
9. Insel TR, Winslow JT. Neurobiology of obsessive com-
pulsive disorder. Psychiatr Clin North Am 1992;15:
813–824.

10. Trivedi MH, Rush AJ, Wisniewski SR, Nierenberg AA,
Warden D, Ritz L, Norquist G, Howland RH, Lebowitz
B, McGrath PJ, Shores-Wilson K, Biggs MM,
Balasubramani GK, Fava M. Evaluation of outcomes
with citalopram for depression using measurement-
based care in STAR*D: Implications for clinical prac-
tice. Am J Psychiatry 2006;163:28–40.

11. Lieberman JA, Stroup TS, McEvoy JP, Swartz MS,
Rosenheck RA, Perkins DO, Keefe RSE, Davis SM, Da-
vis CE, Lebowitz BD, Severe J, Hsiao JK. Effectiveness

of antipsychotic drugs in patients with chronic schizo-
phrenia. N Engl J Med 2005;353:1209–1223.

12. Kandel ER. Biology and the future of psychoanalysis: A
new intellectual framework for psychiatry revisited.
Am J Psychiatry 1999;156:505–524.

13. Eisenberg L. Is psychiatry more mindful or brainier
than it was a decade ago? Br J Psychiatry 2000;176:1–5.

14. Eisenberg L. Mindlessness and brainlessness in psychi-
atry. Br J Psychiatry. 1986;148:497–508.

15. Masten A S. Ordinary magic: Resilience processes in
development. Am Psychol 2001;56:227–238.

16. Lazarus R S, Folkman S. Stress, Appraisal and Coping.
New York: Springer, 1984.

Teaching Psychotherapy to Psychiatric Residents in Israel — The
Residents’ Point of View

Renana Eitan, MD, Aviva Cohen, MD, and Ayelet Budick Sharon, MD

Department of Psychiatry, The Hebrew University — Hadassah Hospital, Jerusalem, Israel

It is not incumbent upon you to finish the task, but
neither are you free to absolve yourself from it.

(Ethics of the Fathers, Chapter 2, verse 21)

Biological psychiatry is not considered revolution-
ary to the recently trained doctor. Quite the oppo-
site, the medical based classification of mental
disorders, evidence based medicine and the constant
search for pathophysiological mechanisms responsi-
ble for mental disorders is a natural progression of
today’s training of the medical student. With this in
mind, the choice of a medical student to dedicate his
career to the study of mind and soul is often associ-
ated with a halo connected with partaking in psy-
chotherapy. Psychotherapy is considered a
fascinating area that combines a unique relationship
between therapist and client, combining therapeutic
skills with rich theory that allows glances and occa-
sionally the opportunity to reach the inner world of
the client.

As trainees, we are witnessing an ongoing battle
in the understanding and treatment of mental health
patients that vacillates between biological psychiatry
and psychotherapy. But we should always remember
that both biology and psychodynamics are models,

often temporary and changing, of the vast scope of
human behavior, emotion and cognition. At our
stage in the training process we obviously do not
have the ability to win this battle, but the desire to
know as much as possible about both biological psy-
chiatry and psychotherapy remains strong. More-
over, given the great amount of “unknowns” even in
contemporary psychiatry, we should not aim to de-
velop one authoritative approach to mental health
but rather to obtain as broad a basis of information
as possible to enable us to discuss and contemplate
the complexity of each patient, in conjunction with
the psychological and biological knowledge at our
disposal.

