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ABSTRACT 

 

Background and Objectives: Psychiatry lectures & clinical posting are the only learning experience of 

psychiatry for Medical Graduates. Only interns attend their compulsory psychiatry posting. The aim is to 

make Interns competent to elicit & write proper history of MDD and able to describe different components 

of history taking, diagnostic criteria, to demonstrate communication skills.   

Methods: It was a Prospective Interventional Study done in 45 Interns posted consecutively in Psychiatry. 

On Day1, Interns were asked to take and write history of MDD patient and evaluated on Checklist for 

history taking (10 components), SMCQ (15) and Mini-CEX. Then Interns were taught about MDD by CBL, 

SGL and Role Play. On Day 7, they were again evaluated on Mini-CEX. On term ending, they were again 

evaluated as per Day1. Feedback of Interns and faculties were taken. Appropriate Statistical Tests were used 

using SPSS Version 16. 

Results: On Checklist for history taking of MDD apart from Negative History and Mental Status 

Examination, Interns’ skills improved significantly. Mean score on SMCQ got doubled from 6±0.83 to 

12±0.83. On Mini-CEX, apart from clinical judgement, counselling skills and overall clinical competence, 

Interns improved from unsatisfactory to superior level. Feedback was positive on most of the components 

of study but few were satisfied completely with their history writing & communication skills and diagnosing 

ability. Faculties’ perceptions were very encouraging. 

Conclusion: Teaching of MDD case history taking was well taken & perceived by interns. Knowledge about 

MDD & competency to take history and identifying patients of MDD improved satisfactorily. 
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INTRODUCTION  

 

There has been an increasing demand to improve psychosocial skills of medical care among medical 

students. All medical students will not be psychiatrists. For those, psychiatry lectures and clinical posting 

are the only experience of psychiatric practice before they start to work as clinicians. For all doctors, 

Knowledge of psychiatry is important because prevalence of mental illness is 5 to 20 % in general population 
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and the most common is Major Depressive Disorder (MDD) [1-2]. It is so common that each doctor should 

know how to take history of MDD patient, what the diagnostic criteria are and how it can be treated. In 

severe cases, MDD patients can attempt and commit suicide. Around fifty (50%) of patients with MDD 

attempt suicide and 15% of the patients die of suicide, still patients don’t seek treatment from mental health 

professionals or any doctor just because of stigma attached to mental illness. There are about 6000 

psychiatrists in India, i.e., <0.5 per 1,00,000 population [3]. The ideal number required is 1 per 1,00,000 

population [4]. It has been found that 20% of new consultations to a primary care physician are for somatic 

symptoms for which no physical cause can be found [5]. Primary care physician often fail to recognize 

psychiatric disorders in patients with physical illness [6]. In medical and surgical wards, half of the 

psychiatric morbidities are not detected by doctors [7]. The training that the undergraduates and interns gets 

in their psychiatry posting will change this situation. Currently, medical undergraduate students have 

multiple lacunae in their knowledge of psychiatry with various myths, misconceptions and negative attitude 

[8].  

Skills in communication and the ability to form empathy are fine-tuned while learning psychiatry and are 

essential qualities for a doctor. Encouraging positive mental health and counselling skills to reduce stress 

and cope with chronic physical health problems are necessary for all doctors to master. Also an increasing 

need for improved skills by medical graduates in the psychosocial aspects of medical care has been noted 

