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ABSTRACT – Background: Consultation-Liaison (C-L) psychiatry, the discipline practiced
by psychiatrists working with medical patients, has expanded considerably and the approval
as the newest psychiatric subspecialty in the USA has been welcomed. However, the new
denomination chosen, Psychosomatic Medicine, has stirred-up controversies in Europe. 

Methods: Review of the literature and discussion of historical, empirical and philo-
sophical bases for a new proposal.

Results: We argue that a new denomination is appropriate, and consider the term psy-
chiatry unnegotiable: we are dealing with a specialized area in the psychiatric field, the
answer from psychiatry to meet doctors’ demands; and the complexity of psychopatholog-
ical problems presented in medical patients requires specialized experience. Furthermore,
contrary to some reductionist, biological views, we consider psychiatry a conspicuous,
humanistic medical discipline. We also support the adjective psychosomatic, which
reflects the history of the humanistic and scientific ‘psychosomatic movement’ in medi-
cine. However, the ambiguities surrounding the word should be minimized. Psychosomat-
ic views have been and may still be a stimulus for productive research and for advance in
the field, but the excesses of some psychogenetic, non evidence-based theories should be
firmly criticized.

Conclusion: We argue strongly in favour of the denomination Psychosomatic Psychia-
try for the discipline practiced by psychiatrists working with medical patients, in the inter-
section with other medical specialities.
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Introduction

Consultation-liaison (C-L) psychiatry, or
liaison psychiatry has been until very
recently the preferred name of the discipline
practiced by psychiatrists working with
medical patients, fundamentally in general
hospitals. The discipline as such was born in
the USA, and Lipowski & Wise1 wrote
about its history:

“The discipline has developed out of two broad
movements, one organizational and the other
theoretical. The first one relates to the emergence
in USA of general hospital psychiatry, beginning
in 1920s; the second one refers to its develop-
ment at a time when the concept of psychoso-
matic relationships was capturing both the public
and professional imagination(…). The focus of
psychosomatic theories was on the role of emo-
tions and psychological states in the genesis and
maintenance of organic diseases(…) in this con-
text, consultation-liaison psychiatry became an
applied form of psychosomatic medicine”

But C-L psychiatry has evolved consider-
ably during the last decades, to become a
psychiatric field fundamentally devoted to
psychiatric care of the complex medically
ill through consultation and integration with
the rest of medicine2. Important in the evo-
lution was the movement out of the focus in
illnesses such as the ‘holy seven’, illnesses
with histological lesions once believed to
have a psychogenic origin. The knowledge
about biological, aetio-pathogenic mecha-
nisms involved and effective treatment in
these illnesses has improved considerably
while, on the contrary, psychogenic theories
have been criticized on the bases of insuffi-
cient evidence. 

However, the main reason for the develop-
ment of the discipline has been the increasing
demand for psychiatry to care for mental dis-
orders in medical settings. Liaison psychiatry
is to a good extent the answer from psychia-

try to meet doctors’demands. This happens in
a context of a sharp increase in all aspects of
medical practice in Western countries, and
the generalization of health care. Spectacular
new diagnostic and therapeutic techniques
have dramatically improved life expectancy,
although extreme situations also arise as a
result of the new developments, which con-
stantly threaten the psychological balance of
the individual. It is in this setting that a high
rate of psychiatric disturbance in medical
patients, and the negative implications of the
clustering of medical and psychiatric morbid-
ity, especially in the complex medically ill,
has been documented in many studies2.

It would be hardly surprising to expect the
increasing demand for psychiatry in view of
these epidemiological data, but also in view
of the positive response of psychiatrists to
the challenge. However, C-L psychiatry is
both, unsatisfied and quite ambitious about
the development of the discipline. While
many studies have documented that psychi-
atric disorders are potentially treatable in the
complex medically ill, they are frequently
under-diagnosed and under-treated3. A large
study by the European Consultation-Liaison
Workgroup for General Hospital Psychiatry
and Psychosomatics documented that only
1.4% of patients admitted to a general hospi-
tal are referred to C-L services, but the con-
servative estimate of ECLW4 considers that
approximately 10% of admissions require
consultation with a psychiatrist. Rather tra-
ditional liaison programmes5, but also inno-
vative, evidence based intervention models
have been developed to face the new chal-
lenges, in view of limited resources in psy-
chiatric departments6.

To a great extent, C-L psychiatry is an
American phenomenon. The US paradigm
has been considered to be crucial for the
development of the discipline in different
countries, including the European countries.
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C-L units have been developed in a consider-
able proportion of university, but also in non-
university hospitals in Europe7. For example,
the discipline in the UK is already very
potent at the clinical level, and they have
reported high quality research. In Spain,
close to 50% of the National Health System
have now a C-L unit8, and C-L is an official
rotation in the national residency training
programme. C-L Psychiatry has developed
considerably in Germany9, in a way ‘remi-
niscent of the work of Henry in the US in
1929’, and their service delivery is now in
general in accordance with international C-L
service delivery10. However, the German sit-
uation is unique, since they have a two-
strand medical specialities system, with
both, psychiatrists and psychosomaticists
doing consultations in the general hospital. 

