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ABSTRACT
Background: For almost 60 years, Indian 
psychiatry literature has called for all medical 
students to learn psychiatry so that millions 
of mentally unwell people across India might 
receive appropriate treatment. Yet for almost 
60 years, medical students have disengaged 
from psychiatry education, resulting in 
limited learning. The literature has repeatedly 
cited the solution as one that involves 
longer exposure on posting and more exam 
questions, with little impact. This research 
sought to understand why medical students 
disengage from psychiatry education so that 
meaningful change might occur. 

Methods: The research utilized 
constructivist grounded theory, initially in 
one medical college in Mumbai, followed by 
a quantitative survey to test the findings 
with a wider group of interns across 10 
states of India. An iterative process of data 
gathering and analysis was undertaken 
using the constant comparison method and 
theoretical integration. 

Results: Findings identified that 98% of interns 
believe all MBBS (doctors) should “know” 

psychiatry, with “know” meaning practical 
skills—how to assess and treat people with 
mental illness. The majority of students 
attend psychiatry to learn those skills, but on 
finding faculty too overworked to teach, they 
disengage, saying: “there’s nothing in it for 
me.” The findings indicate that more exam 
questions would not increase engagement. 

Conclusion: Medical students want to learn 
skills to help those in mental distress. 
Faculty do not have time and, arguably, 
the training to teach them. To address 
the nation’s mental health needs, the 
government needs to prioritize teaching 
of psychiatry skills by releasing and 
enabling psychiatry faculty, alongside the 
certification of psychiatry skills.

Keywords: Education, grounded theory, 
psychiatry, qualitative

Key Messages

•  Medical students want to learn 
psychiatry skills.

•  Students disengage because skills are 
not taught.

•  The government needs to prioritize the 
teaching of psychiatry skills.
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The engagement of medical students 
in undergraduate psychiatry educa-
tion has been identified as a major 

problem in Indian psychiatry literature 
for almost 60 years, first identified by Neki 
in 1965,1 and cited as challenging even in 
2023.2 It is well recognized that the low 
status of psychiatry in the medical educa-
tion curriculum is a contributory factor,3-5 
with many considering recent changes 
in the curriculum not to be of sufficient 
significance to have any real impact.6,7 
Meanwhile, the mental health needs of 
the nation continue to grow,8 and because 
many students have not engaged in psychi-
atry9-13 and subsequently have not learned 
to address those needs, the lack of effective 
treatment outside of the psychiatry special-
ism continues. The literature offers many 
opinions as to why students do not engage 
and so do not learn psychiatry,14 but until 
now, no one has researched this area and, 
specifically, has not elicited the student per-
ception. The purpose of this research was to 
gain this understanding. 
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reported lack of awareness that mental dis-
orders are “treatable.”28 Even if treatment is 
sought, there is a significant lack of psychi-
atrists, with an estimate of fewer than 0.3 
psychiatrists per 100,000 people, contrast-
ing with the USA, which has an estimated 
10.5.29 Poor access to specialist psychiatric 
services is also a factor, as the majority of 
psychiatrists are situated in urban areas, 
while two-thirds of the population lives in 
rural settings.14,30 Such factors have led to a 
common acknowledgment that there are 
not enough psychiatrists in India to fulfill 
the overwhelming mental health needs of 
the nation.31-35

Treat Mental Illness in  
Primary Care
The lack of accessible psychiatric care has 
long been recognized as challenging, not 
only in India but also around the world. 
In 2001, the World Health Organization’s 
(WHO) World Health Report36 made 
recommendations that mental health 
services are best delivered in primary 
healthcare by non-psychiatrists to enable 
faster, easier access to services. In 2012, 
the WHO addressed this lack of access 
to mental healthcare more specifically in 
their World Health Assembly report on the 
need for a comprehensive, coordinated, 
well-funded response from health and 
social sectors at the country level.37 India 
was a signatory to this resolution, and 
the 2014 Indian National Mental Health 
Policy38 was in part developed to address 
this need. However, in actuality the policy 
has struggled in implementation,39-41 with 
one reason being that medical officers who 
did not fully engage in undergraduate psy-
chiatry education10,11,42,43 commonly do not 
know what to do.44

