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In recent years medlical schools get more and more concernhed regarding
the teaching of psychiatry to thelr students.
Numerous articles published all over the world put stress on the
important role that psychiatry and psychology should play in medicine
and medical education in general. We camot possibly review here all
the literature on the subject, and shall only limit ourselves to polnting
out the salient facts transpiring from these :
1. An urgent need for radical changes in the medical curriculum
is felt by all in the sense that psychlatry should be given
a more prominent place 1t rightly deserves;
2. no unanimous agreement, however, has been reached at, as to
its place in the curriculum; and
B most important of all, little has been said about the purposes

these changes are to serve.
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It therefore seems to us that before tackling the question of the

ways of teaching, it should first be clearly defined what this teaching

aims at. Once this point is clarifiled, there should be no difficulty
at reaching at a general agreement as to the place of psychiatry in

medical educstion, and the methods of teaching.

Psychiatry in medical practice

To elicitate the role of psychiatry in daily practice, it will be
appropriate to see the variations of frequency and morbidity rate of
psychiatrle illnesses obtained in genersl practice and to compare them
with those obtained Iln a field survey.

A nice illustration of this is t0 be found in a study by Martin
and co-workers (1957) :

In this study of neuroses the prevalence rate is given as 350 per
thousand at risk in a house-to-house survey, while the figure obtained
from medically dlagnosed psychiatric illnesses in the same area 1s only
62.3 per thousand at risk.

More recently Shepherd and co-workers (1966), in their detailed
work on psychiatric 1llnesses in general practice show a considerable
interpractice variation in the reported prevalence rate of psychiatric
illness in 12 practices. The highest figure is 323.3 per thousand and
the lowest 37.8 per thousand at risk. Although they give evidences of
some real variation, ascribing it to demographic and social characteristics
of the population at risk, however they succeed in demonstrating that the
variation must be largely ascribed to differences between doctors rather

than between practice-population.
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Variations exist as well in figures of different prevalence surveys.
Understandingly enough, they are largely due to the different diagnostic
criteria, methods and scales of survey used, and also to ecological
differences of population. Probably the highest figure, as Shepherd
(1966} has pointed out, is that of Midtown Manhattan Study - 230 per
thousand, and the lowest figure, provided by Lamkau - 60.5 per thousand
in the Eastern Health District of Baltimore.

However, when we compare the above figures, we find that the range
of the reported rates 1n general practice is very ammuch wider than in the
survey group, the first being about nine-fold and the second about three-
fold. Thus the importance of doctors' attitude in recognizing minor

cases of psychlatric illnesses becomes evident.

Pgychiatric illnesses in general hospitals

Studles carried cut in general hospitals show a rather high
psychiatric morbidity rate.

Granville-Grossman (1967) made a survey of the incidence and type
of psychiatric morbidity among the patients admitted to a unit of
32 medical beds at St. Bartholomew's Hospital. During a period of
five months there were 172 admissions: out of these 172, eight (4.6%)
were found to be suffering from formal psychiatric disorders. Another
4.6% of the total admission comprised eight patients suffering both from
organic and mental illnesses., Thus 1n 16 out of the 172 patients -
that is to say over 9° - the psychiatric state appeared to be of
importance, but they admit that this figure is almost certainly a great
underestimation of the total psychietric morbidity, as miner psychiatric

cases are not included.
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Iunn (1963) made a survey of the incidence of psychiatric illnesses
on 2594 patients admtted to medical wards and estimated psychlatric
cases (450 patients) at 17%. The corresponding figure for the surgical
wards was of 6% (183 out of 3315 admitted patients).

A survey made in Iran (Eshghi and Davidian, 1967) on 180 patients
admitted to medical wards, revealed a 10% incidence of psychiatric
illnesses. These had been admitted because of severe physical
complaints and symptoms, although they were suffering from formal
psychiatric disorders; mainly from depression and anxiety. In another
35% of the above total, abnormal psychiatric conditions were present
elther in association with physical illnesses, or in the form of well-
defined psychosomatic conditions.,

A similar study (Bazergan snd Davidian, 1966) has been carried out
in the cancer ward on 75 patients. 45 of them were sufferang from a
variety of cancers and %0 were either admitted for further investigation,
or had undergone surgical interventions, other than cancer. This study
was particularly plammed to investigate the incidence of effective
disorders in patients suffering from cancer. The findings revealed
that 29 patients (60% of cancer group and 16 (59.2%4) of the other group
were suffering from a variety of depressive and anxiety states. It 1s
worth mentioning that eleven patients (9 from the cancer group) had

severe depression.

