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    Chapter 1   
 Introduction to the MGH Handbook 
of Behavioral Medicine                     

     Ana-Maria     Vranceanu      ,     Joseph     A. Greer      , and     Steven     A.     Safren     

      Over the last few decades, a large body of research has clearly demonstrated that the 
traditional disease-focused, biomedical approach to illness management is less 
effective than a biopsychosocial, evidence-based, patient-centered approach. The 
utility of this more comprehensive approach has been evident for both a variety of 
 chronic illnesses   and, more recently, acute medical conditions. In contrast to the 
traditional biomedical model of illness, which typically reduces illness to a patho-
physiologic disease process, a biopsychosocial approach accounts for the complex 
interaction among biologic, psychological, social, and behavioral factors [ 1 ]. 

 The fi eld of Behavioral Medicine developed in response to the transition toward 
a biopsychosocial model and ever-growing evidence documenting the importance 
of psychosocial factors in the  etiology  , progression and outcomes of illness. Indeed, 
psychological factors infl uence adherence to medical regimens (e.g., [ 2 – 6 ,  16 ], suc-
cess of medical procedures (e.g., [ 7 ,  8 ]), physical functioning (e.g., [ 9 ]), mortality 
(e.g., [ 10 ,  11 ,  17 ]), recovery after injury [ 12 ], and overall  quality of life   (e.g., [ 13 ]). 
Psychosocial factors are also associated with increased service utilization and health 
care costs (e.g. [ 14 ]). 
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 The large body of research supporting the  biopsychosocial model   has led to the 
development of behavioral medicine interventions delivered as adjunct to medical 
treatment. Due to increased reliance on evidenced-based outcomes focused on cost 
and patient satisfaction, as well as on clinical effi cacy and effectiveness, behavioral 
medicine interventions integrate the best available scientifi c evidence with clinician 
expertise in order to help patients prevent and cope with disease. Interventions are 
also patient centered, accounting for individual patient preferences, needs and val-
ues, while customizing treatments on the basis of informed, shared decision mak-
ing, development of patient knowledge, enhancement of skills needed for 
self-management of illness and engagement in preventive behaviors. 

 The fi eld of behavioral medicine has grown and expended over the last few 
decades to include treatments delivered in outpatient psychiatry departments by 
clinical psychologists as well as treatments integrated within inpatient or outpatient 
medical practices by clinical psychologists, social workers, other mental health pro-
fessionals, and sometimes medical staff such as nurses or physician assistants. The 
fi eld of behavioral medicine is malleable and aims to accommodate developments 
and changes within the larger health care system. Currently behavioral medicine 
interventions are delivered not only face to face, but also through videoconferenc-
ing, or over the telephone. Nurses and other medical providers are becoming more 
involved in the delivery of behavioral medicine interventions, sometimes with 
training from clinical psychologists or other behavioral health professionals. With 
the current emphasis on population-based medicine and developing “ medical 
homes  ” focused on continuity and coordination of care for medical patients through 
multidisciplinary teams, it is expected that the fi eld of behavioral medicine will 
continue growing, changing and expanding in years to come [ 15 ]. 

 The Behavioral Medicine Service at Massachusetts General Hospital was devel-
oped by Dr. Steven Safren in 2004. After working for several years in the  Cognitive 
Behavioral Therapy (CBT)      program, which predominately supported the Department 
of Psychiatry, and treating many patients with comorbid psychological and medical 
conditions, Dr. Safren noticed that it would be important to meet the needs of the 
primary care and specialty practices in our system through a specialized Behavioral 
Medicine Service with clinicians trained specifi cally in addressing the psychologi-
cal needs of medical patients. Dr. Safren had been conducting research and provid-
ing clinical care with the MGH HIV service, in which patient adherence to 
potentially life-saving medications was essential to optimal disease management. 
Additionally, many of the referrals that came through to the CBT program from the 
 Infectious Disease Unit   were for patients whose mental health or substance use 
problems interfered with them achieving their optimal disease-management self- 
care goals. Dr. Joseph Greer was the fi rst postdoctoral fellow within the department 
in 2004, while Dr. Ana-Maria Vranceanu was the fi rst Behavioral Medicine clinical 
fellow (pre-doctoral intern) in 2005. Over the years, Drs. Greer and Vranceanu 
advanced through the MGH and Harvard system, developing their own clinical and 
research programs within the Behavioral Medicine Program, specializing in psycho- 
oncology and pain management, behavioral health integration in specialty clinics, 
respectively. Dr. Greer is currently Program Director of the Center for Psychiatric 
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Oncology & Behavioral Sciences. Dr. Vranceanu is currently Assistant Director of 
Behavioral Health Integration within Behavioral Medicine, and Executive Director 
of Comprehensive Care for the Institute of Brain Health. Under the direction of Dr. 
Safren from its inception 2004 until 2015, the department has grown considerably 
and now encompasses 18 core clinical psychologists, two postdoctoral fellows and 
two pre-doctoral interns yearly. The department is currently led by Dr. Conall 
O’Cleirigh. 