[9]. In the course of his or her professional life, a clinician will conduct between 1,00,000 and 2,00,000 

patient interviews [10-11]. The medical interview is the most common task performed by physicians. Thus, 

for good reason, Engel and Morgan called it “the most powerful and sensitive and most versatile instrument 

available to the physician” [12]. Scientific discoveries and technological innovations of the last decades 

fundamentally changed diagnostics and treatment of diseases. Imaging studies and laboratory tests seem 

crucial for an accurate diagnosis, all the more in times of multidisciplinary treatments and overall availability 

of instrument-based examinations. However, neither scientific nor technological advances in medicine have 

changed the fact that a physician’s core clinical skills are interpersonal [13-15]. Interview skills contribute 

significantly to problem detection, diagnostic accuracy, patient and physician satisfaction, patient 

adjustment to stress and illness, patient recall of information, patient adherence to therapy and patient health 

outcomes [16-20]. Accuracy of diagnoses and the establishment of a good physician-patient relationship 

depend on effective communication within the medical interview [21-22]. By the medical history, physicians 

garner 60–80 % of the information that is relevant for a diagnosis [22-26] and the history alone can lead to 

the final diagnosis in 76% [22].  

Encouraging positive mental health and counselling skills to reduce stress and cope with chronic physical 

health problems are necessary for all doctors to master [9]. It is a matter of concern that students are not 

clear of the psychiatrist’s role in the multidisciplinary team and they think a medical background is not 

necessary to practice psychiatry [27-28]. Because knowledge and attitude of undergraduate toward mental 

health & psychiatric disorder is of great importance as they are going to be involved in care of these patients 

directly or indirectly during their careers [29]. Studies in medical students found out opinion about Mental 

Illness have shown ignorance about psychiatry, psychiatric patients and their treatment [30]. 

Most of the literatures show negative attitude of the students toward psychiatry [31-33]. Emphasis on 

psychiatry during undergraduate training has been low. The MCI has recommended that all undergraduate 

students receive 2 weeks’ clinical posting and 20 lectures in psychiatry in the fifth semester and assessment 

in the form of short notes in paper two of General Medicine [34]. From 2008, 2 weeks psychiatry posting is 

compulsory during internship. Formal teaching during internship is not feasible given the time constraints 

in most departments, but having a guideline about what the posting should achieve for the intern and the 

department is beneficial, it can go a long way to benefit students [35]. 

While planning for undergraduate teaching, we should consider that this essential training/learning 

experience not only provides knowledge and skills but makes psychiatry interesting and removes the stigma 

of being a psychiatrist and also toward psychiatry and its patients. The quality of the teaching, enthusiasm 

of the clinical teachers, the holistic approach and scientific basis of psychiatry are the parameters that 

influence the students’ attitude toward psychiatry [36-37]. 

There are very few studies in which impact of teaching of psychiatry in medical undergraduates has been 

studied [33]. In psychiatry, the history taking and Mental Status Examination are the most important 
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diagnostic tools to make an accurate diagnosis. History taking and communication skills programmes have 

become cornerstones in medical education over the past 30 years and are implemented in most US [15], 

Canadian [17], German [38] and UK [39] medical schools. National accreditations and expert panel 

consensus guidelines have stressed the importance of educational interventions addressing history taking 

[40-41]. 

The only essential quality that a teacher should have to teach psychiatry is interest in teaching. Everything 

else can be learnt. Greater faculty involvement in teaching and direct observation of medical trainees with 

actual patients are important for the assessment of clinical skills [42]. Application of skills in the areas of 

medical interviewing, physical examination, and counselling is required for the successful practice of 

medicine [43]. However, medical students report that they are rarely being observed during patient 

encounters; one main reason is a lack of faculty time [44]. The direct observation is mandatory for the reliable 

and valid assessment of interviewing and counselling skills [45-46]. 

Although traditionally lectures impart information and knowledge didactically, it is good to use role-play 

and to demonstrate skills while teaching communication skills. Other good teaching practices, e.g., asking 

questions, giving opportunities for the students to ask question, etc., should be paid attention to. Appropriate 

use of audio-visual aids remarkably improves the impact of the class [42]. 

For checking knowledge, Structured Multiple Choice Questions (SMCQs) are more reliable, because of the 

large number of items that can be easily tested and marked. These can be adapted to test knowledge as 

applied to problem solving or clinical reasoning [47].  

For evaluation of skills, it is better to use more appropriate, structured, reliable, and valid methods of skill 

assessment such as OSCE, OSPE, Mini-CEX, and Objective Structured Long Examination Review 

(OSLER) [48].  

