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Psychiatric education for medical students

K. S. JACOB

INTRODUCTION
Mental health professionals have emphasized the need for psychi-
atric education for undergraduate medical students. 1.2 The signifi-
cant prevalence of psychological and psychiatric problems
encountered in primary care and the shortage of specialists to
treat these conditions have been the main arguments for training
medical students. However, psychiatric training for undergradu-
ates in India is limited/inadequate in most medical schools. There
is also marked variation in training standards across the country.
Despite repeated exhortations by psychiatrists, the situation has
not changed much over the past decade.

THE NEED
The prevalence of mental and behavioural disorders in the com-
munity and in general hospital settings has been reported in many
studies from different parts of India. Reddy and Chandrashekar"
carried out a meta-analysis of 13 community epidemiological
studies with a total of 33 572 subjects and estimated a prevalence
rate of 58.2 per thousand population (95% CI: 55.7-60.7) for
mental and behavioural disorders. The prevalence rates (per
thousand population) for different disorders were: 0.4 for organic
psychosis, 2.7 for schizophrenia, 12.3 for affective disorders, 6.9
for mental retardation, 4.4 for epilepsy, 20.7 for neurotic disor-
ders and 6.9 for substance abuse. They estimated that about 57
million individuals suffer from mental and behavioural disorders,
including 15 million who suffer from psychoses.

Several studies have examined the mental health needs of
patients attending primary care in India (Table I). The data from
these studies suggest that about 25%-30% of patients attending
primary care facilities suffer-from common mental disorders. The
differences in prevalence rates can be attributed to differences in
methodology, measurement criteria and help-seeking behaviour.
However, these studies suggest that common mental disorders
form a substantial proportion of the diseases seen in the primary
care setting. The significant prevalence of psychological and
psychiatric problems encountered and the shortage of specialists
to treat these conditions demands that medical students be trained
in the diagnosis and management of these disorders.

PSYCHIATRIC EDUCATION PROGRAMMES
The Medical Council of India (MCI) recommends that medical
students be trained for two weeks at a psychiatric centre, which
is usually at a district mental hospital or general hospital psychia-
try unit." Table II lists the knowledge and skills which are to be
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imparted. However, psychiatric training for medical students in
India is limited in many medical schools. Training standards vary
markedly across the country. Even 'good' training programmes
fail to impart much of the knowledge and skills required.

PROBLEMS WITH THE PRESENT SYSTEM
The problems with the present system are: (i) the inadequate time
allocated, (ii) the skewed perspective, with emphasis on hospital-
based rather than primary care practice, and (iii) posting of
medical students in psychiatric facilities rather than in primary
care clinics.

The time
The curriculum for undergraduates as recommended by the MCI
appears to be comprehensive. However, most teachers would
admit that the time allocated for teaching these skills is inad-
equate. It is difficult, if not impossible, to achieve these goals in
the prescribed period of two weeks. The magnitude of the psychi-
atric and psychosocial problems of patients attending general
medical and primary care facilities demands greater emphasis and
time for teaching. This has been emphasized by the National
Mental Programme for India.I2-14

The perspective
The competing demands of different subjects on the limited time
available makes it difficult to provide unlimited time for teaching
psychiatry. However, a careful review of the psychiatry curricu-
lum reveals that it is not suited to the needs of primary care. For
example, the need to recognize the clinical manifestations of
functional psychosis, schizophrenia and affective disorders
(Table II) suggest the need to know these disorders and their
manifestations in great detail. While these issues fascinate psy-
chiatrists, they are of less relevance to primary care physicians
who need to manage acute and chronic psychoses. In primary
care, patients with psychiatric disorders present with mixed
clinical features which are difficult to categorize. This is particu-
larly true of anxiety and depression. 15 The present system teaches
classificatory systems, clinical details and management strategies
which are suited to specialist settings. These are neither relevant
nor applicable to the primary care physician.

The setting
Medical students are usually sent to a general hospital psychiatry
unit or to a district mental hospital. These settings allow students
to study patients with different psychiatric disorders. However,
the patients at these facilities have complicated, severe and
chronic forms of disorders. The students are taught using patients
whom the general physician would refer for specialist interven-
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TABLE I. Prevalence of common mental disorders in India
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Authors Setting Instruments Prevalence (%)Place

Murthy et al. 4

Harding et al. S

Sharnasundar et al. 6

Seshadri et al. 7

Srirarn et al. 8

Channabasavanna et al. 9

Patel et al.10

Vellore
Raipur Rani
Bangalore
Sakalwara
Sakalwara
Jigani
Panjim

General hospital medical clinic
Primary health centre
General practice
Primary health centre
Primary health centre
Primary health centre
Primary health. centre

Clinical interview
SRQ, PSE
GHQ-12
WHO-SEARO screening instrument
WHO-SEARO screening instrument
GHQ-12, CIDI, ICD-JO
Revised clinical interview schedule (CIS-R)

27
17.7
35.9
11.8*
17.3*
23.9
46.5

• Excluded subjects with definitive physical disorders who may have had additional psychiatric morbidity GHQ-12 General health questionnaire-12
ICD International classification of diseases PSE Present state examination SRQ Self report questionnaire
WHO-SEARO World Health Organization South-East Asia Regional Office

TABLE II. Medical Council of India recommendations, 1997"

Goal
The aim of teaching the undergraduate in psychiatry is to impart know-ledge
and skills that may enable the student to diagnose and treat common
psychiatric disorders, handle psychiatric emergencies, and refer compli-
cations/unusual manifestations of common and rare psychiatric disorders to
the specialist.

