deeply and silently
farts (Ethiopian proverb, cited in Scott, 1990).
Although I was apparently very successful in “pretending to be
normal”, I was constantly fearful that I would be found out (Beresford
and Boxall, 2012:157-8).

Does psychiatry colonize?
Pills hidden under tongues, inside socks, flushed down toilets. Pretending to ‘feel better’,
pretending to comply. How can we begin to trace the secrets, concealment and resistance that
haunt psychiatry? How might we read this alongside the concealments of the colonised,
enslaved, and oppressed – the ‘laziness’, formulaic deference, wilful submissiveness, playing
dumb, and playing dead (Scott, 1990). If colonialism is historically and arguably currently
entwined with psychiatry, then how might resistance to colonialism provide a lens through
which to read resistance to psychiatry? This paper draws upon postcolonial theory, at the edges,
in the spaces in-between, to engage with how strategies of resistance to colonialism may be
read alongside and used to illuminate resistance to psychiatry. Resistance that is secret, sly,
covered up. Resistance that is cryptic, opaque and veiled. Stitched together in a fragmentary
bricolage, the paper seeks to move between postcolonial and critical psychological theorizations
to read the stories of pretending (to take medication, to feel better) that run like a thread
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through many people’s stories of surviving the psychiatric system. Depending on the lens
through which we look, such pretending may be ambivalent, seductive, a ‘symptom of
oppression’, or subversive. Taking this further, this paper wonders what this might mean for
more wide scale resistance to psychiatry and the pills it prescribes as they travel across borders
into the countries, minds and bodies of the global South.
In India, like many previously colonised countries of the global South, psychiatric asylums built
on colonised land were an ‘excuse’ of colonialism (Lyautey cited in MacDonald, 1950),
functioning as ‘citadels of European progress - symbolic strongholds of Western reason
standing up against the maddening abyss of Eastern irrationality’ (Ernst, 1997:172). Psychiatry
is bound up with the historical trauma of colonialism in many countries of the global South and
North (though its role in the colonial project should, according to some, not be overstated, see
Littlewood, 1993). Here, almost immediately, a question hits us, or perhaps bubbles up from
within: is psychiatric discourse distinct from, or a form of, colonial discourse? Is psychiatry one
of many colonial tools embedded in a wider project differently marked in different places at
different times by logics of economic dependency or of a genocidal erasure? Or can psychiatry
itself colonise?
Growing discourse that constitutes mental health as a ‘global’ reality, evident in advocacy and
policy by the World Health Organization (WHO) and the Movement for Global Mental Health1,
increasingly provides new means for psychiatry to travel. The global export of psychiatry, while
perhaps helpful to a few, begins to reframe a rich tapestry in ways of expressing personal and
social distress into an allopathic illness model, treatable by drugs. That this approach is
‘developed in an alien culture’ (of the global North), marks, for Fernando (2010:115), a form of
psychiatric imperialism that is ‘less obvious’ than military domination, ‘but no less powerful and
as destructive to the vast majority of people in the world’. Thus such global iniatives have been
critiqued as forms of ‘medical imperialism similar to the marginalisation of indigenous
knowledge systems in the colonial era’ (Summerfield, 2008:992).
Even when psychiatry is applied within the countries it originates from it has been criticised as
being a form of colonisation – naming people’s experiences in alien, and alienating, technical
terms that deny the personal or social meaningfulness of distress; labelling people as ‘irrational’
and thus in need of care in their ‘best interests’; and subjecting people to forced ‘treatment’ and
involuntary detention (Johnstone, 2000; Mills, 2012). Such alienation is perhaps even more
apparent when psychiatry is put to work in the global South through a process of multiple
translations of local idioms of distress into psychiatric categories and into the language of the
colonisers (Addlakha, 2008). Here then we might understand the colonisation of minds (Nandy,
1997; Thiong’o, 1981) as being enabled through psychiatry.
Others take this further, exploring how psychiatry may lay the ground for further colonisations,
for as ‘the interests of psychiatry and the pharmaceutical industry are becoming ever more
tightly-woven’ (Thomas et al., 2005:23), psychiatry provides the networks for the

The Movement for Global Mental Health is an increasingly influential international network of
individuals and organisations that, alongside the World Health Organization (WHO), aims ‘to scale up the
coverage of services for mental disorders in all countries, but especially in low-income and middleincome countries’ (Lancet Global Mental Health Group, 2007:87; see www.globalmentalhealth.org).
1
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pharmaceutical ‘industry to colonise more and more areas of modern life in order to expand the
market for psychotropic drugs’ (Moncrieff, 2007:192), particularly in the ‘untapped markets’ of
the global South (Mills, 2014). Though here we enter a quagmire of multiple colonialisms, where
psychiatry colonises minds, and the pharmaceutical industry colonises psychiatry, and I am left
wondering whether everything could be said to be colonial in some way or another. Or is there
something specific about colonialism that means we should be careful about using it as a
metaphor for any form of oppression (Tuck and Yang, 2012)? This is a central question for those
who have experienced both colonisation and psychiatrization – whether in postcolonial
contexts such as India, or in settler colonies, such as Canada. This draws attention to the need to
grapple with the ‘normalizing connections’ between psychiatrization, colonialism, and multiple
other ‘isms’ (LeFrançois, 2013: 108), particularly as these produce different effects among
differently oppressed groups (Diamond, 2013).
Colonialism comes in different forms, underscored by logics that shift from the creation of
dependency through the reform of the ‘natives’, to a genocidal logic of erasure of indigenous
peoples and knowledge systems. This means that while decolonization may burst forth in
different forms in response to the differing logics of colonialism, it is always unsettling in that in
different ways it brings about repatriation of indiegnous lives and lands, through recognition of
sovereignity. Thus, while there are similairites with other movements for social justice and
other forms of resistance to oppression in many guises, there is something specific about
colonization and decolonization that may be to some extent incommensurable with other
movements. This is something that is overlooked in the ‘metaphorization of decolonization’,
evident in calls, for example, to decolonize psychiatry or decolonize education (Tuck and Yang,
2012:1). One way to avoid the collapse of colonialism and psychiatry could be to explore the
similarities between these two discourses, while retaining their distinction. A key reason to do
this is to trace the plays of power, contradictions and vulnerabilities of both colonial and
psychiatric discourse. This paper tentatively begins this process through mapping resistance to
both forms of discourse, specifically using resistance to colonialism as a lens to illuminate
resistance to psychiatry, and how this might be harnessed for wide scale political change.
Psychiatric discourse and Colonial discourse
It may be useful then to briefly explore how psychiatric discourse may be similar to, or enact,
Homi Bhabha’s (1983) ‘minimum conditions’ of colonial discourse (for a more detailed outline
please see Mills, 2014). This is to explore how both psychiatric and colonial discourse may, a)
operate as apparatuses that both recognise and disavow difference; b) work as regimes of truth,
as spaces to bring into being ‘subject peoples’ through the production of knowledge; c) produce
forms of governmentality that appropriate and dominate the subject peoples they constitute
and ‘fix’ as ‘others’ - those who are simultaneously visible and knowable, and on whom
surveillance can be exercised; and, d) construct subjects who are understood as degenerate in
order to justify intervention, and that are circulated and bound in a reformed reality of
instruction, intervention and administration (Bhabha, 1983:23; Mills, 2014).
Moving beyond Bhabha’s specifications there are further similarities. Both colonial and
psychiatric discourse permeate consciousness and operate to constitute the conditions through
which people come to see themselves, ways that sometimes clash with alternative worldviews
(Ashcroft, Griffiths, and Tiffin, 2000) (though this is not unique to only these two discourses).
24
Copyright - Cusp The Journal