The mini-Clinical Evaluation Exercise (Mini-CEX) is a method of the assessment of clinical skills including 

counselling skills and professionalism, developed by the American Board of Internal Medicine [49] and has 

been used in clerkships as a feedback tool [50]. After an evaluator observes a trainee’s performance in a 

normal clinical encounter, trainee receives immediate feedback [51]. For each encounter, an examiner 

(attending) recorded the date, the complexity of the patient’s problem on 3-point scale (low, moderate, and 

high), [52] the sex of the patient, the number of minutes spent in observing the encounter, and the number 

of minutes spent in giving feedback [53]. Using 9-point scale (in which 1–3 were “unsatisfactory,” 4–6 were 

“satisfactory,” and 7–9 were “above expected”), the examiner (attending) rated the student on interviewing, 

physical examination (mental status examination), professionalism, clinical judgment, counselling, 

organization and efficiency, and overall competence [52]. The emphasis on counselling included student’s 

interaction with the patient professionally (introduced himself/herself, maintained good eye contact) and 

education (explained the rationale for test/treatment). After the interview, the examiner (attending) 

completed the rating form and provided feedback [54]. 

Psychological aspects of medical care give an additional opportunity for hospital psychiatry, and the 

internship offers interpersonal experiences of the clinical encounter and medical care [55]. Given this 

position, clerkship provides a great opportunity for exposure in patient communication. 

Keeping this important aspect of history taking as an essential tool for any doctor, I decided to study this as 

my education project of Advance Course in Medical Education (ACME).  

As specified by the Medical Council of India (MCI), Faculty Development Programs aim to improve the 

quality of medical education by training and sensitizing teachers about new concepts in teaching and 

assessment methods; develop knowledge and clinical skills required for performing the role of competent 

and effective teachers, administrators, researchers and mentors; assist clinicians to acquire competency in 

communication and behavioural skills and update knowledge using modern information and research 

methodology tools [56]. MCI, in 2014, started Advanced Courses in medical education with the aim to 

develop educational practitioners who can lead informative, instructional and educational changes in their 

institutions and thereby making the medical education responsive to the health needs of the society.  

ACME is a one-year course approved by MCI and run only by MCI Nodal Centre. Faculty in medical 

college who had done Basic Course of Medical Education Technologies (MET) can only enrol for ACME. 

The purpose of the Basic Courses in MET is to provide the basic knowledge, skills and eventually change 
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the attitude of the faculty in medical colleges, which the faculty can implement in their day-to-day practice 

in different areas of teaching and assessment (classroom, laboratory, clinical and field work) [57].   

I did this course at MCI Nodal centre for faculty development at Smt. NHL Municipal Medical College, 

Ahmedabad, Gujarat. It had two contact sessions at MCI Nodal Centre, first for 5 days and second after 6 

months for 3 days. After first contact session, each faculty had to make one research project and present 

poster of the same during second contact session. At the end of course, faculty had to submit complete 

project. In first six months, there were online discussion on 5 different topics namely CBME, Integrated 

teaching, faculty development, E-learning and Qualitative research. Faculties are divided in a group and 

each group had to moderate one allotted topic. Each topic was discussed for 1 month duration. In each 

topic, 5-7 threads are released online at 3-4 days interval by moderating group. In which each participant 

had to mail at least 2 mails during a week. Two expert faculties in each group give active guidance to 

participants and look after online activities. Each participant compulsorily had to moderate one thread and 

keep record keeping of one thread in a group allotted. Even senior batch also had to participate actively in 

this online activity until that batch’s one year course is completely finished and approved by Nodal centre. 

