Behavioral Medicine in Family Practice:
A Unifying Approach for
the Assessment and Treatment
of Psychosocial Problems

Barbara Stephens Brockway, PhD

Madison, Wisconsin

Assessment and treatment of the varied psychosocial prob-
lems which affect patient health often present primary care
physicians with their most difficult and frustrating problems.
This paper outlines criteria which can be used to select a model
of psychosocial treatment compatible with an active family
practice clinic. It also describes one treatment model which
fits the criteria and can be used to assess and treat a wide range
of psychosocial problems common to family practice.

* Barry B., aged 11, referred by his teacher for
“hyperkinesis” and “aggression.”

*Nancy H., aged 44, complains of “back pain”’
and “loneliness.”

e John R., aged 51, 74 pounds overweight,
doesn’t take his propranolol with much consis-
tency, and smokes two packs of cigarettes a day.

* Minna Q., aged 84, dying of lung cancer,
wants to “go home to her children,” but they’re
afraid they “can’t handle it.”
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« Jeff P., aged 32, a master carpenter, recover-
ing from second and third degree bums on his
hands and legs, says he wants to “give up.”

« Jill L., aged 38, has alcohol on her breath
when she comes in for her regular Papanicolaou
smear and pelyic examination.

 Cathy L., aged 24, says her children are “driv-
ing her crazy” as she breaks into tears.

So much for part of the day in the life of a family
physician. An overdramatization? Psychiatric
nightmare? These problems of daily living are
often more the facts of family practice than its
fictions. Statistically, they represent a major group
of presenting problems in any primary care
clinic—those which are either essentially psycho-
social or are exacerbated by psychosocial varia-
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bles. It is estimated that these sorts of problems
constitute 45 percent of all problems presented to
physicians.1 Some place the figures even higher.
Whether one takes a conservative, liberal, or radi-
cal stance to data interpretation, one fact is com-
mon: a substantial percentage of effective family
practice is the ability to assess and treat a variety
of psychosocial problems which affect personal
well-being. Family medicine has taken for one of
its responsibilities the medical assessment and
treatment of the whole person within the context
of the family. With that decision has come the
problem of how to effectively diagnose and man-
age common “people problems.” But which
theory or system of assessment does a family
physician use as a problem-solving vehicle? And
further, which system or systems do family prac-
tice educators incorporate into a residency pro-
gram?

At first glance, these may seem like simple
questions to answer, especially with the prolifera-
tion of theories and therapeutic procedures which
purport to explain human behavior and/or alleviate
emotional problems. However, it is the very pro-
liferation of theories—the quantity of choices—
which makes the questions difficult to answer.
Psychoanalysis, transactional analysis, gestalt
therapy, client-centered therapy, rational-emotive
therapy, primal therapy—each have a unique per-
spective on the analysis and treatment of human
behavior. Which one is right? Or, stated more ac-
curately, which one is right for family practice?

There is at least one major assumption in the
question, namely that there is one “right” system
for psychosocial assessment and treatment in
family practice. (“Right” in this context is defined
as the most efficient and effective.) Singling out
one particular theoretical model does not neces-
sarily mean the others must be excluded or not
offered in a curriculum. It does mean, however,
that we may be able to find one model which is
more appropriate for a family physician to master
by the end of a residency. The goal of this paper is
to answer the question: Which model of psycho-
social assessment and treatment is appropriate
for family practice? It is hoped the answer will
emerge from addressing four main objectives:

1. To list criteria which could be used to select
an appropriate treatment modality.

2. To outline one theoretical and practice
model for the diagnosis and treatment of psycho-
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social problems which meets the criteria.

