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hospitals continue to attract most of
the mental health funds on the basis
of traditional budgeting procedures.
Consequently the general hospital
mental health care services have to
compete with other specialties for
funds allocated to general hospitals.
In view of the dominant position of
the traditional medical specialties,
psychiatric services are often consid-
ered as a low priority, resulting in min-
imal allocation of funds.

During the last two decades, the
need to make mental health services
more accessible to greater numbers of
people with a wider range of mental
health problems has become a goal
which most public health agencies are
aspiring to achieve. Moreover, with
the increasing understanding and
attention to the promotion of mental
health, prevention of mental disor-
ders and provision of rehabilitation
services, there is a demand to develop
services in these areas. A first step in
this direction would be to evolve
strategies to integrate mental health
care services into the community
based primary health care delivery
systems in these countries. The slow
emergence of community-based pro-
grammes, mobilization of non-gov-
ernmental resources, involvement of
non-medical mental health profes-
sionals and a wider range of agencies
in providing preventive, promotion-
al, rehabilitation programmes and
services to special groups of people
are very significant developments in
the region.  

During the last fifty years, general
hospital psychiatry has played a very
important role in delivering mental
health care, providing leadership and
directing the development of mental
health services in the countries of the
South Asian region. The general hospi-
tal psychiatry has become a powerful
and a dominant factor in the organiza-
tion of mental health care services. In
Sri Lanka nearly 75% of psychiatrists
work in general hospital psychiatry
units. Many psychiatrists working in
these units are uncomfortable with the
medical model imposed by the hospi-
tal, but there is very little they can do

apart from working within the given
institutional framework. At the same
time, many in general hospital psychi-
atry find difficult to relate and interact
with those working outside the hospi-
tal, especially community-based agen-
cies. 

In the circumstances, how could the
general hospital psychiatry respond to
new developments in mental health
care?

The general hospital psychiatry will
have to recognize the ongoing devel-
opments in overall mental health care
and assess how best it could utilize its
expertise, influence and resources to
contribute to the development of a
more comprehensive service to the
community. The general hospital is
likely to continue to play a dominant
role in the care of patients with major
mental illness in an institutional set-
ting. The challenge is to work in part-
nership with other agencies and men-
tal health care professionals to pro-
vide a service to meet the mental
health needs of a wider range of peo-
ple and communities. In order to
achieve this, the general hospital psy-

chiatric services will have to critically
evaluate their present role and bring
about the necessary changes in atti-
tude, culture, organization and priori-
ty setting processes to suit the emerg-
ing mental health needs and organiza-
tion of mental health care services.      
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There is uncertainty even in the
name of our sub-specialty: we prac-
ticed psychosomatic medicine, then
consultation/liaison (C/L) psychiatry,
general hospital psychiatry, medical
psychiatry, etc., and finally, according
to the WPA, we are psychiatrists in
medicine and primary care. Do we all
agree?

Don Lipsitt’s reflection about uncer-
tainty in general hospital psychiatry
allows me to compare his vast experi-
ence with our Latin American reality,
i.e., the practice of C/L psychiatry in
developing countries like Mexico.

We were late bloomers, but we are
coming. It was the mid 1950s when
Alfonso Millán Maldonado, a pioneer
of Mexican psychiatry, created the first
department of psychiatry in a general
hospital affiliated with the Ministry of
Health. Years later, in the early 1970s,
Mexico, with a population of more
than 70 millions at that time, had only
five general hospitals that formally
included consulting psychiatrists, not
all of them with beds available for psy-
chiatric purposes.