Psychiatric illnesses in out-patient clinics

Comparatively more studies have been carried out con psychiatric
problems in out-patient clinics. Taylor (1969) studied 336 medical

patients in Victoria Infirmary out-patient clinic, Glasgow. Of this
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total 98 (29.4%) suffered from some kind of psychiatric illness, of
which 34 (34.6%) had been diagnosed by general practitloners. Taylor
reviews a series of well-known studies by Logan & Cushion (1958),
Kessell (1960), Fry (1960), Kellner (1963) and Shepherd & co~-workers
(1964) in general practice, who give incidences varying from 4 to 12%:
further he gives figures obtained by Davies (1964) who found an average
of 27.3% in eleven different surveys: Brodman & co-workers (1952) who
give an incidence rate of 30% and Maclay (1965) - 26%.

It is important to note that in all of these studies the figures
refer to purely psychological cases and exclude combinations of organic
and psychological diagnoses In the same patient.

A study made in Iran (Davidian) on paychiatric referrals during a
period of 12 months shows that out of 1110 new adult psychiatric patients
who attended the clinlc for the first time, 908 (81.6%) had previously
been to an Internist or some specilalist other than a psychiatrist.

Of these 908 patients 71l (78.3%) had been to internists in their first
consultation,

As patients in Iran have free access to any doctor, the high rate
of 78.7% is an indication of their preference for internists.
Statistical analysis show that the least probable reason for ithis
preference 1s the shortege of specialists and psychilatrists. The
reason glven by patients for consulting an internist largely turns
around the predominence of somatic symptoms or the fact that they
attribute their mental 111 health to some physical disorder. Of the
1110 patients 786 (70.8%) had predominantly somatic symptoms and

complaints.
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Similar situations have been shown by many workers in surgical
clinies and in other specialties: for example Bryson (1945) found out
an incidence of about 7% of psychiatric 1llnesses in surgical clinies.

Thurston (1969) studied 260 patients admitted consecutively with
a diapnosis of acute myocardial infarction to the Westminster Hospital
Coronary Unit, and found a rate of 20% of "misdiagnoses".  Although
he does not mention the underlying etioclogy of the "misdiagnosed" group,
it is not difficult to guess that a great majority of this kind of
patients mey be suffering from psychologicel problems.

Culpan & co-workers (1960) found a prevalence rate of emotional
problems in 50% of patients in gynaecological cliniecs. Barker (1968),
using statistical analysis in a study on the incidence of psychiatric
1llnesses after hysiterectomy, confirms the occurrence of higher incidence
of psychiatric illnesses in such cases, as previcusly stated by many

authors.

Association of physlcal and psychiatraic illnesses

The high rate of physical 1llness in psychiatric patients 1s a point
that deserves attention.

Cooper (1965) in his studies on 95 chronic psychiatric patients found
that nearly half of themn had some associated chronic physical 1llness.
Kurland and Hammer (1968) found out that in addition to the fact that
neurotic patients do become physically ill, the stress of physical illness
and of pain and discomfort are related to behaviour patterns typically

described as neurotiec.
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The causal relationship between physical and psychiatric illness
is not yet fully understood. Although Shepherd & co-workera (1966)
found that emotional disorder is related to high demand for medical
care in patients, they state that "to what extent psychoclogical factors
constitute a principal or major determinant of illness~proneness cannot
yet be assessed“t

Similarly, while Kreitman and co-workers (1966) found positive
assoclation between psychosometic illness, minor organic illness and
symptomatic complaints, they cannot confirm Hinckle & Wolf's (1957)
general theory of illness-proneness to the effect that those who exhibit
greater susceptibility to mental illnesses exhibit as well a greater
sugceptibllity to all forms of illnesses.

But what is important to us is the fact that psycological and physical
111-health is often to be found in close association in one person, and
we might not be far from truth if we do not look for a causal relationship
between these two conditions, for they may be considered as a general

disordered biological condition.

Emotional stress and physical illnesses

The studies mentioned below are other examples of the relation of
physical and psychological factors in causing physical diseases. These
concern some of the major physical illnesses.

