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Medical students need more 
comprehensive training in behavioral sci-
ences to cope with the increasing acuity 
of patients seen in an ambulatory-care set-
ting. Present-day psychiatry teaching and 

_clinical rotations emphasize severe psy-
chopathologic disorders and inpatient 
care. Colleges of osteopathic medicine 
should integrate behavioral sciences into 
the preclinical curriculum and clinical 
training. Clinical psychiatry training 
should prepare students to care for pa-
tients with the kinds of behavioral diffi-
culties seen in primary care settings in an 
integrated manner. 
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Medical educators face continuing chal-
lenges in preparing osteopathic medical stu-
dents to practice in an ever-changing health 
care environment. Space limitations preclude 
examining the deficits of modern-day practi-
tioners in the area of behavioral sciences and 
psychiatry. However, the medical literature sug-
gests that physicians do not adequately recog-
nize or treat patients with primary psychiat-
ric disorders, psychiatric disorders as comorbid 
conditions, or other behavioral disorders.1•2 Al-

Dr Magen is director of psychiatry residency training 
at Michigan State University-College of Osteopathic 
Medicine. 

Reprint requests to Jed G. Magen, DO, Director of Resi-
dency Training, Michigan State University-College of 
Osteopathic Medicine, Department of Psychiatry, B-105 
West Fee Hall, East Lansing, MI 48824. 

648 • JAOA • Vol 92 • No 5 • May 1992 

though it might be argued that osteopathic phy-
sicians talk to patients more and spend more 
time with them, this time spent may not 
equate with improved care or a greater devo-
tion to psychosocial issues. 

An examination of the problems presented 
by the traditional curriculum in educating stu-
dents in the behavioral sciences is presented 
here, followed by suggestions for alternative 
approaches. Preclinical and clinical curricula 
are considered separately. 

Throughout this paper, the terms psychia-
try, behavioral science, and behavioral medi-
cine will be used. As such, psychiatry will be 
defined as "the branch of medicine dealing 
with the study, treatment, and prevention of 
mental illness."3 

Behavioral medicine encompasses a large va-
riety of techniques capable of altering behav-
iors to reduce known risk factors for illness. 
These techniques may also be used as preven-
tive measures. For example, biofeedback can 
be used to reduce hypertension; other tech-
niques may help to reduce or eliminate smok-
ing.4 Behavioral sciences is the study of hu-
man and animal behavior applying experimen-
tal and observational methods similar to those 
found in other natural sciences (letter, T. Stach-
nik, PhD, December 1990). 

Preclinical medical education 
During preclinical medical education, students 
begin to develop attitudes and behaviors that 
will remain with them throughout their ca-
reers. They learn the primacy of the basic sci-
ences and the premium placed on memoriza-
tion.5·6 Through interviewing courses, students 
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not previously oriented toward talking with 
patients and thinking about behavioral issues 
may become transiently interested in this 
area. However, as they become involved in the 
remainder of the curriculum, students can eas-
ily lose interest in behavioral issues. Such 
study areas occupy only a small portion of the 
compartmentalized curriculum. Silverman and 
colleagues 7 present strong evidence for this phe-
nomenon in their study involving students ex-
posed to a course designed specifically to ori-
ent them toward psychiatric concepts and the 
interaction of biologic, psychologic, interper-
sonal, and sociocultural factors. Specific atten-
tion was given to developing an "integrated 
conception ofthe patient and his or her illness 
based on an understanding of important bio-
logic, psychologic, interpersonal, and sociocul-
tural factors."7 Little change occurred in stu-
dents' strong biomedical orientation, despite 
their rating the course as extremely effective 
in conveying a unified concept of the patient. 7 

More recently, this unified model has been 
described as the "biopsychosocial model."8 

Most teaching in the first 2 years emphasizes 
the "bio" segment of this model almost exclu-
sively. Basic science faculty often have little 
knowledge of, or incentive to discuss, behav-
ioral issues. Many clinical faculty are not ori-
ented toward including discussions of psycholo-
gic and social factors in illness in their lec-
tures. The other usual venue for behavioral 
science teaching is a series of lectures on psy-
chopathology. This format emphasizes memo-
rization. However, it fails to convey the rich-
ness of human behavior and makes no connec-
tions with clinical skills needed to uncover be-
havioral disorders. Furthermore, psychiatry 
courses often do not relate to other courses in 
any logical way, as would a pulmonary course 
to a cardiology course, for example. 

