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ABSTRACT – Background and Objectives: The Psychosomatic and Liaison Psychiatry is
an emerging psychiatric subspecialty. This article is intended to summarize the philosophy
supporting training programmes in Spain, and the recommended training guidelines.

Methods: Review of the literature and teaching experience.
Results: The increasing complexity of diagnosis and treatment, and the demand by pa-

tients and providers of resources for higher and more efficient quality of care, make skills train-
ing a key tool for achieving these goals. The human being is biology, feelings, thoughts, experi-
ences and thus individuality when sick. Understanding all this is the core on which to base our
competencies in this exciting crossroads between psychiatry and other medical specialties. We
propose a set of competencies to achieve, and point learning spaces and evaluation mechanisms.

Conclusions: Based on accumulated experiences in Spain, and the review of European
and international literature, it is possible to summarize a realistic set of norms and direc-
tions for training in Psychosomatic and Liaison Psychiatry in residency programmes.
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The best Psychiatrists are those whose hu-
mility allows them to recognize what they
do not know but whose humanism drives
them to learn what they need to know1.

Introduction

In the past century hospitals were acquiring
its modern appearance conforming in general
hospitals, whose purpose was to admit all
kinds of surgical patients and focus attention
on the acute illness. It soon became apparent
that consultations regarding psychiatry not
only included patients with “classic” mental
disorders but also situations encountered dur-
ing admission, care and treatment in non- psy-
chiatric wards2. Nowadays the increasing com-
plexity of medicine and the need for
patient-centered management make the Psy-
chosomatic and Liaison Psychiatry a key sub-
specialty in organizing many healthcare
processes with a role at several levels: mental
health support of patients, provision of quality
healthcare and development tasks to ease in-
teraction between different professionals.

Rising costs in treatment and the need to
increase interventions efficiency make nec-
essary for residents, family and hospital
physicians to know the basics of patients’ di-
agnosis and treatment in comorbid psychi-
atric and medical conditions, as well as active
participation of a consultant psychiatrist for
the most difficult patients.

Screening patients, early treatment or psy-
chotherapeutic support that can perform non-
psychiatric physicians or other health pro-
fessions (nursing, psychology, social work)
requires that the psychiatrist should be for -
med as a diagnostician and psychopharma-
cologist expert, systems coordinator and con-
sultant / supervisor of complex patients3.

The psychosomatic and liaison psychiatry
began to be integrated into the training of res-

idents in the late 60s. In the 80s all psychia-
try residency programs were required by
RRC (Resident Review Committee) to in-
troduce training for the diagnosis and treat-
ment of psychopathological alterations in
medical-surgical patients4. During the early
years of this century the ACGME (Accredi-
tation Council for Graduate Medical Educa-
tion) has redefined the standards for training
programs of various specialties, establishing
six core competency areas (Table 1)5,6.

In our country, the national training pro-
gram in Psychiatry, (BOE Nº 224, 16th Sep-
tember 2008, ORDER SCO/2616/2008, pp
37916-21)7 clearly defines sixteen competen-
cies grouped into five competency domains:
clinical, knowledge and research, communi-
cation, health promotion, clinical and ethical
management. These skills are perfectly grou -
ped into the ACGME competency domains or
similar8.

With the growth of the different subspe-
cialties in psychiatry, it is necessary to con-
tinue developing these skills, specifically ap-
plying them to each subspecialty, which will
result in higher quality training and a minimal
standardization among the various teaching
units. The guidelines should specify special
training, knowledge and abilities necessary to
provide psychiatric consultation for patients
and doctors of other specialties, and define
appropriate areas of the clinical experience
for psychiatrists.

The differences between residents training
in our country are very significant, the at-
tached importance for the rotation is variable
and there are not enough official guidelines
which can provide guidance. In other parts of
the world like New Zealand, Australia9,
Canada10 and USA6,11 were established basic
and advanced educational guides. In USA
psychosomatic medicine has been recognized
as a Psychiatry subspecialty4, with its own
“board examination” and certification. In



2007 Creed and Sollner12 published the ex-
cellent European guidelines for training in
consultation-Liaison Psychiatry and Psycho-
somatic, that have helped us to elaborate this
proposal, with whom we would like to open
discussions over the education in this sub-
specialty in our country.

