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Introductory

“The practice of medicine is an art, not a 
trade; a calling, not a business; a calling in 
which your heart will be exercised equally 
with your head.” 

William Osler, 1903

“The computer cannot participate in the 
true art of medicine. It has none of the subtle 
sensory perception, intellectual imagination, 
and emotional sensitivity necessary for com-
municating with people and giving clinical 
care.” 

Alvan R. Feinstein, 1967

“To be not the servants of science, nature, 
nations, personal beliefs or even our desire to 
preserve life. Understanding the reality of 
our own mortality, we endeavour, instead, to 
heal our fellow human beings and free them 
from constraint, so that they may flourish.” 

McGill Medical Class of 2012,  
Pledge at White Coat Ceremony, 2009
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Foreword

“Not everything that can be counted counts and not everything 
that counts can be counted.”

Albert Einstein1

Why a book on “Whole Person Care”?

This book addresses issues that are profoundly relevant to each of us – both as 
caregivers and in our daily lives. It suggests that we have the opportunity to partici-
pate in the birth of a new paradigm, one that entails a radical reframing of both 
diagnosis and therapeutics; how we see those we are caring for; how we see others; 
how we see ourselves.

Science historian and philosopher Thomas Kuhn suggested that instead of 
advancing in a linear fashion, scientific progress is marked by intermittent crossroads 
at which the accepted conceptual world view is replaced by a new one, a perspective 
that scientists previously would not have considered valid. The former paradigm (the 
“old” way of seeing) now is considered “thinking inside the box,” while the new is 
the product of “thinking outside the box.” The new does not necessarily negate the 
old. For example, Newtonian mechanics still offered a good model for understanding 
speeds below the speed of light, even after it had given way to the new paradigm 
represented by Einstein’s theory of relativity and quantum physics2 [1–3].

From Hippocrates (460–377 B.C.E.) until the early years of the nineteenth cen-
tury C.E., the dominant paradigm of western medicine was “humorism,” a system 
which appeared to provide a useful framework for understanding the human body 
and its ills. The four humors of Hippocratic medicine were black bile (melankholia), 
yellow bile (cholera), phlegm (phlegma), and blood (sanguis). Each humor had its 
own ascribed associations and properties: health required that the four humors be 
“in balance” [4, 5]. As its influence waned over the early decades of the nineteenth 
century, humorism was folkloric in tone and passed on through brief, loosely struc-
tured preceptorship programs, many of dubious quality.

A growing array of observations during the latter half of the nineteenth century 
led to a new norm, that of science-based healthcare. For example, the observations, 
in France, of microbiologist and chemist Louis Pasteur (1822–1895) resulted in the 
germ theory of disease.3In 1864, the English surgeon Joseph Lister (1827–1912), 
Professor of Surgery in Glasgow, was told of Pasteur’s work and correctly suspected 
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its relevance to surgical wound infections.4 This insight resulted in the development 
of antisepsis and a dramatic decrease in surgical risks. Before Lister, a two to three 
hundred bed hospital might record 400 operations a year, 25% of them being ampu-
tations. After Lister, the same hospital might undertake 4,000–5,000 operations a 
year, with less than 1% amputations! [6]. A giant step toward a science-based under-
standing of disease had been taken. The work of Marie Curie5 and Florence 
Nightingale,6 the development of laboratory medicine and radiology, and the found-
ing of the Rockefeller Institute for Medical Research in 19017 were among the many 
advancements that assured the continuing growth of medical science and the 
increasing use of its celebrated tools, the randomized double blind clinical trial and 
evidence-based therapeutics. The academic seal of approval for this emerging para-
digm with its inductive approach to logical thinking, took the form of a detailed 
review of North American medical education by the nonmedical educator Abraham 
Flexner, a study sponsored by the Carnegie Foundation for the Advancement of 
Teaching. The result, known as the Flexner Report [7], triggered sweeping reforms 
in medical education standards, organization and curriculum, through the adoption 
of a science-based model of disease coupled with obligatory hands-on clinical expe-
rience. As a result, many existing preceptorship training programs were closed and 
the remaining schools were reformed to conform to Flexner’s recommendations. 
Over the ensuing years, statistically-significant data, generated by rigorous quantita-
tive studies became the only portal to acceptability in medical research, practice, and 
teaching. Some voiced concern that in the process something had been lost; that the 
objectifying, depersonalizing, and quantifying had perhaps carried with it an ele-
ment of reductionism. But the results spoke for themselves!

And yet, and yet … ! Something was missing. The science-based paradigm often 
failed to reflect lived experience. Why?

When, over a quiet lunch, I asked one eminent quality of life (QOL) theorist 
why he had casually dropped “spirituality” from the list of QOL determinants cited 
by respondents in his study, he commented, “It didn’t correlate statistically with 
the other variables, and besides, they don’t give research grants to study spiritu-
ality”8 [8, 9]. That was understandable. The accepted paradigm drives the research 
agenda, and after all, “spirituality” seemed an unlikely source of cutting-edge 
scientific insight.

The lack of precision in defining some elements of subjective experience 
remains problematic. Concepts such as “spirit,” “spiritual,” “soul,” “existential,” 
“love,” “suffering,” “dignity,” “healing,” … are vague, at best. Often, such terms 
mean simply what the user wants them to mean; nothing more, nothing less. 
Furthermore, the domains in question seem to concern fantasy rather than tangible 
fact. The waters negotiated as one passes from considerations physical, to social, to 
psychological, to spiritual become mirky indeed. Why, French paleontologist, 
biologist, and philosopher Teilhard de Chardin (1881–1955), who spent his life 
trying to integrate religious experience with natural science, went so far as to say, 
“We are not human beings having a spiritual experience, but spiritual beings having 
a human experience.” How can one put a p-value on such things? The social sciences 
have used qualitative research techniques to investigate such issues, but those 
strategies were deemed unreliable by quantitative science purists.
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Meanwhile, daily experience has suggested that transcendence, meaning, hope, 
and “healing connections,” may lift one beyond despair and reduce, even eliminate, 
suffering; conversely, uncertainty, fear, and an experience of loss of control, may 
amplify suffering even in the absence of physical distress. If, as suggested by the 
ancient metaphorical schema, we are “body, mind and spirit,” (however understood), 
those elements are inseparable and interdependent, and, that mix of influences con-
sistently modifies our experience of health and illness. Nevertheless, this is largely 
ignored in the diagnoses and therapy embodied in the science-based paradigm.

Variables that fall peripheral to the accepted science-based view of disease, 
appear to directly influence human suffering, sense of well-being, and even length 
of life. The evidence surfaces on a daily basis.

In the midst of the unimaginable hell of a Nazi concentration camp, Viktor •	
Frankl experienced transcendence. He described the moment. “In a last violent 
protest against the hopelessness of imminent death, I sensed my spirit piercing 
through the enveloping gloom. I felt it transcend that hopeless, meaningless 
world, and from somewhere I heard a victorious “Yes” in answer to my question 
of the existence of an ultimate purpose” [10]. Why and how did that occur?
Amid the torrent of feelings pouring from his pen, the dying 31-year-old poet •	
Ted Rosenthal commented, “I’m changed; I’ll always be changed. I’ll always be 
happier for what I have been through, only because it has enabled me to have the 
courage to open myself up to anything that happens and I am no longer afraid of 
death. At least I am not afraid of death the way I might have been had I not 
become sick” [11]. “Happier?” As a poet, Rosenthal chose the word with care. 
If QOL is relevant in all health care (not simply in end-of-life care) our scientific 
curiosity must surely be broadened to include the why and how of Rosenthal’s 
improbable statement.
A dying patient commented to Dr. Cicely Saunders on admission to •	
St. Christopher’s Hospice, “I never would have dreamed that it would be safe 
to die here.” Safe to die? What factors fostered the utterance of that apparent 
oxymoron?
In a study of 50 cancer patients, Kagawa-Singer and colleagues found that sub-•	
jective well-being did not correlate with physical status. Surprisingly, one-third 
of their sample assessed themselves to be “fairly well” and two-thirds rated 
themselves “very well,” including 12 who died during the study. The coping 
objective common across subjects was “to maintain self-integrity” [12]. Should 
a medical paradigm that furthers the best interests of our patients not ask what 
determines a sense of “self-integrity” both in far advanced illness and in health. 
Should it not ask how that end is fostered?
Cohen et al documented the significant contributions to QOL made by the •	
existential-spiritual domain (Ex’l/Sp) using the McGill QOL Instrument 
(MQOL): With cancer patients: Ex’l/Sp was a significant QOL contributor for 
people at various stages of the disease; it was as important as any other domain 
measured by MQOL subscales [13, 14]; With HIV patients: Ex/Sp was only 
significant when CD4 count was <100 (i.e., with AIDS), but then it was the most 
important contributor to QOL [15].
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A woman with breast cancer observed, “I may have significant pain but no •	
anguish, no suffering. Conversely, I may be symptom free and suffer terribly.” 
Similarly, Eric Cassell observed, “Our intactness as persons, our coherence and 
integrity, come not only from intactness of the body but from the wholeness of 
the web of relationships with self and others.” He then noted ruefully, “the pro-
fession of medicine appears to ignore the human spirit” [16]. If that is the case, 
based on the evidence at hand, must not our paradigm change?
In a qualitative study with dying patients at our center, common themes at the •	
QOL extremes (“anguish” versus “equanimity and peace”) were identified. The 
common themes identified at the “anguish” end of the QOL continuum included: 
a sense of isolation, an absence of meaning, preoccupation with future and past, 
a sense of victimization, and a high need for control. In contrast, common 
themes at the “peace” end were: a sense of connectedness to something larger 
and more enduring than the self, meaning discovered, presence to the moment, 
a sympathetic connection to suffering, and a capacity to open to a present poten-
tial that is greater than the need for control [17]. Such themes are irrelevant to 
the existing medical paradigm with its singular preoccupation with the biology 
of disease.
The quality of caregiver presence has been identified as a critical therapeutic •	
variable – one that is ignored by the current medical paradigm. Dame Cicely 
reminded us, “The way care is given can reach the most hidden places and give 
space for unexpected development,” [18] thus echoing Michael Balint’s com-
ment, “By far the most frequently used drug in general practice is the doctor 
himself, … it is … the way that ‘drug’ is given - in fact, the whole atmosphere 
in which the drug is given and taken (that matters most)” (quote with tense 
changed from past to present and underlining added) [19]. If the quality of personal 
presence is to be our students’ “most frequently used drug,” is it not curious that 
the science-based paradigm does not consider the issue essential in the under-
graduate medical curriculum?
Four potent existential challenges haunt us throughout life: death (existential •	
obliteration), isolation (the unbridgeable gap between self and others), freedom 
(the unnerving absence of external structure), and meaning (in a world of uncer-
tain meaning) [20]. These threats are intensified in illness, but they lie beyond 
the clearly drawn limits of the current medical paradigm and so are generally 
ignored in diagnostic and therapeutic deliberations.
Philips and King found that meaning perceived may lead to death delayed. They •	
documented decreased death rates in the week preceding Passover, a warmly 
anticipated holiday for the sample examined, and a compensatory increase in 
death rates following the celebration, especially among persons with unambiguous 
Jewish names (p = 0.045), though not among black, oriental, or Jewish-infant 
control groups. The decline was particularly marked in years when the holiday 
fell on a long weekend, thus enabling loved ones to gather from greater distances 
(p = 0.001) [21]. Yet, “meaning” is largely forgotten, both in our diagnostic 
 considerations and as we plan our therapeutic interventions.
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The impact of meaning on immune response and an associated delay of death •	
were reported by Bower et al. In their study, bereaved HIV-seropositive men 
were more likely to find meaning if they engaged in sustained cognitive process-
ing of their loss. When greater meaning was experienced, subjects had a less 
rapid decline in CD4 T cell levels and lower AIDS-related mortality over 4–9 
years. (all ps <0.05) [22]. The apparent association of meaning, immune 
response, and longevity might bring to mind the Philips and King study as we 
sit at the bedside asking ourselves how to best accompany this suffering 
individual.

Palliative Care offers a model of whole person care that includes consideration 
of psychosocial and spiritual factors in addition to the physical domain [23]. In a 
randomized study to assess the efficacy of palliative care, Temel et al. compared 
traditional oncology care plus palliative care (TOC + PC) to traditional oncology 
care alone (TOC). One hundred and fifty one patients with metastatic non-small 
cell lung cancer were randomized at diagnosis into one of these two treatment 
groups and followed for 3 years or until death. Assessments of QOL (FACT-L) and 
mood (MGH Anxiety and Depression Scales) were made at baseline and 12 weeks. 
The patients randomized to the palliative care group (TOC + PC) had: better QOL 
(p, 0.03), less depression (p, 0.01), greater mobility, less pain, and longer life 
(p, 0.02). The longer life noted in the palliative care group is of particular interest 
since participants in that group had requested, and received, less aggressive end-of-
life care (p, 0.05) [24]. In another study, Cohen has shown that palliative care 
results in significant improvement in total QOL and all QOL subscale scores 
(MQOL) within the first week following admission to a palliative care unit [25]. 
The efficacy of whole person care and its counterintuitive capacity to support an 
increase in QOL even when introduced only days prior to dying, should be kept in 
mind as we consider the need for a new medical paradigm.

Tom Hutchinson asked each of the authors in this book to consider their field of 
personal interest from a “whole person care” vantage point to more directly address 
the full range of modifiers of subjective experience, suffering and “total pain,” the 
course of disease, and optimum care. With the adoption of a whole person care para-
digm, the research agenda will broaden. Among the many phenomena that may be 
seen as relevant to examine are the issues raised in the above bulleted list. There will 
be many others: such variables as the dissociated right brain functioning experi-
enced by poststroke Jill Bolte Taylor who suggests that “we can at will choose to 
step into the consciousness of our right hemisphere, to be one with all that is,” [26] 
and the possible significance of mirror neurons and their clinical relevance to empa-
thy in health and illness [27–29].

A paradigm shift is needed. The decision, professional and personal, is up to 
each of us. The choice is ours.

Balfour M. Mount
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End Notes

1 While this observation is generally attributed to Einstein, the sociologist William Bruce Cameron 
made the same cogent comment in his 1963 text “Informal Sociology: a casual introduction to socio-
logical thinking” (New York: Random House) and this is thought to be its first appearance in print. 
Some claim that Einstein wrote this quote on his blackboard at the Institute for Advanced Studies at 
Princeton, citing Sir George Pickering as the author. The phrases are in reverse order in some ver-
sions of this pithy aphorism. http://quoteinvestigator.com/2010/05/26/everything-counts-einstein/
2 An example of a paradigm shift in which the new negated the old would be the assertion by 
Copernicus (1473–1543) that the earth rotates around the sun, thus negating the geocentric view 
of earlier thinkers such as Ptolemy and Aristotle.
3 Pasteur’s many contributions included vaccines for rabies and anthrax, a process for halting bac-
terial contamination of milk (pasteurization) and early development of the field of microbiology. 
www.zephyrus.co.uk/louispasteur.html.
4 Thomas Anderson (1819–1874), Professor of Chemistry at the same University, drew Lister’s 
attention to Pasteur’s findings and to the antimicrobial effects of carbolic acid (phenol) in sewage 
treatment. http://www.universitystory.gla.ac.uk/biography/?id=WH2173&type=P.
5 Marie Curie (1867–1934) was the first person to win two Nobel Prizes (Physics, 1903; 
Chemistry, 1911). Her contributions included: the theory of radioactivity; techniques for isolating 
radioactive isotopes; the discovery of two new elements – polonium and radium; the first use of 
radioactive isotopes in cancer treatment; the founding of research Institutes in Paris and Warsaw. 
http://nobelprize.org/nobel_prizes/physics/laureates/1903/marie-curie-bio.html.
6 Florence Nightingale (1820–1910): superintendent, the Hospital for Invalid Gentlewomen, 
London (1853); volunteer for nursing duty in the Scutari hospital in Istanbul with the outbreak of 
the Crimean War (1854); founder of the Nightingale School for Nurses at Saint Thomas’s 
Hospital, London (1860). A pioneer in the use of statistics, she collected mortality rate data for 
soldiers in the British army, both at home and in battle; invented polar-area (pie) charts to clarify 
and dramatize her findings; showed that improved sanitary conditions lead to a lowering of death 
rates; noted that crude death rates could be misleading and that mortality data considerations 
should be age-specific; introduced a system for recording sickness and mortality data in military 
hospitals; demonstrated that many hospital deaths were unnecessary; showed the value of main-
taining accurate hospital statistics as an instrument for reform in hospital sanitation; demonstrated 
that “the connection between the health and dwellings of the population is one of the most impor-
tant that exists.” http://www.morris.umn.edu/~sungurea/introstat/history/w98/Nightengale.html
7 The funding by John D. Rockefeller for the Institute, now the Rockefeller University, had been 
inspired by the vision of William Osler. It established an outstanding record for biomedical 
research that has led to more than 20 Nobel Prizes, beginning with Alexis Carrel in 1912. http://
himetop.wikidot.com/the-rockefeller-institute-for-medical-research.
8 Later, when the evidence supporting the significance of the spiritual domain increased, an add-on 
module to the FACT addressing spirituality was created. It has, in turn, further increased the 
 evidence of its significance.
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Preface

This is a book primarily by physicians, for physicians and medical students. For 
this reason, we have used the terms physician and doctor frequently throughout the 
book and have looked at medicine mainly from the perspective of the physician 
rather than from other perspectives that would be equally valid. We have done this 
not to emphasize or promote the inevitable hierarchy in medical practice, but to 
speak authentically from a perspective of which we have intimate personal experi-
ence. Nevertheless we realize that most of what we are espousing is equally relevant 
to other healthcare workers who are essential partners in the implementation of 
whole person care. We also believe that this book will be of interest to patients and 
members of the general public. It is the internal resources of the individual persons 
who become patients that constitute the major untapped resource that whole person 
care and medicine needs to harness effectively in the twenty-first century*. To 
change medical practice in the direction of whole person care will require the 
 participation of caregivers, receivers of care, and the general public. We have therefore 
attempted to make the book readable by all three concerned groups.

December 6, 2010 Tom A. Hutchinson

* It is largely to illustrate this point that we have included many stories of patients in our book. 
In all cases we have changed names and details to protect identity, except in one story at the end 
of the book where the patient’s own name is used at his specific request.
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Pioneering Palliative Care physicians Balfour Mount and Michael Kearney noticed 
an interesting phenomenon in their practice. The improvement they often saw in 
dying patients’ quality of life did not appear to depend on control of disease, 
improvement in function, or even control of symptoms [1]. Here is how Balfour 
Mount describes the paradigmatic case [2] “CD was 30-years-old when he pre-
sented with a widely disseminated germinal testicular cancer. Radical surgery and 
chemotherapy initially resulted in his tumor markers reverting to negative and the 
hope of cure, but within months his disease progressed with ensuing extreme 
cachexia. He died slowly over a 12-month period. CD had always stood out from 
his peers. He had always been a winner. Strong. Outgoing. Gracious. A world-class 
athlete, he was a member of the national ski team. He was successful in business 
and engaged to be married. A champion from a family of competitive champions, 
he was now melting before the raging forces of the embryonal cell. Then, just days 
before he died he married his fiancée and said goodbye to those he loved, observ-
ing, ‘This last year has been the best year of my life’”. The key change according 
to CD was a shift from an external focus in his life to an internal focus. That made 
all the difference to him.

It turns out that CD’s experience was not unique, and Mount and Kearney saw 
this phenomenon many times in their practice. They gave the title healing to this 
ability of people to move from suffering to a sense of integrity and wholeness often 
independently of objective improvement [3]. And while this was an innate capacity 
of people, the palliative care that these dying patients were receiving appeared to 
promote this process [4]. They realized that the facilitation of healing was not a 
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specific characteristic of palliative care but that they were practicing an ancient part 
of the healthcare mandate that is relevant at all stages of illness. They suggested that 
this increasingly forgotten aspect of medicine needs to be reintegrated with the pow-
erful curative aspects of modern medicine to provide the best care possible to people 
seeking a doctor’s help [5]. This combination of curing and healing is whole person 
care, the subject of this book. Of course, it does not look the same in every case.

Judy Walsh was exactly the kind of patient I loved to see because she had a serious 
problem and she was clearly in transition. The question was to where? When I was first 
asked to see her she was 47 years old, had suffered from systemic lupus erythematosus 
since age 15, developed kidney failure and had been on dialysis for 7 years. She had left 
the dialysis unit the previous day saying that she was not coming back. She would prob-
ably die in a week or two if she stuck with that decision. My job was to help her with 
the dying process if that was what she wanted and to explore other options with her.

We began by talking about her life. She talked about the relationship with her 
daughter who was a teenager, lived with her father, and did not want to see her. She 
spoke with bitterness about how her former partner abandoned her when her daughter 
was born but then later obtained custody because he convinced the court that Judy 
was too ill to be a good mother. She had never gotten on well with her own mother. 
She expressed her extreme frustration that she was too highly sensitized to receive 
a kidney transplant. Nothing was working, life was not worth living, and she had 
decided to stop dialysis and die. Everyone would be happier.

We explored her decision and its implications. I said that I would need to see her 
in a few days as she would probably develop symptoms that would need to be con-
trolled. She might die suddenly, but more likely she would not and would need to 
be admitted to hospital as she lost strength and ability to function. She would prob-
ably go into a coma before she died. This was not said to frighten her but for both 
of us, me as much as her, to take a look at what we were facing. I was very con-
scious of being very clear to myself that this might be the best course for her, and 
if that proved to be the case, I could accept it fully. I would attempt to make it as 
good an experience as I could. Like an obstetrician when the patient is due, I would 
attempt to support her in the suffering of labor and bring the “birthing” process to 
a successful and satisfactory conclusion.

Facing her imminent death got both of our full attention. In her case, it made her 
reflect more on her relationships. An interesting perspective came up when we 
discussed her mother. She felt that her mother did not love her and would be happy 
to see her gone. Her mother had told her on quite a few occasions in the past when 
Judy was critically ill that she should “let herself go”. She was very mad at her 
mother, and I wondered to myself if part of her decision to stop dialysis was anger 
at the world and at her mother in particular.

I pointed out to her that a lot of people appeared to be rejecting her: her daughter; 
her mother, and possibly others. I asked her if, as she said, her dying would make 
her mother happy, did she want to make her mother happy in that particular way. 
This all happened very slowly, in half phrases, in an open and exploratory way. 
When I asked the last question, her demeanor changed. She stopped crying, she 
thought for a few moments, she gave me a sideways look, and said in a quiet and 
unemotional whisper “No”. It felt almost disrespectful, but a part of me wanted 
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to jump for joy. It was a turning point, and I sensed that she would not look back. 
I met her in the corridor the next day on her way to dialysis. She smiled sweetly 
and gently at me as if I had helped with something important – as I think I had. 
I will return to her story toward the end of the chapter.

What worked in my interview with Judy? To begin with, I took some time – about 
40 min for this interview. And perhaps time is important. In a study of patients with 
irritable bowel syndrome [6], patients were randomized to a waiting list, sham acu-
puncture, or sham acupuncture plus a 45-min friendly interview. The patients who had 
the interview had a markedly better symptom severity and quality of life than the other 
two groups that lasted for at least 6 weeks (the last follow-up in the study) after the 
intervention. So, simply spending “friendly” time with patients makes a marked differ-
ence. But in whole person care, we are trying to do more than that. We are trying to 
make each moment count. Why? Because like Judy, patients are always to a greater or 
lesser extent under stress when seeing a doctor, they are virtually always in a transition 
of some kind, and they are hoping for something. Those three characteristics can be 
both problems (sometimes serious problems) if we fail to pay attention and/or oppor-
tunities for healing and growth if we use the clinical encounter to its full potential.

What does it mean to regularly practice nonroutine medicine? As in the example 
given, it begins with an open-minded presence to this patient and her context on that 
particular day. This means I was not fixed on any past (she is this kind of person) 
or any specific future (this is what should happen here). I believe that if I had been 
fixated on either of the two (or both), Judy would have picked it up right away and 
would not have joined me in exploring her situation. She would have known that it 
was not an honest exploration focused in the present. This open-minded explor-
atory presence was maintained throughout the interview as it had to be to deal with 
each new issue as it arose – neither taking too long elaborating or explaining the 
issue at hand nor rushing on to the next issue before she was ready. This process 
takes continual self-monitoring. We all tend to rush ahead or lag behind at different 
times in a clinical interaction, and the only answer is to be aware enough to catch 
ourselves and bring our attention back to where the patient is now. This kind of 
mindful presence is increasingly recognized as an important part of good whole 
person care [7] that we will discuss further in the book.

So, what does the “whole person” in whole person care really mean? It is per-
haps easiest to start with what it does not mean. Whole person care is not knowing 
all about the patient in all dimensions (biological, psychological, social, spiritual, 
and many others that could probably be listed) and taking responsibility for taking 
care of all of them. Such an undertaking is doomed to failure and would probably 
be perceived by patients as overstepping the bounds of the medical mandate and 
even as invasive. When a patient comes to see a doctor he does not expect a com-
bination biological scientist, psychologist, social worker and spiritual guidance 
counselor, all of them working full out at the same time. Within the context of the 
clinical interaction, he/she wants someone who will provide competent medical 
care and treat him/her seriously as a person [8], usually no more and no less. It 
sounds simple, and yet, there is more to it than is at first apparent. While not every-
thing needs to be dealt with at the same time, nothing that comes up can necessarily 
be ruled out of bounds as a potential avenue for addressing the problem.
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This is why whole person care is a challenging proposition. Because people have 
all of the dimensions listed above, we never can be sure what may come up in the 
interaction, and so, our instinct is often to narrow down the possibilities to avoid 
being overwhelmed. Family therapist Virginia Satir points out that at its most basic 
every interaction between two people has at least three elements: self, other person, 
and context [9]. When we are stressed and fear being overwhelmed, we automati-
cally omit awareness of one or more of these elements [10]. For instance, if some-
one is blaming us for something that we have done or omitted to do, it may be easier 
to accept the blame rather than stand up for ourselves. Of course, it may be the right 
thing to do depending on the context, but we often do it automatically and uncon-
sciously, thereby unnecessarily giving up some of our power to play our full role in 
the relationship. On the contrary, if the other person appears to be acting unreason-
ably, we may discount them as a person. Frequently in medicine, we discount both 
ourselves and the other person and act like we are simply trying to solve a medical 
puzzle. Part of our job may be solving puzzles, but there is always more going on 
in a clinical interaction. Satir would say that we should learn to relate congruently 
(staying aware of ourselves, the other person, and the context) in our clinical inter-
actions, and this is an important component of whole person care that we discuss at 
more length later in the book.

There is a second challenge and opportunity in the medical encounter. As previ-
ously mentioned, the doctor practicing whole person care has two jobs that need to 
be carried out simultaneously: curing is an activity carried out by a healthcare prac-
titioner to eradicate disease or fix a problem; healing is a process leading to a greater 
sense of integrity and wholeness in response to an injury or disease that occurs 
within the patient, which can be facilitated by the healthcare practitioner [5]. And 
the difficulty is that the roles of both the patient and the healthcare practitioner in 
curing versus healing are not just different, they are diametrically opposed [11].

For instance, the goal of the patient in the curing mode is survival. This is not 
limited to physical survival but also extends to survival of all that the patient has 
learned to identify as himself including physical appearance, life style, relation-
ships, and everything else that makes up a life. In other words, the goal is to avoid 
change. Healing comes from the acceptance of change. This acceptance allows the 
patient to grow to a new sense of himself as a person (perhaps with disease) with a 
new experience of integrity and wholeness that is different than the old status quo. 
In curing, the patient depends on the expertise of the practitioner to control disease; 
in healing, the patient begins to realize that it is his/her own resources that will 
finally lead to growth and that he/she is responsible for managing those resources.

The contrast in the healthcare worker’s roles in curing and healing are equally 
striking. In the curing mode, the physician through his knowledge and expertise 
concerning disease clearly has more power. That is why the patient consulted him 
in the first place. In the healing mode, the power shifts toward the patient. It is 
within the patient that healing will occur, and it is the patient who will make the 
healing journey. The physician’s role is accompaniment. To do this effectively, the 
physician needs to be able to put part of himself in the patient’s shoes and adopt 
the wounded healer role [12] – a topic for further discussion.
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The epistemologies in the curing and healing roles are also very different. In the 
curing mode, the basis of knowledge is scientific, and this is expressed in the 
current requirement of evidence-base practice. In the healing mode, this approach 
is not helpful. Since the essence of the facilitation of healing is the relationship of 
one person to another, the physician’s role in healing has to depend on his particular 
gifts and characteristics as a person and on the particular gifts and characteristics 
of the patient. Art rather than science is required to enable the physician to make 
the best intuitive use of himself in the healing relationship with the patient. The 
dynamics of the interaction would be different with every physician–patient pair, a 
complete contrast to the standardized requirements of science [11].

Given the contrasts outlined, it is not surprising that physicians and other health-
care workers have had a hard time encompassing both roles in their practice. The 
solution is often to restrict care to one of the two poles, curing or healing, but not 
both [13]. To be both an effective curer and facilitate healing at the same time is a 
challenging task: this patient may be dying and I must remain emotionally present 
to that possibility and behave and communicate with the patient accordingly; at the 
same time, I must concentrate on clarifying the medical issues and exploring other 
factors that may be affecting the decision so that this patient can make the best 
choice possible for him/her at this transition point in his/her life. As may be appar-
ent from this example, the enlargement of awareness required is significant but can 
actually result in a decrease in the psychological tension that comes from identify-
ing exclusively with curing or healing. However, as mentioned our tendency is to 
restrict awareness when we are faced with stressful situations [14].

So, in my interaction with Judy where was the curing and where was the heal-
ing? And that is the point. The two are so inextricably intertwined that it is impos-
sible to separate them completely. Before the interview even began, Judy would 
probably not have agreed to meet me or would not have engaged with me when we 
did meet if she lacked confidence that I knew what I was talking about. She knew 
that I had practiced nephrology for many years. My “curing” credentials were good. 
There was also the fact that I was now doing palliative care and that the social 
worker who referred her trusted me. The clinical interaction itself went back and 
forth between such things as the medical consequences of possible actions and her 
conflicted intimate relationships, with the reality of possible imminent death hovering, 
sometimes in the background and sometimes in the foreground.

Judy’s case raises some other interesting issues about whole person care. One 
common objection is that it takes too long and physicians simply do not have time 
to be anything other than efficient technicians. There are probably situations in 
which this is the only feasible approach. But I wonder does our desire to get 
through things quickly increase our real efficiency (results achieved for time and 
effort spent) or does it more often leave issues unresolved in a way that uses up 
more time in the long run. I spent a total of just over 1 h with Judy over a 2-year-
period: the 40-min interview mentioned above, a brief encounter in the corridor, 
and a further 20-min interview 2 years later. Would a series of shorter but more 
superficial interviews have worked just as well or better? I doubt it and believe that 
whole person care actually takes less time in the long run.
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Did it require special skill and attunement to Judy’s specific issues and requirements 
to produce the results achieved? In a way yes and in a way no. As mentioned, my 
previous experience as a nephrologist helped as did my relationship with her social 
worker. The fact that I was also a palliative care physician meant that I could dis-
cuss realistically her possible impending death and how it might be managed to 
minimize her suffering. But after that, it was primarily a question of taking time, 
being willing to face confronting issues, staying in the moment, and being watchful 
for realistic opportunities to move the action forward in a way that fitted the patient. 
We are now beginning to teach these skills to medical students at McGill under a 
new physicianship curriculum [15]. We are convinced that students can learn these 
skills given the right coaching, although everyone will perform them in their own 
way. It is perhaps important to state that I did not feel perfectly attuned to Judy in 
my interview with her and was often unsure how to proceed. How well can a 
59-year-old relatively healthy male put himself in the shoes of a 47-year-old 
woman with lupus and renal failure? But it is not necessary to have the specific and 
perfect key that is unique to each person’s problem. Open-minded presence in the 
context of medical expertise is more like a skeleton key [16] that opens many locks. 
We explore some of the elements of this skeleton key later in the book. We do not 
need to be perfectly attuned, only “well enough” attuned. We explain our attempts 
to make our students “good enough” whole person physicians later in the book.

An important issue already touched on is how Judy’s possible imminent death 
affected the interview and how this relates to whole person care. I believe that the 
presence of possible death played a crucial role in the interview. As discussed later 
in the book, death anxiety is an ever-present reality in the unconscious mind that 
can be easily triggered to consciousness [17] as it almost certainly was in this case. 
We discuss later the usual responses to death anxiety that involve suppression and 
self-esteem bolstering by attachment to a particular world view. I have observed an 
additional effect in clinical interactions. An awareness of death gets people’s full 
attention. As has been observed in Buddhist literature, it is the shortcut to being 
mindfully present [18]. I doubt that the same change would have occurred in Judy 
if the possibility of death had not been on the table. Does that mean that this is a 
special, even unique case? I believe not. Given the pervasiveness of death anxiety 
in the unconscious and how easily mortality salience can be triggered, I suspect it 
is an ever-present reality in any degree of illness. The physician’s job is not to run 
from death anxiety himself and not necessarily to collude in the patient’s frequent 
desire to suppress thoughts of possible death or serious loss. Part of whole person 
care is the willingness to help the patient face what may be realistic possibilities 
and fears in order that the person may be able to move forward out of suffering to 
a new sense of peace with a possibly new reality.

But what of cases where death is clearly not an issue and the illness is mild or 
nonexistent? Surely here, medicine can be a primarily technical encounter and the 
need for treating the patient as a whole person is limited on nonexistent. Nothing 
could be further from the truth because even when the situation is “routine” for the 
doctor, it is usually emotionally highly charged for the patient. A colleague was in 
labor. Her obstetrician was called. Everything was going well, and the labor was 
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quite far advanced but it looked like it would take more than the 30 min the obstetrician 
had before a teaching session with some medical students. To my colleague’s hor-
ror, the obstetrician announced he was going to use forceps to expedite matters. 
She was still furious when she recounted the story to a medical class 40 years later. 
I asked her how her son was, had there been a complication. Her son was fine and 
now a successful lawyer. There had been no problem or complication. Except that 
there had been a huge human complication that compromised her sense of trust and 
relationship with the obstetrician. That wound was still incompletely healed. My 
own experience as a patient provides a contrasting example. I was calling up a 
gastroenterologist I knew to set up a routine colonoscopy. During the telephone 
call, he asked me how I was and I reported that I had experienced a little heartburn 
but not a big deal and nothing to worry about. Except, of course, I had been worried 
particularly as a colleague of mine had recently been diagnosed with esophageal 
cancer. The gastroenterologist asked me a simple question “Are you worried about 
it?” Somewhat embarrassed, I admitted that I was a little and he continued the 
exploration that led to me having a gastroscopy within a few weeks. I had the dis-
tinct impression that we were doing the gastroscopy not because he was very con-
cerned (heartburn is a very common symptom) but because he picked up the fact 
that I was worried. The gastroscopy showed a small hiatus hernia with reflux. I am 
still grateful to that perceptive doctor who picked up my concern over the tele-
phone. Relating to the patient as a whole person is relevant at all phases of medicine 
from the management of mild disease to presence at the patient’s deathbed.

This brings me back to my final interview with Judy. It was 2 years later and she 
had asked to see me. She had been in hospital for 4 days during which time she had 
refused dialysis and had been seen by psychiatry who declared her competent to 
make that decision. The nephrologist caring for her accepted that she would die, her 
mother was at her bedside, and I was called to help with the dying process. Judy 
was very pleased to see me. She was totally clear that she was now ready to die, 
wanted her mother by her bedside when it happened, and asked me whether she 
could order pizza that afternoon. We did not discuss how this change had come 
about or any other details of the intervening 2 years. I had the clear sense that 
exploring these issues at that point would only have increased her suffering unnec-
essarily. It was not why she had called me but to say good-bye and to ensure that 
she died comfortably. I wrote the appropriate orders for potential symptoms such 
as shortness of breath, and when I returned to say good-bye, she waved to me. She 
was busy on the phone ordering a pizza, all-dressed. She died peacefully that night 
(quicker than expected) with her mother holding her hand.

I recently attended a meeting about admission criteria to medical school in 
which the speaker asked the audience to choose between a student who was aca-
demically brilliant (as evidenced by scores) but had only adequate people skills and 
a student who was academically adequate but had excellent people skills. The audi-
ence made various suggestions. The speaker then turned the table on us by pointing 
out that it is a false choice. Academic brilliance and excellent people skills are not 
mutually exclusive and may even be highly correlated. We can have it both ways. 
Whole person care is very much the same way. For too long, we have assumed that 
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because we see science as the basis of modern medicine, we have to let go of a 
much older part of the medical mandate that has to do with deep relating to people 
and the facilitation of healing. We do not and we cannot give up this part of our job 
without losing our way, and our ability to help our patients. Whole person care 
means refocusing on our main objective in medicine – the relief of suffering in ill 
patients [19] – and using everything at our disposal including scientific knowledge, 
clinical skill, and practical wisdom in the pursuit of that laudable goal.
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Bodies do not suffer, only persons do [1]. This fundamental fact of suffering is 
revealed because in all the situations in which suffering comes about the meaning of 
the occurrence to the person and the person’s perception of the future are crucial. 
Whether the stimulus is, for example, pain or other physical symptoms, or perhaps 
bereavement, or even hopelessness, the meaning of what is happening and its per-
ceived future are crucial in determining whether suffering will follow. Bodies have 
nociception and bodies may have neuroendocrine responses to emotional stimuli, but 
bodies do not have a sense of the future and bodies do not know meanings, only 
persons do. If you reflect, as a clinician,1 on what you know of pain or even sickness 
itself you will see that what is true for suffering is true for all sickness and pain, in 
fact all symptoms. You cannot understand this particular sick person without thinking 
about the person him or herself, even if you do not know that is what you are doing. 
This is because, as we will see in greater detail later on, all persons individualize their 
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sickness and its manifestations – make it their sickness or their symptom. Why do we 
not all know this? Because we are used to thinking about sickness and symptoms as 
things that come from diseases – rather than as processes that inevitably unfold over 
time. It is as temporal processes that sickness and its manifestations pick up the indi-
vidual character of the person who has them. The science of pathophysiology for 
processes occurring over time in sick persons provides inadequate explanations.

Suffering has most commonly been associated with pain or other physical symp-
toms. It is now generally accepted, however, that pain (or other symptoms) and suf-
fering are distinct. Several facts point in this direction. For example, the magnitude of 
the pain is only one factor in the distress it causes; people will tolerate even very 
severe pain if they know what it is (its significance) and if they know that it will end. 
On the contrary, even pain of lesser degree may be poorly tolerated if it appears to be 
endless, if it is considered to have dire meaning (such as malignancy), or if it resists 
relief. People with no symptoms may suffer. For example, at the pain of a loved one 
– especially when helpless, from helplessness itself, or hopelessness. Suffering, as we 
said, is an affliction of persons not bodies. Suffering is the specific distress that occurs 
when persons feel their intactness or integrity as persons threatened or disintegrating, 
and it continues until the threat is gone or intactness or integrity is restored.

Suffering can occur in relationship to any part of a person, but it is always 
because the stimulus to suffering threatens the integrity of the person. Small breaches 
in the integrity of the person occur all the time, just as small breaches in the integrity 
of the skin are common (such as cuts or small burns). But when large enough, as in 
the following examples, loss of intactness leads to suffering. Suffering, however, is 
its own specific distress. When pain leads to suffering, the suffering is suffering, not 
pain, when existential issues are the stimulus to suffering it is suffering not the 
unbearable existence, and when emotional problems are the stimulus to suffering, it 
is suffering, not (e.g.,) grief. Thus, when patients suffer it is suffering not pain, suf-
fering not fear, and suffering not loneliness. Suffering is suffering; it is suffering – it 
is what it is and not another thing. Thus, when you read discussions where suffering 
from physical sources is distinguished from existential suffering you will realize that 
the distinction is false. Whatever happens to one part of a person happens to the 
whole person and whatever happens to the person happens to every part, that is, what 
it means to speak of whole persons and whole person care. I have put together three 
scenarios so that you see how suffering is personalized.

 (a) What if you have always been proud, of your appearance, really proud, and a 
careful dresser even from childhood? And then lately you start having diarrhea – 
all the time, for days on end. And they will not give you anything to stop it 
because, you are not sure why. And when you finally come into the hospital and 
the nurse undresses you standing up, there is feces running down your legs and on 
your clothes and everywhere. And everybody just goes in and out of your room.

 (b) What if you have always been a good patient and tried hard to do everything 
they asked you to do – because you have always been good, and did the right 
thing even as a kid. And everybody always said that you were special. And you 
came to the emergency room because this time you are really sick. And 
you have been lying on a gurney for 11 h waiting for a bed. And you are not 
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sure what is happening. And you are so thirsty and cold, for hours, but nobody 
helps. When people do stop, they tell you how busy they are and to be patient. 
When you try to find out what is happening, nobody listens. And some are just 
mean and short-tempered. And you are so cold.

 (c) What if you have always been really social and have a million friends because 
you love that stuff. And what if you just found out last week that you had cancer 
in your colon and they could not operate because it is in your liver too. And you 
are sure that you are going to die soon. And you are afraid to tell anyone because 
they will stop talking to you. Like they did when your mother was dying when 
everybody ran away from her…and you, and left you to take care of her alone. 
And that was awful. And you do not even tell your daughters because – you know – 
they have their own lives. And you are scared, really terrified about dying.

These are abbreviated stories but the people are recognizable. The suffering that 
results from the threat to their integrity and intactness is because of who each one is, the 
specific persons they are. What is happening to each one is recognizably unpleasant, but 
it causes their individual suffering because of their particular natures. This is what it 
means when we say that suffering is always personal. The cases also demonstrate why 
suffering is always unique and individual. Even if two people are suffering from identical 
sources – say, ruptured aortic aneurysms – they will suffer the way they do not because 
of the pain, but because of the singular nature of each of the persons. In relieving suf-
fering, it is a not person in general that needs to be known, but this particular person. 
Suffering can be present in varying intensity and duration with the differences again 
dependent on the particular person.

Here is another example:

Jan, a 40-year-old single woman, whose sudden development of widespread metastatic 
breast cancer caused her to be hospitalized and near death, is suffering. But it is not the 
weakness, profound anorexia, and generalized edema, as distressing as they are that are the 
source of her suffering, but the loss of control and inability to prevent the evaporation of 
her career whose brilliant promise had finally been realized a few months earlier.

Suffering always involves self-conflict because, as with Jan, part of the person 
wants to resume her career, while another part of her knows her disease has made that 
impossible. She actually caused herself to be discharged from the hospital. Within a 
few days, she sustained a pathological fracture and was readmitted, aware that she 
should not have attempted to resume her life. Sometimes, the conflict is wanting to be 
alive but not wanting to live the only life offered, or wanting to be alive but not wanting 
to be a burden to loved ones. Suffering also always involves a loss or profound change 
in central purpose. Our central purpose when we are well is to continue the pursuit of 
being oneself, of being in the world of others. In suffering, purpose shifts to the 
removal of the source of suffering. Finally, suffering is always lonely – lonely because 
the suffering is not understood by others, lonely because of the individuality of suffer-
ing, and lonely because of the withdrawal of purpose from social engagement. Thus, 
suffering is always personal, individual, marked by self-conflict, and lonely.

While suffering, sickness, and symptoms tell us why care should be directed at 
persons, it does not tell us what persons are, or better, what whole persons are, it 
does not reveal what their care, as whole persons, should entail, and it does not 
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point to new goals for medicine. (The relief of suffering is perhaps the reason the 
various forms of medicine found in the world have come into existence – it may 
be, therefore, the oldest goal of the helping professions.) Medicine in its clinical 
(patient-directed) endeavors is a field of action. Clinicians do things to and for 
their patients. As a consequence, they require specific goals based on what they 
perceive as threatening their patients or making them sick. They also require a 
metric that tells of success or failure in making patients better. In recent decades, 
we have come to understand that it is persons themselves who know whether they 
are better or not. Better or worse is ultimately defined by the patients themselves. 
When we come to define what sickness is, therefore, our definition should entail – or 
allow us to deduce what it means to be well in the patient’s terms.

Perhaps we should start with the idea of the whole person. It has been believed 
since antiquity that it is impossible to know a person. This is obviously because 
persons are complex. But there are other reasons as well. For one thing, persons are 
constantly changing so what you knew of me yesterday has already changed. But it 
is also true that persons appear differently in different situations. The person in a 
work environment is different in many ways from the same person at home and dif-
ferent still from persons when they are sick, injured, or hospitalized. As we shall see 
presently, all persons have a secret life and in that context they may be very different 
than the person in his or her everyday world. Which of these presentations is the 
person? They are all aspects of the person and as such are truly the person. This 
complexity led philosophers in the seventeenth century a merry chase – especially 
John Locke – when they tried to decide whether they could consider the person they 
see today as the same person as the person they saw yesterday, or last year. They 
ended up deciding that identity was durable. By now, this is universally accepted 
because despite all the complexity, all these manifestations of person share so much 
in common that they are just different manifestations of the same person. We should 
leave this section, however, realizing that persons can appear and behave differently 
in different situations and that it does not take much imagination to realize that these 
differences may have an impact on sickness and the care of the sick.

A person is an embodied, purposeful, thinking, feeling, emotional, reflective, 
relational very complex human individual of a certain personality and temperament, 
existing through time in a narrative sense, whose life in all spheres points both out-
ward and inward and who does things. Each of these terms is a dynamic function, 
constantly changing, and requiring action on the part of the person to be maintained – 
although generally the maintenance is habitual and unmediated by thought. Each of 
these functions that make up the person can be altered by sickness.

Persons are always in action and never quiescent. Persons can support contradic-
tory thoughts and actions simultaneously, which, however, produce new thoughts 
and actions. Although basically stable in personality and overall psychological and 
social being, persons are always changing perceptions, thoughts, and actions in a 
continuous manner. If these changes are thought of as individually very small in 
scope and very short in time, then a picture emerges of persons as dynamically and 
interactively responsive to their inner and outer environment.
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Virtually all of a person’s actions – volitional, habitual, instinctual, or automatic – 
are in response to meanings. The actions and behavior are primarily reactions to 
ideas and beliefs about things rather than to the brute facts of the things themselves. 
In fact, things in themselves hardly ever exist apart from ideas about them. This 
should not be surprising since perception itself is an act of thought, not merely the 
registration of sensation.

A human being in all its facets interacts simultaneously outwardly into the world 
and with others, as well as inwardly in emotions, thoughts, and the body, and these 
are generally consistent and harmoniously accordant. By contrast, suffering vari-
ously destroys the coherence, cohesiveness, and consistency of the whole. The 
person’s experience of this is of no longer being in accord and “whole,” but rather 
of “being in pieces,” of not being able to “hold themselves together.” It is in this 
sense that suffering threatens or destroys the integrity or intactness of the person.

Persons live at all times in a context of ever-present relationships. Some relation-
ships are as close as glue, while others are formal. Close or formal, we are all sepa-
rate beings (except in intense love where two people may feel like one.) On the 
contrary, in every thought, feeling, and action, all ideas and beliefs about oneself 
and others and in every dream, fantasy, and fear, the presence of others is reflected. 
In normal life, physical appearance, dress, walking and other bodily movements 
and actions, language, speech, and gesture, everything is tuned to others in every-
day life (even facial expression is a social construction). Part of the molding of 
individuals to each other must necessarily be physiological, although the extent of 
such conforming is unknown.

People want to be accepted, valued, and admired by others (and themselves) and 
be like those that they admire. Vanity to a greater or lesser extent is present in all and 
is a part of the relationship of persons to others and to themselves. They want to be 
seen as they would like others to see them, not necessarily as they are (or believe 
themselves to be). Imagine, if you can, a person in an environment in which he or 
she was absolutely and completely unnoticed. No one turned around or turned aside, 
no one looked up, no one spoke (or answered), all acted as if we were nonexistent 
beings no matter what we tried. What if we were lying for hours on our back, cov-
ered with a sheet except for our face, on a gurney in an emergency ward or in the 
hallway outside an operating room. No one looked at us; no one answered a question 
or responded to our speech. No one recognized our existence except occasionally to 
bump into the gurney without a word. Or suppose we were in a hospital bed and no 
one seemed to see us as us. Suppose when we were spoken to we felt like the person 
on the gurney outside the operating room or, worse, the unrecognized person. No 
one spoke personally to us and did only coldly or impersonally or used only our first 
name and perhaps the wrong name at that. Then, when things were done to our body 
even if they were unexplained, uncomfortable, or painful, we might even be grateful 
for the attention. If you can bring these painful scenes to mind, you will understand 
the almost animal gratitude such persons would have for personal voices, little pleas-
antries, answered questions, and reassuring touch from even total strangers. You will 
also know why medical care itself can initiate suffering.
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As fundamentally true as the communal nature of human life is the fact that all 
persons are different in virtually every feature of their existence – biological, physical, 
psychological, and spiritual. As a result of, sometimes, differences or even conflict 
between the life someone must live in a family, group, or community and that person’s 
individual inborn nature and behaviors, all persons have one or more public, private, 
and sometimes secret selves that are different and distinct to a greater or lesser degree. 
These different selves are characterized by consistent, cohesive, and coherent traits and 
have a disposition to behave in certain relatively distinct ways. They are sometimes 
marked by differences in appearance, stance, gait, and speech from other selves of the 
same person. Even though selves are different from one another, no one would confuse 
them with being a different person; executive control remains with the dominant self. 
(This distinguishes the phenomenon of different selves from the pathologic entity 
multiple personality disorder.) There are usually only a few such selves each emerging 
in situations similar to those that originally evoked them, usually occurring in 
childhood. This implies, correctly, I believe, that whatever other selves a person has, 
if any, all persons have an original self – an inborn and lifetime enduring constellation 
of personality and physical characteristics – whether it ever reveals itself fully or 
not. Despite the occurrence of different selves, the general belief that personality is 
enduring over a lifetime is supported by good evidence.

Although there may be more than one self, the empirical self – the self I experi-
ence now, that I experienced a few minutes and more time ago, and that I expect 
(without awareness of the expectation) to experience as time unrolls in front of me 
is what I call me. I will not be aware, usually, that I am behaving like a different self 
than I was (say) in the doctor’s office that I just left. This me has a frame of mind 
and a bodily state of feelings, both of which I am more or less aware, is involved in 
some purposeful activity with some goal in mind. For example, I am more or less 
aware and involved in what I am wearing and largely influenced by my surrounding 
environment physically as well as cognitively, socially, and morally. Where all 
around me people are talking from a specific frame of reference – for example, the 
oncology care environment where patient survival and response to chemotherapy is 
the dominant frame of reference – that is the reference set that will also frame my 
response to the actions and words of others as well as my own. If I am in such a 
context, then I may experience myself in such terms. Doing so may be against my 
interests as I know them, but I will probably be unaware of the impact of the frame 
of reference or even, perhaps, of its presence. In some circumstances, we call this 
peer pressure and recognize its power. The point is that the self that I experience, the 
me of a particular circumstance is not necessarily generated solely from within me. 
Usually, I will not know this; I will probably not be aware of the impact of the ideas, 
meanings, and behaviors of others on my ideas, meanings, and behaviors. Usually 
(but not always), I will think these things came from within me – that they are me. 
This is the explanation for the participation of a person in group behaviors that may 
be difficult to square with the person as you know them.