3. To demonstrate the utility of the model in
family practice.

4. To argue for the inclusion of the model intre
curriculum of family practice residency prograns.

Selection Criteria

To be useful, any theoretical model, no netter
how creative or apparently valid, must eventually
be translated into practice. Practice settings ae
constrained by such variables as available treat-
ment time, space, and personnel. This means tret
the selection of a theoretical model cannot res
simply on the “truth value” of the theory per &
Even if, at the extreme, a theoretical model of
psychosocial assessment and treatment is valid, if
it is not compatible with the limitations and d=
mands of an office-based primary care practice, its
“truth value” may be relevant for academic ds
cussion but not for patient care in family practice,

In reflecting on the structural limitations ad
patient needs in family practice and the edwr
cational demands of a residency curriculum, fie
major criteria emerge which should be used asan
initial yardstick in measuring the practice “fit” of
any psychosocial theoretical model: (a) practice
time available, (b) the comprehensiveness of te
model to treat a wide range of presenting prob-
lems, (c) compatibility with scientific meth
odology, (d) demonstrated positive outcome, ad
(e) the time required to train-to-competency.

Practice Time Available

Whichever theoretical model is selected, it
should be suited to the practitioner who must &
cumulate the most relevant diagnostic and treat-
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ment information available within the time allotted
in a busy clinic setting. Realistically, then, how
much time does a family physician have to spend
with any one patient or family during the course of
regular clinic hours? Physicians in the Madison,
Wisconsin area cite 15 to 20 minutes as the aver-
age length of time for a regular clinic visit. Only
the most foolhardy would claim that the majority
of psychosocial problems can be solved in 15to 20
minutes. Fortunately, solutions are found outside
the office. The primary care practitioner, whether
physician, nurse, or social worker, uses available
treatment time to help the patient develop man-
agement plans. The methodology for change is de-
veloped in the office, but the actual attempt to
change usually takes place outside the office in the
“real world.” Few family physicians can afford to
give many “50 minute” counseling hours during
the course of a day. However, some psychosocial
treatment modalities consider extended prac-
titioner (therapist) contact essential for assess-
ment and treatment. Classical psychoanalysis is
perhaps the most vivid example. Patients meet
with their therapist anywhere from three to five
days per week in one hour sessions over the
course of several years. If a family physician or
health-care team wants to treat the psychosocial
problems which affect the patients’ health, then
availability and the amount of practice time re-
quired to achieve successful outcome are impor-
tant variables to consider in selecting a treatment
modality.

Referral to other specialists such as psychiatric
services or county mental health agencies would,
of course, reduce the actual constraint imposed by
this criteria. Hiring specialists (psychologists, so-
cial workers) on a fee-for-service basis to work
within the primary care clinic might also reduce
this constraint. However, in many primary care
practices, especially in rural areas, the referral
option is virtually impossible because of other
constraining variables, such as distance or social
sanctions against “psychotherapy.” There are
indications that the fee-for-service option is prac-
tical, but only where third-party payers cover
services performed by psychologists and social
workers.2

The Comprehensiveness of the Model
Since a wide range of personal problems are
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presented in family practice, the psychosocial
model should be broadly based, so that it may be
generalized across many different problem areas.
Any intervention model, like any drug, has
maximum efficiency when it can be used to treat
effectively a variety of problems. For instance, it
would be more efficient if the model incorporated
similar procedures for treating a range of problems
from depression to sexual dysfunction to weight
control to noncompliance with medication.
Psychosocial treatment models, however, are
more or less limited in scope. A client-centered
therapeutic intervention, for example, may help
individuals feel better about themselves but it may
not help them overcome their extreme fear of
heights or needles. A gestalt intervention may
help a person become aware of and express his/her
feelings in a more straightforward manner, but it
may not necessarily cure premature ejaculation.
Psychoanalytic approaches may over the long run
help a diabetic person understand his past and his
current resistance to intrusive medical proce-
dures, but it may not help him take his medication
with any more consistency or help him overcome
present marital problems. In selecting psychoso-
cial treatment models appropriate for family prac-
tice, focus should be placed on the comprehen-
siveness or utility of the model across many differ-
ent problem types. This is not to say that one
model will do all things for all people. However, it
is saying that among the many models available,
selection should focus on broadly based models.

