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Teaching Family Physicians About Mood Disorders:
A Procedure Suite for Behavioral Medicine

J. Sloan Manning, M.D.; Robert G. Zylstra, Ed.D., L.C.S.W,;
and Pamela D. Connor, Ph.D.

Background and ObjectiveOne of the skills
required of family physicians is the ability to rec-
ognize and treat individuals suffering from mood
disorders. This study‘represents an interdiscipli-
nary residency training@approach that (1) is
unique in family practice'residencies; (2) trains
faculty, residents, and students in mood disorder
recognition and treatment; (3) has been evaluated
by the Residency Review Committee and found
compatible with psychiatry training-guidelines;
and (4) is adaptable to varied settings:

Method: Existing psychiatric education at an
urban family practice residency program was
evaluated. A new curriculum was developed to
emphasize clinical interactions that would allow
residents to model the behavior of family physi-
cians who demonstrate interest and expertise’in
psychiatry. The centerpiece of this curriculum isa
family-physician—led, multidisciplinary, in-house
consultation service known as a mood disorders
clinic (MDC). Educational effectiveness was
evaluated by comparing resident identification
rates of mood disorders before and after training.
Educational utility was evaluated by implementa-
tion in a variety of settings.

Results:Fifty-one residents rotated through 1
or more of 3 practice sites during a 60-month pe-
riod. Psychiatric diagnoses for the 187 patients
who remained in treatment for complete clinical
assessment included all major mood and anxiety
disorders outlined in the DSM-IV. A wide variety
of associated psychosocial problems were also
identified. A significant difference (p <.05) was
seen between the number of continuity patients
diagnosed with psychiatric conditions by resident
physicians before and after the training experi-
ence.

Conclusion:Implementation of this intensive
training experience resulted in subjective as well
as objective enhancement of resident education
by providing an intensive, focused educational
experience in primary care psychiatry. This con-
cept is adaptable to a variety of practice sites and
educational levels. The MDC could become the
hub of an integrated delivery system for mental
health services in an ambulatory primary care
setting.
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F amily practice embraces a broad and holistic range
of skills centered on comprehensive patient care.
Managed care, other efforts at cost containment, and fam-
ily physician shortages highlight the need for comprehen-
sive clinical and administrative skills. Areas of needed
clinical proficiency include internal medicine, obstetrics
and gynecology, geriatrics, procedural skills, and preven-
tive medicine, among others. Proficiency in psychiatry is
alsorequired. Indeed, given the prevaléhaed dysfunc-
tion** cassociated with mood disorders, teaching family
physicians\to recognize, assess, and treat depressed and
anxious’patients should be given high priotijowever,
investigations show that the recognition and treatment of
psychiatric disorders by primary care physicians varies
greatlyand.is-generally lackiny’ Physician attitude, the
stigmata of mental jliness, time constraints of practice,
and deficient education'may all contribute to this problem.

A broadly and properly trained family physician is,
perhaps, uniquely able to dntegrate biological, psycho-
logical, and social data into a‘meaningful patient assess-
ment and treatment plan. Clearly, intense educational ef-
forts focused on these common clinical situations will be
needed to close the current gap between)theory and prac-
tice for family physicians. It seems just as, clear, however,
that current efforts are not producing the desired results.

Clinical precepting by family practice faculty, rota-
tional experiences with psychiatrists or other  mental
health providers, and didactic sessions with professionals
in both of these disciplines are all reasonable instructional
strategies to teach psychiatry to family practice residents.
The goal for the present effort was to develop a more in-
tensive training experience than was possible using the
more traditional educational components.

