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Consider this: although patients complain about waiting lists,
professional attitudes, and poor communication, few would ques-
tion the enterprise of medicine itself. By contrast, psychiatry has
always been thus challenged. Indeed the concept of mental illness
has been described as a myth. It is hard to imagine the emergence
of ‘antipaediatrics’ or ‘critical anaesthetics’ movements, yet
antipsychiatry and critical psychiatry are well established and
influential [Bracken and Thomas 2001:724].
Courses in abnormal psychology indoctrinate students into the
specialised language of the mental health professions, and implic-
itly licence them to speak it. Where will students learn about the
ethical and moral responsibilities entailed by use of this powerful
tool? Like knowledge itself, diagnostic language confers power,
but that power is not necessarily benign [Marecek 1997: 548].

Psychiatry is different from all other medical disciplines
primarily because, of all kinds of patients, it is only the
psychiatric patient who risks losing nearly all civil and

constitutional rights with a diagnosis of mental disorder
[Dhanda 2001a]. The psychiatric diagnosis is therefore a most
‘powerful tool’, unlike other types of medical diagnosis. The mental
hospital is unlike any other public hospital, not so much because
of the general lacklustre and neglectful physical or therapeutic
conditions, but because, any entry into the mental hospital, or
such like custodial institutions for the mentally ill, automatically
cancels all civil, socio-economic and political rights. Cancelled
rights may include the right to marry, to contract, to hold public
office, to vote, to manage property, to be insured, etc. Unlike other
public hospitals, any entry into the mental hospital also automati-
cally cancels the patient’s autonomy and liberty, as medical and
legal authorities are statutorily posted as arbitrators in the matter
of discharge from the hospital. In other words, a cardiac patient
may be discharged on his own reason and will, but a psychiatric
patient will not be so discharged under our present statute
concerning the custodialisation of the mentally ill (The Mental
Health Act, 1987). Evidence of the patient’s reason and will have
to be proved first, through a court, with psychiatric evidence.
Questions relating to forcible commitment and discharge are not
present as a priori for the usual medical patient. Self-determi-
nation in her own care and treatment is fundamentally at risk
for the psychiatric patient, because of the ever-present danger of
institutionalisation and consequent medico-legal implications.

Psychiatry, therefore, unlike other medical disciplines, plays
the unenviable role of legal and social arbitrator with respect

to the lives and conduct of thousands of mentally ill patients.
Unlike other doctors, psychiatrists make medico-legal decisions
about whether someone is fit to work, able to stand trial, conduct
business, hold office, stay married, manage property, and so on.
Medical doctors may advise a diabetic patient on lifestyle, exercise
or diet. But they are not called upon by law to say whether or not
their patients should stay married. Psychiatrists are legal arbitrators
in the lives of their patients. They not only provide advice on
patients’ lives but also enforce patient conduct, by the use of law.

It is expected that doctors with such superlative powers over
the lives and conduct of other human beings would be taught,
in their medical education, to use their powers in a consistently
fair and empathetic manner. This paper is written against the
backdrop of this expectation from the medical education system
and from the practising professionals.

Challenges in Mental Health Education

Education is a vital arena for the political re-structuring of
learning minds. It can reinforce and entrench existing cultural
values, and can also emancipate. Mental health education is no
exception to this, but as a medical discipline, it faces several
challenges [Dowrick 2000].
(1) The epistemological status of the mental and behavioural
sciences is constantly questioned as pseudo-scientific and being
a matter of culture and convention [Davar and Bhat 1995; Lickey
and Gordon 1991]. Determination of mental disorder is difficult
because of a huge epistemological gap between theory and valid
evidence.
(2) The clinical existence of ‘mental illness’ in its various forms
is suspect. The history of the phenomenal growth of diagnostic
categories in psychiatry is witness to feminist and other radical
critiques in the last 50 years, since the outbreak of the Diagnostic
and Statistical Manual (DSM). This history is not taught in
psychiatry courses.
(3) The development of DSM was more like a ‘treaty negotiation
than a scientific deliberation’ [Licky and Gordon 1991:48].
Psychiatric diagnosis is not backed by independent biological
evidence, and remains purely statistical. Colonies of
‘schizophrenococcus’, ‘depressococcus’ or ‘neurotococcus’ are
not found [Dowrick 2000:44]. Dowrick questions whether mental
illness should be seen as illness, adaptive strategy, or as statistical
eccentricity.