The official program of the Psychiatric
Specialties Committee in Spain, include Psy-
chosomatic and Liaison Psychiatry rotation
as compulsory in general education pro-
grams, but it has poor specification of objec-
tives or specific activities to cover, despite
some improvement over the 1996 program
(Table 2 and 3)7. Note that the program makes
a distinction between basic and advanced
skills and makes reference to the need of de-
velopments in their measurement. In rela-
tion to this, we also wanted to propose ideas

about learning areas and assessment criteria
of the rotation. Moreover, the group contin-
ues to work on a proposal of advanced skills,
their learning spaces and their measurement.

Acquiring knowledge, craft and art is
the ultimate teaching objective for residents
in psychosomatic and liaison training. Kno -
w ledge is the learning that must be held to ap-
ply to their practice, craft is the coping ex-
perience in psychopathological patients’
problems, and art is the position adopted by
the physician in the patient’s transference ac-
companying him throughout his/her suffer-
ing13. This proposal is based on a review of
various literature sources and personal expe-
rience of those who are part of this working
group, and was based on a paper presented at
the conference held by the Spanish Society of
Psychiatry in Bilbao in 2012.
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Table 1
Basic competences in the training of residents ACGME.

Patient care:

The psychiatrist must have diagnostic skills such as exploring and describing clinical and psychopathologic
elements. He/she must also provide the adequate care to the patient, including biological, psychotherapeutic
and psychosocial treatment. He/she must have the necessary skills to use and apply the right knowledge and
the right therapeutic processes as well as recognize his own professional limits.

Medical knowledge.

Communicative and interpersonal skills:

It refers to the ability to establish a therapeutic relationship, both with the patients and their relatives; and with
other staff member s who could be involved in their care. The psychiatrist’s job is developed as part of a mul-
tidisciplinary team. This is the reason why cooperation with other professionals is crucial, both during the ex-
change of information and when making decisions.

Professionalism:

The psychiatrist, as a health professional, has the right knowledge, skills and attitudes to treat and improve the
mental health of the patients. He/she offers a high quality attention, in a professional and ethical way, respecting
his/her medical, legal and professional obligations.

Organizational and management skills (practice based on the context of the Health System):

This ability has to do with making decisions about time, resources and task management, both with an indi-
vidual patient and with the organization of the Health System.

Skills to improve his/her learning and clinical practice:

This is the ability to apply in the clinical practice what we learn.



Recommendations for basic
training in psichosomatic
and liaison psychiatry

1. General goal

To establish an evaluable rotation schedule
in Psychosomatic and Liaison Psychiatry in
psychiatric residents.

2. Organization and
requirements of the units

1. Duration: 4 months full time.

2. Location: A Service or Psychosomatic
and Liaison Psychiatry Unit in a Gen-
eral Hospital.

3. Minimum number of referrals: Trai -
nees must perform between 30 and 40

first evaluations, supervised by the re-
sponsible psychiatrist.

4. Tutors’ training: There must be at least
one psychiatrist dedicated to this area
for continued periods of time over a
minimum of two years.

5. Previous Resident Training: Prior to
the rotation, the resident must have gone
through Neurology, Acute psychiatric
hospitalization and Addictions, and
must have experience in emergencies.

6. Number of residents per staff: 1-2.

7. Activities and outpatient follow-up:
The resident must follow-up an estimated
number of about 100 patients previously
assessed. The resident will have a pro-
gressive level of responsibility with either
hospitalized or ambulatory patients.

8. Liaison Activities: The unit must be run-
ning at least one active liaison program.

A PROPOSAL OF BASIC GUIDELINES FOR TRAINING IN PSYCHOSOMATIC... 175

Table 2
Knowledge, attitudes and skills in Psychosomatic and Liaison. Psychiatry. Programme for the specialization
in Psychiatry 2008. Basic.

A) Interview with the medical patient. Knowledge of the basic psychosomatics theory. Communication with
the patients who are severely ill or terminal. Communication with the patient’s relatives. Liaison with other
professionals and health teams.

B) Assessment and dealing with psychiatric and psychological disorders in medical patients. Psychophar-
macology and interventions in crisis, and psychotherapeutic interventions in medical patients (including
their relatives). Coordination of care in a complex medical patient.

Table 3
Knowledge, attitudes and skills in Psychosomatic and Liaison. Psychiatry. Programme for the specialization
in Psychiatry 2008. Advanced.