The clinical curriculum 
Most colleges of osteopathic medicine (COMs) 
operate on a clinical teaching model similar 
to that of allopathic institutions. Few COMs 
have their own academic teaching institutions; 
rather, autonomous, geographically separate 
community hospitals are used for rotations. 
This model has both strengths and weak-
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nesses. On the positive side, students are gen-
erally exposed to less subspecialized care. More 
of the clinical pathology relates to what is com-
monly seen in the community. However, a dis-
connection may occur between what the COM 
administrators think is happening education-
ally to their students and what really occurs. 

In the community hospitals, attending phy-
sicians are not usually college faculty mem-
bers, and they may not be available because 
of the demands of private practice. Similarly, 
house staff may not be available to provide fur-
ther teaching. 

Psychiatry is often taught in a 4- to 6-week 
block on an inpatient psychiatry unit. These 
rotations are unlikely to provide the kind of 
training useful to primary care physicians. Stu-
dents encounter those patients with the most 
severe psychopathologic disorders, such as 
schi~phrenia, bipolar disorders, and severe ma-
jor depression. No opportunity exists for stu-
dents to see patients with mild-to-moderate-
behavior disorders. It is unusual for students 
to gain outpatient experience. 

On many rotations, students seem to be si-
lent partners, passively following the attend-
ing physician. Yager and coauthors9 studied 
students' attitudes at three medical schools. 
Contact with attending psychiatrists, close su-
pervision of their clinical work, and close con-
tact with psychiatric residents regarding psy-
chiatry clerkships, seemed most important to 
students. Negative evaluations were common 
when the primary experience was with 
chronic, longer-term inpatients, when the psy-
chiatrist and other mental healthcare profes-
sionals did not have well-delineated roles, and 
when the attending psychiatrist was mainly 
in an administrative role.9 

Many of our osteopathic psychiatry rota-
tions may not be meeting students' perceived 
needs. Because most students will not become 
psychiatrists, they need programs that meet 
reasonable educational objectives. 

Curriculum changes 
Curriculum changes might first occur in the 
following areas: 
• First and most fundamentally, for what role 

are we educating students? 

JAOA • Vol 92 • No 5 • May 1992 • 649 



Table 
Swampscott Study10: Objectives for Medical Education in the 

Behavioral Sciences 

Objectives 

Increase student, faculty, medi-
cal community's awareness 
of health, disease; enrich phy-
sician/patient empathy. 

Interdependence of biologic, psy-
chologic, social, environ-
mental, phenomena in deter-
mining: 

• Pathogenesis, distribution, 
diagnosis , management of 
specific disease 

• Potentialities for disease 
prevention/modification 

• Beliefs, attitudes, values asso-
ciated with human response 
to general, specific illness 

Historic, cultural/comparative 
perspectives: Basis for con-
sidering impact of techno-
logic, social change on: 

• Contemporary, future society 

• Contemporary, future medi-
cal science, forms of medical 
care 

Communication processes, ba-
sic human relationships be-
tween healthcare personnel! 
patients and healthcare per-
sonnel among themselves; 
incorporating communication 
skills in medical-setting activ-
ities 

Universities, hospitals , other 
healthcare organizations' so-
cial structure: Factors govern-
ing health resources organiza-
tion, distribution to the com-
munity 

Knowledge needed to 
achieve objectives 

Neural-Behavioral Sciences 
• Physiologic psychology 

(Neurophysiology) 

• Chemical psychology 
(Neurochemistry) 

• Behavioral pharmacology 
(Psychopharmacology) 

• Behavioral genetics 
• Embryologic, morphologic 

CNS development (Normal 
development) 

Individual psychology 
• Personality, personality 

development 
• Concepts of affect, memory, 

learning, motivational 
drives, communication, con-
sciousness, language in con-
text of normal development 

Social/Cultural Sciences 
• Anthropology 
• Sociology 
• Ethology 
• History (Organization of 

humans) 
• Economics 
• Political science 
• Demography 

disorders. As such, physicians 
will have to make treatment de-
cisions or refer patients based 
on, perhaps, a fragmentary 
understanding of what is troub-
ling their patients. 

Likewise, many behavioral 
problems occur in an ill-de-
fined manner, not amenable to 
categories defined in the Diag-
nostic and Statistical Manual 
of Mental Disorders, third edi-
tion, revised (DSM-III-R). Stu-
dents need to recognize com-
mon behavioral problems and 
to treat them. They will need 
to recognize, or be suspicious 
of, less common and more se-
vere problems and make appro-
priate referrals. More funda-
mentally, students need a ba-
sis for thinking about behavior 
in an organized fashion. In this 
way, students can put symp-
toms together in a meaningful 
way for a diagnosis and de-
velop a treatment plan. Given 
our present methods of train-
ing physicians, it is difficult to 
argue that we are, in fact, pre-
paring them to practice medi-
cine in any systematic or ef-
fective way. 