In a second contact session, each faculty had to present a poster of his or her research project. After second 

contact session, again participants were divided in 5 groups. Now, new batch joined with our batch. In last 

six months, there were online discussion on other 5 different topics namely programmatic assessment, 

interactive teaching, giving and receiving feedback, professionalism and ethics and scientific paper writing 

& grant writing. Same procedure mentioned above for first six months are again done in these six months 

with different topics, groups and experts. At the end of all topic discussion, each faculty had to submit his 

or her complete project online for completion of course which would be approved by Nodal centre as per 

criteria and guidelines. So, ACME is a rigorous and meticulously planned course for faculty development. 

The aim of the study was to make Interns competent to take proper case history of the most common 

psychiatric disorder - Major Depressive Disorder (MDD). The objectives were to make sure that interns 

should be able to describe different components of psychiatric case history, the diagnostic criteria of 

Depression and should be able to demonstrate communication skills with patient while taking history of 

MDD along with being able to write history of patient of Depression 

 

METHODOLOGY 

 

It was a Prospective Interventional Study and was done in 45 Interns during their 15 days of compulsory 

posting in compulsory posting in Psychiatry Department in AMC- MET Medical College and Sheth L.G. 

Hospital, Ahmedabad as a part of education project of Advance Course in Medical Education (ACME). 

 

Inclusion Criteria: 

1. The Intern Doctor posted in the Department of Psychiatry for their compulsory rotating internship 

duties. 

2. The particular intern doctor had to give consent after being explained in his/ her language of 

understanding, the entire study aims and design. 

3. Age more than 18 years 

4. Either gender 

5. Able to understand Hindi/English/Gujarati 

 

Exclusion Criteria: 

1. Intern Doctors who were not posted in the Department of Psychiatry  

2. Intern Doctors who did not give consent 

 

Pre-test (Day 1): 

 On day 1 of enrolment in Psychiatry Dept., Interns were asked to take case history of patient of MDD. 

and to write down the history taken. 

 Interns were observed on Structured MCQs (SMCQ) and Mini-CEX while taking history and written 

history was evaluated on Checklist for history taking.  
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Midterm Evaluation (Day 7):   

 Interns were taught in detail about history taking method of MDD patients (T-L Method: CBL, small 

group lecture/discussion, audio-visual method, role play) and lectures were taken on MDD  

 After 7 days, Interns were observed on Mini-CEX (2nd time) while taking history of MDD patient. 

 

Post-test (Day 15):  

 At the end of term, Interns were asked to take case history of patient of MDD and to write down the 

history taken. 

 Interns were observed again on SMCQ and Mini-CEX (3rd time) while taking history and written history 

was evaluated on Checklist for history taking (2nd time) to see the change of skills and method of history 

taking of patient 

 Feedback of Interns was taken by standardized Feedback form  

 Qualitative feedback from both Interns and Faculties were taken  

 

Data collection period was 2.5-3 months and the total study duration was 6 months. The total number of 

interns enrolled in the study were 45. Pre-test (Day 1), Day 7 and Post-test (Day 15) data were analysed 

using appropriate statistical tests using SPSS Version 16.0. Wilcoxon signed rank test was used to compare 

pre and post-test findings of checklist of history taking. Unpaired t-test was used to compare pre and post-

test SMCQ score. Chi square test and Friedman test was used to compare Mini-CEX results. P value of < 

0.05 was considered statistically significant. 

 

Instruments used 

 Socio-demographic profile sheet: It consists of a structured format to record certain variables 

regarding the intern doctor, such as age, gender, type of family, income of family, locality etc.  

 Informed Consent Form: for participation in study 

 The ABIM Mini-Clinical Evaluation Exercise for Trainees (Mini-CEX): is intended to facilitate 

formative assessment of core clinical skills. It can be used by faculty as a routine, seamless 

evaluation of trainees in any setting. The Mini-CEX is a 10- to 20-minute direct observation 

assessment or “snapshot” of a trainee-patient interaction. It is a questionnaire comprising of 7 

questions which has feedback answers graded on a Likert Scale and 2 questions of evaluator’s and 

trainee’s satisfaction [53, 58-59]. 