A) Specific attitude and identity of the liaison psychiatrist, with knowledge and skills in issues regarding spe-
cial psychosomatic issues and specialized psychotherapy adapted to medical patients and the intervention
during crisis.

B) To be able to achieve the adequate advanced technical level of liaison with health teams and to be able to
advise in situations of ethical dilemmas.

C) Specific training through interdisciplinary clinical sessions, with participating medical staff and both in-
ternal and external supervision by staff with experience in liaison psychiatry. Bibliographic sessions and
study of the bibliography. Competence measurements must be developed.
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9. Supervision: During the initial stage of
the rotation, residents should accom-
pany the staff while performing evalu-
ations (recommended the first month at
least). The frequency and duration of
ru led standardized supervisions should
be recorded.

3. Knowledge / skills / attitudes

3.1. Knowledge6,12,13,20

a) Learning of the theoretical models: Kno -
wledge of the theoretical bases of the
main models used as bases of the subject:
the biopsychosocial, psycho phy siolo -
gical, psychoneuroimmunological and
the systemic models22,23.

b) The consultation process24.

c) Changes in the clinical relation: One of
the most important changes that has
taken place in the practice of medicine
in the last decades has been the change
in the clinical relationship doctor-pa-
tient, which currently requires doctors
to respect the autonomy of patients when
making decisions about their health and
the protection of those with impaired
mental capacity.

d) Deliberation in clinical practice: De-
liberation as a method that helps health
professionals to make prudent and re-
sponsible clinical decisions25.

e) Knowledge of group dynamics: An in-
troduction to group dynamics. The psy-
chiatrist may become involved in dis-
putes between staff and patients and
between staff members, so it is necessary
to have a significant knowledge of group
dynamics and to be a skillful negotiator.

f) Ethical and medico-legal aspects : As-
sessing the mental capacity of patients

to decide about treatment or participa-
tion in research studies is included
within the general theory of informed
consent and requires both from the eth-
ical and legal perspectives that the
physicians obtain the patient informed
consent26,27. This includes:

– Assessment of Mental Capacity to
ma ke health decisions.

– Ethics in clinical psychosomatic and
liaison psychiatry28.

– Evaluation to indicate the transfer to
Acute Psychiatric wards.

g) Impact of the disease and coping in the
individual and the family29,30.

– Coping with illness and hospitalization.

– Communication with terminal or se-
riously ill patients and relatives.

h) Understanding the pathophysiology,
epidemiology, and diagnostic criteria
of a number of clinical disorders (List
topics Theoretical seminar).

• Delirium.

• Cognitive Impairment and Dementia
in the general hospital.

• Affective disorders and anxiety in the
medical patient.

• The attempted suicide in patients in
medical wards.

• Treatment of patients with major psy-
chiatric disorders (psychosis and bi -
polar) undergoing medical and surgi-
cal treatments.

• Addiction problems in the medical
environment.

• Psychopharmacology in medical and
surgical patients. (Including drug in-
teractions).

• Patients with medically unexplained
symptoms.



3.2. Skills6,12,13,20

a) Basic communication skills12.

• Ability to obtain the necessary infor-
mation before the patient’s visit. This
includes the necessary information pro-
vided by doctors, nurses and other staff.

• Ability to interview the patient and
his relatives. This includes an inter-
view with a person who may not have
been ready for it, and also using in-
terview techniques for medically ill
patients or somatizing patients.

• Ability to explain to patients the
cause of their disorders and its treat-
ment when there are physical and
psychological factors that contribute
to the clinical presentation.

• Ability to advise doctors or surgeons
about managing patients refusing vol-
untary treatment.

• The resident should be able to write a
piece of useful answer in a clear and
easily accessible language that can be
understood by doctors and nurses, and
must also maintain confidentiality31.

• The resident must demonstrate ability
to work as a member of a multidisci-
plinary team.

b) Diagnostic formulation of objectives and
skills.

• Ability to perform the evaluation of
patients with psychiatric and physical
disorders, establishing a hierarchy of
syndromes: Delirium, psychotic, de-
pressive, anxious32.

• Ability to determine the main reason
for referral, and to decide about the
urgency, to respond accordingly.

• Ability to review the medical history
and available information, collecting
the necessary data.