“Consultation-liaison psychiatry services are pro-
vided in virtually all German general hospitals,
mainly by the medical specialty of psychiatry and
psychotherapy and to a lesser extent by the spe-
cialty of psychosomatics and psychotherapeutic
medicine, exclusively so in 5%. The latter spe-
cialty includes non-psychiatric physicians”10.

Recent, international reports highlight
how the discipline is rapidly and appropri-
ately expanding, and new areas of develop-
ment include primary care, but also the
fields of genetics, clinical ethics, and end-
of-life care. C-L psychiatry is served by a
number of national specialized organiza-
tions in the USA, but also in European and
other countries and there are international
organizations. It may also be proclaimed the
C-L psychiatry is now a specialized body of
scientific knowledge regarding psychiatric
aspects of medical illness11. This knowl-
edge has been collected in a number of con-
temporary textbooks, medical and psychi-
atric journals, and regularly reported in
international, scientific meetings. C-L psy-
chiatry needs a very specialized training at
the medical illness-psychiatry interface, but

this may now be provided by a cadre of clin-
icians, scholars and researchers that has
emerged notoriously in different countries.

The time seemed ripe for sub-specializa-
tion in the field12. Some psychiatrists have
expressed concerns about potential negative
outcomes, such as the fragmentation of the
field, weakening of generalists, increasing
cost of care, or even the undermining of core
graduate education13. However, the existing,
significant body of scientific knowledge and
research makes it difficult for the generalist
to stay abreast of developments in most
areas. Consequently, the approval in 2003 by
the American Board of Medical Specialists
of C-L Psychiatry as the newest psychiatric
subspecialty has to be welcomed14. Most
would agree with Lyketsos2:

“Formal recognition as a subspecialty in the US
has and will strengthen PM and will enhance its
growth internationally. The certification of more
psychiatrists with expertise in PM will help
address the unmet psychiatric needs of the med-
ically ill, improve the quality of education and
training both in psychiatry and in other areas of
medicine, promote integrative research, and
improve the medical outcomes of this complex
patient population”.

The new denomination, Psychosomatic
Medicine, was chosen ‘to return to the name
for the field imbedded in its history, its jour-
nals, and its national organizations’2. Howev-
er, the name has stirred up some controver-
sies, as McIntyre15 had anticipated. In fact,
while C-L psychiatry and psychosomatic
medicine have common roots and have
evolved simultaneously in the history of psy-
chiatry, the review of the literature suggests
they are not identical16. The denomination of
this subspecialty has been debated for years,
and the other names previously considered,
which emphasize different aspects of its ori-
entation, also present many difficulties. The
list includes names such as Behavioural Med-
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icine, Psychological Medicine, General Hos-
pital Psychiatry, Medical-Surgical Psychiatry
and Psychiatry of Primary Care.

We believe the question of the name for
the discipline is not unimportant. Should we
now support the new American name? It
would certainly facilitate trans-national
communication. In European countries, the
term Liaison Psychiatry has been gaining
favour over the last decades, following
mainly the American trends7,10. But in fact,
the new American denomination has stirred-
up some controversies in Europe. On the
bases of the extended opinion that ‘all med-
icine should be psychosomatic’17, many
non-psychiatrists state they also practice
‘psychosomatic medicine’. From the C-L
field, Rigatelli et al.18 in Italy have been
very vocal about the critiques, since ‘the
relationship between psychosomatic medi-
cine (PM) and C-L psychiatry (CLP) is still
controversial, both in a theoretical perspec-
tive and in its pragmatic implications’:

Obviously, historical and cultural reasons
are at issue here, which might help under-
stand Rigatelli et al’s discouragement. But
historical and cultural reasons certainly
have to be also considered in other Euro-
pean countries, particularly in Germany,
where strong tensions still exist partially
due to the large overlap between the two
medical disciplines involved in this field19.

“The reader will have to learn a lot about the
eminent role that historical developments and
tradition, in contrast to evidence-based medicine,
still play in Germany in the shaping of the care
for psychologically ill patients in general and
those with physical/psychiatric co-morbidity in
particular”10.

In Spain, the official name is Liaison Psy-
chiatry. However, its use has not become
established among our medical colleagues,
probably because unlike the terminology that
is normally implemented for medical special-

ities, it is imprecise and does not sound very
clinical. After much debate with colleagues
throughout the last few years, Lozano20 was
the first to argue in favour of the denomina-
tion Psychosomatic Psychiatry for the disci-
pline. McIntyre15 has also suggested the
name, and some of us have strongly support-
ed this denomination21. 

A reappraisal of the bases for this propos-
al may now be summarized as follows.