Culture-Subjectivity-Psyche: Violence
Symptom, seduction, subversion
Both discourses - through invoking civilising missions and humanitarianism - conceal the often
economic benefits to those in power that underlie (or advantageously, for some, coincide with)
their interventions. They also conceal or claim to justify the dependencies they create –
economically and pharmaceutically. Furthermore, both conceal under the rubric of ‘civilising’,
the material, symbolic and epistemological violence that both enact through a politics of
reductionism that denies and attempts to erase alternative worldviews (Shiva, 1990).
It is worth acknowledging here that ‘Western’ psychiatry itself is a local system of knowledge—
one of many ethnopsychiatries (Gaines, 1992: 3; Summerfield, 2008) - embedded within the
history of a particular culture, and inevitably threaded throughout with assumptions that are
classed, gendered, and racialised. Yet, psychiatry, like ‘modern science’, and the current
neoliberal capitalist system, is a ‘globalised localism’ (Santos, Nunes and Meneses, 2007: xxxix),
that is seen outside of the West as a form of ‘Western particularism whose specificity consists of
holding the power to define as particular, local, contextual, and situational all knowledges that
are its rivals’ (Ibid: xxxv). To recognise this is not to completely reject biomedical psychiatry, it
enables an understanding that ‘We might employ biomedicine as a partial frame, useful at times,
but incomplete and inadequate for much of what we want to accomplish’ (McGruder, 2001: 77).
I say this now to make clear that just because this paper traces resistance to psychiatry does not
mean it is in some way ‘anti medicine’ or even ‘anti-psychiatry’. The reason behind tracing such
resistance is to itself enact a resistance against the ‘cognitive injustice’ (Santos, 2014) made
possible through the dominance of any one approach to understanding distress or wellbeing
that claims to be ‘universal’ – an approach that currently happens to be dominated by the psydisciplines and particularly by bio-psychiatry.
Reading resistance to psychiatry through the lens of post-colonial theory
A further similarity between psychiatric and colonial discourse that is particularly relevant
within the space of this paper, is that resistance against or contradictory to both may be framed
as ‘abnormal’, ‘mad’, or as ‘native “folly”’ and ‘temporary frenzy’ (Bhabha, 1994:141), and
therefore as proof of ‘mental illness’. So, if colonialism is historically and arguably currently
entwined with psychiatry, then how might resistance to colonialism provide a lens through
which to read resistance to psychiatry? This question lies at the crux of this paper, which aims
to engage with how strategies of resistance to colonialism may be read alongside and used to
illuminate resistance to psychiatry – resistance that may be secret, sly, covered up. Thus, this
paper traces some interrelated strategies of resistance and different ways of reading these as
acts of passing, mimicry, doubling and pretending; and of how such strategies may
simultaneously operate as ambivalence, seduction, ‘symptom of oppression’, and subversion
(Mills, 2014b).
Listening to stories told by those who have survived the psychiatric system, about strategies
used to survive and to escape –the medication hidden under tongues and inside socks reminded me of other stories I had read. These other stories are accounts of the tactics used by
the enslaved, the colonised, and the oppressed, such as dragging one’s feet, feigned ignorance,
and pilfering. There emerged for me in these readings something uncanny, something strangely
familiar, that I would like to take a little time to explore here. And so this paper employs a postcolonial lens of resistance to colonialism -resistance that is veiled, that covers its tracks, an
‘infrapolitics’ of resistance (Bhabha, 1994; Scott, 1990) - to (re)read resistance to psychiatry.
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This postcolonial reading is a project that reads psychiatry backwards (as Homi Bhabha reads
Frantz Fanon) (Bhabha, 1994/2005); situates psychiatry at the edges (where Ashis Nandy’s
‘psychology’ might be found) (Dhar and Siddiqui, 2013; Nandy, 1980), in the cracks, in the ‘inbetween’; is haunted by psychiatry’s (post-colonial) doubles; that seeks to make visible
alternatives to the hegemony of what might be called ‘western knowledge systems’, and
specifically psychiatry.
Mapping this resistance is full of a discomfort that I can feel in the pit of my stomach and that I
will try to trace, to put into words. It is people’s stories, incomplete and uncomfortable, that
made me begin to think about the resistance tentatively and incompletely traced in this paper.
Therefore the body of this paper is made up of many of these stories, it is fragmented – if you
experience discomfort in reading it, then know that I share it in writing it. Mapping this
resistance is more than purely conceptual. As new channels are carved to make psychiatric
frameworks of understanding and pharmaceutical means of intervening travel globally, and as
Non-Governmental Organisations (NGOs) in many countries of the global south focus their
mental health work on ensuring ‘compliance’ with medication (discussed later), then finding
ways to read resistance to psychiatry becomes ever more pertinent in countries of the global
South and North. This also calls for an understanding of how individual acts of resistance,
illustrated in some of the stories to follow, might lead to wider large-scale resistance to
psychiatry. This involves thinking through how countries of the global south might (and already
do) resist or rework the globalisation of psychiatry from the global north (currently underway
by the WHO and the Movement for Global Mental Health).
Pretending to take medication in order to escape psychiatry
I want to tell you some stories – the stories that form the fragmented body of this paper - the
stories to which I will turn to postcolonial theory to help me decode. The first story was told to
me by Anne, a woman who wishes to remain anonymous, and who identifies as a survivor of the
psychiatric system in the UK.
Anne
In 1979 I was admitted to psychiatric hospital and diagnosed with
'schizophrenia'. At first I believed that I would be 'helped' by being in
hospital and taking the medication I was being given. Everyone said it
would take a 'long time' for me to 'get better', so I waited. Nothing
seemed to happen. Even with all the drugs I was still often awake at night
when the night nurses came round and shone their torches in our faces to
see if we were sleeping. One night, one of the nurses … said, 'You know
you'll never get out of here if you don't pretend to be asleep at night.
When they shine the torch, just lie there with your eyes closed and
pretend to be asleep. In the day, if they ask you how you are, just say
you're feeling a bit better and smile at them. Smile all the time and you'll
soon be out.' I was shocked because what she was saying seemed so
unprofessional. I really liked this nurse and couldn't believe that she was
telling me to LIE about how I was feeling - all the other staff said things
like, 'If you don't tell us what's going on or how you're feeling then we
can't help you'.
I decided not to take her advice.
Months later everything was still the same and it was becoming more and
more obvious (to me) that the psychiatrists didn't know how to 'cure' me the drugs weren't helping (they were making things worse) and people
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like me didn't get 'talking therapy' so I decided to take the night nurse's
advice. When asked, I always said I was feeling a bit better during the day
and I lay still at night, remembering to breathe slowly. As a child, I'd tried
to trick my father by pretending to be asleep - the first time I did it, he
said he knew I was awake because people breathe more slowly when
they're asleep. I then became quite practised at slow breathing and
pretending to be asleep to the extent that he couldn't tell if I was awake or
not. This was a really useful skill which I used to good effect as an adult in
psychiatric hospital. Within a few weeks my medication was reduced and
they were talking about moving me to a hostel for the 'recovering
mentally ill'.
I know that other patients pretended too. Several people told me about
not taking their medication - storing it in their cheeks or slipping it into
their pockets and wrapping it in wads of toilet paper and flushing it down
the toilet later. I was shocked by these revelations to start with but as
time went on, I empathised with them more. I didn't want to take
medication, so I was delighted when my pretending resulted in the
psychiatrists reducing the dose they were giving me and eventually taking
me off neuroleptics completely, because of the 'marvellous progress' I'd
made!

