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Biopsychosocial Paradigm?
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Where Are We Now?

“Doctor” is derived from the
Latin word “Dochere,”
meaning to teach [8].

Orthopaedic surgeons embrace this
role when we discuss musculoskeletal
pathology and treatment, but in my
view, we become uncomfortable when
broaching the subject of stress and
emotions. Are we training our doctors

properly? Residency training consists
of both structured and nonstructured
educational curricula. Presently, resi-
dents learn communication skills as
part of nonstructured training rather
than through a formal curriculum.
Indeed, residency programs devote
little time to the biopsychosocial as-
pects of musculoskeletal care.

One of the primary attractions for
many orthopaedic surgeons to the field
of orthopaedic surgery is the opportu-
nity to identify a specific musculo-
skeletal problem, surgically repair the
problem, and have the immediate
gratification of an extremely happy
individual whose pain has been re-
solved and function improved. This
selection process is graphically evident
during the residency interview process.
The applicants are looking for surgical
skills to be consistent with their pro-
fessional identity and vision to make a
specific musculoskeletal diagnosis and
correct the problem. Most applicants
are not interested in caring for people
with conditions not responsive to the
“usual” care; multiple, nonspecific
musculoskeletal problems; and other
chronic conditions.

Many orthopaedic surgeons are re-
sistant to consider a role for emotions in
the musculoskeletal presentation of the
people that they are caring for. But there
are potential consequences in this re-
sistance. Withholding our clinical con-
cerns and prescribing the “usual”
musculoskeletal treatment for the ortho-
paedic diagnosis without addressing a
biopsychosocial comorbidity is a viola-
tion of the bioethical principles of au-
tonomy and nonmaleficence, and it may
hinder the person’s ability to get well.
Even when the musculoskeletal pathol-
ogy is straightforward, the results of
surgery are affected by human emotions
[3, 7]. The LEAP study identified the
relationship between outcomes follow-
ing high-grade open tibia fractures and
psychosocial support [3]. A large body
of evidence overwhelmingly supports
the effect of emotions, self-efficacy, and
individual personality characteristics on
recovery following injury [7]. Pain per-
ception and rehabilitation can be affected
by psychological, biological, and social
characteristics [4, 9, 12].

The American Academy of
Orthopaedic Surgeons (AAOS) per-
formed an image tracking survey in
1998, polling the public and ortho-
paedic surgeons [1]. Surgeons per-
formed poorly in ratings including
listening, spending time, caring, and
compassion. John Tongue, the AAOS
president from 2012-2013, called us
“high tech, low touch” [15]. Physician
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Hospital Consumer Assessment of
Healthcare Provider and System scores
were negatively impacted by our lack
of communication skills; orthopaedic
surgeons scored the lowest among
twelve surgical subspecialties [10].
More than 20 years later, we still strive
to improve our patient communication
skills.

Enter the paper byGonzalez et al. [5]
in this month’s Clinical Orthopaedics
and Related Research®, which recog-
nizes the challenges that orthopaedic
surgeons face when identifying and
attempting to discuss a mind-body
connection. Successful doctor-person
encounters require the development
of a therapeutic relationship. People
seek consultation for pain compromis-
ing function and hope to have the
problem identified and repaired.
Interestingly, the vision of the people
being cared for is consistent with many
of the applicants to orthopaedic resi-
dencies. This common vision may
contribute to our lack of comfort in
raising our concerns. Orthopaedic sur-
geons are often uncomfortable and in-
adequately trained in discussing the
possibility of a biopsychosocial in-
fluence to the person’s pain perception
and functional compromise. They may
also be concerned that these discussions
will undermine the development of a
successful therapeutic relationship. To
avoid the potential for compromising a
therapeutic relationship and avoid un-
comfortable discussions, orthopaedic
surgeons will often default to a bio-
medical model of the pain perception by
introducing the concept of “over-
activation” of neurons. The authors
stress that abundant literature supports
the concept of a mind-body connection
(biopsychosocial) to pain perception,
and failure to address these issues, when
indicated, will compromise the likeli-
hood of improving the person’s condi-
tion. The authors have undertaken an

innovative study to identify “conversa-
tion starters” that allow an orthopaedic
surgeon to successfully introduce the
concept of a biopsychosocial contribu-
tion to the persons symptoms that may
contribute to a stronger therapeutic re-
lationship and improve adherence and
outcomes.

Where Do We Need To Go?