• Ability to build a diagnostic formula-
tion, developing clear goals for inter-
vention, even when there are com-
plex combinations of psychological,
social and environmental factors that
contribute to the clinical problem.

• Ability to develop an appropriate
diffe rential diagnosis when physical
and psychiatric disorders are present.

• Coding following ICD- 10 criteria.

• Recognition of psychopathologic dis-
turbances secondary to physical illness.

• Basic knowledge of the cognitive
tests in patients with organ deteriora-
tion. Clock drawing, Mini-Mental
Spanish version, Neuropsychological
assessment of bedbound patients.

• Assess and interpret laboratory and
phy  sician’s data, related to psychia -
tric illnesses.

• Ability to apply diagnostic assessment
tools regularly. They must use at least
the following (HADS, PHQ -9, CAGE,
GDS, HAM D6 and HAM A6)33.

• Fill-up the basic documentation in
the PLP Unit (Preparation of report
with diagnostic and therapeutic ap-
proaches, Record data sheets, me-
chanical restraint etc.).

• Assessment of mental capacity for
ma king health decisions.

• Development of a monitoring plan
during the patient’s admission, setting
the frequency of the next intervention,
and maintaining at the same time an
expectant attitude for future problems.

c) Therapeutic Skills12,20.

• Ability to perform a therapeutic plan
from a biopsychosocial point of view.

• Make appropriate indications from a
variety of somatic treatments in med-
ical-surgical patients.
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• Understand the use of psychotropic
me dication, electroconvulsive ther-
apy, contraindications, interactions
and dosa ge of treatments.

• Understand the use of psychothera-
peutic treatments, including at least
brief psychotherapy, behavior and
cognitive modification techniques
and psychoeducation.

• Working in a multidisciplinary team,
performing coordination tasks to max-
imize the care of medically complex
patients.

d) Skills to improve their learning and
clinical practice12,20.

The residents…

• Will seek feedback from their super-
visors and other health professionals
on their performance, using these ob-
servations to improve them.

• Should be able to apply their knowl-
edge of the study design, statistical
methods, and evidence-based medi-
cine to evaluate clinical studies.

• Should presentat clinical sessions and
seminars on topics of psychosomatic
and liaison psychiatry.

• Should use information technology
to access on- line information and
support their own education.

• Should facilitate learning for medical
students and other students of the
health sciences to the best of their
abi lities, without violating current
legislation which is coordinated with
the rest of rotations of the various
Units of Psychiatry.

• Should acquire knowledge and skills
to write at the end of the course a per -
sonal research project.

• Should develop the ability to solve
problems in hospital clinical envi-

ronments, to integrate knowledge and
research hypotheses from a critical
review of the information, to study in-
dependently and to learn to commu-
nicate their findings publicly.

e) Organization and management skills.

Trainees …

• Should understand that psychoso-
matic and liaison practice helps orga-
nizing the growing complexity of the
psychiatrically ill, and this should be
an opportunity to provide quality care
processes.

• Must take into account the needs of
people with a mental disorder, their
families, therapists and simultane-
ously be guided by principles of eq-
uity and greater efficiency and effec-
tiveness in the use of resources.

3.3. Attitude6,20

The Resident in Psychosomatic and Liai-
son psychiatry is expected to develop the cor-
rect attitude to work in an environment whe -
re the multidisciplinary team, unlike in the
mental health units, has no specific training
in this area. He will also be expected to be a
professional with humanistic and scientific
rigor in the area of mental health. Therefore,
he may need:

1. To show respect, compassion and in-
tegrity in all dealings with patients, fam-
ilies and other health professionals.

2. To insist on the psychological aspects of
care, when in danger of being ignored.

3. To ensure that a correct use of legisla-
tion on mental health is performed.

4. To help teams when differences of opi -
nion in the management of a patient oc-
cur and when the team faces an ethical
dilemma.
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5. To demonstrate a commitment to ex-
cellence and professional development,
as a means of preparation for practice as
an staff member. To maintain scientific
and technical knowledge, as well as eth-
ical knowledge and attitudes, since new
ethical issues arise with changes in med-
ical practice and its social environment.

6. To demonstrate consideration and re-
sponsiveness to the individual character-
istics of each patient, including age, gen-
der, culture, ethnicity, religion or disability.
To be an advocate for the patient.