Pretending is a thread woven throughout Anne’s psychiatric experience; pretending to feel
‘better’, pretending to take medication, pretending to be asleep. Anne’s pretending meant that
the psychiatrists stopped the medication they had previously given her no choice but to take,
and helped her to escape psychiatric hospital. This pretending seems entangled with
concealment – pills stored in cheeks, slipped slyly into pockets. George pretends too, and he
conceals.
George
In the 1950s, George, who was labelled as a ‘chronic schizophrenic’, was one of the first people
in a psychiatric hospital in the USA to take part in a clinical trial for chlorpromazine
(Thorazine); the first neuroleptic to be used in psychiatry, the drug heralded as marking the
beginning of pharmaco-psychiatry.
No one had paid George any attention for years. Now doctors, attendants
and nurses all talked to him and watched eagerly to see what effect the
drug would have. His condition improved rapidly. After only two weeks of
the drug treatment he was moved to a ward for less disturbed patients
where he took part in a number of activities. Soon he was doing so well
that he was promoted again. By this time he had lively relationships with
the other patients and many members of the hospital staff. He began to
spend several hours a day with paints and clays, using them to express the
rich fantasy life that had previously interested no one. His doctors
marvelled. Attendants praised his skill. George was released from the
hospital thirty-eight days after his first dose of Thorazine. While he was
signing out he remembered that he had left something behind, went back
to his room, and returned with an old sock. The puzzled attendant who
asked to see it found thirty-eight Thorazine pills carefully stashed inside
the sock. Why, then, had George suddenly come to life? (Dallett, 1988:15).

What does it mean that George pretends to take the very drug that is heralded as enabling deinstitutionalisation in the USA? These pills hidden inside George’s old sock seem to haunt the
beginnings of pharmaco-psychiatry. Psychiatry is haunted by such pretending, by a hidden
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territory of survival and resistance, which could be read as similar to the “infrapolitics” of
disguise and deception employed by colonized peoples while they may outwardly appear, in
power laden situations, to willingly consent (Scott, 1990). While often not read as political, I
want to explore in this paper how pretending marks a ‘veiled resistance’, a troubled ‘political
terrain that lies between quiescence and revolt’ (Scott, 1990:197 and 199). This is a space
where official constructions of ‘good adjustment,’ maintenance and recovery may work to mask
‘phantom acceptance’ and ‘phantom normalcy’ (Smith, 2006:122). This paper is an attempt to
find ways to read these stories and strategies of pretending, to see if we can fleetingly glimpse
how pretending might disturb our understanding of what it means to be ‘normal’ - how
pretending might be subversive.
Passing
One lens to read pretending through is that of passing – an experience that runs like a thread
throughout narratives of enslaved peoples, racialised peoples, disabled peoples, and trans
peoples (Scott, 1990; Sollors, 1997; Goffman, 1963; Sedgwick, 1990). ‘Passing’ - the crossing of
lines, of identities, of boundaries - was first referred to in the 19th century USA in posters
offering rewards for runaway slaves who were attempting to ‘pass’ as white, and thus as ‘free’
(Sollors, 1997). Here passing meant escape and freedom for enslaved peoples - escape from
slavery into a world of white privilege. Passing as the privileged or dominant position is woven
throughout other stories, for example, Frances (below), who is deaf, has a clearly defined
strategy on how to pass as hearing.
Frances had it down pat that at a dinner party she should (1) sit next to
someone with a strong voice; (2) choke, cough, or get hiccups, if
someone asked her a direct question; (3)…ask someone to tell a story
she had already heard, ask questions the answers to which she already
knew. (Warfield, 1948, cited in Goffman, 1963:127-8).

Frances’ clearly defined strategy to pass hints at why passing holds both anxiety and fascination
that was muted by the assumption that one could ‘always tell’, tell the difference (Sollers,
1997:250). Psychiatry too assumes it can tell the difference, tell the normal from the abnormal.
To put psychiatry’s assumption that it can tell the difference between ‘real’ and ‘fake’ illness to
the test, a group of researchers in the 1970s in the USA pretended to hear voices in order to be
hospitalised and to see how long it would take them to be released (Rosenhan, 1973).
Psychiatry didn’t do so well. On telling a psychiatrist that they heard a voice that said ‘thud’, all
the participants were admitted to psychiatric hospitals, all then behaved as they usually would,
behaved ‘normally’, and many couldn’t get out for months. It seemed then that a sane individual
could not be ‘distinguished from the insane context in which he is found’ (Ibid. 1973, online). In
order to be released the participants had to pretend to agree that they had been ill, though, like
George and Anne, the ‘pseudopatients’ didn’t take the medication they were given, they hid
them in their pockets or in the toilet. And,
The pseudopatients were not alone in this. Although I have no precise
records on how many patients rejected their medications, the
pseudopatients frequently found the medications of other patients in
the toilet before they deposited their own (Ibid. 1973, online).
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The staff didn’t notice, as long as the patients appeared to be cooperative.
‘Almost the same, but not quite’
Pretending to take medication and mimicking normality seem to emerge, in the stories of those
who have survived the psychiatric system, as a tactic, a strategy of deception that enables some
freedoms, but at a cost (a cost explored throughout this paper). Stories of pretending seem to
resonate with Bhabha’s (1994:85) framing of mimicry as a key colonial ambivalence: ‘the desire
for a reformed, recognizable Other, as a subject of difference that is almost the same, but not
quite’. Constructed around ambivalence - ‘almost the same’ - colonial mimicry must, in order to
be effective, continually produce its slippage - produce difference. This makes mimicry one of
the most ‘elusive and effective strategies of colonial power’ (Ibid. 85). It is effective because
colonial discourse, and arguably psychiatry, frame the colonised (and the ‘mentally ill’) as
similar to the colonisers, the so-called sane, but not identical. If they were identical then the
ideologies that justify colonialism and psychiatry’s interventions could not operate, because
these ‘ideologies assume that there is structural non-equivalence, a split between superior and
inferior which explains why any one group of people can dominate another at all’
(Huddart, 2006:40).
Entangled with mimicry, then, is a slyness, or a ‘sly civility’ that marks a ‘turning off’ response; it
is ‘the native refusal to satisfy the colonizer’s narrative demand’ (Bhabha, 1994:141). This
represents a frustration of that nineteenth-century strategy of surveillance,
the confession, which seems to dominate the ‘calculable’ individual by positing the truth that the
subject has but does not know (Ibid. p141).
The process of psychiatric diagnosis thus makes the individual ‘calculable by positing the truth
that the subject has but does not know’: the truth that what they have, but do not yet know it, is
a ‘mental illness’. Reading Anne and George’s stories alongside the ‘sly civility’ performed by
colonized peoples, we could say that they enacted ‘sly normality’, or a sly ‘non-compliance’
(slyly concealing pills in their pockets and under their tongues). Bhabha reads such slyness as
creating a partial presence, an ‘area between mimicry and mockery, where the reforming,
civilizing mission is threatened by the displacing gaze of its disciplinary double’ (1994:123).2
Here ‘sly normality’ may be resistant because it enables people to be less visible to a normative
gaze, through appearing ‘almost the same’: almost normal but not quite. Yet whatever resistance
there is here grates against the aims of psychiatrization itself: to create subjects that appear
‘normal’, the same as ‘normal’, but not quite, in that their normality comes from a pill. And yet
medication may both enable emulation of the ‘normal’, while it further marks out difference
through the shaking hands, drooling, and weight gain that constitute the side-effects of some of
the pills that psychiatry prescribes.
Rosenhan enacts a sly compliance too, but of a different kind: pretending to hear voices and
pretending to take medication – making a mockery through mimicry of psychiatry’s attempts to
diagnose and differentiate, illustrating how mimicry is ‘at once resemblance and menace’
(Bhabha, 1994:86). This marks a ‘politics of disguise and anonymity that takes place in public
2