A. Siegler (1967) found that repeated psychic trauma, in emotionally
disturbed individuals, cause cumulative psychologic effects which gradually
help to induce structural alterations in the cardio-vascular system, thus
becoming an underlying cause in the pathogenesis of atherosclerotic heart

disease and in inducing an acute cardiac insult.
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A. Wnitaker (1969), reviewing the current views on the etiology of
corconary heart disease, points out that although the deaths resulting from
coronary artery disease are increasing, most authorities believe that there
has been no serious increase in the incidence of corcnary arterioscleroses
and that the new feature is a more commonoccurrencse of coronary thrombosis,
with the development of a cardlac infarction and 1ts complications.

J.N. Morris carried cut a retrospective survey of necropsies over several
decades and concluded that whilst occlusions, thromboses and active
infarcts had increased, there was no evidence of any more severe coronary
atheroma than in 1914. He discusses the factors predisposing to
atherosclerosls and those precipitating thrombosis and concludes that at
present cardliac infarction has to be accepted as the result of the
interplay of many factors, and gives an lmportant place to environmental
conditions. Among psychological factors he mentions Friedman's and his
colleagues' work on the relationship between personality and coronary
artery disease where they recognize two personality types among patients
suffering from these diseases. The mortality rate is glven as six times
higher in those categerized by them as type A: a draiving, competitive,
restless, alert, impatient, ambiticus person with preoccupations for Jjob
deadlines. At the end he agrees with the general view that in clinmical
practice psychological and emotional stress is often an important
precipitating factor.

Cash (1967) and meny other workers believe that acute and/or
prolcnged mental stress may bring about coagulation-fibrinolysis

disequiliibrium in some.
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In 1943 Wolf and Wolf demonstrated on Tom with a gastric fistula that
remarkable changes occur in the mucosa of the stomach under the influence
of mental perturbation.

Many authors have made investigations on the relationship between
psychologlcal factors and the development of peptiec ulcer. Without
mentioning their works, we will quote the view expressed by the British
Medical Journal (1969): "Perscnality factors or emotional status may
determine chronicity of the ulcer or modify the patient's response to
treatment".

Tt is of slgnificance to mention Johnston's & co-workers' (1967)
findings that more than 5% of those operated upon had a disastrous outcome.
These patients were recognized in retrospect as associated with pre-
existing personallty defect. They note that surgeons warn their patients
regarding the abuse of aspirin and alechol before the operation for
intractable peptic ulcer, but are perhaps reluctant to use psychological
tests in predicting the outcome.

Daily observations of many doctors show that stress and strain very
often precede perforation or haematemesis.

Jenings (1968) found that of a total of 338 haematemesses, 139 gave
a history of preceding nervous strain.

The works of David Kissen (1958, 1962) on lung cancer and his
description of their personality as "poor outlets for emotional discharge"
are well known. He also found in a controlled study that 41% of lung
cancer group had had an important adverse emciional experience in child-
hood and 60% of them had had one in adult life. The corresponding figures

for control group were of 20% and 18%. In another study he stated that
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adenocarcinomas, on the whole, tend to be @ssociated with a greater pro-
portion of peptic ulcer and psychosomatic disorders than do the other
histological types of lung cancer.

Green (1966) found that separation and loss present a setting where
often leukemiss dnd lymphomas develop.

Solomon (1969) puts forward experimental evidence that some forms of
stress mayv reduce primary and secondary antibody resvonse in rats and that
adult lmmunologic responsivity may be altered by early infantile e;perience:
"Stress and emotional distress may influence the function of the immunologic
systems. Thus, envirommental and psychological fsotors might in some circum-
stances be implicated in the pathogenesis of cancer, the resistence to which
growing evidence finds immnoclogic in nature, as well as of infections and
of autoimmne diseases which seem to have an association with states of re-
lative Immmologic incompetence®.

Katz & co-workers (1969) hawe found that psvchological co-variants of
hydrocortisone production rates do exist in women w th breast tumours, The
potential consequent influence of this finding on the prognostic Bulbrooks
corticosteroid-androgen ratio appears to raise significant questions about
the possible effects of psychological variables on the course of cancer of
the breast,

Since the pioneer work of Selye (1936), who illustrated the prominent
role of the adrenal cortex in the endocrine response to stress, numerous
works hawe been carried out demonstrating an increased production of corti-
costeroids cccurring under stress.

Now it is well known that a wide variety of stressful situations provoke
increased secretion of cortisol by the adrenal cortex in response to adreno-

cortecotrophic hormone released by the anterior pituitary. This has proved
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true ewen under the hypnotic suggestion of fear and anxiety (Black and
Friedman, 1968)., They also have shown that the plasma cortison lewels

of any individual hospital patient varies at the same hour on daifferent
days, This suggests that the mental state of the patient must be taken
into account in any assessment of adrenal function by this means. The
plasma cortisol levels were found to be higher during the first fow days
after admission to hospltal than they were afterwards, and the levels
were highest in those patients who appeared to he most anxious as a result
of their admission,

Furthermore, Bourne & co-workers (1968) hawe demonstrated that 2} hours
urine l7-hydroxicorticosteroid levels varies in different individuals according
tc the different behaviour expected from them in a similar stressful situation.