Teaching Psychiatry with a
Gender Perspective

Psychiatry, unlike other medical disciplines, plays the unenviable role of a legal and social
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(4) Textbooks do not incorporate or acknowledge the many
contributions to knowledge in the area by the women’s movement
or the consumer movement [Marecek 1997: 545]. Women, gender,
sex differences, sex role and gender role do not appear in the
indices of textbooks.
(5) While gender insensitivity is widely noted in Indian mental
health practice [Davar 1999, 2001], there are few training programmes
in India addressing the gender attitudes of practising mental
health professionals. Training programme evaluations, such as
by Shah et al (2000), consider conceptual clarity and diagnostic
competence but not the value and attitude aspects of the trainees.

Textbooks Review

Three textbooks, Master (1985), Ahuja and Vyas (2000) and
Sadock and Sadock (2000) were reviewed for this paper. Master
(1985) is an undergraduate textbook, widely used by students
as a standard textbook (henceforth referred to as UGT). Ahuja
and Vyas (2000) is a widely used postgraduate textbook (hence-
forth referred to as PGT). Sadock and Sadock’s Comprehensive
Textbook of Psychiatry (2000) is a foreign textbook, but very
widely used in mental health education in India (henceforth
referred to as CTP).1

UGT has received approving comments from the Indian Psy-
chiatric Society and the Indian Council of Medical Research
(ICMR). It consistently presents a doggedly 18th century view
about mental disorder, cognition and emotions. The diagnostic
categories are not treated with behavioural markers, but rather with
personality attributions. (i e, instead of saying that in a particular
mental state, a person will behave in this way, UGT talks of the
person being made this way.) This approach has made the UGT
stigmatising and blind to most social values, gender being top
among them. The UGT evenly refers to all patients as ‘he’, even
in case descriptions of hysteria and depression. The debates in
psychiatry, such as the changes in diagnosis, diagnostic standards
and practices are not mentioned, even cursorily. Obsolete treatments
such as insulin coma treatment are described as if they were
ongoing practices. Astonishingly whatever the disorder described,
the prognosis in the book is uniformly bleak: ‘poor’, ‘very poor’.

UGT is in a vital position to influence undergraduate perception
about mental health and psychiatry. Quality enhancement of such
textbooks are necessary, to revitalise undergraduate interest in
the field of psychological well-being. Approvals by the ICMR
and the Indian Psychiatric Society only add to the confusion. The
two PGT volumes are a comprehensive collection of papers, with
recent database and thinking about mental disorder, written by
Indian doctors.
Mention of ‘gender’: In these volumes, ‘gender’ is invisible in
most of the chapters. One small chapter is dedicated to women’s
mental health. This chapter talks about mental ‘diseases’ that
commonly afflict women, medicalising women’s lives immedi-
ately. While some chapters do mention sex differences evident
in prevalence data, the implications of this for clinical practice
are not systematically followed up. As in the UGT, ‘cases’ are
regularly referred to as ‘he’ throughout.
Social determinants of mental health: The social context of
mental ill health, coping and recovery is not addressed, and nor
is the evidence base provided. For instance, in the chapter on
mood disorders, where gender evidence of life experiences and
events has existed for at least two decades, there are no references
to classical studies. The latter, although western, linked depression

