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The Missing Curriculum: Experience with
Emotional Competence Education and
Training for Premedical and Medical Students

Loma K. Flowers, MD
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Medical education has long overlooked teaching the nor-
mal psychodynamics of everyday adult life (psychonormali-
ty) in favor of training in psychopathology. Proficiency in
psychonormality skills (i.e., emotional competence) includes
skiled management of internal emotions, external situations
and relationships, and promotes patient satisfaction and
healthcare outcomes as well as better mental health for
practitioners. In particular, teaching psychonormality skills
can be helpful to underepresented minority (URM) students
whose psychonormality experiences may differ from the cul-
ture of mainstream medical education. This paper outlines a
clinically derived, pragmatic, five-step course designed to
educate and train students for emotionally competent
medical practice. A real-life example taken from an intro-
ductory workshop presentation of this course at a Student
National Medical Association meeting is presented to illus-
trate the student-oriented application of the concepts. The
enthusiastic reception accorded such workshops suggests
an unmet need for this type of training in medical curricula.
Benefits could include improved doctor-patient relation-
ships and associated healthcare outcomes as well as higher
retention of competent, professional, safisfied and healthier
physicians, particularly URMs. Medical schools and residen-
cies are encouraged to carefully evaluate the impact of
incorporating psychonormality education and emotional
competence training into their present cumicula and faculty
development.
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INTRODUCTION

Ever since Freud published the Psychopathology
of Everyday Life in 1904, the field of mental health
has focused on psychiatric disorders to the neglect
of the normal psychodynamics of life, particularly in
adults. The term “mental health” has come to imply
mental illness, not health, and the study of pathology
has far outstripped any exploration of disease pre-
vention and health promotion in psychiatry.? This
prolonged neglect is reflected in a dearth of medical
and psychiatric vocabulary for normal psychody-
namics and psychological growth and development
of adults compared to the extensive vocabulary of
psychopathology.*

For brevity, I suggest the term “psychonormality”
to designate the complicated area encompassing the
vast range of socially acceptable, ordinary adult
responses to everyday events, including interperson-
al transactions. Such responses necessarily combine
content and process and, furthermore, involve both
internal and external reactions. Internal reactions
include feelings, thinking and judgment. External
reactions include actions or behavior, such as obser-
vations, communications or activities that are gener-
ated by internal reactions. Thus, psychonormality is
a functional aspect of socially acceptable daily life,
including medical training and practice.

Despite recent evidence indicating that skills in
psychonormality significantly improve both patient
outcomes’® and the degree of career success achieved
in business,* science and medicine,’ systematic and
comprehensive approaches to this knowledge have
been conspicuously missing in medical education.®

This paper describes a pragmatic, experiential
approach to this missing curriculum that has been
well received both in the United States and England.
The medical school edition of this curriculum was
adapted from one developed in 1994° and subsequent-
ly adapted for various groups from high-school stu-
dents to college faculties. Faculties have requested
training in this course to be in a position to keep up
with and reinforce the training that students received.
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The curriculum, which administrators named Emo-
tional Empowerment, combines three perspectives on
psychonormality education: faculty/administrators,
student and clinical. Clinical psychiatry experience
provided the premises for the original curriculum
development and informs the teaching interventions.
Comprehensive breadth evolved to specifically address
all students’ individual and diverse needs. The necessi-
ty for individual approaches to the development of
emotional competence has been noted elsewhere’ and
may partially explain the persistence of the psy-
chopathology model with its individualized treatment
approach. In each Emotional Empowerment seminar
or workshop, students’ collective and individual experi-
ences with and ignorance of the issues, skills and con-
cepts of psychonormality determine the breadth and
depth of the discussions. Faculty, staff and students
provide specific teaching examples.

