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A Preiminary Investigation of Balint and Non-Balint
Behaviora Medicne Training

Andrew L. Turner, PhD; Ronad L. Mam, DO

Background and Objectives Despite incluson of Balint training in USfamily medicine resdency pro-
grams, little research exists about the effedtiveness of this training in improving residents behavioral
medicine skills. This study compared the outcomes for resdents who did and did not undergo Balint
training to increase resdents psychological medicine skills in two rural training programs. Methods
Fourteen resdents fromtwo rural community-based training programs were assessed using the Psycho-
logical Medicinelnventory, following sandard firs-year behavioral medicine training. At oneresdency
program, resdents then participated in 9 months of Balint training during the second year of resdency
training, while at the other program they did not. Both groups were reassessed at the end of the second
year of resdency. Reaults: Only Balint-trained resdents showed gains in self-reported psychological
medicineskills, abilities, and confidence beyondlevelsdeveloped in year 1. Conclusions Balint training
enhances thelevels of residents self-reported psychological medicine skills, when compared to sandard

Family Medicine

behavioral medicinecurriculum for first- and second-year family medicineresdents.

(Fam Med 2004;36(2):114-7))

Teaching behavioral medicine and providing small-
groupsupport to family medicineresdentsaretwo re-
quirements of family medicine resdency training.*
Balint group training, which aids in meeting both of
these requirements, has become an established part of
the behavioral medicine curriculum in many family
medicineresidencies.? Nearly half of USresidency pro-
grams (48.3%) recently reported using Balint groups
as part of their behaviord sciencecurriculum?

While the method of Balint training has been de-
scribed in detal elsewhere*® at the core of thistrain-
ing method is a small group of physicians who meet
regularly to examinetheir own patient-physicianrela-
tionships, throughthe group members' patient case pre-
sentations and faculty-facilitated discussons. This
method of exploring the dynamics of their patient in-
teractions, and of gaining ingght into their own reac-
tionsto patients, may help physiciansmore effectively
meet thebiopsy chosocial needsand challengesof their
patients.®®

From the WWAMI Medicd Educaion Program, University of Wyoming
(Dr Turner) (Dr Turner is now with the WWAMI Medical Education Pro-
gram, University of Idaho/Washington Sate University); and the Family
Practice Residency Program-Cheyenne, University of Wyoming (Dr Malm).

Effectiveness of Training

There isa small but growing body of research that
attempts to understand what happensin Balint group
training, paticularly as it applies to family medicine
resdency programsin the United States. How effec-
tive are these groups in enhancing residents behav-
ioral or psychological medicine skills?

One recent study questioned the validity of Ameri-
canized versons of Balint training that are frequently
offered to US physiciansin training.” Resdency pro-
grams that offer what they are calling Balint groups
appear, at times, to be mixing traditional, andytically
based reflective models with educational or didactic
interadions, support functions, or resdency adminis-
trativeissues.* One study has attempted to provide us
with atopology for understandingthe kindsof ineffec-
tive roles that resdents self-report in Balint groups.*?
While this empirically based, qualitatively derived to-
pology helps usunderstand some of the challengesres-
dentsfacein patient care, it leavesuswith unanswvered
guestions about the effectiveness of such Balint train-
inginimproving resdents Kills.

Other research examinedthe psychological medicine
abilities of 41 graduating family medicine resdents
using the Psychological Medicine Inventory (PMI).2
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Although thiswas not astudy specifically designed to
evaluate the benefitsof Balint training, graduatingresi-
dents who had participated in Balint group training
showed higher scoresthandid their non-Balint-trained
classmatesinthe areasof physcian self-awarenessand
awareness of patients reections to their physician.

Building on this previous work, the study reported
here sought to assess the eff ectiveness of Balint train-
ing in increasing family medicine resdents psycho-
logical medicine kills beyond the levd of skills ob-
tained through traditional behavioral medicine train-
ing during thefirst and second years of resdency. The
hypothesis we tested was that resdents who receive
Balint group training in addition to their standard be-
haviord medicine rotation will show greater positive
changesin PMI scores across time, when compared to
residentswho complete only standard behavioral medi-
cine training.