It would be superfluocus to talk about all other mesponmes to stressful
situations which enwolve thyroid gland, sex hormones, autonomic nervous system

etec.producing transient or permanent modifications in body.

Psychiatric consequences of physical illnesses

Minor amd major psychiatric reactions in the course of a physical illness,
or following it, are well known phenomena, But even a greater number of
patients are affected by emotional reactions created by soclo-economic per-
turbances and other ill-effects that may be brought about by the illness.

Similarly there is no need to discuss such conditions as emotional re-
actions of chronically ill persons and the disabled, the anxieties of
expectant women or the ill-effect of long hospitalization on the mental
health of young children, We would like, however, to mention the psycho-
logical problems arising in patients who are the beneficilaries of the recent
developments in medicine. To quote Cramond end co-workers (1968): "Patients
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by chronic renal failure who would have died can now be maintained by
recurrent hoemodialyses or by renal homotransplantation. These new
developments have thrown up new problems of management, psychological
problems being one of them",

Psychological problems arise not only in the m tient but they dewelop
in the domors and the msdical team as well. These problems comprise
a wide variety of different psychiatric reactions which necessitate
psychiatrist’s intervention. (Kaplan et al, 1968; Goody & Kelly, 1967;
Menzies & Stewart, 1968; B.M.J. 1968)., Same is true of patients treated
with cardiac pacemakers (Crisp & Stonehell, 1969).

The ever-increasing measures of birth control, such as sterilization
of women (Thompson & Baired, 1968) and the use of oral contraceptives
{Grant & Pryes-Davies, 1968; Lewis & Moghughi, 1969) bring about psychiatric
complications with which one comes across more and more.

Another important problem in everyday practice is the deprivation and
segregation of patients. Recent studies come to confirm once more their
ill-effect and reveal that more often than not it could kbe dispensed with,
by providing the patients with warmer homely entourage and thus lessening
the inecidence of emotional problems and physical complicaticns. These
s:tudies have been carried out on tuberculous patients, myccardial infractions,
as well as on the possibility of domiciliary confinements and early discharge
of maternity patieats from hospitals, permitting children t wisit thear
sick mother in hospitals and letting the mother stay with her ailing child
in the hospital, (B.M.J. 1967; Sleet 1968; Alment et al 1967; Arthurton

& Bamford 1967; Craig and Muirhead 1967; B.M.J. 1968; Brain & Maclay 1968).
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Man s 8 peychoblological whole

The role of physical and psychological factors in health and in
disease, the close relationship hetween physical and psychological factors
in bhaving impact on the determination or predisposition, causation, course,
prognosis and on the outcome of management of any given illness come to
prove that MAN, healthy or sick, could be looked upon as a unity, an integrated
whole and unseparable into bodv and mand. Although this concept has received
acceptance almest universally, 1t 1s not yet being fully applied in practice
and has not gained 1t%s proper place in medical teaching.

The outstanding achievements in medicine in the last decade come to
modify the concept of medicine by offering it an over-all psycho-somatic
concept. As Leigh (1968) puts it: " .,. psychosomatic medicine ia syno-
nymous with medicine if in the svstem of medicine is included the total
agsessment of the sick person, his psychelogy, his persconality, his social
relations, as well as his physical structure and function", And Martin
(1967) rightly remarks: "Wde very often forget to show this aspect of medicine
to medical students, and consequently he loses sight of the retient as a
whole person!!.

Simultaneous teaching cf psychological aspects of diseases, while
teaching them clinicallv and theoretically would be the ideal way to
create the concept of seeing the patient as a WHOLE. This should be the
main purpose for teaching psychiatry to medical students.