7. To maintain confidentiality, even when
under pressure to reveal confidential
details.

8. To get used to the method of delibera-
tion in clinical practice.

Learning spaces6,12,19,34

Malcolm Knowles introduced the term
“andragogy” defining it as “the art and sci-
ence of helping adults learn”. Andragogy is
based on five assumptions about how adults
learn and their attitude and motivation for
learning (Table 4)35.

We want these proposals to ease the learn-
ing process and encourage personal respon-
sibility, autonomy and free will as the basis
for the acquisition of skills. This involves
enhancing self-direction, in other words, ask-
ing, evaluating critically new information,
identifying gaps in our knowledge / skills and
reflecting critically on our learning process.
Our motivation is immediate; we learn to do
the things we need to improve our daily
work, making our daily experience an endless
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Table 4
Principles of learning in adults.

– Learning must be self – directed. We are independent beings and we are responsible of our own learning.

– A considerable amount of experience is gathered, which is an amazing source for our learning.

– We value learning something as long as it could be used for the demands of our daily life.

– Learning is based on specific problems, rather than on general subjects.

– We are more motivated by internal drives than by external ones.

source of learning. There is no better teacher
than experience itself, so the reflection on the
problems or doubts appearing anytime should
be our guide as apprentices34.

Learning spaces that we think can be used
in this training are the following:

a) Clinical sessions. At least to present or
work in a clinic session on a list of ba-
sic skills issues.

b) Teaching at the bedside

• For example, the components of neu-
ropsychiatric test (release front sig-

nals, facial praxis, the clock drawing
test, Luria maneuvers, alternating se-
quences etc.).

• Interactions with patients (e.g., use
of body language, posture and tone).

c) Learning notebook or more extensively
supervised learning cases:

• Two cases involving some of these sym -
ptoms: confusional, depressed, chro -
nically ill with more than three admis-
sions per year, consumption of drugs or
alcohol, or somatization disorder ad-
mitted in the medical-surgical wards.



• It is writing down and recording struc-
tured situations that allow the learning
and, once recorded, force to think about
the things to be learned, how and what
mechanisms can be used to solve the
problem and how to increase the lear -
ning experience.

d) Daily supervision: In the morning rounds.

e) Theoretical seminars and journal
clubs: 10 hours.

• Three or more sessions about specific
Psychosomatics and Liaison Psychi-
atry journals on topics related to ba-
sic skills issues.

• Students should be encouraged to
combine these seminars with reading
research from primary sources (journal
articles) that are relevant to their cases,
not only from secondary synopsis
(textbooks, or medical web sites).

• A list of journals of Psychosomatic
interest is provided (Table 5).

Assessment of competences

Evaluation is an essential pillar of the ed-
ucational process. The evaluation problem
may be related to the precision of the instru-
ments or the methods used, which depends
on the forms used, including the training or
explanations given to the evaluators. In view
of the available literature, it appears that
‘360-degree instruments’ are promising for
summative assessment techniques, lending
themselves especially well to the assessment
of interpersonal and communication skills,
professionalism, and patient care. Patient care
and medical knowledge appear to be best
evaluated by standardized clinical exams and
standardized written exams, respectively. Di-
rect observation or videotaped treatments
could be an important complement to the tra-
ditional methods of psychotherapy supervi-
sion accessories36.

Items that we propose as the basis of the
basic evaluation are:
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Table 5
Main Journals in Psychosomatic and Liaison Psychiatry.

Impact
Factor

Psychosomatics 1.732

Psychosomatic Medicine 4.077

General Hospital Psychiatry 2.744

Journal of Psychosomatic Research 3.608

Cuadernos de Medicina Psicosomática y Psiquiatría de Enlace 0.200

a) Presentation of clinical cases: Assess-
ing clinical sessions presented.

b) Monitoring of patients (Either bed-
bound patients or overall summary re-
ports)

c) The two cases more thoroughly super-
vised. At least one of them should be

prepared with the critical incident tech-
nique, understanding critical incidents
as “those facts of practice that have dis-
rupted, created doubts, caused surprise,
annoyed or disturbed by their lack of
consistency, or by presenting unex-
pected results”. This relates to episodes
with a particularly positive or negative



development, which provide the op-
portunity to reflect on our own practice
and therefore improve it.

d) The report of the rotation

This report should be mandatory for the
resident, and include…

• The teaching activities; and the re-
search activities, if any.

