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the biopyschosocial
MODEL

Tothe Editor:

Dr Urberg’sl commentary on Dr
Medalie’s2 essay on the biopsycho-
social model illuminates starkly the
difference between two world views
that exist within family medicine.
One is the positivist (reductionistic,
epidemiologic) world view, the other
isthe naturalistic (hermeneutic, phe-
nomenologic, interpretive), which in-
cludes the biopsychosocial model.34

Inherent in Dr Urberg’s argument
that the naturalistic world view fails
to address “the central question of
patient care” and that “it is not a
valid medical model” is the positivist
assumption that a patient is only a
scientifically describable collection of
molecules. In other words, he reaf-
firms the reductionist assumption.

I do not interpret Dr Medalie as
having rejected *“strong antireduc-
tionism,” but rather infer that Dr
Urberg is so reductionistic that he is
blind to the simultaneous truths of
molecular biology, psychology, and
sociology that Dr Medalie sees. Dr
Urberg begs the question of the rela-
tionship of various types of knowl-
edge, insisting on a superiority for
biochemistry and epidemiology. Pos-
itivism is well founded, but it is not
necessarily universally correct to the
exclusion of other knowledge. The
only people who have been “disap-
pointed” by the biopsychosocial
model are positivists who need P val-
ues to believe anything.

| see things quite differently. | see
patients who are on the one hand a
collection of molecules, cells, tissues,
etc, but who are also persons with a
history and a culture. |1 know their
families and communities. Their per-
sonalities are indispensably relevant
onaday-to-day basis. Dr Urberg asks
us “to accept therapeutic medicine as

the primary goal of medicine.” | point
to the Doctor, His Patient and the
IlIness by Michael Balint as evidence
that the biopsychosocial community
has been focused on this goal for al-
most 40 years.5

Robert Dozor, MD

Family Practice Residency Program
Community Hospital

Santa Rosa, California
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GENITAL CHLAMYDIA
INFECTION

To the Editor:

Ferris et a>presented two very im-
portant points in their recent article
on test of cure for genital Chlamydia
trachomatis infections in women. An
indirect method of analysis for Chla-
mydia trachomatis can be used as a
test of cure. It was also found when it
is appropriate to retest following
treatment of Chlamydia infections.

We used the fluorescein-conju-
gated monoclonal antibody test as a
presumptive test of cure 2 weeks fol-
lowing initiation of treatment in
1986.2 We found all compliant pa-
tients to have a negative test 2weeks
following initiation of treatment. This
finding is comparable with the find-
ings of others.13
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