Teach the Medical Students
To address the widespread lack of ade-
quate psychiatric care, the leaders within 
the Indian psychiatry community con-
tinue to call for medical students to 
be trained in how to assess and treat 
common mental disorders within 
general healthcare.45-47 However, medical 
students continue to fail to engage in 
psychiatry education, with poor atten-
dance rates being commonly reported in 
the literature,10,12,42,48 resulting in a deficit 
in learning, which means the treatment 
gap for mental disorders perpetuates. 

Why Do They Not Engage?
The literature tells us the main reasons for 
the lack of engagement relate to the low 
significance afforded to psychiatry in the 
medical curriculum, including the lack of 
specialty status,38,48-50 the limited time allo-
cation,35,45,51 and no full exam.10,12,44 These 
factors are repeatedly recorded across 
the years,14 and this lack of meaningful 
change is cited as why the low levels of 
engagement remain static. However, 
some believe that the introduction of 
the Competency-based Medical Educa-
tion curriculum (CBME) by the National 
Medical Council (NMC)52 may have a 
positive impact on student engagement, 
bringing more focus on skill acquisition 
and less on rote learning.7,53 Alternatively, 
others feel the CBME changes are insuffi-
cient to have any real impact on student 
engagement in psychiatry education,6,7 
with the main deficits being: (a) the 
continuance of subspecialty status;6,45 
(b) minimal time allocation despite an 
increase from 20 hours under the former 
Medical Council of India (MCI) curricu-
lum to 40 hours under the NMC CBME 
curriculum;12,35 (c) no change to the small 
allocation of psychiatry exam questions 
in the medical exam;7,34 and (d) most sig-
nificantly, no certification of skills.46,50 

With no certification or assessment of 
skills, the focus for students is expected 
to remain on rote learning facts, as funda-
mentally, that is all that is required. 

Research Purpose
In light of the ongoing stasis of poor 
engagement in undergraduate psychi-
atry education, this research set out to 
understand the recent retrospective per-
spectives of medical interns as to why 
they did or did not engage in undergrad-
uate psychiatry education and what they 
believe would have made a difference. 

Methodology and Methods 

Constructivist Grounded 
Theory
This research was undertaken using 
grounded theory, a well-established, rig-
orous, systematic research methodology 
that generates an explanatory theory as 
to how and why specific social processes 
occur—in this case, the disengagement 

In this context of undergraduate psy-
chiatry education, engagement is taken to 
mean behavioral, cognitive, and affective 
participation within learning activities.15,16 
Behavioral engagement could be inter-
preted as physical attendance and include 
practical learning activities such as note-tak-
ing or asking questions. However, while 
attendance is positive, it does not necessar-
ily mean full engagement in learning the 
subject. For this to occur, cognitive engage-
ment is required, meaning active cognitive 
processing to enable the absorption and 
transfer of learning into practice.17 To con-
sider how students engage with psychiatry 
affectively or emotionally also seems per-
tinent, as the subject has the potential for 
stimulating disturbing emotions, such as 
fear or anger related to stigma, which could 
contribute to non-engagement, not the 
other way around. 