The term psychiatry is
unnegotiable

We consider the term psychiatry un-nego-
tiable, it should be maintained in any future
name of the discipline. The arguments in
favour of this position are the following:

We are talking about a
subspecialty of Psychiatry

Whatever the name of the discipline is
used, we are talking about a subspecialty of
Psychiatry. For example, Wise & Rundell22,
the editors of the previous edition of the
American Psychiatric Publishing, Inc, text of
the discipline called it Textbook of Consulta-
tion-Liaison Psychiatry. The statement of the
editors in the preface is quite clarifying:

“We believe that long-established principles of C-
L psychiatry hold the key to psychiatrists’ contin-
ued status as physicians and as a part of the med-
ical field. These principles view the psychiatrist
as 1) an expert in the mental status examination,
2) knowledgeable about medical conditions and
treatments, 3) able to communicate with other
physicians in the vocabulary and metaphors of
medicine, 4) skilled at forming a comprehensive
biopsychosocial differential diagnosis, 5) com-
fortable in working with medical-surgical col-
leagues, 6) skilled in both psychopharmacology
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and psychotherapy, 7) cost-effective, and 8) able
to work in a variety of different and even unique
medical and surgical settings”

Similarly, Psychosomatic Medicine, the
heir of C-L Psychiatry in USA, is defined in
the new text 23, which is expected to be the
standard in the discipline, as:

“A specialized area of psychiatry whose practi-
tioners have particular expertise in the diagnosis
and treatment of psychiatric disorders and diffi-
culties in complex medically ill patients”14. 

Therefore, a new psychiatric subspecialty
should incorporate the name psychiatry, as
is the case in other subspecialties both, in
the USA and in European countries: Child
and Adolescent Psychiatry, Geriatric Psy-
chiatry and so on. This would contribute to
harmonize denominations in our specialty.

C-L psychiatry or liaison
psychiatry is the answer from
psychiatry to meet doctors’
demands

The history of the discipline in the USA
shows how the field started to grow very
early, since Henry’s years, when psychia-
trists were called by medical colleagues to
solve an increasing number of problems of
their expertise1. The so called ‘psychoso-
matic movement’ certainly provided fuel for
the enthusiasm of early day clinicians. But
the psychiatrists were able to modify their
position and their practice to adapt to the
real clinical situation18; to teach students in
the same direction; and to develop and
implement clinical research studies to solve
the most frequent problems in their clinical
practice. This included the development of
liaison programs to meet the needs of differ-
ent medical services and, in more recent
years, to successfully face the challenge of
the management revolution.

Similar developments took place more
recently in European countries such as Ger-
many, Italy and Spain and also in other con-
tinents7,9,24,25. It has been shown different
times how consultations increased by the
day as soon as C-L units started their func-
tion. It was psychiatry the discipline assign-
ing a considerable slot of its resources to
take care of clinical problems in medical
departments. Many physicians, internists in
particular, were interested in the so called
psychosomatic movement in the last century.
However, with the exception of Germany
and to some extent some German speaking
countries, no medical discipline but psychia-
try has vigorously extended its development
to become specialized in clinical problems
related to the psyche-soma relationships. In
fact, and unfortunately, in countries such as
Spain non-psychiatrists have almost disap-
peared in psychosomatic forums of the
highest scientific level.

The severity and complexity of
psychopathological problems
presented in medical patients
requires specialized psychiatric
experience

Lyketsos et al.2 have brightly summa-
rized the type of patients and clinical prob-
lems confronted nowadays by practitioners
in our discipline:

“(...) four general groups of patients, sometimes
referred to as the ‘complex medically ill’: those
with co-morbid psychiatric and general medical
illnesses complicating each other’s management;
those with psychiatric disorders that are the
direct consequence of a primary medical condi-
tion or its treatment, such as delirium, dementia
or other secondary mental disorders (formerly
known as ‘organic’ disorders); those with com-
plex illness behavior such as ‘somatoform’ and
functional disorders; and, patients with acute
psychopathology admitted to medical-surgical
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units, such as after attempted suicide. Many of
these patients have multiple medical, psychiatric,
functional, and/or substance abuse disorders,
thus are best thought of as the psychiatric coun-
terpart of the multimorbid frail elderly seen by
geriatricians”.

This statement very clearly approaches
what the ECLW4 has documented to be the
most common ICD-10 diagnostic categories
referred to C-L psychiatry in European hos-
pitals: organic disorders; complicated, sub-
stance abuse disorders; and major depres-
sive disorders. Cases of complex illness
behavior and adjustment disorders are also
frequently referred, but the co-morbid psy-
chopathology in such cases is often part of
very complex clinical pictures. The organic-
ity and/or the severity of psychopathologi-
cal problems in the first three categories;
and the complexity of cases in all categories
with co-morbid somatic and psychopatho-
logical disorders mean that C-L psychia-
trists are often confronting quite serious and
unique clinical problems at the interface of
psychiatry and medicine.

In fact, not all psychiatrists are prepared
to work in this field. Throughout the years,
only psychiatrists with an special interest
and vocation to work in general hospitals
have acquired considerable experience to
face the complex clinical needs in this set-
ting. However, they also need a very spe-
cialized training. Levenson´s23 textbook
adequately reflects the scientific status in
our discipline nowadays. In the USA, by the
1980s, all psychiatry residency programs
were required to provide substantial clinical
experience in the field, and subspecialty fel-
lowship training has been available for over
25 years. Following this lead, specialized
training is also offered now in other coun-
tries, including some European countries7. 