THE EMOTIONAL EMPOWERMENT
CURRICULUM

Background

Although Aristotle (384-322 B.C.) and Spinoza
(1677) both noted the link between emotions and
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intellect,'* the impressive intellectual advances in
science in the 20th century have eclipsed this con-
nection. Fortunately, in the last 20 years, academics
and practitioners have paid increasing attention to
aspects of psychonormality particularly in business,*
education and psychology. Gardner’s concept of
multiple intelligences explores, among other types,
personal intelligence," which is the capacity to learn
intrapersonal skills (internal skills like self-under-
standing and effective self-assessment) as well as
interpersonal skills (external skills fundamental to
relationships such as communication, collaboration
and empathy.)'? Goleman has popularized the equiv-
alent concept of emotional intelligence and its corol-
lary emotional competence, comprised of personal
(internal) and social (external) competencies.!
Salovey, Mayer and Caruso synthesize similar ideas
into the emerging field of positive psychology,
which seeks to balance a focus on psychopathology
with attention to building the best qualities in life.'
Two early studies of enhancing medical students’
emotional competence in the areas of empathy, com-
munication skills and personal growth are now in
progress.'*'® In addition, medical educators and
practitioners have begun to systematically address

Table 1. Outline of psychonormality course

The 5 Cyclical Steps
I. Self-Awareness

II. Self-Development
(change)

Balance in life

lil. Relationships

IV. Self-Responsibility
Plans and Structure

Leadership
Spirituality & Religion

tfreatment

V. Reflection

Core Topics for Exploration

Dreams and Dream Interviewing

Feeling Management (Protocol in Table 2)
Human diversity paradigms as a context
Communication: verbal & nonverbal

Identity definition and evolution
Change from conflict, failure, success and opportunity
Grief, loss, letting go and moving on

Taking Charge: ABC of Decisions
Dependency Issues: independence, dependence and interdependence

Relationship management overview

Interpersonal transactions, step by step

"Quick learning:" for rapid data assimilation and interpersonal adjustments
Facets of relationships

Autonomy and Self-reliance

Self-assessment with honesty, accuracy and kindness

Values, Judgment and Judgments

Health: mental and physical interface, prevention, maintenance and

Lifestyle: authenticity vs. image

Integrating the emotional empowerment course with life experience
Periodic journal reviews
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practical applications of psychonormality skills for
improved patient care, such as communication skills
training,"” and stress-reduction practices in diabetes
management.'®

Of special importance to underrepresented
minorities (URMs), i.e., African Americans, Hispan-
ics, Native Americans and Asians/Pacific Islanders,
medical educators have noted that competence in
certain segments of psychonormality increases per-
formance in postbaccalaureate and premedical stu-
dents.”” These segments include such items as study
and reading skills, coping techniques and personal
growth, and are often referred to as “noncognitive
variables,” an unfortunately inaccurate and pejora-
tive misnomer. Researchers have demonstrated the
importance of these variables in medical school suc-
cess,” especially for URMs.? This recognition gen-
erated the recent adaptation of the Emotional
Empowerment course to teach integrated psycho-
normality skills to medical students and students
enrolled in pre- and postbaccalaureate programs.
This curriculum is now being considered for faculty
wishing to enhance emotional competence. Once
trained, they could potentially become trainers.

Course Overview

Emotional Empowerment presents the funda-
mentals of psychonormality divided into five inter-
related basic steps or tasks that adults continually
repeat throughout the normal growth and develop-
ment of their psychonormality skills (Table 1.) The
five steps provide a basic framework designed to
help students organize and integrate their prior
knowledge and skills, recognize what skills they
lack and take action to develop them.

Such fundamental structuring is necessary
because psychonormality has been so long over-
looked or discounted? that few people in my clinical
experience have a sound grasp of either its basic
parameters or its pivotal role in their failures or suc-
cesses. Like most people, students have uneven emo-
tional competence haphazardly gleaned from family
psychodynamics and behavior, occasional self-help
books and rarely from psychotherapy. Some benefit
from psychology or medical courses that cover clini-
cal practice skills or the biopsychosocial model of
culturally relevant, ethical medical care.?® Unfortu-
nately, this leaves their knowledge compartmental-
ized and without synthesis and integration into clear
psychonormality concepts and related skills, such as
insight, situational analysis, strategy development and
communication. Furthermore, medical students and
physicians frequently deny their feelings and ignore
regrettable aspects of their professional and/or per-
sonal behavior. This greatly obstructs their learning
from experience. Life-threatening deficits can be
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associated with an inflated view of one’s skills, which
further impedes learning.?