Why It Matters: The  
Prevalence of Mental  
Illness in India
How medical students engage in or disen-
gage from psychiatry education is highly 
relevant as it impacts the significant levels 
of mental disorders across India, disor-
ders that essentially go untreated.18-20 In 
2017, the Global Burden of Disease Study 
1990–201721 estimated that 14.3% of people 
in India had a diagnosable mental health 
disorder. In March 2024, India had a popu-
lation of over 1,438 million people,22 which 
with a prevalence of 14.3% equates to over 
205 million with such a disorder. Not all 
of these people receive the psychiatric help 
they need, thus forming the “treatment 
gap.”23 The treatment gap for mental health 
disorders in India is estimated at 84.5%,24 
which equated in March 2024 to over 173 
million people with a diagnosable mental 
disorder who are not receiving treatment. 
The impact of such high levels of untreated 
mental disorder is immense, including 
premature morbidity, disability, and subse-
quent socioeconomic losses, in addition to 
reduced quality of life.24 

Lack of Access to  
Psychiatry Treatment
For these 173 million people, it is recognized, 
in part, that the treatment gap relates to a 
common preference to seek spiritual help 
over psychiatric treatment,25-27 alongside a 
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of medical students from psychiatry edu-
cation in India. The majority of previous 
research into Indian undergraduate psy-
chiatry education has used quantitative 
approaches, generally using question-
naires with rating scales, and consequently 
has not been able to explore the “why” or 
“why not” questions. To gain the under-
standing needed, it was important to 
explore interns’ perspectives and so iden-
tify the patterns of behaviors, cognitions, 
and feelings that inform the engagement 
or disengagement process, relative to 
their sociocultural context.54,55 The type of 
grounded theory considered most appro-
priate was constructivist grounded theory 
within the interpretivist paradigm, with 
an ontological position of relativism, 
meaning what is known is subjective to 
individuals and relative to a social and 
cultural context,56,57 and an epistemology 
of social constructivism, where different 
subjective views are co-constructed, thus 
generating richer understanding without 
the need for consensus.58,59 A fundamental 
premise of constructivist grounded theory 
is the recognition that the researcher is 
intrinsic to this co-construction process, 
collaboratively making sense and explor-
ing meaning with participants,54,55 in this 
case, the interns. Such co-construction 
of contextual understanding was par-
ticularly important in this research as 
the lead researcher was not from India. 
However, the researcher, Indian psychi-
atrist collaborators, and the interns saw 
this external or “outsider” positioning 
as advantageous, with the interns specif-
ically naming her ‘non-faculty’ position 
as a distinct advantage. Thus, the senior 
psychiatrist’s commission to “get them to 
tell you—they won’t tell me, I’m faculty” was 
astute, with interns concurring: “that’s 
why we told you everything” (Focus Group 
(FG) 3, 2020). Nevertheless, it must also 
be acknowledged that the researcher has 
an intrinsic influence throughout the 
research process, including in all meth-
odological choices and interpretations, 
and that being a Western researcher with 
Western perceptions and values could 
only be significant. Therefore, the need for 
reflexivity regarding researcher presuppo-
sitions and potential bias was paramount, 

and a robust reflexive process was upheld 
throughout.60 Such reflexivity aligns with 
the practice of decolonization in intercul-
tural research61 and is highly congruent 

with constructivist grounded theory meth-
odology.54,55 

Methods 
Constructivist grounded theory is an 
inductive methodology, which claims no 
hypothesis to be proved or disproved but 
commences with broad research ques-
tions about a little-known social process 
it seeks to understand. It uses an iterative 
pattern of data collection, with each set 
of findings informing what is explored 
next, as data analysis is consistently 
integrated between each data collection 
phase. The iterative pattern of methods 
used in data collection and analysis in 
this research can be seen in Figure 1. 

Phases 1 and 2: Data  
Collection and Analysis
Phases 1 and 2 data collection occurred 
over a two-year period (2020–2022) in a 
government medical college in Mumbai. 
It involved 10 focus groups with between 
two and nine interns in each and four 
interviews, equating to 40 intern partic-
ipants. The necessary ethical approval 
was granted by the medical college in 
Mumbai and by Anglia Ruskin Uni-
versity in the UK. Participants were 
anonymized throughout. 

