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ehavioral Science has made
B innovative and integral con-
tributions to the evolution
of family medicine over the past 50
years. This paper divides this jour-
ney into four developmental eras:
Early Years, Middle Years, Recent
Years, and the Future. Over this
time, the family physician’s role in
treating behavioral health concerns
has changed from primary responsi-
bility to new models of collaboration
and team care. Likewise, behavioral
scientists in family medicine have
enhanced their scope of attention
from the foundational focus on fam-
ily dynamics and behavioral health
care, to physician well-being, contex-
tual care, and team-based communi-
cation. The educational and clinical
functions of behavioral science fac-
ulty have expanded, with significant
contributions to research and schol-
arly work that have defined academ-
ic family medicine, and development
of leadership roles within clinical
teams, academic departments and
centers, and larger health systems.
The new specialty of family medi-
cine was founded upon a broad bio-
psychosocial agenda. “The sine qua
non of family practice is the knowl-
edge and skill which allow the fam-
ily physician to confront relatively
large numbers of unselected patients
with unselected conditions and to
carry on therapeutic relationships
with patients over time.”
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Founders of the academic disci-
pline of family practice (now family
medicine) carefully considered how
to practice and teach this unique
and needed specialty. What were the
skills needed for patient communi-
cation, maintaining long-term rela-
tionships, and managing patients
within the context of families and
communities? Many physicians, be-
havioral scientists, educators and re-
searchers have tried to answer these
questions.? Their body of work is the
50-year academic history of behav-
ioral science in family medicine.

Methods
Building on several prior reviews
and original writings, contributions
were interpreted by authors repre-
senting a spectrum of perspectives
within academic family medicine.

It is beyond the scope of this brief
overview to include all seminal con-
tributions to the evolution of behav-
ioral science in family medicine. We
chose to highlight frequently used
key references that illustrate overall
trends. Likewise, there are certain
important domains such as com-
munity-oriented primary care and
interprofessional training where be-
havioral scientists have made sub-
stantial contributions; however, a full
exploration of these topics is beyond
the scope of this article.

In addition to the general liter-
ature review, a thematic analysis

identified the relative frequency of
behavioral science terms and con-
cepts published throughout this his-
tory. The PubMed literary search
engine identified articles published
from 19662016 using key words in
titles and abstracts. The 50-year pe-
riod was divided into three roughly
equal time frames with four extra
years for the start of the specialty
when few articles were published
and residencies were just begin-
ning. The authors reviewed 40 be-
havioral science terms, and agreed
upon 20 commonly used terms found
with even modest frequency in pub-
lished articles and reports linked to
family medicine. Via iterative liter-
ature searches spanning our three
time periods up to 2016, the behav-
ioral science terms were linked to
family medicine, family practice, and
primary care to assess the relative
frequency of terminology over time.
Repeated searches combined related
terms (ie, substance use and addic-
tion) and dropped very infrequently
used terms. These 20 most common-
ly found terms are shown in a fre-
quency chart (Figure 1) across three
time periods.
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Thematic Analysis Results

Several trends are apparent in
the thematic analysis. The Recent
Years (1996-2016) query produced
661% more total hits than the Ear-
ly Years (1966-1986) query. This
likely reflects an increase in perti-
nent journals, increased interest in
the behavioral sciences in the liter-
ature, and the expanded number of
behavioral science faculty and their
participation in scholarly as well as
educational activities. Certain terms
changed in prominence between the
eras. For example, “Family Therapy”
was cited in 4.7% of the articles from
the Early Years, but only .7% in the
Recent Years. Similarly, “Integrated
Care” and “Shared Care” were not
cited in the Early Years, but had 25
and 46 citations respectively in the
Recent Years. The term “Behavioral
Science,” quite common in the Early
Years, has been mostly eclipsed by
“Behavioral Health” in the Recent
Years.