with the quality of marital life, domestic violence, childcare support
received, lack of social power, etc. Even though the PGT chapters
routinely start with the contemporary language of the ‘bio-psycho-
socio’ model of mental disorder, in their descriptions of research,
diagnosis, treatment and outcome, they remain biological.
Women’s mental health: A chapter (of less than 10 pages) is
devoted to women’s mental health. The evidence base gathered
by the women’s movement over the years on the relationship
between health, mental health and social life, family, relation-
ships, powerlessness and domestic violence is not acknowledged.
The status of women’s general health, cultural barriers to positive
mental health and help seeking are not mentioned at all, despite
the hugely available evidence. A large portion of the text is
devoted to hormonal changes in the reproductive cycle without
providing any evidence for the same. The chapter has general
opinions about women’s health and behaviour, and explanations
for women’s proneness to more CMD. To illustrate: “Women
tend to be less delighted about life than men”; “Women adopt
more preventive health practices than men”. Women are more
willing to talk about their problems; Women are more ready to
adopt a sick role; Women are more flexible in their time schedules
and have fewer time constraints to accommodate their health
problems” (pp 927-28). Such opinions are not backed by evi-
dence. Women are portrayed negatively and as having more
affiliative needs, child-like relationships and dependence. Do-
mestic violence is couched in euphemistic terms such as ‘quarrel’
or ‘conflict’, rendering the experience bland and benign. Topics
of vital concern to women’s mental health such as violence or
child sexual abuse are not discussed.
Reproductive health and mental health: These chapters (we
reviewed post-partum disorders and premenstrual dysphoric
disorder) mystify women’s bodies, and misinform readers on the
linkages between hormones and women’s mental health. An
evidence-based approach is strongly recommended in these
chapters.
PMDD: Given the raging diagnostic debates of the last two
decades concerning premenstrual syndrome (PMS)/PMDD and
the feminist critiques of this diagnostic category, the clinical and
research dilemmas concerning the category are not mentioned.
Exaggerated prevalence figures are given without any reference
to literature: “Only 5 per cent of women are completely free from
symptoms premenstrually. These are probably an abnormal group
of women from a statistical point of view” (p 377). Prevalence
figures of 5 per cent to 95 per cent are quoted without any
literature evidence. This opinion firmly medicalises a normal
physiological phenomenon. Other entrenched researchers in the
field have even questioned the relevance of PMS in a non-western
context. PGT opines PMS to be the problem of middle class,
middle aged, educated women. Again, the data required to validate
this is not presented. Further, stigmatising views about the
menstruating women are presented, for example, “Many
behavioural changes are said to occur around this time of menstrual
cycle”, including suicide attempts, child battering, exam failures,
absence from work, accidents, criminal acts, etc. Evidence base
for this claim is not provided. Evidence to the contrary such as
by Chandra et al (1993) is not presented.

In making treatment recommendations, there is the suggestion
that PMS sufferers are malingering: “increase the patient’s
tolerance to the challenges of pre-menstrual changes”; “informal
counselling, discussion and education”. Other places in the chapter
also need to be critically addressed in this way, because there
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is lack of clarity on whether the authors accept or reject PMDD.
There is ambiguity concerning the patienthood status of women
who report with premenstrual distress. PGT takes a placidly
approving stance with respect to use of hysterectomy in PMS
symptom relief.
Post-natal depression (PND): Professionals misunderstand or
misattribute women’s experiences concerning childbirth and
motherhood [Vindhya 2001]. In dealing with post-natal depres-
sion (that is, occurrence of major depression in the immediate
weeks following childbirth), PGT shows large gaps in both
presentation of evidence as well as bias against women. There
is no reference to health status in pregnant women, nutritional
depletion following childbirth, or other socio-cultural determi-
nants of mental health during pregnancy and following childbirth.
Sex preference, violence and other factors determining maternal
well-being are not mentioned. The role of the father in prevention
of PND is not mentioned. The role of estrogen and estrogen
therapy in PND is not considered, contrary to present evidence.
Ca+ depletion in causing psychosis is mentioned, but not the
effects of overall nutritional depletion in PND. The role of sleep
deprivation in PND is not discussed.

Stigmatising views about mothers are presented: PND mothers
are said to suffer from ‘maturational crisis’, ‘castration complex’,
‘sadistic tendencies towards men’, ‘failure to resolve their oedipal
phase’, ‘inability to assume the mothering role’ are mentioned.
A diagnostic category is suggested called ‘postpartum perplexity
syndrome’ (p 372) without any reference to literature or to any
background discussion on this. In PGT, this syndrome refers to
“severe personality disorganisation and profound quandary about
role as new mother”, without providing any evidence to support
the categorisation.