Ancther practical reason for teaching psvchiatry is the training of
the future dector to be prepared to face and treat the bulk of psychiatric
patients who will attend any clinic at any time. In many instences, and
specially in those countries where patients have free access to any dector,

any specialist may be largely involved in general practice. So specialists,
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together with family doctors, have to carry the main burden of minor
psychiatric cases, while, as May & Gregory (1968} state, "most of them
have neither inclinaticn nor preparedness to handle such mtients",
These handicaps cannct be attributed to anything else but to the back-
wardness of medical edvcaticn as compared to rapidly developing new
concepts in medicine, revealed by psychiatry. And as Humphrey (1968)
suggests, "nothing short of radical changes in the medical curriculum
will ameliorate this condition". Moreover, 1t is not only the medical
curriculum that needs tv pe changed, but alsc teachers’ attitude towards

psychiatry, giving 1t more place in their daily work and teaching.

Communaty Medicine

The term "community medicine" has been coined recently and i1s now
largely used. It 1s that aspect of medicine where the healthy and the
sick are of equal importance. Among other functions it concerns itself
with "broad questions of health and disease in the community at large".
(Royal com, on med. educ. 1968). It includes the management of all 111lnesses,
whether curable or nct, and s@ Vickers (1967) states: "managerment is more
than therapy: it means relief of suffering, aid in living with disability,
whether transient or permanent, limitation of disturbance in all the social
systems which an illness dasturbs", Its field of function is not only
restricted to hospitals and indivadual patients: i1its activities are largely

expanded into the community, trying to bring relief, tc manage and prevent
illness in the community.

Although comrunity medicine has become a speciality in Toddl!s report,
it can be considered as a concept and a type of approach as well, where man
1s looked upon as a person in close relation to his envaronment, as a psycho-

biologacal and psychosocial whole,
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In this respect psvchiatrv is far better ddvanced, for when dealing
with a patient, 1t considers ham not as a pathological sample but as an
indivadual - social by nature, and living in a certain esocial setiing -
with inherited and acquaired personzlity traits: as somebody who thinks,
feels and reacts: as an individual tied up to his past experriences and
his present environment: as a sick person the causes of whose illness
should be searched not only ins de his body but alsc in his past history
and present livang conditions; and where treatment and prevention of illness
are both directed towards man and his envaironment.

Although the aims of psychiatry and community medicine might not be
the same, but as we have alreadv seen, the working methods of both present
great similarities. Consequently, when learning psychiatry, we have
to learn 1ts working methods, which can thereafter be sasily applied to
community medicine.,

Preventicn of illnesses gains more and more impcrtance, and as Knowles
(1969) points out "the health of a community must inevitably include con-
siderations of its economic, educaticnal, recreaticnal, housing and general
social conditacns .... inevitably medicaine must concern itself with larger
fields of social welfare and develop a holistic concept of a commnaity!s
health, if 1t 1s t prevent disease and maintain health and tilereby enhance
the quality of life and contribute t the national welfare".

These are exactly the same problems that psychiatry 1s concerned with
and teaches 1ts students.

Besides preventive medicine, there exist other verv important medical
problems, which get ewn more importance every day, and constitute part of
social medicine. These problems are those of the elderly population, chro-
nically ill-patients, disabled, physical and mental complicaticns resulting
from accidents (Tfatson - 1969, Trethowan 1968) etc., where apart from the

fact that the concept of community medicine is t¢ be applied, psychiatrier
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care is alsc needed.

In the case of elderly people, 1t suffices t. note that the occurrence
of psychological disturbances 1s estimated at 20-30% (Post, 1968),

True that in certain countries the problem of elderlv people is not yet
felt acutelyr at present, but there are evi lences which point out tc the fact
that these problems will crop up. liedical schools should be in a pesition
tu foresee this situation and prepare their students from now to face these
problems as well as those we just mentioned. If the future doctor is to
take cars of these patients, he has t. understand them and be able to cope

with their numerous psycho-social problems as well.

Doctor-patient relationship

A comparatively large number ~f books and articles have been published
on doecir-patient relationship during the recent years,

Ley and Spelman (1967) in their bock "Communicating with the Patient"
say: " !They never tell you anything! is a complaint frequentlv levelled by
patients against hospital staff, particularly against the doctors", In
this bock the authors review studies made by a number of worksrs, which
show that 16 to 39% of patients expressed !serious dissatisfaction with
communications! after being discharged frem hospitals, And if we were
to add the number cf patients whe menticned 'some failurc ¢f cormunication',
the figure will rise to 50-60%.