Ibid. 123
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view but is designed to have a double meaning’ (Scott, 1990:19). With the psy-disciplines in
mind, then, this double meaning hovers like a shadow that threatens the integrity of the subject;
the subject - the disciplines - of psychiatry; and psychiatry’s individual subjects - the ‘mentally
ill’. This colonial shadow, this double, is haunted by anxiety (partly an anxiety about not being
able to tell the difference). Thus, according to Bhabha (1994:79), such strategies do more than
veil resistance they create a crisis in the representation of personhood, initiating ‘the possibility
of political subversion’. This is because invisibility, partial presence, erases the ‘I’ (and the eye)
demanded by traditional concepts of political agency and narrative mastery of the unitary
rational subject (Bhabha, 1994:79).
Here dominance is always marked by an assertion of difference, an anxiety of the sameness
between coloniser and colonised, the recognition and repudiation of sameness, just as
difference is recognised and disavowed (Huddart, 2006; Bhabha, 1983). Colonial doubling is
thus troubling to the coloniser’s self-image, just as, in a similar way, the Orient may be troubling
to the bounded independent rational self-image of the Occident (Huddart, 2006). These doubles
hint at another way of being, the ‘other Orient’, the Occident’s double, that which was expelled
as it did not fit the needs of colonialism, a space undefined by the West (Nandy, 1983: 72-73).
Thus, if the strategies traced here for fooling psychiatry are read as enacting doubling, then it
becomes possible to explore how such psychiatric doubles may not fit the needs of psychiatry,
and may constitute a space undefined and uncoded in psychiatric or allopathic terms.
Anne, George and Rosenhan ‘fool the eye’ (like the genre of art of this name) by imitating sanity
and insanity so convincingly that for a moment it becomes impossible to tell the difference
between them (and further makes one wonder if there is a difference). This ‘fooling’ is key to
‘passing’ for Ginsberg (1996) because the performing and discarding of identities challenges
normative assumptions that identity is inherent or unalterable, true or false. Thus, ‘both the
process and discourse of “passing” interrogate the ontology of identity categories and their
construction’ (Ibid. 2), through raising an anxiety that challenges the integrity of a model that
can be mimicked and then discarded so easily. Yet how much passing could be said to have
undermined white supremacy in more material terms remains open to debate.
In Rosenhan’s study (1973) the researchers ‘passed’ as voice hearers, they ‘passed’, posed,
masqueraded as what they were ‘not really’. Thus a passer is usually considered a counterfeit, a
pseudo, a phoney or an impostor (Sollers, 1997). But here the ‘not really’ that one ‘passes’ as
suggests there is a ‘real’ identity, a ‘firm and immutable identity’ from which one is attempting
to ‘pass’ (Ibid. 250). There’s a problem here, then, in relation to ‘passing’ as sane, for if we
assume that the person ‘passing’ really is ‘mentally ill’ and is secretly passing for what they are
not – passing as sane - then this maintains the binary of sanity and insanity. Yet Rosenhan’s
mockery of psychiatry through mimicry of madness is interesting because not only do the
researchers pretend to be mad (when they have never been diagnosed with a ‘mental illness’),
but furthermore they had to perform sanity and normality in order to get out of the psychiatric
hospital. In other words, the fact that they are not ‘really’ mad did not mean that they didn’t
have to pretend to be ‘sane’ in order to be discharged. Like Rosenhan, but on a different
continent, Meesha (below) resists psychiatry but through psychiatric terms.
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Taking medication to be ‘cured’ of psychiatry
At a Non-Governmental Organization (NGO) that works with people
diagnosed with mental health problems, in Chennai, India, the staff
began asking Meesha (a woman with a Schizophrenia diagnosis who
lives at the centre, and whose name has been changed here to ensure
anonymity) some questions. They asked her about her family. She told
them, in Tamil, that her mother had heard voices, like she does, and had
been a ‘psychiatric patient’. Meesha said those two words, ‘psychiatric
patient’ in English. That was the only English she spoke that day. When
the staff asked her if she was a ’psychiatric patient’, she said ‘No’,
because ‘psychiatric patients’ had wild unbrushed hair – unlike her. ‘If
you’re not a psychiatric patient’ the staff said, in Tamil, ‘why do you
take medication? ‘To be cured’, Meesha replied, ‘to be cured of this
place’. [Field notes, 2011, reproduced in Mills, 2014a: 1].