In discussing treatments for PND, there is no mention of drug
safety during pregnancy and lactation, or any reference to in-
formed consent.
Eating disorders: While cultural factors relating to food and
eating are discussed at length (in the context of fasting as protest),
no reference is made to the gender politics of food (production
and consumption) within the family. Views are presented on the
media assault on young people. But the cultural and patriarchal
assault on young women’s bodies, and the impact of that on young
women’s body image and eating behaviours, is not talked about.
Data on body image, gender relations, sexual identity, marriage
market and violence faced by young women are not discussed.
A recent study [Ranganathan 2003] noted how school-going girls
adopted various ways of coping with their self-consciousness
and embarrassment about breast development, including, covering
their chests with books, keeping the chin down, wearing large-
sized shirts, being thin, etc. Such strategies cramp body posture
and body esteem, and influence girls’ views about their bodies.
Pubertal changes and the impact of that on young girls mental
health is not discussed, even as opinions.
Outcome research: The genetic, neuro-scientific and pharma-
cological aspects of mental disorder have merited specific discus-
sions and up to date literature review and implications for clinical
practice. The psychosocial and rehabilitative aspects have been
vaguely described, without reference to evidence base, as if they
are non-specific factors irrelevant to clinical outcome. Remission
and outcome studies comparing PSIs – such as interpersonal,
insight, support, problem-solving and cognitive therapies – with
traditional medication has been tried in a wide variety of contexts
where depression is the primary diagnosis, with good outcomes