• Number of patients and diagnoses.

• Comments on strengths and im-
provements needed in the rotation.

• Self-assessment and evaluation of tu-
tors.

Acknowledgments

We thank Professor Lobo, who contributed
to the development of this proposal of basic
guidelines.

References

1. Frederick S. Wamboldt. Medication Adherence: The
Social Brain and Consultation-Liaison Psychiatry. Psychi-
atr Ann. 35 (10): 823-7.

2. Interconsulta [Internet]. Buenastareas.com [update
2012 Feb 2 cited 2012 2 Feb]; Available from:

http://www.buenastareas.com/ensayos/Interconsulta/
3544468.html

3. Stoudemire A, Bronheim H, Wise T. Why guidelines
for consultation-liaison psychiatry? Psychosomatics. 1998;
39 (4): 3-7.

4. Gitlin DF, Levenson JL, Lyketsos CG. Psychosomatic
medicine: a new psychiatric subspecialty. Acad Psychiatry.
2004 Jan; 28 (1): 4-11.

5. ACGME. Advanced Specialty Program Requirements
for Psychiatry [Internet]. ACGME [Updated 2014 Feb 14;
cited 2013 Sep 11]. Available from: http://www.acgme-
i.org/web/requirements/psychiatry.html

6. Worley LM, Levenson JL, Stern TA, Epstein SA, Run-
dell JR, Crone CC et al. Core competencies for fellowship
training in psychosomatic medicine: a collaborative effort by
the APA Council on Psychosomatic Medicine, the ABPN
Psychosomatic Committee. Psychosomatics. 2009; 50 (6):
557-62.

7. Ministerio de Sanidad y Consumo. ORDEN SCO/
2616/2008, de 1 de septiembre, por la que se aprueba y pub-
lica el programa formativo de la especialidad de Psiquiatría.
BOE No 224 (Sept 16,2008). 37916-21.

8. Morán-Barrios J. Un nuevo profesional para una nueva
sociedad. Respuestas desde la educación médica : la for-
mación basada en competencias. Rev AsocEspNeuropsiq.
2013; 33 (118): 385-405.

9. Smith GC, Clarke DM, Herrman HE. Consultation-li-
aison psychiatry in Australia. Gen Hosp Psychiatry. 1993;
15 (2): 121-4.

10. Swenson JR, Abbey S, Stewart DE. Consultation-li-
aison psychiatry as a subspecialty. A Canadian survey. Gen
Hosp Psychiatry. 1993; 15 (6): 386-91.

11. Ford CV, Fawzy FI, Frankel BL, Noyes R Jr. Fellow-
ship training in consultation-liaison psychiatry. Education
goals and standards. Psychosomatics. 1994; 35 (2): 118-24.

12. Sollner W, Creed F. European guidelines for training
in consultation –liaison psychiatry and psychosomatics :
Report of the EACLPP Workgroup on Training in Consul-
tation– Liaison Psychiatry and Psychosomatics. J Psycho-
som Res. 2007; 62 (4): 501-9.

13. Suárez L, Ródenas C, Falcó Z, Echegoyen SI. Guía
docente en psiquiatría de enlace. Actas Esp Psiquiatr. 2000;
28 (6): 394-8.

14. Campos R, Marcos JL, Lobo A. Psiquiatría psico-
somática y de enlace. En: Vallejo J; Leal C: Tratado de Psi -
quiatría. Barcelona: Ars Medica; 2010.

15. Lobo A. Manual de Psiquiatría General. Madrid.
Panamericana; 2013.

16. Lobo A. Psiquiatría Psicosomática y de Enlace. En P
Farreras C Rozman: Medicina Interna. 17 ed. Barcelona: El-
sevier; 2009.

17. Lobo A; Campayo A. Psiquiatría de enlace. En
Palomo T, Jiménez Arriero MA Manual de Psiquiatría.
Madrid: Ene Life Publicidad Editores; 2009. p. 651-9.