Scientific Compatibility

The cornerstone of the medical model, namely
the scientific method, has been largely ignored in
the development of psychosocial theories of be-
havior. Empirically verifiable realities gave way to
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creative interpretations of abstract realities (eg,
castration complex, oedipal complex, id). Overt
behavioral events were interpreted as manifesta-
tions or symptoms of an underlying cause, but that
cause was not specified concretely enough to permit
controlled experimental investigation. To be con-
sistent with a scientific method, empirically verifi-
able hypotheses need to be formulated and sys-
tematically tested. Why insist on scientific method
in the first place? The major reason is its built-in
accountability.

Scientific investigation is a self-corrective pro-
cess. Unpredicted results force a reexamination of
the data and a reformulation of the hypotheses.
More importantly, unpredicted results force a
reevaluation of the theory upon which the selected
treatments are based. This self-corrective feature
builds accountability into the fabric of any empiri-
cally based theoretical model. It provides an in-
herent guarantee that treatment methods based on
the theory will not persist simply because they
are traditionally practiced. Rather, they will per-
sist because they produce demonstrated effective-
ness. Empirical investigation exposes “accumu-
lated practice wisdom" to the rigors of scientific
analysis. At the very least, any selected psy-
chosocial model of treatment should “work,” but
scientists and educators should be able to under-
stand and demonstrate why it works.

Demonstrated Positive Outcome

While this selection criterion may initially seem
obvious, it is the one which is usually neglected in
psychosocial treatment. It is only within the past
15 years that any systematic clinical research has
been done on the outcomes of models of
psychotherapy or counseling. Anecdotal reporting
has, and still does, constitute the major outcome
evaluation criteria. In terms of its potential effect
on patients’ lives, outcome testing may be as im-
portant for psychosocial “effectiveness claims” as
it is for drug claims. Unless a psychosocial proce-
dure can demonstrate positive outcome under con-
trolled conditions, reports of its curative value are
placebo, at best.

548

Training-To-Competency

The amount of time it takes to train someone to
a minimum level of competency should also bea
consideration in any selection process. If two df
ferent models of psychosocial treatment ae
equally effective but mastery of the procedures in
one model takes three years while the other takes
only three months, the later model should prob-
ably be selected if training time is limited—as itis
in any family practice residency.

While other criteria may play a role in guiding
the selection of a psychosocial treatment nodd
for family practice, the above five seem to stad
out as major variables. These evaluation criteria
can be used to assess the merits of any psychoso-
cial theory or treatment model. Establishing tre
criteria will, of course, bias the selection process.
Only a limited number of psychosocial theories
and treatment models, for instance, are empiri-
cally based. One such currently popular psycho-
social model will now be outlined and measured
against the criteria.

Behavioral Medicine Model

In the 1960s, prompted by the growing body of
research on animal learning conducted by Paviovl
and Skinner,4mental health practitioners, predom-
inantly in institutional settings, began to obsene
human behavior without using abstract in
terpretations to ascribe meaning or causes to te
behavior.They discovered that many human re-
sponses, both normal and abnormal, were predict-
able based on an analysis of current environmental
factors. One of the first clinical demonstrations of
this type of analysis is worth noting.6 An in
stitutionalized woman was observed padng
around the ward with a broom, aggressively fend-
ing off any attempt to remove her prized posses-
sion. Two psychiatrists were asked to analyze her
behaviors. Her aggressive broom-holding wss
subsequently interpreted as a child that gives her
love, “a phallic symbol,” and “scepter of an an
nipotent queen!” However, if current overt en
vironmental events had been observed, the cause
of her behaviors would have been clear. She duy
to her broom not because of obsessive urges ora
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desire to incorporate a phallic symbol, but because
she was given cigarettes only if she was observed
carrying a broom! These early admittedly some-
what unconvincing “experiments” have become
increasingly more sophisticated and corre-
spondingly more convincing.7The theory used by
these practitioners is learning theory and the
techniques based on the theory commonly called
“behavior modification.” Behavioral medicine
then refers to any procedure or set of procedures
based on learning theory which is used to assess
and treat medical or medically related problems.*