Knowledge
At the end of the course, the student should be able to:
1. Comprehend nature and development of different aspects of normal

human behaviour like learning, memory, motivation, personality and
intelligence;

2. Recognize differences between normal and abnormal behaviour;
3. Classify psychiatric disorders;
4. Recognize clinical manifestations of the following common syndromes

and plan their appropriate management-organic psychosis, functional
psychosis, schizophrenia, affective disorders, neurotic disorders,
personality disorders, psycho-physiologic disorders, drug and alcohol
dependence, psychiatric disorders of childhood and adolescence;

5. Describe rational use of different modes of therapy in psychiatric disorders.

Skills
The student should be able to:
1. Interview the patient and understand different methods of

communication in patient-doctor relationship;
2. Elicit detailed psychiatric case history and conduct clinical

examination for assessment of mental status;
3. Define, elicit and interpret psychopathological symptoms and signs;
4. Diagnose and manage common psychiatric disorders;
5. Identify and manage psychological reactions and psychiatric disorders

in medical and surgical patients in clinical practice and in community
settings.

Integration
Training in psychiatry should prepare the student to deliver preventive,
promotive, curative and rehabilitative services for the care of patients, both
in the family and community and to refer advanced cases to a specialist
psychiatry unit/mental hospital.

tion. These patients generally differ from those who can be treated
in primary care and general medical facilities. The present psy-
chiatry posting is more suited to teaching medical students about
cases which should be referred to the psychiatrist, rather than
about psychiatric diagnosis and management in primary care.

THE SOLUTION
There is a need to: (i) increase the time allotted for teaching, (ii)
change to a primary care physician's perspective, and (iii) use a
general medical setting for teaching undergraduates.

The time
A 2-week posting in a course of four-and-a-half years is grossly
inadequate, particularly when about one-third of the general
medical/primary care patients suffer from a psychiatric disorder.
A total teaching time of at least 6-8 weeks is necessary.

The perspective
The aim of teaching psychiatric disorders to undergraduates is to
make them better physicians. The emphasis should be on primary
care-based rather than on issues related to specialist practice. The
International Classification of Diseases lO--diagnostic and man-
agement guidelines for mental disorders in primary care devel-
oped by the World Health Organization" would form an ideal
base to develop such a curriculum. The WHO guidelines are easy
to understand, brief (contain a small number of categories), linked
to advice on management (including treatment) and reliable. 17

There is a need to redefine the curriculum for teaching psy-
chiatry to medical students. The diagnosis and management of
mental disorders commonly seen in medical practice should be
the focus (Table ill). The curriculum should approach the sub-
ject from a physician's rather than a psychiatrist's perspective.

The setting
The aim of undergraduate education is to train physicians to
diagnose and treat psychiatric disorders in the primary care
setting. Consequently, medical students should be taught about
disorders commonly encountered in such settings. Demonstrating
elicitation of symptoms and signs of psychiatric disorders among
medical patients will familiarize students with such presentations.
Teaching them treatment strategies within the medical context
will increase their confidence in management.

The need to use medical and primary care facilities demands
that psychiatrists work in these settings. A liaison clinic within a
medical setting would be ideal. Psychiatrists working in such
settings will focus on disorders commonly seen in the community,
highlight relevant clinical issues and suggest appropriate and

TABLE ill. Suggested core curriculum

• History-taking and mental status examination
• Diagnosis and management of acute and chronic psychosis
• Diagnosis and management of depression and anxiety including panic
• Management of patients with unexplained physical symptoms
• Diagnosis and management of delirium
• Diagnosis and management of alcohol dependence syndrome
• Management of patients who attempt suicide
• Simple psychological interventions for stress-related disorders
• Disorders in childhood: Unexplained physical symptoms, enuresis, and

stress-related disorders



MEDICAL EDUCATION

practical management strategies. They will be in a better position
to understand the medical perspectives and to enter into a dialogue
with senior physicians about the diagnosis and management of
mental disorders in such settings. Without the support and coop-
eration of medical colleagues it will be difficult to communicate
to undergraduates the. importance of learning to treat mental
disorders. This would necessarily demand that psychiatrists inte-
grate with general medical units. Moving from isolated mental
hospitals to general hospital psychiatry units was a big step
forward in removing misconceptions about psychiatric disorders
and practice. It is time for further integration.

CONCLUSION
Psychiatrists have been arguing for the need to increase the
quantity and improve the quality of psychiatric education for
medical students. This has not happened. There is a need for
innovative approaches to fully integrate psychiatric education
into general medical training.
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Obituaries
Many doctors in India practise medicine in difficult areas under trying circum-
stances and resist the attraction of better prospects in western countries and in the
Middle East. They die without their contributions to our country being acknowl-
edged.

The National Medical Journal of India wishes to recognize the efforts of
these doctors. We invite short accounts of the life and work of a recently
deceased colleague by a friend, student or relative. The account in about 500 to
1000 words should describe his or her education and training and highlight the
achievements as well as disappointments. A photograph should accompany the
obituary.

-Editor