Phase 1 initial data gathering used a 
loosely structured questioning format, 
starting from six questions, with frequent 
clarification and exploration to aid the 
co-construction process. The interviews 

and focus groups were recorded and tran-
scribed, with initial coding generating 
an initial 137 codes, which through the 
constant comparison method became 
34 focused codes. In line with grounded 
theory methodology, codes were named 
using “gerunds,” meaning action words, 
to seat the codes in the behaviors of the 
students. Through increasing theoretical 
sensitivity, the focused codes were syn-
thesized into seven categories or themes, 
aiming to identify the abstract concepts 
driving the students to engage in psy-
chiatry education or not (Figure 2). The 
label of each category denotes a synthe-
sis of the meaning of the codes in that 
category. Each category remains labeled 
as a gerund, which reflects the conscious 
or subconscious psychological and/or 
social processes the students were enact-
ing in response to psychiatry education. 

Phase 2 used these categories as a basis 
for purposive sampling, which means 
focused data gathering to attain greater 
depth in the areas of greatest pertinence, 
purposefully sampling to understand 
concepts, not for specific people types.

Phase 3: Data Collection 
and Analysis
Phase 3 used an online questionnaire, 
which was devised using an abductive 
approach to test the findings with a 
broader pool of interns. Such a strat-
egy is in keeping with grounded theory 
methodology as part of theoretical 

FIGURE 1. 

The Methods of Data Collection and Analysis.
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FIGURE 2. 

The Seven Categories Synthesized from 34 Focused Codes.

sampling,54,57,62 which aims to attain a 
greater depth of understanding from a 
wider pool of participants, as related to 
the categories and concepts constructed 
from previous data collection. In this 
research, the questionnaire was used 
to test if the findings from Phase 1 and 
Phase 2 were resonant in more than one 
medical college. The questionnaire was, 
therefore, not previously validated, as all 
questions and options for answers arose 
from the categories as constructed from 
Phases 1 and 2 (Figure 2) and, as such, 
were specific to this research. 

The questionnaire was circulated 
through the snowballing technique,63,64 
where contacts and respondents were 
asked to forward the survey, including 
via Twitter. There were 51 respondents 
to the questionnaire, and it reached 10 
states of India. In total, the research con-
sulted with 91 interns. 

Through a continuing process of con-
stant comparison between the three 
phases of data and the interpretive 
process of memoing and diagramming, 
the 34 focused codes and seven cate-
gories synthesized into two clear core 
categories based on Categories A and 
C—(a) “Psychiatry is important” and 
(b) “yet simultaneously insignificant.” 
These two core categories hold a contra-
diction or a duality about the underlying 
perceptions of psychiatry as essential for 
all MBBS (qualified medical doctors) but 

“why not” elements of the research ques-
tion was developed.

Results
Through the iterative process of data 
gathering and analysis, the findings 
show that medical students adopt one 
of three positions regarding psychiatry 
education, positions that relate to their 
overall motivations to study for MBBS, 
which in turn inform their goals to 
engage in psychiatry (Figure 4). 

1. Position 1—engage. Students in 
Position 1 are motivated to want 
to understand and help patients in 
mental distress and therefore want to 
engage in psychiatry education; many 
in this group want to be psychiatrists, 
but their numbers are few.

2. Position 2—do not engage. Students 
in Position 2 are primarily motivated 
toward achieving a good degree 
through gaining high marks in exams 
and so a high ranking in both under-
graduate finals and postgraduate 
entrance exams. They want a good job 
with high pay, low stress, and a posi-
tive work–life balance. These students 
do not engage in psychiatry as it gen-
erates minimal marks in exams so is 
unable to meet their primary goal of 
securing a high rank.