Methods
Participants

All participantsinthisstudy were second-year (PGY-
2) family medicineresidentsin two community-based,
univergty-affiliated training programsin the same ru-
ral, western gate. All resdents in the PGY-2 year &
both traning stes wereincluded in the study.

Both programs used a longitudinally integrated be-
havioral medicine curriculum (one behavioral medicine
faculty member in each program who provided
“curbsde” consultation, daily availability in theclinic
andhospital, participation in discussonsbetween res-
dents and physician preceptors, didactic sessions, chart
review, and recommendations) combined with a 1-
month outpatient rotation in community psychology/
behavioral medicine during the first year of resdency
training (PGY-1).

Group 1 conssted of six resdents from one of the
programs. There were four males and two females, dl
Caucadans, in this group. The resdents had a mean
age of 30.1 years, with arange of 28-33 years. Group
2 was made up of eight residents from the second pro-
gramandwascomprised of eight males, all Caucasians,
with amean age 30.4 yearsand arange of 26-34years.
Resdentsin both groupswere matchedwith their resi-
dencies through the Nationad Resident Matching Pro-
gram, havingsought arural, primary caretraining pro-
gramin a western sate.

Group 1 residents completed the slandard first-year
behavioral health curriculum and began 9 months of
twice-per-month Balint group training in October of
their secondyear. The Balint groupmet for 1 hour, fol-
lowing noon conference, mid-week, resulting in the
group's residents being scheduled out of 1 hour of af-
ternoon clinic or spedalty rotation every other week
fortheremaining9 monthsof thisstudy. Group 2 resi-
dentsalso completed the standardfirst-year behaviord
health curriculum but did not participate in Balint
training.
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We assessed participants abilitiesinbehavioral medi-
cinewith the Psychological Medicine Inventory (PMI)
developed by Ireton and Sherman at the University of
Minnesota. The PM1 isan 11-item, paper and pencil,
self-report survey ingrument, with a nine-point raing
scale for each item. Items are designed to assess resi-
dents’ levelsaof interest, abilities, or confidencein deal-
ingwith psychological aspectsof patient care (eg, “ aoil-
ity to make appropriate treatment decisions based upon
patient’s psychological needs,” “<kill in developing
good doctor-patient relationships,” “awareness of my
own feelings, vdues, and needs’). The PMI was cho-
sen for this sudy because of its high facevalidity and
initial psychometric propertiesinassessng psychaologi-
cal medicine Kills, abilities, and confidence issues,
especially asthey relae to the patient-doctor relation-
ship, the principal focus of Balint training.

In previousresearch, thePM| demonstrated conver-
gent validity through strong correl ationsbetween resi -
dents self-ratingsandindependent preceptors ratings
of the same attributes. Also, ingrument-item analyss
and factor analyss indicated two factors in overall
scores. fador 1—clinical psychological ahilities (in-
terviewing, diagnosis, consultation, and treatment) and
factor 2—psychological sendtivity (doctor and patient
relationshipkills, awarenessof self, and awarenessof
patients reactionsto physician).”®

Procedure

Both Group 1 (Balint) and Group 2 (non-Balint) res-
dents were assessed with paired, repeated measures
(matched subject responses, preand post intervention)
using the PMI. Baseline assessmentsfor both groups
were made duringthe week of initiation of Balint train-
ing for Group 1 (first week of October of PGY-2) and
repeated for both groups, 9 months later, a the end of
the PGY-2 training year, during the last week of Jure.

All assessments were anonymous, with resdents
marking their rating scale with a personal identifica-
tion code that only they could identify and match on
repeated measure No identifyinginformationwascol-
lected on individual resdents, and instruments were
filled out in a group setting. This study was reviewed
in advance and approved by the University of
Wyoming's I ngtitutional Review Board under the head-
ing of curriculum evduation.