The Early Years (1966-1986):
Launching Programs

Founders of academic family med-
icine defined the essential knowl-
edge and skills needed for those
entering this new primary care spe-
cialty, striving to reach beyond the
technical aspects of medicine toward
humanistic comprehensive care for
each person.? This required new
skills in diagnosis and management
of common psychiatric illnesses, as-
sessment of normal individual and
family development, and adaptation
to illness and loss. In addition, the
early founders anticipated the de-
velopment of competencies related
to family assessment and interven-
tions. “It is axiomatic that the spe-
cialty of family practice (now family
medicine) is involved in the compre-
hensive, ongoing care of individual
patients and their families, and that
the knowledge and skills required by
the family physician include a broad
range of clinical competencies.”* “It is

Figure 1: Word Frequency
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also axiomatic that the family is the
basic unit of care extending well be-
yond the individual as the patient...”®

Curriculum Experimentation
The initial development of academ-
ic family medicine afforded national
financial support for experimenta-
tion, including support for “behavior-
al scientists” from many disciplines.
Strong collaborations occurred,
particularly with community- and
family-oriented psychiatrists and
family therapists. Psychologists,
social workers and pastoral coun-
selors helped expand the clinical di-
agnostic and psychotherapy skills of
family physicians. Anecdotal discus-
sions and writings of early leaders
remind us how the academic focus
for each program did not reflect
national standards but rather the
unique background, perspective and
skills of the faculty within each pro-
gram.6,7,8,9,10,11,12,13

There were tensions from the
start. Were family physicians ex-
pected to care for all the physical,
emotional and social needs of their
patients? Should family physicians
manage mental health disorders
alone or refer to a mental health spe-
cialist?'* And, where was the line for
referral? How much should curricula
emphasize diagnosis and treatment
of common disorders versus help-
ing family physicians improve their
interviewing skills, individual and
family assessment skills and their
own self-awareness?'¢

Published articles in journals such
as Family Medicine and Families,
Systems, and Health (initially Family
Systems Medicine, founded in 1983),
document the continued struggle to
balance clinical and educational
agendas for behavioral science in
family medicine. The behavioral sci-
ence learning agenda for many fam-
ily physicians was not dissimilar to
that for a formally trained psycho-
therapist and paid little attention
to working with multi-professional
teams. This model unintentional-
ly led many trainees to feel over-
whelmed with this expanded role,
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though a handful of residents and
early career family physicians did
become fully trained therapists. The
latter group, with extensive general
systems training disproportionately
evolved into a variety of leadership
roles in teaching and practice.

The vast majority of family med-
icine residents stayed within the
boundaries of traditional medical
roles, but with a humanistic foun-
dation. In the mid 1980s, family
medicine again wrestled with name
change back to general practice vers-
es the more expansive concept of
family medicine.? The retreat failed
as the specialty recommitted to the
name family medicine but clarified
that teams would complement the
skills and knowledge of the family
physicians.

Developing Competencies
As each academic program developed
its own culture, the Society of Teach-
ers of Family Medicine (STFM) and
related organizations were critical
in bringing together thought lead-
ers and eventually creating nation-
al curricula. National meetings of
the STFM Group on the Family in
Family Medicine and the Forum for
Behavioral Science in Family Medi-
cine were established. In 1982, the
STFM Task Force on Behavioral Sci-
ence was created to review teaching
of behavioral science in family medi-
cine.'”!8 Their survey of STFM mem-
bers found that 90% of responding
programs employed behavioral sci-
ence faculty. They noted a shift from
part-time psychiatrists teaching be-
havioral science to more full-time
non-physician behavioral science
faculty. The primary focus of the
curriculum was on counseling/in-
terviewing, family dynamics/systems
and the doctor-patient relationship.
The integration of family systems
was an early and continuing premise
for behavioral science curriculum in
family medicine.'® Interviewing skills
for “family meetings” for families
with complex illness were support-
ed by several early textbooks: “Fam-
ily Therapy and Family Medicine™?,
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“Working with Families” and “Fam-
ily-Oriented Primary Care”.’ Origi-
nal ideas about family development
and the family life cycle, formulated
by sociologists, family therapists, and
family oriented psychiatrists, need-
ed to adapt to changing family life
contexts and the role of culture and
broader systems influencing health
and illness. Training for family care
demanded more sophisticated think-
ing and caution as research revealed
more diverse types of families and
greater variations in the family life
cycle. Physicians’ training needed
to encourage a more nuanced un-
derstanding of how diverse fami-
lies function and adapt to change,
especially when facing health relat-
ed challenges. Concepts of “cultural
competence” and “cultural humility”,
so widespread in current academic
medicine, were an early focus of fam-
ily medicine. 2!

