The Role of Liaison Psychiatry

Outside the Traditional Paradigm
in the Teaching of Medicine

Liaison psychiatry is the area of mental health sciences that addresses
the psychiatric approach to the patient with a medical-surgical pathology,
whether in- or outpatient. Already in the seventies, Zbigniew Lipowski,
one of the founding fathers of this discipline, described the three fields
supporting it: the clinical work, the education role and the development
of different lines of research (1).

The second one of these, teaching, is based on a non-traditional pa-
radigm in teaching medicine, addressed to medical students, residents
in psychiatry and other areas, medical assistants in different specialties
and health professionals in other disciplines, such as nursing, psychology
and social work (2).

Without discrediting the classical formal education based on persona-
lly attended classes or structured clinical sessions, the liaison psychiatry
favors a system of practical teaching, focused on the importance of psy-
chiatric aspects and their interaction with somatic elements in each one
of the treated cases, at the patient’s bedside, during the clinical interven-
tion and, above all, while the team that requested the interconsultation
is being feedbacked. (2-4).

Different authorities in this subject agree that this process must be
carried out based on this medical paradigm (2-4) That is, special emphasis
is made on a horizontal relationship, where the leaguage used, the type
of relationhip, and the intervention strategies are based on a practical,
schematic and, above all, a clinical lecture, that furthermore combines
the other two work spheres of the liaison psychiatry.

Psychiatry, however, has historically shown humanistic lines that are
not lost when this subject is addressed (5). The traditional respect towards
the patient and human suffering, above all at emotional level, must be an
element conveyed to the rest of the hospital staff as part of a sensibilization
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process towards mental pathology and the different available strategies,
which sometimes are unknown to the rest of the health team, such a ps-
ychotherapy in its diverse tendencies and even pharmacotherapy.

When these elements are evaluated together, it is evident that this
teaching process refers to a bi-directional interaction (2-6), in which the
specialist in liaison psychiatry is receiving information and education
from different fields, and this, at the same time, allows strengthening and
complementing the integral vision one has towards the physical pathology
and its relationship with emotional and psychiatric components.

A particular situation arises with the medical students: by the time they
are in their third or forth year of their undergraduate studies, they have
generally been exposed to a series of prejudices, myths and preconceived
ideas on mental pathology. In this sense, the education by means of the
classical asylum psychiatry does not contribute to eliminate these precepts;
on the contrary, in many cases they are increased by it. The main risk is
then that the apprentice ends up considering mental disease as something
apart from the field of action of medicine and most of its specialties.

Consequently, liaison psychiatry finds itself in a unique position
to show the variety of vicious circles that are established between the
physical and mental pathology and the importance of their detection (6),
whichever the field where the future physician is going to work later on.
In other words, it has the capacity to show the psychiatric aspect of any
medical condition and, as such, the student will have a better diagnostic
ability and a practical therapeutic vision. The above is complemented by
the incorporation of the medicine paradigm based on evidence, applied
world-wide in many training programs of different specialties (7).

According to the World Health Organization (8), the neuropsychia-
tric disorders are four of the ten main causes for discapacity all over the
world. Depression ranks fourth, but it is estimated that by 2020 it will
rank first or second, as a consequence of the increase in armed conflicts,
migrations, poverty and natural disasters. During 2002 it was estimated
that 154 million people were suffering from depression.

Furthermore, it is known that there exist a very high prevalence of
physical and mental comorbidity, that this relationship generally goes un-
noticed and that when both states coincide and are not treated, the long-
term functional prognosis and mortality are drastically increased (2-6).
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In this sense, the IMPACT collaboration studies (9-11) have scientifica-
lly demonstrated that the psychiatric intervention on community patients,
who previously had not been diagnosed with some mental disorder, not
only allows reducing medical care costs (12), but also improves survival
and multiple medical parameters in diabetic patients (13), elderly (14) or
patients with pain and arthritis (15). All this is carried out in collaboration
with primary care physicians who, accordingly, should be sensibilized as
to this issue since they were students.

The above generates different questionings with respect to the teaching
planning in medical schools: Is the time dedicated to psychiatry teaching
during undergraduate studies proportional to the possible exposure to
mental diseases during the future practice of the profession? Should
psychiatric teaching be focused on pure mental pathology or, on the
contrary, should it put special emphasis on its link with physical entities
to which statistically the general practitioner or specialist will be most
exposed? Need the general health professionals be part of this continuing
education process? Is there any academia dedicated to the prevention of
mental entities as a way to avoid future development of medical-surgical
diseases?

The aim is then to contribute in this way to one of Lipowski’s initial
aims when he founded the still valid theoretical bases of the liaison psy-
chiatry: to equate medicine in general with mental health, in such a way
that the historical gap as regards resources and care is reduced, favoring
truly integral health models, based on the actual needs of the world’s
population.
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