 Check list for History Taking (Annexure IV): Is a check list comprising of 10 topics on which the 

components of the history taking can be assessed. This check list can be administered in a span of 

10 minutes by assessing the history taken by the candidate. 

 Structured Multiple-Choice Questions (SMCQ) (Annexure V): It is a questionnaire comprising 

of 15 questions with 4 options each. The questions are framed based on the DSM 5 diagnostic 

criterion of Major Depressive Disorder, its treatment and on basic history taking in Psychiatry. The 

questionnaire can be applied in about 10 minutes and is used to evaluate the candidate’s knowledge 

on Psychiatric History taking and Major Depressive Disorder. 

 Standardized Feedback Form for students (Annexure VI): Is a questionnaire comprising of 10 

questions which has feedback answers graded on a Likert Scale. The questionnaire is aimed at 

understanding the student’s point of view as far as the teaching in medical colleges is concerned. 

This can be administered in a span of 10 minutes. It comprises of knowing as to what would 

comprise a conducive and encouraging atmosphere for students to ask questions uninhibitedly and 

discuss topics and ideas frankly. 

 

RESULTS  

Socio-demographic Profile:  

Total 45 Interns were enrolled in the study. Mean age of Interns was 22.38 years. Majority were from nuclear 

family and of urban background.  
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Table 1: Socio-demographic details 

 

 

Checklist of History Taking:  

Figure 1: Checklist of History Taking 

 
 

Table 2: Checklist of History Taking 

Component of History 

Taking 

Pre-Test 

Median 

( Mean) 

Post-Test 

Median 

(Mean) 

Z value Significance 

( 2 tailed) 

Socio-demography 2(2.24) 3(2.78) -3.986a .000 

c/o according to patient 1(1.27) 3(2.69) -5.706a .000 

c/o according to relative 1(1.33) 3(2.64) -5.844a .000 

ODP 1(1.38) 3(2.60) -5.907a .000 

Negative History 1(1.24) 2(1.62) -3.710a .000 

Past History 2(1.80) 3(2.51) -4.641a .000 

Family History 2(1.98) 3(2.89) -5.586a .000 

Personal History 1(1.40) 3(2.78) -5.755a .000 

General Examination 2(1.96) 3(2.89) -5.514a .000 

MSE 1(1.16) 2(1.56) -4.025a .000 

Wilcoxon signed rank test to compare median (a=Based on negative ranks) 
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Checklist of History Taking

pretest posttest

Variable Variable N=45 % 

Sex Male 24 53.3 

Female 21 46.7 

Age  

Mean (SD) 

 

22.38 (±0.490) 

Family 

Type 

Nuclear 34 75.6 

Extended 11 24.4 

Locality Urban 40 88.9 

Rural 05 11.1 
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As per figure 1 and table 2; Checklist of history taking of Major Depressive Disorder (MDD) patients has 

higher median score in post-test than in pre-test in all components of history taking. Interns had poor skills 

of taking history in asking complaints to the patient and relatives, Origin, Duration and Progress (ODP) of 

illness, Negative history and MSE. These all skills improved post-test up to excellent level, which indicates 

that teaching history taking of MDD during 2 weeks term was very useful.  

 

Evaluation by SMCQ Score:  

Total 15 SMCQs related to MDD and history taking was asked on Day 1 and Day 15. Mean score of SMCQ 

test was higher post-test (Mean=12 ±0.83, 80% result) than pre-test (Mean=6 ±0.83, 40% result). This 

suggests that Interns knowledge improved twice in their term posting.  

 

Feedback by Interns: 

Figure 2: Feedback by Interns 

 
 

As per figure 2, Majority (around 90%) interns reported that awareness by such teaching can reduce stigma 

toward psychiatric illness. 