How do we know ourselves? Persons know themselves as themselves by their thoughts, 
the sound of their own voice, and what they look like in the mirror. They know themselves 
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by beliefs they hold about themselves and the world they live in. I am a man, a doctor, 
a husband, a father, a friend, an American, a liberal Democrat, and every one of those 
features of my identity – of me – has an influence on every aspect of my ideas, thoughts, 
and behaviors. A large library of ideas and behaviors past and present emerge from this 
identity and may easily be brought to mind. But me is not just what you see as you 
behold me in this minute. These other features just mentioned, which may come from 
the past or an anticipated future, even though you cannot see them, are also me.

Persons also know themselves to be truly themselves by their aptitudes, skills, 
and accomplishments, by their ability to make things, do things, and write things. 
Persons re-create themselves every day. What they did yesterday or last week is not 
sufficient; it is what they can do today that is also important – sometimes most 
important. This means that persons are partially existential creatures; it is today 
that matters much more than most people realize. Children are probably wholly 
existential; the big picture does not concern them as it does adults. But that allows 
them to tolerate the distress of today without dragging into it what happened yes-
terday or what is anticipated for tomorrow.

The empirical self includes an awareness of the body and many of its functions. The 
function of the special senses and the somatic senses are generally within the 
awareness of the individual so that if they develop abnormalities, the functional loss 
reaches awareness. Muscle strength, walking speed, pulmonary capacity, bowel and 
bladder function, and others are part of what persons know of themselves. This is 
true of healthy as well as sick persons, although persons will adapt to slow loss of 
function and sometimes be unaware of significant impairment until it is pointed out 
to them. This same adaptiveness allows persons to change the way they carry out 
tasks or the manner in which certain actions are performed so that they can do 
things despite major losses in function in virtually every system from cognition to 
the motions of the hand and other extremities. For a more complete discussion of 
the nature of persons and clinical medicine, see the appendix.

What should doctors do? Where should clinicians direct their attention? Since the 
early nineteenth century, physicians have been focused on disease (as we know it) 
and its symptoms, but it is apparent from what I have described that such an 
approach is only partway to the goal of whole person care. All the vast disease-
related medical science, pathophysiology, and recorded clinical experience are of 
inestimable value – as far as they go. Clinicians who really want to focus on the 
person find themselves talking about the person and reverting back to disease-
oriented medicine. How could it not be so; all the, valid, reliable, and reproducible 
information clinicians get is about the disease, not the sick person. Look at defini-
tions of person-oriented medicine. My experience of teaching programs dedicated 
to whole person care, such as at the University of Rochester, is that they act as 
though there are two kinds of knowledge, medical science about the body and the 
disease, and knowledge of persons that are to be joined together at the bedside. The 
existence of two kinds of knowledge is not what creates the problem. Architects, 
for example, do not join two kinds of knowledge – aesthetics and engineering – at 
the end of their design. These different understandings are an entwined part of their 
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thinking all the time from the inception of the idea to the finished design. That is 
how architects think. The problem is not two kinds of knowledge in medicine, the 
problem is that the goals of practice are almost universally divided – treat the  
disease and care for the patient focusing on the personal aspects of the illness – as 
though these were two separate elements to be brought together. That is not correct. 
There is only one goal; the well-being of the whole person who is the patient. We 
can think the patient is better – disease indices say things are good, but the patient 
does not have a sense of well-being. The patient had angina and a successful angio-
plasty or bypass produced a return of good coronary blood flow, but the patient is 
not better – has not returned to work, or the previous place in the family, or has not 
resumed sexual function – and the patient has not returned to a state of well-being. 
The patient had a malignancy and was successfully treated into remission. 
Unfortunately, the person fears and waits only for the recurrence. The person has 
not had a return of well-being.

In the last few years, person-centered medicine has come to denote medicine 
that is focused on the patient being in control and the patient’s goals, expectations, 
and needs as determined by the patient. In the words of the Institute of Medicine of 
the National Academy of Science, it is a medicine “that is respectful of and respon-
sive to individual patient preferences, needs, and values.” This defines an accom-
modating and benevolent medicine, but it is not a medicine focused on the whole 
person that arises from consideration of both the nature of persons and of sickness. 
Consideration of sickness demonstrates that it has an influence on virtually every 
aspect of persons and vice versa. A medicine of persons seeks the origins of sick-
ness wherever they may lie in the person recognizing that physical phenomenon 
may be known disproportionally because of the availability of previous knowledge 
and technology. This is also not a medicine whose goal is the return of the person’s 
sense of well-being. The key to relief of suffering is a focus on function. What do 
patients have when they have a sense of well-being? They believe they can accom-
plish their purposes and goals. Put another way, they can do the things they need 
and want to do to live their lives the way they want to. Most persons are realistic, 
if they were sick and now better, they know they are not the same as before the 
stroke – but at least they can do the things that are important to them. What is 
important to each person is individual, personal, and important to their lives and the 
way they want to live and be in the world – or to put it another way, what is impor-
tant is whole person being centered. In clinician’s terms, what do you need to have 
a sense of well-being, you need to able to function well enough to pursue your 
purposes and goals. This brings us to a definition of sickness that will permit us to 
move forward, to begin to specify what clinicians must actually do who are treating 
the whole person. Persons are sick when because of impairments of function they 
cannot pursue their purposes and goals, which they attribute to something in the 
realm of medicine. What has happened to patients who are suffering? They have 
lost their intactness and integrity as the persons they believe themselves to be. They 
can no longer function well enough to maintain their purposes. This is individual 
and personal loss and at its heart is disordered, absent, or severely impaired func-
tion. Or functions at war with themselves such that the person experiences the 
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self-conflict always present in suffering. The same belief may be at the bottom of 
the experience of seemingly endless or never-to-be-relieved pain – that the person’s 
purposes and goals and the functions in their service are, at least in part, contributing 
to the continued pain. Not only is function disordered in suffering but also a mean-
ing has entered the process such that the person may no longer believe that function 
will ever return or pain be relieved. Thus, the amelioration of sickness and the relief 
of suffering both require a focus on the restoration or reenabling of function.

Let us return to a better understanding of sickness itself. What these patients 
actually have, independent of any assigned meaning is a disorder – “a derange-
ment or abnormality of function” (Dorland 1988). The disorder is the out-there-in-
nature actual thing (or process) that the patient has. The response of physicians is 
to make a diagnosis and decide on treatment. The diagnosis “represents an attribute, 
not of the patient, but, rather, of the diagnostician or the diagnostic process in 
response to the patient. In many cases the diagnosis expresses a physician’s subjec-
tive belief that the patient has the [disease], a belief that may or may not be war-
ranted” [2]. There are, therefore, three different “entities” that describe what is 
wrong with the patient.

The disorder: A characteristic of the patient that is made up of the experience of 
the disturbances or derangements of function that actually exist.

The sickness: The patient’s subjective attribution or imputation of a name for, a 
description of, or a belief about the manifestations of the disorder as the patient 
experiences them.

The disease: The name or pathologic process to which the physician or the diag-
nostic process is attributing the patient’s disorder. Disorder, sickness, and disease? 
Is this just dividing up the person the way, for example, mind and body, person and 
body – the famous dichotomies – divide up the person? No. There is only the person 
who has the disorder of function that actually exists in that person. It is as if the 
disorder is a text about which the patient makes one reading and the physician 
another. To return well-being to the person requires attention to the impairments of 
function that make up the disorder because the patient’s well-being rests on the 
ability to do things important to the achievement of the person’s purposes and goals.

Function. Everything I have just described depends on the idea of function. Human 
function is the overriding, all encompassing activity that includes the entire range 
from the cellular to the spiritual. It is the role of something in bringing about an 
activity or capacity of a system of which that something is a part [3]. In physiology, 
it is often contrasted to structure. Things function when they perform, move from 
one state to another, exercise their properties, or achieve a goal or purpose. 
Functioning can be a simple act or a complex set of operations that require 
multiple subsidiary functions for its enactment. Persons must function in order to 
achieve their goals or realize their purposes. This dimension of functioning goes 
beyond the usual biological understanding of functioning, yet it is extremely impor-
tant for the actions of clinicians.

These various definitions emphasize certain characteristics of functioning. The 
function of something in human systems is always part of, or somewhere within an 
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increasingly complex hierarchy. One function is part of the next level which goes 
on to the next level and so on. For example, the function of the contractile motor 
unit leads in the aggregate to the contraction of a muscle fiber, which leads in the 
aggregate to the contraction of the muscle, which leads in aggregate (and joined to 
other functions involved in the motion of the part) to the motion of the part (e.g., a 
limb), which leads in aggregate (when joined to other functions) to the function of 
a part of the body, which when joined to the functioning of other parts leads to a 
function of a person (e.g. walking), which when joined to other functions leads to 
the accomplishment of a purpose or goal. Goals and purposes are often parts of 
further goals and so on. Writing something (requiring among many other things, the 
functioning of the shoulder–hand complex) that will be spoken publicly (requiring 
voice and speech functions) leads to recognition of skills (or not), which leads to a 
social act and a place in a community (or not), and so on.

It is artificial to stop considering functioning which extend past the boundaries 
of the body. On the contrary, all functionings up to and including the pursuit of 
purposes and goals involve the body. When a person is sick because they believe 
themselves unable to accomplish their purposes, that failure can usually be traced 
from the goal all the way down to a physiologic (or pathophysiologic) mechanism. 
Understanding function always involves at least four levels – the function(s) itself, 
the body structures involved, the activities that will be participated in, and the 
context and environment in which the activities will take place. The activity of, 
e.g., communication, involves (at the least) consciousness functions, intellectual 
functions, attention functions, psychosocial functions, memory functions, psycho-
motor functions, perceptual functions, thought functions, mental functions of 
language, seeing functions, hearing functions, voice functions, and articulation and 
fluency of speech functions. Communication involves body structures as well as 
body functions. Structure of the nervous system, eye, ear, and related structures, 
structures involved in speech, and structures related to movement. Also involved 
are learning and applying knowledge, conversation, perhaps using communication 
devices and techniques, changing and maintaining body position and moving, and 
interpersonal interactions. The context and the environment and perhaps assistive 
devices are involved. The solution to the problem, however, may occur at any level 
if it returns the person to the pursuit of goals or purposes.

As an example, difficulties in communication between a dying patient and the 
family – often so important to the patient – may take place at any level in the func-
tion of communication from a mouth so dry the tongue cleaves to the palate to the 
inability to initiate the conversation if the clinician is not there to help. In those 
terms, understanding human speech and communication at the level of body func-
tion, structure, activities, participation, and environmental factors is understanding 
communication function. In understanding function in the terms necessary to 
whole person care, the distinction between the function of organ systems and their 
structure remains important. For example, the troubles a person is having in com-
municating with others may originate in impairments of speech arising from 
trouble with the production of voice, articulation of speech, fluency and rhythm, 
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and other vocalization functions. The reason(s) why the person is having difficulty 
being understood may originate in abnormalities of the tongue, soft or hard palate, 
other structures of the mouth. Or the problem may be in the activities involving 
communication in general such as originating or sustaining a conversation. On the 
contrary, the functional difficulty may come from environmental or personal prob-
lems such as inability to speak the language of the listener, the effect of drugs or 
other impairments on communication, or the lack of assistive devices [4].

I have started with a relatively uncomplicated example, but if well-being 
requires the return to a personally acceptable level of participation in sports by 
someone previously active in sports who has sustained an amputation of a leg 
above the knee, the number of levels from function to structure to activity and 
participation and to environmental support that must be part of the therapeutic 
effort is considerable. Clearly beyond the capability of a single clinician, here is 
where medicine as a team activity is essential. But teams require knowledgeable 
leaders, and patients need clinicians who understand the impact of illness and with 
whom a relationship has been established that continues to motivate the person.

What is the advantage of the focus on functioning as compared to the usual 
concentration on the disease process? Focusing on functioning and its impairments 
or improvements focuses on what the sick person experiences. Impact on the life of 
the sick person depends on these specific particular persons, the lives they lead, 
their ages, occupations, values, social existence – virtually everything that makes 
them who they are. Understanding the effect of a particular functional alteration in 
a patient brings together knowledge of physiology, pathophysiology, society, cul-
ture, and almost every facet of a person. It is difficult to think of a complex human 
function in its totality that does not involve and require knowledge of the whole 
person. A medicine that is focused on functioning is inescapably patient centered. 
It could not be otherwise. The sick who require crutches to walk do not despair only 
of the incompetence of a contractile unit or neuronal stimulation of the muscle 
bundle or even the weakness of an individual muscle. They will, at least initially, 
consider themselves diminished or lack confidence. For example, they may con-
sider themselves sick in part because they have difficulty walking in public, are 
acutely aware of how slowly they move, and despair that they will ever not be stared 
at by others. On the contrary, they may feel themselves to have conquered the 
impairment that made them sedentary in their new-found ability to walk with 
crutches. Physicians are able to see that from the incompetent neuromuscular or 
contractile unit to stares of others or (conversely) the sense of achievement is one 
functional complex, a mosaic of elements that make up the whole. They are able 
also to understand the achievement that through using crutches returned the person 
to increased functioning and back into the world of others.

Physicians do not merely have empathy for the embarrassment of the crutch 
walker, they have knowledge of the functional whole that starts at the pathophysi-
ology of the neuromuscular or contractile unit and finishes at the patient’s diffi-
culty walking with crutches and the attendant social distress. They may not 
understand the psychological dynamics involved in the distress of the slow crutch 
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walker, but acquiring that knowledge does not require leaving the accepted domain 
of knowledge and action in clinical medicine. Clinicians, conversely, may concen-
trate on the disease and not see it as their basic responsibility to follow the patient 
through all the ramifications involved in the loss of functions that underlie the 
inability to fulfill goals. The great advantage physicians have, however, is that they 
have the ability and knowledge to understand impairments from (say) the contrac-
tile or neuromuscular unit to the fulfillment of purpose because that gives them the 
potential ability to intervene at any place in that process. The focus on functioning 
addresses the lived life of the patient that stretches from sickness to the patient’s 
experience (definition) of health. The role of healer extends from the fundamentals 
of disease to what is necessary for patients to achieve their goals and know them-
selves as healthy [5]. The relief of suffering is in the same domain, but it requires 
acknowledging suffering for the specific distress that it is and the extra effort it 
demands.

Knowledge of function in a diagnostic or therapeutic sense requires not only 
knowledge of the structure and function of the body but also knowledge of how 
persons live their lives – what they do, their activities, and their participation alone 
and with others in the world around them. The invisible world of dailiness; how life 
is lived and participated in on a daily basis by everyone. Why invisible? Because it 
is so ordinary and flows by so steadily and constantly that it is no longer seen by 
the people living it. That will not do for clinicians who must know in detail 
(depending on the specific problem) what people do, need, and think to function in 
everyday life. Further, clinicians must learn how to help their patients return to 
function in a manner that will constitute well-being. While most people within a 
clinician’s ken may live in a similar daily world, dailiness is highly individual and 
thus returning persons to function is a highly individual matter. It requires particu-
larized knowledge about the person.

Return to the ideas above and in the appendix about the nature of persons and 
you will see that sickness is personal; many aspects of persons – for example, for-
mation and maintenance of relationships, doing and making, thinking, emotiveness, 
the formation and use of meaning, fear and anxiety, love, sexuality, and virtually 
everything else – are functions open to the impact of sickness and the actions of 
clinicians. They all involve participation in their individual processes; they are 
activities involving one or many body structures and body functions.

Sickness changes patients, and the changes may occur without the patient’s 
awareness. Sickness alters function. These changes also, in turn, alter the illness; it 
is a circular process. The actions of clinicians must also be personal to be true to 
illness. They are directed toward sick persons, the dysfunctions making them sick, 
and the dimensions of their altered function. As a consequence, clinicians must 
learn as much about persons and their functions as they do about illness itself. Their 
knowledge should equip them to understand this particular sick person. When 
someone is seriously ill, that person’s being includes the illness. As these functions 
can sometimes, perhaps often, be improved with therapeutic support, they can be 
made worse by ignorance and misdirected or lack of effort.
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Physicians may rightly complain that when it comes to persons their knowledge 
doe not come close to their scientific knowledge of disease. That ignorance, how-
ever, is not systemic. As a profession and even as individual clinicians, we have 
acquired an enormous amount of information and knowledge about persons.  
Often, clinicians do not know what they know and do not have the skills and the confi-
dence to apply their knowledge. Even within the last 50–75 years, knowledge of 
persons has grown almost exponentially. Mostly, it has been considered outside the 
domain of medical practice in the care of the sick because of bias about things 
psychological or the human sciences as a whole. The investigation of human life 
and function in a systematic fashion has marked psychology, the social sciences 
(including sociology and anthropology) over the last century using well-honed and 
verifiable methodologies as well as impartial observation. The observation of 
human activities and the life of persons during the last 75 years by both objective 
and subjective means have hewed to standards of science that are far higher than 
the not uncommon biases of natural and medical scientists would admit.

All of this means that the clinicians have available a wide body of knowledge 
that, while far from complete, will provide them with a basis for being be able to 
see whole persons as a group as well as this particular patient. On the contrary, 
requiring that clinicians learn this body of knowledge and the requisite skills by 
their own effort and initiative will never lead to a widespread medicine of whole 
persons. They must be trained. If you want a doctor to do certain things, he or she 
must be taught. In contemporary medicine, we rarely merely teach skills. Rather, 
we teach the theoretical basis for the skill and then the skill itself. Communication 
with sick persons is an example. A body of literature on the importance of com-
municating with patients has developed in the last 30 or 40 years. By now, based 
on that theory, many, perhaps most, medical schools teach communication skills in 
one form or another. Once the focus is on the person, the clinical skills embodied 
in the clinical method become crucial. The basic skill is observation, what Sir 
William Osler called “that most difficult skill of all.” Learning to really see the 
patient in all the many dimensions of appearance and presentation to the world is 
difficult and takes a long time.

Many have commented on the loss of expertise of history taking and physical 
examination, of the clinical method in general as technological methods have 
grown in sophistication. The inquiry into function once again is dependent on the 
expertise of clinicians. There are no technologies – no MRI or CAT scan or their 
equivalent – to discover suffering and functional loss as I have described it. The 
clinician and the patient and their relationship are once again the center of medi-
cine. We do not have to start again from scratch; good work has already been done 
about how clinicians can adapt their histories to the discovery of functional impair-
ment [6]. The relief of suffering is the fundamental goal of medicine. The inquiry 
into the impact of sickness on the person and the person’s inability to pursue pur-
poses and goals are crucial in the discovery and relief of suffering, no less so in the 
relief of the burdens of sickness in general whether in mild disease or the dying 
patient.
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If the relief of suffering is the fundamental goal of medicine, there are at least three 
ways that this can occur. The most obvious approach, and usually our first instinct, 
is to attempt to fix the problem that appears to be causing the suffering. A second 
approach, proposed by Dr Cassell in the previous chapter, is to widen the focus to 
the function, purpose, and goals of the whole person. This is an important future 
direction for the development of whole person care that will involve doctors and 
other healthcare professionals solving a different kind of medical puzzle by learning 
new knowledge and doing different things in their medical practice. There is a third 
possibility that does not primarily concern problem solving, knowing, or doing. 
This way of resolving suffering is a natural potential of whole persons, which we 
call healing. CD’s experience at the start of the book is an example of this 
 phenomenon. Let me give you an example from my own life.

My dad was an alcoholic. He did not drink all of the time and was never late 
home from work or missed an appointment, but his drinking was seriously interfer-
ing with his life and our lives. For many years, our bills had been mounting, neces-
sitating frequent changes in housing and location because of unpaid rent and 
mortgages. He had been demoted in his job. My mother lived in constant fear of 
creditor’s letters and sheriff’s visits to repossess unpaid-for furniture and appli-
ances. When he arrived home from work, he was often quietly drunk, which drove 
my mother to distraction. He was never violent or abusive, but the effects of this 
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disease were devastating to the whole family: my mother, my younger brother and 
me, and of course my dad. He had a serious problem that could not be fixed in any 
of the usual ways: pills, therapy, willpower, religion, advice, pleading. All of which 
had been tried to no effect.

He needed healing, and I remember the night it began. I was going with him into 
Dublin on the bus one evening. I was bound for a school debating society meeting, 
and he was headed to his first meeting of Alcoholics Anonymous (AA). He was 47 
at the time, and I was 17. I remember thinking that he looked nervous and unsure 
of himself. I loved him and was touched at his courage. That night changed our 
lives. When my father returned from the meeting, he reported that the alcoholics 
that he had met at the meeting were a complete surprise to him. For a start, many 
of them were successful and they were very well dressed. That seemed important 
to him. He liked them, and they had a sense of self-respect that he wanted for him-
self. There was a sense of peace at the meeting. No one preached at him to stop 
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drinking, but he did stop there and then and became a regular and proud attendee 
at AA meetings for years to come. He became a different man. Not just different 
from what he had been before, but different from other kids’ fathers and other 
acquaintances. His alcoholism was not cured, as became evident many years later, 
after my mother died, but his life started to heal and he seemed happy and content. 
He had, I believe, found new hope in the presence of a devastating problem.

Figure 3.1 shows a diagram of quality of life, with a movement toward total pain, 
suffering, and anguish designated as wounding and a movement toward wholeness, 
integrity, homeostasis, and inner peace designated as healing [1, 2]. We all move up 
and down on this quality of life dimension as we live our lives through the second 
dimension shown on the diagram – time. It is the time dimension that makes the 
process a journey.

Figure 3.2 depicts the changes in well-being in a woman leaving an abusive 
relationship [3]. Her journey starts with the decision to leave the wounding relation-
ship. Following her decision, her sense of well-being improves quite dramatically 
but is rapidly followed by a further fall when the reality of her new situation begins 
to sink in. At this point, many people would wonder if their decision was a wise 
one. Are they really better off? There follows a long period in what White calls the 
“betwixt and between phase” that finally leads to a return to a sense of well-being 
as the woman begins to come to terms with and see possibilities in her new reality. 
We would say that, like my dad, she was on a healing journey.

Others would have different words for this process: Colin Murray Parkes would 
call it negotiating a psychosocial transition [4]; Virginia Satir would see the change 

Fig. 3.2 The healing journey in a woman leaving an abusive relationship
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process [5], and Joseph Campbell would recognize The Hero’s Journey [6]. James 
Joyce would write Ulysses in an attempt to give his readers a moment-to-moment 
experience of the process [7]. It does not occur instantaneously and involves further 
wounding and suffering as well as healing. What most people want is to back away 
from the journey and the suffering involved and return to the integrity and wholeness 
that they knew before the wounding occurred. For most serious problems, like this 
woman’s and my dad’s, that is simply not an option. There is no turning back. At 
this point, to paraphrase Robert Frost, the best, and only, way out is through. And 
yet, it is sometimes startling to see the lengths that people will go to rather than face 
the suffering that needs to be faced to move forward.

Brian Ditty was a patient that I knew while he was on dialysis treatment for kid-
ney failure [8]. Here is how he describes his response when he was told he would 
have to start regular dialysis treatment for his kidney failure: “I was 19 when my 
doctor called me and said it was time to start dialysis. I told him, ‘No, I don’t think 
so, it’s not for me.’ He said ‘What do you mean, what are you talking about?’ I told 
him again ‘It’s not for me, it’s not my lifestyle.’ He then told me if I did not start I 
would die in a few weeks. I told him that was fine. I’d had a good life.” Brian thought 
that he was willing to die at 19 rather than face the suffering of life on dialysis.

As Buddhism has long taught [9], suffering is part of life and can, therefore, not be 
avoided. We and our patients will suffer. That is not a choice. The choice is whether 
we will suffer to avoid life or in the service of something that is of deeper importance 
to us – a something that often cannot easily be articulated by the person. The example 
of my father makes it clear for me. He was suffering terribly when he was a drinking 
alcoholic. He would do anything to avoid that suffering except stop drinking because 
the potential suffering of facing life without a drink was more frightening than the 
suffering with which he was familiar. I see the same phenomenon in people with ter-
minal disease. They are suffering, struggling terribly to overcome a cancer or other 
disease that they know in their hearts cannot be cured. But to admit that the disease 
cannot be fixed would mean facing uncertainty and loss of the illusion of control – 
more terrifying than their current suffering. And so, they continue to suffer in a way 
that is familiar to them until the day arrives when they begin to come to terms with the 
fact that they are dying. When that happens a new process opens up, which involves 
different suffering, and possibilities for a new sense of integrity and wholeness.

Perhaps the aim of medicine is not just to eradicate the suffering that can be 
eradicated but also to support patients in facing the suffering that cannot be eradi-
cated, and which they have been avoiding, with the hope that they can experience 
a greater sense of integrity and wholeness. Perhaps the real goal of medicine should 
be to support patients in their healing journey, to help patients move toward a life 
with a greater sense of connection and meaning and a new relationship to wounding 
and suffering. I think that for my father what initiated the change was the deep con-
nection he felt with fellow (wounded) alcoholics. This enabled a change in his 
experience of himself and his alcoholism, which had been transformed from a 
source of shame to an opening for a new life. To Brian Ditty, it may have been the 
love he felt from his parents that made it possible for him to move forward. For 
each person, the catalyst will be different.
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How can we help as healthcare workers? Our first instinct might be to attempt to 
speed up the process or to short-circuit it. But that is rarely (we would say virtually 
never) possible. And now, we are caught in a bind. As caregivers, we may believe 
that in the absence of a shortcut there are only two remaining options: (1) Go on 
the whole journey with the patient or (2) Withdraw from or deny the whole process. 
Often, the first seems so overwhelming that we opt for the second choice to the 
detriment of patients and ourselves.

Here is my experience of the dilemma. For most of my career (24 years), I prac-
ticed as a nephrologist. I followed patients with various kinds of chronic kidney 
disease. On a regular basis, one or other of my patients would have a decrease in 
their kidney function to the point that they needed to go on regular dialysis treat-
ment. I dreaded this milestone. I think that it was partly my sense of having failed. 
I should have prevented this outcome. But the dread was even more related, I think, 
to facing this new phase in the patient’s illness and what it meant for them. I had 
seen many patients start dialysis and did not like what I saw. They did usually sur-
vive, but their expected life span was shortened (average 5 years, similar to some 
common cancers). Their daily life would now be very difficult, requiring visits to 
the hospital 3 times per week for hemodialysis, a very restricted diet, and multiple 
medications. For peritoneal dialysis, the requirements would be different but also 
very intrusive. They developed recurrent complications. Just as they were adjusting 
to one set of problems, they seemed to be faced with another transition [10]. I sim-
ply could not face it. Why? Because I felt that if I were in their shoes I would find 
life unbearable. I felt overwhelmed. Being willing to put part of myself in their 
shoes and adopt the wounded healer role would have involved faith and trust in my 
own and others’ inner resilience and resources – a faith and trust that I did not then 
possess.

So I took the second option. My conversations with them became fairly short. 
I did not attempt to explore with them what their concerns and expectations were 
in this new phase of their lives. When they did raise fears or worries, I tended to be 
reassuring in a general way that probably did not convince them any more than it 
did me. I did not attempt to help them to face this new reality of their lives. I believe 
that in failing to do so I did not respect them as persons with untapped inner 
resources and (unintentionally) did not help them to marshal those resources to get 
the most out of their situation. I failed them. But what else could I do?

There was another choice that I hadn’t realized was possible. It is to be present 
to another’s suffering on a moment-to-moment basis and serve them as we would 
want to be served. Guggenbuhl-Craig [11] describes it as the wounded healer role 
“The image of the wounded healer symbolizes an acute and painful awareness of 
sickness as the counter pole to the physician’s health, a lasting and hurtful certainty 
of the degeneration of his own body and mind. This sort of experience makes of the 
doctor the patient’s brother rather than his master”. Our suffering may not be the 
same, or as intense, as the suffering that the patient is now experiencing, but we 
may be in as bad or worse a situation in the future and are willing to extend to them 
what we would like to be extended to us. And they in turn begin to find resources 
for healing that they may have been unaware were available.
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What might that look like? After I stopped practicing nephrology, I embarked on a 
new career in palliative care. It taught me what I had failed to experience in my previ-
ous work – the power of emphatic presence. When people first realize that they are not 
going to get better and that they will die from their disease, it often initiates a period 
of intense suffering. It may be a chaotic process in which they oscillate between believ-
ing they will get better and a sense that all is lost. Enter the palliative care physician 
whose job is to join them neither in false hopes nor in hopelessness, but to be present 
to the real hope possible in each moment. I have done this (imperfectly) many times, 
and it is exactly what I would want in the same situation.

I was having a meeting with the family of a woman who was dying of metastatic 
breast cancer. The reason for the meeting was primarily to try to help the patient’s 
husband, whom I had not met, but whom I had been told was “impossible”. He kept 
asking for more tests, woke his wife up frequently at night (he spent day and night 
in her hospital room), and did not appear to be able to accept that she was dying. 
The meeting began as usual with me saying a few words about family meetings and 
their usefulness in helping to get everyone on the same page. I then asked for input 
from the family about how they saw things were going. In the course of this con-
versation, the patient’s husband affirmed that he felt the future was uncertain. His 
wife might be dying, but on the contrary, she might live for years. No one could say 
for certain. One of the patient’s sisters added that another issue of concern was that 
it was hard to judge how much pain the patient had because she had always been a 
person who thought only of other people rather than herself and rarely discussed 
her own needs. She was a very loving person. I interrupted the conversation at that 
point and asked the husband to tell me more about his wife, since I only knew her 
since she was sick. He did, and as he talked it was evident how much he loved her 
and how much he would miss her when she died. He commented “she had a better 
intuition for people,” one that he depended on. She was a completely loving person. 
He did not know what he would do without her.

From that point on, the conversation went more easily. We talked for a while 
longer, and toward the end I said that I thought things would be easier when he (the 
husband) began to accept that his wife was dying and we could enter a new phase 
that I had often seen could be a good experience for people. But I noted this transi-
tion might take time. The husband interrupted me and said he did not think it would 
take more time. He would adjust to this new reality. He simply had not had a con-
versation about these issues with the medical team before this. He proved to be 
correct. From that point on, the focus of the family was the patient’s comfort. The 
husband did not appear to struggle in the same way with the reality of his wife’s 
dying. His hope now was that his wife could be relieved of pain and that she would 
die peacefully, which she did within days.

What worked in this interview? To begin with, I was open to the process and 
trusted that if I attended to each moment and each person that something good 
would open up and help the situation to begin moving in a positive direction. 
What came up was the sister’s remark about the patient being a very loving person. 
That allowed me to start to ask her husband more about his wife and to begin to 
relate to her as a whole person (she was comatose and not in the room) while at 
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the same time beginning to relate to the husband in the same way. I attempted to 
open up possibilities for her and for him rather than pushing for change. The 
power differential was disappearing, and we were now not just doctor and 
patient’s husband but two caring people facing a difficult and sad life event 
together. With this kind of radical shift in the power relationship the healer pole 
of the healer–patient archetype becomes activated [12] in the patient (or relative). 
It is this inner healer that leads to transformation, as I believe we saw in this 
husband. As Guggenbuhl-Craig observes [11]: “When a patient becomes sick, the 
healer-patient archetype is constellated. The sick man seeks an external healer, 
but at the same time the intra-psychic healer is activated. We often refer to this 
intra-psychic healer in the ill as the ‘healing factor’… The physician within the 
patient himself and its healing action is as great as that of the doctor who appears 
on the scene externally.” And changing the power differential is the key step in 
uncovering this inner healer.

Is the healing described here encompassed by Eric Cassell’s resolution of suf-
fering through a focus on function? Yes if the idea of function is interpreted widely 
enough, and with an extra step that may be implied by Cassell, but often missed 
by patients, families and professional caregivers. The missing step is coming to 
terms with reality. The most frequent cause of suffering being prolonged that we 
see in patients and the families of patients in palliative care is that they remain 
focused on unachievable goals. This ranges from a hope for cure and a return to 
previous function to an expectation to live for months or years when the reality is 
closer to days or weeks. Patients suffering in this way are often working very hard 
to achieve their goals, but they continue to suffer intensely. This changes when 
they begin to accept the reality of their situation and redirect their hopes and goals. 
This can sound like giving up, but nothing could be further from the truth. Often, 
it brings with it a new focus and a new energy for the task at hand. And, as with 
the husband of the patient in the last story, there may be a new sense of calm. As 
an acquaintance of mine dealing with a difficult situation with her son said “It is 
not giving up, but giving in to life”, which might serve as a good summary of the 
healing journey.
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As Scott Fitzgerald remarked [1] “The test of a first-rate intelligence is the ability 
to hold two opposed ideas in mind at the same time and still retain the ability to 
function.” And we would add not just function but function more effectively. It is 
an important ability because from the subatomic foundations of physical existence 
to hypercomplex patterns of human behavior and social organization, life in this 
world is rife with dichotomies. There always seems to be two of everything, and the 
two are often mutually exclusive: light/dark, knowledge/ignorance, life/death, etc. 
Although dichotomies are endemic to every facet of our existence, we have never 
gotten comfortable with them. They are perturbations in the integrated flow of life, 
and discordant elements disrupting our sense of harmony and unity. We feel com-
pelled to get past them, to resolve them. The easiest way of dealing with them is to 
ignore them or deny their existence. Second to this is collapsing them by choosing 
one element over the other. The physicist can choose whether he wishes to consider 
the wave-like properties of light or its particulate nature. He cannot simultaneously 
study both. He can choose to know the position of a particle or its momentum. He 
cannot simultaneously know both. Moderate dichotomies may be amenable to 
some level of integration. Do we want a liberal or a conservative government? We 
cannot have both, but we can have a conservative minority government modulated 
by the impact of liberal coalition partners.
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Medicine is not immune to the dichotomy quandary. The focus of medicine, the 
underlying objective unifying its diverse branches and disciplines, is the health of 
humanity. The problem is that the people who comprise humanity are peculiarly 
dichotomous creatures. The patient who walks into the doctor’s office is, on the 
one hand, an organism, constructed of molecules and governed by natural law. His 
life processes can be described in physical terms and are amenable to scientific 
investigation. Although more complex, he is fundamentally no different than 
the rodent, or, for that matter, the yeast, from which he has learned so much about 
his own biology. As in the case of yeast, one organism is, more or less, the same 
as another.

On the other hand, the patient is a human, a wondrous form of life, endowed 
with individual identity, awareness of self, and an array of faculties, sensibilities, 
and behaviors that defy scientific-reductionist methods of analysis. In addition, the 
human is a social being whose personality is significantly shaped by the history, 
mores, and beliefs of the civilization to which he belongs.

We are, by and large, oblivious to the contradiction that we embody. For most of 
us, it is an interesting theoretical oddity of no practical import. For the healthcare 
professions, however, it is a defining issue that, in great measure, determines the 
direction in which medicine evolves.

Consider what happens when a patient visits a doctor with a new complaint. The 
patient has symptoms and is “dis-eased” but does not yet have a named disease. The 
physician takes a history, does a physical examination, perhaps orders some tests 
and then makes a diagnosis. The resulting effect is diagrammed in Fig. 4.1. The 
disease is now separated from the patient with multiple resultant beneficial effects. 
For the patient, this is first of all a validation. The problem is not in his head or 
imagination, and in an interesting way it is no longer his fault that he feels unwell 
[2] – he simply has a disease that both medicine and society recognize afflicts 
people against their will. To appreciate the power of this effect, consider those with 
problems that are not fully validated as bona fide diseases (Chronic Lyme disease 
[3], Chronic Fatigue syndromes [4], and other examples). Organizations represent-
ing people with these partially recognized diseases have gone to great lengths to 
obtain recognition [3, 4]. On the other side of the coin, consider the frequent relief 
of people who finally receive a diagnosis defining a condition as one recognized by 
the profession and by society as a bona fide disease, even if is very serious and even 
fatal. There is another effect – people appreciate a definitive diagnosis because it 
empowers them to focus on what they can do to mitigate the effects of this now 
externalized problem on their lives. This empowering externalization effect is prob-
ably as old as medicine itself and has also more recently been explicitly employed 
to great effect outside mainstream medicine by groups as diverse as Alcoholics 
Anonymous dealing with alcoholism [5] and family therapists dealing with “non-
medical” problems such as bedwetting and encopresis [6].

A diagnosis also makes the doctor’s job easier and facilitates the collaboration 
between doctor and patient. If I know that your frequent voluminous urination 
(polyuria) is due to diabetes mellitus rather than diabetes insipidus, it makes a radi-
cal difference in the treatment that I will prescribe and the prognosis and potential 
complications that I need to discuss with you. Without this diagnostic process 
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around which almost all medical information is organized, whether in a textbook, 
the Internet, or the doctor’s head, medicine could not function and yet it creates a 
major challenge for the doctor, the patient, and clinical medicine – a dichotomy that 
becomes more problematic, the more medicine advances.

The problem is simply this: after the diagnosis is made, the doctor has two rela-
tionships rather that one to manage at the same time (Fig. 4.2). He has the relation-
ship with the disease where his job is to cure the problem or do everything in his 
power to limit its progression and effects. No patient should accept any less. At the 
same time, he has the relationship with person who has the disease (the patient) 
where his job is to facilitate healing. As Kearney [7] points out, we have realized 
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Fig. 4.1 The diagnostic process
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this at least since the classical Greeks. Figure 4.3 shows a mosaic from the Greek 
island of Kos in which a patient (on the right of the figure) is coming to see a doctor. 
But as the Greeks realized, he is actually coming to see two doctors. In the fore-
ground is Hippocrates the physician who will attempt to cure the patient’s disease. 
In the background on a boat and holding a staff with a snake is Asklepios, the god 
of healing. We believe the Greeks were right in believing that we need both and 
therefore we have used their titles (Hippocratic and Asklepian) to label the two 
sides of the medical dichotomy in Table 4.1.

The problem might be relatively straightforward except that curing and healing 
are a very real dichotomous pair. In Table 4.1, you notice that each characteristic 
on the left-hand Hippocratic (curing) side of the table is matched by an opposite 
characteristic on the Asklepian (healing) side. For instance, on the Hippocratic side 
under “ACTION” the patient is holding on, whereas on the Asklepian side he needs 
to learn to let go. On the Hippocratic side, his goal is to survive (meaning as men-
tioned in Chap. 1 not just physical survival but also survival of his current life and 
identity with as little change as possible), whereas on the Asklepian side the goal 
is growth. The contrasts in communication, epistemology, and validity are equally 
striking. We return to the contrasts in communication and epistemology later but 
want to highlight here the last line of the table referring to validity.

Scientific medicine, at least since the late nineteenth century, accentuated by 
the development of evidence-based medicine in the late twentieth century, has 
implicitly dismissed the Asklepian side of medicine as invalid. Double-blind ran-
domized clinical trials (the gold standard of good evidence) are specifically 
designed to erase the placebo effect and with it healing and all of the effects in the 
patient that result from a healing relationship with the individual healthcare prac-
titioner or the team responsible for care. It is as if those effects do not exist 
although we know from those same clinical trials that the “placebo” effect is often 
of apparently comparable size to the “real” effect being studied. We have dealt 
with this dichotomy in the way we frequently deal with other dichotomies. We 
focus on one side and act as if that were the whole. In doing so, we engage in a 
strategy that is often utilized by the brain in processing information. Our brains 
are designed in such a way as to simplify our perceptions and reduce ambiguity. 
As a consequence, however, the information that we receive is often highly selective 

Table 4.1 Medical dichotomy

Hippocratic Asklepian
Patient
Possibility Being cured Healing
Action Holding on Letting go
Goal Survival Growth

Doctor
Communication Content Relationship

Digital Analog
Conscious Unconscious

Epistemology Scientific Artistic
Validity Real Placebo
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and incomplete. To take a very simple example, consider for a moment how we 
see human faces.

A common organizational theme in the brain is the spatial distribution of func-
tional capacities in reciprocal pairs. The complementary functions of the right and 
left cortical hemispheres, for example, have been so well established as to have 
captured the public imagination. There is no end of Web sites extolling the virtues 
of the musical, artistic, fun-loving right brain over its dry, colorless, mathematical/
linguistic counterpart on the left. Pop science notwithstanding, the distinctions are 
real and consequential.

The impact of the left/right cortical dichotomy on our conscious experience can 
be appreciated through the picture in Fig. 4.4 below [8]. The top image is a full 

Fig. 4.4 Composite images from a single photograph of the same face
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frontal facial photograph of a colleague at McGill. At the lower left is a picture 
constructed of the left half of face and its mirror image (i.e., two left halves fused to 
form a full face representation). At the lower right is a face assembled from the two 
right halves of the face. The lower right face clearly resembles the original (top 
image) far more than does the face at the lower left. The reason for this is that the 
human face is asymmetrical and that the two halves are notably dissimilar. When 
one views a person face on, the neuroanatomy of the visual system is such that the 
right half of the observed face ends up in the right cerebral hemisphere of the observer, 
whereas the left half is represented in the left hemisphere. Inasmuch as the right 
hemisphere outperforms the left in appreciating spatial relationships and imagery, 
the left “defers” to the right and what we see is pretty much what our right hemi-
spheres show us [8]. However, she does not see herself the same way. Although we 
identify the individual with the image on the lower right she thinks she looks more 
like the image on the lower left constructed of the two left facial halves. The reason 
is that her view of herself is what she sees in a mirror, and in a mirror image, the left 
half of the face is represented in the right cerebral hemisphere. There are, thus, two 
of her; the “her” identified by herself and the “her” perceived by others [9]. Because 
the stakes are not very high, the choice (made by?) to consider only the right cortex 
to avoid confusion is not of major consequence either on the down side (direct 
adverse effects) or on the potential loss of an upside (a potential synergy that might 
result from encompassing both sides of the dichotomy in our awareness).

However, more directly relevant to the medical dichotomy, pioneering family 
therapist Virginia Satir would say that we habitually do the same thing when the 
potential losses and benefits are extremely high, in relating to whole people, and 
not just their faces. In a very simple diagram (Fig. 4.5), she depicted any relationship 
between two people as having three essential elements: self, other, and context [10]. 

Components of an Interaction between 2 people 

Self Other 

Context 

Fig. 4.5 Components of an interaction between two people
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This is very close indeed to the relationship that set up the medical dichotomy in 
the first place – the relationship of the physician (self ) to the patient (other) and to 
the disease (context). She pointed out that people regularly blot out or extinguish 
one or more of these elements when they interact with other people under stress. 
She identified four major communication stances [11] diagrammed in Fig. 4.6: 
placating in which the self is ignored or blotted out, blaming in which the other is 
ignored as a person, superreasonable in which both self and other are forgotten 
about as people, and irrelevant in which the person under extreme stress loses touch 
with all three elements – self, other, and context. The stance we adopt in a clinical 
interaction will determine how we handle the medical dichotomy.

And in medicine we see all four stances. Placating is a natural starting place for 
many young medical students and nurses. They understand that the essence of 
medicine is service to others. Their professional self-esteem is often not very high 

Fig. 4.6 Satir’s communication stances
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(they believe they have very little to offer) but are willing to do whatever they can 
to help the patient get better. If a patient or a supervisor indicates that they are not 
doing enough, their usual response is to try harder, stay later, and forget about their 
own needs. This is not bad in itself and perhaps a good place to start but in the long 
run hard to sustain. Despite our tendency to deny them, we do have needs that if 
not met lead to fatigue, poor functioning, emotional reactivity, and possibly in the 
long run burnout. Sometimes, in reaction to the risk of being consumed by the 
needs of patients and/or the system, students or practitioners adopt the blaming 
response. In this response, my own vulnerability and needs are paramount and 
I identify any problems or deficiencies as someone else’s fault. The reason my 
supervisor gave me a poor evaluation is that he himself is insecure. The reason this 
family is angry at me is because they are dysfunctional. Both of these assessments 
may be true, but in the blaming stance this is not a balanced assessment but a defen-
sive reaction aimed at bolstering by own self-esteem.

Both of these first two stances (placating and blaming) involve an element of 
relationship and overt emotional reactivity and can in the long run be exhausting. 
Perhaps for this reason, the favored stance is often for physicians to focus exclusively 
on the Hippocratic side of the medical dichotomy and adopt the superrea-
sonable stance in which the personhood of the patient and the doctor are ignored in a 
single-minded focus on curing or fixing the disease. This may sound somewhat neutral 
and not too harmful but in practice can be disastrous and very wounding.1 For doctors 
who are close to or beyond the point of burnout [13] (emotional exhaustion, deperson-
alization, low sense of personal accomplishment) the irrelevant stance may become 
frequent. In this stance the physician has lost contact with himself, the other person 
and the context. Doctors in this stance are both embarrassing and dangerous.2

1 A colleague was admitted to an intensive care unit following esophageal surgery for cancer. He 
was relatively stable, although bleeding from a nasogastric tube, when visited by a group of resi-
dents who had to have known him well previously as a colleague and teacher. They completely 
ignored any prior relationship as they discussed his case including a vivid description of his GI 
bleeding. As they turned to go, one said to the other obviously within his hearing “It is a pity but 
I suppose he should have 6 or 7 good months left.” There was no acknowledgement of him or 
his probable reaction to this statement. Not surprisingly he reacted strongly (internally), but the 
residents did not notice. They had already moved on to the next patient [12].
2 Here is an example from one of our medical students: “We’re still following surgeon A around 
the wards – A family friend asked him to visit her husband, who’s being treated on the wards. We 
walk into the room, and are confronted by an elderly man in severe pain – eyes clenched, back 
arched, breaths coming in short bursts. Pt’s med student is present. Four family members are pres-
ent. Family friend, in tears is grateful surgeon A came - hugs him. Surgeon A turns away from the 
pt and tells us a joke. I can’t listen – my attention is directly at the pt, who’s in obvious distress, 
and the family who have anxious looks. Surgeon A examines the pt’s urinary catheter, the assumed 
source of the pain. Uses a large syringe to pump water in and out of the bladder and comments 
that everything looks ok. Meanwhile the pt’s eyes fly open and he shakes his head back and forth 
in obvious agony as the fluid is moved in and out of the catheter. Surgeon A is satisfied with the 
placement of the catheter and leaves the room assuring the family that nothing can be done - the 
prescribed pain killers are appropriate he says. Surgeon A never once addressed the patient. I’m 
disgusted. Before leaving, surgeon A invites us to rounds the next week. I’m tempted, since he’s 
the first tutor to offer, but I don’t think I will for fear that I’ll acquire his bed side manner, which 
I find reprehensible.”
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It is easiest to see how specifically the communication stances relate to Table 4.1, 
and particularly to the parts on communication and epistemology, by starting with 
physicians in the superreasonable stance who obliterate the Asklepian side of the 
dichotomy. In the superreasonable stance communication is about content using 
digital means (each word has a specific meaning) and is conscious. This aspect of 
communication does not involve a relationship between people. This is why it can 
be done equally effectively (in terms of transfer of information) by a written docu-
ment. But this entirely neglects the Asklepian side where the purpose of communi-
cation is relationship which is transmitted by analogic means and is largely 
unconscious. Here is description of analog communication from Watzlawick et al. 
[14]: “What then is analogic communication? The answer is relatively simple: it is 
virtually all nonverbal communication. This term however, is deceptive, because it 
is often restricted to body movement only, to the behavior known as kinesics. 
We hold that the term must comprise posture, gesture, facial expression, voice 
inflection, the sequence, rhythm, and cadence of the words themselves, and any 
other nonverbal manifestation of which the organism is capable, as well as the 
communicational clues unfailingly present in any context in which an interaction 
takes place.”

Significantly, the dichotomy between the appreciation of analogic and digital 
communication is reflected in the way that the brain processes these two dimen-
sions of language perception. And in this case the brain can and does encompass 
both sides. The capacity to understand the grammatical, syntactic, and semantic 
(digital) aspects of language resides primarily in the left cerebral hemisphere in 
most individuals. In contrast, corresponding areas of the right hemisphere are 
essential for the appreciation of the analogic dimensions of language referred to as 
prosody [15].

Speech comprehension is, therefore, the product of a synergy between disparate 
modes of neurological processing localized in different regions of the brain. In 
order for speech comprehension to be complete, each of these distinct linguistic 
dimensions, digital and analog, must reflect its own unique characteristics unim-
peded and undiluted by the other.

And where relationship is the issue it is our analog communication that matters. 
According to Watzlawick et al.: “Indeed, wherever relationship is the central issue 
of communication, we find that digital language is almost meaningless. This is not 
only the case between animals and between man and animal, but in many other 
contingencies in human life, e.g., courtship, love, succor, combat, and of course, in 
all dealings with very young children or severely disturbed mental patients. 
Children, fools, and animals have always been credited with particular intuition 
regarding the sincerity or insincerity of human attitudes, for it is easy to profess 
something verbally, but difficult to carry a lie into the realm of the analogic.”

If, as Watzlawick et al. claim [14], it is difficult to fake analog communication 
how do we do something about it? The answer is not to fake better but to be aware 
of, and if necessary change our relationship with the patient. We do this by chang-
ing our stance in our interaction with the patient. By moving from a superreason-
able stance to a placating stance, or even a blaming stance, for instance, we are 
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beginning (although incompletely) to move into relationship with the patient, and 
the analog communication messages will quickly follow. The objective, however, 
is to move past blaming and placating to include both ourselves and the patient fully 
in the relationship. This is what Satir calls congruence [16]. This is a learned pro-
cess that cannot be standardized and will look different in every physician–patient 
pair – hence the use of the term artistic on the Asklepian side of the epistemology 
dichotomy in contrast to scientific on the Hippocratic side. Like an artist, the physi-
cian who wishes to master communication on the Asklepian side needs to learn 
more about himself and his inbuilt reactions so that he can get in touch with and 
authentically convey his presence and caring to the patient.