Early core competency discussions
occurred in 1986?22, when the STFM
Task Force outlined core competen-
cy objectives for behavioral science
education. Designed as a working
document, goals and objectives were
created for: (1) sociocultural issues,
(2) normal development/develop-
mental crises, (3) doctor-patient re-
lationships, (4) family systems and
life cycles, (5) biopsychosocial assess-
ment, (6) biopsychosocial manage-
ment, and (7) personal/professional
relationships. The American Acade-
my of Family Physicians® also pub-
lished their first guidelines for a
behavioral science curriculum which
has undergone multiple revisions.

Middle Years (1987-

2001): Establishing

Curricular Consensus

Several themes emerged from our
reflections on the evolution of the
Middle Years of behavioral science
in family medicine: collaboration
and common ground, core behavior-
al health topics and skills, communi-
cation skills, provider self-awareness
and reflective practices, and biopsy-
chosocial and contextual care.

Collaboration & Common
Ground

While behavioral scientists fre-
quently felt isolated in their unique
programs and developed unique cur-
ricula, STFM and the Forum meet-
ings provided valuable venues for
support, coordination of curricu-
la, and inspired opportunities for
educational influence. The STFM
Group on Behavioral Science con-
tinued to develop common ground
and teaching resources through the
publication of the “Resource Guide
for Behavioral Science Educators in
Family Medicine.”* Yet even within
STFM, full collaboration took time
to develop. There was overlapping
membership but different foci for the
STFM Group on Families in Family
Medicine and the Group on Behav-
ioral Science. Most behavioral sci-
entists needed to choose between
the two national behavioral science
meetings, the Forum, or the STFM
Conference on Families in Health,
and the more general STFM Annual
Spring Conference. With such compe-
tition between conferences, the last
Conference on Families and Health
occurred in 2008, enabling behavior-
al science presentations to be main-
stream in the STFM Annual Spring
Conference. With significant collab-
oration, the two groups were com-
bined in 2011, creating the largest
STFM group, the STFM Group on
Family and Behavioral Health (now
known as the STFM Family and
Behavioral Health Collaborative).
This consolidation has resulted in
increased behavioral science faculty
attendance and programming for the
STFM Annual Spring Conference,
ensuring a more robust collabora-
tion within our academic specialty.

From Mental Health to Behavioral
Health Integration

As discussed later in the paper, the
language of behavioral science has
shifted to reflect the movement to-
ward integration. In the Early
Years, terms borrowed from psychi-
atry included transference, counter-
transference, psycho-pathology and
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resistance to change by the patient.
Gradually terms like family systems,
normal family functioning, geno-
gram, adherence to treatment plans,
care coordination, shared care, col-
laborative care and integrated men-
tal health have evolved. The lexicon
of integrated care became confusing
to participants as many key terms
were interpreted differently. Creat-
ing a consensus of meaningful terms
emerged in the next era when the
Agency for Healthcare Research and
Quality (AHRQ) provided a Lexicon
authored by CJ Peek.? The risk in
this evolution was the minimization
of the psychotherapeutic influence
regarding the clinician-patient rela-
tionship, transference and counter
transference issues.