3. Position 3—engage then disengage. Stu-
dents in Position 3 want to learn skills to 
help people in mental distress, includ-
ing assessment and communication 
skills, so that, at a minimum, they can 
identify mental disorders, communicate 
empathetically, and refer to psychiatry spe-
cialists as needed. These students know 
psychiatry is unable to offer them marks, 
yet they still initially attend, describing 
a goal of attaining applied knowledge/
skills. They believe teaching “should be prac-
tical, to differentiate … theory is not enough” (FG 
6, 2020), but their experience on posting is 
that “they don’t teach us because they don’t have 
enough time” (FG 4, 2020). They acknowl-
edge the pressures on psychiatry faculty 
due to the high patient workload, result-
ing in a lack of priority for students and 
a leniency toward non-attendance, seen 
in the willingness to “sign us off anyway” 
(FG3, 2022). Such leniency has commonly 
become embodied in college culture, and 
a lack of engagement has become almost 
expected. This highlights the reciprocal 

at the same time, not. Through analysis 
of the findings, a clear pattern of how 
medical students engage, do not engage, 
or start to engage then disengage started 
to become clear, alongside a partial, 
subjective understanding as to why this 
might be, particularly in relation to the 
wider socio-cultural context, commonly 
not previously considered.

Phase 4: Theoretical  
Integration
Theoretical integration aids the under-
standing as to why behaviors or processes 
occur and involves seating the research 
findings into the broader context of the lit-
erature and related existing theories. This 
is essential in order to be able to construct 
a substantive explanatory grounded 
theory to address the research purpose. To 
aid the analytic process, we used the con-
ditional/consequential matrix (Figure 3), 
a grounded theory analytic tool created 
by Corbin and Strauss65 that visually rep-
resents the micro- and macro conditions 
that influence or impact the core phenom-
enon.54,65 As part of the integrative analytic 
process, we used the matrix to map the 
wider socio-cultural conditions that influ-
ence medical students, analyzing how 
the micro- and macro-factors work in 
combination to seemingly maintain the 
common lack of engagement. This was 
how an understanding of the “why” or 
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FIGURE 3. 

Conditional/Consequential Matrix, Showing the Influences upon 
Engagement in Undergraduate Psychiatry Education.

FIGURE 4. 

The Three Positions Medical Students Adopt in Regard to 
Psychiatry Education.

superficially behaviorally engage, but 
describe it as “you are physically present, but 
mentally, you are not” (FG 2, 2022), meaning 
they no longer process cognitively, disen-
gage affectively, and memorize only as 
necessary “to pass MCQs” (interview 2, 2020). 

Those in Position 3 form the majority of 
students. They feel that all MBBS should 
know practical psychiatry skills and they 
want to learn (Core Category 1—“psychiatry 
is important”), yet at the same time, they 
believe that learning such skills is unim-
portant within their medical training (Core 
Category 2—“yet simultaneously insignifi-
cant”), as indicated by both the curriculum 
and, inadvertently, through faculty, who 
have no time to teach due to their heavy 
clinical and administrative demands. There-
fore, when faced with such a contradiction, 
the students almost all disengage. 

The findings of the questionnaire in Phase 3 
strongly exemplified this contradiction, with 
98% of respondents believing that all MBBS 
should “know” psychiatry, with “knowing” 
being equated with practical clinical skills, 
to: (a) communicate with someone in mental 
distress; (b) assess mental illness; (c) assess 
suicide risk, plus (d) hold the basic knowledge 
of commonly occurring mental disorders. Yet 
respondents to the questionnaire indicated 
that 91% of their psychiatry education was not 
being taught clinical skills, with passive obser-
vation, private lectures, and reading books all 
scoring higher as a means of learning than 
faculty teaching skills or faculty lectures. Sim-
ilarly, when asked what they felt would help 
medical students engage more, the top five 
responses involved clinical skill-based teach-
ing or assessment, with “practical teaching 
of psychiatry assessment skills” being cited 
by 96% of respondents as a positive motiva-
tor to engage. More written exam questions 
was the least-motivating factor for increased 
engagement (15%), despite this being the 
most common recommendation for motivat-
ing learning in the psychiatry literature for 60 
years.13,31,48,51,66 That interns describe being sub-
stantially more motivated by learning clinical 
psychiatry skills than by increasing psychi-
atry exam questions is very significant, as it 
impacts the recommendations of how the 
situation could potentially change.