Congruence does not solve dichotomies, but rather transcends them. A col-
league reported that he could not get through to a young psychiatric patient for 
whom he was caring. The specific problem was relatively straightforward. The 
patient was part of an inpatient group who had to stick to certain rules as part of 
their therapy. One of the rules was that they could not take snacks at certain times 
of the day. However, many of them did anyway, and our patient asked, given this 
reality, whether he could have a snack. He was told no. This infuriated him and 
led to a number of interviews with my colleague. My colleague to calm the situ-
ation took a fairly analytic and unemotional approach to the situation trying to 
explore with the patient why he reacted so strongly to the situation and what he 
could learn from it. This made the patient worse, and my colleague presented the 
situation to our group because he was concerned the patient was becoming 
increasingly psychotic. My colleague felt that he was doing the right thing in 
attempting to help the patient learn from the situation. The patient felt that he was 
right in seeing the response to his question as unreasonable and infuriating. 
Neither person felt (correctly) that the other was listening to him. In a role play, 
it became evident what needed to happen. To the observers, it was evident that 
both were right and one or both of them had to come to that realization. With 
some coaching, the psychiatrist put himself in the patient’s shoes (while also 
staying in his own shoes), and everything began to change in the role play. There 
is a clear relationship here to earlier discussions (Chap. 3) of the wounded healer 
role. The person playing the patient felt listened to, the demeanor of the psychia-
trist changed (unconscious analog communication perfectly evident to the 
observers), and the two became engaged with each other again in a productive 
therapeutic alliance. This kind of problem usually cannot be solved by convincing 
arguments on either side, by one or other side dominating or giving in (though we 
often strive for exactly that outcome) or by the manipulations that sometimes 
occur to us in situations of disagreement or conflict. This is a very real difference 
between two people both of whom are right, although the greater the intensity of 
the interaction the harder it will be to open ourselves to that realization. A differ-
ence between two people might be seen as a microcosm of all the other difficult 
to resolve dichotomies in our lives. The answer is to move to a different level 
(congruence) where we can see both points of view. Dr Ofri’s relationship with 
her patient in Chap. 7 is an example of this process and of congruence. In that 
wider perspective, both sides of the medical dichotomy are encompassed, new 
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healing possibilities become available, and a synergy is sometimes created that 
appears energized by the intensity of the original divergence. We explore some of 
this synergy further in the last chapter of the book.

It is difficult to get a full sense of congruence by reading about it, and Dr Dobkin 
and I [17] have begun to experiment with teaching mindful congruence to physi-
cians in practice and to medical students using role plays and simulations that recre-
ate real clinical encounters. It is surprising how often experienced clinicians (as 
above) can be caught in an unconscious communication stance, how they can 
change (by adding back the missing part) when it is pointed out to them, and what 
a difference it makes to the interaction. So, part of the way forward is to explicitly 
teach congruent relating to medical students and physicians. And part will consist 
of a change in how students are taught, supervised, observed, and evaluated when 
doing clinical rotations. As this skill becomes more appreciated and developed, 
they will also have more opportunities to see it practiced by role models. But this 
is not a new skill, and we suspect that master clinicians have always behaved this 
way. We suspect that this is what Dr Francis Peabody meant [18] when he said 
that“the secret of the caring of the patient is in the caring for the patient,” although 
we would have been happier if he had added “and the awareness and caring for 
ourselves.”
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The Separation Challenge of Illness

In an important book titled Health Wars: On the Global Front Lines of Modern 
Medicine, Richard Horton, physician editor of the Lancet, focuses on the crisis in 
clinical medicine and the patient–doctor relationship today [1]. Horton makes the 
point that modern medicine, while continuing to push its scientific frontiers, must 
remain true to its roots in the relationship of trust between the patient and the 
doctor.

Empathy joins trust as the keys to maintaining the soul of clinical medicine, as 
Alfred Tauber [2], a Boston University Professor of Medicine and Philosophy 
emphasizes in his “new medical ethic”: “While basic science and the conceptual 
network of physical terms can tell us much about phenotypic symptoms and signs 
and pathologic cellular damage and genetic descriptions of disease, they tell us 
nothing about what the disease causes in the human being who is a patient” [2].

Science is limited when faced with the most important driver for the patient’s 
visit to the doctor in the first place. Horton states: “It is neither a wholly mechanis-
tic nor a wholly metaphysical question, yet it remains, for many patients, a deeply 
important one: what is this disease doing to me? Doctors tend to recoil from these 
more holistic matters. In asking the question, I am not seeking an ultimate final 
meaning of human disease, teleology of illness so to speak, instead I am trying to 
find a way to make sense of what it is that disease does to us, not only as human 
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bodies but also as human beings. It is a question of ontology as much as it is of 
pathology” [1].

Suffering is what brings the patient to the physician. Indeed, the word “patient” 
derives from the word for suffering. A physician will ask a patient what his chief 
complaint is, and in the word “complaint,” there is the plaintive suggestion of the 
pain that has stimulated the visit to the doctor.

It is this “dis-ease” in Horton’s view – this sorrow, regret, disappointment, grief – 
that motivates the patient to enter into a relationship with the doctor. Horton writes, 
“The patient is not merely categorized as a pathological diagnosis: there is a mental 
expression of whatever biological process is evolving, the expression that precipitates 
the need for a medical opinion” [1]. The doctor, therefore, begins the encounter 
with the humanistic appraisal of the person rather than a purely scientific evaluation 
of the case.

The seasoned physician intuitively uses a conceptual network of mental and 
spiritual terms as opposed to a conceptual network of physical terms in speaking 
with patients. At its most effective, the language of the medical encounter is a 
humanistic language designed to reduce fears and to convey reassurance in a pro-
cess that has been called “concordancing” [3].

Medical research has a quality of objectivity or at least intersubjectivity leading to 
the “disembedding” of evidence from its site of origin in the unique experience of the 
clinical consultation. In this way, medicine has a tendency to privilege “desituated 
evidence over situated experience” [1]. This can persuade doctors, enamored with 
evidence-based medicine and clinical guidelines, to avoid the complicated psychoso-
cial concerns of the patient and ignore the fears of separation that the patient often has 
when facing the overwhelming challenges of serious illness. Patients and doctors 
have mutually agreed upon ways of knowing only in a medical encounter where they 
can both come to understandings of dis-ease as well as disease.

In the clinical encounter, an experienced doctor is able to elicit a full, impres-
sive, and nuanced illness narrative from the patient. This narrative, replete with 
details and signs and symptoms of underlying pathology, also contains deep fears 
and sadnesses. Once appreciated, the illness narrative can be analogically com-
pared with thousands of other illness narratives the experienced physician has been 
privy to in other consultations at the bedside. The full repertoire of source narra-
tives in the physician’s mental portfolio can lead him to match one up with the 
target narrative of the patient he sees and touches before him. The patient’s details 
emerge in the comparisons and join up with emotional intuitions, flowing up from 
the physician’s own emotional brain center – the limbic system. These insights 
converge in a brain region called the paralimbic cortex, the anterior cingulate area 
to be specific, and surface as a diagnostic response selection.

Narrative shapes clinical judgment. In medical practice, the vast body of knowledge about 
human biology is applied to the patient analogically through the narratives of the experi-
ence of comparable instances…. [4].

The ultimate situation presented by serious illness (and the separation challenge 
that goes with it) is an inescapable human reality. Technological medicine is 
increasingly “disembedded” from this reality. This becomes the disconnection, the 
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schism in modern medical practice. It is a separation challenge to medicine itself as 
a profession, and Horton intuitively sees the need for an attachment solution: “ The 
solution is to discover a way to reconnect doctor to patient through a bridge of com-
mon understanding and shared ways of knowing about disease. We need nothing 
less than a new philosophy of medical knowledge” [1]. The use of attachment ter-
minology in this suggestion is telling. Attachment behavior is integral to medical 
knowledge and to shared meaning.

Those who practice medicine must be both competent and compassionate. As a 
profession, medicine must strive to integrate the scientific and the spiritual. Both 
methods of relating serve as potential reflections of compassionate love at the bed-
side where dis-eased patients are facing the crisis of illness. In the final analysis, 
this is the only option for a medicine that professes to be humanistic.

The crisis of physical illness can be understood conceptually using a model 
proposed by Moos and Tsu [5]. Genetic endowment and personal factors, physical 
and social environmental factors, and illness-related factors all impact on the illness 
experience of the individual. The experience itself is a composite of emotional 
valencing in the limbic system and cognitive appraisal in the neocortex, resulting in 
the perceived meaning of the illness in what has been referred to as the emotion–
cognition amalgam. This amalgamation seeks to meet the adaptive tasks that test 
one’s coping skills, which in turn help determine the outcome of the illness crisis.

The contribution of the limbic system is essential to the illness experience. This 
area mediates the basic drives to self and species preservation, attachment behavior, 
and territoriality [6]. Thus, while the cortex cognitively appraises illness and its 
threat, understanding is not reached without limbic-mediated fear of excessive 
depending or of final separation. Illness attacks territoriality. Patients are removed 
from their homes, have their clothes taken away, are invaded by multiple tubes, and 
must yield control to strangers. Attachments are strained as patients are separated 
from family members both literally and symbolically. The amygdala, in collabora-
tion with the hippocampus and thalamo-cingulate areas, among other limbic 
regions, mediates these experiences [7].

The emotional salience of the illness condition obviously affects appraisal of the 
illness threat and allocation of cognitive focus. This is rooted in what I have called 
the separation–attachment dialectical process [8, 9]. A response selection would 
take place in the paralimbic circuit that includes the anterior cingulate cortex (ACC) 
[10]. This particular circuit, like several other circuits that are integrated yet segre-
gated in the brain, contains a motor area (the basal ganglia), a sensory locus (the 
thalamus), and an analyzer–effector section (the cortex) [11]. It evolved in mam-
mals to enable us to employ parent–offspring and social attachments as our survival 
strategies [6]. The paralimbic zones (the ventromedial prefrontal and insular corti-
ces) are tightly connected with the prefrontal cortex, which enables us to plan and 
execute our attachment behaviors. As mutation provided brain area in the general 
pallium, it was exapted in the mammalian trajectory in the service of finding 
survival advantage through more enhanced and refined attachment solutions to 
separation challenges. An example in the primate line would be the evolution of 
mirror neurons, which aid us in developing our capacity for empathy.
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When talking about the separation–attachment dialectic and the evolution of 
the brain, we come to an understanding of how the “directed selection pressure” of the 
separation threat biased cerebrotype evolution in the direction of enhanced and 
refined attachment solutions [12]. These solutions required certain underlying neu-
ronal constructs that appeared in the segregated yet integrated forms of basal ganglia-
thalamocortical loop evolution [9]. These forms proceeded from a protolimbic 
circuit, with an amygdala-centered emotional “hot” memory system balanced by an 
inhibitory hippocampus-centered cognitive “cold” memory system, to a paralimbic 
cortical circuit, with a medial orbital frontal/anterior cingulate cortex (MOF/ACC) 
adding emotional-cognitive manipulation with inhibitory output to the amygdala 
and stimulation of the hippocampus, and then on to a prefrontal cortical (PFC) 
circuit with working memory/memory of the future capabilities and with connec-
tions to the ACC to do response selection based on a memory of the past and an 
error detection network. The PFC and ACC work together to modulate down 
amygdalar flow stemming from fear conditioning.

Thus, the brain can be viewed as a highly complexified organ for finding attach-
ment solutions to separation challenges [9]. Reflecting this fact, the patient’s main 
questions revolve around the uncertainty of future attachments and fear of future 
separation, perhaps even final separation. This limbic-stimulated struggle accounts 
for much of the threat and challenge of any separation–attachment experience. The 
illness condition is an especially vivid example of a separation challenge in search 
of an attachment solution.

The Attachment Solution

Using an approach informed by ethology, biology, and control theory, as well as 
psychology, Bowlby [13] arrived at several main propositions about attachment 
behavior. First of all, emotionally significant attachment bonds between individuals 
serve a basic survival function and, therefore, have a primary status. Second, an 
understanding of these attachment behaviors can be arrived at using cybernetic 
theory wherein each partner’s CNS contains a system designed to maintain proxim-
ity or accessibility of one to the other. Third, working models of self and other 
interaction patterns develop over time in each partner’s mind, allowing for efficient 
operation of the relationship. Fourth, instead of developmental stages to which one 
becomes fixated or regresses, Bowlby favored a developmental psychiatry that 
primarily involves the study of the parent–child bond. “The key hypothesis is that 
variations in the way these bonds develop and become organized during the infancy 
and childhood of different individuals are major determinants of whether a person 
grows up to be mentally healthy” [14].

The emotional bonds that form between parent and child serve several functions 
including careseeking and caregiving. Ethology – the field that extrapolates from 
animal behavior to find clues to the origins of human behavior – sees the parent–
child bond as an integral part of human nature present at least from the beginning 
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of extrauterine life. Infants and children bond with their parents or adult caretakers 
to whom they look for protection, solace, and care. In adolescence and on into 
adulthood, these persistent parent–child attachments are supplemented with new 
attachments particularly with peers and usually of a heterosexual nature.

Bowlby [14] argues that while the drives for food and sex often play important 
roles in the parent–child bond, the relationship itself is primary with its survival 
value of protection as its core function. This human capacity to seek and secure 
comfort from attachment is not to be seen as regressive dependency, but rather as 
an important characteristic of adaptive character behavior and reflective of mental 
health. At times, the individual in a mature bond will be careseeking, while at other 
times he/she will be caregiving.

Bowlby speculated that a physiological process in the CNS was responsible for 
maintaining the optimal distances between child and parent within a limited spatial–
temporal range. Accessibility, thus, becomes prioritized in all contexts. Bowlby 
entitles this “environmental homeostasis,” though today we might call it environ-
mental allostasis [15]. The inputs that stimulate careseeking include fear, loss, or 
sickness. The inputs that terminate careseeking and stimulate exploration include a 
sense of comfort, solace, reassurance, and mastery.

From Bowlby’s [14] evolutionary perspective, “human attachment behavior is 
constructed so as to promote survival in the environment in which man evolved”. 
Given the key cornerstone survival value of security and protection that a caretaker 
provides, the child’s attachment control system will be structured to perform most 
efficiently and to support healthy development when bonding can take place with a 
person who is effective, responsive, and caring.

The other side of the careseeking coin is caregiving. Here too, ethology and 
evolutionary theory can provide us with some answers. Kin selection altruistic care 
of the infant can be understood as the promotion of offspring survival, a reflection of 
the “selfish gene” hypothesis if you will. Still, Bowlby cites the ethological 
appraisal of altruism as a far cry from Freud’s pessimism about man’s essential 
selfishness and disdain for the interests of others. If we are not all primary narcis-
sists, then perhaps we can aim at least as high as secondary narcissism (showing 
care in exchange for social reward – reciprocal altruism) and sometimes even for 
genuine altruism wherein we do loving acts with no reward in mind.

The closest we can get to a neurobiological understanding of this process of 
altruistic caregiving involves the interrelationship of the thalamofrontocingulate 
and neofrontocerebellar pathways mediating the mammalian behavioral triad 
(the infant separation cry, maternal nurturance, and play behavior), which is then 
embellished not only by a “memory of the past” but also by a “memory of the 
future” [6, 16]. In addition, the essential action of specialized mirror neurons in 
frontal and paralimbic cortical regions that provide the human being with the magic 
of mapping another individual’s intellectual and emotional mindset onto one’s own 
is key to the empathy that drives altruistic behavior [17].

Bowlby [14] saw one attachment behavior pattern leading to healthy develop-
ment and two others leading to dysfunction [14]. When the child becomes confident 
that a parent or parent figure will be responsive and caring, especially when he is 
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challenged by fear and threat, secure attachment is the result. Secure attachment 
kindles in the child a confidence that he is competent to explore the world. Bowlby 
points out that healthy development leading to security in the parent–child bond 
requires “a parent (in the early years, especially the mother) being readily available, 
sensitive to her child’s signals, and lovingly responsive when he or she seeks pro-
tection and/or comfort and/or assistance” [14].

In the anxious resistant attachment pattern, there is uncertainty on the part of the 
child whether the parent will be forthcoming in a responsive caring manner. The 
residual state is one of proneness to separation anxiety. These children are 
extremely wary about exploring their world. A clinging dependency emerges when 
the parent is inconsistently available – responding on one occasion but not another. 
Repeated separations as well as the threat of abandonment as a means of control are 
other factors in the development of anxious resistant attachment.

A third pattern is anxious avoidant attachment. In this scenario, the child actu-
ally comes to expect rebuffing at the hands of the parenting figure when they seek 
solace and assistance. This constant rebuffing leads the child to a strategy of 
avoidant withdrawal sparked by the rationale that life can be lived without the support 
and love of others. Children who have sustained abuse, institutionalization, and con-
stant rejection will develop severe personality disorders characterized by dependency–
independency struggles sometimes eventuating in the condition called Borderline 
Personality.

The separation–attachment dialectical process helps us to understand these 
behavior patterns. In meeting the challenge of disordered attachment some choose 
overattachment in the extreme and become what we call insecure-anxious types, 
while others choose a separation solution and become insecure-avoidant children.

Object Relations Theory

When one drills down into the mechanisms of attachment theory using the psycho-
dynamic theory of object relations, certain insights become available. In a paper on 
the “internal world,” Meissner reviewed the history of object relations theory [18]. 
He dates the beginnings of Freud’s important thinking on internalization to 
Mourning and Melancholia (1917) [19]. In this treatise on depression and narcis-
sism, Freud thought of the internalization mechanism as one of “narcissistic iden-
tification.” In other words, when we psychologically internalize an object of our 
attention, it is assimilated into the ego’s image and needs. Meissner points out that, 
later, any external conflict between ego and object was transformed in Freud’s 
thinking to an internalized structural conflict between superego and ego.

The British school of object relations pursued independent lines of thought. 
Fairbairn [20] focused on ego relations to objects, hypothesizing the erection of an 
inner world dependent on processes of splitting into good and bad objects and 
introjection [18]. The splitting can create parallel images in both ego and object, 
leading to schizoid positions that foster psychopathology. Instincts to Fairbairn do 
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not primarily seek to discharge libidinal energies, but rather are objectseeking. 
Drives attach to objects on the basis of an ego appraisal of which potential objects 
can fulfill the role of the introjected split-off object representations, which are usu-
ally of either an all-good or all-bad variety.

In the work of both Michael Balint and Donald Winnicott, there is a shift in 
emphasis from the internal frame of reference to the mother–child interaction. 
Balint’s [21] “primary love” notion is a description of the infant’s object relatedness 
as it arises from the very beginning of life. As opposed to Freudian primary narcis-
sism, it explores “The need for harmonious fitting-in and mutual responsiveness 
between mother and child and the related symbiotic matrix within which this occurs – 
elements which are essential to the child’s normal development – are better under-
stood in the perspective of object-relatedness….” [18]. Balint, thus, more concretely 
examines the qualities of the real interaction occurring between child and mother 
and the potential for love as it arises in this formative relationship.

Balint and Winnicott emphasized the basic ego pathology that results from a 
dysfunctional early mother–child relationship. Balint called this early misattach-
ment the “basic fault,” while Winnicott referred to the development of the “false 
self” [18].

Morse [22] found a common theme in these concepts. The ego starts out in a 
unified state; however, fundamental pathogenetic splits emerge (reflected in inse-
cure attachment behavior patterns) when early object relationships are disruptive 
[20]. Here, again, we note that the language of the separation–attachment process 
is crucial to understanding what is common in object relations theory.

In Winnicott’s concept of transitional phenomena, a breakthrough was made in 
understanding how the internal psychological structure interrelates to the external 
world [23]. Transitional phenomena allow for the examination of that part of the 
human being’s life that encompasses both the internal subjective and external 
objective (intersubjective really) worlds he inhabits. Here is Meissner’s statement 
on Winnicott’s contribution, “Basing his approach on the analysis of the transitional 
object, the infant’s first not-me object which replaces the symbiotic mother, he 
describes an area of illusion which provides a transition between the child’s infan-
tile solipsistic world of self-absorption and the emerging capacity to relate to 
objects” [18]. In other words, the child transitions from a merged self-object to a 
separate self, capable of attaching to an object at a refined and enhanced level – if 
all goes well. This transitional paradigm helps us understand a child’s developing 
awareness of separate objects, object-relatedness as transitional relatedness, and the 
ways by which transitional relatedness will affect object relations.

For Winnicott, the capacity for illusion as reflected in the power of transitional 
phenomena is an essential part of human character extending throughout the life 
cycle. Indeed, it is powerful enough to serve as the inspiration for, as Meissner puts 
it, “creative, cultural, artistic and even religious expressions and experience” [18].

There is a no-man’s land between the subjective and what is objectively perceived that is 
natural to infancy, and this we expect…In religion and the arts, we see the claim socialized 
so that the individual is not called mad and can enjoy in the exercise of religion or the 
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practice and appreciation of the arts the rest that human beings need from absolute and 
never-failing discrimination between fact and fantasy [24].

The term “illusion,” which carries the connotation of unreality, is insufficient to 
describe transitional phenomena. Transitional objects may be viewed as symbols or 
representations of a reality (a secure maternal child attachment, for example) that 
has been experienced and will, through the power of the representation object to 
stimulate human brain biology, be experienced again in the coordinated space of a 
certain person, place, and time. Using positron emission tomography, for example, 
Kosslyn et al. [25] have shown that visualizing an imaginary letter “A” stimulates 
the same brain regions as actually seeing a real letter “A.”

It is important at this juncture to question what may be the human being’s pri-
mary natural state. From the point of view of the separation–attachment dialectical 
process, Winnicott’s position can be restated in the following way. Our first felt 
experience is aloneness–separation, and it is only later that dependence–attachment 
enters the human condition. In this schema, the push to regress is in the direction 
of a peaceful unaliveness, which is Winnicott’s version of Freud’s inorganic Death 
Instinct. It would seem likely in this case that any attachment experience for one 
who regresses to aloneness is likely to have been unsatisfactory.

There is another version, of course, of conditions of initiality. This version sees 
the human-felt experience of attachment as primary. In discussing “maternal pri-
mary process presence” earlier, we noted its ability to provide a soothing emotional 
tone to the infant in its earliest experience of aliveness. As Horton [26] writes, 
“A partial explanation for the origin of the soothing maternal primary process 
presence is the following: An ‘omnipotent sufficiency’ characterizes the earliest 
months of life and is “maintained, for a time, by the close ‘symbiotic relationship 
with the mother’” [26].

The mother–infant symbiosis when healthy provides a gratifying sustenance 
from which a sense of fusion emerges, providing a psychological infrastructure in 
the life process of the individual from childhood through adulthood. This concept 
of fusion is seen as a soothing illusion, which is normally conscious up to about the 
age of 3. Thereafter, it is an unconsciously held concept [27]. I would agree with 
Horton that the solace that serves as the “driving force behind transitional activities 
throughout life” finds its source in the connection between maternal primary pro-
cess presence and latent oceanic experience. If a mother figure, in the developmen-
tal experience of the child, can approximate or embody an oceanic presence, solace 
will result [26]. In this context, “transitional solace is qualitatively separable from 
and more psychologically basic than all other pleasures and joys” [26].

It is only in the mystery of the separation–attachment dialectical process that the 
twin dangers of abandonment and engulfment can be understood. In the drive to 
attach, there is the goal of solace in the face of possible aloneness. In the drive 
to separate, there is the goal of the freedom to exist in the face of possible overde-
pendence and engulfment. The starkness of these dangers is most vividly displayed 
in the tortured lives of those with the so-called Borderline Personality.

It should be noted that our condition of initiality is somehow informing of 
our condition of terminality. Are we initially ourselves in a state of separation or 
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of attachment? Likewise, are we terminally ourselves in a state of separation or of 
attachment? Before life and after death, where are we? The core unrest responsible 
for movement comes from the separation–attachment dialectical process and the 
total dissatisfaction we feel with total separation or total attachment. For many 
reasons, some reflected in the biology and evolution of our brains, we need to more 
or less be separated and attached simultaneously in this life. Only in this dialectical 
way do we find a synthesis of our experience emerging. Only in this way do we feel 
restored enough to explore and in the process to mature as individuals capable of 
loving attachments in community.

The Spiritual Imperative in Medicine

Man’s spiritual imperative originates in what can be understood as a dialectic of 
separation and attachment. As can be gleaned from the above discussion of parent–
child attachment theory, spirituality, when defined as the feeling of connectedness 
to something greater than ourselves, can be seen to emerge in our contemplation of 
the emotion we orphans feel, separated as we are from what we yearn to feel – the 
presence of our “Parent.”

Listening hard to those with illness may help us discover this “pining emotion” 
in our human predicament. When asked what the worst part of their illness experi-
ence is, most patients say in so many words that it is the fear of separation and loss 
of attachment. The medical psychiatrist, Richard Berlin, has written about the prac-
tical implications of this [28]. We may label this “dis-ease” as anxiety and depres-
sion, but it is perhaps more heuristically described as the separation–attachment 
process all humans share.

In one recent qualitative study, 13 subjects were intensively interviewed during 
their battles with life-threatening illnesses [29]. The object of this study was to 
uncover what the inner life responses to serious illness really are. The researchers, 
Mount and Boston, found that the power of meaning per se emerges from the psy-
chodynamics of healing or more correctly, of healing connection, a marker for 
attachment. They found that patient responses reflected two poles: on the one hand, 
there were suffering and anguish as marked by a sense of wounding, isolation, 
disconnection, and a preoccupation with the past and the future tinged with a feel-
ing of victimization and loss of control. On the other hand, there was healing 
defined by a sense of integrity and wholeness with connection at one level often 
leading to a connection at other levels. Even a sense of sympathetic connection to 
their own suffering is sometimes found.

Mount and colleagues, through linguistic analysis of subject interviews, found 
four levels of attachment accounting for the healing integrity. One level was attach-
ment of the self as ego to a deeper center within the self, what some might call 
atman. On another level, there was the attachment of self to others in an “I-thou” 
loving way. On a third level, there was attachment of self to something larger in 
nature, appreciable through the senses. And then, finally, there was the attachment 
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of self to the caregiver, to God, to the ultimate, to someone greater than self. It is 
important to realize that there are variations in their patients’ sense of dis-ease and 
in the ability of individuals to meet illness challenges by forming attachments at 
these levels. This variation in ability stems somewhat from the quality of early 
attachments in their lives.

Bowlby’s [30] internal working model, which provides for a consistency of 
attachment style over time, is based on particular neurological substrates that have 
come on line as a result of the sculpting of the first attachments between infants and 
primary caregivers. This model guides affects and behaviors in response to the 
threat of illness. In this schema, attachment type can be thought of as a disposition 
towards self-perception as well as the perception a patient has of others and their 
responsiveness. Self-perception and a bias toward certain overdetermined strategies 
are stimulated by the presence of the illness threat. In this regard, the emergence of 
attachment behavior is dependent on the context of the illness separation experi-
ence leading to the dis-ease of being ill.

Attachment behavior is mobilized in the face of illness events. In other words, 
the separation threat of illness causes the type of stress that will trigger attachment 
behavior. Attachment theory’s internal working model helps us to distinguish 
between trait-like attachment patterns and attachment behaviors triggered by the 
stress state of illness.

Recently, the association of attachment style with adaptation to illness has 
been studied. In patients with hepatitis C infections, those with fearful attachment 
style reported more medically unexplained symptoms than patients with secure 
attachment, suggesting that greater adaptability comes with security of attach-
ment [31]. In patients with chronic pain, fearful attachment was associated with 
more pain, depression, catastrophizing and physical disability. Preoccupied 
attachment style was correlated with pain-related healthcare utilization [32]. 
Researchers surmise that attachment style is an important consideration in assess-
ing symptom appraisal and subsequent healthcare utilization. Both those with 
preoccupied dependent, anxious attachment and those with anxious approach-
avoidance behavior stemming from a fear of rejection show higher symptom 
reporting. In those with preoccupied style, this insecurity leads to heightened 
healthcare utilization [33].

Attachment security and insecurity may be uncovered in the setting of illness 
stress, but attachment insecurity may contribute to the presentation of the disease 
itself through an association with the physiological stress response. There may be 
an increase in perceived stress, impaired regulation of stress physiology, and a 
reduction in social support modulation of stress, all potentially leading to an 
increase in the physiological stress response and a lowering of the threshold for 
disease. Much evidence has accumulated to support this hypothesis. Attachment 
insecurity may trigger all of these pathways. The converse may also be true – the 
bolstering of attachment security through compassionate love may be healthful. 
This will buffer against the effects of stress, reducing metabolic wear and tear (allo-
static loading) and elevating the disease threshold [34].
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Compassionate Caregiving and Its Implications

Physicians provide care when they step into that “intermediate area” Winnicott 
talks about between separation and attachment [35]. They become facilitators in the 
dialectical movement from restore to explore to mature that takes place in the arena 
of illness as it does in other epigenetic stages of development. It is here, then, that 
compassionate love in medicine can be examined and nurtured. Its developmental 
power cannot be minimized and indeed may promote healing. We can speculate 
that both cortical and limbic neurophysiochemical effects take place in such a com-
passionate, caring transitional relationship.

In the psychosomatic or “mind–body hypothesis,” distress in response to a crisis 
(becoming pathogenetic when chronic or overwhelming) will be processed in corti-
cal and limbic brain areas, resulting in stress response system (hypothalamic-
pituitary-adrenal axis; locus coeruleus-sympathetic nervous system; vagal 
complex-visceral nervous system) and immune system changes that may predis-
pose to or exacerbate disease states [15, 36, 37].

Recently, the concept of allostasis has been introduced into the field of stress 
medicine research by Sterling and Eyer [38] and refined by McEwen [15]. 
Allostasis, literally meaning “maintaining stability (or ‘homeostasis’) through 
change,” refers to the capacity to adapt or constantly modify physiological param-
eters to adjust to ever-shifting environmental conditions. Hence, we can also speak 
alternatively about maintaining a “state of dynamic balance.” Moreover, allostatic 
load refers to the wear and tear that the body experiences due to repeated cycles of 
allostasis, i.e., allostatic stress responses, as well as the inefficient turning-on or 
shutting-off of these activated responses. Human physiologic systems need to be 
pliant within certain ranges to adjust to varying conditions. Separation distress has 
a tendency to reduce pliancy and produce “allostatic loading.” Picture losing your 
job and hearing that your son has cancer in the same month. This would cause 
severe allostatic loading and your brain and body would know about it.

As mentioned above, the worst part of the illness experience for most patients 
reflects the fear of separation and loss of attachment, which contributes to allostatic 
loading. Family members share in this separation challenge. Here is an exchange with 
the wife of a terminally ill man in the throes of his final struggle with glioblastoma 
multiforme: “I should stop giving John the chemo, for it is not fair to put him through 
it…. all 3 doctors agreed that was best…. they think John has a few weeks. My prayer 
has always been if the Lord takes him, John will be confused and never have to say 
‘good bye’ to his girls. It looks as if that prayer will be answered, for he is not aware 
he is ill but he does feel love all around him. I pray John will go peacefully as if he 
was going to sleep. The girls and I are heartbroken, but we would never wish for John 
to suffer, and he cannot even hold his head upright. My head hurts from crying, so I 
will write more tomorrow, but I had to tell my friend. Love, Mary.”

To the extent that spiritual and religious behavior on the part of the patient and 
spirituality in the patient–doctor relationship mollify separation distress in the 
brain, there may be “downstream” effects that promote health. This would be 
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above and beyond the epidemiologic effects of a healthier lifestyle, diet, and 
improved compliance. The placid state achieved through spirituality in the patient, 
the family, the staff, and the doctor may rekindle the “remembered wellness” of 
“secure base attachment” in the midst of illness-induced separation anxiety and 
depression [30, 39]. A less stressed, neurobiologic equilibrium may, then, promote 
healing. All of these approaches allow humans to tap into an ability to reduce the 
specter of purposelessness and to limit reflection on the myriad contingencies that 
may hasten death.

When has healing occurred? Is it only when disease has been cured? Or does the 
concept also include the ability to assuage the “dis-ease,” to use the terminology of 
Richard Horton, which uniformly accompanies the illness experience.

The word “heal” comes from the old English word hælen. While it does mean 
to restore to health by way of a cure, it also means “to set right; to amend” [40], as 
in the phrase “to heal a rift between us.” In addition, it takes on another meaning in 
the 1993 third edition of the American Heritage Dictionary [41]. “To heal” can 
mean “to restore a person to spiritual wholeness.” To be sure, this form of healing 
is the major goal of authentic religion. It is instructive to keep in mind that the root 
meaning of the word religion comes from the Latin word “religio,” which can be 
translated as “to bind back.”

Healing is a product not only of curing but also of caring, a caring that is spiritu-
ally inspired in the loving response of the caregiver, as Drs. Peabody and Churchill 
suggest. “The good physician knows his patients through and through, and his 
knowledge is bought dearly. Time, sympathy and understanding must be lavishly 
dispensed, but the reward is to be found in that personal bond, which forms the 
greatest satisfaction of the practice of medicine. One of the essential qualities of 
the clinician is interest in humanity, for the secret of the caring of the patient is in the 
caring for the patient” [42].

Visitors to the Massachusetts General Hospital see the last sentence of these 
famous words etched in the lobby’s marble wall. Alongside this saying is another 
famous quote, this time from Dr. Edward Churchill speaking over 60 years ago, 
“Charity in its broad spiritual sense that is, a desire to relieve suffering, is the most 
prized possession of medicine.”

Those who practice medicine must be both competent and compassionate. 
Indeed, as a profession, medicine must strive to unify the scientific and the spiri-
tual, with both methods of relating serving as potential reflections of compassionate 
love at the bedside. This in the final analysis is the only option for a medicine that 
professes to be humanistic. As Weatherall [43] suggests, medicine must return to 
an ethic of “the love of our patients.”

We come to a theme common to the concept of healing in both medicine and 
spirituality whether we are referring to curing or to caring. This common message 
is one of restoration and reattachment. This theme is also at the core of man’s spiri-
tual love – a uniquely human capacity for consolation in response to the challenge 
of separation and loss. Physicians and other caregivers ignore the power of the 
attachment solution of compassionate care only at their patient’s peril and to their 
own detriment.
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The way empathy and compassion are currently thought about and taught in 
medical education is the wrong answer to the right question. This chapter begins by 
outlining the reasons why this is so and then suggests an alternative way that is 
congruent with whole person care. The question of how to educate health care 
providers (HCPs) so that they are empathic and compassionate in the care of the 
sick is a good one and is synonymous with this book’s focus on care of the whole 
person that includes the personal suffering that accompanies illness. If we agree 
that medicine’s role is to reduce suffering, then educating health care professionals 
to understand the cognitive and emotional experiences of those they serve 
(i.e., being empathic) is, at first glance, the right goal. However, there are two 
problems with setting empathy as a goal in medical education; one problem is the 
“dark side” of empathy that is rarely addressed, and the other problem is the ques-
tion what is left when empathy cannot be elicited or fails completely. Having 
outlined the limitations of empathy as goal for health care professionals, we focus 
on how mindful self-compassion is an essential and learnable starting point in the 
compassionate whole person care of others.

Words elicit thoughts, perceptions, and emotions, and in your reading experi-
ence certain words, such as “compassion” and “empathy” and “healing,” will be 
specific to your own definition and prior experiences. For example, if you had a 
negative religious education based on the demand that you should be “compassion-
ate and selfless,” then you may find that the word “compassion” for you triggers 
negative thoughts and emotions. Alternatively, if you are comfortable with the lan-
guage of “compassion” and “service” as ideals that you personally uphold, then 
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your association with these words may be positive. Once you personally associate 
a word as having a positive or negative connotation, then it is less possible to see 
new possibilities for the concepts that underlie these words. To put it another way, 
words are pointers that direct thoughts to experience; words are not the “thing” 
itself. In order to allow you the greatest possible opportunity for a meaningful read-
ing of this chapter, I define what I mean by certain often positively and negatively 
charged words. One definition of authentic learning is that it is “paid for out of the 
pocket of what you thought you already knew.”

The word health care provider (HCP) is used as inclusive of both professionals 
and nonprofessionals who care for an ill person. The word patient is for anyone 
who asks for or needs assistance for physical and mental problems and thus is 
inclusive of the term “client” often used by psychotherapists. The terms “Other” 
and “the Other” are used to describe anyone other than one’s self.

Empathy

Empathy was originally a term derived for a theory of art appreciation, and its defi-
nition continues to evolve. One definition of empathy is that it is the ability to 
identify/understand another person’s thoughts or emotional state. Sympathy is 
closely related in that it also involves understanding another’s emotional state, but 
it adds a positive judgment to the shared thoughts and emotional state. For example, 
if I understand that another person is experiencing fear, then I am empathizing. If I 
also agree that the person should be fearful and I share some of that fear myself, 
then I am closer to sympathy than empathy. Emotional attunement or resonance is 
another way of understanding clinical empathy and comes closer to supporting 
whole person caregiving than does the idea of “detached concern” [1].

Detached concern is the active suppression of emotional attunement or reso-
nance and sounds more like “don’t get involved.” The concept of detached concern 
is a failed attempt to separate cognitive understanding from emotional response, as 
it makes the erroneous assumption that the caregiver could be in the midst of 
another’s suffering and pain and at the same time not be emotionally affected by 
any of it. This detached concern stance “don’t get emotionally involved” is about 
as useful an educational objective as telling someone with anxiety to “just relax.” 
This artificial cognitive isolation discounts both the caregiver themselves and the 
other person leaving only the cognitive puzzle to be solved (see the superrational 
stance of Virgina Satir in Chap. 4). While there are (rare) times when a medical 
problem is simply a puzzle to be figured out (e.g., how to work up a low sodium in 
an unconscious ICU patient), the kind of clinical problems that require a whole 
person care approach mandate a more nuanced and complex way of being and 
doing (and at specific times “non-doing”).

Detached concern as a clinical approach is untenable both from the caregivers’ 
perspective (health care professionals who attempt to suppress emotions that arise 
from care for others become depressed burnt-out or chronically dissatisfied) and 
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also from patients who demand more than a “body-mechanic” approach to medical 
problems that have no “quick fix” (i.e., the vast majority of medical problems). 
Even for the small percentage of medical problems that are amenable to “quick 
solutions,” for example a broken arm from a fall in an otherwise healthy child, an 
approach that neglects the emotional aspects that arise will deprive the HCP, the 
child, and the parent of the opportunity to allay fears and perform necessary proce-
dures (applying a cast) with warmth humility and understanding. On the contrary, 
an empathic approach that utilizes the health care professionals’ emotional reso-
nance with patients then sounds closer to the kind of interactive relationship that 
might foster whole person care.

The recent discovery in neuroscience of “mirror neurons” in specific parts of the 
brain has indicated that we may be “hard wired” for empathy. Mirror neurons are 
cells that fire both when an animal acts and when the animal observes the same 
action performed by another. The neuron, thus, “mirrors” the behavior of the other, 
as though the observer were itself acting. An example is what happens in response 
to watching someone else smile and laugh; you may then find yourself smiling and 
even laughing without even knowing exactly why. Such mirror neurons have been 
directly observed in primates and are believed to occur in humans and other species 
[2]. In humans, brain activity consistent with that of mirror neurons has been found 
in the premotor cortex and the inferior parietal cortex. In this developing area of 
neuroscience, the mechanisms of self-awareness, mental flexibility, and emotional 
regulation that are essential components of empathy are being correlated with spe-
cific neuronal systems [3].

However, having empathy as a goal in HCP–patient interactions has several 
problems that make it an unrealistic and unachievable goal at times.

There are several problems with setting empathy as a goal in medicine [4].

 1. The risk of trivialization: If empathy is taught as a learnable “skill,” there is the 
possibility of trivializing another’s experience. Reciting memorized lines (e.g., 
“this must be so difficult for you” or “so you feel sad”) and following suggested 
guidelines from large class lecture presentations (e.g., “touch the patient lightly 
on the forearm to show concern”) can become empty if devoid of authentic feel-
ing and understanding. Empathy taught as a set of rote behaviors is bound to be 
dissatisfying for all involved.

 2. “Not my job” phenomenon: While the humanistic aspects of medicine have 
gained recognition over the solely technical roles, there often remains a bias to 
choose technical skill over relationship-based abilities. The false dichotomy set 
up by the question “would you rather have a surgeon that can cut well or one that 
will listen to how you feel?” is a setup that evades the real-world need to have a 
surgeon that has both the technical skills as well as the interpersonal skills to 
care for patients. The splitting of technical skills from interpersonal skills is 
codependent on a medical system that has “experts” for almost everything so 
that the part of the HCP’s job that calls for empathic caring and human interrelat-
ing may be “delegated” to others (e.g., the social worker) to the detriment of both 
the HCP who when acting only as a technician is suppressing all that comes up 
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in patient encounters, as well as for patients who want more than technical skills 
when they feel threatened [5].

 3. The dark side of empathy – Overidentification. By not recognizing that we can 
never really “know” the Other completely, there is the danger that HCPs can 
overestimate their ability to empathize with patients as evidenced by the state-
ment “I know how you feel” when it would be more accurate to think “I may 
know some of what you are thinking and feeling.” Overidentifying and oversim-
plifying another person’s situation is especially problematic when the HCP has 
had a similar experience of the patient. For example, if the HCPs have been can-
cer patients themselves, then they may have some idea of what it might be like 
for someone else to be diagnosed with cancer, but they can never really know 
how that other person’s particular life history, culture, personality, and circum-
stances come together to form the unique experience for that particular patient. 
It is both erroneous and trivializing at the same time to believe that we can empa-
thize with another to the point of really “knowing” another’s experience. We can 
come close to a better understanding by being open, curious, and fully present to 
the Other (more on this to follow), rather than by “trying to be empathic.”

 4. Lack of emotional attunement – There is a spectrum of empathy from cognitive 
and emotional resonance to a lack of empathy (no resonance) all the way to 
“dark” feelings of disgust and anger at another person’s situation. At the extreme 
is schadenfreude, a term that defines the pleasure felt in the face of the Other’s 
misfortune. Thus, the HCP may not be able to identify at all with the patient 
(absence of empathy) or may even think and or feel “I do not like you.” In the 
face of such neutral or negative thoughts and feelings, when empathy “fails,” 
what is the alternative for the HCP who, nonetheless, has a duty to care? As 
explored in the last part of this chapter, the response is not aimed at “forcing” 
empathy but rather is oriented towards self-reflection (e.g., “what is going on 
here? What is the storyline I am creating that is fuelling these neutral or negative 
thoughts and feelings”) coupled with present moment (mindful) awareness as in 
the thought “right here, right now, can I be with things the way they are while 
waiting for an appropriate response to emerge?”

Compassion

Compassion is often defined as awareness of and sympathy for another’s suffering, 
or stated another way, it is the awareness of another’s suffering coupled to the desire 
to alleviate it. Defined as such compassion comprises empathic attention to the 
awareness of another’s state of suffering coupled with the intention to alleviate the 
suffering. Compassion, unlike empathy, does not necessarily imagine a detailed 
knowledge of another’s thoughts and feelings but rather more simply the acknowl-
edgement that the Other is suffering together with the desire to alleviate it. Training 
and encouraging compassionate HCPs would, therefore, seem to be a laudable goal 
of medical education. But is compassion learnable and if so how to teach it? If it is 
so obvious that a goal of medicine is compassionate care, then why are there not 



636 Empathy, Compassion, and the Goals of Medicine 

evidence-based formalized teaching programs in medical education that teach the 
compassionate practice of medicine?

One of the possible reasons for medicine’s poor track record in teaching com-
passionate care is the common conflation of compassion with altruism. Altruism is 
defined as “unselfish regard for or devotion to the welfare of others” [6]. Altruism 
is listed as the first fundamental principle in a recently published “Physician 
Charter” [7]. Setting pure altruism as a goal is a setup for failure as there are always 
“selfish” reasons to act or not to act. Even the most seemingly altruistic acts (e.g., 
in donating an organ to a stranger) have embedded within them something back to 
the donor (in the case of the organ donor, the act of donation is not necessarily self-
less in that it results in the donor feeling good about themselves). Health care work-
ers who realize that they cannot eradicate their own self-interest in caring for 
patients may simply give up and abandon attempts at altruism and compassion. 
Rather than seeing compassion as conflated with altruism, the opposite view is 
more helpful, that is, that compassion is first based on the self, in self-knowledge 
and in the knowing that by decreasing the suffering of others you are also decreas-
ing your own suffering. As stated by the 14th Dalai Lama “High levels of compas-
sion are nothing but an advanced state of self-interest” [8].

The understanding that reducing the suffering of others has the indirect benefit 
back to us of reducing our own suffering has several components. First, there is the 
necessary understanding of interconnectedness. Interconnectedness (or “interbe-
ing” – A state of connectedness and interdependence of all phenomena, as coined 
by Thicht Naht Hanh [9]) is the recognition that we are all interconnected in a 
complex system where things are as they are because of multiple causes and condi-
tions where even small acts may have unforeseen large consequences. This phe-
nomenon is described in the butterfly effect metaphor from chaos theory wherein 
small differences in the initial conditions of a dynamic system may produce large 
variations in the long-term behavior of the system. Seeing Others as completely 
disconnected from ourselves leads to the opposite of compassion (e.g., “since it is 
not me that is suffering, and I am separate from everyone else, then it does not 
matter”) in a similar way that separating the body and mind into separate entities 
has led to the kind of dissatisfaction with modern medicine that underlies the moti-
vation for developing whole person care. Understanding the idea that each of us has 
an individual self-identity that is at the same time interconnected with Others and 
with the world is one way to understand the “self-interest” of compassion quoted 
above. Frank Ostaseski, founder of The Zen Hospice Project in 1987, the largest 
Buddhist hospice center in USA, makes the connection between self-interest and 
compassion: “I work on myself so that I can be of service to others; my service 
work with others is also for me” [10].

Another component to the connection between our own suffering and that of 
others is that the only way to truly offer help to others comes from first understand-
ing the difference between our issues and those of others. In order to differentiate 
what are self-generated thoughts and feelings from those that emanate from the 
patient (i.e., is this empathy I am feeling or is this my own issue that is coming up?), 
we need to know how to separate our own reactions from those we pick up from 
others. For example, if fear and the desire to run away arises in the HCP when a 
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patient brings up their fear of dying, how can the HCP know if what they are feeling 
is their own fear of dying versus empathic attunement with the patient? Such levels 
of self-knowledge may not always be attainable, but there are ways to respond to 
such thoughts and feelings that help the HCP reanchor themselves in the present in 
such a way as to maintain curiosity about what the patient is saying without getting 
swept up in personal emotions. For example, acting out on unexamined feelings 
may lead the HCP to avoid difficult situations typified by the statement “I better go 
now to give you some time to yourself” when what the HCP really means is “I am 
going to leave now to get away from this uncomfortable feeling I have, but I will 
put it in such a way so as to make it sound like I am doing this for your benefit and 
not for mine.” One way to respond to the arising of difficult thoughts and emotions 
in the HCP is with on the spot, in the moment, reanchoring of thoughts back to the 
present moment. This awareness of the thought process and need to return to the 
present is also illustrated by Pema Chodron’s suggestion to “drop the storyline and 
stay with the energy” [11] wherein the HCP recognizes that they are no longer 
listening to the patient and instead are inside their heads creating an ongoing story 
about what is happening that may or may not be true. Once this internal storyline 
(narrative) is recognized by the HCP, they can then reanchor themselves in the pres-
ent by means of different kinds of practices. For example, they can momentarily 
shift their focus of attention from the “storyline” on to the raw sensation of their 
breathing for one or two breaths so that they can then return their focus of attention 
back on to the patient. This redirection of awareness is a core component of “mind-
fulness” defined as the practice of moment-to-moment openhearted awareness, 
focused in the present moment [12].

Understanding oneself and developing practices that promote awareness of the 
way things actually are (versus the ongoing “internal story of me” that is the default 
background) is a prescription for self-care and a prerequisite for compassionate 
care of others. In other words, caring for yourself is a sine qua non for giving care 
to others. William Osler put it so: “Dealing as we do with the poor, suffering 
humanity, we see the man unmasked or, so to speak, exposed to all the frailties and 
weaknesses. You have to keep your heart pretty soft and pretty tender not to get too 
great contempt for your fellow creatures. The best way to do that is to keep a 
looking-glass in your own hearts, and the more carefully you scan your own frail-
ties, the more tender you are for the frailties of your fellow creatures” [13]. How 
exactly can we train HCPs to self-reflect (“keep a looking glass in your own 
hearts…scan your own frailties”) without being self-indulgent and narcissistic is a 
question that is addressed in the next section.

Self-Esteem Versus Self-Compassion

Both self-compassion and self-esteem involve positive emotions toward the self, 
but there are important differences that make self-compassion a mindful practice 
oriented toward the emergence of compassion and whole person care. Self-esteem, 
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on the contrary, is based on self-evaluations of the self as worthy, likable, or 
 competent. Self-compassion does not involve self-evaluation, but rather entails 
positive feelings of care and connectedness [12]. Problems with self-esteem are that 
it is difficult to increase and maintain as it implies being above average and can lead 
to narcissism & self-centeredness. Unlike self-esteem, self-compassion de-emphasizes 
a view of self as separate from others and may be a healthier way to experience 
positive emotions toward the self. Self-compassion means taking responsibility for 
past mistakes while at the same time being less personally distressed by them 
(e.g., “I made a mistake, I guess I remain human and will learn from this and try 
better the next time”). The alternatives to self-compassion are either blaming others 
(“it is not my fault”) or self-blame (“there I go again, I am such an idiot”). Self-
compassion encourages kindness toward self and others as it recognizes that 
 everyone wants to be happy and that we all experience dissatisfaction and suffering 
as a lived experience. The difference between pity and self-compassion is the 
 difference between “poor me” and “it is not easy being human.” Instead of greeting 
difficult emotions by fighting hard against them, we can bear witness to our own 
pain and respond with kindness and understanding – that is self compassion. In 
other words, self-compassion means that we take care of ourselves in the same way 
we would take care of someone we loved or deeply cared for.

Self-compassion teaches us to be kind to ourselves no matter what happens, 
even as, at the same time, we continue to shape our behavior for the better. In 
 difficult times, this is achieved by returning to our intention. As outlined earlier, 
compassion is the combination of attention to the Other coupled with the intention 
to help. By returning to the simple (but not easy to maintain) practicable act of 
 paying attention, on purpose and nonjudgmentally we foster the environment 
wherein compassion arises on its own. We cannot fall asleep by commanding 
 ourselves, but rather by creating the conditions (physical comfort and mental letting 
go) that allow sleep to happen to us. In a similar way, we cannot force ourselves to 
be compassionate, but by mindful awareness and returning over and over again to 
the present moment, we create the conditions for compassion to happen to us. What 
follows is a side-by-side outline of the spoken words contrasted with the inner 
dialogue of a HCP with and without mindful self-attention.

Example of inner and outer dialogue: HCP = health care professional P = patient

Outer (spoken) dialogue Inner (unspoken) dialogue of 
HCP Without mindful  
self-attention

Inner (unspoken) dialogue of 
HCP With mindful self-
attention

HCP: Hello my name is  
Dr. MB, what brings you to 
see me today?