Here Meesha resists psychiatry through the very terms of psychiatry, she takes medication to be
cured of psychiatry – she complies slyly. Here, while slyness remains, it is enacted in the
swallowing of medication, not in its concealment. This raises a question of whether psychiatric
medication can help a person to perform normality in order to escape from psychiatry. How
does psychiatric medication enter such detection regimes and the performance of sly normality?
While such regimes seem to function to ensure ‘compliance’ to medication, could it also be
possible that medication may enable a person to ‘pass’ more successfully? But how ‘sly’ can a
person be when they are heavily medicated? Or how might ‘passing’ be conceptualised after
administering ECT? Here medication entwines strangely with passing – seemingly through the
possibilities and delimitations it opens up in relation to visibility. This is strange because in part,
the ‘side-effects’ (or some might say the effects of chemical intoxication) of much medication the hands that shake, the drooling, the weight gain – mark people as visibly different, potentially
making it harder for them to be sly. However, it may also be possible that small doses of
medication may enable a person to better hide behaviour that is constructed as strange or
pathological, or perhaps to think more clearly in moments of extreme distress or exhaustion on
how to best escape from psychiatric hospital.
Meesha’s sly compliance to psychiatric medication calls our attention to how the intoxicating
effects of psychiatric medications, and chemicals more generally, whether illicit or prescribed,
may be used to perform normality, in order to evade further attempts at normalisation. This
could imply then that medication might sometimes be used against the very system that
prescribes it. And yet if medication is prescribed by those in power as a prop to enable those
diagnosed with ‘mental illness’ to emulate what is considered as ‘normal’, then the potentially
sly subversion enabled through small doses of medication may be lost. Furthermore, does this,
then, imply that intention is integral to the swallowing of a pill? Similar questions have been
raised about the hidden transcripts of enslaved peoples. How do we know what pilfering meant
to enslaved peoples? Was it solely a response to hunger, or was it, intentionally or
unintentionally, an act of taking back the product of one’s labour? (Scott, 1900:188) Does
intention have an impact on the effectivity of subversion? Or do slyness, pretending, and
passing, disrupt intentionality?
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Alternatively, perhaps Meesha’s sly compliance resonates with Bhabha’s assertion that ‘the
desire to emerge as “authentic” through mimicry…is the final irony of partial representation’
(Bhabha, 1994:126). This also seems to reverberate within the ironic pharmaceutically coded
consumer desire to emerge as oneself, or as ‘normal, through medication. This seems to
constitute mimicry as a form of alienation. In Loomba’s (1998) reading of Fanon, the black
person adopts white masks to enable survival and thus ‘black skin/white masks reflects the
miserable schizophrenia of the colonised’s identity’ (Loomba, 1998:124). But what about when
the ‘schizophrenic’ identity is diagnosed by a doctor? It is worth considering whether mimicry
and slyness are in fact signs of oppression, which while they may be resistant, remain within
normative frameworks of intelligibility, even as they seem to challenge them.
Mimicry as symptom of oppression
While Bhabha and Nandy read doubling as potentially subversive; Goffman and Fanon, in
different ways, open up other readings of the double – as the going price for ‘passing’, and as a
‘symptom’ of the pathological colonial relation (Fanon, 1952/1986). Goffman (1963) widens the
lens of passing, from a strategy employed by racialised groups, to a tactic used by diverse
groups who have in common their shared experiences of differently stigmatised identities.
There seem to be many facets of learning to ‘pass’; the places out of bounds, ‘where exposure
means expulsion’, and the ‘back places’ where concealment isn’t necessary (Goffman,
1963:102). For Anne and George, exposure would not have meant ‘expulsion’ as much as
continued institutionalisation and increased surveillance. Yet Anne experienced the ‘back
places’ – the places where the other ‘patients’ revealed the medication they had concealed in
pockets and cheeks, flushing pills down toilets – their own expulsion. This partitioning of the
world into places allowed and places forbidden ‘establishes the going price for revealing or
concealing and the significance of being known about or not known about’ (Goffman, 1963:104).
This partitioned world is also evident in Scott’s (1990:191) account of colonial oppression
where the ‘subordinate moves back and forth…between two worlds: the world of the master
and the offstage world of subordinates’.
For Bhabha these partitioned partial worlds evoke ‘a doubling, dissembling image of being in at
least two places at once’…‘a peculiarly colonial condition’ (Bhabha 1986:xvi) that interrupts
interpellation, that threatens the integrity of a subject that is assumed to be autonomous and
whole. Yet from this colonial condition, in Fanon’s turn away from himself in his identification
with whiteness, emerges a doubled subject (Macherey, 2012), a subject in two places at once,
the two worlds of the oppressed (Fanon, [1952]1967; Bhabha, 1994). Thus, for Fanon, Bhabha
and Goffman, this life of ‘passing’ is a ‘double life’, a ‘double living’ (Goffman, 1963:76), which
Bhabha (1994:76-77) evokes as a ‘double time of iteration’, a ‘double articulation’ (p86). This
marks an ambivalent identification, a disruption in the interpellating hail. Taking himself from
his own presence, Fanon then interrupts the hail, he ‘defers the object of the look’ (Bhabha,
1994:79), the white gaze that spatters his body with black blood (Bhabha, 1986:xii).
Yet such doubled subjects must recognize that they occupy the denigrated or stigmatized
position - “yes, I am a nigger” - that, for Fanon, fixes him ‘in the double sense of taking him for a
target and assigning him a place’ (Macherey, 2012:15). This left Fanon (1967:112) ‘completely
dislocated…I took myself far off from my own presence’. Like the doubled subject, the slyly
normal must always be aware of dominant models of normality and know themselves to be
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disqualified from them, people must know what ‘normal’ is to be able to do it, slyly. Thus, for the
psychiatrized to ‘pass’ as sane, or as recovered, to be slyly normal – they are required to know
what the norm is, know that they don’t fit that norm and that in order to escape the psychiatric
gaze they must learn to emulate that norm. It is that emulation, for Fanon ([1967]1986:38), just
as when ‘a Senegalese learns Creole in order to pass as an Antilles native: I call this alienation’.
An alienation also perhaps at work when Meesha speaks the refusal of her identity in two
different foreign languages - psychiatry and English.
‘More normal than normal people’
Throughout colonialism, as a power that insists on imitation, we see ‘an oppressive imperial
imposition that both affirms the colonizer’s sense of superiority and yet also nevertheless
disturbs him’ (Hook, 2012:106). Is such a ‘disturbing superiority’ evident when Martin Levine, a
self-advocate with a learning disability, explains,
If someone else whispers a lot during the play people might ignore it or
get angry. If we whisper it is because we are retarded [sic]. It’s like we
have to be more normal than normal people (Martin Levine, cited in
Goodley, 2001).

What is at work here in being ‘more normal than normal people’? How, and does, this relate to
being slyly normal? And how does being ‘more than normal’ resonate with being ‘less’ than
normal, abnormal? We might explore this ‘moment’ as an illustration of how the colonial
relation is enacted in work with people with learning difficulties. However drawing more
closely on Bhabha, we might also glimpse how the more than normal – the mimic man - is the
effect of a flawed colonial mimesis, ‘where to be Anglicized is emphatically not to be English’
(1994:125). Taking this further, we might understand how people with disabilities who have
experience techniques of normalisation, such as Martin Levine, are also the effect of a flawed
colonial mimesis, where to be normalized is emphatically not to be ‘normal’; it is to be ‘more
than normal’, which seems implicitly to imply that one is less than normal.
It seems then that being ‘more normal than normal’ has a subversive potential while it
simultaneously works to normalise those considered less than normal. However what about if
we understood normalising interventions as methods of teaching people to ‘pass’ as normal?
How does this link to forms of surveillance; assessments in, for example, ‘life skills - on how well
people sit ‘normally’ on the bus, or play ‘normally’ - making me wonder how subversive can
something be if those in power are assessing people in it? Is this an example similar to Scott’s
(1990:186), of how the carnival may act as a space to act out ‘supervised rituals of reversal’,
where normative frameworks of intelligibility continue to frame what appears to be disorder?
Thus, it would seem that slyness is entangled with the ways that one’s difference from the norm
is marked, and whether or not it is visible, and to whom. It depends, for Goffman (1963:67) on
the ‘decoding capacity of the audience’, and whether they are ‘specialists at uncovering identity’.
This switches our gaze onto the context in which pretending is embedded, and who holds the
power to ‘tell the difference’.
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‘Coming out’ as disabled
There arises a further complexity here for those whose disabilities are ‘invisible’ (those who
experience mental distress or many intellectual disabilities) – the performance of disability. For
Titchkosky (2001, online) ‘my invisibility as disabled began to haunt me as an absent-presence
and my...appearance as "one of the normals" was a presence I wanted to make absent’. Thus for
those who are not immediately ‘seen’ as disabled, who ‘pass’ for normal whether they choose to
or not, there is a process of ‘proving’ one is disabled, for example to access resources, for these
‘invisible disabilities’ are ‘made invisible by the structures and assumptions of normalcy’ (Ibid.
online). To make visible these ‘invisible disabilities’, to ‘come out’ as disabled, one must then
navigate normative practises of ‘seeing’ disability, where one may easily be seduced by normal
understandings of disability as lack, for example in naming one’s difference through a diagnosis.
This relates to psychiatric ways of ‘seeing’ difference, particularly relevant as many NGOs raise
awareness in communities of countries of the global South about how to identify and ‘see’
people with ‘mental illness’. For Titchkosky (2001),
the appearance and the disappearance of disability mark the occasion of
considering what it means to be positioned between
visibility/invisibility,
normalcy/abnormalcy,
and
ordinariness/extraordinariness, and thus being able to ask questions
which are strangers in and to the normal order of things.