In many ways, the Middle Years
saw an increase in potential content
and then a consolidation of focus.
Training gradually shifted toward
the family physician learning skills
to work collaboratively with others
more fully trained in psychotherapy
and diagnosis of diverse behavioral

problems. Family physician training
focused more on assessment, brief
psychosocial interventions and shar-
ing care with other behavioral health
clinicians.!*%

Curriculum has been steeped in
the biopsychosocial model of health
and illness, especially that individual
behavior and patterns exist within
complex systems including families
and other social networks.? Figure
2 summarizes how key components
that are now frequently addressed in
behavioral health curriculum share
a unifying focus on a strong patient-
physician relationship.

Core Behavioral Health Topics
and Skills

Core behavioral health topics have
included screening and the diagno-
sis and treatment of mental health
conditions common to primary care
such as depression, anxiety and so-
matic symptom disorders. Additional
areas of focus include health promo-
tion and the interplay of physical
and emotional health.

Figure 2: Domains in Behavioral Science Teaching
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Communication Skills

As core principles for behavioral sci-
ence education were consolidated,
so were models and tools for teach-
ing communication skills.!® In 1986,
Stewart & Lieberman published The
Fifteen Minute Hour?, predicting the
changes for increased productivity to
be implemented in the Middle Years.
This influential work on therapeutic
communication with patients is now
in its fifth revision. Protocols for fam-
ily-oriented interventions were de-
veloped.?® Schirmer and colleagues
reviewed 15 instruments developed
to measure patient-physician com-
munication.?? One notable product
of this review was the Patient-Cen-
tered Observation Form (PCOF).?°
These concepts and tools helped cre-
ate a shared framework and shared
language to teach and assess compe-
tency in patient-centered communi-
cation skills.

Provider Self-Awareness and
Reflective Practice

Balint groups have been a quint-
essential venue for self-reflection
within family medicine education.?!
Begun in England with practicing
general practitioners, Balint groups
are structured to help physicians un-
derstand how they are influenced
by their patients and how patients
might view their doctors. Though
Balint groups continue in some pro-
grams, in others focus has shifted
to mindfulness, self-regulation, self-
care, and narrative practices as self-
reflection tools and ways to reduce
risk of burnout.?? Family medicine’s
early concern with mindfulness,3?
well-being, and burnout? has become
a focus for national medical training
of all specialties, and the ACGME.

Biopsychosocial / Contextual Care

While the Early Years focused upon
teaching family physicians to con-
sider family influence on health and
how to engage families, the Middle
Years also focused on how fami-
lies are influenced by communities
and cultures.?*?%3738 The concept of
the patient in the context of family
“and community”, originally stated
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in our founding documents required
a more sophisticated teaching agen-
da regarding diverse cultures and
communities. Fundamental to this
development is the awareness that
none of us can ever “know” the life
and experience of another. Excellent
contextual care is inextricably inter-
twined with excellent communica-
tions skills.

Recent Years (2002-2016):
Moving Towards Integration
Development of the ACGME “Mile-
stones” provided an opportunity to
review and solidify the role of the be-
havioral sciences in graduate medi-
cal education. Milestones interwoven
throughout the sub-competencies in-
clude the behavioral science topics
of patient-physician interactions, in-
terprofessional communication and
functioning, integration of psycho-
social contexts and interpersonal
awareness. As national accrediting
bodies have embraced these princi-
ples, academic family medicine con-
tinues to provide leadership.

Behauvioral Science Workforce
Development
There are multiple examples of long-
standing training opportunities for
future behavioral scientists with-
in several programs, and increased
training is now available. Initiatives
to build a highly skilled workforce
for family medicine include the con-
tinuation of the Forum for Behav-
ioral Science in Family Medicine,
the STFM Annual Spring Confer-
ence, and the Collaborative Family
Healthcare Association annual con-
ference (CFHA). Developed to create
future education leaders, the STFM
Group on Family and Behavioral
Health created the Behavioral Sci-
ence Family Systems Educator Fel-
lowship in 2010. As of 2017 more
than 100 behavioral science educa-
tors will have graduated from this
yearlong fellowship program which
provides critical mentorship, resourc-
es for education, and networking op-
portunities.