HCP: I am tired and hungry 
and I really hope this is 
something simple that 
this patient’s problem is 
something I can fix real 
quick so that I can finally 
take a break and get 
something to eat.

HCP: I am tired and hungry 
and I really hope this is 
something simple that 
this patient’s problem is 
something I can fix real 
quick so that I can finally 
take a break and get 
something to eat.

(continued)
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In the above external and internal dialogue, the mindfulness-trained HCP has a 
moment of insight into what for him is a familiar thought process (“It’s not fair”). 
In the moment of awareness that he is having familiar negative thoughts (as 
opposed to attention to what he is thinking it is awareness that he is thinking), he 
is able, with self-compassion, to bring his intention back to be of service to the 
patient before him. Without the noncognitive element of self-compassion, it would 
have been just as likely that he could have berated himself for his lack of attention 
(“here I go again with my broken record, I am always doing this, I am not that good 
a person, etc…”). Mindful self-compassion means bearing witness to one’s own 
pain (mindfulness) and responding with kindness and understanding to self – in the 
same way we set our intention to be compassionate to others.

Mindful self-compassion helps to parse the extremes of complete disconnection 
from the Other at one end (Virgina Satir’s superrational stance – see Chap. 4) from 
overidentification and secondary vicarious traumatization at the other end. Is it 
possible that compassion, as a human response to suffering, is always there as a 
baseline, ready to arise, if only the conditions that block it (too much “self-ing”) 
could be removed? This idea of compassion as a constant underlying intention, 
often covered over, but always ready to be expressed if the conditions are right, is 
an alternative to the usual medical model of compassion that sees compassion as a 
finite resource, more like the contents of a container that gets filled up and emptied 
with use. Thus, the right answer to the question of how to educate HCPs so that 
they are compassionate in the care of the sick is oriented toward self-care and 

P: My life is a mess and I 
feel so miserable trying 
to live with terrible back 
pain. I have constant back 
pain and nothing makes it 
better. You are the fourth 
HCP I am seeing for the 
same problem and I sure 
hope you can help me.

HCP: Can you tell me when 
it started and if there was 
something obvious that 
started it like a fall?

HCP: Oh no,no, no, no, 
not chronic back pain. 
I hate these cases. He 
probably just wants 
narcotics, no, from the 
look of him he probably 
just wants me to sign a 
whole bunch of papers 
so he can go off of 
work. This is so unfair! 
Why do I always get 
these unhelpable cases 
when I need a break?

HCP: For sure this is going 
to take forever and 
there is no way he will 
be satisfied. I can see 
it already, he is just 
like my brother, always 
complaining and never 
satisfied….

HCP: Oh no,no, no, no, not 
chronic back pain. I hate 
these cases. He probably 
just wants narcotics, no, 
from the look of him he 
probably just wants me 
to sign a whole bunch of 
papers so he can go off of 
work. This is so unfair! 
Why do I always get these 
unhelpable cases when I 
need a break?

HCP: This sounds familiar! 
– this is my “its not fair” 
broken record playing 
again. Alright, my intention 
is be present & to be 
helpful if I can even if it 
not easy. Now can I focus 
on one breath ……. and 
bring my attention back to 
this person who is coming 
to me because of a problem 
they want help with.

(continued)
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 self-compassion skill rather than an exclusive focus on the patient. Practicing in 
this way has three components: intention, attitude, and awareness. The intention is 
to focus on ourselves and the patient at the same time. The attitude is one of com-
passion toward both ourselves and our patient. Awareness is what allows us to keep 
this broad focus and to catch ourselves when it narrows down or wanders. This skill 
of “awarenessing” can be learned by formal and informal meditation practices, 
group work, and writing and journaling exercises [14], and we believe in the future 
it will come to be seen as an essential clinical skill for all health care practitioners 
who wish to practice compassionate whole person care.
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Mindfulness

‘Being mindful’ implies that the mind is full. “Full of what?” one may ask. 
Awareness of what is occurring in the present moment within one’s self (e.g., recall-
ing a previous encounter with the upcoming patient; feeling tired) as well as of 
others (e.g., noticing that the patient enters the examination room leaning on a 
cane), and the setting (e.g., a waiting room full of patients). Mindfulness involves 
specific attitudes such as “openness” toward what is happening, curiosity, patience, 
perceptual clarity, and the complementary abilities of focusing and shifting atten-
tion. In the context of medical practice, mindfulness has the potential to foster 
healing [1]; how this may occur and its application to the twenty-first century health 
care paradigm described in this book are considered in this chapter. Given that 
mindfulness is an innate universal human capacity that allows for clear thinking and 
open-heartedness, it fits the overarching goal in medical practice to cure disease 
when possible and alleviate suffering in a compassionate manner.

Mindful Practitioners

The McGill University Medical School new curriculum was launched in 2005; it sys-
tematically teaches professionalism and healing throughout the 4-year undergraduate 
program [2]. When examining this ‘Physicianship’ program – which focuses on 
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clinical observation skills, attentive listening, clinical reasoning, self-reflection, 
bioethics, and communication that takes into consideration the “social contract” – it is 
evident that being mindful would further this approach to clinical practice. For exam-
ple, when fully present in the moment, with an open, curious mind, one can listen 
attentively to patients’ accounts of who they are, what brings them to a particular 
encounter, and why they believe they are sick. The physician will hear and see clearly 
the patient through spoken words, “paralanguage” (e.g., tone of voice, pitch, etc.) as 
well as body language. The patient is likely to feel “heard,” validated, and understood. 
As mentioned in the first chapter, the health care practitioner’s open-minded presence 
with the patient in the context of medical expertise is like a master key that opens many 
locks.

Self-Compassion: Taking Care of the Self To Take Care of Others

In order for a health care professional to possess and use this key effectively she/he 
must first know and accept herself/himself deeply. Research has shown that those 
who are self-critical tend to be so with others as well, including their patients. When 
one can experience the full range of human expression within oneself – including 
joy and sorrow, strength, and weakness – one touches on the essential human condi-
tion. From here one can relate to others with authenticity. When one includes oneself 
on the roster of those deserving of being cared for, stress and burnout are more likely 
to be prevented or dealt with. However, health care professionals often neglect to 
include self-care on their lengthy ‘to do’ lists. Acts such as taking a vacation, exer-
cising regularly, or enjoying an evening out with friends are often viewed as suffi-
cient. The notion of self-care is much more than these ‘time out’ types of activities, 
and it is distinct from selfishness. In the Mindfulness-Based Medical Practice course 
that we teach, we hear narratives describing the extent to which physicians omit 
themselves from the wellness equation. This is often rationalized through references 
to an altruistic sense of duty, severe time constraints, and the “culture of medicine,” 
which has little tolerance for “weakness.” Nonetheless, when we explore the nega-
tive consequences of not making space for themselves in their lives such as emo-
tional exhaustion, depersonalization, early retirement, or health problems, it becomes 
clear that being kind to oneself is a necessity rather than luxury.

Training Health Care Professionals How to Practice Mindfully [3]

Epstein, a physician at the University of Rochester School of Medicine and Dentistry, 
has written eloquently and extensively [4–6] on how to teach mindfulness to medical 
students and physicians. A recent study by Krasner et al. [7] examined an intensive 
education program for 70 family physicians, which included didactic material on 
burnout and meaning in medicine, mindfulness, narrative, and appreciative inquiry 
exercises. The authors reported short-term and sustained improvements in well-being 
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and attitudes associated with patient-centered care. Furthermore, increases in 
 mindfulness were significantly correlated with decreases in burnout and distress, as 
well as enhanced empathy toward patients. These promising findings are consistent 
with a study conducted at Monash University in Australia with medical students, all of 
whom took a Health Enhancement Program as part of the required core  curriculum 
[8]. With mindfulness training, the students were less distressed even during exam 
 periods following the program. We have found similar improvements with medical 
students taking the “Mindful Medical Practice” elective at McGill University, with 
significant reductions in stress (despite being matched to resident programs at the 
time when the survey was completed), as well as increases in mindfulness and self-
compassion. Other medical schools such as Jefferson Medical College [9], University 
of Massachusetts Medical School, the University of Arizona Medical School in 
USA, and Dalhousie School of Dentistry in Canada have also integrated mindfulness 
practices in their training programs of Medicine and Dentistry.

Mindful Patients

While the spotlight on professionalism emphasizes health care providers’ charac-
teristics, duties, and functions, there is another important factor that should not be 
overlooked: the patient. In the past 25 years, the roles of physicians and patients 
have shifted in terms of power and responsibilities. While physicians used to make 
decisions unilaterally, now they are less paternalistic, patients are more likely to 
voice their preferences, and other germane (often unacknowledged) influences 
(e.g., the patient’s culture, information from the Internet, and advertising directed 
at both parties) are “in the room.” Along with these changing dynamics, patients 
and physicians need to collaborate and negotiate treatment plans for mutually 
agreed upon goals to be reached.

Given what research has shown about the effects of stress on physical and men-
tal health, as well as the critical role lifestyle plays on development and exacerba-
tion of various chronic illnesses, patients’ mindfulness matters. How? Here is an 
example. A 50-year-old man notices that he is out of breath when climbing stairs, 
fatigues easily, and has frequent heart palpitations. When he visits his family doc-
tor, he describes what he is experiencing, when things began to change, what 
improves or worsens these symptoms. In other words, he must know (i.e., be aware 
of) and be able to communicate his direct experience effectively, i.e., the quality, 
intensity, and frequency of the symptoms. His attitude toward these symptoms 
may be noteworthy. Is he in denial of the potential seriousness of the problem? Or 
is he very worried? Equally as important, the physician needs to ask about relevant 
factors, such as overtime work hours or use of over-the-counter medications and/
or complementary therapies. Perhaps the patient has comorbid conditions, such as 
hypertension or diabetes. This is all part of the complex picture that directs deci-
sions regarding the best course to take. Medical practice in the twentieth century 
often missed the critical role that patients played in their own health. Rather than 
be passive recipients of care, they must engage in self-care activities (e.g., eat well, 
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exercise, get enough sleep, not smoke, drink with moderation, etc.). Moreover, 
they need to adhere to medical recommendations especially if the disease is com-
plex requiring multidisciplinary directives (e.g., changes in diet, exercise, as well 
as insulin injections, and attending regular health care visits for a diabetic 
patient).

Several programs that teach patients how to be mindful have been developed 
over the past 25 years. One well-known program, Mindfulness-Based Stress 
Reduction (MBSR), was developed at the University of Massachusetts Medical 
Center [10]. In this structured 8-week group program, patients with various ill-
nesses (e.g., cancer, chronic pain, and autoimmune disorders) meet for 2.5 h/week 
to learn how to be mindful and manage stress better. Patients practice various forms 
of meditation together and on their own to learn to respond rather than react to ill-
ness, symptoms, and other difficulties in their lives. During the group meetings, 
they share how practicing meditation and taking better care of themselves influence 
their symptoms and their lives. This program has been adapted to meet the needs 
of depressed patients (Mindfulness-Based Cognitive Therapy), those suffering from 
alcohol and substance abuse (Mindfulness-Based Relapse Prevention) and eating 
disorders (Mindfulness-Based Eating Awareness Training). It is taught around the 
globe in more than 250 centers. Studies (cohort and randomized clinical trials) have 
consistently demonstrated reductions in distress, physical symptoms, and increases 
in patients’ quality of life after participation in this program [11].

Mindful Medical Encounters

Dr. Ofri: A physician in action [12] (The bold in the quoted text are those elements 
of this account of one doctor’s experience with a patient that illustrate mindfulness 
in medical action.).

“After they’d left, I saw that Mrs. Uddin was already waiting for me, and I knew 
I’d never get through the morning session. Whoever invented the fifteen-minute 
patient slot had never met Nazma Uddin. Mrs. Uddin – a heavyset woman from 
Bangladesh – always had a thousand complaints, endless aches and pains, never-
ending misery. Today she was wearing her usual dark blue heavy polyester robe, 
head scarf, and veil. Only her eyes and forehead were visible. But when I closed 
the door, she immediately unsnapped the veil, and we smiled sympathetically at 
each other, gearing ourselves up for the inevitable frustrations that lay ahead. At 
this point in our relationship, however, a visit with her did not unnerve me. But it 
hadn’t always been that way. She used to be my torment.

I had become Mrs. Uddin’s doctor eight years before. She was only thirty-five 
years old, but she’d seemed so aged and infirm that it shocked me to see that we 
were the same age. Each visit was an endless litany of hiccups, headaches, shin 
pains, stomach pains, ear pains, coccyx pains. Despite innumerable CT scans, 
blood tests, specialty consultations, cardiac stress tests, lung function tests, endos-
copies, and MRIs, there was nothing concrete I could find to explain her com-
plaints. No therapy I offered seemed to help. There was clearly a psychological 



737 Mindfulness and Whole Person Care

element to her condition, but she never followed through with referrals to 
psychiatrists or trials of antidepressant medications. She had some amorphous 
blend of chronic pain syndrome, osteoarthritis, fibromyalgia, depression, dyspepsia, 
somatization disorder, migraines, stress- all of which I treated. But nothing ever got 
better. I dreaded her visits.

In those years, Mrs. Uddin always brought along her young daughter, Azina…
I was annoyed that Mrs. Uddin kept Azina out of school for these appointments. 

I was exasperated by her extravagant overuse of the medical system. I always felt 
as if I were going to drown in Mrs. Uddin’s unremitting complaints, as though she 
were deliberately trying to torture me with her unsolvable issues. If I didn’t con-
trol my feelings, my mind would spin with frustration, perseverating about how 
much I hated the whine in her voice, hated seeing her name on my roster, hated the 
fact that she’d emigrated thousands of miles from some random village in 
Bangladesh and somehow managed to end up in my clinic with her intractable and 
dispiriting complaints. And especially how I hated that stultifying veil.

The tension between us finally broke one day when Azina piped up and asked if 
we were done yet because she wanted to get back to school in time for recess. The 
shock of her own voice and her own words was like ice water. I realized that I had 
slipped too far in my own irrational feelings, that my anger was flagrantly 
displaced, and that I had lost all sense of the humanity of my patient and her 
daughter.

Azina quietly told me what it was like at home with a mother who was depressed 
and in pain, how the burden of caring for her mother and the family had fallen on 
her shoulders, how she ached to just worry about homework, like the rest of the 
fifth-graders. This revelation open my eyes and helped me regain my empathy – 
and energy – for Mrs. Uddin. After that, I no longer saw Mrs. Uddin as a torment; 
Azina had cured me of that.

Today Mrs. Uddin was here with her usual complaints, none of which had 
changed – or progressed – since we first met. Over the years, we’d acquired a 
familiarity with each other’s quirks, and in some ways we felt like an old married 
couple… Our visits still ran generously over the allotted fifteen minutes, but I no 
longer felt angry…

I still had my own personal discomfort with the concept of the veil. The 
theme of finding women’s bodies and sexuality threatening, something that needed 
to be controlled, seemed to be a commonality in so many cultures. My children 
were still young, but at some point they’d notice that in Orthodox Judaism, women 
had to sit behind a barrier in the synagogue… However, I recognized that many 
Muslim women chose the veil… Still I needed to keep my political and feminist 
concerns out of my individual encounters with women who wore the veil…

I didn’t have any solutions for Mrs. Uddin today, but the very act of unloading her 
concerns seemed to relax her. I offered my sympathy for her pains. I suggested 
that we try physical therapy again. I reminded her that weight loss would help her 
aching knees. I recommended that she consider acupuncture – she’d always been leery 
about that one – and I refilled her panoply of prescriptions. I convinced her to give the 
antidepressants another try. She assented this time, but I knew there was only a fifty-
fifty chance that she’d take them.
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She snapped her veil back on and stood to go. We gave each other a hug, as we 
always did now. We had a lot of years behind us, and it was clear that we had a lot 
ahead of us too.”

What is apparent as Dr. Ofri contends with what some may label as “a difficult 
patient” is the doctor’s awareness of herself, the other, and the context. She is hon-
est with herself about the strong negative emotions that arise in her. She is cogni-
zant that the patient likely has psychosocial problems that contribute to her 
numerous conditions. Dr. Ofri acknowledges her own religious and cultural views 
and recognizes how these may impact her relationship with a woman similar in age 
but very distant from her own background culturally and geographically. By accept-
ing all of her own thoughts and feelings, however unpleasant they may be, she is 
able to open up to this other human being, so different from her, and tap into her 
reserve of compassion. By giving her care when there is no cure, she invites the 
patient to unburden herself. In the end, these two women hug each other with 
warmth, knowing that they will meet again and do what patients and physicians 
have done together for centuries.

Do all doctors practice like this? Should they? How did Dr. Ofri learn to be like 
this? Is it simply a reflection of her personality, emotional intelligence, upbringing or 
culture? In our research with health care professionals who took our Mindfulness-
Based Medical Practice program, we found that after the program there were 
improvements on depressive symptoms, perceived stress, mindfulness, and self-
compassion [13]. Significant increases were observed on the environmental mastery 
subscale of the Ryff-Well-Being Scale as well as the self-kindness, common human-
ity, and isolation subscales of the Neff Self-Compassion scale. A formal test of mod-
eration was conducted to explore whether mindfulness moderates the relationship 
between stress and wellness. Mindfulness predicted wellness positively (R = 0.35, 
p < 0.01), while stress demonstrated a negative effect on wellness ( b = −0.62, p < 0.00). 
A significant moderation effect was observed in the interaction effect; as mindfulness 
increased, stress had less of a negative impact upon wellness ( b = −0.04, p < 0.01). 
Out of the 51 participants who were in the quantitative phase of the study, a subgroup 
of 26 (13 each year) took part in focus group interviews after the Mindfulness-Based 
Medical Practice program. Preliminary results suggest that participants experience 
the program as enhancing their ability to observe, tolerate, and regulate emotions, 
particularly anger and sadness. Other recurrent themes included an increased willing-
ness to set time aside for self-care practices. Mindfulness was frequently described as 
a tool to improve listening skills and presence in the face of organizational challenges 
associated with time pressures and heavy patient loads.

Multidisciplinary Teams

Patients in the twenty-first century often have illnesses that require the services of 
various health care professionals. This can pose a problem from several standpoints. 
It requires patients to keep track of multiple appointments, recommendations, and 
navigate the medical system. Since communication between health care professionals 
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may not be optimal, patients need to inform their doctors about their procedures, 
results, and medications. This can be especially hard for the elderly and infirm, add-
ing another aspect of stress to the illness experience. Some are fortunate to have 
family members willing to help them, but for those who are isolated or have lan-
guage barriers such management can be overwhelming.

Furthermore, health care professionals work with ‘others’. While not readily 
acknowledged, a portion of stress in the medical system can be attributed to working 
with colleagues from the same and other disciplines. There is a fixed hierarchy in 
medicine both within (e.g., attending staff, residents, medical students) and between 
professionals (e.g., physicians, nurses, psychologists). Exchanges between these 
individuals may be limited or problematic. Multidisciplinary treatment is considered 
essential in many areas in medicine such as chronic pain, diabetes, and heart disease. 
Thus, communication must be effective and respectful between those who join in the 
common goal of helping patients cope with interventions and live with disease.

We have found that by giving 1-day workshops to a mixed group of health care 
professionals they gain insight into the ways others view situations, how misunder-
standings may occur, and how they may be resolved. For example, in one role play 
an emergency room (ER) doctor described an elderly male patient who refused a 
critical medical procedure and how he (the doctor) thought things began to unravel 
when a specialist was called in for a consultation. One workshop member played 
the patient, another was the ER doctor, and one was the specialist. While the spe-
cialist thought it essential to “convince” the patient to undergo an invasive test 
(using an authoritarian style), there was discord in the room. Unfortunately, no one 
had elicited from the patient why he had refused the procedure. The ER doctor 
expressed his anxiety about time passing and the patient’s condition worsening. 
Employing mindful communication skills taught in the workshop, these “actors” 
were able to experience what hindered effective collaboration and “replay” it until 
they reached a point in which all parties felt heard and respected. Moreover, the 
other workshop members observed this and all entered into a discussion about the 
process once the role play was completed.

Mindless Medical Encounters

Dr. Gawande in his book, Complications [14] describes “when good doctors go 
bad.” Just as an excerpt from Dr. Ofri’s book showed how effective mindful doctors 
can be, the following, based on a real case, depicts how one doctor “lost his mind” 
with disastrous consequences for his patients. “Dr. Goodman” (a fictional name) 
had been a well-respected surgeon before losing his privilege to practice medicine. 
(The bolded text emphasizes his difficulties.)

“Mrs. D was twenty-eight years old, a mother of two, and the wife of… She had 
originally come to Goodman about a painless but persistent fluid swelling in her 
knee. He had advised surgery, and she had agreed to it. The week before, he had 
done an operation to remove the fluid. But now, the assistant reported, she was 
back; she felt feverish and ill, and her knee was red, hot, and tender. When he put 
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a needle to the joint, foul-smelling pus came out. What should he [the assistant] do? 
It was clear from the description that the woman was suffering from a disastrous 
infection, that she had to have the knee opened and drained as soon as possible. But 
Goodman was busy, and he never considered the idea. He didn’t bring her to the 
hospital. He didn’t go to see her. He didn’t even have a colleague see her. ‘Send her 
out on oral antibiotics’, he said. The assistant expressed some doubt, to which 
Goodman responded, ‘Ah, she’s just a whiner.’

He used to enjoy being in the operating room, fixing people. After a while though, 
it seemed that the only thing he thought about was getting through all of his 
patients as quickly as possible. … He was far busier than any of his partners, and 
that fact increasingly became, in his mind, a key measure of his worth…he became 
fixated on his status as the No. 1 booker. His sense of himself as a professional also 
make him unwilling to turn people away…Yet, no matter what he did to keep up, 
unforeseen difficulties arose – a delay in getting a room ready, an unexpected prob-
lem in an operation. Over time, he came to find the snags unbearable.”

When dismissed by his hospital, Dr. Goodman could not comprehend what went 
wrong. Later, he was evaluated for burnout and treated for major depression. Before 
this expulsion, many of his patients were injured, some permanently. From a mind-
ful whole person care perspective, Dr. Goodman’s failure to work a reasonable 
number of hours (he clocked 80–100 h per week in the last decade of his working 
life), his attitude towards patients, his sense of himself (“I am what I do”), and his 
orientation toward fixing rather than helping patients to heal all contributed to a 
mindless practice that spun out of control.

High Stakes of Not Being Fully Present: The Evidence

There is an emerging literature on medical students’, residents’, and physicians’ 
burnout and depression that indicates that unwell physicians have a negative impact 
on patient outcomes [15]. In one cross-sectional study, residents who scored high on 
a burnout scale self-reported providing at least one type of suboptimal care [16]. 
Importantly, Halbesleben and Rathert [17] found that the depersonalization aspect of 
burnout was associated with patient outcomes of lower satisfaction, and longer post-
discharge recovery time. Burnout in medical students gradually develops over the 
course of medical education, with a prevalence of a moderate to high degree of burn-
out in years 1, 2, 3 as 22, 37, and 41%, respectively [18]. If future physicians can 
learn to cope early on with the stressors inherent in the practice of their profession 
both the healers and those they treat may benefit [19]. For example, Jones et al. [20], 
in a series of studies, showed that the introduction of stress management courses in 
hospitals reduced medication errors and malpractice claims. While more evidence is 
needed linking burnout to patient outcomes, such serious implications compel us not 
to wait until things get worse. We at McGill Programs in whole person care believe 
that what is missing is a paradigm that works in the context of twenty-first century 
medical education and practice.
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Mindful Health Care Delivery in the Twenty-First Century

“How, in the face of the constant seeming wild dance of the reality of the stimuli 
bombarding the system from subsystems and suprasystems, does one separate 
information from noise, make sense of one’s world?” [21]. This may sound like an 
apt description of an ER, but it was written by Antonovsky, a medical sociologist. 
If one were the patient being rushed into hospital, what would the experience be 
like? If one were the nurse conducting the triage, what may she notice about her 
encounter with the patient near the end of her 12-h shift? While he did not use the 
term “mindfulness,” Antonovsky wrote about the importance of maintaining a 
“sense of coherence” in one’s life. He purported that this sense of coherence stems 
from viewing life as comprehensible, manageable, and meaningful. He noted that 
individuals with a strong a sense of coherence coped well with stress. Clearly, both 
patients and their health care providers need to find their way through the maze we 
call the health care system.

What we are proposing is a radical change in the culture of medicine, which 
currently is ‘ailing’ [22, 23]. Chronic stress coupled with social changes and con-
siderable changes in the organization and delivery of health services have taken 
their toll. Burnout and distress may negatively impact career trajectories (e.g., 
choice of specialty, early retirement). Our society cannot afford to lose its highly 
trained workforce. It is in the public interest to prevent burnout in health care pro-
viders. Achieving this will require a fine balance given that an important aspect of 
professionalism is altruism. Solutions need to take into account the social context 
as professionalism exists within the dynamic interplay of system actors, system 
structures, and broader environmental influences [24].

When we teach mindfulness to patients and health care professionals we are, in 
essence, helping them find meaning, change reactive patterns, and be able to manage 
whatever occurs in life. In a study that included 83 patients with various chronic 
illnesses, we found that increases in mindfulness was significantly correlated with 
increases in total sense of coherence (r = 0.54, p < 0.0001) at the end of the 8-week 
MBSR program [25]. This shows that both mindfulness and sense of coherence can 
be cultivated and that they positively influence each other.

Participatory Medicine

Mindfulness allows for a trusting relationship to emerge between the physician, 
nurse, or other health care provider and the patient. This, we contend, is the ‘space’ 
in which healing can take place; the physician accompanies the patient on the journey 
toward wholeness, even when no cure is possible. She/he invites the patient to 
approach the illness experience in a deeper way, exploring its meaning and opportu-
nities. This is accomplished through what we call an “analogic” form of communi-
cation. In addition to the words spoken, the physician’s genuine concern for the 



78 P.L. Dobkin

patient is shown through his or her posture, gestures, facial expression, voice inflection, 
sequence, rhythm, and cadence in speech. Knowing when to be silent, when to allow 
time for integration of information, when to gently touch the person tells a patient 
that he/she is not abandoned to his/her fate. Being present in this way provides a 
safety zone in which the dark side of illness can be explored: the fears, losses and 
implications. When the health care professional accepts the “wounded healer” role 
(i.e., his/her own humanity), then it is possible to open to the patient’s suffering in a 
way that is meaningful. To do so, she/he must be able to tolerate uncertainties, strong 
emotions and address existential questions. This is not about “bedside manners”; 
rather, it is empathy in action. Herein lies the heart of medicine.

Kabat-Zinn [26] wrote eloquently about “participatory medicine” in the context of 
rehabilitation. He noted that for a patient to be restored to good health and function 
he needs to be “reenabled” i.e., learn to live fully in one’s body, being, and life – in 
whatever state it is now – and accept personal agency for it. He states, “This embodied 
attention, this consciousness in the body, this willingness to work at the boundaries 
of what makes an intentional effort to be with, accept, and work with things as they 
are is a condition of body and mind known as mindfulness” [26]. Yet, the patient 
cannot do this work alone. It requires an equal degree of mindfulness on the part of 
treating professional, who applies knowledge, carries out procedures, prescribes 
medicines while remaining sensitive to the patient’s response to these interventions.

Figure 7.1 seen below shows numerous factors that need to be kept in mind when 
a patient seeks treatment for a disease or illness. There are three intersecting fore-
ground elements: the health care professional, the patient/person, and the disease. 
These are embedded in two overlapping “contexts”: the medical and social systems. 
In the left circle is the health care professional who arrives with her/his professional 
experiences and personal history. She/he meets the patient in “A,” encounters the 
patient and disease together in “B,” and the disease itself in “C.” “A” is a place where 
healing may be promoted. “B” is the intersection of the physician, patient, and dis-
ease; this is where curing may occur. “C” contains the health care professional’s “tool 
box” containing medical knowledge, procedures, diagnostic tests, surgery, and medi-
cations. The person, in the circle on the right, arrives with his/her genetic loading, 
psychosocial characteristics, personal and medical history as well as health-related 
behaviors. These will impact the disease in “D” (e.g., being overweight and smoking 
with coronary heart disease). Moreover, the patient/person approaches disease or 
illness with certain beliefs, expectations, and hopes. Some call this the placebo effect 
(with negative cognitions or emotions it would be a “nocebo” effect).

The picture would be incomplete, however, if we did not take into account the 
context as well. Clearly, the medical system with its structure and processes impact 
both the health care professional and the patient directly and indirectly. For 
instance, if a patient has to wait a month to see her family physician to get a referral 
for a rheumatologist, then wait another 5 months to meet that doctor, and then 
another month for laboratory results to be given to her, the window of opportunity 
to start medication in a timely manner may be missed. Keeping this hypothetical 
case in mind, suppose the patient comes from a culture that values stoicism and the 
patient has endured painful joints for some time before finally agreeing with her 
adult children that it would be a good idea to let the family doctor know that it is 
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Fig. 7.1 A clinical encounter

becoming hard to open jars and sleep through the night due to pain. In this case, the 
delay is much more that the 6–7 months due to access issues. This may very well 
contribute to disability and disease progression.

To approach all this from a mindful perspective, the doctor may open a dialogue 
with the patient that includes both the medical aspects of arthritis care and coping 
strategies that the patient may find useful to live as fully as possible with the dis-
ease. The patient, in turn, needs to take responsibility by engaging in self-care 
behaviors (e.g., exercise, adhere to medications). While it may not be possible to 
change the cultures of medicine or society, one could acknowledge how they either 
promote health and well-being or hinder it, and work with them or around them as 
best as the situation allows.

Mindfulness in the Health Care Setting

To our knowledge, the concept of a “mindful health care setting” is just that: 
a concept (some may say a flight of fancy). Yet, the Canadian Medical 
Association (CMA) published a policy paper a decade ago on physician health 
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and well-being stating “physicians need to manage professional and personal 
stress to maintain their own health and well-being and to maximize their ability 
to provide quality health care to their patients” [27]. For this idea to move from 
policy to practice, the setting must accommodate it. Mindful medical practice 
can be effective, evidence-based, and acceptable to physicians from a wide range 
of cultural backgrounds. It would build on rather than conflict with current 
practices. A successfully developed approach would commence in medical 
school, continue in residency training, and recur throughout the physician’s 
career. Thus, there would not be a “disconnect” between the values and practices 
inherent in the care of patients.

Ruff and Mackenzie [28] wrote a policy paper concerning the role of mindful-
ness in health care reform. While this editorial is oriented toward the American 
health care system, many of its ideas can be applied to other jurisdictions, such as 
Canada, that offer universal health care to their citizens. The review examines what 
drives health care costs up, such as advances in technology, administrative prac-
tices, and the aging population. The authors note that by leveraging preventive 
medicine there is a humane solution. They underscore the relative neglect of low-
tech strategies to promote health and prevent disease. Ruff and Mackenzie empha-
size, as I do in this chapter, the importance of patients taking a proactive stance. 
The review highlights how mind–body interventions (e.g., meditation, use of 
guided imagery prior to surgery, massage for premature infants) are associated with 
cost savings. This is especially relevant to the growing number of patients living 
relatively long lives with various chronic conditions, such as renal disease, cancer, 
diabetes, and chronic pain. Finally, the authors also acknowledge the importance 
of mindful practitioners for the reasons previously summarized. Not only would 
acting in this way benefit the caregivers but also when they, in turn, recommend 
such approaches to patients they may do so in a credible and convincing manner.

Barriers to Mindfulness and Whole Person Care  
in the Twenty-First Century and Overcoming Them

The first potential barrier that appears to prohibit being mindful in medical practice 
is time. This idea is based on a misconception of what mindfulness entails. It is not 
what one does, but how one is that matters. As noted in Chap. 1, Dr. Hutchinson’s 
time spent with his patient was less than 1 h over 2 years, but it made a significant 
difference in the patient’s experience. Rather than be distracted, he was with her 
and attended to her needs fully. Notably, mindfulness is the antithesis of multitask-
ing. This statement may lead one to conclude that it, therefore, cannot fit in a setting 
in which phones ring, beepers beep, monitors’ alarms are activated, and personnel 
is burdened by paperwork. Yet, if one does one’s work with full attention, it may 
be time-efficient in that fewer errors are made and necessary tasks get done, one 
after the other.
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A second barrier is that training does not emphasize this aspect of clinical 
 practice. Dr. Hutchinson and I have initiated Mindful Medical Practice workshops 
and more extensive programs to fill this gap. While we do not receive funding from 
the medical school, we are supported indirectly (e.g., office space) and our work is 
gaining momentum. Other medical schools have also found creative solutions to 
teaching mindfulness in the interest of providing integrated whole person care.

Third, the medical setting’s house staff may not “buy in” to the idea that well-
ness in practitioners is crucial for patient care and that mindfulness helps a doctor 
stay well. They may fail to model the “art of medicine” in which caring is viewed 
as important as curing. Senior staff may inadvertently teach medical students and 
residents that getting the job done first and foremost as quickly as possible is what 
is most valued when practicing the “science of medicine.” Then, even the most 
sincere trainee may set aside his/her views and feelings to conform to the setting 
demands.

A fourth barrier results from “top-down” decision making that does not involve 
employees directly. Studies pertaining to job stress and burnout consistently show 
that dictating schedules, heavy paperwork loads, imperfect computer systems, and 
limited autonomy contribute to job dissatisfaction. If administrators do not include 
those most affected by their decisions, all are likely to be negatively impacted. 
Thus, it is recommended that a standing “Wellness Committee” pertaining to 
 optimizing work conditions that prevent burnout and dissatisfaction be formed and 
supported in medical settings. A new culture in which wellness is promoted can 
result in a win-win-win situation: health care providers, their patients, and the 
 system may all reap the benefits.
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If clinical medicine is, at least in part, the art of human interactions, then words 
are its stock in trade. The words we use form the mental models of our lived 
worlds and shape our perceptions, understandings, and meanings. Given the power 
of language to bend our thoughts and minds, it is hardly a surprise to discover the 
influence of verbal interactions on our affect, mindset, and physical and mental 
well being. Mother’s words shape the development of her infant’s brain, and lack 
of verbal stimulation leaves traces visible to the neuropathologist. A comforting 
word can light up a face, and a voodoo curse can cause cramps in the guts of a 
believer. The language of the clinical setting can lead to effects and outcomes as 
potent as those following the administration of pharmacologic agents, yet the 
powerful agency of words in healing or wounding receives scant attention in 
contemporary medicine – there is no linguistic materia medica in the library.

This is all the more surprising given the recurrent finding that “being listened to” 
is at the top of the lists of needs articulated by patients, and “the capacity to listen” 
is in their descriptions of the ideal physician, landing well above technical compe-
tence [2]. Perhaps correctly, patients presume their physicians have the competence 
to practice yet perceive that appropriate clinical communication skills are less com-
mon. This chapter explores the use of words in the clinical encounter with an 
emphasis on their meanings and impact. One might well describe this as “medical 
linguistics,” a subset of sociolinguistics and a new field of study!

A. Fuks (*) 
Professor of Medicine, McGill University, 3647 Peel Street, Montreal, QC H3A 1X1, Canada 
e-mail: abraham.fuks@mcgill.ca

Chapter 8
Healing, Wounding, and the Language  
of Medicine

Abraham Fuks 

Every patient needs mouth-to-mouth resuscitation, for talk is 
the kiss of life.

Anatole Broyard [1].
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Whose Words?

The first question we need to address is “whose words do we have in mind?” We 
naturally think of the words spoken by the caregivers, while forgetting that patients 
ask to be listened to, not spoken to – a reminder that attending physicians can be 
understood to mean, those who listen to their patients (from the Latin, attendere, 
“give heed to”). The opportunity for a patient to share his/her fears, anxieties, and 
uncertainties in facing the threatening, as yet unclear, implications of an illness is the 
first step in the construction of the relationship that will entwine the patient and physi-
cian and that can become the arena for trust and healing. Indeed, the various forms of 
psychotherapy in both traditional and contemporary psychiatry revolve around the 
story told by the patient, sometimes developed over many years of treatment. Equally 
familiar is the refrain, “all we did was talk, and I feel better already” cited by count-
less patients after a single clinical encounter. Though it is not clear how such a “talk-
ing cure” provides its benefits, it seems recurrently demonstrated that the attitude, 
mindset, and behavior of the listener are significant in this regard. It is likely that the 
patient finds solace in sharing the facts of the illness as he/she understands them and, 
through talk, extends a feeler into the darkness to decipher the import of his/her 
symptoms. Through talk, the patient constructs a plausible story of his/her illness and 
looks to the physician to help “name” the illness through diagnosis. The physician’s 
role in this arena is multifold. He must first learn to listen attentively, without inter-
ruption, and thereby signal to the patient a readiness to enter into the partnership that 
constitutes the clinical dyad. To quote John Scott, who identified a series of attributes 
of physician-healers, “It [healing] resides neither in the doctor nor the patient, but in 
the space created by the network of relationships that enfold both doctor and patient” 
[3]. Second, the physician must learn to listen to silence and determine whether that 
signals anger, grief, or dementia. Drawing out an uncommunicative patient is a skill 
that requires a great deal of experience for mastery. Finally, the initial words of the 
patient provide strong clues to the role that the patient needs the physician to play in 
the particular clinical event. A skilled clinician expressed this idea as follows:

Is this a story of shame and they need you to listen? Is this a story of fear and they need you 
to be there with them? Is this a story of blame…or self-blame and they need to hear that it 
wasn’t their fault? I mean, what is the story? So what role do they need you to be in? [4]

Playing an interlocutor’s role that the patient requires presumes a level of attunement 
based on a practiced combination of active listening and emotional mindfulness – a 
capacity to “hear” the ideas behind the words, to decode the semiotics of the body, 
and to interpret the hermeneutics of silences.

A Half-Word to the Wise

A wonderful example of the effect of altering a single, apparently innocent, quali-
fier is available in the work by Heritage et al. carried out in offices of community-
based physicians. The physicians were randomized to ask one of the two following 
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questions once the initial history had been discussed with the patient: “Is there 
anything else you want to address in the visit today?” or “Is there something else 
you want to address in the visit today?” The readout was a measure of the extent to 
which patients shared concerns noted in previsit questionnaires but not yet 
expressed during the visit (unmet concerns). The “something” question elicited 
positive responses in 90% of instances and revealed 78% of unmet concerns, 
whereas the “anything” question elicited positive responses in 53% of instances and 
revealed no additional concerns beyond those presented by patients in a control 
group who had no research-driven question posed to them [5]. Thus, the use of the 
qualifier some (but not any) was a useful trigger in inducing patients to bring for-
ward issues that were troubling them prior to the visit. Of note, the “something” 
question did not lead to longer visits yet arguably led to improved communication 
and perhaps greater patient satisfaction, though this was not measured. What is of 
interest to us is the reason for the differences in responses. The authors note that the 
word any has negative polarity and tends to be used in interrogatory forms for 
which a “no” response is expected. Whatever the sociolinguistic mechanism, this 
work certainly makes the point that a single word (or part of a word) can have an 
enormous clinical impact, and physicians must be aware of the importance of seem-
ingly innocent choices.

(Almost) An Hour of Healing

The impact of talking with a patient and the power of words as a vehicle for recog-
nition, attention, and clinical improvement are evident from a series of experiments 
conducted by Kaptchuk et al. [6] to decipher the components of the placebo effect. 
A group of patients with irritable bowel syndrome were randomized to one of three 
interventions: a waiting list group (also served as control group), sham acupuncture 
(six sessions over a 3 week period), or sham acupuncture (as above) with the addi-
tion of a 45-min structured interaction between the patient and the acupuncturist 
practitioner. This included a discussion of the patient’s symptoms, his understand-
ing of his illness as well as stipulated behavioral requirements for the practitioner 
of active listening, an articulation of empathy, and the transmission of a sense of 
confidence in the efficacy of acupuncture therapy. Improvements in symptom 
scores and quality-of-life indices were noted in all three groups after 3 and 6 weeks 
(compared to baseline measures). However, the degree of improvement showed an 
increasing trend line from the waiting list through the sham acupuncture group to 
the acupuncture plus interaction group. The latter group showed the greatest degree 
of improvement of the illness, and indeed, the trend followed the nature and the 
degree and intensity of interactions with the study team, that is, mere registration 
to a waiting list with its anticipation of future benefits is itself helpful. The actual 
interaction with practitioners who simply apply a sham therapy brings added ben-
efits, and the provision of a positive discussion and words of empathy and encour-
agement provide the greatest benefits. The trend lines suggested to the authors that 
the practitioner interaction is the most potent of the amalgam of effects and that the 
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percentage of patients in the third arm (ca. 60%) who demonstrated a beneficial 
clinical response is on the same order of magnitude seen in clinical trials of thera-
pies for IBS. The suggestion from this interesting trial is that the benefits of a so-
called placebo may reside in large part not in the pill and the ritual that attends its 
administration, but stems rather from the practitioner whose attention and words of 
support and confidence evince the requisite trust and belief by the patient whose 
own neurophysiologic mechanisms complete the cycle of improvement.

A Walking Placebo

These data open the door to the idea that all therapies, whether verum or placebo, 
are enabled or, at least, enhanced by the words of the practitioner who is the agent 
of caring and care. In fact, Benedetti et al. [7] have demonstrated the former, 
namely, the added benefit of open compared with the hidden administration of 
morphine for postoperative care. One group received the drug by machine admin-
istered infusion with no special announcement to the patient; the second group 
received the morphine by bedside infusion by a physician who informed the patient 
that a potent painkiller was being given. The pain suffered at 30 and 60 min after 
drug administration was significantly lower in the open administration group com-
pared to the hidden administration group. The effect was extended in an interesting 
direction in another experimental group in which the interruption of morphine 
administration was announced or not. Again, knowledge by the patient of the ces-
sation of the medication resulted in a more rapid recurrence of pain than in the 
second group in which the hidden interruption of medication permitted an extended 
therapeutic effect. There is no placebo in these trial designs, unless of course, we 
consider the physician a walking placebo (or nocebo) [8].

A highly cited paper that adds an interesting twist to the impact of the caregiver 
was carried out by Gracely et al. in a study of patients having dental extractions who 
were informed that they would be randomly assigned to receive placebo (saline), 
naloxone (an antagonist to narcotic agents), or fentanyl, a potent narcotic analgesic 
and that the pain levels, measured by questionnaire might increase, decrease, or not 
change. One subgroup of these individuals received their treatment and question-
naire administration from clinicians who were informed that their subjects would 
receive placebo or naloxone (PN group), and a second group received the same 
treatment and questionnaires from clinicians who were told they their patients 
would receive placebo or naloxone or fentanyl (PNF group). All drugs were admin-
istered double blind. At the end of 1 h, the members of the PN group who received 
placebo only reported an increase in pain while the members of the PNF group who 
received placebo only reported a decrease in pain – the two groups differed signifi-
cantly in pain reports at 1 h. Please note that the only empirical difference between 
these two groups is the knowledge of the clinician of the range of possible treat-
ments his subjects might receive. The clinicians did not know what treatments were 
actually given, and in these instances, it was placebo only in all subjects. And yet, 
the expectation of benefit (PNF group) or not (PN group) was somehow transmitted 
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to the subjects despite the double blind nature of the design. This is a wonderful 
demonstration that the clinician’s anticipation of benefit can induce a similar expec-
tation in the patient through some subtle verbal or behavioral cues [9]. Thus, the 
power of words and language can be exceptionally cryptic and hidden yet transmis-
sible all the same to the patient who can either be healed or harmed by verbal or 
body language, depending on the intent, mindset, and behavior of the clinician.

Soft Talk and Big Sticks

Caregivers often use innocent phrases to support patients and provide soothing 
words of concern. How often do we say, “This won’t hurt a bit” or “It will feel like 
a bee sting,” when about to administer an injection. The effect of such words 
was assessed by Lang et al. [10] in a study of interactions between patients and 
caregivers prior to and during interventional radiological procedures. Warning the 
patient with respect to pain or other undesirable experiences resulted in greater pain 
and greater anxiety than simply stating that the procedure was about to start. 
Furthermore, sympathizing with the patient using language that refers to negative 
experiences did not affect pain measures but did increase levels of anxiety. This 
effect is described by the authors as the nocebo effect and may stem from a phe-
nomenon called negative affective priming, in which suggestions can produce the 
affect to which they refer, with even minimal input [11]. In fact, even the phrases, 
“you will feel no pain,” “here is a prescription for your pain medicine,” may evince 
paradoxical effects. This may be rather more common than suspected in medicine, 
where physicians may discuss side effects of medications, for example, even if to 
indicate how rare they are. Thus, words such as hurt, complication, pain, bleeding 
can be heard by the patient as expectations rather than rare occurrences.

An intriguing example of the import of a single word in healthcare education 
comes from a thesis project examining by interview the experiences of medical 
students in their third year of study and presented by Anna Romer for her doctoral 
work at Harvard University [12]. Romer noticed the recurrent use by the medical 
students of the word, “just,” as in “I just sat there” or “I just talked to her” as dep-
recating their own activity by contrast with the active interventions of the residents 
who might, after all, do things such as lumbar punctures, bone marrow aspirations, 
and prescribe chemotherapy. Thus, the students reflected their learned presump-
tions that talk is, especially if they listen, particularly passive, nonmedical, and 
devalued by their mentors. Some students noted that their golden opportunity to 
talk with patients would evaporate when they entered the “real world” of medicine 
as they had observed from role models that talking with patients varies inversely 
with ability to provide care, place in the hierarchy and importance of rank and 
status. What was most interesting was the students’ clear-eyed realization that 
what they are taught in classes on doctoring skills is often not supported, if not 
actively discouraged, when they reached the hospital wards. They learn quickly 
that the ability to reel off a differential diagnosis with arcane diseases receives 
more recognition and higher grades than their burgeoning “relational knowledge.” 
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As Romer notes in her discussion, “relational concerns are simultaneously idealized 
and devalued (just talk).” Despite these pressures, the students understood that 
these interludes of talking with patients were moments of healing. A major 
admonition to teachers of medicine is to remember the paraphrase of the old saw, 
“students learn what we practice, not what we preach.”

Silence is Golden

Hippocrates taught us to listen to the silences as well as the words. By that, he 
meant many things. Pauses, changes in breathing patterns, body shifts, paralan-
guage, facial expressions all communicate content and affect, and the skilled lis-
tener uses the silences to pay particular attention to these [13]. Silence can also 
mean that the patient is having difficulty in articulating a concern that may be laden 
with emotion and, indeed, may be particularly important. Hence, such silences 
must not be interrupted as they can be preludes to the most significant concern the 
patient is bringing to the particular encounter. Of course, silent pauses are spaces 
for reflection and can provide time for moments of mindfulness for the clinician.

Respect for silence is also a reminder that words must be measured and not 
abused, neither in number nor in kind. Is it possible to be too talkative? Is there such 
a thing as too much communication? The answer to this pair of questions stems 
from understanding that talk is not necessarily communicative. Some talk is mind-
less, at best. A study by McDaniel et al. [14] examined the frequency of physician 
self-disclosure in just over a hundred unannounced visits by standardized patients 
to primary care physicians; that is, how often did doctors talk about themselves? 
The researchers were “shocked” to find physicians talking about their own con-
cerns, illnesses, and families in a third of patient visits [15]. In fact, the conversa-
tion returned to a patient-centered concern only 21% of the time, and the evaluators 
estimated that 85% of such self-disclosures were not useful to the patient and the 
purpose of the visit. There was no apparent benefit to the patients from such revela-
tions by physicians of their own personal experiences.

Now, it may be the case that a physician can express a sense of understanding 
by noting, for example, that he too is a diabetic and forming a bond with the patient. 
However, this study reminds us that if we find ourselves talking instead of listening, 
and especially talking about ourselves, to be mindful of that and remember that we 
are there for the patient, not the converse.

Elderspeak: Geriatric Baby Talk

An interesting phenomenon that seems to accompany the growing numbers of indi-
viduals in our society over the age of 70 is the advent of elderspeak. In a word, this 
is the use of what would otherwise pass for baby talk in communicating with the 
frail, and not so frail, elderly. This form of speech is especially common in settings 
where older individuals require care, such as hospitals, nursing homes, and institutions 
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caring for those with dementia [16]. In some strange sense, once we provide care 
for those who are, like children, at least in part dependent, we use the same simpli-
fied word choice and syntax at both ends of the span of life. The examples are 
endless – dear, sweetie, young lady (for a woman of 68) – and the questions even 
more charming, e.g., the collective noun (How are we today?), check for compre-
hension (did you understand what I just told you?), directing the question to a son 
or daughter while ignoring the patient (please tell your father what I just told you), 
the breezy presumption of first name address (Hi, Mr. Bill!), and the quest for yes-
teryear (what did you used to be?). These forms of infantilizing discourse are very 
irritating and insulting to the elderly and undermine their sense of self-confidence 
and self-worth. Very few, if any, retirees find this language endearing or respectful. 
That alone would be a warning to change our mode of communication. However, 
the effects may be even more pernicious than at first thought.

A study of a patient with dementia in a nursing home demonstrated a correlation 
between the degree of elderspeak used in interacting with the patient and her “resis-
tiveness to care,” a measure of a series of behaviors that signal an aversive response 
to the interaction [17]. This initial finding was later replicated in a larger sample of 
20 patients studied in 80 encounters [18]. Thus, even in an individual whose cogni-
tive functions are diminished, the ability to distinguish between infantilizing and 
normal language appears to remain intact, and more significant, disrespectful lan-
guage may lead the person to resist an intervention intended to be helpful.

A second perspective on the impact of language felt by the elderly recipient to 
be demeaning is afforded by an interesting longitudinal study of aging by Levy 
et al. [19] in a sample of 660 persons. They found “that older individuals with more 
positive self-perceptions of aging....lived 7.5 years longer than those with less posi-
tive self-perceptions of aging.” This finding was a complement to a parallel longi-
tudinal assessment that demonstrated that functional health among the elderly over 
a two decade span was influenced by their self-perceptions of aging at the outset of 
the period [20]. Together, those aging persons who have positive attitudes and 
views about growing old do so in better health and live longer than their peers who 
have a negative outlook. The tantalizing (and depressing) conclusion is that by 
undermining elderly persons’ self-confidence and self-esteem by the use of elder-
speak, we can transform them to patients who need more care because of poorer 
functional health status, resist the care when it is offered, and have a shorter life 
expectancy. Whoever said “it’s only words” neglected the rich connections among 
social environment, mind, brain, and body!