Psychiatry is a humanistic,
medical discipline

Surprising as it might appear, the true fact
is that psychiatry is identified solely with
strict biological methods and paradigms in
some European ‘psychosomatic’ environ-
ments, particularly in one of the strands in
the German system9,26. Therefore, both the
name and the discipline are not necessarily
welcomed in such environments. U. Malt19

has expressed that clearly:

“There are still strong feelings about this issue in
Germany. Some psychotherapists (‘psychoso-
maticists’) sincerely have the opinion that psy-
chiatry is –and always will be– a biological disci-
pline solely using biological treatment methods.
Some even purport the view that current German
psychiatry is only a continuation of the Eugenics
of the Nazi period with its emphasis on biologi-
cal deviance and ‘unworthy life’. This is of
course not true. However, in the view of those
persons, psychosomatic medicine is the human-
istic (or psychotherapeutic) alternative to psychi-
atry. The fact that those opinions are purported
even at the beginning of the 21st century tells us
something about the strong tensions that still
exist in psychological medicine in Germany”.

For American psychiatry, traditionally
influenced by psychoanalytic views and later
on by Engel’s27 biopsychosocial model, the
German critiques might be difficult to under-
stand. They are also difficult to understand in
other European countries, such as Spain,
since humanism in psychiatry has a long tra-
dition. In fact, the influence of great philoso-
phers and thinkers, certainly philosophers of
German origin, was crucial to maintain from
the beginnings of academic psychiatry in
Spain, in the 20th century, humanistic, holis-
tic, ‘anthropological’ views:

“It was from this time on that the impact of
philosophers such as Kant, Kierkegaard, Niet-
zsche, Dilthey, Bergson, Buber and Heidegger
came to be felt, and man as an object of study
was rediscovered. Spanish philosophers such as

158 ANTONIO LOBO ET AL.



Ortega y Gasset, Zubiri, and Unamuno are cred-
ited with introducing and developing these
views”25.

But the influence of humanistic views in
academic psychiatry has to do not only with
traditional medical practice going back to
the times of Hypocrates. It has to do also
with strict scientific positions. The great
exemplar of such views is Karl Jaspers, and
his influence is widely acknowledged in
academic psychiatry, certainly in Spain25.
From the European perspective, it is quite
relevant to look at the position of the influ-
ential British psychiatry, which might be
adequately reflected in Shepherd’s foreword
to the Cambridge University Press
textbook28. This book was intended to be…

“(…) a representative statement of what has been
termed the 'Maudsley' approach to psychological
medicine. Modern British psychiatry, as Lord
Taylor has pointed out, is 'largely the product of
the Maudsley Hospital'. It embodies not so much
a national school of opinion as a continuation of
the broad, central tradition of psychiatric theory
and practice which originated on the European
main land, was transported through the psy-
chobiology of Adolf Meyer to North America
and returned to Europe via the United Kingdom,
where its pre-eminent representative has been Sir
Aubrey Lewis”.

The influence of Jaspers is quite explicit
in the textbook:

“The subject-matter of this volume develops the
map charted by Karl Jaspers in his General Psy-
chopathology, which remains the clearest and
most convincing outline of the whole field29.
Jaspers nowhere provides a clear-cut definition
of psychopathology, and points out that its
“essence (...) as a study can only emerge from a
composite framework”. Inveighing against the
futility of ‘endlessness’, the attempt to establish
absolute knowledge through the application of
any one scientific discipline, he urges the psychi-
atrist to “acquire some of the view-points and
methods that belong to the world of the Humani-
ties an Social Studies (...) since the methods of
almost all the Arts and Sciences converge on

psychopathology”. With this ambiguous phrase
Jaspers indicates the complex nature of a disci-
pline which, in his view, extended the notion of
scientific enquiry as it is usually understood”28.

Here we have the influential jasperian,
clear psychiatric position against narrow,
reductionist biological views in psychiatry.
Not only that. Jaspers made crucial state-
ments about the scientific role of humanities
in psychiatry.

“While claiming scientific status for psy-
chopathology he also asserts that ‘Science is
wrongly identified with Natural Science (...) nat-
ural science is indeed the groundwork of psy-
chopathology and an essential element in it but
the humanities are equally so and, with this, psy-
chopathology does not become in any way less
scientific but scientific in another way (...)” “(...)
In sum, then, Jaspers enlarges the field of general
psychopathology to extend from the natural sci-
ences, and in particular biological science, via
descriptive phenomenology to existentialist phi-
losophy. The psychopathologist employs the sci-
entific method and the scientific attitude even
when dealing with phenomena like subjective
experience or meaningful connection, but his own
position is ultimately non-reductionist and tran-
scendental”28.

In fact, Jasperian influence in key Ameri-
can centres such as Johns Hopkins is also
quite explicit, both at the scientific level and
from the humanistic point of view30.

“(...) The great exemplar is Karl Jaspers, who
combined the rationalism of modernity (expressed
in the standards of psychiatric assessment) with
the central contribution of postmodernism, phe-
nomenology. He produced the fist coherent study
of methods of psychiatric reasoning that empha-
sized their strengths, their weaknesses, and their
apt employment(...)” “(...) In such a way he could
acknowledge the numinous aspects of human
nature –far more profoundly than the antimod-
ernists– even as he resolved misunderstanding
that have led to the conflicts, indeed imperialist
wars, between modern and postmodern psychia-
try. His conception of psychiatry rested critically
on several features of his work: his defense of the

PSYCHOSOMATIC PSYCHIATRY: A EUROPEAN VIEW 159



study of the psyche in many different ways, his
commitment to science where science is appropri-
ate, and his defense of human beings as funda-
mentally free and radically mysterious (...)”30.