 The Massachusetts General Hospital’s Behavioral Medicine Service has the pri-
mary goal of addressing the psychosocial needs of medical outpatients and fostering 
multidisciplinary collaborations to improve the clinical care of patients with medi-
cal illness. Consistent with the  biopsychosocial model  , the treatment philosophy 
assumes the presence of a physical problem that can be infl uenced by behavioral 
and psychological factors. Treatment seeks to identify, control and limit the poten-
tially negative infl uence these factors can have on a patient’s medical problem. To 
this end, a variety of evidence-based behavioral and cognitive-behavioral  treat-
ments and techniques   are used within a general CBT framework. Treatments are 
time-limited, problem-focused, directly linked to the medical need, and actively 
involve the patient in his or her own treatment. Engaging individual patients in 
treatment occurs in at least two ways. First, the patient monitors the status of the 
presenting concern in between sessions. Second, the patient learns and practices 
evidence-based techniques that modify and limit the negative effects of certain cog-
nitive and behavioral factors. These techniques may include problem-solving train-
ing, relaxation training, cognitive restructuring, communication skills, contingency 
management, motivational enhancement, and behavioral assessment and modifi ca-
tion. Regular communication with medical team is essential to this approach. 

 The MGH Handbook of Behavioral Medicine outlines the importance of biopsy-
chosocial factors in improving medical care and illustrates evidence-based, state-of- 
the-art interventions for patients with a variety of medical conditions. Each chapter 
is focused on a particular health concern or illness, which is described both in terms 
of prevalence and frequent psychological and psychiatric comorbidities that may 
present to clinicians working with these populations. Unifi ed by a focus on the bio-
psychosocial model, each health concern has unique challenges, which are addressed 
in each chapter. Consistent with an evidence-based approach to care, relevant 
research on the effi cacy of the various treatments is presented, to support their con-
tinued use and dissemination. To accommodate the needs of clinicians, we describe 
population-specifi c approaches to treatment, including goal setting, therapeutic 
interventions, as well as strategies to assess and monitor progress. To facilitate 
learning, each chapter contains one or more case examples that explicate the inter-
ventions and illustrate patient improvement within a behavioral medicine protocol. 
Each chapter also includes resources in the form of books and websites to gain 
additional knowledge and detail as needed. We have selected authors who are either 
currently part of the Behavioral Medicine Service at MGH, or who have trained 
within our department and are now practicing in other settings. Either the fi rst or 
senior author on each chapter is an expert in the specifi c topic of the chapter, ensur-
ing that the information presented is recent and of high quality. 
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 The book is organized into three main parts. The fi rst part is concerned with 
 health-risk behaviors   that directly impact physical and/or psychological function-
ing, including chapters focused on smoking cessation, obesity/weight conditions, 
and substance abuse. The second part addresses the treatment of chronic conditions 
and includes chapters on chronic pain, diabetes, HIV, cardiovascular issues, cancer, 
epilepsy/other neurological conditions, and gastro-intestinal conditions. The third 
and fi nal part includes more recent developments in the fi eld of behavioral medi-
cine, with chapters focused on women’s health, palliative care and end-of-life 
 concerns, cultural considerations, and the delivery of behavioral medicine interven-
tions in resource poor global settings. 

 We believe that this handbook will be of equal relevance to clinicians, research-
ers, academicians and graduate students in clinical psychology. The detailed pre-
sentation should facilitate the ability of clinicians and other mental health providers 
to treat diverse populations with health-risk concerns and chronic illnesses more 
effectively. Moreover, the specifi c elements of the presented treatments may inform 
investigators about salient clinical issues in need of empirical testing and support. 
Lastly, the detailed explanations of the research and various behavioral medicine 
interventions targeting health-risk behaviors and chronic illnesses make this hand-
book an ideal teaching tool for clinical psychology graduate programs.    
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