The Feeling Management Protocol (Table 2) is a
lynchpin and model for the entire course. Feeling
management requires identification, articulation,
categorization and processing of feelings before
developing an effective action plan. An eight-page
feeling glossary helps students identify and name
feelings, a sine qua non of self-awareness and feel-
ing management. The protocol facilitates the skillful
coordination of “The Big Four:” emotions, thinking,
judgment and actions when confronting a particular
situation, event or decision. This skill strongly sup-
ports sustained professional competence.

Various exercises are used to train the partici-
pants in skills related to the five steps, from inter-
personal skills, such as reading nonverbal communi-
cations to journaling regularly to facilitate feeling
management. The documented health benefits of
journaling about facts and feelings® intrigues many
students. Such exercises provide them an opportuni-
ty for supervised practice. Extending the course over
months or years permits repeated self-evaluations of
performance with guided self-corrections for accu-
mulating an integrated depth of understanding as
well as myriad opportunities for honing various
skills in class, with patients and in rounds.

The Five Steps of Emotional
Empowerment

Step 1: Self-Awareness, the cornerstone of psy-
chonormality, includes insight into one’s motiva-
tions, emotions, needs, behavior and ambitions as
well as into one’s competence in juggling personal,
emotional and intellectual strengths and weakness-
es. In this step, the use of dreams for insight and
problem-solving is introduced.? Students explore
nightmares (such as examination anxiety dreams,)
dream recall and presleep instructions.”’ Dream
interviewing,®* a method of interpretation done
alone or with a friend, develops skills necessary for
competent medical practice, i.e., orderly thinking,
precise description and articulate expression. More-
over, adequate sleep for problem-solving compe-
tence*’! is emphasized.

As a prerequisite for conscious identity develop-
ment, students are taught to observe the enormous
range of diversity in colleagues and patients along a
few parameters, not only culture and creed but also
temperament, personality styles, intelligences and even
size, as a context for their own identity. Recognizing
one’s place in human diversity develops perspectives
key to interpersonal skills and learning that support
competent patient care and professional advancement.
Communications, intentional or unintentional, verbal
and nonverbal, as well as basic feeling management for
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constructive behavior are introduced.

Step 2: Self-Development is a perpetual psycho-
normality issue for physicians. It requires thorough
knowledge of one’s own identity and the sources and
forms of its constant evolution triggered by opportu-
nities, conflicts, failures and successes. Also
addressed are issues of independence, interdepend-
ence and dependence, and the power of decision-
making using a simple rating technique (A—alter-
natives, B—benefits, C—cost/consequences) to
clarify the active developmental process in profes-
sional choices or balance in life.

The potential of relationships (Step 3: Relation-
ships) as both resource and trouble requires constant
awareness of the key links and distinctions between
motivation and impact as well as content and process in
sophisticated interpersonal skills. Facets of relation-
ships, such as boundaries, limits, reparations, levels of
intimacy and terminations/goodbyes, are discussed.
The doctor—patient relationship, the teamwork of med-
ical seminars and conversations with third-party
providers are opportunities for regular applications of
interpersonal skills to medical practice.

Step 4: Self-Responsibility includes initiative,
plans and structure, e.g., how best to prepare for
exams from MCATS to boards given your learning
style. Professional and personal values and judg-
ment are addressed including the prevalent sexual
harassment issues. Applications of self-responsibili-
ty broader than are usually addressed in medicine
are important to successful professional develop-
ment and problem prevention, e.g., the impact of
lifestyle choices on financial issues, ethics, spiritu-
ality and/or health.

Medical students learn to reflect (Step V: Reflec-
tion) for diagnostic and treatment purposes, but the
hectic pace of medicine requires deliberate intention
to carve out the time necessary to extend reflection
to emotional competence issues. Yet, like other pre-
ventive measures, when used constructively and
efficiently, reflection can often save more than it
costs in the long run. The course itself models

directed use of reflective time and at best initiates a -

life-long process of reflection.

