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In a recent Family Practice Forum, Smilkstein1 
writes as follows:

In a recent paper, Engle [sic] asked the rhetorical 
question, “ Who are to be the teachers o f the biopsycho­
social model?”  Psychiatrists were the mentors he chose 
for the model he has championed.

Although the recommendation of this distinguished 
professor of internal medicine and psychiatry could 
have been predicted, I was disappointed that my former 
University of Rochester Medical School professor had 
failed to offer a share of the teaching of the biopsycho­
social model to family medicine.

In directing the teaching responsibilities to psychia­
try, Engle, who has recently retired, was in a sense 
offering an inheritance gift to his discipline.

This so misrepresents what I wrote in that paper2 
and what I have stood for throughout my profes­
sional career that a response is required.

First, since I have been presented as having a 
bias toward psychiatry, it needs to be made clear 
that my training and personal identity is that of an 
internist with special interest in its psychosomatic 
and psychosocial aspects. I have had no formal 
psychiatric training and have never had a psychi­
atric practice. I have tried to achieve the level of 
competence in psychiatry that any competent 
physician should have. My teaching has been
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mainly in clinical settings and with students, resi­
dents, and trainees destined for careers other than 
psychiatry. The Rochester postresidency program 
in behavioral and psychosocial medicine has 
aimed to develop teachers who can exemplify the 
biopsychosocial approach in their own disciplines. 
Its faculty includes eight psychosocially qualified 
internists, two obstetrician-gynecologists, four 
psychiatrists, and three behavioral scientists. 
Among the current trainees aspiring to roles as 
teachers are two internists, one family physician, 
and one obstetrician-gynecologist. That hardly 
suggests a decision to make psychiatrists the sole 
mentors for the biopsychosocial model.

My paper was based on remarks originally 
made to audiences composed largely of psychia­
trists.* Its fundamental aim was to dispute any 
claim by psychiatrists to an exclusive right to 
teach the psychosocial part of the model. To do so 
in effect refutes the model itself. Rather, their role 
and responsibility must be to help develop general- 
systems-oriented teachers who can function au­
tonomously as exemplars of the biopsychosocial 
model in their own disciplines.

I went on to confront my psychiatrist audience

*Panel on liaison psychiatrists as teachers, American Psy­
chosomatic Society, March 26, 1980; Keynote Address, The 
National Conference on Teaching the Psychiatric Aspects of 
Medical Practice, May 10, 1980; the M. Ralph Kaufman 
Memorial Lecture, Mount Sinai School of Medicine, Sep­
tember 25, 1980.
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with some of their own inherent deficiencies as 
teachers of the biopsychosocial model. As prod­
ucts of the same narrow biomedical educational 
system as other physicians, many are just as prone 
to separate the psychosocial from the biological. 
In the process they tend to equate psychiatric with 
psychosocial, thereby perpetuating the dualist, re­
ductionist position that these are domains separate 
from the rest of medical science.

Further, many psychiatrists do not adequately 
appreciate the fact that expertise in the psycho­
social, as encountered in psychiatric practice, is 
by no means transferable to the rest of medicine. 
While there are psychosocial dimensions common 
to all aspects of medical practice and health care, 
the particular set of psychosocial knowledge and 
skills appropriate for autonomous functioning is 
not the same for the psychiatrist as it is for the family 
physician or the plastic surgeon or the ophthal­
mologist. Each set has its unique features. By this 
fact alone the psychiatrist can never fully qualify 
as the sole teacher of the biopsychosocial model 
for physicians in other clinical disciplines.

To resolve that dilemma, I invoked a pedagogic 
principle that is difficult to dispute:2

Effective education involves many processes, not the 
least of which is having role models with whom the 
learner can identify, a process especially crucial for the 
development of one’s professional identity. One learns 
how to do by doing with others who already are expert 
at doing what one wants to do and experienced in being 
what one wants to be. One can learn much from other 
specialists, but autonomous functioning and a profes­
sional identity in a particular specialty can come only 
from working intimately with others in the same specialty.