Objectives for behavioral sci-
ence education have been avail-
able for years. In many re-
spects, the skills and the gen-
eral categories thought impor-
tant have remained similar 
throughout the years. The 1966 
Swampscott study10 outlined 
objectives and a body of knowl-
edge for behavioral science edu-

• What do we want students to learn? What 
are their learning objectives? 

• What are the most effective means of teach-
ing, given the available resources? 
Nonpsychiatric physicians will see patients 

with ill-defined behavioral complaints, poor cop-
ing skills, and various reactions to physical 

cation during medical school that still seems 
current and relevant (Table) . Overly inclusive, 
this list may be beyond the resources of many 
osteopathic medical institutions to include di-
dactic education in all these areas. However, 
the list serves as a useful starting point in curric-
lum design for behavioral science education. 
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Preclinical changes 
Given the objectives in the Table, some courses 
must be offered with specific behavioral sci-
ences content. Interviewing skills, ethics of re-
lationships, and an understanding of the phy-
sician-patient relationship should b~ taught in 
the first year. Preferably, patient contact will 
be included in such courses. Many schools 
teach this course in a small-group format.7•11 

In the second year, a course in behavioral medi-
cine and psychiatry reinforces a holistic ap-
proach to patient care and conveys much of 
the material found in the Table. 

To understand human behavior, one has to 
understand developmental processes, both psy-
chologic and biologic. I propose that a course 
in development be used as the basic template 
for an integrated approach to human behav-
ior. For example, adolescent development can 
be approached from neurochemical-neurophysi-
ologic perspectives (hormonal regulation, the 
increased activity of the hypothalamic-pitui-
tary-adrenal-gonadal axes); from psychologic 
perspectives (separation-individuation, family 
responses to separation); from social perspec-
tives (societal response to adolescence, school 
issues); from a psychopathologic perspective 
(substance abuse, depression, and suicide); and 
from a health maintenance perspective (ciga-
rette smoking, dieting, and so on). This ap-
proach proceeds logically from intrauterine de-
velopment to senescence, and it continues to 
emphasize integration at several levels, as well 
as holistic care. Faculty members from anum-
ber of different departments could contribute. 
Pediatricians, neurologists, neuroanatomists, 
psychologists, and social workers may be in-
volved. Such a course may serve as the criti-
cal centerpiece of the preclinical behavioral sci-
ence curriculum because it attempts to inte-
grate basic science material, developmental ap-
proaches, and clinical material. In preparing 
students for clinical training, this course 
should foster an appreciation for the complex 
biopsychosocial nature ofbehavior and illness. 
Other areas featured in the Table can be in-
cluded as separate topics , as time and re-
sources permit. 

Beyond specific courses, behavioral science 
teaching should reflect the reality of medical 
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practice. Psychosocial issues must be intro-
duced as a routine part of clinical courses in 
all specialties because they are present in prac-
tice. However, it is not enough simply to have 
a psychiatrist give one or two lectures. Fre-
quent reinforcement and continued discussion 
of behavioral factors in disease must continue 
throughout the entire curriculum. Gorlin and 
Zucker12 describe such an approach used 
throughout the 4-year curriculum at the 
Mount Sinai School of Medicine in New York, 
NY. 

Role models play a powerful force in devel-
oping students' attitudes and in influencing 
their specialty choice. Just as residents se-
lectively model desired traits from different fac-
ulty members, so the process is likely to re-
main similar among medical students. Faculty 
members who present a truly integrated ap-
proach to illness and who are aware of psy-
chosocial factors in disease are ideal for role 
models. The more faculty members with this 
orientation, the greater the probability that 
students will model their attitudes and behav-
iors after such individuals. 

Clinical training changes 

Clinical training should flow from the afore-
mentioned base. The teaching of behavioral dis-
orders should be included on all rotations. Con-
sider the following example: 

A 74-year-old white woman was being 
treated in the hospital for coronary artery dis-
ease. Angina, usually on exertion but at times 
at rest, and exertional dyspnea were her ma-
jor symptoms. She also had fairly well-con-
trolled hypertension. Students, interns, resi-
dents, and an attending physician on a gen-
eral medicine rotation saw the woman. She 
often complained to her medical team of pain 
during the previous night. She frequently 
voiced fears of dying and was apprehensive 
about going home. She often complained of be-
ing lonely. Without much comment from any-
one concerning these behavioral issues, the pa-
tient was discharged to home. 

