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I f you ask many of my parents’
friends what I do for a living,
they would say that I see “crazy

people.”  No, not in the Sixth Sense
sort of way, but rather as a physician
who treats them.  I fail to comprehend
whether this indicates a lack of under-
standing or if they are consciously
demeaning both my work and the peo-
ple that I treat.  Another assumption
implicit in their jocular comments is
that the aforementioned “crazies” are
never desis, or Indian-Americans.

The comic irony is that as a board-
certified psychiatrist, most of the peo-
ple who step in and out of my office are
people you’d run into elsewhere in
your average day:  businessmen and
women, lawyers, doctors, artists, teach-
ers, police officers, and even members
of the clergy.  Furthermore, over the
last five years, I have been privileged
enough to see Indian-Americans, both
first- and second-generation immi-
grants, as patients.

One of my first Indian patients was
a young adult female I saw in a univer-
sity health clinic when I was a senior
resident.  Fascinated at seeing an
Indian name on my patient roster for
the day, I was looking forward to the
meeting.  However, rather than being a
refreshing break from the usual under-
graduate cases, it was much more
intensive than I had envisioned.  This
young woman had lost twenty pounds
in three months, was not leaving her
dorm room, and was failing several
classes.  The most distressing sign,
however, was that she had attempted
suicide the night before and her room-
mates forced her to come in to see me.
Her precipitating stressor was not a
broken relationship (as is the case with
many other co-eds), but rather parental
conflict.  In an immigrant community
that prides itself on academic achieve-

ment and financial success, she felt
crushed by the weight of expectations.
She was on the verge of academic fail-
ure, a delayed graduation, and with-
drawal of her medical school applica-
tions.  This is not to imply that aca-
demic stress alone can drive someone
to the breaking point (it is but one con-
tributor), but it illustrates the serious-
ness of the psychological strain that it
can cause.  As much as both she and I
resisted, the encounter ended with a
walk to a nearby psychiatric hospital for
inpatient admission.  

This made me reflect more upon
depression and suicide in the Indian
community. I remembered that my
parents had spoken of suicides among
classmates from their own school years,
the result of similar failures to live up to
exhausting academic expectations.
They spoke of this as if it were a fact of
nature that was impervious to outside
intervention.  In that day and age, this
is not at all surprising.  Furthermore, I
am sure that Hindu religious beliefs
(which place a large emphasis on
karma and predestiny) helped support
that mindset.  Today, however, in the
age of scientific discovery, we know
that 90% of suicides—the combustible
result of biological predisposition and
overwhelming stress—involve a treat-
able psychiatric illness.  

Luckily, most of the Indian-
American patients that followed in my
life as an attending have not been as
acute.  Nonetheless, cultural beliefs
have regularly played into the treat-
ment milieu and even interfered with
it. 

Many of these individuals might
not have seen a psychiatrist were it not
for the fact that they knew of me
through their social circle.  They came
to me for a myriad of psychiatric diffi-

culties:  panic attacks, depression, alco-
holism, and even schizophrenia.
Unfortunately, I could not treat these
people beyond my initial assessment
due to ethical considerations—I abide
by the adage that a physician should
never treat friends, family, or them-
selves.  It is a shame that many of my
South Asian patients did not continue
getting treatment unless loved ones or
the legal system forced it upon them.   

It continues to stun me how eru-
dite Indian-Americans can still hold
archaic views of psychiatry.  I recall a
middle-aged man who was hosting his
out of town nephew who carried the
diagnosis of obsessive-compulsive dis-
order (OCD).  This well-intentioned
man thought it best to stop the kid’s
medication (an SSRI) without consul-
tation of his parents or a physician.  His
thought was that as an elder, he could
straighten out the behavior using noth-
ing but the iron hand of discipline.
Luckily, the parents intervened and
resumed the medication.

Another example was a recent
Indo-American patient with a history
of attention-deficit hyperactivity disor-
der (ADHD).  He had been diagnosed
as a child, but his parents had refused
any medications as treatment.  Now in
college and finally away from home,
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