We each have our own professional
identity, but we all strive to be healers.
Despite our individual professional
identities, it is critical that physicians
recognize that a person’s illness expe-
rience and recovery can be dramatically
affected by emotions and psychological
challenges. Everyone we care for is a
unique human being and not just an-
other “patient” with a specific muscu-
loskeletal diagnosis that will respond to
a textbook treatment plan.We will have
greater success as healers when we
learn evidence-based strategies to im-
prove our communication skills and the
ways in which we address a person’s
illness narrative [11]. Teaching the
necessary tools and skills will assist
orthopaedic surgeons in expressing
their concerns compassionately and re-
inforce therapeutic relationships.
Simply helping a person see how his or
her mood, misunderstandings, concerns
for the future, and personal stress may
be affecting recovery may successfully
guide that person to recovery [6]. Other
individuals may require a referral to a
primary care physician or a mental
health professional to make it more
likely they will achieve the best-
possible recovery.

Gonzalez et al. [5] have
introduced a potentially valuable tool
in addressing a mind-body connection,
but it is important to remember that this
is only one tool that can be utilized in
an overall strategy to improve our

communication skills. Knowing how
to frame the presentation of difficult
discussions is crucial but will only be
successful in conjunction with empa-
thetic communication. I agree with the
authors that the actual effectiveness of
these “crafted communications” needs
to be further tested in a clinical setting.
Tremendous research opportunities
exist in the orthopaedic community in
understanding the mind-body connec-
tion in musculoskeletal pathology and
creating effective clinical care path-
ways that improve recovery.

Every physician-person encounter
is a human interaction based on suc-
cessful communication. Each person we
care for, irrespective of their musculo-
skeletal condition, is an individual who
may be experiencing their problem dif-
ferently than others. Sitting, making eye
contact, listening, and acknowledging
what the person is reporting helps build a
therapeutic relationship. Learning to
normalize and validate each person’s
concerns builds an empathetic atmo-
sphere. Establishing empathy and con-
cern will allow the orthopaedic surgeon
to utilize techniques of motivational
interviewing [14] and guide the discus-
sion seamlessly into the importance
of addressing a mind-body/biopsy-
chosocial connection along with treating
any identifiable anatomic pathology.

Work-hour restrictions and in-
creasing ambulatory surgery has af-
fected the learning opportunities for
orthopaedic residents and registrars.
In the past, residents had the oppor-
tunity to meet people the day before
surgery and observe a seasoned cli-
nician discuss the planned surgery.
Residents spend more time in the
operating rooms and less time ob-
serving in an office setting. Instead of
assuming that residents and registrars
will learn communications skills
during their residencies, educators
need to adapt to the changes and
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include communication skills and the
mind-body paradigm as part of the
residency curriculum.

How Do We Get There?

Regular videotaped simulation ses-
sions beginning with basic orthopaedic
encounters and progressing to a variety
of challenging encounters related to
human emotions, psychosocial chal-
lenges, medical errors, and sharing of
bad news can be one successful strat-
egy. A threshold number of surgical
cases is required for our residents. A
threshold number of observed or vid-
eotaped office encounters, with critical
feedback during each resident rotation,
should also be required.

The AAOS Clinician Patient
Communication workshop, estab-
lished after the AAOS image tracking
survey in 1998, was a highly success-
ful, evidence-based program that spe-
cifically addressed the importance of
addressing both the biomedical model
and the biopsychosocial model of car-
ing for people. The program served as
an opportunity for practicing ortho-
paedic surgeons to improve their
communication skills and office en-
counters. Orthopaedic surgery pro-
gram directors utilized the sessions to
develop a foundation of communica-
tion skills in their residents and regis-
trars. The program was discontinued a

few years ago due to cost concerns.
The program should be restored.

Our words heal and our words harm
[2, 13]. Improving our communication
skills is equally as important as im-
proving our technical skills. Learning
the tools and developing the skills to
address the mind-body paradigm will
improve orthopaedic outcomes, reduce
challenging encounters, and improve
our professional satisfaction.

References
1. American Academy of Orthopaedic

Surgeons. 1998 Public Image Investigation:
Second Report. American Academy of
Orthopaedic Surgeons; 1998.

2. Barsky AJ. The iatrogenic potential of the
physicians words. JAMA. 2017;318:
2425-2426.

3. Bosse MJ, MacKenzie EJ, Kellam JF,
et al. An analysis of outcomes of re-
construction or amputation of leg-
threatening injuries. N Engl J Med.
2002;347:1924-1931.

4. Engel GL. Sounding board. The biopsy-
chosocial model and medical education.
N Engl J Med. 1982;306:802-805.

5. Gonzalez AI, Kortlever JTP, Brown LE,
Ring D, Queralt M. Can crafted communi-
cation strategies allow musculoskeletal
specialists to address health within the
biopsychosocial paradigm? Clin Orthop
Relat Res. 2021;479:1217-1223.