In later conversations with the medical stu-
dents involved in this case, it was learned that 
the patient lived alone, had no family, and that 
neighbors intermittently cared for her. 
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When asked to speculate about diagnostic Resource issues 
entities that might fit these observations and Few COMs have enough psychiatric faculty for 
information, the students readily volunteered preclinical teaching. Teaching on clinical ro-
that this patient was probably anxious about tations may occur hundreds of miles from the 
her symptoms and about going home. She may COM, in settings with few behavioral science 
have been anxious about being alone in the resources. However, before labeling the whole 
hospital and may have complained of her symp- enterprise as impractical, recognize that crea-
toms to prolong any visits by healthcare per- tive alternatives may exist. Primary care phy-
sonnel. The students were concerned that this sicians who are psychosocially oriented can 
patient had little support at home and won- teach preclinical topics, including interview-
dered if she would comply with her medica- ing skills. Pediatricians and psychologists can 
tion regimen. teach courses in human development. Simi-

The group discussed techniques of eliciting larly, nurses, sociologists, social workers, and 
information related to these areas of concern. persons from other disciplines could teach cer-
With help, the students generated a list of tain aspects of these courses. Some faculty mem-
other interventions, including visiting nurses, hers will always be impervious to entreaties 
frequent outpatient appointments, a possible from above to be psychosocially aware. Thus, 
move to a supervised care situation, and a faculty development-otherwise known as edu-
suggested referral to a senior care center. The cation-remains an important component in 
role of the physician and of other personnel, developing such a curriculum. 
including hospital social workers, was dis- Because of the geographic disconnection be-
cussed. tween clinical training sites and COMs, 

Students were able to make a series of be- changes in clinical training seem more diffi-
havioral diagnoses retrospectively, and de- cult. At a minimum, the COMs should be able 
velop a plan to address these concerns. They to bring in a mental health clinician, prefer-
suggested potentially quite effective, and not ably a psychiatrist, to hold clinically oriented 
very complex, psychosocial interventions that seminars with students. Conducting rounds 
may be extremely valuable to this patient. with students in the outpatient or inpatient 
These interventions can be accomplished dur- setting would be better. 
ing the hospitalization if someone takes the Gifted physicians who know how to speak 
time to think about the behavioral issues in- to patients' psychosocial issues, as well as or-
volved. If consistently presented (and this is ganic issues, do exist in the communities. With 
a critical variable), students may readily pick some backup from psychiatrists in a didactic 
up this orientation. and advisory capacity, such individuals make 

Most psychiatry rotations should be de- these rotations more useful than rotations in 
signed with the nonpsychiatric physician in inpatient psychiatry units. For many students, 
mind. The kind of case previously described such rotations could replace psychiatry rotations. 
is far more common than ones involving the 
acute schizophrenic patient in the medical- Organizational issues 
surgical unit. Rotations in which students With this k" egrated-p:r:og:m:m,a-smg-1 L----w~~~~a~v~e~c~on~t~a~c~t~w~it~h~p~a~t~i~en~ts~w~i¥,th~c~om~m~on:---~a~d~m~in~I~.s~tr~a~t~iv:e~un~i;tmusthavecontrolofthe 
disorders, such as outlined previously, might entire 4-year behavioral science training pro-
include outpatient psychiatry settings and gram. Psychiatry departments are the logical 
consultation-liaison settings. Placing students units in which to place such programs. Schools 
in primary care settings with clinicians who without a psychiatry department may want to 
are particularly skilled in psychosocial care is give administrative control to family practice 
an underused option. In this setting, meetings departments. As with any enhanced teaching 
for didactics and case discussions can take or administrative load, compensation and re-
place with a clinically oriented psychologist wards (or both) are desirable means to acknowl-
or psychiatrist. edge faculty efforts. 9 

652 • JAOA • Vol 92 • No 5 • May 1992 Medical education • Magen 



Obviously, many variations exist on the 
themes presented herein. Curricula will vary, 
depending on the unique combinations of fac-
ulty and clinical resources, interest, and other 
factors at the different colleges. 

Comment 
Osteopathic medicine is, and has been, largely 
a primary care profession. It has always em-
phasized a comprehensive approach to patient 
care. Truly relevant, helpful behavioral science 
training for our students, then, can only 
strengthen what we as a profession already 
do best. 
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