All interns gave feedback that they are sure that treating patients of MDD can reduce rate of suicide and 

they will refer patient to psychiatrist so that treatment can be started early. This is very encouraging 

statement. Around half of the interns (60%) were very much satisfied with topic & methodology of the study, 

learned components of history taking and all interns learnt criteria of MDD. More than 90% of Interns said 

that now they can diagnose patients with MDD and more than 85% reported that they can take history of 

MDD now. Around 95% of Interns were confident that their communication style with patients improved 

significantly. 

 

Evaluation by Mini-CEX: 

As per figure 4 and table 3, interns had unsatisfactory skills (1, 2, 3) of medical interview, professionalism, 

clinical judgment, counseling skill and organization whereas satisfactory level of physical examination skill 

and overall clinical competence in pre-test evaluation.  

On post-test evaluation, components like medical interview skill, physical examination skill, professionalism 

an organization skill had increased score up to superior level (7, 8, 9) whereas clinical judgment, counselling 

skill, clinical competence, satisfaction of evaluator and interns had increased score up to satisfactory level 

(4, 5, 6) 
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Figure 3: Mini-CEX findings 

 
 

Table 3: Mini-CEX Score 

 

No 

              

                Question 

Pre-Test 

(Day 1)* 

Mid 

Evaluation 

(Day 7)* 

Post-Test 

(Day 15)* 

2 

( P Value) 

1 Medical Interview Skills 3 5 7 86.58 

(0.000) 

2 Physical Examination Skills 4 6 8 85.72 

(0.000) 

3 Humanistic 

Qualities/Professionalism 

3 4 7 84.57 

(0.000) 

4 Clinical Judgment 2 4 5 84.72 

(0.000) 

5 Counselling Skills 2 3 5 80.83 

(0.000) 

6 Organization/Efficiency 3 5 8 88.58 

(0.000) 

7 Overall Clinical Competence 4 5 6 83.00 

(0.000) 

8 Evaluator Satisfaction with Mini-

CEX 

2 4 6 85.51 

(0.000) 

9 Intern Satisfaction with Mini-CEX 2 4 6 87.31 

(0.000) 

By Friedman Test, * is Median Score 
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a. Qualitative feedbacks from Interns: 

• I have never learnt taking history of any psychiatric disorder in such a systematic & detailed way  

• I will never forget taking history of MDD patient because of such a nice personalized experience  

• If I will refer MDD patient to a psychiatrist & he will improve, it will be a most satisfactory thing 

to me  

b. Qualitative feedbacks from Faculties: 

• It was a very satisfactory & novel experience of teaching & evaluating case history to interns  

• If at least 50 % of interns have properly learnt taking history of MDD, I will consider this as a 

success of this project  

• I have used MINI CEX for the 1st time to evaluate students & found it easy , useful & reliable tool 

for evaluation  

• By conducting such projects not only interns get knowledge regarding common  

• If such studies are done for all common psychiatric disorders it will go a long way to reduce stigma 

of psychiatric disorders  

• It has motivated me also to take such projects in U.G.s & interns in future  

 

DISCUSSION 

 

From 2008, 2 weeks’ psychiatry posting is compulsory during internship. Formal teaching during internship 

is not feasible given the time constraints in most departments, but having a guideline about what the posting 

should achieve for the intern and the department will be beneficial to both.  As such every intern should 

work up cases of depression, anxiety, psychosis, other mood disorders, delirium, substance dependence, 

consultation liaison psychiatry cases to identify abnormal illness behaviour and psychiatric aspects of 

physical illnesses. This should be both in inpatients and in outpatients. The number of cases to be worked 

up depends on the availability of patients in the department and the faculty required for supervision. They 

have to demonstrate skills to take psychiatric history, to do a mental state examination and counsel patients 

[42]. 