EMOTIONAL EMPOWERMENT
TRAINING EXAMPLE

A URM medical student volunteered this “case-
based” situation in a workshop at a Student National
Medical Association (SNMA) conference. The
example illustrates the importance of facility with
the entire curriculum in order to analyze the multiple
psychonormality issues involved and to develop a
constructive response by “walking the issue through
the steps” (Table 1).

The student was in a quandary about an extreme-
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ly distressed friend, a fellow student, (a dual failure
of Step 1, feeling management) (Table 2). The friend
was also denying that he needed professional help,
(Step 4, mental health maintenance.) Consequently,
the friend was overly reliant on the student, (Step 2,
dependency) causing him considerable stress, (Step
3, boundaries and limits.)

With reflection (Step V) and guided discussion
through relevant aspects of all four steps, the student
first identified the major components of his own dis-
tress in order to be able to devise an optimal resolu-
tion of the situation (Step 1, feeling management).
In brief, when his advice to seek professional help
was rejected, his sense of interpersonal impotence
became intolerable. His ability to rapidly delineate
and articulate complex feelings in a public forum
indicated excellent self-awareness skills of feeling
identification. However, his delayed self-exploration
postponed resolution of the situation and prolonged
his stress. The delay stemmed in part from his inade-
quate relationship skills, i.e., “What’s the point of
knowing the precise etiology of my stress when
there’s nothing I can do about it?” His compassion, a
common characteristic of good physicians, coupled
with inadequate limit setting skills, was problematic.
He was reluctant to reject his friend’s dependency
partially because his friend would then overburden a
mutual friend. (Step 4, limit setting.) Although pas-
sive self-awareness is necessary for resolution, it is
not sufficient. Resolution requires an active, work-
ing self-knowledge and a comfortable familiarity
with process (Step 2, decision-making and change).

His eventual plan (Step 4, plans and structure)
explicitly limited his responsibility by acknowledg-
ing his own vulnerability in the situation (Step 1,
verbal communication), thereby modeling how to
cope without denial (Step 4, leadership) and telling
the friend (Step 3, relationships), “Listen, / can’t
take your distress anymore, even if you can, so
you’ve got to go with me to the health center for an
evaluation and at least get a professional opinion
about whether or not you need help. Now, when can
you be ready? Let’s go.”

If enacted, this plan could initiate an appropriate
intervention. A back-up plan was also devised, the
first step of which was to tell his friend, “If you don’t
go, I’'m going to talk to [the school administration]
myself about you.” This intervention was designed
to separate out his friend’s fear of stigma/desire for
privacy from denial of need for professional help.
The last resort was to enact the back-up plan to
diminish suicide risk and transfer responsibility
appropriately to the school administration.

The student volunteer demonstrated considerable
skills: connections, empathy, compassion, initiative,
awareness of limits, help-seeking, and mental health
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awareness. Nonetheless, this exercise furthered his
development in a number of areas relevant to med-
ical practice: communication, boundaries, balancing
and maximizing the number of needs met for every-
body involved, clarifying values, leadership, limit
setting, plans and structure.

Other students in the workshop practiced team-
work with coaching during the development of “the
best plan for now and later.” They also listed a num-
ber of gains from the volunteer’s open modeling.
The list included increased realization of what self-
awareness is, increased insight, more conscious
awareness of the impact of nonverbal communica-
tion on others, increased confidence in situational
analysis and positive decision-making, new under-
standing of the steps behind emotional competence
and additional strategies for self-empowerment.

DISCUSSION

Neglect of psychonormality is reminiscent of medi-
cine’s earlier omission of cultural competence train-
ing,* a concept that has gradually gained acceptance.
Interestingly, cultural and emotional competences
overlap, especially in relationships where cultural com-
petence is a subset of emotional competence. Although
interpersonal skills, including communication skills,
are now recognized to be associated with good clinical
outcomes and patient satisfaction,” their teaching and
evaluation, and complementary faculty development
still require considerable attention.*

