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T he review of angina by Medalie1 claims to “ validate” 
the biopsychosocial model developed by Engel2 and 

widely adopted by family medicine educators and inves
tigators. Presumably this validation occurs because the 
literature review demonstrates that psychological and so
cial factors can play as important a role in the develop
ment and evolution of angina as biologic factors.

It is worth asking precisely what it means to “ validate” 
a model such as the biopsychosocial model. Discussing 
that point may help to clarify some aspects of the model 
itself. It may well be the case that the key question is not 
whether the model could be validated, but whether it 
could be invalidated.

Medalie1 distinguishes at one point between the biopsy
chosocial model and a systems model. The biopsychosoc
ial model, however, seems to have its roots in systems 
theory as well as in cybernetics.3 It posits many levels of 
organization, ranging from the molecular to the social and 
ecological levels, related to each other in whole-part fash
ion, and generating interlevel information flow through a 
variety of feedback loops. These levels and feedback 
loops could possibly be viewed in mechanistic cause- 
and-eifect terms; but the biopsychosocial model seems to 
fit better with a probabilistic rather than a mechanistic 
model of reality, such as is favored by modem physics.4-5 

How well has the model been validated? Has Medalie 
simply picked one disease that happens to fit the model, 
while ignoring dozens that do not? A very crude but still 
illustrative way of answering this question is to date the 
model as having arrived on the scene in 1977 with Engel’s 
now classic paper2 and then to see what new disease 
problems have arisen since then and how closely the 
resolution of the problems has depended on the biopsy
chosocial approach.

There seem to have been three widely publicized, 
newly recognized disease entities that have struck since
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around the time of Engel’s paper, and all three have 
yielded a great deal to biomedical research. Two—legion
naires’ disease and toxic shock syndrome—have been 
approached in a solely biomedical, mechanistic mode 
with great success. Biological causes were found and 
biological treatments devised with little or no reference to 
psychological or social determinants. The third, acquired 
immune deficiency syndrome (AIDS), now has, thanks to 
intensive biomedical research, a known cause, known 
routes of transmission, and a known treatment of partial 
efficacy. There has been, however, a much greater recog
nition of the need to appreciate the social and cultural 
factors that primarily determine the spread of human im
munodeficiency virus. While there remain doubting Tho
mases (of the Lewis variety) who think that ultimately a 
vaccine will solve everything, the more general consensus 
is that psychological and social change is an absolute 
prerequisite to halting the spread of the disease.

The point here is, granted that AIDS might be compa
rable to angina as a sort of validation of the biopsycho
social model, could it then be said that legionnaires’ dis
ease and toxic shock invalidate the model? The model 
does not deny that bacteria cause disease or that antibiot
ics kill bacteria. Cellular and molecular levels of organi
zation and feedback are as much a part of the model as are 
cultural and social levels.

According to the biopsychosocial model, factors that 
potentially influence any health outcome exist at many 
levels of organization, and scientific scrutiny is required at 
all those levels to detect which factors indeed play a 
significant role. In some cases, so many factors will all 
play equally important roles that only broadly based bio
logical, psychological, and social interventions will be 
efficacious in altering the outcome. In other cases, how
ever, scientific scrutiny will reveal that one or a few 
factors, at one or a few levels, dominate; and the altera
tion of those few factors is sufficient to produce the de
sired result.

Campbell’s extensive review,6 which Medalie cites, is 
bound to be a disappointment to dedicated family medi
cine advocates. The review demonstrates that a very large 
number of illness states have been shown to be influenced 
by family factors, but only a small handful of studies have
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demonstrated that family-level intervention is specifically 
efficacious in improving health outcomes. Still, however 
disappointing this observation is for those of us who enjoy 
studying and teaching family dynamics, it hardly invali
dates the biopsychosocial model. It should be no surprise 
under the model that family intervention is efficacious in 
only a small class of health problems, even though family 
factors potentially influence a wide variety of health prob
lems, any more than it is surprising that some sorts of 
family dysfunction respond well to family therapy, others 
to more broadly based social changes, and still others to 
the administration of medication to one or more family 
members.

Exactly what would invalidate the biopsychosocial 
model? The model has recently had its critics. Ruane7 
faults it for leaving out a critical ingredient of the healing 
system, the physician—as if the physician were the iso
lated observer, posited by the mechanistic model, whose 
observations do not alter the system in any fundamental 
way. Foss and Rothenberg8 argue that the model con
cedes too much to the traditional biomedical approach, 
and that modem medicine needs an entirely new set of 
“ basic sciences.” But these criticisms suggest alternative 
models and are not true invalidations; in many ways they 
can be handled by simple extension of the biopsychosoc
ial model.

It would seem that the only way to invalidate the model 
would be to disprove observations that currently seem to 
be exceedingly well grounded in biomedical science. For 
example, it might be shown that the immune system is 
really not altered by emotion, that endorphins affect brain 
states but do not influence any other bodily organs, or that 
the health risks associated with poverty are really caused 
by strictly biological or genetic factors. Basically these 
findings would amount to denying that interlevel feedback 
loops exist, and that factors at each level of organization 
have causative influence only within that level, which is

definitely not what contemporary scientific research is 
telling us.

Thus, it follows that those who would deny the validity 
of the biopsychosocial model cannot have scientific rea
sons; for they are denying, along with the model, not only 
a large body of scientific findings, but also a basic under
standing of what it means to be a scientific clinician,9 
Their reasons must instead be ideological. Either they 
wish to enthrone one sort of science as “ real” science and 
deny the validity of other sorts of data or else they wish 
arbitrarily to simplify their activities by defining out of 
medicine all those factors that confuse or irritate them, 1 
have argued elsewhere that it is time for the advocates of 
the biopsychosocial model to stop writing articles and 
holding academic conferences about it, and to start trying 
to reform the recalcitrant US health care nonsystem along 
the lines that the model, interpreted from a primary care 
focus, would suggest.10
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