The Department of Family Medicine at the University
of Tennessee, Memphis, had previously addressed a simi-
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lar educational challenge in the area of office procedurestress may choose to see a primary care provider rather
(e.g., endoscopy and ultrasound) by developing an in-than a mental health professional because of an unwilling-
house procedure suite. This service allocated blocks ofness to acknowledge a psychiatric diagnosis. Finally,
time for scheduled procedures, providing an intensive those who act on referrals to specialty care providers rep-
learning experienceResidents were supervised by family resent a self-selected group of individuals motivated to
physician faculty members experienced in these proce-seek help.
dures, and concentrated patient encounters encouraged the It was reasoned that residents would learn needed skills
rapid acquisition of specific skills. It was reasoned that a best by seeing psychiatric problems in a setting where the
similar learning environment might be well suited for medical and social contexts are less easily lost in a spe-
teaching psychiatry also. cialty focus. The curriculum committee was adamant in its
This article/describes the development and pilot imple- belief that the proper setting for teaching primary care
mentation of a‘mood disorders clinic (MDC)—an inten- psychiatry is the primary care ambulatory setting.
sive, in-house;.clinically based component for resident Modeling is an important aspect of resident learfing.
training to treat moaod-disorders. A discussion of the needsDirect observation and extended clinical contact with a
assessment, curriculum. development, establishment ofphysician who champions the importance of behavioral

training sites, and program.evaluation is included. skills could foster similar attitudes among trainees. Addi-
tionally, the behavioral champion’s participation in the
METHOD full range of clinical activity in a residency program
would tend to increase his or her stature (and that of the
Needs Assessment behavioral curriculum) in the eyes of the residents. Thus

The needs assessment that led to the development cdmpowered by the demonstration of broad clinical exper-
this curriculum is based on the prevalence’and competencyise, such a physician can insist that residents give equal
data mentioned earlier, a practice chart review revealing aconsideration to both behavioral and nonbehavioral skills.
deficient rate of mental health diagnoses (present in lessAccordingly, the proposed curriculum should be directed
than 4% of all charts), and the recommendations‘of a cur-and controlled by a family physician with expertise in
riculum committee. The Department’s previous behavioral psychiatry.
medicine training combined traditional block. rotation
components (didactic teaching, visits to community re-.Curriculum Development
source agencies, interaction with community psychia-" Following the residency training needs assessment, an
trists) with longitudinal precepting by faculty physicians, 8-week block rotation was designed. Initially offered as 2
While these activities continue to be important compo- contiguous.months during the intern year of training, the
nents of the current training program, 2 distinct areas forrotation‘has been restructured as 2 separate 1-month rota-
improvement were targeted relating to identifying and tions for, first-"and second-year residents. Components of
treating patients with mood disorders. the firsteyear rotation include community medicine and

Longitudinal training is important, but residents may practice mahagement, as well as continuity patient care.
require months or even years of training using this methodThe second-year rotation includes specialized training re-
before feeling confident of their ability to treat psychiatric garding alcohol and.drug issues. However, a central activ-
problems and translating that confidence into practice. Thisity of each rotation month‘is-participation in an MDC.
instructional strategy also risks exposing residents to dif- The didactic portion of the new curriculum empha-
fering and perhaps conflicting management styles by sevssized the standard and familiar clinical process as fully
eral faculty physicians with varied levels of interest and applicable to the area of primary care psychiatry. Four-
expertise in the area of psychiatry. While a longitudinal hour teaching sessions focused on'recognition and screen-
approach promotes educational diversity, it does not ensuréng, comorbidity, diagnostic formulation/and the applica-
rapid development of a data-driven cohesive knowledgetion of diagnostic guidelines, therapeutic alliance,
base, nor does it promote clinical consistency. The curricu-selection of treatment strategies, and management of
lum needed to be implemented early in the residency in areatment. Brief dynamic psychotherapy was’ covered in

way that provided both intensity and consistency. 3 small group discussions, each lasting 2 hours.
Affiliation with local psychiatrists can provide excel- The following were made particular areas of emphasis.
lent exposure to the care and treatment of individuals with
identified psychiatric problems. Treating psychiatric dis- 1. Comorbidity of medical and psychiatric illnesses
orders in primary care settings, however, is different from is the rule, not the exceptidhimportant areas to
that of psychiatric settings in a number of ways. Patients in consider include medical illnesses and/or treat-
primary care settings typically present with somatic com- ments and coexisting psychiatric disorders that are
plaints that may represent unrecognized psychiatric prob- associated with related negative health behaviors.
lems. In addition, individuals experiencing emotional dis- 2. Multiple psychiatric comorbidity is also common.
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Depression often coexists with anxiety disorders Figure 1. Behavioral Health Algorithm
and other psychopathology. Depression itself is not