McHugh31 has proposed four standard
methods or ‘perspectives’ for psychiatry
which, in combination, try to provide a basic
structure for psychiatry. We have previously
argued in favour of the usefulness of this
model in liaison psychiatry32. Jasperian influ-
ence in the model is quite apparent: while the
‘disease perspective’ to be used for example in
organic disorders requires ‘explanation’ (Erk-
lärung), the ‘life story perspective’ requires
the ‘understanding’ (Verstehen) to be used in
adjustment and similar disorders we see in
general hospital patients. Humanistic philoso-
phy is at the heart of this last ‘perspective’. 

“Finally, the life-story perspective rests on the
logic of narrative. A distressed state of mind can
be the natural, quite understandable, result of a
disturbing experience. Grief is an emotional
expression of loss, fear often follows a traumatic
misadventure, and demoralization is a result of a
discouraging interpretation of life circumstances.
A narrative –a chronological recounting of set-
tings, sequence, and outcome– can make the evo-
lution of these emotional states comprehensible
to patient and physician alike. The therapeutic
implications tied to this perspective include the
need to comfort and guide patients through a nat-
ural course of recovery, to assist them in appreci-
ating how they can act to avoid similar encoun-
ters in the future, and to provide more optimism
and effective action (...)”30.

In support of the adjective
psychosomatic

Introduction

We support the inclusion of the adjective
‘psychosomatic’ in the denomination of the
subspecialty. We believe it reflects the

field’s history, in particular the holistic,
humanistic and anthropological spirit of the
so called ‘psychosomatic movement’; and
psychosomatic theories have stimulated and
should stimulate empirical research in clini-
cal populations where the coexistence of
physical and psychopathological phenome-
na is paramount. However, there is much
debate about the use of this adjective, and
we should be aware of the ambiguities of
the term and the harsh critiques it has stirred
up from the field of empirical research.

The so called ‘psychosomatic
movement’ has been both, a
humanistic and a scientific
movement

The protests of clinicians and some
philosophers about the tendency to identify
psychiatry solely with strict biological para-
digms reached the field of general medicine.
Early in the 20th- century the traditional
interest of physicians in humanistic, holistic
medicine was again apparent17,33. The term
holistic medicine covers an enormous vari-
ety of theories of illness and methods of
healing34. However, at the heart of the con-
cept underlies the idea that the biomedical
view is both, much too constricted and
insufficient to help patients.

“To the holistic oriented, the biomedical view is
much too constricted. (...) the biomedical view
excludes a realm of human experience that, by
supplying meaning to life, contributes importantly
to a sense of well-being. Furthermore, by concen-
trating on the body, it neglects all the voluntary
behaviours that can affect health (...). As a result,
despite the dramatic successes of the biomedical
approach in curing many illnesses, it falls down
badly with respect to the other mission of medi-
cine, which is to preserve health (...). From a pub-
lic health standpoint, the record of biomedical
medicine is scarcely something to be proud of”34.
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Such humanistic views also have a scien-
tific side. Medical historians have done
splendid work in showing that in the period
between the two world wars, some influen-
tial authors in European countries reflected
the feeling that the individual was being lost
as an object of scientific study, despite the
splendor and achievement of scientific med-
icine based on the naturalistic 19th-century
model25. In Spain, Krehl, an internist in
Heidelberg, is credited with having intro-
duced ‘anthropological views’, especially
through his disciples, Siebeck and von
Weizsäcker. The principles of ‘anthropolog-
ical’ medicine were also important in the
development of the so called ‘psychosomat-
ic movement’, which has provided the fuel
for more recent developments35,36. 

In this context, Engel’s27 encompassing,
‘biopsychosocial’ model, has been enthusi-
astically endorsed by many32. It derived
from the ‘psychobiology’ Adolf Meyer pro-
posed at the Johns Hopkins Hospital in the
1950’s and is coherent with the holistic
approach and with the spirit that is often
identified with the adjective psychosomatic.
We certainly would like to preserve this spir-
it. Even critical writers acknowledge many
features to recommend encompassing mod-
els such as the biopsychosocial one31. But
the advocacy of encompassing models in our
field should not be obstacle to be alert about
their limitations. Ambiguity and lack of lim-
its in the definition is one of the problems:

“The term holistic medicine covers an enormous
variety of theories of illness and methods of heal-
ing. It has been applied to humanistic medicine,
psychosomatic medicine and behavioural medi-
cine. Its methods cover a similarly wide range,
from the mundane such as diet, exercise, relaxation
and massage through the more elaborate such as
biofeedback to the exotic such as acupuncture and
Arica training. Finally, many proponents of the
holistic approach also advocate mobilizing healing
spiritual forces through meditation and prayer”34.