18. Unidad docente Multidisciplinar de Salud Mental
del 12 de Octubre. Guía Docente de Rotación de Psiquiatria
de Interconsulta y enlace. Hospital 12 de Octubre. [Internet].
Madrid;. [Updated 2012 Mar; cited 5 Sep 2012] Available
from: http://psiquiatria12octubre.org/JiWiC_Version/docu-
ments/docencia/rotacionPSQ/GuiaRot%20PSQ-Intercon-
sulta%202012.pdf

A PROPOSAL OF BASIC GUIDELINES FOR TRAINING IN PSYCHOSOMATIC... 181



19. Did European guidelines on training in C-L psychiatry
and psychosomatics contribute to reduce diversities in training
throughout Europe? [Internet]. The European Association of
Psychosomatic medicine. [updated 2011 Ago 5; cited 5 sep
2013]. Available from: http://www.eapm.eu.com/tl_files/con-
tent/Presentations/EACLPP_Soellner_european_guide-
lines_2011.pdf

20. Psychiatry residency rotation goals and objetives.
[Internet]. Available from: http://www.aadprt.org/training-
programs.aspx

21. Ruiz Doblado S. Psiquiatría de enlace: la otra mitad
de la medicina. Teoría práctica e investigación. Madrid: Ed.
Arán; 2004.

22. Karl SR, Holland JC. Looking at the roots of psy-
chosomatic medicine: Adolf Meyer. Psychosomatics. Else-
vier Inc.; 2013; 54 (2): 111-4.

23. Vedhara K, Irwin ML, editor. Human psychoneuroim-
nulogy. 1 th. Oxford, New York: Oxford University Press;
2005.

24. Smith FA, Querques J, Levenson JL; Stern TA. Eval-
uacion y consulta psiquiátrica. En Levenson JL ed. Tratado
de medicina psicosomática. Barcelona, Madrid, Buenos
Aires. Ars Medic. 2006: 3-14.

25. Gracia D, Broggi MA, Salvà P CJ. Ética médica.
Medicina Interna Farreras/Rozman. 15 ed. Rozman C. E, ed-
itor. Madrid: Harcourt; 2000.

26. Gracia D. La deliberación moral: el método de la ética
clínica. Med Clin. 2001; (117): 18-23.

27. Ventura T. Bioetica en Psiquiatria. Docencia en
Psiquiatria y Salud Mental Anatomia de una especialidad.
Grupo edit. Granada; 2010.

28. Wright MT; Robert LW. A Basic Decision-Makinga
Approcha to Common Ethical Issues in Consultation-Liai-
son Psychiatry. Psychiatr Clin NorthAmercia. 2009; 32:
315-28.

29. Steven C. Schlozman, James E. Groves, Anne F.
Gross, Coping with illness and Psychoterapy of the Medical
ill. In Stern TA, Fricchione GL, Cassem NH, Jellinek MS,.
Rosenbaum JF Massachusetts General Hospital Handbook
of General Hospital Psychiatry. Philadelphia Saunders
Elservier; 2010, 425-31.

30. Nayak EG and A. Psycological Reaction to Physical
illnes. In: Temple EGS and M, editor. Seminars in Liaison
Psychiatry. RCPsych Publications; 2012, 51-65.

31. Garrick T, Stotland N. How to write a psychiatric con-
sultation. Am J Psychiatry. 1982; 139 (7 July): 849-55.

32. Rojo Rodes JE. El procedimiento diagnóstico y ter-
apético. En Psiquiatría Básica para Médicos, colección de
Psiquiatría de enlace. Madrid. Scientific Comunication Man-
agement, 2003: 15-50.

33. Bech P. Mood and Anxiety in Medically Patient. In
Fava GA, Sonino N; Wise TN eds The Psychosomatic ass-
esment Strategies to improve clinical practice. Karger; 2012.
118-32.

34. Wei MH, Querques J, Stern TA. Teachig Trainees
about the Practice of Psychiatry in the General Hospital. Psy-
chiatr Clin NorthAmercia. 2011; 34 (3): 689-707.

35. Cantillon P, Hutchinson L, Wood D. Learning and
Teaching in Medicine. London: BMJ Publishing Group; 2003.

36. Swick S, Hall S, Beresin E. Assessing the ACGME
Competencies in Psychiatry Training programs. Acad Psy-
chiatry. 2006; 30 (4): 330-51.

Corresponding author:
Ignacio Gómez-Reino Rodríguez
Psychiatry Service
Complexo Hospitalario Universitario de Ourense
C/ Ramón Puga 52 y 54
32005 Ourense (Spain)
E-mail: ireino@mundo-r.com

182 IGNACIO GÓMEZ-REINO ET AL.