a monolithic acute disorder, but a chronic hetero- Resident physician recognition
. 12 K . X of possible mood disorder

geneous illness;*? waxing and waning in sever-

ity with relatively few remissions into an asymp- l

tomatic staté®In particular, subtle manifestations

. . . Discussion with attending physician
of bipolar illness are more common than previ-

ously realized and are often poorly recogniZed. /\
This so-called “soft” bipolar spectrum of illness
requires more sophisticated psychopharmacolog- RSl s Tt i Referral to MDC
ic management than is generally addressed in fam- context of primary care setting
ily practice:training®® l l
3. Psychpsoglal F:ontext typlcal'ly ha§ both cause and Fv——
effect implications for psychiatric issue§or in- response MDC team evaluates treatment
stance, difficultiés with employment or interper- /\ recommendation and initiation
sonal relationships can be the result of mood im- + l
pairments or be the'source of emotional stressors l Evaluate treatment
that trigger or exacerbate psychiatric illness. l Modify treatment; response
continue continuity care2 /\
The MDC accepts consultation«wrequests from resident tr%g‘t‘rﬁl';‘;ﬁa + —
and faculty physicians whose depressed and/or anxious /
continuity patients are diagnostic_dilemmas, refractory
Refer back to Refer to Reevaluate;

to treatment, or in need of more intensive interventions. continuity physician  psychiatrist  modify treatment?

No outside referrals are accepted. Members of the treat-

ment team include a faculty family physician, a licensed ‘indicates continuous evaluation of mood disorder.

clinical social worker, and a rotating resident-or-student.

Residents, as participant-observers, conduct”initial-and

follow-up interviews in the presence of the 2 faculty- .€nough to be implemented in a variety of settings accept-

members and participate in diagnostic assessment_andable-to the staff with minimal disruption to existing pa-

treatment planning (Figure 1). Debriefing provides a dis+ _tient'care routines. The clinical goal was a patient volume

cussion of the initial clinic presentation, comorbidities, large enough and sufficiently varied to allow for adequate

and contexts. A 5-axis DSM-1V diagnosis and a treatment teaching. The comprehensiveness of the curriculum was

plan are formulated. ensured, by.including all pertinent mood disorders listed
The referring physician receives verbal and written in the DSM-IV.in"‘the didactic portion of the behavioral

feedback about the consultation. This affords a teachablecurriculumi-Clinical’ comprehensiveness was measured

moment for the referring resident or faculty member. The by evaluating'the range and number of mood disorders

continuity physician may continue to direct the mental encountered by each resident in the clinical rotations. As-

health care based on the team’s recommendation or allowsociated psychosocial issues were evaluated in the rural

the MDC to assume primary care of the problem. Where and urban primary care settings.by means of a self-report

necessary, patients are referred directly from the MDC to questionnaire.

specialty care. Outcome evaluationResident-identification rates of
mood disorders during routine patientcare activity before
Establishment of Training Sites and after the training experience werg_compared. The

The initial clinical training site was an inner-city pretest measure was resident mood disorder identifica-
health clinic staffed by nurse practitioners. Subsequent tion rate 1 month prior to the mood disorder curriculum
clinical sites included a rural primary care center (a satel- experience. Posttest measures included mood disorder
lite office of the residency program) and the primary am- identification rates 1 month and 3 months subsequent to
bulatory care center of the residency training program, lo- the first month of the curriculum. These measures were
cated in an urban setting. accomplished through chart reviews by the MDC faculty.