This position in ‘between’ visibility/invisibility would seem to evoke the partial presence, the
faint identity of those who ‘pass’, who mimic. These techniques disturb the logic of ‘specular
identification and reveals the performative fictions at the center of such categories’ (Ginsberg,
1996:13), creating a crisis in the representation of personhood (Bhabha, 1994). However, as
Butler suggests, to ‘thwart the injunction to produce a docile body is not the same as
dismantling the injunction or changing the terms of subject constitution’ (1997: 88). Invisibility,
camouflage, and mimicry - the psychological defences of the colonised - may undermine
attempts to make bodies docile, or to colonise minds, showing the incomplete character of any
civilising or normalising project to fully produce a docile body or mind. Yet this resistance
seems unable to rearticulate the terms of subject formation and thus of productive power
(Ibid.). It also may do little to get you released from a psychiatric facility.
‘A life that can collapse at any moment’: Getting ‘found out’
Furthermore, being watched to see how well you pass, being assessed in being ‘more normal
than a normal person’, and occupying a position where ‘passing’ is required and under
surveillance, seems to imply something a little different than being sly as an act of resistance.
And even when it may simultaneously constitute an act of resistance – for many this
performance, this working on oneself in the name of normality, can be hard work and is
saturated in a fear of being ‘found out’. This is illustrated in the following quote from a
homosexual living a homophobic society;
The strain of deceiving my family and friends often became intolerable.
It was necessary for me to watch every word I spoke, and every gesture
that I made, in case I gave myself away. When jokes were made about
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“queers”, I had to laugh with the rest. (Wildeblood, 1959, cited in
Goffman, 1963:112).

This fear of being ‘found out’ as one who is pretending is a thread that runs through many
people’s experiences, even those who ‘pass’ or mimic well; ‘Although I was apparently very
successful in “pretending to be normal”, I was constantly fearful that I would be found out’
(Beresford and Boxall, 2012:157-8). Discussions of ‘passing’, and here also pretending, often
raise this issue of the psychological strain of ‘living a life that can be collapsed any moment’
(Goffman, 1963:109), a life of concealment. For Gere (2005:55), writing of her daughter who has
an ‘invisible impairment’, the choice to ‘pass’ or not to pass, ‘whether to reveal or conceal her
impairment’, is not a liberating choice – it is marked by anxiety.
Being different, being ‘special’ thus bestows an ‘extraordinary burden’ (Sedgwick, 1982 cited in
Cresswell and Spandler, 2009: 10-11) on those who must constantly watch themselves in their
attempts to ‘do’ normality. Therefore such secret strategies and tactics can take their toll on
people emotionally. This is illustrated in the following quote from Anupama, an Indian women
who experiences depression,
On the outside the person has to always show that he is part of the light
and there is no darkness in his or her life. This itself is one of the most
difficult and exacerbating symptoms of depression – hiding it and
pretending that there is a lot of good in your life and you’re normal and
you’re putting on a mask. In my depressive episodes I feel that it was
the stigma that made me more ill than anything else (Anupama, cited in
Bapu Trust, 2010: 44).

Here while pretending may enable survival, it may also be an ‘exacerbating symptom’, not only
to be imagined as a romanticised strategy of resistance. Yet, Anupama draws attention here to
pretending and passing as tactics to avoid stigma (a link also clearly articulated by Goffman,
1963). Similar strategies seem also to be employed by those who pretend not to be poor in
order to avoid being identified with the stigmatised position of poverty (Chase and Walker,
2012).
Sly normalisation
Yet being sly and mimicking seem not to be performances only engaged in by the oppressed.
Thus, while some people may practice sly normality, techniques of surveillance and
normalization operate slyly and invisibly too. Some NGOs in India crush medication and conceal
it in food or a cup of chai; some employ teams of social workers and community members to
‘track’ people who are homeless and distressed, training community members to administer
medication. Pharmaceutical companies often do not make adverse and harmful effects of drugs
found in clinical trials public and they ghost write articles in psychiatric journals to market their
products (Healy, 2006; Moncrieff, 2003). Furthermore, pharmaceutical marketing, free samples,
and copies of diagnostic manuals (such as the DSM and the ICD) translated into the languages of
the global South and distributed to NGOs - slyly and quietly shape people’s desires to be normal
in specific, chemically coded ways.
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Furthermore, alongside this sly psychiatric colonisation, a story in the Apartheid Archive Project
- an initiative that aims to explore the everyday racism under Apartheid in South Africa suggests that it is not only the oppressed who mimic,
School…was for me, the epicentre of…my own experience of apartheid
racism…[I recall] the obsessiveness with which blackness was tirelessly
re-evoked in a setting where there were no black pupils…The
fascination with…blackness was often evoked in bodily kinds of ways, in
the repetitive games and gestures of adolescents. Certain facial
expressions, affected accents, ways of talking, referring to others,
played out this denigrated blackness…So, to mock a fellow student you
repeated his words more slowly, in an affected ‘African’ kind of voice, to
make him sound like he didn’t know what he was talking about, as if he
were stupid (quote from the Apartheid Archive Project, cited in Hook,
2012:2).

Here the oppressors mimic too. This story has resonances for me with the mimicking of
disability and ‘mental illness’ performed by so-called ‘normal’ people; the bodily evocation of
disability, the gestures, the voices. This also occurs in the absence of people with disabilities; it
brings them into being through mimicry. But while the marginalised may mimic normality, what
does this other kind of mimicking, bringing the other into being through mimicry, do? Can this
be read as subversive through showing the performance of identity, showing that identity
categories of sane/insane, able/disabled are leaky and constructed? Or might this be a means of
bringing difference into being in order to denigrate or defer it without even encountering it?
Nauseating, sickening, vomiting
To resist colonial ‘cures’ (some of which consisted of psychiatric ‘treatments’), according to
Nandy (1983:84), colonised countries, such as India, have developed creative forms of selfprotection, selves not defined too tightly, and a ‘comical imitativeness which indirectly reveals
the ridiculousness of the powerful’. A particular use of the ways and terms of the powerful
(rationality, normality etc), which overtly grants their superiority yet undermines their culture;
‘an uncanny ability to subvert the valued skills or traits which may ensure one’s adaptation to
the “system”’ (Ibid. 84). Such an imitativeness establishes, for Bhabha (1994), a connection
between the act of being feint (pretending, feigning, faking) and the faint figures of identity –
evoked in Ellison’s ‘Invisible Man’ – where passing as white is linked to invisibility. Thus,
Ellison’s character plans his survival;
I’d overcome them with yeses, undermine them with grins, I’d agree
them to death and destruction. Yes, and I’d let them swoller me until
they vomited or burst wide open. Let them gag on what they refused to
see…I’d yes them till they puked and rolled in it (Ellison,
1952/2001:508-509).