The Gall Bladder in Room Six

Language can simultaneously shape our thoughts while revealing our mindsets and 
mental models. The words we choose to describe patients and diseases indicate a 
dramatic shift in the attention of the physician, that is, in what is important to him/
her. A traditional focus on the patient with illness has been supplanted by a substitu-
tion of the patient by the disease. This has occurred in a stepwise fashion in which 
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the first was the inordinate attention paid to diagnosis, in both the medical and 
popular imaginations. In medicine, the development of pathology and more precise 
imaging techniques permits physicians to use MRI machines to peer directly at 
disease processes so that patients have become transparent. An echocardiogram 
allows the cardiologist to examine the heart valves and diminishes the need for a 
stethoscope, which brought the doctor in direct physical contact with the patient. 
Now, a machine suffices, and the cardiologist examines computer screens and paper 
traces. This transition from person to disease was abetted by what Charles Rosenberg 
calls the “tyranny of diagnosis” [21], and indeed, the television heroes of the recent 
past are expert diagnosticians rather than inspired therapists. It is now presumed, 
and quite incorrectly, that once a diagnosis is established, treatment follows auto-
matically and successfully. Just as the technically adept surgeon is the role model 
on a surgical service, the diagnostic “star” is emulated on internal medicine wards. 
With the advent of an increasingly technologized medicine over the past 25 years, 
more of the doctor’s attention is channeled toward modalities that mediate between 
him/her and the patient, and less direct contact with the individual is evident in both 
inpatient and outpatient medicine. The effect of all these forces has been the reifica-
tion of disease, that is, a thing that stands by itself, rather than a process of illness 
that happens to a patient. As Levenstein et al. [22] have aptly noted, “In the process 
of differential diagnosis there is a well-tried clinical method for understanding 
diseases, but no equivalent method for understanding patients.” This, in turn, leads 
to a dissociation between the needs of physicians and those of patients, and these 
two partners in the clinical dyad now have different objectives, with the doctor 
developing a relationship to the disease which he intends to identify and eliminate, 
while the patient seeks attention, understanding, comfort, and a return to health. As 
expressed so aptly by Pauline Chen in her column in the New York Times, “…we 
see ourselves on opposite sides of a divide. There is this sense that we’re facing off 
with each other and we’re not working together. It’s a tragedy” [23].

A second step in this evolution is the disappearance of the patient and the met-
onymic substitution by the disease or the afflicted organ. Hence, the phrases heard 
on wards, “the gall bladder in room six,” or “the heart failure in the coronary care 
unit.” These habits are of course disrespectful and inconsonant with any sense of 
civility or dignity – they are also clinically dangerous as all attention is focused 
with laser like intensity on a single locus that may have little to do with the source 
of suffering afflicting the individual patient. And woe betide the patient who has no 
diagnostic label – he becomes either “a poor historian,” “idiopathic,” “nonspecific,” 
or one who simply disappears in a blind spot of clinicians who do not know what 
to call him/her and thus call him/her not at all.

Military Metaphors: Whose War Are We Fighting?

A clear indication of the reification of disease comes from the military metaphors 
that are so pervasive in the discourse of and about medicine [24]. We speak of the 
war on cancer, the battle against disease, the therapeutic armamentarium; we use 
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silver bullets, magic bullets, and targeted therapies; we eradicate, eliminate, destroy, 
and issue doctor’s orders. By turning disease into the enemy, we again emphasize 
its status as a “thing,” independent of the patient, and establish a new, though adver-
sarial, relationship between the protagonist physician and the disease. It is then a 
matter of an additional rhetorical and functional flourish to replace the patient with 
the disease. The doctor’s interlocutor is now the disease, and while the battle rages, 
the patient has become the battlefield, not even an ally. This substitution may 
explain the limited communication with the preoperative patient who has become a 
vessel bearing the disease and the field of combat onto which the surgeon leads his 
troops. Not by accident does the old term for operating room, the operating theater, 
foreshadow the twentieth-century phrase, theater of war.

In this construct, the patient as a counterparty who is recognized and respected 
disappears, and the lessons of attentive listening become mooted victims of a new 
social order in which bodies are scanned or probed to find the disease lurking in 
little corners, much like the devil in Presbyterian churches. Illness, the patient’s 
experience of being sick, is made irrelevant, and therapy is geared to extirpation. 
Diagnosis becomes agent-centered, not patient-centered, and public health is trans-
formed into a barrier to the immigration of strange foreign agents, SARS, for 
example.

The metaphors we use not only reflect our beliefs and the meaning we attach to 
the objects of our worlds, but they also shape our thoughts and by placing emphasis 
on one feature of an object may obliterate another. Hence, the celebration of diag-
nosis as an end in itself and the reification of disease turn the patient into an increas-
ingly passive object, one that is almost superfluous to the technologized physician. 
Indeed, the hierarchical structure of the medical team of a teaching hospital ward 
provides a perverse figure in which the “lower” on the team, the more likely you 
are to recognize the patient as an individual. Medical students report that they have 
much more contact with the patients they look after than the residents who in turn 
provide more hands on care than the attending staff. It seems that once you attain 
the status of a mature attending physician, you are able to provide care vicariously 
and perform the magic trick of patient-centered care while not ever seeing the 
actual person. Little wonder we speak of the hidden curriculum as a powerful 
teaching tool. Our students, thus, learn that the further a physician advances in 
training, the less he talks with patients [25]. Of course, this is in part the skewed 
perspective of inpatient medicine, but its influence is strong, as we have learnt in 
previous sections of this chapter.

Winners and Losers

The usual structure of the military metaphor is that physicians are engaged in fight-
ing the enemy disease. However, the advocacy for patient involvement in care has 
placed an additional burden on the shoulders of some patients by insisting that they 
fight whatever illness afflicts them. Two unintended consequences have followed in 
the wake of such an expectation. Some patients have elaborated a different mental 
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model of illness and healing that entails equilibrium and restoration of harmony and 
balance as the aims of medicine. Such individuals can become very upset by the 
aggressive language they hear from their caregivers and from friends and neighbors 
[26]. Even Lance Armstrong, a world-renowned athlete and cyclist who “fights his 
way” to the tops of French mountains and who might be expected to be quite com-
fortable with a military metaphor was in “shell shock” when confronted with the 
martial images and incendiary language of one oncologist to whom he was referred. 
He immediately left and sought care from a team with whom he could build a trust-
ing relationship.1 Another patient with cancer found the discourse of fighting and 
winning less than palatable. He had already experienced real war in Vietnam and 
“was not anxious to repeat anything closely resembling that.” Listen to this ques-
tion from a patient living with a malignancy and receiving chemotherapy, “But can 
you fight your disease and not yourself?” [27]. This person understood keenly what 
too many physicians have forgotten – disease cannot be psychologically removed 
from a patient’s body and mind and placed somewhere “out there” where it can be 
ignored, let alone fought without collateral damage. For that matter, patients are all 
too aware that when physicians take up arms against disease, the collateral damage 
is painful and many know stories of the casualties of “friendly fire.”

The second and more serious result of all the Web sites telling patients to fight 
and admonishing them to “think positively” is the entailed idea that winning the 
war (defeating the cancer) is only a matter of fighting hard enough. This in turn 
leads to the commonly expressed notion that so-and-so became “too tired to fight” 
and “gave up.” Obituaries are filled with descriptions of patients who were defeated 
“after a courageous battle.” Note the shift in agency: physicians are winners when 
things go well yet patients are losers when physicians cannot “win.” Sontag [28] 
describes aptly how the words of war can evolve into the language of guilt ascribed 
to patients.

When All Else Fails, Blame the Patient

The mindless statement too often heard in oncology settings is, “the patient failed 
chemotherapy.” What a peculiar syntax to express the fact that chemotherapy 
failed to help the patient! Why then do we use it? Why do we say, as Donnelly 
pointed out 25 years ago, that the patient “threw an embolus” or “dropped his blood 
pressure”? The language structure of the hospital and clinic assigns agency to the 
patient when things go awry. It creates a neat split that permits physicians to claim 
credit when treatment succeeds yet assign blame to patients when therapy fails or 
complications arise. This is of course not a self-conscious action or intent to disparage. 

1 Despite this, the Web site of the Lance Armstrong Foundation tells us to “Find out how you can 
get involved in the fight against cancer.”
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This interesting and widespread phenomenon is rooted in part in the military 
metaphors of medicine described above and the entailment of winners and losers. 
A second source is the advent of the modern pharmacopeia. When physicians select 
active therapeutic interventions, they thereby permit themselves to declare victory 
should the patient get better. However, to maintain the self-confidence needed to 
“fight another day” for the next patient, physicians have developed this linguistic 
mechanism of ascribing failure to patients. This takes many forms: poor historian, 
poor compliance, communication barrier, lack of will to live, lack of energy to 
fight, and as noted above, the patient gave up.2

These phrases demonstrate that we are far from a form of medical care in which 
patients are partners and respected as autonomous individuals. This evident lack of 
regard for our patients’ abilities to understand when we are clear in our explana-
tions, and their desires to live longer and well when we listen carefully to their 
hopes and dreams serves to undermine the doctor–patient dyadic relationship with-
out which medicine is bankrupt.

There are many studies of the barriers to clear communications between caregiv-
ers and patients that also document the deleterious consequences of such lapses. 
However, too many of them again conclude that patients are at fault in some fash-
ion. One recent example comes from a careful study by Engel et al. [29] who 
studied the ability of English-speaking patients to understand the information and 
instructions they received in an emergency room. They noted that “Seventy-eight 
percent of patients demonstrated deficient comprehension” and furthermore found 
that “most patients appear to be unaware of their lack of understanding and report 
inappropriate confidence in their comprehension and recall.” In other words, most 
patients did not comprehend what they were told and indeed, were not aware of 
their gaps in understanding. What is of interest to our question of blame is the fact 
that while the authors consider various barriers to comprehension, they ascribe the 
failures solely to the patients. It is quite remarkable that the possibilities that the 
physicians or other caregivers were less than clear in their instructions or insensi-
tive to the need for extreme clarity in such high-stakes settings for their interlocu-
tors were virtually ignored in the publication. Once again, if we fail to communicate, 
the listeners, our patients, are at fault.

Words, Words, Words

If words fall into disrepair, what will substitute? They are all we have.

Tony Judt [30].

2 The most egregious example that I have heard was related by a colleague in gynecology who 
heard the following statement at a conference: “the patient perforated her uterus during the 
procedure.”
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Language in the clinical situation is a means to an end. It is the modality of 
attunement in the clinical dyad and forges a bond of trust. Words create the conduit 
between physician and patient that channels bilateral recognition of worth and 
respect that in turn make possible the intimacy necessary for truth. Narratives are 
needed to make sense of sickness, and their partnered coconstruction can repair the 
breach in a life story whose rending is the onset of illness and whose mending is 
the aim of therapy. Finally, the skein of recognition, commitment, and directedness 
toward the other that can relieve suffering and permit healing is spun by language 
and knotted by words [31].
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In The Denial of Death [1], cultural anthropologist Ernest Becker proposed that 
while humans share with all forms of life a basic biological predisposition toward 
self-preservation in the service of survival and reproduction, we are exceptional in 
our capacity for symbolic thought, which enables us to ponder the past, plan for the 
future, and transform the products of our imagination into concrete reality. We are 
also aware of our existence, which according to the Danish philosopher Søren 
Kierkegaard gives rise to two uniquely human emotions, awe and dread. It is awesome 
to be alive and to know it, to recognize that we are each descended from the first 
form of life, and are thus related (albeit distantly) to everything that has ever been 
alive, is currently alive, or will be alive in the future, and be sublimely appreciative 

S. Solomon (*) 
Department of Psychology, Skidmore College, 815 N. Broadway, 
Saratoga Springs, NY 12866, USA 
e-mail:  ssolomon@skidmore.edu

Chapter 9
Death Anxiety: The Challenge  
and the Promise of Whole Person Care

Sheldon Solomon and Krista Lawlor 

Happy the hare at morning, for she cannot read
The hunter’s waking thoughts, lucky the leaf
Unable to predict the fall, lucky indeed
The rampant suffering suffocating jelly
Burgeoning in pools, lapping the grits of the desert.
But what shall man do, who can whistle tunes by heart,
Knows to the bar when death shall cut him short like the cry of 
the shearwater,
What can he do but defend himself from his knowledge?

W.H. Auden, The Cultural Presupposition

There is only one liberty, to come to terms with death. After 
which, everything is possible.

Albert Camus, Notebooks
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of the chance to carry the baton for a lap in the relay race of life! Yet, it is dreadful 
to be alive and to know it, to recognize that we are, like all living things, of finite 
duration, that our death can occur at any time for reasons that cannot be anticipated 
or controlled, and that we are, from a purely biological perspective, no more note-
worthy or enduring than worms or walnuts.

According to Becker and like-minded thinkers (e.g., Sigmund Freud, Otto Rank, 
Norman O. Brown, Robert Jay Lifton, Irvin Yalom), the unvarnished awareness of 
death and tragedy gives rise to potentially debilitating dread that our ancestors very 
ingeniously, though quite unconsciously, mitigated through the creation of culture: 
humanly constructed beliefs about reality that reduces death anxiety by affording 
opportunities for individuals to perceive themselves as valuable members of a 
meaningful universe. Specifically, all cultures elucidate the origin of the universe, 
prescribe appropriate behavior, and offer literal (e.g., heaven or reincarnation) or 
symbolic (e.g., by having children, amassing vast fortunes, noteworthy achievements, 
being part of a great nation) immortality. People, thus, manage existential terror by 
believing that life is meaningful, and from self-esteem obtained by meeting or 
exceeding cultural values [2].

A considerable body of empirical research provides convergent support for 
Becker’s assertion that cultural beliefs and self-esteem serve a terror management 
function [4]. Specifically, momentarily elevated or dispositionally high self-esteem 
reduced self-reported anxiety in response to graphic depictions of death, and physi-
ological arousal in response to threat of electrical shock. Additionally, inducing 
mortality salience (MS) by having people think about themselves dying (or com-
pleting a death anxiety scale, being interviewed in front of a cemetery or funeral 
parlor, or subliminal exposure to the word “death”) increased efforts to defend cherished 
cultural beliefs and bolster self-esteem. In one study for example, Christian  students 
reminded of their mortality had more favorable reactions to Christian students and 
less favorable reactions to Jewish students. In other studies, German participants sat 
closer to a German and further away from a Turk after MS, and Americans were 
more physically aggressive against someone who did not share their political 
beliefs after MS. Death reminders also intensify self-esteem striving. People who 
derive self-esteem from their physical appearance rated their bodies as more integral 
to their self-concepts in response to MS [5].

Subsequent research has established that conscious and unconscious death 
thoughts instigate different psychological defenses [6]. Proximal defenses serve to 
remove death thoughts from conscious awareness, either by suppressing them, 
often assisted by various distractions, or by pushing the problem of death into the 
future through psychological contortions to deny one’s vulnerability. People asked 
to stick their hands in a bucket of ice water for as long as they could kept them 
immersed a lot longer if they were told that high tolerance for cold is associated 
with longevity. Others told that low tolerance for cold is associated with longevity 
took a much shorter dip. Proximal defenses are “rational” in the sense that they 
entail seemingly logical analyses to support the belief that death is not imminent. 
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In contrast, unconscious thoughts of death instigate distal defenses,1 which have no 
logical or semantic relation to the problem of death. Derogating others who repudiate 
cultural values or boosting self-esteem has little or no direct bearing on the brute 
fact that one will someday die. Nevertheless, such reactions diminish mortal terror 
by enabling people to view themselves as valuable members of a meaningful 
 universe and thus eligible for literal or symbolic immortality.

Most people are, thus, shielded from existential terror by proximal defenses to 
eradicate conscious death thoughts and deriving a sense of meaning and value 
from their culture to keep unconscious death thoughts from becoming conscious. 
Others, however, by virtue of their genetic predisposition, neuroanatomical or 
 biochemical anomalies, and stressful life experiences, cannot successfully deploy 
these means to quell death anxiety. Although the resultant psychological disorders 
come in many forms and stem from multiple causes, Irvin Yalom (in Existential 
Psychotherapy, p. 110–111) [7] argues that death anxiety often plays a role:

All individuals are confronted with death anxiety; most develop adaptive coping modes – 
modes that consist of denial-based strategies such as suppression, repression, displacement, 
belief in personal omnipotence, acceptance of socially sanctioned religious beliefs that 
“detoxify” death, or personal efforts to overcome death through a wide variety of strategies 
that aim at achieving symbolic immortality. Either because of extraordinary stress or 
because of an inadequacy of available defensive strategies, the individual who enters the 
realm called “patienthood” has found insufficient the universal modes of dealing with death 
fear and has been driven to extreme modes of defense. These defensive maneuvers, often 
clumsy modes of dealing with terror, constitute the presenting clinical picture.

In accordance with this view, in response to MS, spider phobics found spiders more 
threatening and avoided them more assiduously; compulsive hand washers used 
more soap and water to remove electrode cream from their fingers, and people high 
in social anxiety spent less time with others [8]. Additionally, MS increased 
 psychological dissociation and anxiety sensitivity (i.e., being anxious about becoming 
anxious), which are precursors of post-traumatic stress disorder (PTSD) and anxiety 
disorders, respectively [9].

Death anxiety also affects a host of health-related behaviors. Although people 
sometimes “do the right thing” to keep themselves alive and well, such as avoiding 
large trees in a hurricane or getting flu vaccines, they also often undermine their 
health through risky activities such as smoking and unsafe sex. To better understand 
why this is the case, Jamie Goldenberg and Jamie Arndt [10] proposed that people 
are primarily motivated to mitigate existential terror rather than take care of them-
selves per se. Conscious and unconscious death thoughts may consequently 
 engender different health-related attitudes and behaviors. Proximal and distal reactions 
can improve physical well-being, but they can also kill you.

1 The terms proximal and distal have a variety of connotations in psychological discourse, but 
here we are using them in the vernacular sense of the psychological distance (proximal = near; 
distal = far) from consciousness.
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Some proximal defenses foster health. Worried about succumbing to athero-
sclerosis? Eat a carrot stick instead of that fried cheese stick. It gets death off your 
mind and clumps of fat off the walls of your arteries. Immediately after MS,2 when 
death thoughts are presumably still conscious, people planned to exercise more 
and buy more potent sunblock for the beach [11, 12]. Similarly, immediately after 
MS, smokers intended to cut back on cigarettes [13]. Other proximal defenses can, 
however, have pernicious consequences. “That fried cheese chick would be bad for 
me if I was fat, but luckily I’m just big-boned, so I’ll have a dozen.” This kind of 
“not-me” tactic gets death thoughts out of mind but undermines prospects for 
doing anything to promote physical well-being. Diminished self-awareness also 
helps purge death thoughts from consciousness, and overeating, excessive 
drinking, cigarette smoking, and long stints in front of the television all reduce 
self-awareness. Nothing like a gigantic pizza washed down with a case of Molson’s 
topped off by a pack of Marlboro’s in the midst of a Law and Order marathon to 
stifle self-consciousness. That such maneuvers serve as proximal defenses has 
been established experimentally. Right after MS, cigarette smokers increased the 
amount of nicotine they inhaled when they smoked [13].

What happens to health-related attitudes and behaviors when unconscious death 
thoughts provoke distal defenses to shore up self-esteem and uphold cultural 
beliefs? Recall that immediately after MS, people intended to exercise more, buy 
more potent sunscreen before hitting the beach, and cut down on smoking – as 
proximal reactions to remove death thoughts from consciousness. But a very different 
picture emerges a few minutes after a death reminder, when mortal matters are no 
longer conscious. Now, only people who based their self-esteem on being fit 
reported increased intentions of exercising, but those whose self-esteem was 
derived from other sources did not. And although just about everyone intended to 
buy more powerful sunscreen immediately after MS, a few minutes later, people 
who based their self-esteem on being tan opted for a less powerful sunscreen and 
expressed greater interest in going to a tanning salon. Similarly, a few minutes 
after MS, people who based their self-esteem on their driving prowess drove more 
rapidly and recklessly on a realistic car simulator. A few minutes after MS, males 
were more eager to engage in unprotected sex, and they yearned for more sexual 
partners in the future.

Affirming important cultural values as a distal response to unconscious death 
thoughts can also have striking effects on health-related decisions. People who 

2 In all of the studies described to this point, there were a few minutes between reminding people 
of their mortality and asking them to evaluate others or rate their self-esteem (i.e., distal defenses). 
Research (summarized in [6]) has shown that conscious death thoughts are actively suppressed 
during this time, and distal defenses are not instigated until death thoughts are unconscious (and 
highly accessible). Consequently, measures obtained immediately after a mortality salience (MS) 
induction reflect proximal defenses in response to conscious death thoughts, while measures 
obtained a few minutes later (or in some studies, in response to subliminal death reminders) reflect 
distal defenses in response to unconscious death thoughts.
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believe in the power of modern medicine, that getting regular physical exams and 
seeing the doctor immediately when anything appears amiss is the best way to 
stay healthy, should embrace such views more ardently and behave in accordance 
with them in response to unconscious death thoughts. But what about people who 
rely more on religious faith than modern medicine when they are ill? For example, 
some Christian fundamentalists believe that all physical maladies result from 
fear, ignorance, or sin, and only God has the power to cure them. Consequently, 
believers are urged to refuse medical treatment for themselves and their families, 
resulting in fatalities from conditions that, when treated, have survival rates of over 
90%. Such religious-based medical noncompliance is amplified in response to 
unconscious death thoughts. A few minutes after MS, Christian fundamentalists in 
USA increased their support for prayer as a substitute for medical treatment, rated 
prayer as more effective then medical treatment, were more supportive of religiously 
motivated refusals of medical treatment, rated themselves as more willing to rely 
on faith alone for recovering from a physical ailment, and were more confident of 
the power of divine intervention to cure medical problems [14].

Unconscious death thoughts can also, ironically, be provoked by our bodies. 
Humans are occasionally uncomfortable with their bodies because being ensconced 
in a fleshy carcass that eats and excretes and breeds and bleeds and breaks is a 
constant reminder that we are finite animals. This fact is often most salient in the 
course of medical treatment. For men, there is “turn your head and cough” as an 
unwelcome prelude to the “bend over, this won’t hurt much” prostate exam. Women 
are poked, prodded, and smeared in the “stirrups” at their annual physicals. Such 
glaring reminders that we are pretty much “talking sausages” can generate substan-
tial health risks. Reminded of this fact by reading an essay including the statement 
“… our bodies work in pretty much the same way as the bodies of all other animals. 
Whether you’re talking about lizards, cows, horses, insects, or humans, we’re all 
made up of the same basic biological products,” female college students were less 
inclined to conduct breast self-examinations in the future. In another experiment, a 
reminder of people’s similarity to animals reduced the amount of time women spent 
conducting an exam on a breast model [15].

Hopefully, recognizing that conscious and unconscious death thoughts can 
produce very different health-related outcomes will enable medical practitioners to 
develop more effective strategies to promote physical well-being. In situations 
where conscious death thoughts are likely to be aroused, fostering healthy proximal 
reactions is the best way to go. A heavy-handed graphic depiction of AIDS as a 
pernicious and fatal disease should increase people’s willingness to be tested for 
AIDS, but only if opportunities to do so are provided while death thoughts are still 
conscious. Waiting until death thoughts are unconscious to offer AIDS tests could 
be ineffective or counterproductive, in that people would then be more motivated to 
shore up their self-esteem and faith in the culture. People who derive self-esteem 
from their sexual prowess might consequently have unprotected sex with multiple 
partners as a distal reaction to unconscious death thoughts.

In situations where death thoughts are unconscious, changes in social values 
should be reflected in people’s health decisions in efforts to meet cultural standards. 
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A few minutes after MS, South Florida beach patrons who read a fashion article 
with the statement “Bronze is beautiful” favored a less potent sunscreen and estimated 
they had spent more time in the sun (like the study described earlier). However, 
other beachgoers who read an article with the statement “Pale is pretty” favored a 
more potent sunscreen and estimated they had spent less time in the sun a few 
minutes after MS [16].

Death Anxiety and the Caregiver

Dr. M, an experienced palliative care physician, found herself planning for another inter-
vention to prolong the life of a young woman actively dying of advanced breast cancer. 
The patient’s family desperately wanted “everything possible” be done to have more time 
with her although the patient herself had recently expressed her wish to “let go”. Dr. M. 
was aware of the growing distress of the patient and her family, as well as that of the pal-
liative care nurses who were feeling increasingly uncomfortable with the interventions 
undertaken each day in an effort to prolong the patient’s life, often at the expense of her 
comfort. She was also increasingly aware of her own distress at having come to see death 
as the enemy.

Does death anxiety influence medical practice and treatment outcomes, given 
that medical settings are saturated with subtle and blatant intimations of mortality? 
Although there is currently a paucity of relevant research,3 existing evidence sug-
gests that death anxiety does indeed influence healthcare providers and patients in 
medical settings. For example, a few minutes after a MS or control induction, 
American medical students4 inspected emergency room admittance forms for either 
a Muslim or Christian patient complaining of chest pain, and subsequently esti-
mated the risk for coronary artery disease and myocardial infarction. Although risk 
estimates did not differ as a function of the religion of the patient in the control 
condition (as it should be given that the presenting symptoms were identical), after 
MS, medical students reported higher cardiac risk estimates for a Christian patient 
(which could result in unnecessary medical treatment) and lower risk estimates for 

3 There are dozens of studies examining the relationship between death anxiety and a host of medical 
outcomes (e.g., death anxiety and choice of medical specialty; death anxiety and stress in various 
hospital settings). This work, while interesting and important, is generally uninformative for pres-
ent purposes for two reasons. First, correlational studies do not allow inferences of causality; e.g., 
perhaps death anxiety leads to stress in emergency rooms or intensive care units, but it is also 
possible that emergency room or ICU stress leads to death anxiety. Second, self reports of death 
anxiety conflate (and possibly confound) conscious and unconscious death anxiety. So for example, 
Greenberg et al. [3] found that people who reported the lowest levels of death anxiety actually 
responded most vigorously in defense of their cultural worldviews following a mortality salience 
induction, suggesting that (in this case at least) low conscious death anxiety was a defensive mani-
festation of high unconscious death anxiety.
4 There were no Muslim participants in this experiment.
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a Muslim patient (which could result in a lack of necessary medical treatment) [17]. 
This suggests that healthcare providers use their cultural identification to manage 
their own unconscious death anxiety.

In another study, fourth year American medical students read the following case 
after a MS or control induction:

You are a family practitioner who is taking care of a 65-year old man who has severe lung 
disease. You have known him for about 15 years. His lung disease has gotten progressively 
worse. Over the last 18 months he has been hospitalized three times. Each time he is hos-
pitalized he has required mechanical respiratory support (a respirator). Each time he 
improves enough to go home. At home, however, he must be on 24 hours a day oxygen 
therapy. He can’t leave the house without his oxygen; he can do nothing without his oxygen. 
He has made it clear to you (with an Advanced Directive) that he doesn’t want any aggres-
sive therapy that would not result in curing him or reversing all the things he doesn’t like 
about the way his life currently is. He deteriorated further. His family panicked and concerned, 
take him to the emergency room. You meet him and the family at the emergency room. You 
are now confronted with the concerns of the family, the wishes of the patient and the 
resources of the emergency department. The patient appears to you to be coherent and 
understands the situation. He reiterates his treatment philosophy.

Everyone was then asked how much they supported trying to convince the 
patient that this was a minor setback and to accept therapy even it included a respi-
rator. The medical students (especially those high in neuroticism) reminded of their 
mortality were more supportive of aggressive treatment despite it being against the 
patient’s wishes. This suggests that healthcare providers may strive to keep their 
patients alive to assuage their own death fears. Consistent with this notion, in 
another group of medical students in the same cohort who participated in this study 
after a 4-day rotation in palliative care5 where they worked with hospice professionals 
to come to terms with their own mortality, MS no longer increased support for 
aggressive treatment [18].

Healthcare providers are, thus, surrounded by reminders of death, and this influ-
ences their medical decision making. What about terminally ill patients, for whom 
death is imminent?

Mr. H. was a 44 year old avid cook and wine connoisseur who was the obvious axis around 
which a large and loving group of friends and family revolved. He was admitted to the 
palliative care unit with pain and shortness of breath caused by his advancing lymphoma. 
On admission he stated that he would want to be euthanized as death approached, in order 
to avoid the suffering he felt would otherwise be inescapable. With time, good symptom 
control, skilled support and an environment that was able to contain and explore his distress 
as well as his family’s, he began to write his first short story, and explore his experience of 
illness and approaching death, with the treating team and with his loved ones. With candor 
and courage as he discussed living fully in the awareness of his approaching death, he said 
“this dying business is hard work, but I can’t imagine doing this any other way…this time 
has been a gift.”

In Chap. 1, we learned about palliative care physicians Balfour Mount’s and 
Michael Kearney’s observation that “The improvement they often saw in dying 

5 The first group of medical students participated in the study just before the palliative care rotation.



104 S. Solomon and K. Lawlor

patients’ quality of life did not appear to depend on control of disease, improvement 
in function, or even control of symptoms.” Given that people manage the existential 
terror engendered by the awareness of death by confident subscription to world-
views that provide a sense that life is meaningful and that they are valuable 
members of their culture, dying patients’ quality of life should vary as a function 
of their ability to sustain (or augment) a sense of meaning and value in the wake of 
their impending demise. It does. In one study of religious patients with end-stage 
congestive heart failure (CHF), depression was associated with death concerns that 
undermined their faith. The researchers concluded that “religious struggle is a 
breakdown in the terror management system that leaves the individual vulnerable 
to the terror of death, and that properly functioning religious worldviews offer 
comfort by buffering the individual against death concerns” [19]. Other studies of 
cancer survivors find that efforts to derive meaning from their experiences are 
associated with declines in depressive symptoms and cancer-related distress, and 
increases in self reports of physical and psychological vitality [20, 21].

Death Anxiety: How Can We Respond?

How does death anxiety affect our attitudes and behavior as healthcare profes-
sionals? How does it affect how we perceive and treat patients and their loved ones? 
And how we perceive our own mortality and live our lives? These questions are vital 
to our understanding of the care we provide and the potential for healing or wounding 
in the relationships we develop with those for whom we provide that care.

We suggest that unexamined and unexplored death anxiety affects our profes-
sional and personal lives in the following ways:

 1. Unexamined death anxiety may increase the likelihood that healthcare profes-
sionals adhere unquestioningly to the medical culture in which they have been 
trained and practice. The predominant Western medical culture remains one that 
elevates curing/fixing/“doing to” over healing/bearing witness/“being with.” In 
this culture, our unconscious death anxiety may well lead us to prescribe yet one 
more round of antibiotics in an attempt to stave off death when what may be needed 
is an acknowledgement that death is imminent, inevitable, and perhaps timely.

 2. Unexamined death anxiety promotes dualistic thinking and may increase the 
likelihood that healthcare professionals begin to see patients (and their families) 
as “other” in the same way that the students mentioned previously [5] sat further 
away from someone of a different culture after being reminded of their mortality. 
How much simpler and less terrifying to reduce the patient to their risk factors, 
disease, or pathology, rather than to acknowledge their humanity and similarity 
to ourselves (and thereby acknowledge our own vulnerability and mortality). 
How difficult to remain fully present, to resist the urge to flee, physically, emo-
tionally, and psychologically, in the face of deep suffering and fear…the patient’s 
and our own.
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If one accepts the implications of death anxiety and its effects on our behavior 
and actions, does that condemn us to a life of largely unconscious death denial and 
terror management? A colleague reported the following experience:

Soon after beginning work in Palliative Care when interacting with dying patients he 
noticed an inclination to avoid or skate away from the topic of death. However, when he 
decided not to go with this avoidance but was willing to discuss whatever fears or concerns 
the patient had about dying now or in the future, a strange phenomenon occurred. Time 
seemed to slow down, and he felt completely present without concerns for the past or 
future. His compassion, even for those for whom he normally had little time appeared to 
enlarge rather than to narrow - the opposite to what might be expected.

And there is precedence for this experience [22]. We have the impression that 
frequent opportunities to confront mortality are the primary reason why palliative 
care is both so difficult and so rewarding an experience. This is not to question the 
validity of the research showing that our proximal and distal defenses to death anxi-
ety are pervasive, powerful, and probably universal. We need to stay aware of these 
inbuilt reactions to prevent our care being affected and possibly controlled by them. 
However, as with all natural unconscious reactions, a different learned response 
may also be possible. One possible way of describing our colleague’s experience is 
that he became mindful. Meditation on death plays a very prominent role in 
Buddhist meditation [23]. Balfour Mount would say that this is part of the process 
of healing [24]. Our colleague noticed the same phenomenon in the patients that he 
treated. Those patients willing to face the reality of their own death appeared to 
have a different (healing) trajectory.

Death anxiety: The Challenge and the Promise  
of Whole Person Care

The uniquely human awareness of death gives rise to potentially paralyzing dread 
that is assuaged by perceiving oneself to be a valuable member of meaningful 
universe. Intimations of mortality stimulate efforts to remove thoughts of death 
from awareness, and nonconscious death thoughts instigate efforts to shore up self-
esteem and reaffirm faith in cherished cultural values. Existing evidence (more is 
sorely needed) suggests that existential concerns affect patient outcomes as well as 
medical practitioner’s diagnostic and treatment decisions.

We believe these ideas accentuate the challenge and the promise of whole 
person care in the twenty-first century. In addition to mastering an enormous body 
of (rapidly burgeoning) information and acquiring and maintaining a host of 
sophisticated clinical skills, healthcare professionals devoted to the whole person 
care paradigm must also consider how illnesses (especially unexpected, severe, 
and terminal) threaten to puncture the delicate fabric of meaning necessary for 
constructive and satisfying human activity. This is a challenge for both healthcare 
professionals and patients. There is also another challenge for health professionals 
themselves. They need to recognize how their own nonconscious death fears, 
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combined with the abundant reminders of death that are typical of medical practice, 
especially in highly technologically focused academic/tertiary care hospital settings, 
influence how they diagnose and treat their patients. Healthcare providers are 
socialized into and eventually immersed in a “medical culture” that predisposes 
them to “do more” – more investigations, more interventions, more technology. 
This is often good medicine. However, sometimes healthcare professionals 
grappling (largely unconsciously) with their own death anxiety, and responding 
(largely unconsciously) to the suffering they see around them, are driven to “fix” 
the often unfixable, to “do more” in the face of their own anguished powerlessness. 
This is bad medicine. Recognizing when death fears may turn good medicine bad 
is a challenge.

There is also a promise for both patients and healthcare practitioners. Part of this 
is the ability to recognize when we are being driven by our own unconscious death 
anxiety and being free to make other choices. Perhaps as a patient we do need to 
use stronger sunblock even if our self-esteem is bolstered by a tan, or as physicians 
we do not need to do that extra procedure because we realize we are treating our 
own death anxiety and not the patient. As healthcare providers, there is also the 
humility and self-compassion that comes with becoming aware that we, like our 
patients, are easily and unconsciously driven by our own fear of death. And there 
is a deeper level to the promise: the expansion of awareness and compassion that 
comes with being willing to stand in the face of death and overwhelming threat. 
Since antiquity, wisdom traditions from diverse parts of the world have found that 
a genuine confrontation with one’s mortality yields a greater appreciation for life, 
the capacity to be fully involved in the moment rather than constantly preoccupied 
with the past or obsessed with the future, and dignified efforts to improve the 
human condition. In this sense, whole person care in the twenty-first century 
involves some very old wine in a very new bottle. Part of the challenge will be to 
provide the right contexts outside palliative medicine in which healthcare workers 
can learn to experience this transforming response to death and overwhelming 
vulnerability. But we believe the effort will be worth it. Because it is a fine wine: 
“…come to terms with death. After which, everything is possible.”
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A discussion of self-care normally begins by focusing on topics such as stress, ways 
of protecting ourselves from the traumas of the workplace, and encouragement to 
find sources of self-renewal outside of work. We would like to start with a different 
focus, one that is offered by Tibetan Buddhist teacher Chögyam Trungpa when he 
writes the following:

We are in touch with basic health all the time. Although the usual dictionary definition of 
health is, roughly speaking, “free from sickness,” we should look at health as something 
more than that. According to the Buddhist tradition, people inherently possess Buddha-
nature; that is, they are basically and intrinsically good. From this point of view, health is 
intrinsic. That is, health comes first: sickness is secondary. Health is. So, being healthy is 
being fundamentally wholesome, with body and mind synchronized in a state of being 
which is indestructible and good. This attitude is not recommended exclusively for patients 
but also for the helpers and doctors. It can be adopted mutually because this intrinsic basic 
goodness is always present in any interaction of one human being with another [1].

What if self-care is not so much about stress management and damage limitation 
as about finding ways of remembering and staying connected in the workplace with 
the wholeness that is already there? And what might self-care look like if it is true, 
as psychoanalyst Michael Balint puts it, that “we are the medicine” [2]? If, as Balint 
suggests, we are the most powerful medicine we will ever give our patients, then 
who we are as persons matters as much as how knowledgeable and skilled we 
are as professionals. The quality of our lives affects the quality of our patients’ 
lives. As clinicians, therefore, the question “what is the quality of my life?” has 
both personal and professional consequences. At a personal level, it speaks to the 
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possibilities of being happy, of flourishing, of growing in our work. Professionally, 
it speaks to our quality of presence and to our resilience and effectiveness as 
clinicians.

If there is such a thing as “Whole Person Self-Care” what might it look like in 
clinical practice and in our secular lives? In this chapter, we explore this question 
by sharing stories, reflections, and ideas. We tell one of our own personal stories as 
illustrative of the two syndromes of clinician stress, Compassion Fatigue and 
Burnout, and reflect on this against the backdrop of two universal stories: that of 
the Wounded Healer and that of the Rainmaker of Kiao-chau. And we present a 
model of self-care based on clinician self-awareness, which, we suggest, offers a 
positive, whole person approach to self-care.

The Story Then

In the summer of 1980, having decided that “Hospice Medicine,” as it was then 
called, was what I (MK) wanted to specialize in, I began working at St Christopher’s 
Hospice in London. This gave me the opportunity to work alongside and learn from 
some of the pioneers of the modern hospice movement, including Dame Cicely 
Saunders, Professor John Hinton, and Dr Colin Murray Parkes. I felt lucky to be 
doing something that was congruent with my soul, with who I was, and to have 
such wonderful teachers and colleagues. While I learnt a lot professionally during 
my time at St Christopher’s, I believe I learnt even more at a personal level. There 
was one particular event that proved a turning point in this regard.

I had just completed my first 3 months at St Christopher’s. I looked forward to 
coming to work each day and happily gave my patients and their families my all. 
While there were obvious limits to what I could offer in terms of my clinical 
and communication skills, I tried to make up for this by being as openhearted as 
possible. Listening attentively, taking it all in, the pain, the fear, the joy, the tender-
ness, the regrets, the sadness, and leaving work each day feeling simultaneously 
depleted and enriched. As I walked those couple of hundred yards between the 
hospice and the apartment where I was living with my wife and our baby daughter, 
I felt like I was walking in a silent landscape that had been blasted by a hurricane, 
flattened by a tsunami. Yet I simultaneously felt centered and, in some curious 
way, fulfilled.

On this particular morning, I was to attend a family meeting with the husband 
and children of a young woman with a glioblastoma who was very close to death. 
Elizabeth, the social worker, the patient’s nurse, Alison, and I, were to meet with 
the patient Julia’s husband John, and their three children John, aged 7, Matt, aged 
5, and Rosie who was 3.

By then, Julia was very weak, drowsy, and at times confused – evidence, we felt, 
that death was imminent. When Elizabeth had met previously with John, he had 
told her that he had spoken to the children about their mum being “very ill” but not 
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that she was dying. He had said that he wanted to protect them as much as possible 
for as long as possible. Nonetheless, he had gratefully accepted Elizabeth’s offer of 
a family meeting to help him talk to the children about this as he realized it could 
not wait any longer.

All three children knelt at the low table in the middle of the family meeting 
room, drawing with waxed crayons on large pieces of white paper. “Why don’t you 
draw your family?” Elizabeth had suggested. Matt began to draw a house with his 
dad and the children standing by the front door, his mum standing alone and by 
herself at the extreme left-hand side of the paper. John drew his mum upstairs in 
bed, his dad and brother and sister down in the kitchen, and himself walking down 
the stairs. Rosie started drawing a round figure whose arms were wrapped around 
a tiny little figure on her belly. “That’s me and mummy,” she said.

Ever so gently, Elizabeth told them that we had asked them to come in today 
because we wanted to talk with them about their mum. She said she would really 
like to hear from them about how they thought their mum was doing.

After a short silence, Matt spoke. “I know mummy is dying. I have not wanted 
to talk about it because I did not want to upset daddy.” The others did not look up 
from their drawing. It seemed that these words came as no surprise to them, or 
perhaps in Rosie’s case that she did not understand what they meant. Turning to me, 
Elizabeth said, “Perhaps Dr Michael can tell us all just how your mum is doing 
these days.”

I don’t remember what words I used. What I do recall is the way the two boys 
paused as I began to speak and turned to look in my direction, still leaning on the 
table, crayons in their hands, faces wide-open in expectation. Rosie, meanwhile, 
continued to draw. I began to speak because I knew I had to, not because I knew 
what to say. I fumbled to find the kindest words I could to say the impossible.

As I finished speaking, I was aware that John was sobbing quietly. The children 
had all returned to their drawing. Then, Matt looked up and asked, “Do you mean 
that mummy will never come home again?” I replied that I was terribly sorry to say 
that I did not think so. At that, Rosie left her drawing, walked over to her dad and 
put her arms around him. The boys followed, one at a time.

Meanwhile, I continued to sit, as did my colleagues, witness to this family held 
in a single embrace of grief. I felt part of it and yet separate. I had wanted so badly 
to say something that would make the children feel better, yet my words had just 
inflicted more pain. My heart ached. I felt a failure.

The following day, I came to work in a fog. This sensation lingered through the 
day and I noticed that I could not easily concentrate. I was aware of a sense of 
dread in my chest and I became more and more apprehensive. Then, as I sat listening 
to a colleague talking about a patient, a strong sense of déjà vu wafted from 
nowhere into my consciousness. It immediately captured my complete attention. 
I felt  panicked, “What was this?” “What did it mean?” “Was I having a nervous 
breakdown?” In the midst of this whirlwind of images, feelings, and questions, 
I was suddenly aware that my colleague was still speaking to me, now with a look 
of concern on her face. I felt disorientated and confused. I could not make sense 
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of what she was talking about. Then, the rumbling sense of dread in my chest 
swelled to a wave that seemed to crash right through me. I excused myself and left 
the office bumping into Tom West, the then Medical Director of St Christopher’s, 
who was walking down the corridor. I asked if I could speak with him. He led me 
to his office.

Tom listened attentively as I described how I was feeling. “You sound exhausted,” 
he said, “You have been here three months now and you have not had a break. 
You’ve thrown yourself into the work and you’re doing a great job, but I think you 
may not have learned yet that you also need to take care of yourself. Two sugges-
tions: One that you take this Friday off. Make it a long weekend and go away 
somewhere nice with your family. Second, I can recommend someone you could 
meet and talk with from time to time. I have been doing this myself for years and 
I would not have survived in this work without it.”

My head was still reeling, but I felt relieved. I heard Tom saying that he under-
stood what I was talking about and, more importantly to me at that moment, that he 
did not think I was crazy to be feeling this way.

Early the following week, I met with a counselor, whom I immediately liked. 
We agreed to meet on a weekly basis for the coming 3 months. Little did I then 
realize that I was experiencing an acute case of what I would later understand to be 
“Compassion Fatigue.” And little did I realize that I was on the threshold of what 
PW Martin calls “An Experiment in Depth” [3], that I was unwittingly heeding 
Jung’s advice “to dive, not drown.”

Compassion Fatigue

The term “Compassion Fatigue” (CF) is used to describe a syndrome of clinician 
stress that evolves from the relationship between the clinician and the patient [4]. 
Compassion Fatigue is also known as Secondary Traumatic Stress Disorder, the 
hypothesis being that clinicians may be vicariously traumatized by their patients’ 
suffering [4]. In the process, a clinician’s own unresolved trauma material and 
unconscious unresolved childhood conflicts may be stimulated [5].

The symptoms of CF include those of Post-Traumatic Stress Disorder (PTSD): 
hyperarousal, reexperiencing, and avoidance. Chronic CF may lead to burnout, the 
other and better-known syndrome of clinician stress, which is discussed below, and 
“symptoms of burnout may be the final common pathway of continual exposure to 
traumatic material that cannot be assimilated or worked through” [6].

There are several theories for the mechanism of transmission of traumatic stress 
from one individual to another. Useful information may be gained by focusing on 
the nature and practice of empathy [7]. Figley has hypothesized that the caregiver’s 
empathy level with the traumatized individual plays a  significant role in this trans-
mission [4]. The concept of “Vicarious Traumatization” (VT) is very similar to that 
of CF and is defined as “the cumulative transformative effects upon therapists 
resulting from empathic engagement with traumatized clients” [6].
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Exquisite Empathy

Recent research calls into question existing assumptions about the presumed 
causal relationship between caregiver empathy and VT. In a phenomenological 
study, Harrison and Westwood [8] looked at a group of peer-nominated, exemplary 
mental health therapists who were thriving in their work with traumatized clients. 
They identified a variety of protective practices that enhance caregiver’s profes-
sional satisfaction and help prevent or mitigate VT. Of particular interest to us here, 
they noted that trauma therapists who engaged in a form of empathic engagement 
they called exquisite empathy were “invigorated rather than depleted by their 
intimate professional connections with traumatized clients” [8]. Harrison and 
Westwood define exquisite empathy as “highly present, sensitively attuned, well-
boundaried and heartfelt empathic engagement” [8] and note that “moment-by-
moment embodied awareness of self and surroundings helps therapists develop 
the kind of interpersonal presence and clarity crucial to the practice of exquisite 
empathy” [8].

The Wounded Healer

Judith Lewis Herman summarizes the recovery from trauma as follows: “The core 
experiences of psychological trauma are disempowerment and disconnection from 
others. Recovery, therefore, is based upon the empowerment of the individual and 
the creation of new connections” [9]. For me, the process of recovery from the CF 
I experienced during my early months at St Christopher’s Hospice began with the 
counseling I started at that time. Within the secure container of that therapeutic 
relationship, I was committing myself to what I now understand to be a life-long 
process of self-knowledge and to the realization that my true power as a clinician is 
found, paradoxically, in an acceptance of my limits and, at times, my powerlessness 
in the face of another’s suffering.

The image of the wounded healer is ancient and universal, dating back to the 
shamanic healers of early tribal cultures. A shaman is an individual who has 
been initiated into an underworld of suffering by a wounding or illness and 
returned with knowledge and wisdom gleaned from that experience to serve their 
tribe. In Western culture, the image of the wounded healer is found in the Greek 
mythological figure of Chiron:

Chiron was a centaur, half-human and half-horse. Being a demi-god he did not die when 
he was wounded in the leg by a poisoned arrow. Rather, he lived on with a painful un-
healable wound. Day after day, he limped around the slopes of Mount Pelion searching for 
herbs anything that might ease his pain and cure his wound. While he became knowledge-
able in healing plants and herbs he was unable to heal himself. He was, however, able to 
heal others. Those suffering all manner of ailments came to him from far and wide. Each 
received a remedy that helped. Furthermore, Chiron’s understanding and compassion 
touched something within them. As they walked away they knew that a deeper healing had 
also taken place.
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“Know Thyself!” – The Dynamics of the Wounded  
Healer Relationship

The psychodynamics of the wounded healer have important implications for clinician 
self-care. They give an insight into the power dynamics of the therapeutic relation-
ship and contrast two kinds of clinical encounter, one that is a liability to the clinician 
and another that is potentially protective and restorative.

In his book, “Power in the Helping Professions,” depth psychologist Adolf 
Guggenbühl Craig [10] describes the archetype of the wounded healer as a universal, 
unconscious psychological structure, which is “dyadic,” meaning that it encompasses 
both a wounded part and a healer part. As an archetype, it exists in what depth 
psychologist Carl G. Jung calls the “Collective Unconscious” of all, clinicians and 
patients alike, where it remains in a latent state until it is activated by specific external 
circumstances.

Since clinicians are expected to be problem solvers, they tend to exclusively 
identify with the “healer” part of the wounded healer archetype, repressing the 
“wounded” part in their unconscious. With patients, on the contrary, the opposite is 
the case. They tend to identify exclusively with the “wounded” part of the archetype 
and repress the “healer” part. A therapeutic relationship based on this dynamic is 
one that holds the clinician as the sole active therapeutic agent and the patient as 
the passive recipient of treatment. While a therapeutic alliance based on this premise 
can and often does have a successful outcome, it also has significant implications 
for clinician self-care. In such a relationship, empathy is flowing in one direction 
only, from clinician to patient, while simultaneously the clinician is receptive to 
information about the patient’s problems and associated distress. Within this 
dynamic, which Guggenbühl Craig [10] calls “the power dynamic,” empathy is a 
potential liability, a one-way street that can lead to vicarious traumatization, CF, and 
emotional depletion of the clinician. This may be extremely stressful for the clini-
cian and trigger survival reactions of fight, flight or freeze, which may be seen in 
overtreatment, abandonment, or emotional numbing or disassociation.

According to Guggenbühl Craig [10], there is another possibility, what he calls 
“the wounded healer dynamic.” Here, while the clinician continues to do all that 
can be done to solve the patients’ problems and alleviate their suffering, he or she 
does so with an awareness that he or she is not omnipotent, that there are limits to 
what he or she can do. In other words, the clinician begins to allow into conscious-
ness the “wounded” part of the archetype, which up until now has been repressed 
in the unconscious. The clinician also realizes that patients have within themselves 
innate capacities to heal physically, psychologically, and spiritually. In other words, 
the clinician understands that patients also carry within themselves the “healer” part 
of the wounded healer archetype, and he or she then strives to find a way to awaken 
this innate potential in the patient.

What this looks like in clinical practice becomes clear by considering some of 
the insoluble issues a clinician may encounter. Let us consider, as an example, an 
actively dying patient in profound existential anguish who says to his clinician, 
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“promise me you won’t let me die.” As the clinician realizes and begins to accept 
that he or she is “wounded,” in the sense that he or she cannot give this patient what 
he is asking for, the previously repressed wounded part of the archetype comes into 
consciousness, and a process of psychological integration begins to take place. 
The clinician may experience this as a mix of emotions, for example, feelings of 
frustration and failure, as well as feelings of relief and self-compassion.