Evaluation Methods RESULTS
Process evaluationThe educational goal was to de-
velop a comprehensive psychiatric training program for Process Evaluation
first- and second-year family medicine residents. The ad-  To date, 187 adult patients have been seen at 3 sites dur-
ministrative goal was to develop a program versatile ing a 60-month period. Of the 22 distinct primary diag-
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Table 1. Mood Disorder Clinic Primary Diagnoses Among
187 Patients

Table 2. Psychosocial Issues

Patient Responsés

Variable N % (N=111)

Primary mood/anxiety diagnoses Yes No
Bipolar disorders (I, Il, NOS) 73 39.0 Question N % N %
Major de_presswe disorder 45 24.0 Have you ever attempted suicide? 17 15 91 85
Depression NOS 13 7.0 H rienced | abuse? 57 o4 75 76
Dysthymia 9 48 ave you experienced sexual abuse?
Obsessive-compulsive disorder 8 4.3 None or Some  Most or All
Generalized anxiety disorder 7 3.7 of the Time  _of the Time
Panic disorder 5 2.7 N % N %
Posttraumatic stress disorder 2 11 | have a dependable source of income 46 43 61 57
Total r_nood/ar_mety diagnoses 162 86.6 I am able to pay my bills 28 27 77 73

Other primary diagnoses | am able to obtain needed transportation 10 9 100 91
Su_bstance abuse 5 2.7 My family is supportive 56 51 53 49
Seizure disorder... -~ 4 2.1 My home/apartment is comfortable 30 28 7 72
Intermittent explosive disorder 2 11 My neighborhood is free of crime 38 35 70 65
Paranoid schizophrenia 2 1.1 P based fent 0 individual 0
Hypothyroidism 5 11 ercentages based on patient response to individual questions.
Mixed syndrome headache 2 1.1
Microcytic anemia 1 0.5
Fatigue ! 0:5 of these clinical sites. Two residents nearin leti
Parent-child concerns 1 0.5 : g compleuon
Marital problems 1 0.5 of their training when these programs were implemented
Adjustment disorder 1 0.5 chose to use an elective month to participate in this pro-
Organic mood disorder 1 0.5 S .
Back pain 1 05 gram. One of those individuals is now the faculty member
Grief reaction 1 05 responsible for the consultation service at the urban pri-
Total other primary diagnoses 25 13.4 mary care center.

Repeated measures analysis of variance (ANOVA) for
the difference in rate of mood disorder recognition by

noses identified, the most common was bipolar-disarder resident physicians before and after training was signifi-
(39%), followed by major depression (24%) (Table”1).- cant (p<.05). Evaluation of mean recognition rates sug-
More than half of the patients (57%) had an identified co-.gests a continuing positive trend extending at least 3
morbid psychiatric diagnosis that needed to be addressednonths posttraining (Figure 2).
as part of their treatment. Associated psychosocial issues “Written and verbal feedback pertaining to the curricu-
included financial problems, unemployment, family sup- lum was .obtained and evaluated by the MDC faculty.
port issues, and housing concerns (Table 2). A larger-than-These evaluations, overwhelmingly positive, were used to
expected number of individuals also reported histories of make adjustments in the logistics of program implementa-
attempted suicide (15%) and sexual abuse (24%) (Table 2).tion, content of the didactic sessions, and so on.

DISCUSSION
Outcome Evaluation

Fifty-one residents rotated through 1 or more of 3 prac-  The purpose of this study was to develop an educa-
tice sites during a 60-month period. Fourteen family medi- tional program designed to provide focused training for
cine residents rotated 1 or 2 months at the inner-city healthfamily medicine residents in outpatient recognition and
clinic. In addition to providing patient care, the treatment treatment of mood disorders. Data regarding the number
team made themselves available to explain to the nursingof patients seen, the scope of services provided, and train-
staff how diagnoses were made and how treatment plansng effectiveness suggest that this goal/is being met.
were determined. Involvement at this location was termi-  Now that the training program has operated in 3 sites,
nated after 18 months because of policy decisions unre-the educational utility of this curriculum and treatment for-
lated to the consultation service. The curriculum was found mat has been found adaptable to urban and ruralsettings,
to meet Residency Review Committee guidelines during ato residency training programs and independent clinical
subsequent accreditation survey. settings, and to large established family practice centers,