“Behavior modification” is not really an accurate
term since any human encounter has the potential
for affecting and modifying behavior. Also, the
term conjures up images of robotized manipula-
tion, parentalism, and an unethical assault on
human freedom and dignity. Separated from “bad
press,” behavior modification and its theoretical
underpinning, learning theory, simply states that
much of human behavior, adaptive or maladap-
tive, normal or abnormal, is learned in similar and
discoverable ways. Learning theory holds that
current maladaptive behaviors, whether they are
classified as over-eating, not taking medication,
spontaneous and excessive crying, cigarette smok-
ing, or bizarre mannerisms are maintained not by
past events buried deep in the unconscious but by
current events which can be observed. Maladap-
tive response patterns might have originated in an
early childhood event but the current responses
are maintained because of current environmental
conditions. If a person’s responses are viewed as
learned, then they can be unlearned through sys-
tematic training procedures. The behavioral
model of psychosocial treatment is essentially an
educational model, not a traditional“therapy”
model of intervention. Recently, medical literature
has been peppered by articles describing the use of
behavioral interventions in treating a variety of
medically related problems.8

The scope of this paper will not allow more than
a brief overview of the assessment and treatment
procedures used in a behavioral model. More de-
tailed explanations of learning theory and behav-

AUnfortunately, the term behavioral medicine is used
broadly to refer to any intervention by medical personnel in
tneir treatment of nonorganically based psychosocial prob-
lems. | consider this meaning too general and therefore
choose to restrict its meaning for the sake of clarity.
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ioral procedures can be found elsewhere. 79

Essentially, a behaviorally oriented practitioner
views the patient’s psychosocial presenting prob-
lems as a combination of behavior (or skill) deficits
or excesses. For example, in terms of specific be-
havior, a child who presents with enuresis is prob-
ably wetting too much away from the toilet. The
child may not have learned to hold sufficient quan-
tities of urine for extended periods or to sit on the
toilet or to tell her parent she has to “go potty” or
to wake up when the bladder is filled to capaci-
ty. These are all skill deficits which must be
learned for the child to stay dry. On the other
hand, some people present with behavior of
excesses—they eat too much, drink too much,
smoke too much, worry too much.

Most psychosocial problems have behavioral
correlates, ie, those behaviors or sets of behaviors
which are labeled “anxiety,” “depression,” and
“manipulation.” A term like “depression,” how-
ever, does not describe specific problems vis-a-vis
this patient. It is an abstract construct that sum-
marizes a wide range of possible dysfunctions in-
cluding indecisiveness, decreased sexual activity,
loss of appetite, negative self-statements, and sui-
cidal wishes. An operational description of “de-
pression” for this particular patient may be: Mr.
Jones sits in his living room for extended periods,
crying and refusing to participate in family ac-
tivities. He is unable to sleep without medication.
His conversations include frequent statements of
self-blame and hopelessness. Reformulation of the
problem into behavioral or operational terms
supplies an initial data base for psychosocial
treatment and indicates specific goals for Mr.
Jones to achieve. For example, he will probably
not be labeled depressed if he increases his verbal
and physical interactions with family members,
decreases excessive crying, sleeps through the
night without medication, and increases self-
praising or coping statements.

Once a problem has been defined operationally,
the first set of assessment questions is raised:
What prerequisite skills must this person acquire
before the goal behavior is achieved? Further,
what factors in the environment function to main-
tain the skill deficit or excess and/or prevent the
person from learning the prerequisite skills? Be-
fore a child is successfully *potty-trained,” for
instance, he/she must learn to acquire a series of
prerequisite skills: muscle control, walking to the
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toilet, sitting on the toilet seat, and perhaps telling
parent she “has to go.” Similarly, Mr. Jones must
be able to initiate and maintain conversations on
various topics of mutual interest in order to in-
teract for extended periods with his family. He
may also need to acquire new work skills in order
to apply for a more “meaningful job.”