Further implications of the dynamics of the wounded healer for clinician self-care 
are understood by considering the impact this process has for the patient. A clinician 
who chooses to stay empathically present in the therapeutic relationship, despite 
being unable to solve the patient’s problem, encourages the patient to stay with his 
or her experience of suffering. As the patient does so, he or she may begin to realize 
that, like it or not, “this is how it is.” With this, a subtle yet significant shift may 
occur in his or her experience. He or she may notice more spaciousness within their 
suffering, and, possibly, a lessening of its intensity, and articulate this with a phrase 
such as “the pain is still there, but I can live with it now.” What is happening here is 
that the patient is experiencing the reality of his or her own “inner healer.” He or she 
has also now become a wounded healer. In contrast to the earlier power dynamic, the 
empathic flow is now moving in both directions, clinician to patient and patient to 
clinician; and, as each realizes that the other is wounded, and human, both may 
experience the transformative power of profound human connection.

To live as a wounded healer necessitates a high degree of self-knowledge on the 
part of the clinician; we need to know ourselves well enough to recognize that we 
have reached that place of powerlessness, to prevent ourselves reacting impulsively, 
and to consciously respond in the most appropriate way, including the possibility 
of calling “time-out,” or choosing to remain compassionately present without acting, 
despite possibly painful feelings of failure or impotence. For the clinician, the 
rewards of the path of the wounded healer include finding healing and meaning 
within his or her empathic connection with patients.

The Story a Year Ago

By this time last year, I had been in the field of end-of-life care for 29 years. I was 
working as a physician with a hospital and community-based palliative care ser-
vice, and with a community and inpatient hospice program in Santa Barbara, CA. 
While I was truly grateful to be working with good people in good palliative care 
and hospice programs, I had become aware that I was no longer happy in my work. 
I noticed that I was not excited, as I had been in my early days in hospice and pallia-
tive care, to go to work each morning. In fact, I was feeling emotionally and physi-
cally pretty run down much of the time. I no longer had that inner “hum,” that inner 
“knowing” that was there in the past, and that came from sensing that I was in and 
doing the right work. Instead, I had a pervasive feeling that I was not doing what 
I really wanted to do and was doing too much of what I did not want to do any-
more. I realized that I was burnt out.
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As I reflected on how this might have happened, and talked about it with my 
clinical supervisor, I came to see that this was probably at least in part due to the 
29 years of almost daily exposure to profound human suffering that came from 
working in end-of-life care; burnout as a result of chronic vicarious traumatization 
and compassion fatigue, in other words. However, I concluded that this was neither 
the only nor possibly the main reason. When Harrison and Westwood [8] described 
exquisite empathy in the way they did, they described something that I was familiar 
with. I could relate to the protective and renewing power of this way of being with 
others in their suffering. Indeed, when I did an inventory of those aspects of my 
work that were most meaningful and replenishing for me, I identified just such 
occasions of being with another in a mutuality of suffering and healing, wounded 
healers together.

I concluded that the other significant contributor to these feelings of burnout 
was a growing mismatch between who I was, or had become, and the role and tasks 
I was expected, needed to, and was paid to perform in my work every day. Burnout 
as a result of the slow grinding down that comes from being “a square peg in a 
round hole,” in other words. I knew that long-term sustainability in our work is 
dependent on there being at least a “good-enough” fit between our calling and our 
responsibilities. I realized that I needed to pay attention to this and that I would 
need to make some changes. I asked myself how much of this was about inner, 
subjective change; if I didn’t have much flexibility in what I was doing at that time, 
were there changes in how I was doing what I was doing that could make a difference? 
And how much was it about needing to try to change external, objective circum-
stances so that what I was doing in my work, whether in my current or some other 
work setting, would be more aligned with who I was?

Burnout

Burnout (BO) results from stresses that arise between the clinician and his or her 
work environment. The syndrome of BO may present as overwhelming exhaustion – 
emotional and physical – as feelings of cynicism and detachment from the job, and/
or as a sense of ineffectiveness and lack of personal accomplishment [11, 12]. BO 
results from frustration, powerlessness, and inability to achieve work goals [13].

Other symptoms of BO may be apparent at an individual or at a team level. 
For example, an individual may experience poor judgment, overidentification or 
overinvolvement, boundary violations, perfectionism and rigidity, interpersonal 
conflicts, addictive behaviors, frequent illnesses that include headaches and gastro-
intestinal disturbances, and immune system impairment [14]. A team that is expe-
riencing BO may have chronically low morale, poor job retention, impaired job 
performance, and frequent staff conflict [15].

Maslach et al. [14] suggest that a “mismatch” between the individual and the 
organization may lead to BO. They identify six areas of worklife, namely, workload, 
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control, reward, community, fairness, and values, and postulate that BO arises when 
there are chronic mismatches between individuals and their work settings in some 
or all of these areas. On the contrary, the better the match or fit between the indi-
vidual and their work environment, the greater will be their job engagement and 
satisfaction.

The Rainmaker

There is story of a Rainmaker of Kiao-chau that was told to Carl Jung by his friend, 
Richard Wilhelm. Wilhelm, a Christian minister, Sinologist, and the author who 
introduced the West to the I Ching [16] witnessed this incident during his time in 
China. Jung was very taken by the story. His students describe how he told them 
never to teach a seminar without including the story of the rainmaker [17]. Here is 
Jung’s own version of the story [18]:

There was a great drought where Wilhelm lived; for months, there had not been a drop of 
rain and the situation became catastrophic. The Catholics made processions, the Protestants 
made prayers, and the Chinese burned joss sticks and shot off guns to frighten away the 
demons of the drought, but with no result.

Finally, the Chinese said, “We will fetch the rain-maker.” And from another province, 
a dried-up old man appeared. The only thing he asked for was a quiet little house some-
where, and there he locked himself in for three days.

On the fourth day, the clouds gathered and there was a great snowstorm at the time of 
the year when no snow was expected, an unusual amount, and the town was so full of 
rumors about the wonderful rainmaker that Wilhelm went to ask the man how he did it. In 
true European fashion, he said: “They call you the rain-maker, will you tell me how you 
made the snow?”

And the little Chinese man said: “I did not make the snow, I am not responsible.”
“But what have you done these three days?” Wilhelm asked.
“Oh, I can explain that. I come from another country where things are in order. Here 

they are out of order, they are not as they should be by the ordinance of heaven. Therefore 
the whole country is not in Tao, and I also am not in the natural order of things because  
I am in a disordered country. So I had to wait three days until I was back in Tao and then, 
naturally, … the rain came.”

Becoming Rainmakers

The story of the rainmaker could be read as a story of burnout, in this case, the 
parched lands, dying animals, and suffering humans in a drought-ridden part of 
China, which had not seen replenishing rains for some time. It tells of how burnout 
is a consequence of being “out of Tao,” that is, of being disconnected from our 
deepest selves, which, the story implies are contiguous with the rhythms of the 
natural world, and how the primary move in addressing burnout is to do whatever 
it is we need to do to “come into Tao,” for “then, naturally, the rain comes.”
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“To be in Tao” brings healing to ourselves and to the other (in this case the 
drought-ridden land and its peoples). And yet we note that the rainmaker did not 
“do” this, in the sense of willing and acting to make it happen in a causal way. 
Rather, the resolution of the drought, the weather’s once again coming “into order,” 
was in some mysterious, noncausal way related to the inner work he did, his own 
coming into Tao, for “healing begets healing begets healing …” [19]. This story 
suggests that if we want to achieve healing in our own lives, including the healing 
of burnout, and if we want to be healers to others, we, like the rainmaker, must first 
come into balance, into order, “into Tao.”

Soul and Role

Educator and author Parker Palmer offers a helpful way of thinking about how we might 
do this when he speaks of the importance of aligning “soul and role” [20]. Writing of 
the sense of calling or vocation in our work, Palmer observes, “Vocation does not mean 
a goal that I pursue. It means a calling that I hear. Before I can tell my life what I want 
to do with it, I must listen to my life telling me who I am. I must listen for the truths 
and values at the heart of my own identity, not the standards by which I must live – but 
the standards by which I cannot help but live if I am living my own life” [21].

Palmer suggests that vocation is an expression of soul, which “wants to keep us 
rooted in the ground of our own being” [20]. The consequences of a disconnection 
between soul and role is what Palmer calls a “divided life” leading to psychological 
pain that we “try to numb … with an anesthetic of choice, be it substance abuse, 
overwork, consumerism, or mindless media noise” [20]. While a disconnection 
between the calling of our core or deepest selves and what we do in our work may 
lead to burnout, a realignment of soul and role may lead to an experience of joy and 
flourishing. And our personal choice to realign our lives in such a way may have 
more than purely personal consequences because our individual soul is contiguous 
with a wider and deeper web of connectedness. As I attend to my soul, I am simul-
taneously tending Anima Mundi, the soul of the world, and my act of personal 
responsibility becomes one of service. As Palmer puts it, “As we [align soul and 
role], we will not only find the joy that every human being seeks – we will also find 
our path to authentic service in the world. True vocation joins self and service, as 
Frederick Buechner asserts when he defines vocation as “the place where our deep  
gladness meets the world’s deep need” [21, 22].

Healing Connections and Meaning-Based Coping

In a phenomenological study, Mount and his colleagues interviewed 21 patients 
with life-threatening illness who were experiencing either existential anguish or, 
conversely, integrity and wholeness, in an attempt to identify “inner life” and existential 
contributors to suffering and subjective well-being in advanced illness [23]. In their 
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discussion of their findings, they state: “A sense of meaning was evident in those 
able to find a sense of well-being and wholeness in facing serious illness, while a 
sense of meaninglessness was common to those experiencing suffering and anguish. 
Meaning-based coping was associated with a capacity to form bonds of connection, 
what we came to call healing connections in response to the evident revitalization, 
sense of security, and equanimity that accompanied them” [23]. Mount et al. [23] 
identify these healing connections as being in one of four areas: “Connection with 
self, others, the phenomenal world experienced through the five senses, and with 
God or ultimate meaning, however conceived by that person,” and continue, “The 
experience of healing connections, in large part, characterized the striking differ-
ence between those with ‘positive’ and ‘negative’ coping patterns.”

The implications of these findings in the prevention and mitigation of both BO 
and CF are evident. Healing connections bring a sense of meaning, which allows us 
to not only survive but also thrive in our work. Exquisite empathy offers a roadmap 
on how this might be possible in even the most challenging of circumstances. 
As Harrison and Westwood put it, “exquisite empathy … affords clinicians opportu-
nity to ethically benefit from ‘healing connections’ [23] with clients, without sacrificing 
clients’ needs to their own. In this sense, exquisite empathy may constitute a form 
of mutual, reciprocal, healing connection, in which clients and clinicians alike benefit 
from the latter’s caring, well-boundaried, ethical attunement to the client” [8].

How each of us establishes healing connections is a highly individual process. 
The four domains identified by Mount et al. offer us a useful framework to consider 
some possibilities:

 1. Within the Individual: Meditation, Reflective writing, Dream work
 2. With Others: Quality time with significant others, Humor
 3. With the Phenomenal World: Exercise, Yoga, Massage, Nature, Music
 4. With Ultimate Meaning: Spiritual and religious practice, Creative expression

Developing Clinician Self-Awareness

We suggest that clinician self-awareness is the key to a whole person approach to 
self-care. Clinician self-awareness can mitigate CF and BO. Clinician self-
awareness can enable us to practice exquisite empathy, to make choices that align 
soul and role, and to establish healing connections. We identify four overlapping 
and complementary aspects of clinician self-awareness: self-knowledge, self-
empathy, preparing the mind through the practice of mindfulness, and contemplative 
awareness.

Self-knowledge lays the foundation for clinical awareness. This means 
becoming  familiar with our family history, our cultural, racial, and religious his-
tory, as well as our individual strengths and limitations. Having an insight into our 
background allows us to work through emotional challenges so that these will not 
get repressed or projected onto others. This allows us to recognize “Transference” 
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(the unconscious redirection of feelings from one person to another, for example, 
from patient to clinician) and “Countertransference” (the clinician’s unconscious 
projection onto the patient and/or his or her reaction to the patient) [24], enabling 
the clinician to engage in the therapeutic encounter with more awareness and less 
reactivity. Some possible ways for the clinician to increase self-knowledge include 
counseling or psychotherapy, peer-group or individual clinical supervision, and 
reflective writing.

Self-empathy is an essential complement to self-knowledge. As we become more 
familiar with ourselves through the practice of self-knowledge, we may not like 
what we see and become self-critical and judgmental. Self-empathy includes noticing 
how hard it is for us to accept our imperfections and mistakes with an attitude of 
warmth and self-acceptance while simultaneously being committed to finding a 
way to become more forgiving and compassionate toward ourselves. Certain prac-
tices from the Buddhist tradition are especially helpful in developing self-empathy. 
Metta or Loving-Kindness Meditation is an explicit practice of opening the heart 
with empathy and compassion towards oneself and others [25].

Preparing the Mind involves developing three specific cognitive skills: 
focused-awareness, mindful-self awareness, and dual-awareness. Mindfulness 
Meditation practice can be used to cultivate these three cognitive skills, which 
are synergistic with one another. Meditation teacher and author Jon Kabat-Zinn 
describes Mindfulness Meditation as a process of developing careful attention to 
minute shifts in body, mind, emotions, and environment while holding a kind, 
nonjudgmental attitude toward self and others [26]. Focused awareness is the 
platform from which we prepare the mind and is taken here to mean the stabiliza-
tion and direction of attention. Tibetan Buddhist teacher and author Alan Wallace 
emphasizes the importance of deep relaxation, stabilization of the mind, and an 
attitude of vividness in his method of teaching mindfulness of breathing to focus 
the mind [27]. Mindful self-awareness arises naturally from focused awareness. 
It means being able to witness the stream of our thoughts, physical symptoms, and 
feelings without commentary, reaction, or comparison. Dual awareness is a 
cognitive stance that permits the clinician to simultaneously attend to and moni-
tor his or her own subjective experience and the needs of the patient and/or the 
work environment. It is the ability to be simultaneously aware of our inner and 
outer experience without reactivity, or at least with the ability to be conscious of 
our reactivity. Dual awareness builds on the practices of focused awareness and 
mindful self-awareness. Through focused and mindful self-awareness, we attend 
to and witness our experience in a nonjudgmental way. As we do so, we may 
notice moments of expanded awareness, when we are aware that we are aware of 
the object of our focused mindfulness, or possibly that we have just been 
 distracted by a thought. With time and practice, we can deliberately choose 
 dual-awareness, use it to monitor the quality of our attention in meditation prac-
tice, and, in time, begin to include it in clinical and social contacts as a means of 
 self-monitoring. This can help to prevent us from getting trapped in reactivity or 
self-preoccupation and allow us to respond to the patient with more flexibility 
and greater sensitivity.
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Contemplative Awareness is awareness that we as individuals are situated in a 
larger field of relationships. Psychologically, this includes the recognition of the 
intersubjective field in the therapeutic encounter, and of an archetypal or univer-
sally shared dimension to our experience. Spiritually, it can be understood as the 
experience of our relationship to the sacred. It includes becoming aware how we 
find meaning through our values, our cosmology, and our philosophy of life. 
Practices to develop contemplative awareness will be unique to each of us as 
individuals. They may include some of the methods of establishing “healing 
connections” outlined above.

A Proposed Self-Awareness-Based Model of Self-Care

In Fig. 10.1, a proposed Self-Awareness-Based Model of Self-care and its conse-
quences builds on the hypothesis that clinician self-awareness enhances self-care 
[28] and is supported by recent empirical data [29].

In the proposed model, two adjacent, symmetrical circles represent contrasting 
pathways in response to occupational challenges for the clinician in his or her inter-
actions with the work environment and the patient’s suffering. The circle to the left 
illustrates possible negative consequences of the clinician’s interactions. The circle 
to the right represents possible positive consequences of the same interactions.

The amount of self-awareness determines which route the clinician travels. 
When functioning with less self-awareness, clinicians are more likely to lose 
perspective, suffer more from stress in interactions with their work environment, 

PERSPECTIVE

COMPASSION FATIGUE
(Secondary Traumatic Stress Disorder)

MORE SELF-
AWARENESS 

BURNOUT

“HEALING CONNECTIONS”

+

EMPATHY AS LIABILITY

PATIENT’S SUFFERING

WORK ENVIRONMENT

CLINICIAN
INTERACTS
WITH …  

“EXQUISITE EMPATHY”

EXPANDED
PERSPECTIVE 

LOSS OF
PERSPECTIVE 

LESS SELF- 
AWARENESS

Fig. 10.1 A proposed self-awareness based model of self-care
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experience empathy as a liability, and have a greater likelihood of compassion 
fatigue and burnout. On the contrary, clinicians functioning with greater self-
awareness are more likely to have an expanded perspective, experience less stress 
and more satisfaction in interactions with their work environment, experience 
exquisite empathy in their interactions with their patients, and promote healing 
connections with themselves, their patients, their family, and their colleagues.

Self-care may be practiced with or without enhanced self-awareness. Methods of 
self-care that do not specifically increase self-awareness, such as maintaining clear 
professional boundaries, can offer protection at work and renewal outside of work. 
Self-awareness-based methods of self-care, however, offer the additional possibility 
of finding regeneration within the work environment and clinical encounters, for 
example, through the practice of exquisite empathy and by establishing healing 
connections.

Organizational Benefits of a Self-Awareness-Based  
Model of Self-Care

The successful implementation of a self-awareness-based model of self-care 
depends on the choices, commitment, and practices undertaken by the individual 
clinician. However, unless there is also support from the organization within which 
that individual works, this may simply become another source of frustration and 
stress. While it would be nice to think our organizations would choose to support 
such initiatives for altruistic reasons, it is unlikely that this will happen. 
Organizations need to be persuaded that there are potential tangible benefits from 
such practices for the organization and its bottom line. These may include increased 
staff retention and reduced absenteeism, increased employee morale and job satis-
faction, reduced employee conflicts, employees who are present, empathic, and 
effective, and increased patient and family satisfaction. If our organizations under-
stand this, they will realize that an investment in encouraging and facilitating 
clinician self-awareness and self-care is a sound business strategy that benefits 
staff, clients, and the healthcare organization. They may, then, accept that this is a 
joint responsibility of both organization and employees.

The Story Now

One year later, and now 30 years in end-of-life care, I continue to work full-time as 
a physician in palliative care and hospice. The external circumstances of my work 
have not changed, in part, because it is not possible for me to do so at this time. Over 
the past 12 months, I have continued to reflect, individually and in dialog with oth-
ers, on what it means to live with the daily reality of compassion fatigue and burnout 
as I continue to work with my colleagues in trying to alleviate suffering and promote 
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healing in those we care for. I have come to certain insights that are sustaining me 
in work. While I realize they are personal and individual, I share them in the hope 
that they may have some resonance for others:

Self-care is not a luxury. It is an ethical and clinical imperative. It affects both •	
my sustainability as a clinician and the quality of my work.
Clinician self-awareness is the key. It allows me to survive, maybe even to •	
thrive, in even the most adverse of circumstances. It is like a psychophysio-
logical process that generates the oxygen I need to breathe underwater.
Self-care is an ongoing process that needs to become as integral a life practice •	
as eating or sleeping.
From time to time, I will make an inventory of those aspects of •	 my work that are 
most meaningful and satisfying by asking myself, “Where and when am I most 
myself and most awake, alive, and connected in my work?” I will try to include as 
many of these aspects of my work as I can and, ideally, have them written into my 
job description at the expense of those parts of the job that are most depleting.
From time to time, I will make an inventory of those aspects of •	 my life that are most 
meaningful and satisfying by asking myself, “With whom, where, doing what, am 
I most awake, alive, and connected and most myself?” I will commit to making 
space and time for those relationships, activities, practices, and places that are most 
nourishing to me and that bring the deepest sense of healing connectedness.
If, despite making what changes I can in and outside my work, I become increas-•	
ingly burnt out, I will consider either a partial or complete job change to allow 
for a greater soul-role alignment when circumstances allow.

Practicing Clinician Self-Awareness

The wholeness is already there. Our task as healers, of ourselves as well as others, 
is to remember this, to radically re-member this, and to do so both inside as well as 
outside of the workplace. This is not as easy as it sounds, but it is possible if we 
develop clinician self-awareness. Clinician self-awareness involves a commitment 
to deepening in self-knowledge, the practice of self-empathy and mindfulness, and 
experiencing connectedness and the sacred through the practice of contemplative 
awareness.

Practicing clinician self-awareness makes whole person self-care possible. 
Clinician self-awareness in the workplace allows us to engage in exquisite empathy 
with the possibility of protection from traumatization while simultaneously finding 
sources of nourishment and renewal in the work itself. But this alone is not 
enough. We also need times of retreat, times when we step back and completely 
away from our work and immerse ourselves in whatever is most deeply meaningful 
for us. Such times of retreat allow us to see our work from a different perspective, 
to sense the bigger picture and to discern if soul and role are in alignment. This 
allows us to experience healing connectedness, to rest in the source, to be in Tao, 
and then, naturally, it rains.
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Prevention of disease always seems like a good idea. Who could argue against taking 
measures to prevent a heart attack or detecting cancer early (at a stage when it can be 
removed or effectively treated)? These disease-focused measures aimed at prevention 
make such good common sense that it is hard to argue against them and we would 
not do so because they really can work. And yet, there are problems with these 
approaches that often elude common sense. We believe that these limitations need to 
be appreciated and the preventative measures aimed at disease need to bolstered by 
complementary measures based on the whole body and the whole person.

What are the limitations of disease-based prevention? First, the limitation of 
primary prevention [1] aimed at stopping disease before it occurs (as in taking 
cholesterol-lowering drugs to prevent a heart attack) is that we need to target appro-
priately those whose risk of disease is sufficiently high to justify the side effects and 
costs of the intervention or medication. This is fairly straightforward if we limit 
ourselves to those at the highest risk levels in whom the individual benefit will be 
substantial. However, if we restrict our interventions in this way, we will miss most 
of the disease occurring in the population, which will continue to come from the 
much larger numbers of people whose individual risk is not high – a phenomenon 
known as the prevention paradox [2]. It is not clear if we can prevent the majority 
of disease by primary means because as we begin to extend our preventative 
measures to those at lower risk, the overall costs (both financial costs and the 
costs of side-effects) will increase and the benefits to individuals will decrease. 
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However, there are other factors at play. The studies to establish the cost–benefit 
ratio for individual patients will need to become larger and more complex. Large 
pharmaceutical companies, unlike individual patients, or governments and other 
third parties who may pay for the medications, necessarily benefit the wider the 
preventative treatment is disseminated. The high costs of the necessary studies are 
usually borne by these companies because only they can afford to fund them. What 
trials are done and how the results are publicized to affect prescribing may be more 
determined by concerns for profit rather than what is best for individual patients or 
the public health [3]. We need to be cognizant of these influences unrelated to 
public or individual health when we make decisions about primary prevention.

Next, the limitation of secondary prevention [1] aimed at early detection and 
treatment of disease is the tendency of detection methods to overrepresent mild 
and even insignificant disease. Why does this happen? For illustrative purposes, 
let us take two cases with the same kind of cancer. Case 1 is a patient with very 
aggressive and rapidly progressing cancer. The time from first appearance of 
detectable cancer to the onset of symptoms necessitating a doctor’s visit is 3 
months. Case 2 is a patient with the same kind of cancer but not so aggressive or 
rapidly growing. The time from first appearance of detectable cancer to symptoms 
severe enough to prompt a doctor’s visit is 3 years. What kind of cancer do you 
believe will be most likely to be detected by screening? The answer is the second 
kind, and the difference of their representation in those detected by screening is a 
factor of 12! It is difficult to test often enough to detect the really severe cases, and 
more sensitive diagnostic methods do not help, leading mainly to the detection of 
more and more of the mild cases [4] with slowly progressive disease.

Clinical epidemiologists have long been aware of this problem [1], and the 
resultant effect that screening always appears to look good because the cases 
detected tend to be mild from the outset. For this reason, researchers insist on ran-
domized trials to evaluate screening methods. And the results are sometimes very 
surprising. In one famous study from the Mayo Clinic [5], smokers were randomized 
to be screened by 4 monthly chest X-rays and sputum tests compared to a similar 
group who were randomized to regular care. As expected, the group randomized to 
regular X-rays and sputum tests had more cancers detected, more surgery to remove 
them, and a better survival in those with cancer detected. But here is the surprising 
result. The overall mortality and the mortality due to lung cancer was identical in 
the two groups. It appears that the regular testing swelled the number of those 
labeled as having lung cancer but did not change the number of patients dying from 
lung cancer in the screened group. And the results remained the same after 20 
further years of follow-up [6].

Does this mean that screening is useless? No, but we need good randomized 
studies and perhaps to look again at our simple model of disease. The model of 
disease upon which most prevention is based is that disease (cancer or other) starts 
with small changes, progresses to a point where it is detectable but not symptomatic, 
and continues to progress until it produces symptoms, dysfunction, and possibly 
death. But, surprisingly, there is evidence that a significant proportion of cancers 
detected by screening are not life threatening [7], or progressive [8], and some 
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detected cancers appear to regress spontaneously [9]. The varied spectrum of 
biologic behavior in cancer and other diseases, combined with the costs and side 
effects of testing and follow-up interventions, explains why disease-based preven-
tion based on early detection may be useful for some diseases but not for all 
diseases in all patients. We need to target our detection and intervention more 
precisely to diseases and people at risk for those diseases who stand to benefit from 
screening. This is an ongoing process that has resulted in recommendations, for 
instance, that routine mammography screening is worthwhile in women between 50 
and 74 years of age but not in younger women, or older women [10]. There is an 
analogous need for very precise targeting in primary prevention where, for instance, 
how seriously we should take and treat a high cholesterol value depends not just on 
the level of the abnormality but also on the balance of other risk factors for heart 
disease in the person being evaluated [11]. The complexity of our bodies and 
different disease processes that makes disease-aimed prevention not always the 
clear answer for most people has another implication – we may need a comple-
mentary method that fills the gaps in our preventative armamentarium.

We suggest that an approach based on the whole body and the whole person is 
what is needed. Whole-body prevention is doing things that have multiple beneficial 
effects on the whole complex organism that is our body. A good example is regular 
exercise that appears to: help prevent obesity, control lipid abnormalities, diabetes, 
and blood pressure, improve psychological functioning and prevent depression, 
decrease the risk of major diseases such as heart disease and some cancers, slow 
the development of osteoporosis, and keep people more functional and mobile for 
longer. A short list of things we can do, which appear to be good for the whole 
body, are get regular exercise [12], eat a healthy diet (good food, not supplements) 
[13], sleep enough [14], manage stress [15] (e.g., mindfulness [16] and other 
approaches), avoid injurious habits (e.g., smoking). You will notice that every one 
of these measures not only has multiple and complex beneficial effects but also 
tends to improve quality of life and well-being, which might be an equally good 
reason for doing them. We tend to think of prevention as aimed primarily at future 
survival but should not preventing or reversing a decrease in quality of life also be 
important. And in these whole-body preventative measures, we appear to be able to 
have it both ways. What then is whole person prevention and does it have the same 
attractive properties?

Whole person prevention is aimed at preventing a loss of meaning [17] or 
increasing the depth of meaning and connection [18, 19] in our lives. So it might 
be said that while disease-based prevention is aimed at survival, whole-body preven-
tion is directed toward survival and quality of life, and whole person prevention is 
concerned with meaning and the effect that has on our survival and quality of life 
at a deeper level. And interestingly, the measures we might take based on these 
three approaches do not always seem to agree. Consider the following story about 
Viktor Frankl from the film “The Choice is Yours” [20].

Frankl is living in Vienna, and the Nazis have invaded Austria and the writing is 
on the wall for Jewish citizens like Frankl and his family. He has applied for a visa 
to go to USA that arrives, making everyone including his parents happy. He at least 
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will be saved. But this will leave his parents in Vienna to the mercy of the Nazis. 
He does not know what to do and asks the world for a sign. That night he notices 
that his father has brought home a piece of marble from a destroyed synagogue. 
It is a piece of one of the Ten Commandments. His father asks him “And do you 
know which commandment this marble is from?” The answer is “Honor father 
and mother and stay in the land”. Frankl stays and ends up surviving Auschwitz 
and writing “Man’s search for meaning” within months of his release. His parents and 
wife die in the camps.

Our natural first thought is that the surest way for Frankl to have preserved his 
life was to take the visa to USA. But that might have meant going against his deepest 
values. What does “his life” mean in this context? Is it just his body or is there a larger 
meaning to this term that includes the whole person and the values, meaning, and 
relationships that are important to that person. Did Frankl take the only option open 
to him to preserve his life in this larger sense while risking his body? In our desire 
to prevent bad outcomes, do we need to take our values into consideration?

There is a clear relationship here to the two sides of the Hippocratic/Asklepian 
dichotomy. In the Hippocratic mode, we should do everything to preserve the body 
and control the future. In the Asklepian mode, we may need to focus more on 
preserving our values, which includes what we enjoy in life, and lessen our grip 
on the future survival of the body. One way of getting at this is to ask ourselves why 
we may want to live a long time. The answers would differ for each person, but for 
myself I might say, for instance, that I want to continue to enjoy life, to see and 
nurture my grandchildren, and to leave a legacy. The next question is whether I am 
living my life in line with those goals right now. Am I enjoying life fully right now? 
Am I doing everything I can to nurture my future grandchildren? Am I actively 
working on my legacy? And so on. I find that this is a strangely and surprisingly 
healing process. The truth is that none of us know what is in store for us. The best 
preventative measures may not foresee or avoid what is actually in the cards. But 
we can do something about the present. For instance, when I ask myself the three 
questions that I posed earlier, the answers are surprising. Am I enjoying life to the 
full right now? Well not really because I am waiting for something to happen (to 
retire? to get older? for something else but for what?). Am I doing everything I can 
to nurture my future grandchildren? Not really because although I know that it is 
very important to me, I hardly ever think about it. Am I working on my legacy? 
Indirectly, but mostly, I am not aware of it one way or the other. It is not that achieving 
those goals is important for their own sake but confronting those questions has a 
profound effect on my being in the current moment. I have a sense of calm energy 
when I ask myself those questions that I believe may be the best tool we have to 
optimize our current health and well-being, to prepare ourselves for whatever the 
future may bring, and possibly even to preserve our lives.

Does this mean that we should stop exercising? No, but perhaps we should take 
it on with more flexibility, and in ways that fit the rest of our lives and that we enjoy 
more for their own sake. It might mean joining a tennis club rather than taking regular 
solitary visits to the gym. Perhaps we should do it less out of duty or fear and more 
out of enthusiasm or love for whatever the exercise activity in which we are engaged. 
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Perhaps our better diet becomes less a matter of restriction and more a focus on mindful 
enjoyment of foods that we thoroughly savor. One advantage here is that we are 
much more likely to continue an activity that we really enjoy. But at a deeper level, 
I believe that deep enjoyment of the present moment is our best preparation for the 
future. Why? Because the future is inherently uncertain, things will happen that we 
did not expect, and our challenge will be to get the most out of whatever happens. 
Our best prevention may be to learn how to enjoy the present moment and by extension 
all future present moments. Focusing primarily on trying to avoid “bad” things 
 happening is ultimately doomed to failure with the added complication that what we 
thought would be “bad” events can turn into “good” events – turning points in our lives 
that open us to a deeper and more meaningful experience of being alive, a report that 
we hear from patients with serious illness [21].

Where does this leave us? We would conclude the following:

 1. Disease-based prevention methods should be continued but only in those situa-
tions where there is clear evidence based on randomized trials that they work to 
prevent significant disease in the persons targeted.

 2. Whole-body-based prevention methods are almost always a good idea because 
they work on multiple systems at the same time and generally have immediate 
effects on quality of life and well-being.

 3. Taking whole person concerns into account may significantly modify how 1 and 
2 are best implemented in different people.

Lastly, since the extent to which people are in touch with their deep values may 
determine their quality of life now and in the future, this should be an overriding 
concern in prevention, especially given the inevitable uncertainties in people’s very 
complex and changeable lives. Because patients are whole persons in which all the 
parts are connected, we cannot limit ourselves to the Hippocratic side of the medical 
dichotomy in prevention any more than in treatment. We are just beginning to 
scratch the surface of what good preventative measures mean in whole person care.
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Introduction

Patients have been the huge beneficiaries of medicine’s singular focus on curing 
disease. Assisted by the combined forces of the scientific method and health-
related technologies, medical science has effectively advanced the diagnostic and 
 treatment capabilities of the medical profession [1]. In the past century, more 
 diseases have been cured or effectively managed than in the previous 2,000 years 
combined [1]. Yet, the past decade has witnessed a groundswell of patients across 
North America who are calling upon health care practitioners to care/treat the 
whole  person, and not just their illness. This demand for a more comprehensive 
approach that would respond to the individual needs of the whole person may 
explain why so many people are turning to complementary therapies (CT) before, 
during, and after their medical treatment, the majority having neither informed nor 
consulted with their treating oncologist [2–4]. This growing trend has begun to 
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Natural Forces within us are the true healers of disease ….  
It is far more important to know what person the disease has 
than what disease the person has.

Hippocrates
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challenge underlying assumptions about health and illness traditionally held by 
health care practitioners. It has led to the development of a new philosophy of 
practice known as integrative medicine.

The purpose of this paper is to explore patient perceptions of conventional 
 medicine and complementary therapy use in facilitating their health and healing to 
underscore the need for a new model of integrative medicine in whole person care.

Medical Treatment and the Patient

Before antibiotics, the practice of medicine was shaped as much by the art as the 
 science of its discipline. With a paucity of known effective treatments, both patient 
and doctor valued the relationship that evolved from their shared hope in the healing 
capabilities of the patient. In the absence of proven remedies, the physician was 
viewed as a knowledgeable and caring practitioner whose professional demeanor 
was apt to instill an expectation that the patient could get better, often with the 
pleasing result that many seemingly improved without treatment [5]. And when 
there was nothing more to do, the physician was there to help the family come to 
terms with the inevitable.

When Evelyn lost her fight with pneumonia just short of her second birthday, there was 
little that could be done medically to save her in 1903. What the town’s doctor could do 
was be there for the young mother and father, supporting them as they comforted their 
dying daughter. With compassion, he showed them how to position their child in bed to 
ease her labored breathing, what to do to lower their daughter’s fever, to offer sips of water 
and ensure a clean and warm environment. And when Evelyn’s exhausted being gave up, 
it was the doctor who filled the tragic void with comforting words and frequent home visits. 
Although he was helpless to save Evelyn’s life, by his caring and his presence, he encour-
aged Evelyn’s parents to talk about their sadness and their loss in a way that helped them 
to move forward with their lives.

As more medical discoveries were made, the former wait-and-see medical 
approach to illness increasingly gave way to scientifically based clinical decisions. 
By the 1950s, healing was associated less with the patient’s innate capabilities than 
with the medical intervention itself. Healing was the result of what the physician 
did to eliminate an infection, contain a virus, and close a physical wound. For the 
first time in medical history, physicians could speak with greater conviction about 
curing the patient. This remarkable achievement was, in large part, attributed to 
medicine’s use of the scientific method that consisted of diverse research designs, 
but especially, the randomized controlled trial (RCT), for evaluating the efficacy 
and effectiveness of proposed medical treatments.

To this day, the RCT reductionist model is the preferred scientific method of 
clinical medicine. Remedies, treatments, and, most recently, CT that have not been 
subjected to the same rigorous scientific evaluation are generally discredited. Yet, 
the reductionist approach, upon which the practice of clinical medicine is based, 
divides the whole into objective measurable parts [6], that is, a given treatment 
tends to be evaluated in terms of measures that can be easily quantified, such as the 
presence or absence of illness, living or deceased, the size of the tumor in centimeters, 



13512 Whole Person Care and Complementary and Alternative Therapies 

and so on. The unfortunate consequence is that health care providers lack scientific 
knowledge of the whole being that limits their ability to respond medically to the 
whole patient. Because a scientific understanding of the whole person is lacking, 
the message may inadvertently be conveyed that the whole is of lesser import 
 medically than the particular disease under investigation.

Eleanor Johnson had never been sick a day in her 45 years. So when her arm accidentally 
brushed against a solid lump lying along the outer aspect of her left breast, during her 
exercises that evening, she was momentarily incredulous but also knew instinctively that 
she was in trouble. When the doctor removed the aspiration needle from the center of the 
huge lump the next morning, she did not need to be told the significance of the empty 
syringe. A swell of anxiety and fear overcame her normally collected composure. She was 
going to die. ‘You know what this means,’ the doctor said, oblivious to the fact that she was 
struggling to concentrate on what he was saying. ‘You have cancer. You need a biopsy. 
You’ll need to be booked for surgery and then chemotherapy. Come back in a couple of 
weeks for the biopsy results.’ And that was that.

Similar stories tend to occur when the health care provider is overly centered on 
the diagnosis and treatment, with the unfortunate result that the patient is frequently 
left to his or her own means to sort out emotions and develop a strategy for navigat-
ing the health care system. But it is understandable in that “reductionist” methods, 
upon which the practice of medicine is based, pay scant attention to the overall 
 well-being, sense of meaning, and quality of life of the patient, which are subjective 
measures of the person as opposed to the illness [6]. Accordingly, thoughts, 
 feelings, and beliefs are deemed “subjective” because they are filtered through the 
biased “lens” of the patient, thereby rendering the information, presumably, 
 noncredible. While patient perceptions may be subjective, they are no less real to 
the person merely because the philosophic underpinnings of the scientific method 
are incompatible with a subjective way of “knowing” the whole person.

Nonetheless, research on the potential impact of medical treatments (or the 
 disease) on the psychological, socioemotional, and spiritual dimensions of the 
whole person, and vice versa, is still rare. Medical studies exploring the  bidirectional 
impact of emotions and beliefs on biological health remain underinvestigated. As a 
consequence, empirical knowledge of the complex world of patient beliefs, 
thoughts, and feelings has not been integral to evidence-based clinical decisions. In 
particular, the potential role of patient beliefs and expectations about getting well 
and facilitating their healing capabilities has largely remained beyond the scope of 
medical practice, arguably, with important clinical implications within the context 
of the physician–patient relationship [5, 7].

Even now 10 years after his wife succumbed to pancreatic cancer, Mr. Brown continues to 
relive over and over again, like a surreal dream, the moment they learned ‘she was 
doomed’. He remembers something streaming out of the doctor’s mouth like unravelling, 
tumbling letters of the alphabet, constructing nonsensical meanings, which suddenly 
dropped from sight with the doctor’s words’ ‘there is nothing I can do’. It was a death 
sentence from which there was no escape. He sealed her fate. ‘I know, I know the statistics 
aren’t great. I tell you she could have lived a little longer with hope’.

There is documented evidence that our innate capability to heal has to do with the 
positive expectations we hold about our health and what we need to do to get well  
[8–10]. According to Benson [5], these beliefs, which are deposited as memories 
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throughout the body, are reflected by the placebo effect. They are the result of a 
 neuropsychophysiological phenomenon that he calls “remembered wellness,” in 
which previous health-related experiences are associated with feelings of  well-being 
[11]. These positive memories, when evoked, can activate the body’s physiological 
healing capabilities.

In contrast, when negative expectations about wellness have been established in 
memory through previous experiences, the potential effectiveness of the placebo is 
dramatically reduced [11]. When a health care professional expresses doubt or 
skepticism about a patient’s belief in a mode of treatment, the placebo effect may 
be seriously impaired. Benson and Friedman [11] argue that the quality of the 
 physician or health care provider relationship with the patient is of utmost importance 
in either activating or deactivating the body’s healing response as a function of 
whether the patient, physician, or both believe in a proposed treatment.

The effectiveness of the placebo highlights the importance of conceptualizing 
the patient as a whole person with an illness as opposed to honing in on the disease 
and its medical treatment as if the other interrelated parts of the person played no 
role in the patient’s health and healing. It suggests that what the physician or health 
care provider says to the patient and how it is conveyed may be as important as the 
medical treatment itself; it may in fact exert a profound impact, for better or worse, 
on the patient’s innate healing capabilities.

There is another concern, however, about the reductionist model that occurs 
each time a patient is prescribed a medication or assigned to a medical protocol. 
These standardized treatments are derived from RCTs that were done to evaluate 
the  efficacy of the pharmacological agent or surgical intervention. However, the 
 inclusion and exclusion criteria that determine which patients are eligible to 
participate also raise legitimate concerns about the extent to which the research 
findings may be generalized to subsequent clinic patients suffering from the 
same cancer [6]. Moreover, when mean values are reported, the results reflect 
the group average and not the actual value obtained by each patient. Even data 
reported as intent-to-treat results, which can identify the actual patients in the 
study who benefited from the standardized treatment, can say little about the 
clinical relevance of the treatment for a given patient in the clinic, as no two 
persons are biologically the same.

The inherent weaknesses of protocols derived from a reductionist method may 
explain why some patients do better than others on a given protocol when both are 
suffering from the same cancer type, stage, and grade. It may be that uncertainty 
about the treatment’s efficacy along with frequently endured toxic symptoms 
 contributes to the patient’s sense of vulnerability and growing dissatisfaction, 
resulting in an understandable expectation that the health care provider should look 
beyond the disease and the treatment to address the needs of the whole person.

When Eleanor received the biopsy report, she learned that the news was extremely grim, stage 
4 of an extremely aggressive tumor that had a poor prognosis. She made the decision to find 
an oncologist with a team approach. ‘Yes, it is aggressive but there are things we can do. 
Remember that a prognosis is about the natural trajectory of the illness before the medical 
intervention. Statistics say nothing about how you personally will respond to treatment.’ With 
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that, the load of fear and anxiety started to lift. ‘Don’t forget,’ the oncologist added, ‘there is a 
whole team behind you. We have an idea of what we want to do- but we also are consulting 
with colleagues at several leading cancer centers.’ For the first time, Eleanor began to feel safe. 
But there was still something else she needed to understand. ‘But I don’t fit a protocol? Her 
anxiety soaring again. ‘True, but we have something else- your cancer to help direct us to the 
best combination of treatments. We think the surgery should be delayed until we try to make 
the tumor smaller- and then we can monitor its response to the chemotherapy.’ ‘Ok’ she 
persisted. ‘But I have a hard time just doing nothing.’ ‘Who says you have nothing to do? Your 
work is to eat healthy food, stay calm, and walk everyday. My job will be to take care of your 
treatment.’ He could see she was hesitating, not totally convinced. ‘I know you have a PhD in 
physiology- Are you interested in me sending you a key article before our next meeting so we 
can review the pros and cons of the options I’m considering?’ And then Eleanor knew that she 
was fortunate. This was not for every patient, but it was perfect for her.

Regrettably, the built-in bias of the medical model has led health care provid-
ers, at times to unintentionally be dismissive of the patients’ very “real” feelings 
and beliefs, especially about promoting their health and getting better. Research 
on beliefs, expectations, and remembered wellness highlights the importance of 
 conceptualizing the patient as a whole person with an illness as opposed to focusing 
mainly on the disease and treatment. Patients seem to understand this, and 
increasingly are seeking to satisfy their need to optimize the wellness of their 
whole being. Perhaps it is no coincidence then that the use of CT among cancer 
and other patients has dramatically increased in the past decade.

The Potential Benefits of Complementary Therapy Use

CT are health-promoting practices associated with whole medical systems such as 
Traditional Chinese Medicine (TCM) and Ayurvedic Medicine (AM) that function 
outside conventional medicine and conceptualize the person in terms of the insepa-
rability of the mind, body, and spirit. In contrast to the western medical system’s 
emphasis on curing disease, the philosophy of TCM and AM is similar to that of 
nursing in its focus on the health and healing of the whole person who may be living 
with a terminal illness [12–14]. CT are used to optimize wellness by facilitating the 
person’s innate healing capabilities. When the self, the self in relation to others, and 
the universe are in harmony and balance, optimal wellness is obtained [15].

An estimated 83–90% of patients turn to some form of complementary therapy 
 following a cancer diagnosis, and more than half do this without the knowledge of 
their treating physician [4, 16, 17]. CT include naturopathy, homeopathy, oriental 
herbs, mushrooms, natural supplements, vitamins and minerals, mindful meditation, 
visualization, reflexology, massage yoga, qigong, therapeutic healing,  acupuncture/ 
acupressure, cognitive structural reframing, counseling, and spiritual practices that 
are typically grouped into one of the following domains of practice: mind–body, 
biologically-based, manipulative and body-based, and energy or  biofield therapies 
[3, 12, 18–20].

Daphne Smith was only 35 when she was first diagnosed with advanced colorectal cancer. 
Married with two pre-adolescent children, Daphne was a teacher who had never smoked. 
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As described by her husband, Daphne was the heart and soul of the family. But she 
completely unraveled following the diagnosis. Unable to sleep or make decisions for 
 herself or her children, her husband stepped up, but nothing seemed to help. Devastated, 
Daphne gave herself over to the health care team; she underwent chemotherapy and 
 radiation to kill the tumor and manage the bone metastases; she took anti depressants and 
saw a psychiatrist in the hope of overcoming the deep feelings of sadness and despair that 
seemed to overwhelm her. Even when she was told that her cancer was in remission, she 
remained dispirited, until one day a friend encouraged her to drop by the Ayurveda center 
in town. That day, she explained, changed her life.

Reasons for CT use vary. Cancer patients typically hope to reduce treatment-
related symptoms, increase their immune response, prevent a recurrence, slow 
down the spread of cancer, use a holistic approach, help the body heal, support the 
medical treatment, control symptoms, have more control over medical decisions, 
feel hopeful, and increase the well-being of the whole person [3, 16, 17, 21–23]. 
These explanations reveal some of the beliefs, hopes, and expectations people have 
about getting better.

I first met Daphne 9 months after she had begun to follow Ayurvedic practices. Daphne was 
on a program of daily meditation, walks, yoga, and a health-promoting diet. She was taking 
herbs to strengthen her immune response and acupuncture to help manage her bone pain. 
Daphne looked thin but exuded energy and an aura of peacefulness. By her own account, 
Daphne was a new person who attributed the profound change in her well being to the 
Arurvedic practices that had helped to ‘heal her whole being’. Because of the Ayurvedic 
practitioner, Daphne now felt that there was someone caring for her while the oncology 
team ‘looked after’ the cancer. Daphne was convinced that the Ayurvedic practices with the 
medical treatment had been essential in promoting her current state of health. As evidence, 
she rather proudly revealed that she no longer took anti -depressant medication; she had 
resumed her mothering role with renewed purpose, and had reconnected more meaning-
fully with her husband. On reflection, her quality of life, she felt, was in many ways better 
now than ever. She had learned to live fully in the present.

CT use has been found to improve wellness and quality of life by addressing, at 
the physiological level, the interrelated physical, psychosocial, emotional, and 
spiritual needs of the patient. CT that promote regular exercise, stress management, 
spiritual growth, and a health-promoting diet are thought to synergistically enhance 
the health and healing of the whole person.

Health-Promoting Diet

A diet of green and cruciferous vegetables, carrots, berries, fruits, fish, olive oil, 
legumes, shiitake and other mushrooms, whole grain cereals and flaxseed not 
only improves physical and mental fitness but also enhances quality of life and 
lowers the risk of cancer [24, 25]. These foods strengthen the immune system, 
decrease inflammation, promote cancer cell suicide, and detoxify the body of 
carcinogens [24, 26].

Green tea, for example, inhibits tumor cell growth and its spread by blocking 
the proinflammatory action of nuclear factor kappa-B produced by cancer cells 
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and by inhibiting angiogenesis or the creation of blood vessels needed to nourish 
the  developing tumor [24, 27, 28]. Cruciferous vegetables such as broccoli, 
 cabbage, and spinach prevent precancerous cells from developing into malignant 
tumors. Nonfleshy fruits such as blueberries, raspberries, and strawberries 
 contain active molecules such as ellagic acid and proanthocyanidins that stimulate 
cancer cell death, inhibit blood vessel growth, and eliminate carcinogenic sub-
stances from the body [24, 26].

Health-promoting foods provide a multifocal biological approach that enhances 
wellness while creating “a hostile physiological environment for cancer cells,” as 
Dr. Richard Beliveau is fond of saying. Thus, for newly diagnosed cancer patients of 
normal weight and energy, the research findings suggest the value of patients adopting 
a healthy diet as described above. At a minimum, it seems to promote wellness [29]. 
As a result, the AICR [25] also recommends that cancer survivors follow this diet to 
promote their health and well-being.

Physical Exercise

Regular exercise improves physical strength, stamina, mood, and overall  well-being 
[25, 30]. In addition, there are significant physiological effects of  exercising regu-
larly. Walking, tai chi, yoga, and qigong appear to decrease  proinflammatory 
cytokine and blood sugar levels, improve immune activity,  stimulate natural killer 
cell activity, decrease tumor growth, and reduce the  treatment-related toxicities of 
fatigue [30–32]. Doing exercise during chemotherapy also has been found to 
improve physical functioning, aerobic capacity and strength, raising the possibility 
that it may protect the patient longer from the debilitating effects of the disease and 
treatment [33]. In fact, there is scientific evidence that exercise may help to prolong 
survival in cancer patients [25, 30, 34, 35].

Stress Management

Managing stress is one of the main reasons that patients turn to mind–body 
 therapies such as mindful meditation, hatha yoga, relaxation techniques, guided 
imagery, hypnosis, cognitive-behavioral therapy, and counseling. This is particularly 
true for patients with a life-threatening illness, depression, or loss [36, 37]. 
Chronic distress has been linked to proinflammatory mechanisms that create the 
physiological conditions within which cancer is thought to flourish [38, 39]. 
Moreover, a psychosomatic, neuropeptide-receptor network that connects the 
emotional brain with virtually all body systems, organs, and cells serves as the 
physiological mechanism for emotions and body systems, including the immune 
system, to affect one another [40]. Thus, patients who are chronically stressed, 
depressed, or feel helpless have significantly reduced immune responses such as 
deactivated natural killer cells [26].
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By contrast, when patients feel hopeful, a sense of personal control, or feel 
 supported, they do better physically, as evidenced by a strengthened immune 
response and elevated natural killer cell activity [41]. Mind–body practices are 
thought to stimulate the psychoneuropeptide network resulting in significant 
 reductions in anxiety, mood disturbance, and depression, as well as improvements 
in coping skills, and emotional and social well-being [41, 42].

Of these, regular practice of mindful meditation offers several health benefits 
including significant reductions in stress, cortisol and blood sugar levels, and improve-
ments in mood, quality of life, immune activity and autonomic nervous  system (ANS) 
coherence, a reputed, physiological key to well-being [43–46]. Chronically elevated 
cortisol and blood sugar levels have been implicated in promoting inflammation.

The issue of whether mind–body therapies can slow down the spread of cancer, 
thereby potentially improving survival, is still unknown. However, numerous 
 studies attest to the benefits of these complementary practices on the cancer 
patient’s psychological well-being and quality of life. Those findings are consistent 
with what we know about the psychoneuroimmunological interrelationships among 
a person’s emotions and beliefs, and the body’s immune response. Those 
 physiological interconnections are thought to account for the so-called placebo 
effect discussed in the previous section [7, 11]. This may account in part for 
Daphne’s seeming well-being. Through daily mindful meditation and yoga, she had 
found an inner strength and meaning to her life that projected an aura of wellness 
that her health care providers could not have anticipated.