Twenty-eight residents have completed a clinical rota- as well as smaller rural satellite residency training centers.
tion at the rural primary care center during the 33 months The versatility of the mood disorder curriculum is also
since the service began there. Twenty-five residents haveevident in the scope of training provided. The nurses at the
also rotated through the consultation clinic at the urban health clinic provided little, if any, psychiatric treatment
primary care center, which has been operating for 35 prior to referral to the consultation service, allowing the
months. A number of residents who have completed bothreferral team to initiate treatment. Resident physicians par-
months of the rotation have had exposure to more than ondicipating in the MDC at the urban primary care center
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Figure 2. Training Effect on Mood Disorder Recognition The Axis | diagnoses e.ncou'ntered. validated the struc-
Rates by Chart Review ture and content of the didactic curriculum, particularly
with regard to the frequency of bipolar spectrum illnesses.
Thirty-nine percent of adult patients seen were bipolar, re-
gardless of Axis Il (personality) or Axis IV (psychosocial)
contexts (DSM-IV). Previous cross-sectional, instrument-
based investigations of the depressive subtypes in primary
care have not found this level of bipolar illness. However,
cross-sectional evaluations with instruments insensitive
for hypomania will not accurately assess this issue. Our
finding of a high level of bipolar iliness in this sample is
consistent with a longitudinal descriptive study and

[ee]
]

o
1

Percentage of
Mood Disorder Diagnoses
Y %

o
1

1 Month 1 Month 3 Months H H H 5 H
Preintervention Postintervention Postintervention emerging literature in the arée®Even if On'e focuses on
the MDC as a referral center, the fact remains that levels of
*p =.0431. recognition and diagnosis for mental illness in primary

care are low. Therefore, those patients referred to the

MDC (often on recognition of distress only) may repre-
typically saw patients only-after treatment initiated by the sent a more general sample of what actually exists in pri-
continuity physician had been found to be ineffective ormary care. If the MDC data reflect this, it reinforces the
problematic. Initially, residents at the rural family practice need for emphasizing this area of mood disorders in con-
center referred patients who had “even mild levels oftinuing medical education for family physicians.
distress. This may have been due to the fact that the rural Residents gained experience with a broad variety of
satellite was staffed with several residents who were remedications used to treat depression and anxiety, includ-
training in family practice from surgical subspecialties ing most antidepressants, benzodiazepines, and the mood
(urology, general surgery, obstetrics/gynecology): Overstabilizers lithium and valproate. Resident physicians be-
time, a change in referral patterns was noticed.-Althoughcame familiar with medication side effects, intolerance,
the consultation team continues to be asked for advice reand both stable and unstable nonresponse patterns during
garding initiating psychiatric treatment, it is becoming lessthe treatment process. This enabled them to acquire expe-
common for patients to meet with the team unless initialrience in managing common medication side effects and
treatment efforts on the part of the primary care providerovercoming nonresponse by either switching antidepres-
have been unsuccessful, there is a diagnostic dilemma, @ants-or augmenting antidepressants with other medica-
there is an immediate need for intensive intervention. Thetions, Lithium was used in primary and augmentation
residents may be more proficient at managing treatmentoles with excellent tolerance and response.
themselves or more comfortable in initiating treatments The psychosocial content of the training program
with the knowledge that consultation is readily available. builds upon/both’systems and developmental theory. Al-