An additional workforce devel-
opment effort is the creation of a
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Behavioral Sciences Basics Wiki by
members of the STFM Collaborative
on Family and Behavioral Health.
This Wiki is designed to be a con-
tinuously evolving repository for key
resources for behavioral science edu-
cators. Furthermore, as the Integrat-
ed Behavioral Health (IBH) model
has continued to expand, addition-
al training programs for teachers of
behavioral science have been devel-
oped, standardizing many aspects of
training to teaching the IBH model
in family medicine residencies.?**

Integrated Behavioral Health

The Integrated Behavioral Health
model (IBH) is also described as inte-
grated care, primary care behavioral
health, collaborative family health-
care, and medical family therapy. It
is defined as “care that results from
a practice team of [medical] and be-
havioral health clinicians, working
together with patients and families,
using a systematic and cost-effective
approach to provide patient-centered
care for a defined population. This
care may address mental health and
substance abuse conditions, health
behaviors (including their contribu-
tion to chronic medical illnesses), life
stressors and crises, stress-related
physical symptoms, adaptation to
illness, and ineffective patterns of
health care utilization.”>#!

The IBH movement began in the
late 1980s and early 1990s through
the pioneering work of Don Bloch
and the founders of the Collaborative
Family Healthcare Association, near-
ly all of whom were affiliated with
family medicine departments. From
small beginnings, this approach to
healthcare has spread to represent
a mainstream form of care in family
medicine residencies, governmental,
and non-profit healthcare systems,
and increasingly in the for-profit sec-
tor.*? The American Academy of Fam-
ily Physicians published a position
paper recommending co-location of
mental health specialists in primary
care settings, with perceived benefits
including improved access, follow-up,
innovation, and coordination of ser-
vices.*

With little scholarly literature
that quantifies the growth of IBH
services in family medicine residency
settings, we present anecdotal data.
In preparation for this paper, the au-
thors conducted a survey of the ed-
ucational sessions presented at the
1996, 2006, and 2016 STFM annu-
al conferences. During this time, the
number of sessions related to inte-
grated behavioral health services in
those years increased from 4 to 33
to 57.

As mentioned earlier, the ter-
minology of integrated behavioral
health evolved without consensus
of definitions for related terms.
AHRQ supported a series of meet-
ings that yielded a published “lexi-
con” of common terms based upon
a consensus of opinion by leaders
in the field.? As the language de-
veloped, so has research about be-
havioral health integration.* Family
medicine researchers at Wayne State
University revealed that 83-89% of
residency graduates agreed: (1) they
learned important knowledge and
skills from the psychology trainees,
(2) their patient care was enhanced,
and (3) they were more capable of
team-based practice based on their
interprofessional training environ-
ment.*> Similar research from the
Providence Oregon Family Medicine
Residency revealed that 97% of grad-
uates were more inclined to apply for
or accept a job offer if the position in-
cluded integrated behavioral health
services. The aspects of the IBH
model most appreciated by residents
were warm hand-offs (100%), curb-
side consultations (97%), assistance
with mental health referrals out of
clinic (88%), and helping with pa-
tient crises (85%).¢ A 2014 consen-
sus White Paper*” noted that mental
health services must be included in
the core function of Patient-Centered
Medical Home (PCMH). As the prac-
tice of medicine has evolved more
and more toward a corporate mod-
el of standardized care delivery and
sometimes rigid time constraints,
we risk losing some core aspects of
the biopsychosocial model.*® With-
in residency programs, behavioral
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science faculty provide teaching as
well as IBH services which creates
time management conflicts. As most
training programs work within a
predominantly fee-for-service pay-
ment model there is ever increasing
pressure to see patients more quick-
ly. When the behavioral health fac-
ulty take the time away from their
own direct patient care to help train-
ees via direct supervision, coaching,
mentoring, and with joint interviews,
it reduces the opportunities to gen-
erate essential income. These prac-
tice realities are ripe for research to
clarify best economic, patient care
and educational needs. (For a time-
line of historical events in behavioral
science see Figure 3.)