Symptom Management

Increasingly, patients with cancer and other chronic conditions are turning to CT 
for relief from symptoms associated with their disease or treatment. Energy-based 
practices such as acupuncture, healing touch, and reiki strive to restore the flow of 
energy throughout the body, thereby helping to reduce fatigue and enhance a 
 person’s normal vitality [12]. There is documented evidence of acupuncture’s 
 effectiveness as a treatment for pain, dry mouth, neuropathies, nausea, and  vomiting 
[47–50]. However, acupuncture also has been associated with significant increases 
in levels of leukocytes, white blood cells, and other related factors of the immune 
system [51, 52]. There seems to be several potential therapeutic benefits for patients 
in using acupuncture before, during, and/or after medical treatments.

Mind–body therapies such as guided imagery, hypnosis, mindful meditation, 
counseling, support groups and cognitive-structural reframing are thought to restore 
a person’s sense of harmony and balance [12]. In contrast, manipulative body-based 
practices such as massage and reflexology stimulate circulatory and lymphatic 
systems that promote health and healing [12]. Often used in combination, these CT 
have been effective in reducing discomfort, pain, nausea, vomiting, and anxiety 
according to numerous controlled studies [37, 41, 53–55].
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Patients also rely on natural supplements to effectively treat a host of symptoms. 
Carnitine, for example, has been found to improve cancer-induced fatigue [2]. 
Ginger can effectively reduce feelings of nausea [56]. Selenium can improve 
 symptoms of lymphedema [2]. Other studies suggest that glutamine may be helpful 
in managing diarrhea, neuropathies, and stomatitis [57], and omega-3 has become 
a popular supplement for the treatment of fatigue as well as to prevent the loss of 
appetite, weight, and muscle strength [58].

Over-the-counter supplements reviewed by this paper only reflect a small 
 proportion of biologic remedies being accessed by the public. The possibility of drug 
interactions when the health care team is unaware of the supplements being taken by 
the patient under conventional treatment is a serious medical concern. Making CT 
an integral part of clinical practice would go a long way in meeting the needs of the 
whole person while providing comprehensive care that is effective and safe.

Spiritual Growth

A life-threatening illness, profound loss, or unrelieved suffering may initiate a 
 spiritual quest in the hope of making sense of a situation from which there is no 
relief, no escape. In those moments, patients may turn inward drawing support from 
the contemplative practices of prayer, meditation, yoga, communing with nature, or 
labyrinth walking. By helping patients shift their attention toward the inner world 
of being, these CT help to liberate patients from their previous ways of thinking and 
feeling. In so doing, they may feel free to embark on an existential search leading   
to a new sense of self and purpose [13, 59].

Spiritual growth looks beyond earth-bound considerations to embrace the 
 infinite possibilities of the being within the universe [13]. Spiritual growth is the 
 culmination of an existential quest that goes to the core of the patient’s true, 
 essential self. It is related to psychosocial-emotional healing in that both are innate 
and intertwining developmental processes through which the person grows toward 
wholeness, fulfillment, and acceptance [13]. Both move the person to a deeper 
understanding of the self within a greater more meaningful context. The insights 
gleaned from this process of self-discovery can provide profound comfort to 
patients in the throes of an incurable disease. CT, such as mindful meditation, may 
be an invaluable support for patients grappling with matters of life and death for 
which feelings of serenity and acceptance would be a welcomed release.

The first time we met, it was hard to accept the fact that Daphne’s cancer had returned; she 
was not on active treatment, she radiated energy, and she was managing this potentially 
traumatizing return of her cancer with emotional serenity. As she explained, ‘Thanks to 
meditation, I have come closer to knowing who I am than I ever understood before. I am 
a mother first and a wife. What I know with certainty is that we are all connected; I am part 
of nature and nature is part of me. My energy will go on; it will continue to be a part of my 
children’s lives. They just need to talk to me silently to know that I am there, in their 
heart.’
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Mindful meditation may have helped to stir Daphne’s spiritual growth in which 
her despair and sadness were able to yield to feelings of acceptance, love, and 
 purpose. Although the role of spirituality in the survival of cancer patients has yet 
to be scientifically demonstrated [60], several studies show significant relationships 
between spiritual well-being and quality of life notwithstanding the presence of 
pain or fatigue [61].

Despite accumulating scientific evidence that complementary practices benefit 
patients we do not know the frequency, duration, or “best” complementary blend 
of therapies to promote wellness. Notwithstanding the need for further research, 
the findings, nonetheless, offer ample reasons why patients are likely to continue 
to use CT with or without input from their health care providers. That would 
seem to be reason enough for bringing CT “out of the cold” and into mainstream 
practice.

Integrative Medicine, a Philosophy of Whole Person Care

Integrative medicine combines relevant complementary practices and medical 
 treatments to achieve the optimal health and healing of the whole person [62]. CT 
that promote physical activity, health-promoting diets, symptom management, and 
stress reduction enhance the wellness of the whole person by reestablishing balance 
and coherence among the biological systems of the mind and body, including the 
ANS [26, 29]. CT assist the body in regaining an optimal level of health and 
 healing, which may be leveraged synergistically to help withstand and actively 
“fight” the disease alongside mainstream treatment.

Important core values of integrative medicine include comprehensive and 
 compassionate care, tailored to the needs of the whole person [62]. Integrative 
practice is about promoting the wellness, health, and innate healing capabilities of 
the person while providing effective medical treatments. Interdisciplinary profes-
sional relationships are nonhierarchical, mutually respectful, and collaborative 
between complementary and medical practitioners, and between practitioners and 
the patient, who is welcomed as an equal “partner” in decisions about the treatment 
plan and care [63].

Combining complementary and medical treatments is in the early stages of clinical 
implementation. In fact, the practice of integrative medicine is still mainly a 
 theoretical exercise, lacking scientific evidence [62, 64, 65]. Nonetheless, as a first 
phase, a few leading university-teaching hospitals have created affiliated wellness 
centers, usually off-site, in an acknowledgment of the potentially important role 
that CT may play in the health, healing, and well-being of patients. One such 
example is the Hope and Cope Wellness Center of the Jewish General Hospital of 
Montreal. Typically, patients from these hospitals and their family are welcome to 
participate in any of the health-promoting services being offered at the wellness 
center. For patients who are not on active treatment, the opportunity to make their 
own health-related selections is likely therapeutic in itself by enhancing their sense 
of personal control over decisions concerning their well-being.
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Some hospital-based health care teams refer their patients to wellness centers 
for a specific medical purpose, such as reducing anxiety, increasing physical 
 fitness, or learning how to make nourishing meals. In a few hospitals, dedicated 
complementary therapy teams respond to medical and nursing requests to see 
patients. However, the notion that the medical treating team would consist of 
 relevant complementary as well as conventional practitioners is still a novel idea. 
At the Jewish General Hospital, the Cancer and Nutrition Rehabilitation program 
and, in particular, the newly established Peter Brojde Lung Cancer Center consist 
of health care teams that include TCM practitioners with expertise in Chinese 
herbs, acupuncture, and qigong, one of whom is also a physiotherapist as well as 
nurses acquiring training in reflexology, acupressure, deep relaxation techniques, 
and visualization.

A model of integrative medicine and whole person care can be useful in provid-
ing a framework for implementing and evaluating clinical programs. However, 
 proposed models are only beginning to emerge in the literature with a current 
emphasis now on arriving at a consensus of key characteristics, structures, values, 
processes, and outcomes [62, 64, 65]. There are numerous structural and organiza-
tional issues that need to be sorted out to effectively shift to a new medical  paradigm 
of practice in a hospital setting. For starters, there are multiple layers of “integra-
tion” to consider across clinical, research, educational, and administrative practices 
of a hospital that may have profound implications for the implementation of inte-
grative medicine and whole patient care. Depending on the scope of practice, this 
 paradigm shift will eventually impact professional associations, government poli-
cies, medical and other health-based university programs, as well as provincial and 
hospital  budgets. These issues will need to be systematically addressed if integra-
tive  medicine is going to be the practice model of all health care professionals.

Of equal import is the need to change the research paradigm of evidence-based 
practice from a reductionist model to a more encompassing methodology that will 
more effectively capture the complexities of the whole person with an illness. As 
previously discussed, RCTs cannot account for the individualized, synergistic, and 
holistic effects of blended complementary and conventional treatments [63]. A mixed 
method approach combining quantitative and qualitative data, depending on the 
study objective, seems an appropriate approach to more fully represent the potential 
health and healing effects of an integrated intervention [6]. However, as pointed out 
by Leis and colleagues [63], what also needs to be considered is a whole systems 
research framework to evaluate the overall practice of integrative medicine in a 
clinical environment. There is much to do.

While there is scientific evidence of the health and healing benefits of many CT 
based on individual effects, knowledge about dosing, frequency, and the optimal 
blending of complementary modalities before, during, and after medical treatment 
is still lacking. Moreover, caring and treating the whole patient is extremely com-
plex, more often than not, necessitating a multiple rather than single therapeutic 
approach. As the health care team acquires the scientific evidence to propose truly 
holistic and tailored treatments, it is likely to assume a blended and synergistic 
multimodal approach to the whole patient to intervene effectively at multiple psy-
chosocial and biological targets.
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Even so, there likely will continue to be differences in opinion between the 
health care team and the patient regarding the “best” CT to include in the treatment 
plan. In keeping with the values of integrative medicine, the patient’s opinions must 
be respectfully and carefully addressed, keeping in mind that the beliefs and 
 expectations that patients hold about their health may affect their healing capabilities. 
Those beliefs also may be influenced by the nature of the physician’s and other 
health care provider relationships with the patient [11]. According to Benson [5], 
what the physician says and how he says it may be instrumental in either activating 
or deactivating the healing capabilities of the patient.

Thus, central to the practice of integrative medicine is the quality of the 
 relationship between the patient and the health care provider. It is the health care 
provider who creates the therapeutic context within which the patient’s healing capa-
bilities may be supported. Thus, a therapeutic relationship is a healing relationship.

To be truly healing depends on the health care provider’s ability to be open, 
nonjudgmental, sensitive, and, above all, fully present to the thoughts, feelings, 
behaviors, and attitudes of the person being treated/cared for [13, 59]. Being fully 
present means respecting the patient’s beliefs about his or her health and healing, 
and including ideas about promoting wellness. It means finding ways to support the 
patient’s personal capabilities, strengths, purpose, and innate healing capabilities 
within the current realities of his or her illness [13, 59].

In conclusion, integrative medicine strives to redress the shortcomings of the 
medical model by reestablishing a professional legacy that focuses on the whole 
person, not just the illness, by recognizing the centrality of the physician–patient 
relationship in facilitating the healing capabilities of the patient, and by acknowl-
edging the value of optimizing the patient’s wellness and treatment efficacy via a 
blended, evidence-based approach of relevant complementary and conventional 
treatments. In doing so, integrative medicine reaffirms comprehensive, compassionate, 
and individualized care and treatment as the basis of whole person care.
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Spirituality is an essential ingredient of whole person care. Although its role in 
health and healing is often neglected, spirituality is increasingly recognized for its 
relevance to personhood and creating a caring relationship with patients. As a 
result, its role in medical education has been emphasized to address the concerns 
of sick people, particularly those with life-threatening diseases, and those with 
diseases that affect quality of life (QOL). This chapter aims to outline the ways in 
which spirituality plays a role in whole person care.

Neglect of the Spiritual Dimension in Medicine

Throughout history, the healing profession has embraced the concept of mind–body 
and soul. In the ancient world, temples were not only places for worship but also 
centers for the healing of those who suffered from visible and invisible wounds of 
body and mind. In Middle Eastern and oriental countries, spiritual mindfulness was 
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Nothing in life is more wonderful than faith – the one great 
moving force which we can neither weigh in the balance nor 
test in the crucible … Faith has always been an essential fac-
tor in the practice of medicine.

William Osler [1]
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one of the characteristics of scholars of science and medicine. This is exemplified 
by the life and work of great scholars such as Avicenna and Razi.

In the West, with the rise of industrialization, technology, and science, remarkable 
progress has been made in the advancement of medicine. However, the growth of a 
materialistic view of life that has sprung up in conjunction with the advancement 
of science has tended to create a divide between spirituality and medicine. Descartes 
in his work Treatise of Man viewed the body as a machine [2].

The view of Freud and his works such as “Civilization and Its Discontent” [3] 
have created doubts and skepticism with regard to spirituality/religion. Many 
psychiatrists, psychologists, as well as other health professionals, seem to have 
distanced themselves from spiritual matters in academic and clinical debates. As 
scientific and technological advancements were not complemented by greater 
acknowledgement of the important role of spirituality in the healing of patients, 
health sciences were not adequately equipped to address the needs of whole person 
care in a comprehensive way. Rosen stated, “[M]odern medicine seems to have lost 
sight of the art, the spirit, and the intangibles such as faith, hope and compassion 
that are essential to the healing process” [4].

Interest in reintegrating spirituality with medicine has begun to emerge during 
the past twenty years in North America [5]. Extensive research studies in recent 
years have demonstrated the positive and beneficial effects of spirituality on health, 
recovery from illness, QOL, palliative care, and other fields of medicine [6].

Obstacles to Spirituality in Medical Practice

However, the subject of spirituality is often avoided because of the following three 
major factors, which adversely influence physicians’ pursuit of spirituality in their 
medical practice. One is scientific reductionism, which denies the existence of the tran-
scendent and thus the spiritual nature of human reality. The second is a negative public 
impression of and attitude toward religion and spiritual beliefs due to critical publicity 
surrounding some organized religious institutions. This reinforces the denial of religion/
spirituality as a viable phenomenon of humanity. The third is the industrialization of 
medicine, which reduces it to an economic enterprise, primarily concerned with effi-
ciency and financial gain rather than the provision of compassionate care and treatment 
of the whole person. Put succinctly, “changes in health care are placing us under 
increasing pressure to become only physicians of the body and to abandon our respon-
sibilities for the mind and soul … The current health care system is globally insensitive 
to the psyche of patients, whatever the infirmities of their bodies …” [7] These troubling 
developments in contemporary health care suggest the need to rethink the true goal of 
medicine with respect to saving lives and alleviating suffering. As Sulmasy stated, “no 
amount of scientific or economic transformation can alter the fundamental meaning and 
value of health care, nor can it ever eradicate the interpersonal nature of the healing 
relationship that begins when one person feels ill, and another highly skilled and 
socially authorized asks ‘How can I help you?’” [8], demonstrating the original  meaning 
of the word “psychiatry”: physician/healer of the soul.
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Spirituality and Healing

Spirituality is poorly understood and often avoided in the psychiatric and medical 
community. The word spirit is from the Latin word “spiritus” or breath and animating 
principle. One aspect of spirituality refers to the development of the capacity to 
acquire a deeper understanding of the purpose of life. Spirit is the inner reality of 
human beings, a nonmaterial entity that connects a material and mortal entity such 
as the human body to a universal transcendental power. Moreover, physical health 
and spiritual health are interconnected. In holistic terms, being healthy is a state of 
well-being of mind, body, and soul.

Healing is the art of restoration of hope and wholeness, and a healthy life goes 
beyond absence of disease. Some patients in palliative care and those near the end 
of life are overcome by a sense of hopelessness, which is not always characterized 
by other symptoms of clinical depression. The body may be perceived as an object 
that increasingly loses its meaning, and these patients may express the desire for 
hastened death. This strong feeling may be associated with loss of dignity and self-
worth, which leads to demoralization. Demoralization is common among patients 
suffering from chronic medical illnesses and those with serious disabilities or who 
are terminally ill. It is a state of hopelessness, helplessness, existential despair, and 
meaninglessness, which arise from a feeling of being “trapped” and a desire to die [9]. 
Restoration of morale is vital in therapy.

Although science is able to alleviate physical pain and discomfort, it has limita-
tions with respect to the meaning of life and the end-of-life experience. But spiri-
tuality can not only give meaning to this final stage of life but may also give a 
sense of hope, whatever the hope may be for the individual. This could be a spe-
cific belief that the journey of life goes beyond physical death or a more general 
trust or faith in life whatever the future may bring. One may perceive spirituality 
as a personalized feature of faith and religion as a structured and institutionalized 
expression of faith [6].

Prayer and Spirituality

One expression of faith is prayer. Prayer for the sick is the oldest means of alleviating 
anguish and suffering and is an assistance to recovery and healing used worldwide. 
However, it does not minimize or replace conventional treatment. In secular cultures, 
it may be difficult to comprehend the role of a nonmedical approach such as prayer 
in the healing process. Yet, there is increasing interest in the exploration of nonma-
terial or nonphysical treatment as an alternative to traditional treatment. Among the 
10 most frequent alternative medical procedures used in USA are prayers for 
oneself and for others (intercessory prayer).

Herbert Benson from Harvard University holds that prayer operates in the same 
way as a relaxation response [10]. It is believed that prayer can affect stress hor-
mones, resulting in lower blood pressure and a moderation of pulse and respiration. 
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These are physiological findings that may not necessarily be related to prayer per 
se; however, the power of prayer goes beyond the physiological changes for healing 
the illness. Belief in the effect of prayer in health or illness was and still is taken as 
a matter of faith by many and traditionally did not require scientific confirmation 
of proof for efficacy as the majority of patients were and most still are religious 
people. A Gallup poll of American adults showed that 94% of them had a belief in 
God or a universal spirit. Among those surveyed, 87% admitted that religion was 
important in their lives. Many of those interviewed reported that they turned to 
prayer for assistance in overcoming disease. In another American study, 76% of 
those questioned professed that they prayed daily. Many said that they turned to 
prayer for assistance to overcome their disease, even though they tended to avoid 
direct affiliation with a religion [11].

Spirituality and Personhood

The term personhood reflects a holistic view of a person as well as a state or condi-
tion that encompasses an individual’s essential meaning. Patients’ beliefs and values 
are expressions of personhood that play a role in the treatment process and caring 
relationship. Personhood is not static, but is rather an evolving phenomenon that 
develops through life experiences. Likewise, the meaning of our life can change 
from day to day as we evolve. Mount stated “Our lives are shaped not by momen-
tous events and huge crossroad decisions but by the thousands of little decisions 
that occur each day … each of the little daily decisions shapes our lives to a greater 
extent than we may think” [12].

Maslow identified a hierarchy of needs that begin with basic biological require-
ments and end in self-actualization, which is the fulfillment of a human being’s 
highest aspirations [13]. Spirituality is related to self-actualization and fulfillment 
of intrinsic values. The role of the physician as a healer is to facilitate this self-
fulfillment through helping the patient to draw meaning from his or her suffering. 
Observation as well as research in the literature shows an important relationship 
between spirituality and well-being [14], which may have a nurturing effect in the 
development of personhood. It has been reported that spiritual well-being offers 
some protection against despair in those nearing the end of life [15]. Indeed, spiri-
tual issues “lie at the very centre of the existential crisis that is terminal illness” [16]. 
This further underlines the role of a spiritual perspective in whole person care and 
in alleviating human suffering and despair.

Spiritual insight into a tragic event such as the death of a loved one may give new 
meaning to that event, possibly alleviating some of the grief. The following anecdote 
is a case in point. A mother asked a great spiritual sage to see her sick child because 
the efforts of doctors had yielded no results and the child was gravely ill. He came 
and brought two roses for the little girl as he visited her. Then, turning to her mother 
with a voice full of love told her that she must be patient. That evening, the child passed 
away. The mother was devastated and asked the wise man why this had happened. 
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He explained that the world of humanity is like a garden and the Creator is its 
Gardener. Human beings are like trees that grow in that garden. “When the Gardener 
sees a little tree in a place which is too small for its development, He prepares a suit-
able and more beautiful place where it may grow and bear fruit. Then He transplants 
that little tree. The other trees are surprised and say, ‘This was a lovely tree. Why did 
the Gardener uproot it’? Only the Divine Gardener knows the reason. You are weep-
ing, but if you could see the beauty of the place where your child is, you would no 
longer be sad…If you could see that sacred garden yourself, you would not be content 
to remain here on earth. Yet, this is where your duty now lies” [17]. This spiritual 
perspective on the meaning of death and the life after gave that mother, who was open 
to this perspective, a new vision of understanding that eased her sorrow.

Spirituality and intrinsic values are interrelated and reflect the essence of 
 personhood in whole person care. In today’s society, we need to reassess our concept 
of values to reach a deeper understanding of the meaning of life and its purpose. 
Intrinsic and personal values guide and propel individuals to fulfill their potential. 
These values are developed and nurtured through education, culture, and beliefs. 
According to Maslow, “human life will never be understood unless its highest 
 aspirations are taken into account” [13]. Therefore, personal growth, self-actualization, 
and striving toward achieving a psychosocial and spiritual perspective on life are 
part of a universal human quest for fulfillment.

Spirituality and Medical Education

Since the 1990s, there has been an upsurge of educational programs in the curricula 
of medical schools in North America to familiarize physicians with the spiritual 
dimensions of health and healing [18]. A growing number of medical schools 
across USA have been offering courses on religion and spirituality in medicine and 
patient care. In 1994, only 17 of the 126 accredited medical schools in the country 
offered courses on spirituality as part of their medical education. By 1998, this 
number had increased to 39 [5]. By 2004, it had risen to 84 schools. Presently, 100 
of the 150 US medical schools teach spirituality in medicine courses [18]. More 
than 75% of American medical schools teach subjects related to spirituality and 
health. Likewise, hospitals are initiating spirituality programs to promote compas-
sionate care for their patients [14]. The Faculty of Medicine at McGill University 
was one of the first in Canada to introduce formal courses in the curriculum on 
spirituality and medicine. During the past ten years, there have been two courses on 
this subject: one, a required introductory course for first-year medical students, and 
the other, a comprehensive 4-week elective course on spirituality and ethics in 
medicine for the fourth-year medical students. Both have been well received, the 
students finding the courses to have contributed to their knowledge of the spiritual 
dimension of medicine.

In recent years, taking a spiritual history has been included in the spirituality 
courses of many medical schools. This may allow clinicians to have a broader 
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understanding of their patients with different religious backgrounds. Spirituality in 
this context has a wide meaning. It may be perceived as transcendent experience 
that is often expressed as a relationship with God, but it may also have other meanings. 
Puchalski and Romer suggested that spirituality is whatever beliefs and values that 
give a sense of meaning and purpose to life [19]. Factors that may have contributed 
to integrating spirituality into medical education were a greater awareness of the 
role of spirituality in healing and a growing number of patients, especially in USA, 
who wanted to share their spiritual concerns with their physicians as they sought 
medical treatment.

Spiritual Needs and Concerns

An increasing number of patients, especially those with chronic or life-threatening 
diseases, come to physicians with spiritual needs and concerns to be answered. 
Serious illnesses and near-end-of-life conditions provoke questions about mortality, 
the purpose of life, the meaning of suffering, and whether there is a greater power 
and life beyond death. For many of these people, religious beliefs form a basis for 
understanding the mystery of death and the role of prayer in life-threatening situa-
tions. Fear of the unknown often leads to disturbing questions that call for under-
standing and comfort by those who have assumed the role of physicians as healers. 
Accepting the will of God is an experience commonly observed in those who have 
spiritual perspective near the end of life. In light of the fact that almost 90% of the 
world’s population is reported to be involved in some form of religious practice [20], 
spiritual concerns of the patient population have worldwide implications in the 
work of medical and other health professionals.

In a study of hundreds of patients with advanced lung cancer, it was noted that 
when patients wanted to decide between different treatment options, their faith in 
God seems to have played an important part in making a decision, ranked second 
only to the recommendation of the medical oncologist. Conversely, their physicians 
thought that their patients’ faith in God should rank as the least important factor to 
consider in their decision about treatment [21]. This underlines the importance of 
being mindful of patients’ beliefs to make it easier for us to find a common ground 
for whole person care.

Spiritual/religious needs may vary across different cultures. These may include 
the need to be loved and remembered, to maintain personal dignity, to pray and to 
be loved by God, to have faith in the Creator and in the wisdom of suffering, to 
recognize the purpose of life, to be known to have lived a worthy and fulfilled life, 
to be reconciled to life challenges, to be forgiven, and to be obedient to religious 
principles. Patients may wish to discuss these and other needs with their caregivers 
and friends who can listen without being judgemental. They may want to have a 
safe environment where they can share some very personal thoughts of their lives. 
Such care may serve to fulfill real needs of the patient and is part of the healing 
process.
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Among spiritual concerns are questions such as “Why do I have this disease?” Is 
it a punishment for sins of disobedience to God? “Why as a devoted believer should 
I suffer?” “Is there life after death?” Some terminally ill patients have a fear of dying 
and they wonder how to face the unknown, invisible world. Some view their immi-
nent death as a liberation from suffering, like a bird being released from its cage. 
Others may wonder if death will be like a new birth into another world and if they 
will need to start learning again about the mystery of another world. Some may be 
tormented with thoughts of punishment by God for their misdeeds and transgres-
sions. In patients with a history of mental disorder, this fear can be highly exagger-
ated and disturbing. Other patients who have faith in a merciful Creator may submit 
their will to God’s and be content with whatever their destiny will be. Therefore, this 
point of transition can evoke a range of emotions, from fear and anxiety to transcen-
dence with quiet and calm submission to a greater power. This is the domain of the 
spiritual world on which sacred writings have shed some light.

Spiritual beliefs may provide an existential framework through which grief is 
rapidly resolved. In a 14-month follow-up study of a population after the death of 
a loved one, the survivors and friends who had a stronger spiritual belief seemed to 
overcome their grief more rapidly and adequately as compared to those who had no 
spiritual belief [22].

In dealing with suffering due to life crises and disease, a spiritual outlook can be 
invaluable. In recent years, I have been in contact with a number of individuals who 
have gone through major crises in their lives. Among them were those who suffered 
from cancer. Some have risen above their pain and limitations, demonstrating a 
unique spirit of faith and resilience that surprised even their family and friends. 
Among them was a mother of two children who, at age 42 and at the height of her 
career, was diagnosed with breast cancer. She was devastated by this horrible news 
and could not believe what was happening to her. The surgeon advised a radical 
mastectomy to prevent relapse. After the surgical operation and chemotherapy, 
instead of feeling defeated or shattered, she decided to make a change in her life by 
becoming closer to her family and living life to the fullest. She wanted to discover 
her true purpose in life and move from resignation to affirmation.

A few years later, as she was recovering, she and two other cancer survivors 
created a support group called Hope to help and empower women cancer patients 
to see “the bright side of life.” Her fear of dying was transformed into a celebration 
of life. Their Hope retreat became a success, attracting and inspiring many other 
cancer survivors.

After this organization was in existence for a few years, she and her coworkers 
received an award of distinction for their outstanding contribution in helping cancer 
patients to live with hope and to have a better QOL. About 10 years after her first 
cancer was diagnosed, she was shocked to learn that her cancer had returned in 
another form. She went through radiation treatment and persevered with faith and 
hope. Again, she recovered and was happy to resume the Hope project and become 
very active in promoting hope for cancer survivors. Her group won an award of 
recognition in the category “Health, Well-Being and Spirituality.” This was another 
confirmation of her creative resilience helping others to fulfill their potential to the 
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best of their ability. Unfortunately, a few years later further complications and 
metastasis revisited her, but her spirit remained unshaken.

In a letter she wrote that after 23 years of cancer and its challenges, she still tries 
to never give up hope and to be positive. Even though she had stage 4 cancer, she 
still responds to invitations from the College of Medicine in Saskatchewan to speak 
with medical and nursing students, telling them about the importance of hope in 
cancer patients.

In 2009, she wrote and published a book about her life and struggle with cancer 
called “A Rose Grows – Fighting Cancer, Finding Me.” Like project Hope, her 
book became another source of inspiration that encouraged scores of cancer survi-
vors to strive for a meaningful life. She wrote, “Cancer gave me a chance to become 
who I was really meant to be....There was a purpose in facing the challenges I faced. 
I have learned so much through my experience.” She discovered what she was 
capable of after enduring cancer. Believing in spiritual strength she wrote “This 
was God’s way of redirecting my life and making me see what life is really all 
about … and I will eternally be grateful for this journey” [23].

Her story shows how suffering can inspire people to pursue a creative life and to 
fulfill their latent potential and capacity of which they may not be aware. It also 
reflects how one can remain grateful for what one learns from adversity.

An illness can have different meanings: personal, social, and cultural. It can also 
have different meanings to the same person at different stages of life or in different 
circumstances. Our sociocultural beliefs about disease influence our perception of 
and attitude toward it. For example in some cultures, people’s attitudes toward 
patients suffering from AIDS or mental illness are charged with negativism, stigma, 
and discrimination. On the contrary, a sickness can consume a patient’s attention 
and like a sponge soak up his/her personal and social importance if there is no 
reliance on other forces of life that would give a deeper vision of meaning and 
purpose of creation [24]. Awareness of this dynamic may help a therapist to recog-
nize the value of the patient as a whole person. Reflecting on the spiritual reality of 
the patient will make it easier for the physician to accept the patient unconditionally 
and to honour the essence of personhood within the person.

Spiritual Perspective on Death

Expectation for recovery and cure is not the only hope that seriously ill patients cherish. 
When cure is no longer possible, some patients reflect and hope that there will not 
be undue pain and suffering or that they will not be left abandoned. They strive to 
draw meaning from life crises and possibly to enjoy whatever time they have left 
with family and loved ones. They expect to be remembered by relatives and friends 
after death. During the near-end-of-life period, a sense of hopelessness and loss of 
meaning may precipitate depression. But for those who have found a spiritual perspec-
tive on life and its ultimate destiny, there is less likelihood of total despair and hope-
lessness. They may believe that the soul is not affected by physical and biological 
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infirmities generated by disease, and therefore, they may be more prepared to let go. 
Death may be perceived as a transition to another world as was birth a transition into 
this world. They may envisage the journey of life as an organic process moving from 
one stage of growth to another and death as a gate to a new beginning. Death may 
also be viewed in the context of the evolution of the soul, leaving behind the physical 
frame as its vehicle while continuing its journey in a spiritual world. A metaphor that 
may be helpful to some people is the relationship between the computer (body) and 
the programmer (soul). The programmer, although closely associated with the 
computer, is not part of it and has a life of his own [25]. As the human soul or spirit 
is not a material entity, it is believed to be eternal and independent from the body. 
But human spirit is fully aware of the condition of the body, which is its instrument, 
just as the programmer is aware of the condition of the computer.

Viktor Frankl believed that traditional psychotherapy, which aimed at restoring 
one’s capacity to work and enjoy life, was not sufficient and it should also include 
enabling the patient to regain his/her capacity to accept unavoidable suffering and 
to discover a meaning in it. “Man’s main concern is not to gain pleasure or to avoid 
pain, but rather to see a meaning in his life” [26]. Frankl wrote about his interview 
with an elderly general practitioner who came to his office for treatment of a severe 
depression. He told Dr. Frankl that his depression began after the loss of his wife 
whom he loved dearly and who had died two years earlier. Dr. Frankl wondered 
how he could help this man and asked him the following question: “What would 
have happened, Doctor, if you had died first, and your wife would have had to 
survive you?” The man replied that this would have been terrible because his wife 
would have suffered so much. Then, Dr. Frankl commented, “You see, Doctor, such 
a suffering has been spared her, and it is you who have spared her this suffering, but 
now, you have to pay for it by surviving and mourning her” [26]. This explanation 
comforted and satisfied the patient because it gave a meaning to the tragic loss of 
his wife, which was consuming his mood and mind. Dr. Frankl wrote, “Suffering 
ceases to be suffering in some way at the moment it finds a meaning, such as the 
meaning of a sacrifice” [26].

When patients are valued as no more than physical entities, a disabling illness 
brings an end to their productivity and usefulness. In such an environment, patients 
are also deprived of the spiritual dimension of the therapeutic relationship and feel 
as though they are being treated like an object that is no longer of any value for 
society. This adds to patients’ feeling of guilt for being a burden to family and 
friends. Living a life judged to be unproductive, sick, and useless is a recipe for 
hopelessness and self-destruction. Such patients may ask distressful questions such 
as what am I living for? What is the purpose or meaning of merely surviving? What 
is my value in a world immersed in selfish materialism? When I am disabled and 
no longer functional, what am I good for? These questions may lead to an impres-
sion that the physical body is a broken machine, a commodity or a product to be 
discarded if one so wishes. Such a pessimistic view becomes fertile ground for 
seeking out euthanasia or suicide. A spiritual perspective on life as a process of 
acquiring the capacity to learn from life struggles with faith and resilience gives a 
sense of hope to rise above limitations and to accept what cannot be changed.
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Spirituality and Quality of Life

Although the QOL of individuals has been the subject of extensive studies, the 
spiritual dimension of that quality has not been explored as much as it deserves to 
be. This is partly because conducting research on spirituality is very complex, since 
it is concerned with the inner realm of human consciousness. Science has its limits 
with respect to exploring certain qualities that are not of a material nature such as 
the intrinsic values of an individual, the purpose and ultimate meaning in life, and 
the QOL based on personal values. These are issues that are deeply embedded in 
human consciousness and are influenced by spirituality.

In spite of the dearth of material on this subject and the complexity of studying 
it, there is a growing body of research findings and published reports on spiritual-
ity and QOL that suggest that spirituality and a better QOL are interrelated [6]. The 
US National Institutes of Health reported that in a study of population health, a 
25% lower mortality rate was noted in those who attended religious services at 
least once a week. Some features of these services included meditation, social 
networking, and values that would discourage risky and unhealthy behaviour such 
as substance abuse, violence, and infidelity [6]. In addition, spiritual support and 
mindfulness enhanced coping skills in the face of anxiety and depression in 
believers.

In another study on international university students, it was noted that spiritual-
ity/religion was significantly correlated with psychological aspects of QOL. It was 
furthermore noted that spirituality/religion contributes to the development of the 
coping mechanisms of these students in dealing with cultural stressors [27]. 
However, the relationship between religiosity and QOL requires further 
exploration.

Spirituality not only influences QOL of individuals but also impacts quality of 
care and attitude of health professionals toward patients. In a large-scale survey on 
this subject, individuals were asked if they were to need treatment for cancer, what 
were the most important characteristics they would like to see in their treating phy-
sicians. A large majority of these individuals stated that it would be most important 
for them to have a doctor who would care about them, would recognize them as a 
person, and would be “spiritually attuned” to them. They valued these qualities 
more than technical medical expertise. This finding further supports the role of 
attitude and empathy in the doctor–patient relationship, especially at a time when 
patients face grave and life-threatening disease [28].

Conclusion

In conclusion, this chapter explores the importance of a spiritual perspective and 
intrinsic values in whole person care. Integrating spirituality into the mainstream of 
health sciences remains a challenge. This is partly because of misconceptions 
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regarding spirituality among a large number of health professionals as well as the 
complexity of defining an abstract phenomenon such as spirituality. Nevertheless, 
there are a growing number of research studies and clinical observations that sup-
port the need for a role and implication of spirituality in addressing the well-being 
and QOL of patients [29]. Moreover, there are encouraging signs  suggesting that 
science and spirituality could have complementary roles in enabling health profes-
sionals to have a more comprehensive approach to whole person care in society.
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Setting the Stage

Barton Childs, the great medical geneticist and teacher, provides a perspective on 
the role of genetics in medicine when he contrasts the approaches of two of the 
giants of medicine, William Osler and Archibald Garrod, both of whom held the 
position of regius professor of medicine at Oxford. Whereas the Oslerian world was 
one of a body ravaged by disease, the one that of Garrod was of an organism in 
balance with its environment. An individual with a given genetic endowment 
interacted with the environment to maintain or perturb homeostasis [1].

Physicians, who have been largely educated by teachers immersed in the Oslerian 
model, often speak to their patients with metaphors that reflect this model of medi-
cine. They will say, “You are like a broken car and we have (do not have) the tools 
to fix it.” We have had friends who were offended by the reference to a loved one as 
a car! However, the metaphor fits the approach of many doctors; their patients are 
broken and it is their job to fix them. All efforts point to the finding of the cure. 
There are some areas, such as trauma, where the metaphor works to a certain extent, 
but even there the response to therapy is more than about good mechanics.

The Garrodian model of medicine understands that an organism is born with a 
set of genetic traits, and this is the basis of their variability. The environment in the 
form of diet, pathogens, drugs, and even behaviors and beliefs will interact with this 
genetic endowment. Not only must the physician seek to understand the proximate 
cause of the illness and find a treatment or, better still, a cure but he should also 
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seek to understand the ethical and humanistic dimensions of the illness that are 
relevant to its etiology and essential to good management. The Garrodian model 
provides a good metaphor for whole person care in that the patient is not treated in 
isolation, as a broken machine that needs repair, but as one whose disease emerged 
as the result of a network of influencing factors, both familial and environmental 
and, hence, one whose medical care will necessarily include all of the dimensions 
of his family, social, ethical, and religious network.

Medical Genetics and Genetic Counseling

Medical genetics deals with patients across the life span. In the prenatal setting, 
women and their partners present for risk assessment, diagnosis, and counseling 
when a fetus is found to have a structural anomaly on ultrasound, when a screening 
test reveals an elevated risk for a fetal chromosome abnormality such as Down 
syndrome or trisomy 18, when there has been an exposure to a teratogenic agent 
such as drugs or alcohol, maternal medication, or maternal disease, and when there 
is a family history of a birth defect or genetic condition for which the parents or 
their physicians are concerned. Couples may also be seen in the context of infertility 
or multiple spontaneous abortions. In pediatrics, patients are referred for diag-
nosis of an inborn error of metabolism, chromosome abnormality, dysmorphism, 
blindness, deafness, and a wide variety of other conditions that present in infancy 
and childhood. Finally, adults are referred for testing for adult-onset disorders or 
disorders with a single-gene etiology present in the family. A great number of 
patients are now seen in cancer genetics clinics, commonly for presymptomatic 
testing for BRCA1 and 2 – genes associated with a high lifetime risk of breast and 
ovarian cancer. It is obvious that each of these indications for referral could be 
associated with a high level of anxiety, burden, and/or grief for the family.

In 1974, Dr. F. Clarke Fraser, Canada’s first medical geneticist, chaired a 
committee of the American Society of Human Genetics that was charged with 
creating a formal definition of genetic counseling. The following definition was 
subsequently adopted by the Society.

Genetic counseling is a communication process which deals with the human problems 
associated with the occurrence, or the risk of occurrence, of a genetic disorder in a family. 
This process involves an attempt by one or more appropriately trained persons to help the 
individual or family (1) comprehend the medical facts, including the diagnosis, the prob-
able course of the disorder, and the available management; (2) appreciate the way heredity 
contributes to the disorder, and the risk of recurrence in specified relatives; (3) understand 
the options for dealing with the risk of recurrence; (4) choose the course of action which 
seems appropriate to them in view of their risk and their family goals and act in accordance 
with that decision; and (5) make the best possible adjustment to the disorder in an affected 
family member and/or to the risk of recurrence of that disorder [2].

Most in the field of medical genetics agree that this definition still captures the most 
important elements of the process. Chiefly, first, it highlights the two-way nature of 
the physician–patient interaction, recognizing that diagnosing and treating patients 
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in medical genetics is as much about listening to the patients’ concerns as about 
teaching and explaining the recurrence risks, prognosis, and treatment modalities. 
Second, the definition also highlights the fact that genetic counseling is a process 
of gradual adjustment to new and sometimes devastating information on the 
family’s part and to the changing needs and priorities of the family from the care 
providers’ perspective. Third, Fraser’s description includes the important ethical 
principle of autonomy, drawing attention to the fact that with any given diagnosis 
or list of reproductive or treatment options, patient decisions will be different and 
that the “right” decision for one patient could be the wrong decision for another. 
Lastly, the description recognizes that the potential impact of a genetic or possibly 
genetic diagnosis on a family necessitates a psychotherapeutic component.

Care in medical genetics has evolved to be provided by a multidisciplinary team 
of health professionals led by physicians, who are often but not always medical 
geneticists, and which includes genetic counselors, genetics nurses, dieticians, psy-
chologists, and social workers, according to the setting. Given the multidisciplinary 
nature of care, and the longstanding focus on the psychosocial needs of patients, we 
posit that medical genetics has been, since its inception, whole person care. In the 
following pages, we relate a number of examples from clinical practice that illus-
trate the ways in which medical genetic practice, then and now, can be used as a 
model for the delivery of whole person care in any specialty.

Medical Genetics in Practice

The broad scope, multiplicity of goals, and dynamic nature of genetic counseling 
cannot necessarily be captured neatly in a series of steps or stages. However, the 
process can be loosely described as including a small number of key elements. 
Similar to Robert Buckman’s [3] model and the “SPIKES” series of steps [4] for 
delivering bad news, the following can be considered as a Roadmap for Genetic 
Counseling.

 1. Make a contract – establish mutual goals for the session
 2. Assess patients’ readiness for results
 3. Perform risk assessment, evaluation, and/or diagnosis
 4. Give results with sensitivity
 5. Care for the patient’s emotional reactions – accept and respond appropriately

Steps 1–5 may be repeated as new issues arise.
Although a brief time-limited activity such as breaking bad news is amenable to 

a protocol that can easily be remembered and implemented under stressful condi-
tions, the Roadmap for Genetic Counseling is best understood as representing over-
lapping elements of the process that may occur at various times and not necessarily 
in an ordered series of steps. In the spirit of Elizabeth Kubler-Ross’ [5] model of 
the stages of grief, the Roadmap provides a helpful “handle” for understanding the 
elements of the process, as long as it is taken as a model and not as a protocol.
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 1. Make a contract

In any genetic setting, the most important and first step in a consultation is to clarify 
the patients’ expectations and goals for the session. To borrow a term from the 
counseling field, this is known as contracting. Without taking the time for this step, 
the assessment and information provided may not fully meet the patient’s needs.

Maryse was a 21-year-old woman with cystic fibrosis (CF) who was 10 weeks 
pregnant. She was referred to Medical Genetics by her obstetrician for genetic 
counseling regarding the risk to her fetus. CF is a common disease among 
people of Northern European descent. There is a wide range of severity, but the 
salient clinical features are repeated respiratory infections and pancreatic 
insufficiency, and the average life span is 37.4 years [6]. CF is inherited in an 
autosomal recessive manner. An affected person will necessarily have inherited 
a faulty copy of the causative gene from each parent.

The genetic counseling student began the session with Maryse by reviewing 
the histories. She established that the patient’s disease was relatively mild and 
well managed and that this was her first pregnancy. The student then provided a 
clear and practiced explanation of autosomal recessive inheritance, explaining 
that the risk to her offspring would be 1 in 2 if her partner is a carrier, or greatly 
reduced if he is not, and suggested that the next step in the risk assessment would 
be for her partner to undergo carrier testing (CF has a frequency of about 1/25 
in Northern Europeans). She related the options for DNA-based prenatal diag-
nosis if the partner were found to be a carrier, describing chorionic villus sampling 
and amniocentesis and their associated risks. The student asked finally if the 
patient had any questions, and when she replied that she did not, provided the 
clinic’s business card for the patient to make an appointment for her husband’s 
carrier testing, and left the room to review the case with the supervising genetic 
counselor and medical geneticist. Despite the student’s satisfaction that the infor-
mation she had imparted was accurate and efficiently delivered, she told the 
supervising staff that she felt that the patient was angry with her and that she was 
vaguely uncomfortable with how the session had gone.

The genetic counselor returned to the room with the student and asked the 
patient how she felt about coming to Medical Genetics for a risk assessment. 
Maryse explained that she was angry. She felt that despite being affected with CF, 
she was coping well with the condition and was happy with her current quality of 
life. She felt that there would be no way she could ever terminate an affected 
pregnancy and felt sure that her boyfriend felt the same way. It would be like 
saying that her own life had no value and that she herself did not deserve to live. 
The student and counselor supported Maryse in the position she had taken and 
said that they would remain available to her in case any other questions arose in 
the future or her situation changed. They told her they would summarize their 
discussion in a letter to her obstetrician so that he would similarly understand her 
point of view. Maryse, in turn, felt understood, which had therapeutic benefit in 
itself. Luckily, the opportunity to provide supportive care to the patient was not 
lost. If the team had begun the consultation with proper contracting, however, the 
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information provided would have been much better tailored to the patient, and the 
healing role of supportive listener could have been employed much sooner.

 2. Assess patients’ readiness for results

Let us discuss the initial clinic visit of a 2-year-old boy, Dominic, and his parents. 
Dominic was referred for genetic evaluation by his pediatrician, who noted him 
to be behind in his motor milestones and in speech. The parents were aware of 
the delay and were amenable to exploring the possible etiologies but were not 
necessarily prepared to receive a genetic diagnosis. Even if Dr. Tremblay, the 
medical geneticist, were able to recognize a specific condition’s phenotype and 
make a diagnosis immediately, she would be wise to refrain from presenting the 
diagnosis to the parents until she has had a chance to assess their readiness. While 
one set of parents might be tired of undergoing multiple tests and appointments 
in search of a diagnosis and be ready for concrete information, another couple 
might be wholly unprepared to learn that what they consider to be a mild delay in 
speech is due to a genetic syndrome and will result in a lifelong and serious altera-
tion to their family life. (A further point of semantic confusion is that parents 
often assume “delayed” children will “catch up” later.) In delivering a genetic 
diagnosis to parents, the normal expectations of parents for their children – that 
they will grow up to become independent and responsible citizens, with meaningful 
employment and life partners, who may have children of their own one day – are 
instantly shattered and replaced by fear. “What will become of Dominic? How 
will we educate him? Will I have to quit my job, give up my career to take care 
of him? What about the other children? We want them to have a normal family 
life too. Will he ever be able to live independently? Who will take care of him 
when we are no longer around?” Thoughts then quickly jump to the risks to other 
family members. “Will our future children be similarly affected? Should we have 
prenatal testing? What would we do if the results are positive? What about my 
sister, who is also pregnant? Should I tell her?”

In the case above, Dr. Tremblay noted that Dominic had many of the features 
of Fragile X syndrome, but she did not immediately share her observations. 
Fragile X syndrome is a common inherited form of moderate mental retardation 
due to a trinucleotide repeat expansion in the FMR-1 gene on the X chromo-
some. Its diagnosis in a young boy implies that the boy will have significant 
intellectual deficiency and that the mother is necessarily a carrier. The mother 
has a 20% risk for premature ovarian failure, as well as a 50% risk to pass the 
gene on to each child. The mother’s siblings and other family members are also 
at risk to be carriers and have similarly affected children.

Dr. Tremblay needed to assess the patients’ readiness for a diagnosis. She 
explained to the family that in some children, an underlying genetic cause can 
be identified that explains the developmental delay but that also has implications 
for the child’s future developmental potential, and can represent a risk for family 
members. She asked the family how much they were prepared to learn about 
Dominic and whether they were ready to agree to have him undergo genetic tests 
(a karyotype and DNA testing for Fragile X syndrome). The parents asked for 
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some time to talk to each other about this, and Dr. Tremblay offered to step out, 
see another patient and come back. When she returned, the couple stated that 
they would agree to have Dominic tested and that, while now quite anxious, they 
would have time to adjust to the idea of a potential genetic diagnosis for Dominic 
and to prepare themselves emotionally while they waited for the results.

 3. Perform risk assessment, evaluation, and/or diagnosis

Confirmatory testing was arranged for Dominic in the form of a karyotype and 
DNA analysis of the FMR-1 gene. The results confirmed an expansion in the 
FMR-1 gene, and the diagnosis of Fragile X syndrome was made.

 4. Give results with sensitivity

Patients will remember the way they are told a diagnosis, forever; they typically 
remember the exact words used, whether they are told in the hallway or other public 
area or in a private room, and the poise and comfort level of the person bearing the 
news. Assuming the patient and physician have established mutual goals for the 
consultation, the patients were receptive to testing, and the diagnosis has been 
made, let us jump to the moment of informing the family of the results. Typically 
included in the information to be discussed are the prognosis, natural history, avail-
able treatments and therapies, and options for prenatal diagnosis. Sometimes, the 
diagnosis is straightforward, and the information to be provided includes some 
good news along with the bad: there is an available treatment and one can prevent 
the devastating sequelae of the disease. Other times, this is not possible.

In Dominic’s case, the parents came for another appointment with Dr. Tremblay 
to receive the results, this time without Dominic so that they could have a meaningful 
discussion without distraction. The parents were prepared for what to them 
was “the worst” and were edgy and anxious. After brief preliminary greetings, 
Dr. Tremblay did not launch into a review of the reasons why the couple were there, 
and the rationale for recommending the testing, or draw out the delivery of the 
results to an uncomfortable length. She stated clearly yet calmly, “I know you are 
here to learn the results of Dominic’s genetic testing. The results show that Dominic 
has a condition known as Fragile X syndrome.” Dr. Tremblay did not include value-
laden phrases such as “I am sorry to inform you” or “unfortunately,” as she preferred 
to leave the interpretation of the news to the parents. She did, however, quietly wait 
for the reaction of the parents before continuing the discussion.

 5. Care for the patient’s emotional reactions – accept and respond appropriately

Despite being emotionally prepared for a genetic diagnosis, the parents, like all 
patients, still needed several long moments to absorb the news. After sighing 
several times, the mother uttered a simple “Shit” and began to cry. Her husband 
did not speak but put his arm around his wife’s shoulder and gently stroked her 
back. Dr. Tremblay was comfortable in the silence yet wanted to communicate 
her understanding of the impact of this news, and empathetically stated, “It is 
very difficult news to hear, isn’t it.” This empathetic statement, followed by 
silence, allowed her to draw the husband out. “We were prepared for this kind of 
news,” he said, “but still – you always hope it’s not going to be true. It’s still 
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unbelievable.” Dr. Tremblay quietly agreed, “Yes, it is. It can take a long time to 
adjust to news like this.” She then asked the couple, “What are some of the 
thoughts you had as you were preparing yourself these last few weeks for 
the results?” A discussion ensued, with both parents participating, that allowed 
Dr. Tremblay to have a clearer idea as to the meaning and impact this diagnosis 
would have for the family. Notably, she did not immediately launch into a factual 
conversation designed to take away the parents’ worry and pain, such as a 
description of the available therapies and early intervention programs available. 
There would be time for that. At this moment, nothing one might say could take 
away the patients’ pain at hearing this news. For now, her therapeutic intervention 
was simply to be with the parents, to accept and validate their reactions as normal, 
and to provide empathetic support. When the parents were ready, Dr. Tremblay 
briefly listed the likely challenges Dominic would face, and the plan for follow-
up, and offered to see them in a month’s time to review the prognostic informa-
tion in more detail. At this next appointment, the couple would be invited to 
consider the genetic implications of the diagnosis for their future children and 
their family members, and another circuit of the Roadmap would be initiated.

