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ABSTRACT

George Engel’s biopsychosocial vision was simultaneously scientific and

humanistic. He passionately presented an approach to clinical care to correct

the progressive distancing of clinical care and research from the lived

experience of the patient. Yet, while science provides ever greater evi-

dence for the linkages between subjectively-reported experience and health

outcomes, trainees and practicing clinicians struggle to realize a biopsycho-

social vision in a pragmatic way. These challenges are magnified by the

mandate for greater patient autonomy and participation in care, increased

access to information, and overlaps and omissions as multiple professionals

try to address the whole person. Importantly, trainees and clinicians get

stuck implementing the biopsychosocial model partly because they have not

developed the capacity for resilience, self-awareness, and self-monitoring.

These capacities must accompany efforts to help clinicians engage more

deeply with their patients; otherwise, they risk emotional distress, empathic

failure, premature closure, and withdrawal from effective connections with

patients. This article will explore ways in which Engel’s biopsychosocial

vision can be realized through building the capacities of clinicians to become

more self-aware and resilient, and engage in compassionate action.
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ENGEL’S VISION

The nephew and protégé of a prominent pathologist-bacteriologist, George Engel



data from diagnostic tests and pathological specimens. He further emphasized

that the only way to obtain reliable and scientifically defensible patient data

was to talk with the patient in such a way that the patient would reveal his or her

understanding of the illness and the temporal relationships among physical, social,

and psychological experiences accompanying the illness. Further, he emphasized

that patient data is not merely subjective, it is intersubjective in that the data

themselves are a product of the level of communication and trust in a patient-

physician relationship [6]. Engel’s thinking was part of a countercurrent in

scientific inquiry, a reaction to an increasingly objectivist stance that was less

and less concerned with human experience. Effective communication between

doctor and patient would fulfill two fundamental human needs: to know and

understand, and to be known and understood.

The need to know and understand originates in the regulatory and self-

organizing capabilities of all living organisms to process information from

an everchanging environment in order to assure growth, . . . self-regulation,

and survival. In turn, the need to feel known and understood originates . . .

in the life-long need to feel socially connected with other humans [6].

As for how to accomplish these ends, Engel notes,

The physician . . . is a participant observer who, in the process of attending to

the patient’s reporting of inner world data, taps into his/her own personal

inner viewing system for comparison and clarification.

The medium is dialogue, which at various levels includes communing (sharing

experiences) as well as communicating (exchanging information). Hence,

observation (outerviewing), introspection (innerviewing), and dialogue

(interviewing) are the basic methodologic triad for clinical study and for

rendering patient data scientific [4].
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Table 2. Rendering Patient Data Scientific

•Broadening the “clinical gaze” to include (inter)subjective, psychological, and

social data

•Providing a guide to attentive observation of the patient

•Establishing that mind-body interactions matter

•Exposing the fallacies of the body-as-machine, the “detached observer,” and

mind-body dualismbody interactions matter



WHERE ENGEL LEFT OFF

While Engel described some important goals of clinical care and scientific

inquiry in the human landscape of illness, he wrote little about the technology



remain at the elective periphery of most medical school curricula [18]. In

addition, trainees and clinicians often get stuck implementing the biopsycho-

social model partly because they have not developed the capacity for resilience,

self-awareness, and self-monitoring.

A PERSONAL RESPONSE

Engel’s vision provokes several challenges that I face on a daily basis as

a family physician and palliative care specialist. In the rest of this article, I

will describe these challenges as eight leaps (Table 3). These leaps do not propose

new knowledge base, a new language, or a new set of techniques. Rather,

they promote the pragmatic and wise enactment of knowledge and skills that

are already present in most physicians.

From Fragmented Self to Whole Self

As a physician, I am aware of what parts of me I bring to my work, and which

parts I leave home, in my research office, at vacation spots, at my parents’ house,

and with my children. These parts might include playfulness, curiosity, serious-

ness, analytic acumen, anger, feeling alive, dark humor, or sensuous touch. The

rules we assimilate about which parts make sense in those different environ-

ments are usually unspoken and unquestioned. Often those rules are appropriate,

but sometimes misplaced. Sensitivity might be neglected in the operating

room and playfulness in the mental health center. Nye’s poem (Table 4) evokes

that sense of dismemberment, incompleteness, and fragmentation that we live

without quite realizing it, and the difficulty of achieving cohesion. The poem

continues, suggesting that coherence is sometimes transitory, but once tasted

becomes compelling, motivating, and joyous. A reflective question might be,

“What parts of your self are you engaging in the care of this patient, right now?”

and then, “Does it have to be that way?”
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Table 3. Eight Leaps

•From fragmented self to whole self

•From othering to engagement

•From objectivity to resonance

•From detached concern to “tenderness and steadiness”

•From self-protection to self-suspension

•From focus on well-being to focus on resilience

•From empathy to compassion

•From whole mind to shared mind



From Othering to Engagement

Physician-poet Jack Coulehan proposes that there are two reasons why

clinicians detach emotionally from patients—to protect the patient from the

physician’s loss of objectivity and good judgment, and to protect the physician

from being paralyzed and overwhelmed by the patient’s suffering [20]. To detach,

physicians construct the patient as an “other,” “the person in the bed,” someone



From Objectivity to Resonance

Humans witnessing others experience pain activate areas in their own brains

corresponding to aversive sensations; correspondingly, witnessing the relief of

pain activates areas associated with reward and positive emotion. This is also true

of physicians; functional MRI imaging studies show that when physicians witness

patients subjected to painful stimuli who are then given treatments that offer

relief, they experience greater activity in areas of the brain associated with reward

and subjective value [24]. But, compared to the general public, physicians’

emotional resonance dampens more rapidly [25]—a “down-regulation” of emo-

tional reactivity, and, as some claim, empathy. One can easily understand how

this might happen given physicians’ daily exposure to pain and suffering. If one

assumes that emotional resonance is toxic to the physician, then the reaction makes

sense. But, increasingly, research suggests that the kind of self-protection that

involves distancing from patients creates further burnout. A question to ask when

feeling the urge to create greater distance from a patient might be, “What would

happen if I allowed greater emotional resonance, if I allowed myself to feel

just a little bit more?” Here, it is not that any particular distance is the “correct”

distance; rather, it is the act of asking the question that is important. A variety

of psychological perspectives converge on the observation that the ability to

tolerate emotional resonance depends on the capacity for “mentalization”—the

ability to examine one’s own feelings, and “self-other differentiation”—the ability

to distinguish another’s feelings from one’s own [26-28].

From Detached Concern to “Tenderness and Steadiness”

During training, students and residents are socialized into an attitude of

detached concern with equanimity; yet, satisfaction comes from being more

fully engaged in one’s work, a radical presence that draws on all of one’s cognitive

and emotional potential. Whether this engagement is directed toward excellence







[52, 53]. Thus, Engel’s call for self-awareness of mood, body, and action implied

in the biopsychosocial approach does not stop with the individual; reflective

self-awareness exists also as a shared phenomenon, a manifestation of interactions

among members of teams, systems, and communities [54]. Clinicians might
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