I then went on to define in generic terms the 
desirable qualifications for the new teachers:

Clearly they must be physicians whose scientific model 
is biopsychosocial and who exemplify in their everyday 
work expertise in the psychosocial dimensions of their 
particular arena of practice. . . . What should be the role 
and responsibility of psychiatry for their education? In 
addition to its traditional role in basic psychiatric and 
psychosocial education, psychiatry must also identify and 
cultivate potential biopsychosocial “ mutants”  in other 
fields, that is, physicians who for whatever reason have 
themselves come to recognize the deficiencies of the
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biomedical model and their need for a better understand­
ing of the psychological and social aspects o f medicine. 
Typically these people turn to psychiatrists for further 
education. The proper role o f psychiatry . . .  is to nur­
ture and support them in their struggle to establish a new 
professional identity in their own f ie ld  [*] until they in 
turn can become role models for others.

By these criteria all first-generation, general- 
systems-oriented teachers in family medicine are 
“ mutants.”  I suspect most obtained their initial 
basic education and orientation from psychiatrists 
and behavioral scientists before they went on to 
become autonomous biopsychosocially qualified 
teachers and role models in their own disciplines.

Finally, what underlies the charge that I over­
emphasize the role of psychiatry to the neglect of 
family medicine, a complaint coming not from 
Smilkstein alone?3 Presented as a challenge to 
psychiatrists, my paper was not intended to elabo­
rate on the real or potential contributions from the 
other disciplines. Nonetheless, when addressing 
the practical issue of the role of psychiatry in cul­
tivating the biopsychosocial model in our medical 
schools today, I did at least by implication give 
family medicine a relatively lesser role when I 
wrote:2

Psychiatrists, along with other behavioral scientists, 
continue to be in the best position to familiarize students 
and young physicians with the psychosocial knowledge 
basic for all o f medicine.

and

For the present psychiatrists must also assume the 
major responsibility for qualifying other physicians to 
identify and master the psychosocial dimensions pecul­
iar to their respective fields o f practice.

The important qualifier is that this refers to 
teaching resources today and for the near future. 
All medical schools have departments of psychia­
try; that is not yet true of family medicine. Virtual­
ly all medical students have curricular time with 
psychiatry, many in the preclinical as well as clini­
cal year; not so for family medicine. Psychiatrists, 
particularly liaison psychiatrists, work with resi-

‘ Emphasis in the original manuscript that was eliminated 
in the final version.
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dents and trainees in many specialties, including 
family medicine. Family medicine does not have 
corresponding access to residents and trainees 
from other programs. Until biopsychosocially 
qualified educators are widely distributed among 
the clinical and preclinical disciplines of our medi­
cal schools, psychiatrists will have to continue to 
play the major role in bringing the biopsychosocial 
model to medical students and residents. Hence 
my plea to psychiatrists that they look to the qual­
ifications of their own faculty and that they con­
centrate on cultivating “ mutants.”

Family medicine, working closely with psychia­
trists and behavioral scientists, has already devel­
oped its own cadre of “ mutants.”  The growth and 
popularity of family medicine as a new clinical 
discipline among young physicians has in good 
part resulted from the fact that it is inherently 
more patient and person oriented. Thus it appeals 
to a group for whom the biomedical model proves 
wanting, a group more receptive to the more inclu­
sive general systems approach. That was also psy­
chiatry’s appeal, especially during these past three 
decades. Both have access to a new generation. 
Max Planck, the eminent physicist, once wrote, 
“ A new scientific truth does not triumph by con­
vincing its opponents and making them see the 
light, but rather because its opponents eventually 
die, and a new generation grows up that is familiar 
with it.” 4

For this new generation, family medicine will do 
well, as Smilkstein proposes, to emphasize the 
biopsychosocial approach as central to its basic 
philosophy. Let us hope that not as many in family 
medicine will follow those in psychiatry for whom 
biopsychosocial is more a political slogan than a 
new scientific paradigm. It was the politicizing of 
the model by some psychiatrists that provoked my 
remarks in the first place.
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