A review of the literature suggests that
some European thinkers, supporters of
‘monistic’, unitary, ‘anthropological’ views
are quite critical of American views on the
psychosomatic approach, considered to be
‘dualistic’25. In fact, international views in
the psychosomatic field vary widely37.
From the scientific point of view, it might be
rightly argued that a holistic approach in
psychopathology has not been adequately
resolved. Philosophers of science are deal-
ing with concepts such as transcendental-
ism, emergent biology38 or non-reductive
materialism39 to reduce this gap in knowl-
edge. The complexity of the task should
deter the proponents of simplistic, unsup-
ported ‘psychosomatic’ theories we discuss
in later sections of this article.

Critiques from the empirical point of
view reach encompassing models such as
the ‘biopsychosocial model’: it may be con-
sidered to be so broad in its scope and so
non-specific in its relations to any particular
disorder that it may be ‘heuristically ster-
ile’31. Critiques also come from the clinical,
pragmatic point of view. While monistic
views about human nature in both health and
disease may have philosophical support and
be ideals to keep in mind, they are difficult
to put into practice. An encompassing
model may be an empty phrase, unless it
gives specific guidelines40.

Psychosomatic views have been
and may be a stimulus for
research

Even though psychosomatic theories, in
particular psychogenetic theories have been
severely criticized on the bases of lack of
empirical evidence, there is little doubt that
they have stimulated research in the field.
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The comments by Shepherd41 were particu-
larly bitter in relation to psychogenic views:

“(…) So cavalier disregard for the complexities of
the mind-body relationship and the nature of
causality could only have been taken seriously in
the climate of opinion then prevailing. In retro-
spect it is apparent that much of what passed for
psychosomatic medicine was little more than a sci-
entifically naïve attempt to impose psychoanalyti-
cal theorizing on physical illness in an attempt to
demonstrate psychological causation. Since then
the undermining of these high hopes by intensive
clinical and experimental investigation has led
Grinker to conclude that “The concept of a psycho-
somatic disorder is fast becoming obsolete (…)”
and Lewis to remark that the term reflects only a
rather muddled phase of specialized ignorance”.

In the humanistic climate of the psycho-
somatic movement, it is apparent that his
proponents adopted methods close to the
‘life story’ perspective as the primary way
of comprehending a state of distress. But
McHugh31 has alerted about some risks of
the method:

“This method (...)(adding ingredients from the
dynamic unconscious if needed) can promote
therapeutic optimism and confidence in both the
patient and the psychiatrist’ (...) and is ‘the major
basis of psychotherapy’(...) “For some, the life
story perspective contains the warp and weft of
psychiatric practice” (...) “A missionary fervour,
however, may develop around the story method”.

We suspect some proponents of psycho-
genetic theories developed a kind of mis-
sionary fervour, particularly in view of the
apparent disregard for the psychological
aspects of medical practice they found
among some medical colleagues. It was
uncritical fervour, rather than evidence
based positions which did much to discredit
the discipline25. Nevertheless, while cri-
tiques of psychogenetic theories of the 50’s
and 60’s were generally well supported,
even critical reviewers have concluded that
“(...) much useful information has been
obtained (and will continue to be obtained)

by applying both psychological and physical
methods to medical problems (...)”42. Spe-
cialized publications such as the Journal of
Psychosomatic Research and recent text-
books23 are witnesses of a broad field of
solid knowledge accumulated by now, which
is out of the scope of this article to review. 

From the epidemiological view, Shep-
herd41 also criticized psychogenetic theories:

“(...) they have also obstructed the application of
the epidemiological perspective by deflecting
interest away from the wider application of the
mid-body nexus in the various forms of recog-
nised mental disease (...). A psychogenic factor
is only one link in a multifactorial chain(...)”.

We have also argued strongly about the
potential of epidemiological methods in this
field to increase knowledge and to improve
the quality of clinical practice43. We have
concluded that substantial evidence is now
available coming from all the most conspicu-
ous epidemiological methods: the comple-
tion of the spectrum of disease; the establish-
ment of outcome; the actuarial assessment of
morbid risk; the evaluation of the efficacy of
treatment; and the conceptual construction of
diagnosis and classification. Specialized
reviews support these conclusions44, and we
believe the knowledge is to some extent the
result of testing hypotheses of clinicians and
thinkers advocating psychosomatic views in
medicine. But in writing about the potential
of research in the field, the ambiguities sur-
rounding the definition of the word psycho-
somatic need immediate consideration.

The ambiguities surrounding the
concept of the term
psychosomatic may and should
be minimized

Medical historians have done splendid
work in tracing the origin of the word psy-
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chosomatic. The term –from the Greek psy-
che (soul) and soma (body)– was coined first
in German by J. C. A. Heinroth (1773-1843),
and popularized by Jacobi (1775-1858). It
originally meant simply ‘belonging both to
mind and body’. However, the Greeks and
other ancient cultures did not require a spe-
cific word to distinguish between psychic
and somatic components of an illness
although they had separate notions for mind
and body, since their view of patients was
rather holistic. This tradition of what has
been termed ´holistic medical materialism' of
Hypocrates and Galen dominated scientific
thought for centuries, but things changed
under the crucial influence of Descartes:
while the new directions in scientific thought
stimulated the advance of knowledge, the
excesses of mechanistic and materialistic
views in medicine were soon apparent45:

“(...) Descartes, a devout Christian, sharply demar-
cated the immaterial, immortal soul (or mind)
from substantial, extended matter, the latter being
the proper subject of science. His considerable
influence extended to eighteenth-century mecha-
nists and materialists like D'Holbach (1723-89)
and La Mettrie (1709-51) (...) The powerful per-
suasiveness of pathology encouraged eighteenth-
and nineteenth-century alienists to posit physical
models to explain mental disturbances (...)”46.