Discussion 
The contradiction in the findings between 
the two core categories—(a) “Psychiatry is 
important” and (b) “yet simultaneously 

nature of engagement, meaning when 
people try to engage, they need some-
thing or someone to engage with. If the 
“someone to engage with,” as in faculty, 
is not able to do so, engagement between 

the two sides is impossible. For some in 
Position 3, this meant they stopped attend-
ing altogether, prioritizing their time 
on more productive subjects; for others,  
they still attended in body, appearing to 
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insignificant”—demonstrates a duality 
of belief about mental ill-health and psy-
chiatry that is apparent across the broader 
Indian socio-cultural context. This con-
tradiction is seen to be highly influential 
upon student engagement, with the vast 
majority of students behaviorally acting 
on the “lack of significance” more than 
the belief that “psychiatry matters.” How 
this duality impacts on faculty is also key, 
being apparent both in the lack of time 
allocated to teach45 and in the lack of ped-
agogically based training received.67 The 
latter is a factor identified in research by 
Kishor et al.,67 where the majority (87%) 
of the psychiatry faculty believed they 
lacked in their ability to teach the clinical 
skills the students were seeking, which 
has become an element of increasing sig-
nificance with the implementation of the 
CBME curriculum. 

Within the data, this duality of belief 
about psychiatry can clearly be identified 
within individual medical students, among 
peers, within the culture of the medical 
college, and reportedly in the influence of 
families. However, as noted by Kahu,17 such 
local layers of influence do not exist in iso-
lation but commonly arise from a broader 
contextual sphere, such as a society or polit-
ical system. In this context, the conditional/
consequential matrix shown in Figure 3 
represents these layers of influence and 
the socio-cultural contextual spheres in 
which they operate. At the heart of the 
matrix is the process of engagement/disen-
gagement with undergraduate psychiatry 
education. Surrounding this are the indi-
vidual’s goals about that process, which 
here means whether a student wants to 
learn psychiatry or not, and why that might 
be. The goals for psychiatry education are 
seated within the individual’s motivations, 
meaning their drivers toward achieving 
MBBS and postgraduate career aspirations. 
These motivations sit within the frame of 
the medical college and the socio-cultural 
influences arising from faculty and peers—
expectations and patterns of behavior 
accepted as norms in the medical college 
environment. The medical college system 
underpins many of these expectations, with 
the weightage of the curriculum influenc-
ing where both students and faculty must 
align their priorities, including the need 
to address patient demands in a busy hos-
pital environment. The curriculum itself is 
dictated nationally by the NMC, which sets 

the content and ascribes weightage to each 
subject in terms of time, exams, and marks 
and so the perceived significance and pri-
ority of each subject. The decisions of the 
NMC sit alongside governmental priorities 
for mental health and psychiatry services, 
including financial provision and service 
implementation. The government and its 
priorities are themselves influenced by the 
socio-cultural norms and values of a collec-
tivist and competitive Indian society, which 
are underpinned by a longstanding duality 
of beliefs about the causes and nature of 
mental distress and what help is appropri-
ate, thereby inadvertently challenging the 
applicability of psychiatry as a Western, 
bio-medical method of addressing poten-
tially non-biological mental health needs.68

The student engagement process cannot 
be fully understood without also consid-
ering how the individual is seated in this 
broader socio-cultural context, with such 
influences informing where their goals and 
motivations arise and the system that can or 
cannot meet them, why they occur as they 
do, and therefore, where change might be 
possible. When considering the process of 
student disengagement in Indian psychia-
try education, it is important to understand 
these influences from the students’ perspec-
tive—why their learning goals are often not 
met and how that impacts their engagement, 
behaviorally, cognitively, and affectively. 