Cartwright (196l) and McChee (1961) show that far more patients were
dissatisfied with communications rather than with cther features of their
hospital stay, such as food, noise, etc. All these investagations point
to the fact that pataents want to be kept anformed of their conditions,

the diagnosis, prognosis, progress, after-care and reasons for investigations.
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This desire t¢ be aware of their illness is a sign of their worries and
anxieties, which partly is understandable and cau be considered as & normal
phenomenon,

Kenneth Walker (1957) states: "If I were to be asked to name the
symptoms most cormonly seen in the doctor'!s consulting room, I should
answer without any hesitation - fearv,

Questions asked by almost all patients, like: "What dv you think,
docter, I am suffering from?", or "You don!t think I am seriously illw",
or "Shall I get better?" clearly show their worries and fears, for, as we
ge on conversing with our patients, very often they eventually admit of
being afraid of having samething serious, such as some kind of growth.
Other reasons they give for their fear are that of losing their job, or
passing the illness tu the other members of the family, etc.

The illness as stress itself, or apt to create a stressful situation,
is t¢ be cecnsidered anxiogenic., These anxieties may take different forms
and provoke different types of defense in different persons, depending on
their socio-economic situation, past experiences, standard of education and
the extent of their medical knowledge. They likewise depend on the per-
sonality trailts of patients.

And we know that, apart from their effect on symptoms, course and
prognosis f illnesses, anxieties bring into being cther ill-effects
such as poor recall of instructions, advices and information given by
the doctor., (ley & Spelman, 1967).

We also know that psychologic understanding of patient is of utmost
importance in doctor!s work in so far as this permits him to communicate
with his patient, win his confidence, create a good relationship and
desire on the latter's part to cooperate, all of which results in a more

accurate dilagnosis and treatment.



EM/SEM.MBNT/8
page 18

One of the mest impertant causes of failure in communicaticn are the
unanswered questions of worried patients, The wavs for establishing co-
operation consist «f listening t. the patient and givaing pertinent answers,
which in anv case should be in consistence with the patient's personality,
capacity, and the prediction of probable reactions. That is why we need
mcw how toc 1nterview him, tc better unveil his hidden symptoms, be able
to 1nterpret the symbols he uses i1n his behavicwr and conversaticn, and
get t¢ know his perscnality and environment. And all these are problems
that one learns in psychiatry.

The Contribution of Psychiatry towards the

Teaching c¢f Tthical Hesponsibility in Medicine

Doctors are often faced wath most unpredictable ethical problems.
With the advancement .f medicine and the develcpment f{ new techniques, un-
precedented roblems appear increasingly. 0Old Oaths, Codes of ethies and
Declarations, now fall short of modern needs and oftea tu such an extent, that
in many medical institutions pr.fessicnal v ws are no longer used (JAMA, 1969;
Edmunds & Scorer, 1967). Monetheless a code of ethics 1s necessary in
every profession, and indispensable in the medical professicn, where the
doctor 1s in dairect contact with people and their privatec lives. Many
authors (Ormord 1968, Pless 1967, Macdonald 1967) almost unanimously point
out the necessity ¢f a code of ethics in the medical profession and to its
teaching to medical students as a means of developing in them the sense of
ethical responsibility. It st be mentioned, however, that no general
agreement as t¢ the unaformity ¢f the code has yet been reached at,

ResponsSibilitv can be considered as the acquiring o a series of complex
ccnditioned reflexes, which develop from childhood, or, in other words,

the sense of responsibilit- has . be acquired through learning and is



EM/SEM.MENT/8

page 19
therefors subjected to the laws of learning, As Wall (1967) puts its
"the learning concerned with the development of attitudes towards facts,
towards situations and problems, towards oneself as a professional person
with responsibilities, towards new knowledge, novel situations ... is
difficult to define ,.. yet in many educational contexts it is probably
of paramount importance ... the way in which a student functions after
he has been educated",

Besides new problems in modern medicine, many problems arise in
daily gontacts with patients in which medical ethics intervene. Lvery
patient refers to the doctor with expectations, hopes and aims, and with
different emotional equipment, which provoke different reactions in the
doctor (Browne and Freeling, 1967). On the other hand, any medical
student, with his own sense of responsibility differs from that of others
and depends on his own environmental, educational and personal factors,
After finishing his medical studies, he has learnt tw control his emotions
and to act according to medical logic. It therefore ensues that a doctor
ig at the same time under the influence of three kinds of stimuli, which
very often are in controwversy: i tient!s behavicur, his own personal habits
and emotions, and medical logic. What is expected from medical ethies, is
to bring into harmony the reactions these stimuli prowvoke, and to render them
profitable and protective both to the patient and to the doctor.