The need for the new term psychosomatic
“derives largely from the power acquired by
somatic pathology since the seventeenth-
century mechanization of the world picture”.
It means an attempt “to circumvent certain
polarities –mind-body, spirit-matter, subjec-
tive-objective– which are firmly enshrined in
modern scientific thought”46. Because histo-
rians have also shown that physicians, if not
ordinary men, always observed the mutual
influence of mind and body17,33.

“(...) and even Descartes, especially in his dis-
cussion of the passions (a word earlier used in
roughly the same sense as we now use ‘emo-
tions’) sought to relate strong feelings like jeal-

ousy or love to physiological changes. Doctors
were perennially exposed to this phenomenolog-
ically two-way traffic: “the reason why a sound
body becomes ill or an ailing body recovers may
lie in the mind. Contrariwise the body frequently
both begets mental illness and heals its off-
spring” (...)”46.

The original meaning of the term psycho-
somatic, 'belonging both to mind and body',
has later been extended after the observa-
tions of classical authors such as Cabanis,
Charcot, Lange, etc., which led the ground
for theories of the relationship between the
external precipitating events, physiological
reactions, and subjective feeling states.
These theories eventually became the start-
ing point for twentieth-century conceptions
of so called ‘psychosomatic disorders’.
'Stress' and the 'emotions' were initially the
most commonly studied factors in psycho-
somatic investigations following observa-
tions of authors such as Cannon, but many
other methods were eventually used, includ-
ing psycho-physiological, individual life
histories, anthropological, epidemiological
and, certainly, psycho-analytical methods.

The term psychosomatic was again popu-
larized after the First World War, by a group
of German and Austrian psycho-analytically
oriented psychiatrists, notably F. Deutsch, G.
Groddeck, E. Wittkower and F. Alexander.
These workers emphasized the need to con-
sider patients as psychosomatic units and
saw danger in perpetuating the concept of a
mind-body dichotomy. Many pioneers of the
psychosomatic movement left Europe in the
1930’s to work in the USA where they devel-
oped their ideas with American psychiatrists
such as Flanders Dunbar. At this time, the
word became frequently employed to refer to
a cluster of disorders in which the emotions
were considered to play a fundamental aetio-
logical role and the involved organ is usually
under autonomic nervous system innerva-
tions: asthma, hypertension, peptic ulcer, etc.
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The field of study has gradually expanded
over the past fifty years, but the elasticity of
the term has some risks. Much useful infor-
mation has been obtained (and will continue
to be obtained) by applying both psycholog-
ical and physical methods to medical prob-
lems, but the uncritical application of the
methods has led to untenable psychogenetic
positions. The original meaning of the term,
relating to a holistic approach to medicine
has always been maintained to a certain
extent, and is accepted by most authors. On
the contrary, the second use of the adjective
‘psychosomatic’, referring to particular dis-
orders in which psychological factors are
supposed to play a major role’, is very con-
troversial, and has led to confusion. The
World Health Organization47, called a ‘psy-
chosomatic paradox’ the double use of the
term, and some writers have suggested that
‘it seems possible that the word 'psychoso-
matic' has outlived its usefulness’42.

We suggest we should stick to the original
meaning of the term psychosomatic,
'belonging both to mind and body', and con-
sider acceptable Lipowski’s48,49 proposition.

“The term psychosomatic refers to the postulate
that mind and body are two inseparably linked
aspects of man which are distinguished for
methodological and communicative purposes
only. This connotation of the word may be called
‘ho1istic’, in that it implies a view of the human
organism as a whole, a mind-body complex. The
term is not meant to imply causality, that is to
say, that the psyche is somehow the cause of
somatic events. On the contrary, it implies that
the human organism, or the person, invariably
functions, reacts, and acts as an integrated mind-
body unit”49.

In relation to this, we suggest that the
concept psychosomatic disorder, commonly
seen in the medical and psychiatric litera-
ture is both, ambiguous and weak50, and
some authors have argued it should be aban-
doned49. To our knowledge, there is not a

convincing conceptualization of this name,
and we suggest it should be questioned. A
detailed discussion of this point is out of the
scope of this paper, but the main reasons
may be summarized as follows. First, if we
accept the holistic meaning of the term, all
medical disturbances are to some extent
‘psychosomatic’. Second, for the sake of
precision, we suggest the word psychogenic
should be used if what we mean is a psycho-
logical causality of somatic illness. Of
course, the supporters of such statement
should be prepared to offer evidence about
the existence of both necessary and suffi-
cient causes. Third, and finally, we have pre-
viously discussed how groups of disorders
sometimes called ‘psychosomatic’ come
from quite heterogeneous categories, classi-
fied in quite different categories of interna-
tional, psychiatric classifications (including
both ICD-10 and DSM-IV)50: somatized,
endogenous/melancholic depressions; soma-
tization disorders; neurovegetative, somato-
form disorders; and certainly, the somatic ill-
nesses such as asthma, peptic ulcer, etc.
pertaining to the so called ‘holy seven’. It is
quite difficult to find a common denomina-
tor for all these disorders.