Future

Our predictions for the future of be-
havioral science reflect the rapid
changes underway in family med-
icine and health care delivery sys-
tems. The “Triple Aim”, the widely
adopted goals for modern health
care, simultaneously includes:
(1) improving patient experience,
(2) improving health of populations,
and (3) reducing the overall costs.*’
This desired outcome cannot occur
without enthusiastic and effective
care teams. Therefore, the recent
“Quadruple Aim,”° adds the goal
of improving the experience for the
health care teams. Efficiently ad-
dressing the “whole person” needs
of patients and achieving the Triple
and Quadruple Aims will require

‘ SPECIAL ARTICLES ‘

experiments in team-based care, in-
terprofessional education and prac-
tice.?

The roles of physicians, nurses, and
all types of behavioral health care
clinicians will continue to evolve
and require new skills in leadership
and collaboration. Behavioral science
faulty often demonstrate and teach
these skills and use them to fulfill
significant institutional leadership
roles in departments and academic
health centers.

Since the beginning of our disci-
pline, behavioral science educators
and researchers have contributed
not only as teachers but as leaders
of practice, research programs and
institutions by demonstrating com-
munication, negotiation, and system

Figure 3: Historical Events in Behavioral Science
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consultation.?? Their significant and
expanding roles in family medicine
must still be recognized. The authors
recommend that behavioral science
educators be designated as core fac-
ulty for all family residencies by AC-
GME.

The collective “organism” of the
health care team will find new ways
to build and maintain the trust of
patients and families. Patients in
distress will still need a trusted
health care professional’s person-
al presence to explore complex ill-
ness, treatment, and recovery in the
context of family and community.>
Family physicians will build and
maintain trusting relationships not
only with patients and families but
also with other members of the ex-
panding healthcare team including
behavioral health providers and ed-
ucators.

Few predictions hold over time
except that the rate of change will
accelerate.’ We predict the role of
psychopharmacology will change in
behavioral health. The underlying
basis of psychiatric and behavioral
health disorders and treatment will
shift toward a greater emphasis on
the neuroplasticity of the brain and
neuro-development as the dominant
model versus a more biochemical ex-
planatory model for psychiatry and
behavioral health.? Talk therapy
and interpersonal therapy strate-
gies will become more frequently
used models of helping patients. Im-
proved options for tele-health, online
self-directed care, and other means
of offering psychotherapy will ex-
pand. The impact on children and
adults of Adverse Childhood Experi-
ences, or ACEs,* plus the pervasive
impact of the social determinants of
health will be understood more fully
as powerful influences on brain func-
tion and overall health and health
related behavior.?”

Expectations for the future re-
flect the commitments of the past 50
years. Behavioral science skills will
remain essential for ensuring that
the empathic clinicians who choose
family medicine will remain adap-
tive and meet future patient needs.
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Clinical teams make this possible
and behavioral science educators will
continue to support patients, phy-
sicians, and clinical teams. Alterna-
tive payment models that support
value-based and population-based
rewards for integrated practices will
help, and family medicine has the
opportunity to demonstrate this val-
ue. While full funding develops, fam-
ily medicine will creatively continue
to “do the right thing” and demon-
strate increasing success in creating
balanced biopsychosocial care.

CORRESPONDING AUTHOR: Address cor-
respondence to Dr Baird, University of Min-
nesota Medical School, 420 Delaware St SE,
MMC 381, Minneapolis, MN 55455. 612-624-
4641, Fax: 612-624-5930. baird005@umn.edu.
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