.Although laws and oaths are in general useful for these purposes, but
they cannot “e applied at all times and under all circumstances. Similarly,
although the code of moral may be identical everywhere in today!s world,
yet it will differ in different cultures and in every individual of a given

commanity .
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Obviously, 1f a doctor has tu render his reactions beneficaal, he has
te get insight int. the stimuli that provoke them. And 2l1so he has to
learn in which caircumstances what reactions he should display and what
ethical steps he should take,. Te acquire these habits, 15 tc acquire
professional behavicur wath all the aspects thais learning implaes,

The most favourable pericd for acquaran:s these napits is no doubt the
pericd of the student's formetive years in medaical scheools., The student
should be trained in that direction from the beginning of his studies, so
that he may be i1n their full possession by the time his studies are over,

Therefore, from the verr first year he should get acquainted with
group and general psvchology and the characteristic traits, mores and
traditions of his own culture, and of that of the patients whom he 1s to
treat in future. He must learn the wychology and physiology of emotions,
the reactions of patients and doctors, their counter-effect on each other,
and finally, the defense mechanisms. Moreover, the student should be taught
which are the right behaviour and reaction in every particular situation he
is faced with, taking into account patient!s cultural and personal background,

Tt 18 obvious that all thas camot be limited to theoretical teaching
only; the student has to see the patient in a sccial and cultural setting,
observe his reactions, get an insight intec his own reactions and thus learn
and develop the requisite ethical respongibilitvy in medicine. In our opinion

the only science that can give this knowledge to the student is Psychiatry.

The plagce of Psychiatry in medicsl curriculum

From whathas been said above, there exist three vital reasons in favour

of teaching psvchiatry in medical schools:
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1, The dividing of patients into psychological and somatic categories
is unrealistic and artificial, and should therefore be ceased. The student
should learn to see the somatic aspects in a psychiatric patient as well as
the psychiatric aspects in a physically-ill patient. He should learn psy-
chiatry in order t< form the habit of assessing the psychiatric and social
aspects of every patient, no matter what the diagnosis be, and also as a
clinical discipline through which he can form the concept of the integrity
of mind and body in medicine.
2. To be able to handle the bulk of psychiatric patients with whom he
will be in eweryday contact in his future practice, he must lmow how to
detect 2 psychiatric illness and how 1o treat it. This is specially
true of family doctors, but does not exclude other speclalists.
3« Psychiatry should not only be taught for the student to know 1t,
but for him to use psychiatric methods, for the following reasons:
a) The establishing of good doctor-patient relationship. To be
able to establish communication, it is necessary for a doctor to
learn how to inteview the patient and how to listen to him. The
ideal image of this is the psychiatric interview, through which he
is directed on the path of learning non-verbal communication and
getting to know patient!s emotions and inner wishes and evaluating
them,
b) At the age when students enter a medical school, and during all
the period of their studies, they pass stages of personality dewelop-
ment. While doctors are exyected by their patients and the community
to behawe as mature individuals from the very beginning of their pro-
fessional cdareer, they very often graduate at an age when they have
not yet attained complete maturity specially as far as social maturity

and mroper control of emotional reactions is concerned,
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In medical schools all endeawurs dre being made to equip students
with the necessarv medacal knowledge, but lattie attempt is being made
in the wav of their personality education (Kemp, 1968), Recent investiga-
tions show that studants have different attitudes towards medicine and
towards their specialtles (Juan et al 196L; Davies & Mowbray, 1968),
As attitudes are acquired through lcarning (Walton, 1967) use can be made
from psychiatric mathods to furm proper atiitude towards medicine and
patients, tu¢ accelerate maturity, tc help the student to acquire befaitting
professional behaviour., As confirmed by Hunter'!s (1965) cbservations,
psychiatry and psychology help the student to kmow himself better, to have
proper control over his cmotions and be able to elumnate unnecessary
reactions and acquire xn their stead reactions which will be useful to
himsalf and his profession,
¢) Psychiatry can facilitate the development of ethical responsibility
through the acquisaition of correct and useful habats. It likewise will
help the student tv situatec the patient 1in his own psycho-social setting,
evaluate the presented complaints and symptoms cf the patient in that setting,
and allow him to see through these his own responsibilitvy towards the patient
and to act accordingly.