Engagement Theory
As engagement in undergraduate psychi-
atry education has not been researched 
in India previously, no context-specific 
models of engagement or disengagement 
could add insight into this process. There 
were also no models found outside of a 
Western context, and expectations and 
practices in the West and non-West cannot 
be assumed to be the same. However, 
Kahu and Nelson’s 201869 framework of 
student engagement offers some parallels 
that merit consideration: 

1. Recognizing the significance of 
socio-cultural context, including the 
political and social environment

2. Engagement being a two-way process 
that requires a student–faculty interface

3. Psychosocial elements being influential, 
particularly motivations and workload

4. Intended outcomes or goals being influ-
encing factors in the short and longer 
terms

However, critical factors from the findings 
of this research that are not congruent 
with Kahu and Nelson’s69 framework: 

1. Disengagement—the primary process 
arising in our research is disengage-
ment, with very limited faculty–student 
interface. 

2. It cannot be assumed that students 
want to engage cognitively, behavior-
ally, and affectively, as other priorities 
often take precedence. 

3. Faculty workload—the pressure of the 
patient workload on faculty means 
that they are not able to fully engage 
in delivering the extensive curriculum 
alongside managing the high patient 
load and administrative duties. Such 
pressures mean it cannot be assumed 
that faculty are able to engage.

4. Mechanisms of interaction—the pro-
cesses that Kahu and Nelson69 claim 
facilitate the two-way interaction of 
engagement—self-efficacy, emotion, 
belonging, and well-being—are largely 
not promoted in non-Western learn-
ing environments and could be seen 
to occur in reverse. For example, self- 
efficacy—having the capacity to take 
control of one’s behaviors toward one’s 
own goals—was not directed toward 
engagement in psychiatry but instead in 
the decision to not attend/engage, so the 
opposite. Similarly, emotions are seen 
as positive indicators of engagement 
for Kahu and Nelson,69 particularly in 
relation to interest in the subject. In this 
research, interest was present for the very 
few who did engage, but the reverse was 
true for those who did not, with fear and 
anger being emotions that contributed to 
decisions not to engage. Belonging was 
also taken in reverse, with interns saying 
peer pressure induced non-engagement, 
as peers and seniors said there were more 
productive subjects than psychiatry, 
so there was no need to attend; in this 
context, therefore, “belonging” meant 
disengagement. With regard to well-be-
ing, for those who were worried about 
“catching” mental illness or who felt 
stressed with workload, disengagement 
was an effective method of promoting 
well-being, not the other way round. 

5. Sociocultural influence—Kahu and 
Nelson69 recognize the influence of 
socio-cultural context on the engage-
ment process. However, the extent 
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of the contextual influence arguably 
needs greater weightage, being seen 
in this research to impact all decisions 
regarding psychiatry education and 
whether that education is valid or 
tenable to engage with. 

Thus, while Kahu and Nelson’s69 model 
is useful and describes the engagement 
process in greater range and depth than 
other models, it also carries assumptions 
of engagement that are not fully applica-
ble in this context. 

The Theory of  
Disengagement 
A theory of disengagement has therefore 
been generated that draws on Kahu and 
Nelson’s69 model of engagement, but 
reflects the findings of this research as to 
how and why medical students commonly 
disengage from psychiatry education, 
as integrated within the wider sociocul-
tural context of India. Figure 5 shows the 
Model of Disengagement, which is a dia-
grammatic illustration of that theory.

How medical students in India engage 
in or disengage from psychiatry education 
is dependent on their personal motiva-
tions for undertaking a medical degree, 
which generate their goals for psychiatry 
education—illustrated at the center left of 
the model (Figure 5). These goals lead to 
the three positions adopted by students in 
relation to psychiatry: Position 1, wanting 
to understand and so engaging; Posi-
tion 2, wanting marks so not engaging; 
and Position 3, wanting clinical skills to 
assess and treat people in mental distress, 
so trying to engage, then disengaging as 
skills are commonly not taught. Position 
3 is the stance adopted by the majority 
of medical students. Skills are usually 
not taught as psychiatry faculty are too 
pressured by a high patient load and an 
undoable curriculum in the time alloca-
tion (center right of the model). They are 
therefore not able to fully engage in teach-
ing what students want, namely, clinical 
skills to assess and treat common mental 
illness. Thus, it can be seen that the “psy-
chiatry education interface” at the heart 
of the model is empty, as the vast majority 
of students do not engage in the learning 
process as the faculty are unable to be 
present to teach them. 