On the other hand, the name psychoso-
matic medicine has a wide use, but there is
no international agreement on how to define
the concept. In countries such as Spain is
fundamentally used referring to a holistic
approach, all medicine should be psychoso-
matic17,25. However, its conceptualization
may be particularly confusing to external
observers in Germany. In this country, and
to some extent in some German speaking
countries, three different definitions are used
in a context of strong tensions, as described
by Malt19 and Diefenbacher10: psychoso-
matic medicine defined as “biopsychosocial
or holistic medicine”; as “psychological
conflicts causing physical dysfunction and
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disease”; or defined simply as ‘psychothera-
py’. In this context, the American denomi-
nation for the new subspecialty, the heir
term for C-L psychiatry, may add some con-
fusion. We believe the previous proposal by
Lipowski and Wise1 may be acceptable:

“Psychosomatic medicine is a discipline con-
cerned with 1) the study of the correlations of
psychological and social phenomena with physi-
ological functions (normal or pathological) and
the interplay of biological and psychosocial fac-
tors in the development, course and outcome of
all diseases and 2) advocacy of a biopsychosocial
approach to patient care. However, psychosomat-
ic medicine is not an organized specialty of med-
ical care, whereas consultation psychiatry is such
a subspecialty”.

In other words: we support the classical
concept of psychosomatic medicine close to
a holistic view; and broad enough to support
the clinical use and the study of a broad
field of correlations of psychological and
social phenomena with physiological func-
tions in medical illness. In this context, we
consider that the new denomination we sup-
port for the subspecialty, psychosomatic
psychiatry, is quite adequate to reflect what
we argue it should be: a psychiatric contri-
bution to a holistic, psychosomatic medi-
cine. We further consider that there is no
other single adjective to include in the name
of the subspecialty which so well reflects its
meaning.

Should the term liaison be
abandoned? 

Consultation-liaison (C-L) psychiatry, or
liaison psychiatry, the preferred name of the
discipline until very recently, has not resist-
ed the test of time in the USA, precisely in
the country of its birth and most successful
development. Under the influence of Amer-

ican colleagues, this previous denomination
extended internationally, also in European
countries7. It has also influenced German
terminology10. In Spain, liaison psychiatry
has been the official name in different orga-
nizations, including some clinical pro-
grammes in the National Health System, the
teaching programme of the National Com-
mission for the specialty of Psychiatry and
the National Research Network of the Insti-
tuto de Salud Carlos III51. However, this
denomination has not become well recog-
nized among medical colleagues.

We support a new name for the subspe-
cialty. However, we are also alert about
obstacles and challenges ahead in imple-
menting new denominations. Furthermore,
we are not prepared to abandon the term
liaison to refer to clinical, teaching and
management programs of collaboration of
psychiatrists and non-psychiatrists in med-
ical settings, following schemas implement-
ed during the last decades5.

“Most PM psychiatrists are on psychiatric con-
sultation services, rarely found outside teaching
hospitals, and their services are reactive, typical-
ly emergent or urgent. Optimal care for patients
with complex medical illnesses (...) calls for
close working relationships with the primary
physicians as well as easy access to specialized
psychiatric expertise. Psychiatric liaison, in
which psychiatrists are integrated members of a
specialized care team, is a more advanced model,
with greater ability to provide early detection
and prevention”2.

This is also compatible with the incorpo-
ration of new plans for the discipline, such
as the so called ‘integrative models’. In fact,
we support the search for new models, such
as the models related to the ‘medicine-psy-
chiatry’ inpatient units52,53 and other inte-
grated service delivery approaches54,55. 
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Final comments

We here suggest a new denomination for
a new psychiatric subspecialty, Psychoso-
matic Psychiatry: the psychiatric contribu-
tion to the broad field of psychosomatic
medicine. Nevertheless, we can not claim
exclusivity, and progress in the field and its
contributions to care are endangered by
existing splits and fragmentation in health
care delivery and financing. From a Euro-
pean perspective, Söllner36 has discussed
different models, partially overlapping with
American ones. With regard to the two-
stranded C-L service delivery that exists in
some general and university hospitals in
Germany, Malt has discussed both advan-
tages and disadvantages19. In fact, the contri-
bution to the field from the non-psychiatric
medical specialty called ‘Psychosomatic
Medicine and Psychotherapy’ has been very
substantial. It is not well known perhaps
that 8,000 inpatient beds are maintained by
these psychosomaticists, physicians derived
somehow from the internal medicine field26.
Diefenbacher10 has suggested that there is
no empirical evidence for the objective
assessment of the advantages and/or short-
comings of the German, two-stranded sys-
tem. However, on the basis of his experi-
ence, he argues that “(...) it cannot, due to its
special history, and should not, for concep-
tual and pragmatic reasons, be emulated in
other countries”.
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