These are all skills or behaviors which can be
taught in a systematic and deliberate way. To dis-
cover which environmental factors are currently
maintaining a problem, a behaviorally oriented
practitioner performs a functional analysis.
Events which precede and follow any given behav-
ior are described. This can be done through direct
observation, by interview, or by patient/family
data collection. Behaviors are assumed to be
under stimulus control and/or contingency man-
agement. Behaviors which are under stimulus
control have a high probability of occurring when
certain events precede them, eg, the sight of an
ashtray, another person smoking, or a sip of coffee
will often “cue” a smoker to light up. Behaviors
maintained by contingencies are shaped and main-
tained by events which follow them, eg, each time
Mr. Brown complains of a headache, his wife
ceases her nagging, gets his medication, and asks
ifthere’s anything she can do to help him. There is
a high probability that Mr. Brown will continue to
have headaches. Similarily, if Mrs. Brown is
criticized each time she attempts to make an as-
sertive response, there’s a good chance that her
recent assertiveness training will not help her be-
come more assertive. Consequent events which
increase the probability of responses are called re-
inforcers; consequent events which decrease the
probability of responses are called punishers. It is
important to note that punishers and reinforcers
are not qualitative aspects of events per se.
Spouse nagging, parental spankings, even physi-
cian cajoling can be defined as either reinforcers or
punishers depending upon the subsequent occur-
rence of the preceding behavior. It is ironic that
many physicians and health-care professionals in-
advertently reinforce patient noncompliance
through prodding or excessive criticism.

Once the problem behavior is described and
controlling environmental milieu identified, a va-
riety of techniques based on learning theory can be
used to teach the patient to exhibit more appro-
priate and health-producing behaviors. Some ofthe
procedures and techniques include: shaping and
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modeling,B systematic desensitization,# biofeed-
back,15l1and assertive training.I7 The procedures
used may each be “packaged” in slightly different
ways but they are all based on social and/or cogni-
tive learning theory principles which can be nes-
tered within relatively short periods of tire

Residents, nurses, and social work students
who participate in the behavioral training seminars
at the University of Wisconsin Department of
Family Medicine and Practice have learned
conduct successful behavioral assessments ad
treatments of complex cases (more than three in-
terrelated presenting problems) within their firg
six months of residency. This is not to say tet
behavioral assessment and treatment is easy. Itis
as complex, subtle, and intellectually demanding
as any psychosocial intervention which purports
to treat the “whole person.” However, because
the principles of behavioral treatment are emypiri-
cally based and operationally described, they en
be learned within relatively short periods. As with
any medical procedure, the practitioner of behav-
ioral medicine becomes more skillful with experi-
ence. The Ilanguage of learning theory i
straightforward, unpoetic, concrete, devoid of
esoteric words and phrases. It does not present tre
learner with mind-teasing interpretations which
take months and much discussion to unravel,
Within the past year, residents who have partici-
pated in 8 to 12 hours of behavioral training hae
successfully treated the following types of caes
using behavioral procedures: persistent vomiting
in an eight-month-old infant; primary orgasmic
dysfunction; enuresis; encopresis; headaches; &
vere temper tantrums; marital conflict; and reac-
tive depression. Some of the cases required &
sistance from others in the health-care tem
(nurse, social worker, secretary, receptionist) dur-
ing the initial stages of treatment, but in all cases
the residents understood what procedures woud
and should be used to increase the probability of
success. They could monitor case treatments ad
more importantly, understand the rationale for te
management plan. Psychosocial or psychiatric
treatment need not be a mysterious process buta
systematic training procedure toward measurable
goals.