For many years, most of our psychi-
atrists have been trained in an asylum
setting, practicing mostly with chronic
severe patients. Psychiatrists were
considered people using an obscure
and incomprehensible terminology
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apart from working within the given
institutional framework. At the same
time, many in general hospital psychiatry
find difficult to relate and interact
with those working outside the hospital,
especially community-based agencies.
In the circumstances, how could the
general hospital psychiatry respond to
new developments in mental health
care?
The general hospital psychiatry will
have to recognize the ongoing developments
in overall mental health care
and assess how best it could utilize its
expertise, influence and resources to
contribute to the development of a
more comprehensive service to the
community. The general hospital is
likely to continue to play a dominant
role in the care of patients with major
mental illness in an institutional setting.
The challenge is to work in partnership
with other agencies and mental
health care professionals to provide
a service to meet the mental
health needs of a wider range of people
and communities. In order to
achieve this, the general hospital psychiatric
services will have to critically
evaluate their present role and bring
about the necessary changes in attitude,
culture, organization and priority
setting processes to suit the emerging
mental health needs and organization
of mental health care services.
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hospitals continue to attract most of
the mental health funds on the basis
of traditional budgeting procedures.
Consequently the general hospital
mental health care services have to
compete with other specialties for
funds allocated to general hospitals.
In view of the dominant position of
the traditional medical specialties,
psychiatric services are often considered
as a low priority, resulting in minimal
allocation of funds.
During the last two decades, the
need to make mental health services
more accessible to greater numbers of
people with a wider range of mental
health problems has become a goal
which most public health agencies are
aspiring to achieve. Moreover, with
the increasing understanding and
attention to the promotion of mental
health, prevention of mental disorders
and provision of rehabilitation
services, there is a demand to develop
services in these areas. A first step in
this direction would be to evolve
strategies to integrate mental health
care services into the community
based primary health care delivery
systems in these countries. The slow
emergence of community-based programmes,
mobilization of non-governmental
resources, involvement of
non-medical mental health professionals
and a wider range of agencies
in providing preventive, promotional,
rehabilitation programmes and
services to special groups of people
are very significant developments in
the region.
During the last fifty years, general
hospital psychiatry has played a very
important role in delivering mental
health care, providing leadership and
directing the development of mental
health services in the countries of the
South Asian region. The general hospital
psychiatry has become a powerful
and a dominant factor in the organization
of mental health care services. In
Sri Lanka nearly 75% of psychiatrists
work in general hospital psychiatry
units. Many psychiatrists working in
these units are uncomfortable with the
medical model imposed by the hospital,
but there is very little they can do
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and easily misjudged as ‘not really
physicians’, but mere charlatans
excluded from ‘real medicine’. Mental
health for general hospital patients
was not an option to be considered;
very few psychiatrists had the opportu-
nity to be trained in a systemic envi-
ronment. Systemic therapy, mostly
with a family therapy approach, start-
ed in Mexico in 1972 with Raymundo
Macias and did not generalize to other
psychiatrists in medical settings. That
delay collected its toll and it was not
until the early 1980s that people like
Javier Sepulveda and Juan Ramón de
la Fuente, both trained abroad, came
back emphasizing the importance of
C/L psychiatry, which is now included
in the formal training of all Mexican
psychiatrists.

Today Mexico, with a population of
100 million, has only 2200 psychia-
trists. This is about two psychiatrists
per 100,000 people, much fewer than
its North American neighbors. Of
those psychiatrists, less than 300 prac-
tice in institutional C/L settings, which
puts a large demand on these doctors,

approximately 168,000 people for each
psychiatrist, with an average of 1500
consultations per psychiatrist every
year.

It is obvious that Latin America
needs more psychiatrists in general
hospitals and primary care settings
but, because of the low salaries, most
of our psychiatrists, after finishing
their residency, start a private practice
and seclude in their offices, far from
helping with the public health needs.

Moreover, liaison activities in our
country have diminished because my
colleagues find difficulties in the pay-
ment of consultation services, and
also because psychosocial issues have
been washed away by an avalanche of
neuropsychiatric and pharmacologic
data. 

To deal with the uncertainty, as a
sub-specialty of psychiatry, we have to
start agreeing on a name that better
describes our daily duties and inter-
ests, if we want to overcome the mind-
body dilemma, or the general hospital
vs. psychiatric setting dilemma, etc. It
makes sense to me what P.R. Mc Hugh

wrote recently about the crisis of psy-
chiatry, insisting that beside the fight
for domination between psychoanaly-
sis and biological psychiatry, the influ-
ence of the drug industry and the man-
aged care, the reason we are in trouble
is that “we labor under a strange clas-
sificatory system (compared to medi-
cine in general), one that insists to
define mental disorders by their symp-
tomatic appearance and not by their
essential nature”. He proposed four
perspectives for psychiatry: the per-
spective of disease (what the patient
has), the perspective of dimensions
(what the patient is), the perspective of
behaviors (what the patient does), the
perspective of life story (what the
patient encounters) (1).

I think that our task is to develop a
language in common with the rest of
the medical specialties without losing
our own bio-psycho-social identity.

References

1. McHugh PR. Beyond DSM-IV: from
appearances to essences.  Psychiatric
Research Report, Summer 2001:2-15.