We focused on teaching proper history taking of MDD only so that Interns at least learn what the 

components of history taking of MDD are and how psychiatry history can be taken. The primary objective 

as mentioned is to equip the interns to practice psychiatry at the primary care level. So as an initiative, we 

taught them the most basic and essential part of psychiatry which is history taking in the patients of MDD 

which is very common among general population. Before teaching history taking in the study; while on 

taking history of MDD patients on Day 1, students found socio-demographic details, past and family history 

and general examination components of history taking easier than other components of history taking like 

how to ask chief complaints, ODP of illness, negative history and MSE. After teaching, other components 

of history taking also became easier on Day 15 which indicates that session of teaching acted as a learning 

tool evoking previous knowledge acquired during MBBS and helped to reconstruct knowledge, skills and 

attitude [60-62]. The reason why interns found socio-demographic details, past and family history and 

general examination easier than other components may be that they have learnt history taking during their 

clinical terms in other departments which are similar in history of psychiatric patients and other patients. 

In our study overall results of SMCQ on pre-test was 40% with mean score of 6±0.83 which increased to 

80% with mean score of 12±0.83 after teaching MDD. This study is supported by Kumar AT et al in which 

test scores in paediatric patients before and after teaching had statistically significant difference. [58] This is 

contradictory to result a study [61] in which there is no effect of teaching on MCQ scores among students. 

The reason for lesser score in pre-test may be that they might have read psychiatric disorder only for exam 

purpose as only 2 questions of psychiatry are asked and that is also in general medicine paper in final MBBS 

and giving much attention to specific things like criteria of disorder, duration of illness and clinical aspects 

like history taking especially MSE. 

Results of Mini- clinical evaluation exercise (Mini-CEX) in our study suggest that there was statistically 

significant difference in level of satisfaction regarding various components of Mini-CEX pre-test and post-

test. So, Mini-CEX was found to be useful tool for assessment of impact of education among medical 

students. In another study, undergraduate students have found Mini-CEX as feasible and satisfactory tool 



Lakdawala et al.: Impact of teaching proper case history taking 
 

52 

 

 Indian Journal of Mental Health 2019;6(1)  

[61]. A systematic review and meta-analysis done also suggested positive effect of Mini-CEX application on 

trainee’s performance [64]. 

One third of students were satisfied of learning medical interview skills and two third were more than 

satisfied with same which is similar to results of a study in which 96% students were satisfied with 

communicative skills [65]. There are many studies indicating positive effects of teaching on communication      

skills [66-68]. 94% students in our study were much satisfied with their diagnosing ability of M.D.D. after 

learning history taking of M.D.D. which is similar to that seen in previous studies [63]. 89% students agreed 

that their attitude towards psychiatry has been changed which is similar to study done previously [69]. 

In our study almost all students were much sure treating patients of M.D.D. can reduce rate of suicide which 

has been studied by authors that education and teaching reduced suicidal rate by 60% [70]. Qualitative 

feedback by both interns and faculties were positive and encouraging which was similar to the studies done 

in the past [71-72]. 

 

CONCLUSION 

 

From this study, conclusions that were reached: 

Teaching history taking improved interns, 

 Art of detailed history taking 

 Communication skills 

 Diagnostic competency 

 Attitude (stigma) toward Psychiatry 

 

Limitations 

 We taught only history taking and one disorder that was M.D.D.  due to time limitation of only 15 

days for compulsory internship Psychiatry posting. 

 During internship also, students have NEET PG classes and for that they take leaves so they can’t 

concentrate properly in clinical term. 

 

Recommendations 

 To learn proper history taking skills, to know basic and common psychiatric disorders, to master 

the communication skills, to learn a good doctor-patient relationship and to decrease stigma 

towards Psychiatry all undergraduate students and Interns should be compulsorily posted in 

psychiatry.  

 All medical students should receive compulsory clinical posting in Psychiatry department in second 

year and in internship for optimum period (Minimum 1 month) because communication skills will 

make them better doctor and it will help them in their clinical practice in future.  

 The training should use clinically evaluable methods like Mini-CEX, OSCE and OSPE etc. and 

should primarily address most basic and problem defining skills of psychiatry.  

 Moreover, Psychiatry should be a separate subject at undergraduate level. At present weightage of 

Psychiatry is so low that students are not taking interest and not taking the subject sincerely.  
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