While behavioral treatments are not 100 percent
effective all of the time, they have demonstrated
successful outcome with a range of health related
problems including enuresis, 1821 encopresis,24
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depression, B2 smoking,Bobesity, 93 sexual dys-
function,3Land chronic pain.2 As such, behavioral
medicine is comprehensive, covering many differ-
ent types of psychosocial problem areas. The
strategies used in the different areas are based on
principles of social and cognitive learning theory
tailored to each different patient and problem

Data gathering in a behavioral model is efficient
since the practitioner knows ahead of time the
types of questions to ask which will elicit the rele-
vant environmental information about antecedent
and consequent events.8 The 20-minute office
visit, then, can often be sufficient to gather enough
data to formulate an initial management plan.
When more extensive time is required for assess-
ment, the physician can refer to another member
of the health-care team after the first 20-minute
visit with specific guidelines for those interviews.
Literature and clinical experience in the Depart-
ment of Family Medicine and Practice at the Uni-
versity of Wisconsin, Madison, indicates that
many behavior treatments tend to succeed in rel-
atively short time periods, ie, from one to six
months.

Behavioral Medicine as Prevention

Because the behavioral model looks at
prerequisite skills in an environmental context, it
can also be considered a preventively oriented ap-
proach to practice. A family physician has an op-
portunity to see patients over an extended time
period. At each health assessment or problem
visit, the physician or nurse can focus on the be-
havioral skills (personal, interpersonal, and so-
cial) needed by the patient at his/her stage of de-
velopment and determine whether or not the envi-
ronment is structured to facilitate learning those
skills. For instance, Johnny, aged 14, is quite shy,
ie, he looks down at the ground when someone
talks with him, blushes, gives one or two-word
responses to questions and rarely initiates any
conversations when he is in the office. After brief
interviewing, the physician discovers that Johnny
is not just that way with him but with most adults
and some peers. Behavioral procedures such as
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assertiveness training may help Johnny establish
eye-contact while someone is speaking to him, and
may help him initiate and maintain conversations.
This kind of training may also help to decrease
frequent blushing! Similarily, a couple experienc-
ing their first pregnancy needs to learn a range of
child management skills. Management skills based
on social learning theory can be taught in brief
time periods during monthly prenatal visits.34 If a
person’s personality is conceptualized as a pack-
age of discrete behaviors which can be learned,
relearned, and unlearned, then personality change
is always a potential possibility. If nothing else,
this view of human behavior may help maintain
the optimism of a practitioner who has just seen
the tenth depressed patient of the morning.

As outlined, the behavioral model of psycho-
social assessment and treatment fulfills the
criteria established at the outset of this paper. It is
empirically based, has been demonstrated effec-
tive with a wide range of problems commonly seen
in family practice settings, can be incorporated
into the time demands of a busy practice, and can
be taught in a relatively brief time. Incorporating
the behavioral model into a family practice resi-
dency curriculum may help to give residents both
a perceived and a real competency to assess and
treat the difficult and most frequent psychosocial
problems they will face as family physicians.

Since 1975, the Department of Family Medicine
and Practice at the University of Wisconsin has
incorporated behavioral medicine training into its
behavioral science curriculum. Aside from didac-
tic seminars, the residents also work with behav-
ioral clinicians who staff each of the model clinics
in the program. Behavioral medicine is incorpo-
rated both as an educational and a service compo-
nent of the residency. Evaluating the effectiveness
of this kind of training is in its beginning stages.
However, there are already preliminary indica-
tions that residents who are trained in behavioral
medicine not only identify more psychosocial var-
iables but systematically integrate them into cor-
rective treatment plans.* Behavioral medicine is
certainly not a panacea for psychosocial problems,
but it currently stands as the prime candidate for
psychosocial assessment and treatment in family
practice.

*Brockway B: Evaluating physician competency: What dif-
ference does it make? (unpublished paper, November 1977)
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