[Chilvers et al 2001; Casacalenda 2002; Mynors et al 1995;
Brooker 2001]. A review of remission studies comparing cog-
nitive therapy, behavioural therapy and anti-depressants found
all three equally effective [EBMH 1998]. In mild to moderate
depression, PSIs are equally, if not more effective than traditional
alternatives. Such studies have also taken into account patient
choice of treatment.
Psychotherapies: Psychological issues have been treated in a
cursory manner. The psychological of women’s experiences of
depression could have been richly brought out [comprehensively
reviewed in Shah 2001]. Areas such as family, development,
socialisation, identity and relationships are fraught with inter-
esting gender questions. Yet, the writing is bland, presenting a
universal picture. The evidence base on use of psychotherapies
is probably much more robust than that on ECT. Yet, in discussing
ECT, databases are presented. Psychotherapies in most chapters
are treated as adjunct treatments, something that psychiatrists do
after they are done with biological treatments. Clinical use of
the information given is left undetermined. Gender issues in
psychotherapies are not discussed.
Psychoanalysis: The PGT chapter on psychoanalysis is a his-
torical approach to the subject, and gives little contemporary
news. The literature review restricts itself to the early 20th century
writings, and does not reflect the present thriving debates about
the topic [Davar and Bhat 1995]. Feminists, starting with Anna
Freud herself, have addressed psychoanalysis, in both its strengths
as well as its limitations, robustly. However, the chapter says
not a word on gender, or sex role, even while describing work
of pioneers such as Karen Horney. The presentation is archaic,
and riddled with gender biases. For example, the hypothesis of
‘infantile sexuality’ is still being discussed in terms of childhood
fantasy, and not in terms of childhood sexual abuse. Contem-
porary attempts by feminists to rewrite the basic constructs of
psychoanalysis so that it becomes a powerful tool in dealing with
women in therapy are not reviewed.
Women’s health: Psychiatrists, whether male or female, as
Broverman and Broverman (1970) pointed out , infer psychiatric
disorder too quickly because of their bias that women’s psycho-
logical lives are essentially inferior. Horsfall (2001) writes about
both over-diagnosis and under-diagnosis of women’s mental
health difficulties, because of the way the medical system treats
women’s communications and ways of experiencing. A public
health concern has been the misdiagnosis of psychiatric problems
in general practice. However, there is another side too. Klonoff
and Landrine (1997) have written extensively on how women’s
medical problems, including temporal lobe epilepsy, endocrino-
logical problems, neurological problems and even cancer are
missed in psychiatric practice. Their review shows that 41 per
cent to 83 per cent of physical conditions are misdiagnosed and
mistreated as psychiatric problems. The necessary linkages between
psychology, psychiatry, endocrinology, reproductive medicine
and internal medicine are missing in PGT.
Gender aspects of drug treatment: Even if we assume for a moment
that mental disorder is bio-medical, and that psychopharmacology
is the most effective treatment, one would expect to see gender
differentiated data on these topics. We would like to know for
example, the neuro-biological markers that make women more
prone to depression and whether drug impact on women’s health
is the same as for men. [Hamilton and Jensvold 1995].
Risk of medicalisation: A major lacuna in Ahuja and Vyas (2000)
is the fact that the volumes do not take into consideration the
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basic conceptual difference between severe mental disorder and
common mental disorder, a distinction, well recognised in con-
temporary research literature in India. With the more recent
understanding of the bio-psycho-social aspects of SMD and
CMD, it seems reasonable to say that clinical practice and types
of interventions would be different for SMD and CMD. For
example, psychosocial interventions (PSIs) are known to be
effective in the case of major depressive disorder, which is
considered as CMD. Whereas they may not be effective in the
case of bipolar disorder. Best practice in mental health would
be governed by the implications of this difference for clinical
work. The chapter on depression puts all types of depression on
a par, which may needlessly ‘psychiatrise’ distress conditions
far more than necessary.
Integrated medicine: Other medical topics of great relevance to
mental health are not addressed. PGT does not take into con-
sideration the need for integrated practice, linking psychiatry,
psychology, gynaecology, medicine, endocrinology, nutrition,
etc. Psychiatric studies in India that link depression and CMD
with poverty [Patel 1998, 2001] provide valuable insights into
the social determinants of mental disorder. However, the health
status of the poor should be taken into full consideration before
starting psychiatric treatment. Otherwise, we may end up need-
lessly drugging the poor with psychiatric medicines. A compre-
hensive chapter on metabolism, nutrition and mental health needs
to be presented, especially in the context of India, where extreme
poverty and malnourishment exists. Occupational health is another
area where linkages with psychiatry need to be strengthened in
PGT. The debates around hormonal status and its linkages to
men and women’s mental health are not considered.
Ethics and best practice: The chapter deals with ethics at the
philosophical level. It offers little by way of developing ethical
perspective or skills for the practitioner. Contemporary ideas of
ethical practice, best practice and the need for practice to be
informed by evidence are not discussed. There is little reference
to the consumers of services. Topics of vital interest to the Indian
consumer such as self-determination in care and treatment, the
right to rehabilitation, etc, are not addressed at all.
Sexual ethics: Gender has a significant impact on clinical inter-
actions [Shah 2001]. Most medical practice guidelines have
elaborate protocols on sexual ethics. Here we have just a single
line on sexual ethics within practice, that “any kind of sexual
advance towards any patient is unethical” (p 1025). However,
the nuances of sexual boundaries in clinical practice, the impor-
tance of psychological, psychodynamic theories in addressing
these, handling the issue of touch within the clinic, some of these
are not addressed anywhere in the text. The chapter on homo-
sexuality does not provide safeguards against misuse of diagnoses
against the gay/lesbian community.
Legal issues: The arena of law and mental health is riddled with
concerns from a human rights point of view. Professionals are
regularly called upon to give evidence in courts or to certify
insanity. Law also is widely debated in the context of quality
of institutional care. Medical responsibility in giving court evidence
and admission/discharge are therefore, vital topics for discussion
and education. Nowhere are these discussed. Students will learn
about their engagement with the law for the first time during practice
and will not have had the opportunity to examine their responses.
Cultural, preventive and promotive aspects: PGT gives a bio-
medical and clinical picture of mental disorder. Chapters are not
synergistic with contemporary thinking of mental health as a

community, consumer centred or a public health issue. Preventive
and promotional aspects are not addressed. Social and cultural
issues are presented in a subdued way, if at all, without consideration
of available evidence base. The volumes do not help students
to understand gender and other complexities of living and coping
with contemporary society and political life. A universalistic
picture is presented of mental disorder, as if all men and women,
of all backgrounds will experience the same thing. The cultural
aspects of mental health are not interwoven into the text, and
are again treated as ‘specialist’ and are covered in a single chapter.