The importance of relationship skills is reflected,
for instance, in the association of good doctor—
patient relationships with adequately informed

patient consent. Also, reduced risk of malpractice
suits, even with adverse patient outcomes, is similar-
ly associated with good doctor—patient relation-
ships.**** The well-known stress of malpractice suits
compounds the stress of medical practice, and the
impact of this additional stress on the resilient indi-
viduals admitted to medical schools is easily under-
estimated. Discussions of psychonormality in pro-
fessional training could contribute to necessary
changes in professional attitudes and institutional
policies needed to encourage physicians to seek
appropriate psychiatric help when indicated.*

Professional relationships that are an integral com-
ponent of medical practice, especially in groups,
HMOs and hospitals, also need management. In my
professional experience, physicians also generally
ignore obviously defective interpersonal skills on
rounds and at interdepartmental conferences, despite
the negative impact on others. Relationship manage-
ment in mentoring fares somewhat better, with orien-
tations and guidance in some programs; however, the
unstructured apprenticeship nature of many such pro-
grams can result in uneven quality.”’ Issues of profes-
sionalism, sometimes addressed as the hidden cur-
riculum, may well relate to inadequate relationship
skills and are part of the missing curriculum.

One source of difficulty in professional relation-
ships is the absence of a common psychonormality
framework, something I noticed while teaching the
psychiatric aspects of medical practice in the 1980s
to diverse groups of medical students. There was a
tacit assumption that everyone should adapt to the
framework of the senior physician present, regard-

judgment and action

Table 2. A 10-step feeling management protocol: coordinating “The Big Four”: feelings, thinking,

1. Time out. When an event or situation occurs, pause while you complete steps 2-5. (An event can be
examination anxiety, a patient interview, alcohol/drug abuse, family issue, academic challenge, safe
sex concerns, need for an important decision, noticeable stress, etc.) This seems simple, but many
problems derive from impulsive responses that preclude thinking or reflection about consequences.

2. Analyze what happened, i.e., examine the whole story, in chronological order, distinguish cause
and effect, include feelings. Journaling helps here.

3. Name all your feelings as precisely as you can. Use feeling glossary provided.
4. Sort your feelings into relevant, anachronistic and irrelevant, i.e. dragging in the kitchen sink.

5. Face all your feelings. Process them by exploring, examining and experiencing them without acting
on them. This process can be facilitated by crying, journaling and talking to an appropriate person.

6. Choose the best result for now and later. Use good judgment and attend to relevant feelings.

7. Plan how to make that “best result” happen. Think carefully and be realistic. Set timelines. Enlist
support from appropriate friends, colleagues, faculty, peers and professionals.

8. Follow your plan and nothing but your plan, but do follow your plan. Act.
9. Evaluate your results: examine feelings, what worked, what didn't and why.
10. Accept the results and move on. Cycle back to time out with the modified or new situation p.r.n.
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less of its adequacy or the emotional uncertainty
these sequential adaptations created. A shared group
perspective facilitates the complex dynamics and
management of the normal stressful events and rela-
tionships of everyday medical life and supports the
sustained practice of emotional competence. These
skills can also be extrapolated to family relation-
ships, enriching doctors’ personal lives and families
as well as their larger communities. Even minimal
education in the basic understanding and skills
required to manage relationships has proved effec-
tive in improved life management.*

Teaching psychonormality and emotional compe-
tence throughout the four years of medical education
and beyond allows time for the kind of integration of
skills consistent with Zull’s work on the neurophysiolo-
gy of deep learning. Such learning requires the gradual
development of neuronal networks for the learning
cycle of concrete experience, reflective observation,
abstract hypothesis and active testing to occur.*® Opti-
mal changes in students from prolonged education
might be reflected (and measured) in numerous ways,
e.g., higher grades, higher retention, greater patient
compliance, lower rates of malpractice suits, or
increased health and happiness in successful graduates.

Further justification for incorporating the miss-
ing curriculum into medical education comes from
the high stress level physicians experience as both
practitioners and patients. We need new manage-
ment approaches for a number of interrelated rea-
sons. First, stress management for medical students,
house staff and faculty has traditionally been based
in psychopathology, such as support groups and/or
improved access to psychiatric services, now often
known by positive names, e.g., well-being. The med-
ical board diversion programs are another psy-
chopathology-based approach to the issue in physi-
cians. In my experience, interventions rooted in
psychopathology, rather than psychonormality, can
be helpful but also tend to reinforce denial and inad-
vertently reinforce stigma by providing psychiatric
treatment while neglecting psychonormality skills.
Furthermore, the ubiquitous psychopathological
perspective fails to address and even covertly
encourages the use of destructive methods of coping
that are often hidden or considered socially normal,
such as tobacco, alcohol® or substance abuse,* eat-
ing disorders, somatization,”” and caffeinism with its
associated irritability and sleep deprivation.