For Ellison this is to plunge ‘deep into the black art of escape, guided at first…by the seemingly
demented one who had learned his craft in slavery’ (1952/2001:122). Here being ‘seemingly
demented’ is itself a craft learned in oppressive conditions. Thus, in the sly doubles of
colonialism, the coloniser ‘sees a grotesquely displaced image of himself’ (Young, 1990: 147).
But grotesque for whom? For Nandy this is a comical imitativeness that shows the powerful to
be ridiculous; while for Scott this marks the mockery of exaggerated compliance (1990:139);
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and for Ellison’s ‘invisible man’ it is a strategy of survival that makes those in power gag and
puke.
Yet for Fanon, ‘it is no good sending them [the colonisers] back a reflection, even an ideal
reflection, of their society and their thought with which from time to time they feel
immeasurably sickened’ (1963:255). Here mimicry too is a ‘symptom’ of colonialism, it is
‘nauseating’, and thus, Fanon calls for recognition of the ‘mortifying setbacks such an imitation
has led us’ [the colonised], for, ‘[w]hen I search for Man in the technique and the style of Europe,
I see only a succession of negations of man, and an avalanche of murders’ (Ibid. 251-2). Fanon is
calling on the colonised to find something different, an alternative that does ‘not pay tribute to
Europe by creating states, institutions and societies which draw their inspiration from her.
Humanity is waiting for something other from us than such an imitation, which would be almost
an obscene caricature’ (Ibid. 254). Thus, while for Nandy (1983:12), mimicry can subvert and
mock the powerful, it is also an obscene caricature that pays ‘homage to the victors’. This is
illustrated for Nandy (Ibid. 12) in Fanon’s writings, which while constituting ‘the most violent
denunciation of the West’, are written in the style of Sartre – confronting us with not only the
reality of colonialism produced by the ‘West’, but that this ‘reality’ produces most
interpretations, and thus critiques, of colonialism – ‘it colours even this interpretation of
interpretation’. Perhaps this is why, for Thiong’o (1981:xiv), a key step in ‘decolonising the
mind’, was to speak in a language different from the colonisers, where he uses his book of that
name to mark a farewell to English as a vehicle for writing.
The ethics of ‘seeing’ concealment
Sly normality and sly (non)compliance as a hidden transcript, an infra-political strategy of
resistance (Scott, 1990), thus leads us into a new terrain; one that is partial, secret, almost
invisible, but not quite. But with what tools can we recognise and ‘see’ sly normality? If mimicry
and slyness provide camouflage, invisibility, born of an awareness of unequal power relations,
what are the ethics of seeing it? If we see it, does this not diminish its subversive potential, the
partial visibility central to it as a strategy of resistance? Or is it in the breaking of the illusion
that subversion may lie? For example, Rosenhan’s (1973) experiment would be less subversive
if we did not know about it, if the concealment was never made publicly visible. In fact, when
Rosenhan’s study was made public, it led to a second experiment where one psychiatric hospital
challenged Rosenhan to send some ‘pseudo’ patients to the hospital, betting that it would be
able to tell them apart from the ‘real’ insane. The hospital identified 41 potential ‘pseudo’
patients supposedly sent by Rosenhan: in fact, Rosenhan sent none (Ibid.).
While this experiment made a mockery, through mimicry, of psychiatry’s techniques of
differentiation and diagnosis, its ways of telling the difference, it also made psychiatry even
more determined to tell the difference between sanity and insanity, leading to a change in how
diagnosis was given, and thus a supposed tightening of diagnostic categories, as part of the
development of the DSM III (Ronson, 2011). In response, then, to these techniques for telling the
difference, can sly normality provide more than a means of partialness, of camouflage, of
potential resistance within a psychic register, can it also lead to more wide scale political
resistance?
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For Scott (1990:188) this ‘host of down-to-earth, low-profile stratagems’ of feigned ignorance,
shirking, careless labour, and foot dragging, far from ‘letting off steam’ to retain the status quo,
are ‘a condition of practical resistance rather than a substitute for it’. They form the
‘infrapolitical shadow’ that lurks behind every act of open resistance (Ibid. 184), a shadow
which enables resistance to be sustained in situations where open confrontation is not possible.
This speaks to a further need, then, to understand the conditions under which veiled resistance
might speak its name and also when open resistance might become veiled (Ibid.). In fact, one
key reason why resistance may become increasingly veiled is because of the increased
surveillance of psychiatry in countries of the global South, such as in India – a landscape
increasingly dominated by compliance to bio-psychiatry (Jain and Jadhav, 2009).
Mapping resistance amidst increased surveillance
A psychiatrist at an NGO in India explained to me that,
The main problem we face is medicine compliance, which is very
important for the patient’s well-being….We do not force them...but at
the same time the person is not willing to take medicines, taking the
medicines in a formal fashion…we mix the medicines with food. And
once they start improving they start taking medicines by themselves. So
that block, that block that they have regarding medicines … can be
broken and that person feels that he or she is improving after taking
medicines, the person starts taking medicines by themselves.
(Interview with a Psychiatrist at an Indian NGO).

What constitutes the ‘block’ that people have regarding psychiatric medicines? Does this ‘block’
signify an act of resistance? Does it come about from different cultural frameworks for
understanding distress or from disjunctions with bio-psychiatric translations of local idioms of
distress? Here, it is the multiple translations that occur within rural psychiatric clinics that
enable professionals to make local idioms of distress ‘fit’ global diagnostic categories (Addlakha,
2008; Jain and Jadhav, 2009).
Here the work of some NGOs, as they ‘educate’ the locals about bio-psychiatry and distribute
psychiatric medications, may be read as an example of how the ‘naturalization of domination is
always being put to the test in small but significant ways, particularly at the point where power
is applied’ (Scott, 1990:197)? Here power is applied through diagnosis, in the prescription of a
pill, and resistance is reconfigured as a ‘block’, as non-compliance - constructed as ‘antithetical
to progress and advancement, construing patients as backward, uneducated, and irresponsible’
(Jain & Jadhav, 2009:66&71). For Lloyd,
Every element of the colonized culture that cannot be translated and
assimilated to the development of colonial capitalist modernity must
either be erased or encoded as a symptom of underdevelopment… a
backwardness that is symptomatic of a refusal to be cured (2000:219).

Here any refusal to be intelligible or calculable to colonial authority may be read as native
“folly”’ and ‘temporary frenzy’ (Bhabha, 1994:141). This bears similarities to the ways that
causes and manifestations of distress may be erased by psychiatry (an erasure entangled with
the erasure of traumatic colonial histories), or encoded as ‘symptoms’ of a ‘mental illness’ or as
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‘non-compliance’ in need of intervention. Furthermore, this resonates with the psychiatrizing of
those who refused to be seen as property - through the diagnosis of draeptomania – the ‘mental
illness’ diagnosed in enslaved people who attempted to escape captivity in the USA (Metzyl,
2009).
Thus, colonial psychiatry in different places at different times, manifest a concern with the
brains of the ‘natives’. Fanon (1963:245) gives the example of how, during colonisation, ‘the
lay-out of the cerebral structures of the North African’, were seen as responsible for their
supposed laziness, inaptitude and impulsivity, when in fact, these signs may be symbols of
resistance, where laziness marks ‘the conscious sabotage of the colonial machine’ by the
colonised. Fanon continues,
The Algerian’s criminality, his impulsivity, and the violence of his
murders are therefore not the consequences of the organization of his
nervous system or of the characterial originality, but the direct product
of the colonial situation (Ibid. 250).