Against the gaps in the PGT, the CTP gives a more compre-
hensive and integrated approach to mental health. Every chapter
discusses historical, diagnostic and other necessary background
in great detail.
Gender: There is no specialist chapter on women/gender and
mental health. Gender aspects are integrated into the data pre-
sented in the chapters.
Evidence based approach: CTP makes a serious effort to present
evidence based mental health. ‘Evidence base’ is used broadly
considering not just psychiatric evidence but also evidence from
other disciplines, including various related disciplines in psychiatry.
Integrated medicine: Whole chapters are devoted to endocrino-
logical disorders, and nutritional/metabolic disorders, and their
linkages with mental health. Endocrinological information looks
at both men and women’s hormonal status from a mental health
point of view. CTP explicitly emphasises an integrated approach
to mental health.
Outcome research: Major research in recent times on compara-
tive outcome between drug and psychotherapy is presented in
the chapter on depression. Psychosocial treatment of depression
is comprehensive, taking into consideration psychosocial studies
on the causes of depression.
Reproductive medicine: Reproductive medicine and mental health
is given extensive treatment. The complex interactions between
the pituitary-gonadal systems, reproductive physiology and the
neurotransmitter system are brought out comprehensively. Both
male and female reproductive physiologies and their linkages
with mental health are discussed. A hitherto neglected area in
psychiatry, this chapter is very informative. Available evidence
base is provided on the use of drugs during pregnancy and in
lactation. The need for informed consent of the mothers prior
to treatment is emphasised. Guidelines in treating PND are given.
Ethics of practice: Ethics and legal issues are given extensive
treatment. Sexual ethics and existing codes of practice are dis-
cussed in detail to help the clinician in making ethical decisions.
However, there are gaps. For example, the possible gender
differences in drug treatment are not discussed. The chapter on
PND gives the goal of therapy as working on role transition,
disruption of relationships with spouse and other supports, as
well as interaction with the infant. Violence in relationships, and
the overall nutritional context of childbirth (e g, nutritional
depletion) are not addressed. The preventive role of fathers in
PND is not discussed.

Need for Change

Mental health education must be multifaceted, nurturing a spirit
of openness to new experiences and learning, critical enquiry
and personal awareness [Dowrick 2000]. Psychiatry must be
prepared for a post-modern vision of the world, where the patient
will be placed at the centre of the medical universe, and not the
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doctor, and where ethical principles will guide the domain rather
than technological principles [Bracken and Thomas 2001].
Psychiatrists in India must be enabled to address the contem-
porary complex social and political dynamics in a fair and humane
manner through their medical education. Textbooks like the UGT
and the PGT must set the pace for this.

It is not enough to study only instructional materials, but also
instructional practices [Denmark 1982]. Trainers may convey
overt or covert attitudes towards women, which may be passed
on. It also matters how much time is spent on actually studying
clinically relevant issues and disorders. Editors and authors of
psychiatric texts must ensure that in the selection of case vignettes,
parallels known in epidemiological surveys be used [Leo 2001].
Gender differentiated information must be provided at all stages
giving research evidence. Every effort should be made to describe
how the presentation, course and prognosis of psychiatric dis-
orders differ for women and men. There is a need to integrate
a section on women’s health into the psychiatry curriculum. The
CTP writes of collaborative training programmes in psychiatry
with other medical disciplines, including neurology, internal
medicine and general practice opening up the discipline to an
integrated view of mental disorder.

Skills like empathy, listening and other aspects of clinical
communication need to be incorporated into psychiatric educa-
tion. Salter (1996) has written about the central importance of
patient contact for medical students. Walters et al (2003) have
written about involving patients as students in medical training
programmes. Their research demonstrates the positive therapeu-
tic effects of this on patients’ receptivity to doctor, as students
were seen to be hearing them out giving both time and respect.
Patients feel a sense of validation, greater space for self-under-
standing and new insights; building a bond between doctor and
patient. Students fee that their interactions improved patient care.
It gave them learning opportunities for knowing about a range
of patient behaviour and attitudes. The value base of psychiatry
must be comprehensively explored through psychiatric training
and residency.

Email: wamhc@vsnl.net

Note

1 As the total volume of the books were enormous (more than 5,000 pages
altogether), it was not possible to do an exhaustive review of all the
chapters. Chapters were chosen selectively for in-depth reading, other
than the use of indices and overall content scanning for topics of relevance.
More attention has been paid to the Indian textbook.
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