With regard to URM physicians, psychothera-
peutic approaches to issues of psychonormality are
even more problematic for African Americans, since
they utilize psychiatric services less and are there-
fore less likely to be reached by such interventions.*
This is consistent with my professional experience
providing treatment and support and process groups
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to medical students and residents for over 30 years.

Secondly, the relationship between stress and physi-
cal health threatens both physicians and patients alike
and is particularly obvious in African Americans. Doc-
umented as suffering from disparate healthcare access,
African-American patients (Whose number includes
doctors), also suffer a higher incidence of illnesses and
disabilities linked to stress, such as asthma, arthritis,
diabetes, obesity and pain. Moreover, the African-
American physician’s own risk of hypertension may
potentially affect the number of practicing URM physi-
cians and, hence, not only his/her life but also health-
care access for minority communities.” Yet, stress
management (another pathology-based term) is still
not consistently addressed in medical care, and this
omission appears related to the physician’s lack of per-
sonal practice of stress management.”

Thirdly, the diminishing job satisfaction of practic-
ing physicians® also argues for a new approach to
physician stress for the benefit of the individuals and
the profession. For instance, in my experience, success-
ful men traditionally employ emotional competence
less to handle stress than successful women, who more
easily use spontaneous crying to facilitate feeling man-
agement. Therefore, I suspect a connection between the
unaddressed stress in the face of diminished autonomy;
status and financial rewards in medical practice; and
the decline in men applicants, including African Amer-
icans, over the last 25 years.* If this suspicion is accu-
rate, increasing emotional competence in male physi-
cians would increase job satisfaction and therefore the
attractiveness of the profession to men applicants. In
particular, more URM male applicants would support
the diversity of physicians needed for medically under-
served communities.”’

Traditionally, medical schools support expanded
professional development with mentoring. However,
as scientific education in medicine has evolved from
apprenticeship alone to a formal curriculum with
variable mentoring in the last 150 years, it may be
time for a comparable evolution in curriculum to
include formal education about psychonormality
and related skills. Students easily understand and
engage with the concepts, and report gratitude and
empowerment from formal psychonormality educa-
tion. Many indicate that they find the process of
deliberate insight and self-development unfamiliar
but intriguing. They resolve to both journal and read
more after workshops, but disparate self-help books,
although valuable, are difficult to integrate by one-
self into a sophisticated, workable approach.*

CONCLUSIONS

Medical and premedical students are generally
inadequately prepared for the emotional competence
necessary for healthy medical training and practice
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and have only a fragmented appreciation of basic
psychonormality concepts and skills from which
such competence is derived. This is important to the
profession as a whole and to URM premedical and
medical students, physicians and patients in particu-
lar, since it may affect a number of issues from pro-
fessional success to access to care.

Practical experience in teaching a basic psycho-
normality course for emotional competence in work-
shops and seminars to students and professionals,
including premedical and medical students, has met
with positive response. Students express appreciation
for their increased awareness and emotional compe-
tence skills resulting from the formal education and
training described in this paper. On this basis, I am
suggesting consideration of an addition to medical
curricula of psychonormality education and training.

Further experience with carefully designed
courses, evaluated for effectiveness, is necessary to
test a number of clinical impressions. For instance,
is a higher level of basic emotional competence in
medical education, training and practice correlated
with a reduction in physician stress and inappropri-
ate stress tolerance with its related health problems?
In addition, it would be interesting to evaluate the
influence faculty training in psychonormality might
have on job satisfaction or more timely interventions
for pressures common to the practice of medicine.
Just as medicine has incorporated training in cultur-
al competence, the profession may now be ready to
explore the benefits of training in psychonormality.
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