Why the faculty do not have the time 
to teach psychiatry skills to medical  

FIGURE 5. 

The Model of Disengagement: A Diagrammatic Representation of 
the Theory of Disengagement.

students relates to the wider socio- 
cultural context in India (the outer layers of 
the model—Figure 5), where there exists 
a duality of belief about the nature and 
potential validity of mental distress and 
the most appropriate help or treatment it 
necessitates.26,69 Such dual beliefs about 
mental illness and, consequently, psychi-
atry impact upon governmental priorities 
for mental health services40 and psychiatry 
education,6,51 and so the NMC curriculum, 
the medical college structure and subject 
weightings, plus attitudes of non-psychiatry 
faculty, student peers, and family. In psy-
chiatry education, this translates into no 
allocated time for faculty to teach aside 
from their responsibilities for patient care; 
minimal faculty training in the teaching of 
clinical skills; an unworkable and according 
to some a largely irrelevant specialist cur-
riculum,6 which is impossible to deliver in 
the short time allocation; and no certifica-
tion for the learning of practical psychiatry 
skills.50,70 The combination of these factors 
results in the perpetuation of a message to 
students that despite what the NMC says, 
psychiatry is insignificant. Therefore, they 
put aside their desire to learn skills and dis-
engagement inevitably occurs.

Recommendations 
This research provides insights into how 
and why students engage in or disengage 
from undergraduate psychiatry education. 

The inability of faculty to meet students’ 
goals due to their high clinical and admin-
istrative workload and the accompanying 
message this gives is highly significant 
and needs to be addressed. This research 
therefore recommends: 

1. The specific allocation of time for psy-
chiatry faculty to teach clinical skills, 
aside from clinical responsibilities. 

2. The acceleration of faculty training in 
pedagogical strategies to teach psychi-
atry skills, including how such skills 
can be practically assessed. 

3. The certification of psychiatry skills 
on the NMC curriculum. (N.B.: While 
certification would be advantageous 
in ensuring the teaching of psychiatry 
skills receives a higher significance/
priority in the view of students, peers, 
psychiatry faculty, and other faculty, 
it should be noted that the majority 
of students reportedly take up psy-
chiatry looking to learn skills despite 
there being no marks, so the lack of 
certification should not be a reason to 
default on governmental allocating 
time for faculty to deliver skill-based 
teaching.) 

4. Further research on the implementa-
tion of skill-based teaching to assess 
its impact on engagement in psychia-
try education across India, including 
at undergraduate levels, and the sub-
sequent impact on patient care.
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Conclusion
This research has explored how and why 
medical students commonly disengage from 
undergraduate psychiatry. The findings 
demonstrate reasons for disengagement that 
differ from those reported in the literature 
for 60 years and therefore hold great signifi-
cance. There is hope, in that the vast majority 
of undergraduates want to learn skills to 
help those in mental distress. Responsibil-
ity to enable such learning fundamentally 
rests with the government and its prioritiza-
tion of the needs of over 123 million people 
in the treatment gap, both in providing 
appropriate, accessible services and in edu-
cating the next generation of MBBS with 
the practical psychiatry skills they need. To 
that end, within each medical college, faculty 
need to be enabled to deliver the practical, 
skill-based teaching the students want, not 
only pedagogically but with time, through 
the prioritization of workload to include 
teaching students how to help. When such 
changes occur, the research findings suggest 
that many more students will engage in psy-
chiatry education in order to learn how to 
relieve the mental distress of the nation. And 
with that learning, the pattern of the last 60 
years may begin to change.
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