It therefore ensues that in occrder toc attain these aams, the teaching
of psychiatrv should begin as early as 50551ble, and continue all through
the period of university years, As 1t 1s usuallv done, the teaching of
psychiatry should come after msychologv and socilology among other behavioural
sclences, 1n the pre-clinical vears. Yet, onl- those facets of psychology
will be of use tu the medical student which are scientific and integrated

in physiology and biochemistry. However, 1t would =not be raight to say
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that thls teaching should be, or eould be uniform in all medical faculties
and by uniformity we mean here that no definite rule can be fixed as to in
which year it should start, because to understand and assimilate psychology
youth must have a certain degree of preparedness. They come to universities
with different levels of intelligence, general knowledge and psycho-social
backgrounds. They must be given some time to develcp at least partly, this
preparedness through learning anatomy. physiology and biochemistry. There-
fore it is proper to start teaching psychology, from the year when physiology
is taught. It is appropriate to add here that pure dynamlc psychology in
a boring subject for the student and not easily accepted. Its teaching
causes the student to consider psychology as a fictious subject useless in
medicine and an unnecessary waste of time. And once the student forms this
impression i1t is difficult to correct it. Therefore one must be very
cautious whenever tackling & question relating to dynamic psychology.

Those aspects of dynamic psychology which are more acceptable to
students. because they can see them in their everyday life, and use them in
daily climical work are defense mechanisms which are more or less synonymous
to blolegleal defenses and can be taught as an alternative of behavioural
psychology.

Another part of psychology that a student needs know, is the develop-
mental psychology and this should be taught as an integral part of physical
development, which in fact it is,.

These two chapters of psychology should be taught not only because of
thelr use in medicine but because they can be profitably used to form in
the student a proper attitude towards medicine and help him to "better know
himself". It would be quite appropriate therefore to teach part of the

lessons through seminars and group iiscussions.
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When teaching psychiatry, the same line of conduct should be adopted,
that 18 to say, if we want tc attain all the amms which have been enumerated,
through psychiatrv teaching, we hawve to start from the early years of clinical
work, more specifically drawing students! attentiva tc all the psychiatric
aspects of the patients as forming the integral part of their illnesses.
Besides general hospitals the most sultable place for teaching psychiatry
are the out-natient clinics. henever possible, community health visaitor
programmes should be made use of, Here students can get fully acquainted
with envaronmental factors and hawve the chance to see all those clinical
manifestations of psychiatric patients that they will be faced with during
their future medicazl practice, and learn their treatment and management.
Bcological and social settings as well as historical backgrounds of
universities coften 4affer, even in the same country. Therefore, here
again, as 1n the case of sychology, no uniformity can be imposed on
medical faculties as from where t. start teaching psychiatry, and how
many hours tc devote to i1ts teaching, or how extensive the theoretical
part should be, or else how 1t should be divided during the span of years
students spend at the faculty. The main point 15 to harmonize the theoretical
teaching with clinical instructions and the teaching of diseases.
To mae the concept of the integrity of mediecine ani psychiatry a
real picture and tu give students more opportunities i better perceive 1t,
a series of steps will have tu ne taken which are given helow:
i Teachers 1n medicine should make 1t a point to give the psychiatric
aspects of the daiseases both in theory and practice. This implies
that some of them may need wvicational training. The siudent will

better understand the ccncept of integrity in medicine when he sees
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the same teacher draw his attention to the somatic and psychological
aspects of the illness.
However, before this somewhat 1deal stage 1s reached, team-work
demonstrations by doctors and psychiatrists will be a necessity.
Radical changes should he brought in medical textbooks., Instead
of allocating a meagre chapter to psychiatry at the end of the text-
bocks, the description of every disease should be at the same time
completed by the psychiatric aspects of that disease. Also a chapter
at the beginning of every textbook should be devoted to the descrip-
tion of psychoscmatic approach in medicine. Psychiatric examination
should be inserted in the chapter dealing with physical examination.
More room is to be given to psychiatric subjects in medical journals
and reviews.
Joint symposiums, researches and meetings should be organized between
psvchiatric and medical ingtitutions and socleties, locally as well
as internationally.
Students should be encouraged tc take part in at least one research
comprising medical, psychological and sccial aspects, and incited
to make such investigations subjects of their theses in the case of
universities where the mesentation of a thesis is a requirement.
As no uniformity can exist in the teaching of psychiatry in different
schools, the curriculum of every medical faculty should undergo
changes according to the medical and psychiatric needs of the community.
With this a&im in mind, it would be appropriate if in every faculty
a permanent committee composed of medical men, administrators,

psychiatrists, psychologists and sociologists be formed. The
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duty of such committees would be to continually investigate the
community needs, foresee the future one,-and to make their sug-
gestions tc the University Authorities regarding the necessary
-changes to be brought in the curriculum, evaluating at the same

time the usefulness of the nsw programmes,
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