Here what psychiatry calls ‘mental illness’ is read as a product of the colonial situation, of
inequality and alienation. Psychiatry in the colonies thus worked to reconfigure colonial
hierarchies and social inequality as ‘natural’ through coding them in genetic dysfunction, and in
the ‘neurologically primitive’ brains of the ‘natives’ (McCulloch, 1993: 39; Heinz, 1998).
Similarly, locally in the work of some NGOs, and globally through the interventions of
international multi-lateral agencies (such as the WHO), resistance to psychiatry may become
erased or encoded as a ‘symptom’ of ‘mental illness’ or of ‘underdevelopment’. Yet these
‘symptoms’ can be read through others lens – as laying the ground (always camouflaged), for
other ways of knowing and being. Thus, in the tactics of slyness - covering their tracks - not all is
erased – there are ‘melancholy survivals…complex forms of living on that do not simply
preserve belated and dysfunctional practices, but potentialities for producing and reproducing a
life that lies athwart modernity’, and a life that lies athwart psychiatry (Lloyd, 2000:219). For it
is ‘in these apparently futile gestures…the most intimate, even minimal acts that remake the
terms for collective survival’ (Ibid. 227).
Slyness as Subversion
Scott (1990) explores how the disguised hidden transcript of the colonised can in theory
provide the conditions to develop a shared critique of power. Such a critique could (and
historically has) lead to the development of networks of solidarity through collectively defined
common experiences and strategies of resistance to social inequality and coercive psychiatric
treatment. Strategies of slyness appear – though often remaining opaque – in resistance to
oppression more widely defined than colonial and psychiatric discourse, evident in the
organised labour strategies of go-slows and feigned ignorance. Scott (1990:20) urges us to
attend to these offstage political acts of disguise, to enable us to ‘map a realm of possible
dissent’. A map of the ‘lies, secrets, silences and deflections … routes taken by voices or
messages not granted full legitimacy in order not to be altogether lost’ (Johnson, 1978:31). But
with what tools might we map this secret terrain of resistance (and should we map it at all)?
How can we know if pretending to be normal is sly, and whether sly normality resists psychiatry
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within its own limits, remaining a ‘homage to the victors’? (Nandy, 1983:12). We will never
know the number of pills hidden under tongues and inside socks.
Pills hidden under tongues call for a wider exploration, not only of whether small and often
individual acts of resistance can lead to more wide scale political subversion, but further, if
postcolonial readings of these small acts of defiance might enable a reading of wider resistance
to psychiatry. Specifically, here, a reading of whether (and how) groups of the psychiatrized and
the (not yet) psychiatrized within the global South resist the globalisation of psychiatry through
global initiatives by the WHO and the Movement for Global Mental Health. Thus, I am left
wondering not only how forms of resistance to colonialism can enable a way of reading
resistance to psychiatry but, furthermore, how previously colonised countries may employ
postcolonial strategies to both frame and resist global mental health initiatives that are
understood by some to enact a continued, perpetuated means of colonialism.
Colonialism is so pervasive, says Nandy (1983:3) that ‘it creates a culture in which the ruled are
constantly tempted to fight their rulers within the psychological limits set by the latter’. Is this
what Meesha is doing when she takes the medication she has been prescribed in order to escape
the psychiatric system that prescribed her it? In a book dedicated to ‘those who dare to defy the
given models of defiance’, Nandy (1987) warns that dissent to colonialism was often ‘official’ in
the sense that it was controlled by the colonisers who put forward a way of being anti-colonial
that was promoted as ‘proper, ‘sane’ and ‘rational’. This makes it possible, then, ‘to opt for a
non-West which itself is a construction of the West’ (Nandy, 1983:12), and thus, not an
alternative construction altogether. Reading psychiatry as enacting a colonial relation, then, we
may trace how it works to set the boundaries of what counts as sane, promoting ‘sane’ and
‘rational’ ways to be anti-psychiatry - an anti-psychiatry that is a construction of psychiatry. A
move to rethink Global Mental Health does therefore not have to be ‘anti-psychiatry’, for ‘the
imposed burden to be perfectly non Western’ constricts the self just ‘as the older burden of
being perfectly Western’ did...[t]he pressure to be the obverse of the West...in fact binds him
even more irrevocably to the West’ (Ibid. 73). Here to be ‘anti-psychiatry’ could be read as being
tied to, bound to, psychiatry even more tightly.
Critiques of colonialism (and arguably of psychiatry) range from a ‘defensive third world
response’ which situates the guilt of the West in not living up to its own civilising values, to a
response that repudiates those very values themselves (Nandy, 1987:32). In Nandy’s reading of
the role Fanon grants to violence, the colonized become more deeply tied to the oppressor by
accepting violence – ‘the major technique of oppression in our time’ (Ibid. 34). Conversely, those
who practice Gandhi’s politics of non-violence become non-players in the existing system, while
simultaneously building an alternative system. This resonates with the disjunction inherent in
colonial discourses more generally, that they contain their own undoing, alienates their own
language liberty and civilisation and producing another knowledge of their norms (Bhabha,
1994). The sometimes violent ‘treatments’ of psychiatry justified on the grounds of ‘treating’ the
‘dangerous’ or ‘incompetent’ ‘patient’ could similarly be read as grating against their own
language of ‘therapeutics’. Yet the very means by which psychiatry travels – its global
repetitions – may enable its reconfiguration. For Young (1990:147),
the familiar, transported to distant parts, becomes uncannily
transformed, the imitation subverts the identity of that which is being
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represented, and the relation of power, if not altogether reversed
certainly begins to vacillate.

This opens up a space that could produce other ways of knowing psychiatric norms and ‘that
could help describe the dominant in terms different than its own’ (Achuthan, 2005, cited in
Chakrabarti & Dhar, 2009:5). For Nandy (1987:45) indigenous agricultural techniques and
traditional systems of medicine, and I would add alternative and indigenous approaches to
distress, are ‘indicators of a spirit which defies the power of a way of life which seeks to
cannibalize all other ways of life’, always alert to ‘the danger of a single story’ – the subtle ways
that one perspective becomes definitive (Adichie, 2009, cited in Akomolafe, 2013). This is to
speak another language ‘a language of dissent which would not make sense - and will not try to
make any sense in the capitals of the global knowledge industry’ (Nandy, 1998:147).
For such a project, Fanon urges us to ‘work out new concepts’ (1963:255). And for Nandy, ‘[t]he
first concept...has to be the victims' construction of the West, a West which would make sense to
the non-West in terms of the non-West's experience of suffering’ (1983:13). This is to stake out
an ‘other’ space that does not fit the needs of colonialism or psychiatry and which makes sense
to people in terms of their grounded experiences of distress. It is to realise the colonisers’ fear
that the colonised will discover ‘an alternative frame of reference within which the oppressed
do not seem weak’ (Ibid. 177). The South African based Pan-African Network of Users and
Survivors of Psychiatry (PANUSP) speak such a language when they say, ‘[t]here can be no
mental health without embracing our [user/survivor] expertise. We have always remained the
untapped resource in mental health care’ (2012:8).
Thus, a postcolonial reading of hidden pills and pretending within psychiatric spaces is to
attempt to trace a resistance to psychiatry that is not prescribed and proscribed by psychiatry,
and ultimately to resist a single chemically coded story of what it means to be human. And yet,
reading resistance to psychiatry alongside resistance to colonialism leaves us in a strange,
uncanny place, where sly normality is ambivalence, seduction, symptom of oppression, and
subversion; and where techniques of differentiation and normalisation are sly too. Oh Ashis
Nandy, Frantz Fanon, Homi Bhabha, and James C. Scott, help me understand what mimicry
means. Why don’t you agree with each other? What am I missing? How much of a mockery can
mimicry make if mimicry is itself a symptom of colonialism, oppression and violence? If there is
any resistance in being sly, should I keep quiet and stop talking about it?
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