6. Levin PL, Levin EJ. The experience of an
orthopaedic traumatologist when the
trauma hits home: observations and sug-
gestions. J Bone Joint Surg Am. 2008;90:
21026-2036.

7. Levin PE, MacKenzie EJ, RoyMJ, Bosse
MJ, Ling GSF. Psychological, social, and

functional manifestations of orthopaedic
trauma and traumatic brain injury. In:
Browner BD, Krettek C, Anderson PA,
eds. Skeletal Trauma Basic Science
Management and Reconstruction. Sixth
Edition. Elsevier Inc; 2020.

8. Merriam-Webster. Word history: the history
of “doctor”. Available at: https://www.
merriam-webster.com/words-at-play/the-
history-of-doctor#:;:text=Origin%20of
%20%22Doctor%22&text=They%20were
%20teachers%20of%20a,teaching%20and
%20learning%20was%20afoot. Accessed
January 29, 2021.

9. Meints SM, Edwards RR, Gilligan C,
Schjreiber KL. Behavioral, psychologi-
cal, neurophysiological and neuroana-
tomic determinants of pain. J Bone Joint
Surg Am. 2020;102A:21-26.

10. Quigley DD, Elliot MN, Farley DO,
Burkhaert Q, Skootsky SA, Hays RD.
Specialties differ in which aspects of
doctor communication predict overall
physician ratings. J Gen Intern Med.
2013;29:447-454.

11. Ring D. Pearls: Effective communica-
tion strategies for the biopsychosocial
paradigm of musculoskeletal medi-
cine. Clin Orthop Relat Res. 2020;478:
2720-2721.

12. Ring D. Social and mental health affect
comfort after surgery or injury. J Bone
Joint Surg Am. 2020;102A:28-31.

13. Ring D, Leopold SS. Editorial: The sa-
credness of surgery. Clin Orthop Relat
Res. 2019;477:1257-1261.

14. Rollnick S, Butler C, Kinnersley P,
Gregory J, Mash B. Competent novice
motivational interviewing. BMJ. 2010;
340:1242-1245.

15. Tongue JR, Epps HR, Forese LL.
Communication skills for patient-
centered care. J Bone Joint Surg Am.
2005;87A:652-658.

1226 Levin Clinical Orthopaedics and Related Research®

CORR Insights

Copyright © 2021 by the Association of Bone and Joint Surgeons. Unauthorized reproduction of this article is prohibited.

https://www.merriam-webster.com/words-at-play/the-history-of-doctor#:%7E:text=Origin%20of%20%22Doctor%22%26text=They%20were%20teachers%20of%20a,teaching%20and%20learning%20was%20afoot
https://www.merriam-webster.com/words-at-play/the-history-of-doctor#:%7E:text=Origin%20of%20%22Doctor%22%26text=They%20were%20teachers%20of%20a,teaching%20and%20learning%20was%20afoot
https://www.merriam-webster.com/words-at-play/the-history-of-doctor#:%7E:text=Origin%20of%20%22Doctor%22%26text=They%20were%20teachers%20of%20a,teaching%20and%20learning%20was%20afoot
https://www.merriam-webster.com/words-at-play/the-history-of-doctor#:%7E:text=Origin%20of%20%22Doctor%22%26text=They%20were%20teachers%20of%20a,teaching%20and%20learning%20was%20afoot
https://www.merriam-webster.com/words-at-play/the-history-of-doctor#:%7E:text=Origin%20of%20%22Doctor%22%26text=They%20were%20teachers%20of%20a,teaching%20and%20learning%20was%20afoot
https://www.merriam-webster.com/words-at-play/the-history-of-doctor#:%7E:text=Origin%20of%20%22Doctor%22%26text=They%20were%20teachers%20of%20a,teaching%20and%20learning%20was%20afoot
https://www.merriam-webster.com/words-at-play/the-history-of-doctor#:%7E:text=Origin%20of%20%22Doctor%22%26text=They%20were%20teachers%20of%20a,teaching%20and%20learning%20was%20afoot
https://www.merriam-webster.com/words-at-play/the-history-of-doctor#:%7E:text=Origin%20of%20%22Doctor%22%26text=They%20were%20teachers%20of%20a,teaching%20and%20learning%20was%20afoot
https://www.merriam-webster.com/words-at-play/the-history-of-doctor#:%7E:text=Origin%20of%20%22Doctor%22%26text=They%20were%20teachers%20of%20a,teaching%20and%20learning%20was%20afoot