Looking ahead to the next decade when we will
function as independent psychiatrists, we have a re-
sponsibility to the survival of both psychotherapy
and biological psychiatry, within the psychiatric
realm. The future contribution of our research in bi-
ological psychiatry by psychiatrists is essential. By
the same token our future contribution to the main-
tenance and development of psychotherapy in the
psychiatric context is also crucial and cannot be re-
placed by non-medical therapists.
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Teaching psychotherapy presents one of the most
central challenges in the residency program of psy-
chiatry. The onus on residents beginning their resi-
dency is to integrate into the treating team of
psychiatrists, psychologists, and other mental health
workers familiar with psychotherapeutic jargon.
Psychiatry residents, almost without exception,
begin their training within active departments of
psychiatry catering to patients suffering from mental
conditions requiring an emphasis on psycho-
pharmacological treatment. They are therefore ex-
posed to the world and language of psychotherapy
from an encounter with severely ill patients, many
times with partial and vague understandings of even
the basic psychotherapeutic foundations. After com-
pleting this phase in their training, residents con-
tinue their training in an outpatient setting, and
within a short time are required to and find them-
selves practicing psychotherapy despite the process
being very unclear. The relative ease with which the
medically trained resident can learn chapters of psy-
chiatry, psychodiagnostics and psychopharma-
cology, coupled with the fact that the initial phase of
training was (rightly) carried out in inpatient set-
tings, adds to the struggle involved in learning psy-
chotherapy leading to a disparity in the accumulated
body of knowledge in favor of biological psychiatry.
Furthermore, residency in psychiatry is organized in
a way that will most likely draw out the residents’
skills and mastery in the biological aspects of psychi-
atry, leaving behind the need to maintain and de-
velop the art of psychotherapy.

The supervision generally provided in teaching
psychotherapy is mainly psychodynamic in orienta-
tion. This type of teaching is very demanding, often
new and unfamiliar to many residents, requires
much time and often involves overcoming resistance
and employing emotional and other resources not
often used in practicing other medical disciplines. In
contrast, more practical approaches with perhaps
more straightforward principles, such as those of
cognitive behavioral therapy, may be more tenable to
short-term structured teaching, and have recently
been included in the psychiatric residency program.
The psychotherapy related conflicts described above
often surface while preparing for the psychiatric ex-
aminations. There is then an expectation on behalf
of the examiners for in-depth knowledge regarding

psychotherapy. Residents then try filling in the gaps
in a haphazard way due to the absence of a struc-
tured teaching of psychotherapy throughout the res-
idency program. The halo that once surrounded the
learning of psychotherapy before residency fast be-
comes a heavy burden. This quite naturally leaves a
lasting impression, often negative, which thereby
discourages residents seeking out future training and
skills in the field of psychotherapy.

To avoid the above-mentioned situation, creation
of a current teaching program by the Israel Psychiat-
ric Association is vital. This program needs to clearly
define the main topics that cover the theoretical and
practical learning of psychotherapy and also needs
to include references to relevant reading material in
current and traditional texts. This program also
needs to be directed towards Israeli residents and
cover topics likely to be encountered among us, such
as therapy for Holocaust survivors and their families,
treatment of soldiers and victims of terror, with texts
available in Hebrew.

The amount of information required to practice
medicine today has expanded significantly. The
same holds true for psychiatry. The attempt to con-
dense the level of information required by the resi-
dent through removing non-relevant parts (such as
psychodynamic psychotherapy) of the program is
misleading. Furthermore, the allocation of time of
the resident has changed and the prioritization is dif-
ferent than in the past. An example is the balance be-
tween commitment to the profession, to family and
to free time, or finishing work in the morning fol-
lowing a night on call. It seems that having to learn
more information in a shorter space of time has
brought about changes in the way the medical insti-
tutions relate to residency programs in all parts of
the world. The perception that residency is basically
a training program and a continuation of medical
school is fast replacing the concept of its being the
main source of “cheap labor” in hospitals. This is evi-
denced by the designing of an integrated teaching
program for residents in hospitals while reducing
their heavy workloads. In order to revamp the sys-
tem and allow residents to gain the vast amount of
information they require, there needs to be a focus
on teaching and training as being the driving forces
and a reduction in the work load.

Our hopes as residents are to acquire a broad and
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balanced base of knowledge in the various domains
of psychiatry. After residency is complete, some of us
may choose to specialize in particular aspects of
this broad discipline, such as psychopharmacology,
biological research, psychodynamic or cognitive
psychotherapy. However, we strongly feel that the
residency program should provide us with an ac-
quaintance and skill with which to provide a high
level of care in all aspects of psychiatry and enable
us to continue and develop in any of the major do-

mains. We believe psychotherapy is one of those
areas. Therefore, we see of utmost importance the
combination of biological psychiatry and psycho-
therapy in the teaching program and request not to
have these topics censored due to claims of time con-
straints. We are asking for the time to learn. Even
though after residency each of us will choose our
own area of expertise, strong foundations built dur-
ing the training program are essential and likely to
shape the way we practice psychiatry in the future.
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