After some experimentation, these site-specific differ- though the majority‘of patients did not endorse financial or
ences proved to be an advantage during the training proRousing concerns-as' being a significant problem (see
cess. First-year residents are now assigned to the rural priFable 2), those who did provided ample opportunity for
mary care center for their initial MDC experience. In this education related to evaluation.and coordination of local
way, they are better able to evaluate patients from the beeommunity resources. Information on stages and transi-
ginning of the treatment process. Residents who haveional periods in the life cycle was useful for evaluating
completed this basic level of training in the rural setting individual and familial strengths and’ weaknesses. The
are then placed with faculty in the urban center to evaluateherapeutic framework for instruction in_psychotherapy
more complicated presentations and treatments. was based on Stuart and Liebermart® Fifteen Minute
Patients referred to these mood disorder programs reHour,*® which outlines the skills for providing time-

flected the heterogeneity of individuals suffering from limited, problem-focused psychotherapy.
mood disorders. They provided a rich educational resource, The positive impact of using an interdisciplinary’ ap-
presenting with a wide range of illness subtypes and conproach is consistent with previous studie$Many indi-
founding psychosocial issues, and as a result, a broad speegiduals suffering from depression or anxiety also face sig-
trum of treatment strategies. This program encouragedificant psychosocial obstacles. Appropriate care requires
awareness and recognition of patient disorders that otheraddressing environmental and emotional needs in addition
wise might have been overlooked or treated less effectivelyto biological underpinnings. Thus, mental health profes-
The prevalence, variety, and range of illness presentationsionals are an integral part of the clinical team throughout
justify the need for an ongoing educational program dedi-the treatment process. Residents trained in the MDC heard
cated to evaluating and treating mood disorders. a variety of points of view and learned to value them all.
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Program implementation required addressing a numberskills” curriculum for patients. Based on the situations
of specific issues. The first was administrative support for encountered, patient education dealing with personal
focused resident training in the area of mood disorders.finance, legal affairs, governmental agencies, and inter-
Program administrators were receptive to the idea of de-personal relationships would be useful additions to com-
veloping a structured and intensive training experience inprehensive treatment planning.
this area. Also, apart from expenditures related to person- Psychiatric care is one of several areas where managed
nel, initiating this program required little capital invest- care organizations will encourage family physicians to
ment. Space requirements were minimal, and accommo-expand their scope of practice. This article describes one
dations were made in a variety of settings ranging from approach for training resident physicians to appropriately

small examination rooms to large reception areas. Schedrecognize, effectively treat, and efficiently manage indi-
uling and logistical problems were easily addressed onceviduals affected by the wide variety of mood disorders

the necessary administrative support was obtained.

The scheduling.rate for patients wanting appointments
is now routinely over:capacity. As referrals increased, the
number of patients-requiring assessments and psycho-
therapies outside of the MDC led to expansion of the origi-
nal concept. The social warker-began scheduling separate™
appointments to provide these additional services.

Feedback relating to the MDC is everwhelmingly posi-
tive, and residents readily acknowledge improvement in
both skill and comfort level when dealing with psychiatric 3.
issues following this rotation. Objective( evaluation of
practice patterns before and after the training period lends 4
additional support to the educational effectiveness of this
program. It is encouraging to note that imprevements seen °
during the month immediately following training continue, ¢
to be evident even after 3 months (see Figure 2). These.in-
creasing recognition rates may in part be due to-the con-
tinuous role modeling of faculty physicians with the pro-
gram. The training effect may also have been due to other
issues, such as advancement in training year or educationaf:
experiences in other areas. This is a pilot study focusing on o
content, implementation, and adaptability. More rigorous
investigations of the training effect are anticipated.

The long-term goal is to see mood disorder consulta-
tion services existing on-site in additional family practice 11.
settings, perhaps in an integrated behavioral-medical
model of care. In these arrangements, experienced family
physicians would direct multidisciplinary groups. Mental
health professionals associated with the group would13:
charge fee-for-service or provide services as negotiated
within the context of capitation contracts with managed 14.
care organizations. As the cost of providing this care is
transferred from the insurance carrier to the primary care
provider, the need for third-party mental health reviewers 15.
would be reduced. Outside psychiatric consultation would
still be required for the most complex or refractory cases ¢
and for non—mood illnesses such as schizophrenia, mental
retardation, dementias, and others. 17.

The experience presented here further suggests the pogg
tential value of developing a lifestyle enhancement or “life

2.

10.
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commonly seen by primary care physicians.
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