Data Analysis

We computed change scoresin PMI for each group
over time Thiswas done by subtracting the pre-score
PMI from the post-score PMI for each subject. At this
point an independent samplest test was conducted on
the change scores to see if therewas a significant dif-
ference between the two groups. We also conducted a
Levene's test for equal variance, along with a power
calculation on theresults. Analysis was performed us-
ing SPSS for Windows v11.0® (SPSS, I nc, Chicago).
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Results

All 14 participantsfrom Group 1 (Balint) and Group
2 (non-Balint) completed this sudy and the pre and
post assessments. Means and standard deviations for
each group areshownin Table 1. The result of the in-
dependent samplest test on the post-pre PMI change
scoreswas sgnificant (t (12)=2.570, P=.025). There-
ault of this test indicated that scoresin Group 1 (Balint)
increased more postively than did scoresin Group 2
(Figurel). Levene'sTest for Equality of Variancessup-
ported the assumption of equal variances (F
(1,12)=0.073, 5g.=0.792). A calculation of power for
this result yielded an observed power of 0.66, indicat-
ing tha much of the difference between the Group 1
and Group 2 change scores could beattributed to the
intervention.

Discussion

Increasing resdents <killsand confidence in deal-
ing with psychosocial and behavioral aspects of medi-
cineisanimplied outcome of educationin family medi-
cine. Our prdiminary research into the effectiveness
of Balint group training supports the conclusion tha
Balint training enhancesthelevelsof resdents behav-
ioral medicine kills, when compaedto astandardbe-
havioral medicine curriculum for first- and second-year
family medicine resdents. Despite the small sample
sizes, changes were sgnificant and attributable to the
addition of Balint training in Group 1.

Limitations

This study’s limitations include thelack of random
assgnment of the residents to the two training condi-
tions (standard and Balint). However, thetwo groups
of resdentswere smilarin age and in thdr selection
of these particular rural, community-based, university-
affiliated programsfor their family medicine resdency
training. The residencies are bath part of a single uni-
vergty divison and, as such, are subject to the same
curriculum review and supervison.
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PMI—Psychological Medicine Inventory

The self-report method of assessing changesin res-
dent Kills, ability, and confidence isalso a limitation
of this gudy. While self-efficacy isimportant in suc-
cessful learning and professonal development, these
self-reported changes need to be verified by externd
raters and/or measures of behavioral changein patient
interactions.

In a study with such smdl sample szesand asingle
ethnic representation, generalization of resultsis also
limited. This study also did not attempt to assess dif-
ferencesin effect by gender of resdent, something tha
also would be worth invegtigating. Findly, this study
waslimitedtoaparticular regionandfocus: rural train-
ing in the mountain west. No conclusions are drawn
about resdents skills or interests in other regions or

Tablel

Mean Totd and Item PMI Scores

Mean Total
Score(SD) Item 1 Item 2 Item 3 Item 4
Group 1
Pre 63.0 (6.84) 5.7 4.8 7.0 6.3
Post  70.5 (10.03) 5.8 6.0 75 7.0
Group 2
Pre 65.1 (6.47) 4.8 49 6.6 6.9
Post 639 (9.76) 43 45 6.8 6.5

PMI—Psychological Medicine Inventory

Item 5 Item 6 Item7 Iltem 8 Item 9 Iltem10 Item1l
45 4.8 6.0 5.3 53 6.2 7.0
53 57 75 6.5 55 6.3 7.3
5.8 5.4 6.8 5.8 5.0 6.0 7.4
53 5.0 6.9 6.1 55 6.3 6.9
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the effectiveness of Balint training in more-urban pro-
grams.

Conclusons

Asa preliminary invegtigation, this study provides
enough support for the effectiveness of Balint training
in enhancing resdents behaviord medicine skillsthat
alarger study appears warranted. Such a study would
have to be large enough to include multiple training
programs and require that both the behavioral medi-
cinetrainingandthe Balint group training bestandard-
izedascurricula. While previousresearchers have raised
doubtsabout what constitutesBalint traininginUSresi -
dencies, the American Balint Society has now created
a credentialing program for faculty leadersto reason-
ably assure uniformity of training across groups and
programs? With this necessary step, we may now be
able to congtrud larger-scale sudies of the effective-
ness of thistraining method for developing more em-
pathic and effective physicians.
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