Chances, Choices, and Tools for Prevention

Of course, unlike in Dominic’s case, sometimes news of a genetic disorder is 
accompanied by a clear-cut plan for prevention. One of the great triumphs of the 
last century was the introduction of newborn screening to detect inborn errors of 
metabolism. As an example, phenylketonuria (PKU) can be detected in the first 
weeks of life, and the treatment is a diet low in phenylalanine. As a result, the 
profound effects of elevated phenylalanine on the neurologic development of an 
individual who has inherited mutations in the gene for phenylalanine hydroxylase 
from both parents can be prevented. This is a clear but extreme example of how a 
necessary component of the diet (phenylalanine) interacts with an underlying 
genetic endowment (mutations in the gene for phenylalanine hydroxylase) to cause 
a clear outcome – developmental delay. Another example is galactosemia. A child 
lacking one of several enzymes involved in the metabolism of lactose can, with 
dietary restriction of lactose, avoid the life-threatening complications of feeding 
problems, failure to thrive, hepatocellular damage, bleeding, and sepsis [7].

The situation becomes more complex when one starts to look at adult-onset 
disease for which disruptions in a single gene have major effects. We would like to 
consider two disorders that have garnered a fair amount of notoriety: Hereditary 
breast and ovarian cancer, caused by a mutation in either one of the BRCA1 or 
BRCA2 genes, and Huntington disease due to a trinucleotide repeat expansion in 
the HTT gene. As with all autosomal dominant diseases, the altered genes for both 
of these diseases can be passed down from a single affected parent to his or her 
offspring and result in disease, typically in adult life. In the case of patients with 
BRCA mutations, the movement of genetic testing into patient care has been rapid 
since the discovery of BRCA1 and BRCA2 in the last decade of the last century.  
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It is now clear that mutations in BRCA1 result in a great lifetime risk for both breast 
and ovarian cancer. It is also clear that prophylactic removal of breasts and ovaries 
greatly decreases this risk. In addition, the pathology of the cancers in patients with 
mutations may be different, and this difference may alter therapeutic options. 
Genetic test results, thus, need not be devastating; they can also be empowering in 
that women can take positive steps to avoid the fates of their mothers.

Understanding the choice of taking up testing for BRCA mutations requires a 
physician to understand whole person care. A woman who has lost her mother to 
breast or ovarian cancer while she herself was a girl or young woman may look at 
testing in a completely different light from a woman who has lost a sister in adult 
life. The choices that individuals make may defy science but make great sense when 
seen from the patient’s viewpoint. For example, our clinic has seen examples of 
young women whose mothers have died at an early age and who are demanding a 
prophylactic mastectomy. When genetic testing shows that they have not inherited 
their mother’s disease-causing mutation, they may still pressure the team for the 
mastectomy because they cannot quickly accept – absorb the new reality – that they 
are at decreased risk. The burden of the disease that they have seen in their family 
for decades initially trumps the result of the genetic test; it takes time for the results 
to sink in. The genetics team’s contribution to “healing” in this circumstance 
involved understanding the psychosocial circumstances surrounding the original 
request for genetic testing, and supporting the patient over the months following the 
test result as the decreased risk result was integrated into her self-definition.

Let us use the example of the at-risk breast and ovarian cancer patient to illustrate 
another phenomenon. Patients who present for presymptomatic testing for adult-
onset disorders often participate in a mental process known as preselection [8]. 
Patients sometimes hold the erroneous assumption that because they resemble their 
affected parent, either in physical features or in personality, they will have inherited 
the disease-causing mutation. Julie was a young woman who came to the cancer 
genetics clinic to support her sister, Mary, who was undergoing predictive testing 
for BRCA1. Their mother died of breast cancer at age 47, and Mary is “the splitting 
image” of her mother. Julie had prepared herself to support her sister, and had 
promised to be there for her every step of the way through the prophylactic surgeries 
that Mary had already decided she would undergo. Prior to drawing blood for 
testing, the genetics team asked the sisters what results they are expecting. When 
they elicited that the sisters had preselected Mary as the positive one, they could 
intervene to ask, “What will happen if Julie is found to be a carrier, if Julie is not 
found to be a carrier, or if both of you are carriers?” The genetics team, thus, 
allowed both sisters to prepare for alternative scenarios and helped to avoid the 
potential for both sisters to be destabilized, or even devastated by the results.

Reactions to genetic test results evolve over time. As we have seen with our 
patients who initially cannot integrate a negative BRCA gene test result and still 
request prophylactic mastectomy, denial has many forms. Many patients cannot 
accept a positive diagnosis, particularly of a condition that leads to mental retardation, 
and request repeat testing, such as expensive karyotyping in a new diagnosis of 
Down syndrome. Sometimes, shame or perceived stigma prevents individuals from 
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sharing genetic information with their at-risk family members. In these cases, 
informing individuals of the results of genetic tests must include an understanding 
and comfort with the very normal denial response, recognizing that it is a normal 
psychological reaction (at least in the short term) to devastating news. After reas-
suring the patient as to the standard laboratory methods in place to control for 
laboratory error and sample mix-up, rather than engaging in a conversation to 
prove to a patient that the results are indeed correct and forcing them to accept 
the diagnosis immediately (which would be counterproductive at this time), the 
geneticist knows that is more effective at this moment to simply empathize with 
the patient how difficult it is to accept such devastating news. After all, if consent 
for immediate cardiac surgery is not required, will it really hurt the parents to hold 
on to the hope that the doctors are wrong for a few more days? Reality will set in 
soon enough. As for the individual who does not want to share genetic information 
with his or her relatives, it helps if the genetics team can see the patient in 6 months 
or a year, as maybe at that time the patient will be less angry and more willing to 
provide the information to his relatives.

The above examples emphasize the fact that patients often prefer to live for a 
time in a state of not knowing their genetic status, if it means they can avoid knowing 
they have inherited the disease-causing mutation, even if it also means they must 
forego the reassurance that a negative test result would bring. Among the other 
factors that relate to the receptivity for genetic testing for BRCA mutations include 
community acceptance of testing, the association of breasts with sexuality, and the 
fear of being refused health and life insurance.

Interestingly, only a small minority of individuals, who know that they are at risk 
for Huntington disease, choose to have predictive testing to learn whether they have 
inherited the altered gene from their parent. Those who pursue testing may do so 
for career or family planning, or for other personal reasons. Presumably, because 
there is currently no treatment for the disease, most at-risk individuals do not come 
forward for testing [9]. In many cases, individuals are referred for testing by physi-
cians without discussion of the implication for testing – which is why most 
Huntington disease clinics have very formal protocols for predictive testing, which 
include an interview with a psychologist, and an invitation to the patient to bring a 
support person (who should not be a similarly at-risk family member) as they move 
through the testing process [10].

The Future of Genetic Testing

Unfortunately, at this time, with the exception of some inborn errors of metabolism, 
in the presence of genetic mutations, the options for prevention of genetic disease 
sequelae or for cure are few and far between. This is in marked contrast to the justifi-
able excitement about breakthroughs in genetics and the great potential they 
represent for future treatment and prevention. Given the complexity of the application 
of genetics to single-gene diseases, it is not surprising that it is difficult for genetic 
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practice to live up to its hype in the realm of clinical care. We are not yet at the point 
where whole genome sequencing and the knowledge of whether one is a carrier for 
this or that disease susceptibility allele can be translated to direct steps to prevent 
disease. We do not yet have the evidence that dietary, behavioral, or other environ-
mental factors can make much difference in disease prevention. This being said, 
such days may not be far off. There are clearly areas where genetic technologies 
will make a difference. The first area involves the genetics, not of people, but of 
pathogens. Genetic methodology is essential today to determine both the pathoge-
nicity of organisms and the epidemiology of infectious disease. The day is very 
close where diagnosis of infectious disease at the bedside will be by means of 
genetic testing. The second area is that of host resistance to infection. One of the 
earliest examples of this was the understanding that being a carrier for sickle 
hemoglobin could lower the risk for malaria. Today, genetic factors underlying host 
resistance for leprosy, tuberculosis, salmonella, and viral infections are actively 
being studied in many centers.

Two major buzzwords that permeate the medical literature are genome-wide 
association studies (GWAS) and pharmacogenomics. The first gives the hope of 
finding risk factors for common diseases such as schizophrenia, diabetes, inflam-
matory bowel disease, heart disease, and cancer, to name a few. While GWAS have 
identified many interesting biological targets, to date these have not translated into 
many useful clinical applications. GWAS will result in therapeutic options – but not 
quite yet. With respect to pharmacogenomics, much of the impetus is being driven 
by economics. There is hope that drugs and other therapeutic agents that are 
ineffective in the general population may be effective on subgroups that can be 
identified by genetic testing. While this offers great promise, we are disheartened 
by the slow acceptance by the medical community of traditional “pharmacoge-
netic” tests that have been known for years, such as for sensitivity to anesthesia or 
to chemotherapeutic agents such as 6MP.

Back to the Future

One of the challenges of genetics and its resulting technology is that it functions at 
the level of the individual, the family, the community, and the society. At the level 
of the individual, even for the single-gene disorders, it is not possible to predict with 
certainty such variables as severity and age of onset of disease. For the family, 
shared risk and the resulting duty to share information conflict with the oft-
expressed desire to maintain confidentiality. For the community, shared values relate 
to the concept of acceptance or rejection of technology. Community acceptance 
plays a major role in the willingness to undergo genetic testing. Because the 
 frequency of BRCA mutations is high in the Ashkenazi Jewish population and 
because only three mutations in BRCA1 and BRCA2 constitute the overwhelming 
majority of causal mutations, there has been a receptivity to testing in that community. 
But each culture and society will probably solve these problems in appropriately 
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different ways. For societies, the desire to decrease suffering and the cost of care 
conflicts with the need to care for the disabled and to respect cultural diversity and 
individual freedom. Respect for the whole person in genetics as in other areas of 
medicine will raise important issues and values that need to be clarified and negoti-
ated over time – a long-term project.

In working with patients in prenatal diagnosis, we are often asked by patients 
following the identification of a major fetal structural anomaly, syndrome, or fetal 
death, “How can you do this job? How can you deal with patients who are in such 
terrible situations?” We reply that we are confident in the resilience of the human 
spirit. We have seen, over and over again, individuals and families adjust and cope 
with the changed realities and revised expectations of a genetic diagnosis. Harvard-
educated sociologist Martha Beck, in her memoire Expecting Adam [11], describes 
rewriting her definition of hopes for her baby, who was diagnosed prenatally to 
have Down syndrome, and whom she welcomed into her life and raised. Rather 
than valuing intelligence and workplace success as the most important measure of 
a person’s value to society, Beck came to understand that individuals with disabili-
ties have much to teach us about what it means to love and accept.

As we sit at the crossroads of having the tools to diagnose a great variety of 
genetic conditions, yet not quite having readily available and effective treatments 
or cures for many of them, we must rely on the Garrodian model of medicine, and 
its modern equivalent of whole person care, to be therapeutic. In viewing the 
patient as the hub in a wheel of a complex social, psychological, and physical 
environment, we must attend to the impact of a diagnosis and focus our energies on 
maximizing the patient’s adjustment and coping. The healer role can be seen as not 
necessarily curing the disease but as accompanying the patient along the path to 
adjustment and to the achievement of a new equilibrium and harmony with his 
environment. New diagnostic and therapeutic modalities for both single-gene and 
complex diseases will certainly enter the fray, but with each we will be called upon 
to help the patient integrate these new options into his life plan and to create 
meaning where, at first glance, there may be none. It is in facing such challenges 
together with our patients that we can be truly therapeutic.
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By the time medical students and young physicians in training arrive on the medical 
wards to care for real people, they have a very good understanding of pathology 
and physiology. They know how biochemical processes can be altered by genes, by 
microbes, and by the environment to cause and to perpetuate disease. They can list 
the causes of symptoms such as weakness, dizziness, chest pain, and headache. 
They know which laboratory tests to order and how to interpret them. They use the 
imaging techniques that have the best chance of providing the answers to the diag-
nostic puzzles that confront them.

Once the patient has been deconstructed into problems such as anaemia, weight 
loss, abnormal liver function tests, or a calcified lung mass on a chest X-ray, the 
treating team calls into action an array of steps and strategies to deal with each and 
to reach eventually the correct diagnosis and to formulate an effective treatment 
plan. The treatment is aimed at eliminating the abnormality either by attacking the 
cause or by helping the patient accommodate the abnormality to reach a new state 
of balance.

The challenge on the wards of a busy teaching hospital is to assist and to guide 
these young people to transition from the care of problems that happen to reside in 
patients to the care of patients who happen to have problems. This task requires a 
shift of attention to the container rather than to the contents.
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Mrs. Camfield1 had lived a full life. As an infant, she immigrated to Canada with her 
 parents from Ireland before the Great War; her schooling was interrupted by the necessity 
to work as a chambermaid to help support her family of five brothers and two sisters when 
her father died tragically in a streetcar accident. She never was able to finish high school.

She married at twenty, had three children in quick succession and settled into a life of 
cleaning, cooking, caring and going to church. Her husband started as a truck driver and with 
hard work and determination built a transportation company which allowed the Camfield’s to 
live well, to educate their children in private schools and to travel extensively.

Over the years, Mrs. Camfield had learned how to control her diabetes, had dealt with 
the distress of losing a breast to cancer, had mourned her youngest child who died of leu-
kemia and had nursed her husband who finally succumbed to a  devastating stroke.

This was the eighty-two year old who was admitted to our ward late one evening with 
difficulty breathing and the physical signs of severe aortic stenosis. Over time, her aortic 
valve, the main outlet valve of the heart, had become heavily calcified and its ability to 
open and to allow adequate blood flow to the body was markedly restricted.

The ward team knew the problem well, knew the tests that needed to be done to char-
acterize the problem fully and clearly and also knew that the only acceptable therapeutic 
option, once Mrs. Camfield was stabilized, was cardiac surgery to replace her valve, a seri-
ous operation made more so by Mrs. Camfield’s age and her other medical conditions.

Contemporary medical practice is strongly influenced by the concept of  evidence- 
based medicine. Clinical decision making and the choice of treatment options are 
based on statistically demonstrated success obtained from large  randomized, con-
trolled trials, and the place of intuition, experience, and personal choice based on 
values or other criteria are regarded as inappropriate. In fact, these trials anonymize 
the person by ensuring that differences between groups of patients have no effect on 
the study results. The answers obtained are independent of the patients who helped 
provide them. The person is a passive conduit in the evaluation of the intervention.

The next morning, Mrs. Camfield had responded to treatment and was able to participate 
in a discussion about future treatment directions and about the importance of considering 
a surgical option.

We learned that Mrs. Camfield lived alone in a residence, enjoyed the movies, still went 
to church every Sunday, and that her oldest granddaughter was to be  married in two weeks.

The team started to realize that a decision for surgery, based on available  evidence, 
needed to take into account the needs, beliefs, and plans of Mrs. Camfield. We knew that 
care for the whole person demands a respect for the subjective in the face of the objective. 
We knew that the evidence provides direction but that the journey belongs to the patient.

In ward discussions, the subtle distinction of evidence-influenced medicine 
over evidence-based medicine allows treatment and diagnostic deliberation and 
debate to recognize that clinical decision making not only involves the rigorously 
obtained evidence but also takes into account the therapeutic dyad characterized 
by the  experience and interpretation of the physician and the values, character, and 
choice of the patient.

“What would you do if it were your Mother?” This question is often asked 
by patients who are overwhelmed with their illness and with the sudden barrage 
of information thrust upon them. The importance of this question is that it focuses 

1Mrs. Camfield is fictional. Her story is based on years of clinical experience and recollections.
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the choices to be made upon an identifiable person with strong emotional 
 connections. The patient expects the physician to filter the options as if they were 
to be applied to a close loved one, and therefore, not only the best but also the right 
answer will emerge.

This question personalizes the choice to be made and is another example of 
conflict between the objective and the subjective. The patient is requesting that the 
problem be addressed as it relates to the person and not necessarily as a stand-alone 
issue to be objectively analyzed. The patient has packaged the problem within a 
person and assumes that the decision will now take the person into account and not 
just offer a generic solution.

The question needs to be answered by turning it back on to the patient.
“I cannot answer the question as you ask it. I can answer the question for my 

mother because I know her. I know what burden she is willing to bear for what 
benefit. I know how she deals with adversity and how her character deals with 
 challenge. I know something of the narrative of her life and of the history of her 
choices when faced with options. I know her wishes and her goals, and in knowing 
all of this, I can make a decision close to the one she would make. I do not know 
you in the same way: only you and those close to you know who you are.”

This answer, however, is not sufficient. The patient is asking for guidance but 
has not provided all of the information. The example of a financial advisor throws 
some light on the situation. When planning retirement, a prudent person may decide 
to save and to invest a yearly sum in hopes of establishing a fund to finance a 
 comfortable retirement. Often, the advice of an expert is sought.

The advisor who takes the contribution and says, “Leave it to me, I am the 
expert, I am trained to do the best thing” may not be the best choice. The careful 
investor would choose an advisor who says, “What are your goals? Are you a risk 
taker or a more conservative investor? Are you looking for capital gains or are you 
concerned about a steady income? Where do you see your investment in 5 years?” 
Once the advisor knows the client, a plan, using the particular expertise and 
 knowledge of the advisor, can be created that has the best chance of achieving the 
goals of the client.

“You are not my mother, but if I were to know you as I know my mother, I can 
help you and guide you to the choice which will best achieve your goals and I will 
accompany you on that journey.”

Mrs. Camfield listened attentively as we described the relative risks and benefits of aortic 
valve surgery and the potential course of her condition if she chose not to have an opera-
tion. The latter would require a palliative approach, treatment to reduce suffering and when 
the end occurred, no resuscitative efforts.

Mrs. Camfield adjusted the sheets, sat up straight and told us that she  understood her 
choices and her chances. She told us that surgery did not interest her at this time, and her 
main short term goal was not to cast a cloud over her  granddaughter’s wedding.

The busy medical ward is not the best environment in which to appreciate the 
complete significance of disease and suffering. The interaction between medical 
teams and the patient starts at different points on the illness trajectory and ends 
before the final stages play out. Most patients seen and cared for have acute 
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 exacerbations of chronic problems such as heart failure, renal failure, liver failure, 
or chronic lung disease.

They are well compensated for a period of time and then for some reason fall off 
the edge of stability either due to the natural progression of their disease, infection, 
noncompliance with a medical regimen, dietary indiscretion or due to an acute and 
sudden uncontrollable complication of the disease process.

To understand whole persons fully in this context requires some knowledge of 
who they were when stable and who they will become once restabilized. This 
 longitudinal view is a luxury not often provided or available to the young physician 
who may be grappling with the concept of patient-centred care including the idea 
that patients have individual preferences and concerns that are situated in social 
contexts outside of the ward environment.

In view of Mrs. Camfield’s decision not to have surgery, we needed to clarify her under-
standing of the level of care when her condition inevitably deteriorated. She needed to 
know that in the event of death no resuscitative efforts would be undertaken. Mrs. Camfield 
was concerned that her death close to her granddaughter’s wedding would not be in any-
one’s interest and so she requested every effort to keep her alive, and hopefully well, until 
after the joyous event.

Students chosen to study medicine are all high academic achievers. They cannot 
be discriminated by their academic rank or by their test scores. They all have 
letters of reference which laud their abilities, and their personal and biographical letters 
speak to their proven qualities of leadership, altruism, empathy, attentive listening, 
and compassion.

Faced with an excess of outstanding candidates, medical schools and postgraduate 
programs are faced with the difficult task of establishing a process of choice. These 
young people, all with exceptional academic records, can only be picked according 
to their personality characteristics that are considered to be essential to the role of 
physician.

Undergraduate medical school curricula are increasingly being redesigned 
to include material that emphasizes the healing aspect of medical practice [1]. 
Students learn that the well-being of patients requires not only scientific under-
standing of biology and pathology but also an appreciation of the art of connecting 
with persons [2]. This learning takes place away from the real world of ward medicine. 
The students are protected from the urgency of the ill and from the responsibility 
of providing not only answers but also comfort. The former is based on science, 
while the latter is based on the human connection between two persons seeking a 
common goal.

On a busy medical ward, the quest for data occupies a large part of the day, and 
it is difficult to find or to make the time to engage the patient or their families on a 
personal level, and when asked to do so, the health care teams may put the task at 
the bottom of an already enormous list.

The appreciation of patients as individuals who stand out because of who they 
are and not because of what condition they have is a skill as important as the physical 
examination of the cardiovascular system and requires the development and nurturing 
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of attitudes that are anchored in the traits of personality for which these students 
were selected in the first place to study medicine.

How can these aspects of medical education and continuous professional devel-
opment be brought to the bedside and not relegated to the backroom for discussion 
outside of the mainstream of care and caring?

The knowing of a person begins before verbal or physical interaction. Before we 
delve into the medical history, the complaints and the related symptoms and before 
we touch and feel and maneuver body parts, there is a moment in which the doctor 
and patient enter each other’s world. Are there books on the bedside table, pictures of 
loved ones, of pets, or of places with special meaning, and are there symbols of spiri-
tual connectedness? These clues to the person need to be pointed out and  recognized 
as an important part of the therapeutic encounter. We learn much by looking without 
speaking and careful observation not only helps to capture  information important to 
physical diagnosis such as pallor, goitre, rheumatoid hands, or evidence of an old 
stroke but also contributes to characterize the person as different from all others.

Mrs. Camfield was more than a name and a patient with shortness of breath when we 
noticed, and pointed out to others, the simple gold cross around her neck, the rosary beads 
on the bedside table and the picture on the window sill by her bed of a smiling young 
woman enjoying the St. Patrick’s Day Parade.

The emotional component of the practice of medicine is often neglected and 
not viewed traditionally as an aspect requiring specific attention. A renewed 
emphasis is emerging on the importance of personal reflection as a means not 
only to improve practice but also to make it more meaningful [3, 4]. There is a 
mechanism that allows the principles of reflective practice to be incorporated into 
the ward routine so that it becomes a recognized part of the ward experience. 
Protected time is set apart so that the ward teams can share recent experience that 
evoked emotion or feeling. They describe incidents that made them proud, uncer-
tain, disappointed, sad, happy, and angry. They describe “eureka” moments that 
brought new insight into old and  common problems. They benefit from the experi-
ence and from the debriefing  provided by peers and near peers who comment 
without judgement. These “autonomic” rounds legitimize the subjective and personal 
aspects of caring for the ill and enrich the experience by acknowledging the qualitative 
elements of doctoring.

Mrs. Camfield died one week after her granddaughter’s wedding. She had the chance to see the 
wedding video and visited with the couple before they left on their wedding trip to Dublin.

The ward team had the opportunity to share their feelings on the Friday after her death. 
We noted how easy it was for health professionals to discuss the medical issues and the 
complications of care but how difficult it was “to give voice to the feelings these events 
evoked” [5]. We reflected on how our efforts at care allowed our patient her last pleasure 
and how we felt when she asked us to resuscitate her, not for her benefit, but rather for the 
happiness of her loved ones. The feelings flowed easily and seemed to give added meaning 
to the clinical decisions we had made and participated in.

There may be an admonition, “Physicians heal thyself,” but this experience 
pleads, “Physician know thyself.”
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Even though the actual healing function may reside within the patient, the physician 
plays an important role not only as a companion but also as a facilitator. Young 
physicians often do not realize the esteem to which they are held by individual 
patients and by society. They are also not aware of how this position may help and 
encourage healing. They may not appreciate how their expertise, as well as their 
caring, may advance the healing process. We need to learn, and also be able to 
teach, that the care of the whole person requires an understanding of the physician 
role “qua” physician and that this role can be integral to the healing process. The 
physician role requires a knowledge base capable of understanding the biology of 
disease, and it is this knowledge base that is responsible for the curing function and 
also mostly responsible for the special social position doctors enjoy. The trick is to 
use this knowledge base to create a range of options, all scientifically valid, from 
which the patient can choose.

When death occurs, the personal encounter is completed, but there are  learning 
experiences which endure and can be used to strengthen the concept of physician-
hood and further the appreciation of care for persons rather than diseases. The 
funeral visitation is a solemn event. There is a whispered hum of conversation that 
hangs in the room. People come and go unnoticed, and attention is fractured into 
small groups of mourners and comforters. When the doctor enters the room, the 
hum becomes focused, conversations cease, and the murmur of “That’s Jane’s 
 doctor,” “the doctor is here,” “Look, the doctor has just come in,” becomes discern-
able. When doctors experience this for the first time, they come to realize a special-
ness inherent in the physician role. The visit not only expresses an honoring of the 
patient who has died, appreciated and recognized by those who look on, but also 
forces the humble acceptance of being important in someone else’s life.

A doctor’s letter of condolence also has special meaning for a family in  mourning. 
The letter signifies a special relationship between the deceased person and the 
 doctor. Encouraged to write letters of condolence, young physicians can be guided 
to center their attention on the person and not upon the disease. This exercise allows 
the writer to develop expressive narrative skills in the service of those entrusted to 
their care. It helps the writer understand who their patient was in life and allows an 
outlet for this realization [6].

To the granddaughter of Mrs. Jane Camfield:
Please accept my sincere sympathy at this time of great loss. Your grandmother will live on in 

the hearts of those who loved her and in the many acts of goodness she performed.
Your grandmother bore her burden with elegant courage and was so happy to see you 

married. She always had a smile for me. I will miss my visits with her.
I wish and you and yours a future of good health and may you find some comfort in 

your many memories.

Medicine is a series of patient stories that are told, recorded, and analyzed. These 
stories need to be heard attentively, appreciated in all of their dimensions, and 
recorded accurately. There are nuances of verbal and nonverbal expression and 
striking emotional overtones, which color these stories. A keen attention to patient 
stories, their content, and the manner in which they are told allows the health 
 professional to practice empathetic listening and to develop a deeper understanding 
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and recognition of the patient as the meaning of the illness begins to become 
 apparent [7]. Efforts to enrich and improve this appreciation of the place of narrative 
in clinical medicine can be designed and undertaken. Stories written by doctors 
about doctors, by doctors about patients and vice versa, and stories written by 
patients who are experiencing or who have experienced illness, can be shared by 
the ward team, and similarities and differences from their own lives can offer 
opportunities for rich discussion.

The reality of ward medicine is that many patients cannot verbalize their 
 histories and cannot openly express their feelings. How can caregivers be sensitized 
to the hidden narrative of these lives and not just rely on the treatment of computer 
numbers and sophisticated imaging? Can the personhood of these patients be 
 captured and, therefore, serve as an exercise to emphasize whole-patient care?

Jean Dominique Bauby was 42 years old, the father of two and editor-in-chief 
of Elle magazine in Paris, when he suffered a massive stroke that left him quadriplegic. 
He was fully alert and conscious but could only move his eyes up and down and 
blink. All other communication and connection to the world were denied him. This 
locked-in syndrome is a devastating clinical condition that imprisons the patient in 
a paralyzed body.

Lying in a bed, Mr. Bauby was fed through a tube, breathed through a tube, 
urinated through a tube, and was totally dependent on others for his care and 
 well-being. In spite of this condition, Bauby wrote The Diving Bell and The 
Butterfly by blinking his eyelids in response to the reading of the alphabet while a 
friend recorded his responses [8]. This laborious test of friendship led to an account 
of what has been called, “a memoir of life in death” [9].

We learn from the story that even the most diminished patient has the capacity 
to feel and to sense, not only primitively, but possibly also in a way that is complete 
with memory, future, and meaning. As the uncommunicative Bauby communicates, 
“Having turned down the hideous jogging suit provided by the hospital, I am now 
attired as I was in my student days. Like the bath, my old clothes could easily bring 
back poignant, painful memories. But I see in the clothes a symbol of continuing 
life. And proof that I still want to be myself. If I must drool, I may as well drool on 
cashmere” [8].

When the story is brought to the ward setting and not relegated to the lecture 
theatre, it can be shared and appreciated in the surroundings of ward reality where 
often squash games, dinner parties, or recent vacations are discussed over and 
around the patients who cannot move, cannot talk, and are attached to tubes. The 
story refocuses the attention on the patient and demands an effort to be conscien-
tious in care and to be sensitive to the whole person, some of whom may be hidden 
and unnoticed.

Students of medicine receive their fundamental training within formal courses 
often delivered by lecturers in large rooms. However, students learn as well through 
unplanned, unscripted encounters and experiences. They see things as they are as 
well as how they are supposed to be. This implicit side of medical education in 
which learning outcomes may not be those that were openly intended is called the 
informal or “hidden” curriculum [10, 11].
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The transition from layman to physician is a maturing process as participation 
in reality becomes more intense. The movement from the classroom to the bed-
side provides experiences that are outside of the stated educational objectives of 
the formal medical curriculum. This role change is accompanied by real threats 
to the idealism that prompted many to seek a future in medicine. Emotional 
bombardment and overload may lead to emotional neutralization as overcaring 
may result in  inefficiency and self-doubt. There are also striking challenges to 
ethical integrity that need to be faced. Is consent to treatment really informed? 
What is the ethical relationship between the physician and the health care indus-
try? What is the role of the family in clinical decision making? Must doctors 
always tell the truth?

The conscious role modelling [12] of the ward-attending physician is a 
powerful mechanism to emphasize the experiences and behavior that are required 
 educational objectives for the competent and effective care of whole persons. 
Clinical  knowledge, teaching skill, and personal qualities characterize the role 
model. If whole-patient care is to be a goal of the clinical experience, then the 
effective role model has to deliberately, but not artificially, model the skills of 
sensitivity,  empathy, acceptance, and understanding, to name a few. The role model 
has to be attentive to humanistic problems with the same intensity as to biological 
problems. The role model has to support the importance of being witness to patient 
stories and to advocate for their meaning in providing care.

Being a role model is often serendipitous as Paice et al. [13] point out when they 
paraphrase John Lennon “being a role model is what happens when you are busy 
doing other things.”

These other things include the focused emphasis on the doctor–patient relationship, 
the genuine interest in the psychosocial aspects of medical practice, the personal-
ization of clinical experience, and the sharing of life stories [14].

The conscious role model is forever vigilant for the teachable moment when a 
human story can lead to a generalizable lesson.

Mrs. Camfield asked for a potential limited aggressive treatment option in order not to have 
her death pale her granddaughter’s special day. This event allowed the discussion of how 
“do not resuscitate orders” are not simply an administrative necessity to insure that care 
teams are appropriate in their response to a patient’s death but are reflections of how 
patients view meaning at the end of life.

The combination of curing and healing is surely the mandate of contemporary 
medicine. This requires a balance between understanding what disease does to the 
body and an appreciation of how illness affects the person. To do both well requires 
an environment on a busy medical ward that gives equal importance to both aspects 
of care. It requires teamwork, advocacy, and a commitment to not only attempt to 
cure biological disease but also to permit and to facilitate the healing of those who 
are suffering.
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Teaching Whole Person Care: Introduction

In an ideal world, whole person care would involve the care for a whole person – 
physical, psychological, and spiritual needs – by another whole person. This would 
be a wonderful way to care for each other, but we would probably all come up short. 
Two limitations become immediately apparent. First, the patients’ needs may 
exceed the skill set of the physician in one or more domains. An individual patient 
may require, for example, a surgeon and a psychiatrist, as well as a spiritual advisor. 
Second, it is possible that the profile of needs of a particular patient may be better 
matched with the unique interests and experiences of one physician over another, 
even if both have had the same basic skills training. Another consideration is that 
whole person care is so personal and individual that a “one size fits all” approach 
to diagnosis and treatment cannot work. In patients with similar medical conditions, 
we need to consider the context for each individual and what the illness means to 
them, their families, and their communities at that particular point in time. However, 
while individual physicians cannot be expected to care for all domains of the 
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Chapter 16
Teaching Whole Person Care in Medical School

Helen Mc Namara and J. Donald Boudreau 

No medical practitioner will ever excel who does not always 
keep before himself the fact that in every state of man the mind 
and the body react upon one another and are parts of a whole.

Norman Moore. Lancet, 14 Oct 1893.
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patient’s well-being at all times, they must at least be aware that beyond the most 
apparent issue of the presenting concerns, there are domains that may either 
increase the patients’ suffering or open a path for the facilitation of healing. The 
physician must be sufficiently attuned to the patient to find an opening to the latter 
possibility. In his mentoring and teaching, a founder of palliative care medicine, 
Dr. Balfour Mount tells the story of a patient he had, a young woman in palliative 
care, where he spent time learning more about her and found that despite their obvi-
ous differences, they shared a love of the music of the Elvis Presley, which turned 
out to be his “way in” to facilitate her healing through their stronger connection.

Although the teaching of “healing” in whole person care is the focus of this chap-
ter, it may be surprising to the reader to learn that the concept of healing in medicine 
lacks clear definition. In fact, there have been many attempts to define it in opera-
tional terms. In a study based on interviews with experts in the field, it was thought 
that healing was associated with three main themes: wholeness, narrative, and spiri-
tuality [1]. In their definition of healing, Kearney and Mount have also included the 
concept of wholeness: Healing is defined as a shift in quality of life away from 
anguish and suffering, toward an experience of integrity, wholeness, and inner peace 
[2]. This shift in quality of life is the overarching goal of whole person care in medi-
cine, and it requires attention to the patient’s suffering in all domains: physical, emo-
tional, and spiritual. This means that healing in medicine can only take place in the 
context of whole person care. Therefore, the teaching of the physician’s healer role 
is synonymous with the practice of whole person care in medicine.

Teaching Whole Person Care: The Medical  
Education Literature

What does the medical education literature tell us about contemporary strategies 
aimed at teaching whole person care? Before we embark on this overview, it is 
important to address a fundamental question: is medical practice (and by extrapolation 
medical education) composed of two categories of facts, two ways of thinking, or, 
as it were, two distinct essences? A subsidiary question is: can the teaching of 
whole person care be equated to the teaching of humanism in medicine? These are 
weighty questions. They remained a preoccupation as we crafted a blueprint for 
teaching the healer role.

No doubt the reader will be familiar with the phrase “the art and science of 
 medicine.” Generally speaking, the former is linked to the interpersonal aspects of the 
patient–physician encounter, and it is seen to operate in situations of uncertainty, 
manifesting itself through excellence in listening skills and that most illusory of 
 personal attributes, “clinical judgment.” Science, which is often linked to quantitative 
research, technology, and the problem-solving aspects of medical practice (e.g., making 
diagnoses and selecting among treatment options), is believed to operate in a world 
that is measurable, universal, and predictable and manifests itself through finely 
honed analytical and reasoning skills. The principle of “nonoverlapping magisteria” 
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has been used to capture this dichotomy [3]. This conception is pervasive in both the 
professional and lay press. Unfortunately, wide acceptance of this dichotomous state 
of affairs has had unintended consequences. It may have fostered the idea that the 
medical mandate has two divergent clinical goals: one goal being the reversal of 
 disorders at the physiochemical level, thus achievement of a cure, while another being 
the assistance to patients in adapting, in the face of sickness, to a widened gap 
between what is desired and what is possible. Science is seen to be corralled for 
efforts at curing, whereas the so-called “art of medicine” is harnessed to the service 
of healing. It is “the art” that assumes primary responsibility as the handmaid of 
compassionate caring, albeit in a somewhat supportive role, whereas “the science” 
presides over the central proposition – fixing the broken body and mind.

Numerous health care programs presenting themselves as humane, accountable, 
holistic, and/or integrative describe a recalibration of the two ingredients: art and 
science. Invariably, their promise is that they will control, tame, or channel the 
 latter while simultaneously nurturing the former. The popular and influential 
“patient-centered method” explicitly acknowledges a duality of clinical purposes 
by directing clinicians in patient encounters to actively weave back and forth 
between two strands – between the science, with its pathophysiological perspective 
of disease, and patients, in all their human complexities [4]. The goal of this 
method, laudatory as it is, should not be maligned. It may well be anchored in the 
idea that medicine has no option but to be dichotomous, since human beings are 
themselves dichotomous. Few would deny the existence of dichotomies in life in 
general; dualism is inherent to objective reality. A prototype par excellence is 
 particle physics; the reality with which it deals, waves and particles, comprises an 
irreconcilable duality. That systems of thought and practice are plagued by dualism 
reflects this fundamental condition of life. Perhaps it is, therefore, entirely 
 appropriate for a clinical method to acknowledge two essences of medicine, 
 adopting a methodology that achieves effective complementarities and simply gets 
the job done – reverses the gap imposed by disease, where this is possible, and 
when not in the realm of possibilities, bridges the gap. In the development and 
deployment of our healing curriculum, the core aspects of which will be presented 
forthwith, some of us have nevertheless wished to avoid emphasizing dualities, in 
part, because we have felt that science always seems to prevail and overshadow all 
other considerations. In response, some of us have argued that an appropriate unifying 
orientation for medicine’s goals might be the well-being of the patient, well-being 
as understood through a robust and sophisticated appreciation of patients’ personal 
functioning [5], but that is a topic for another chapter.

We have purposely chosen not to characterize our educational goal as that of 
teaching a healing “art.” Notwithstanding Aristotelian definitions of art as “skilled 
craftsmanship,” we feel that there may be downsides to viewing the art of medicine 
as a species completely different from or, even more invidious, as being somehow 
at odds with science. The danger is that much of what has traditionally been 
grouped under “art” (e.g., demonstrating good bedside manner, making therapeutic 
interpersonal connections, displaying authentic compassion) may be construed 
as soft or fugacious. These skills may come to be subsumed under opinion and 
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 personal preferences and may be considered less accessible to scholarly scrutiny. 
We want, up front, to immunize our colleagues and students against the notion that 
teaching whole person care is nothing more or different than “being nice” – in 
North America, the metaphors of motherhood and apple pie quickly spring to mind. 
This type of dismissal may resonate with the experience of many readers.

As described earlier in this book, the Whole Person Care Program is founded on 
the assumption that the primary goal of medicine is healing. Commonality of 
 purpose, as opposed to complementarities of knowledge bases, is the active 
 integrative principle for the range of aptitudes and skills required in clinical work – 
regardless of whether they are to be discovered in the “art” world or the weltan-
schauung of “scienticism.” We have attempted to anchor our teaching program in 
the beliefs that whole person care can be taught and done so systematically and 
explicitly. To become a healer implies something additive to heredity, more than the 
result of family upbringing and extending beyond kindergarten and premedical 
schooling experiences.

Notwithstanding the presence of epistemological debate, which our introduction 
delved into in a cursory fashion, it must not only be acknowledged but also be 
celebrated that there are many textbooks positioning healing as an art. To name but 
a few: “ The Healer’s Art” by Cassell, a contributor to this book, and “The Lost Art 
of Healing: Practicing Compassion in Medicine” by Lown. The literature is also 
replete with such references. A recent notable example is a commentary published 
in Lancet in 2008 by the medical anthropologist Kleinman; it is entitled: 
“Catastrophe and caregiving: the failure of medicine as an art” [6]. We draw 
 attention to a few of the attempts at teaching the art of healing that have met with 
success. A popular course, designed to help medical students discover things about 
themselves in the context of learning clinical medicine is called the “The Healer’s 
Art” [7]. Students are prompted to examine their values and emotional intelligence 
when relating to patients, all the while staying connected to the underlining meaning 
of the clinical work they do. One of the stated goals of the program is to prevent 
compassion fatigue and burnout. We too will address the phenomenon of personal 
alienation later on in this chapter. Another healing-oriented program that  emphasizes 
the relationship between patient and physician, while integrating the best of 
 complementary and alternative medicine with conventional medicine, is the 
University of Arizona’s “Program in Integrative Medicine” [8]. Furthermore, a list 
of recommended core competencies has been outlined by an educational working 
group composed of experts in the area [9]. The focus of integrative medicine is the 
therapeutic relationship with attention also paid to physician self-care and 
 self-awareness. Participants in such programs report that, while exploring their own 
humanity, they discover emotional wounds and benefit from the opportunity to 
begin their own healing process, making them more willing to partner with patients 
in facilitating healing. It stimulates and recalls “the call to service” that draws most 
individuals to the medical profession in the first place [8].

In yet another program, residents in Family Medicine work with behavioral sci-
entists to identify patient and family strengths and to reflect critically on  interactional 
patterns among themselves, patients, families, and other health care practitioners. 
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They explain that in the presence of chronic illness both patients and families 
 experience fear, loss of control, and disconnectedness. The teaching of “Healing 
Relationships” is a curriculum designed to facilitate mutually empowering relation-
ships [10]. The process in this program includes discovering what physicians bring 
to the work, examining patients’ individual, family, cultural, and spiritual contexts; 
creating sustained partnerships, and empowering patients to take increasing control of 
their illnesses [10].

The teaching of the healer role has often been conflated with the teaching of 
humanism. A noncritical acceptance of the art/science, cure/heal, nature/nurture, 
psyche/soma, and innumerable other dualities may have provided the impetus for a 
clamor that humanism be provided greater visibility and curricular time in medical 
education. Regardless of its roots, a brief overview of how humanism can be taught 
is absolutely germane to our discussion. The range of strategies used to foster 
humanism has been broad indeed. It has included the study of the humanities 
(including classic literature), communication skills training (most recently with an 
emphasis on cultural competency), service learning (which generally refers to 
 volunteer work among disadvantaged populations), and the fostering of self-reflection. 
In the mid and late twentieth century, the favored entry for humanism in medicine 
was via the teaching of ethics. This, then, seemed to give way to the targeted teaching 
of empathy. In the past two decades, the emphasis has been redirected toward tools 
to foster self-reflection. Reflection has been defined as, a generic term for those 
intellectual and affective activities in which individuals engage to explore their 
experiences to lead to a new understanding and appreciation [11]. It implies a 
conscious and deliberate effort to understand and appreciate events deeply and 
 differently. It is assumed that the reflective practitioner will become more attuned 
to all of the patient’s needs. A most highly promising approach to supporting whole 
person care has been the reaffirmation of professionalism and its related develop-
ments such as the creation of a Professionalism Charter and the description of the 
social contract [12]. These critically important developments are the focus of 
another chapter in this book.

Narrative medicine has recently entered the world of medical education at 
 multiple levels and with a range of goals and objectives. In a recent review of the 
literature, three main objectives underlying the introduction of teaching narrative 
have been identified and it can serve to (1) reveal patients’ perspectives, (2) act as 
a catalyst for self-reflection, and (3) provide emotional support to overworked and 
harried health care professionals [13]. The combination of creative writing, close 
reading, and active listening is commonly used to enhance the narrative competence 
of health care professionals. It is important to add that narrative competence has 
also been claimed as an approach to therapy, including psychotherapy, and that it 
has been taught and promoted for patients as well as clinicians.

Although debatable, there are some data to suggest that medical students 
 experience a decline in empathy and a withering of altruism during medical 
 training. For many of the training programs that rely on the humanities, an implicit 
aim is to mitigate against this loss of idealism. Several reviews have identified the 
essential features of such programs, one of which suggests that they must (a)  provide 
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students with opportunities to gain perspective on the lives of patients, (b) include 
structured time for reflection, and (c) incorporate focused mentoring [14].

There is a growing understanding of the factors that can hinder our teaching of 
healing. In a previous study of medical students’ apprenticeship experiences at 
McGill University, Allen and colleagues described a number of perceived barriers 
to the teaching and learning of whole person care: competing discourses of empa-
thy and efficiency, objectification of patients, power of the medical hierarchy, and 
the institutionalized practice of “wounding” [15]. They found that second-year 
medical students were apprehensive about getting to know their patients. Students 
were led to believe that this was a luxury that would disappear after training due to 
competing demands on their time. These findings were particularly disturbing as 
the students in this study were just halfway through their training and already they 
were  anticipating a demise of caring attitudes. This is exactly the opposite of what 
should be in place as they prepare for the clerkship year – they should be excited at 
the prospect of being able to put theory into practice and further developing their 
 compassion in the teaching hospitals and clinics. Kleinman has correctly concluded 
that in some settings it is not only that the concept of whole person care is absent 
from the curriculum but also that the structure of health care delivery may actually 
discourage it. He goes on to suggest that a professional education that is solely 
focused on scientific training may enable the physician as a technical expert but 
disable him as a caregiver [6]. We must find solutions to this quandary.

There are several corrosive aspects of the learning environment that are largely 
beyond the control of curriculum planners. For example, reduced admission times 
and early discharges from hospital can significantly reduce the time medical 
 students spend with individual patients. It presents them with a sort of stroboscopic 
appreciation of the natural progression of disease and personal trajectories of 
 illness. The untoward effects of a multitude of transient and evanescent social 
 relationships, particularly with patients and also with teachers and peers, have been 
described in the medical literature [16]. The theoretical framework, described by 
Hafferty, of the formal, informal, and hidden curriculum can be helpful as we seek 
solutions. It acts as a powerful reminder that even if interventions intended to 
 promote patient-centered care are placed in the preclinical years, the message may 
be overshadowed by the strength of the informal and hidden curricula of the clinical 
years [17]. This may result in what some medical students describe as a frustrating 
disconnect between what they are taught regarding the importance of whole person 
care and what they experience in clinical practice. It underlines the critical 
 importance of making sure that physicians, especially those charged with 
 mentorship and teaching, are practicing, modeling, and supporting a whole person 
care approach to patient care.

Medical school may be an ideal time to set up healthy habits so that the next 
generation of physicians may end up being happier persons in life and, thus, more 
prone to adopting whole person care practices in both clinical and educational con-
texts. Stuber provides some simple concrete suggestions for whole person “self-
care,” including prioritization of time – learning how to say no and budgeting time 
properly, keeping friends close and avoiding isolation, using exercise as a  tension 
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buster or as an opportunity for nurturing a sense of belonging and  community, using 
relaxation to change thinking and to gain new perspectives, sleeping enough and 
minimizing disruptions. We could also add proper nutrition and spending time 
doing things or being with people who make one feel good [18]. A culture change 
is urgently required and communicating to medical students that being proactive 
about understanding and meeting their own whole person care needs is a win-win 
situation for students/peers and faculty. Where medical student stress is reduced, 
peer support flourishes, faculty mentorship thrives, and the “working–learning–
caring environment” is populated with “whole persons” at all levels of care: faculty, 
student, and patient.

In providing us with the medical students’ viewpoint on barriers to self-care, 
Reis questions the message that in the decision-making process surrounding patient 
care, it is never appropriate for medical students to consider the implications of 
their actions for themselves and that such consideration of personal implications is 
unprofessional [19]. She goes on to suggest that this approach puts professionalism 
in direct conflict with self-care leading to active discouragement of self-knowledge 
and self-awareness – in direct opposition to the fundamental requirements for 
whole person care. Teaching programs in healing and whole person care must 
actively promote reflective practice and mindfulness while making a clear 
 distinction between altruism (putting the patients’ interests ahead of self-interests) 
and the appropriate self-care of physicians and medical students. In fact, self-care 
and altruism must exist simultaneously if we are to care for patients properly while 
maintaining our own health and well-being in the process. As Reis says, while we 
should not forget our professionalism when we take off our white coat, it is equally 
important that medical students are not taught to check their “selves” at the door 
when they enter the clinic.

In medical school, there is often tension between good patient care (which takes 
time and graded responsibility) and the pressure to achieve good grades (efficiency 
and decreased supervision). There is a perception that good patient care may 
 actually harm the medical students’ grade and jeopardize their dossier for 
 residency application. If this is the case, then faculty need to rework the evaluation 
process to reflect our valuing good patient care above all else. Thomas and 
 colleagues found that both distress and well-being (Maslach Burnout Inventory) 
are correlated with student empathy (Empathy Measure – Interpersonal Reactivity 
Index), and they suggest that efforts to reduce student distress as part of an 
 overarching goal to  promote student well-being could enhance both empathy and 
professionalism [20]. It is important to teach these concepts and provide the 
tools by which to achieve them early in undergraduate training and consistently on 
a regular basis during the postgraduate years and beyond. Some models to 
 accomplish this have been  previously proposed [21, 22], one of which is based 
on the model of a “coping reservoir,” a reservoir that has both negative and 
 positive inputs that must be kept in balance to prevent burnout and promote 
resilience in medical students [21]. Accordingly, there is a clear relationship 
between resilience and the ability to care such that the two concepts are intertwined 
and inseparable.
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Some have questioned whether healing can be taught, or whether it is, indeed, a 
received and innate ability [23]. We are of the opinion that as teachers, supervisors, 
and mentors we can facilitate the learning of healing, much like in our roles as 
physicians we seek to facilitate the onset of healing in patients. We often use a 
quote from Yeats in the teaching of healing/whole person care: Teaching is not the 
filling of a pail but rather the lighting of a fire. It is conceivable that our medical 
students come to us with their healing flame already lit. One may, thus, interpret 
our educational mission as one of having to gently fan the flame while studiously 
avoiding the creation of any conditions that will diminish or extinguish it. It is 
revealing that when we first presented a proposal for teaching whole person care to 
colleagues at McGill University, we were challenged with: this stuff can’t be 
taught. Thankfully, before we could respond, one of the participants at a planning 
meeting said in a thunderous voice: Well, we are certainly able to teach the 
 opposite, so let’s give this a try. There is, therefore, tacit acceptance of our ability 
to minimize or divert attention from whole person care. As the flip side to that coin, 
we firmly believe that – collectively – we can facilitate the learning of whole person 
care and perhaps even “unteach” the opposite.

Teaching Whole Person Care: The McGill University 
Experience

Now that we have presented a few of the issues critical to the pedagogy of whole 
person care and having introduced some of the salient findings from the medical 
education literature, we turn our attention to the specifics of the program we have 
put in place at the Faculty of Medicine, McGill University. The McGill course on 
the “Physician as Healer” is embedded in the context of a program that revolves 
around “physicianship” [24]. The term “physicianship” is not in common usage and, 
thus, deserves to be defined. At our institution, it has acquired three meanings: (a) it 
encapsulates medicine’s core mandate, i.e., healing and the relief of suffering; (b) it 
refers to the dual roles of physician as healer and physician as professional and pos-
its a set of behavioral attributes necessary for the fulfillment of each; and (c) it refers 
to a specific curricular component of our medical school’s undergraduate program. 
The Physicianship Component is comprised of a series of courses, including a lon-
gitudinal mentorship called “Physician Apprenticeship” and the “Physician as 
Healer” course. The former course is intended to focus explicitly on the students’ 
transition from layman to physician and to provide a safe environment in which to 
reflect on the changes that they are undergoing in medical school enculturation. The 
teachers in that course are called Osler Fellows. The “Physician as Healer” course is 
organized around a set of six modules and each module addresses a key learning 
concept related to healing in medicine. The concepts upon which we anchor our 
teaching are as follows: (1) relief of suffering and promotion of healing, (2) building 
the patient–physician relationship, (3) patient’s perspective and physician’s 
 perspective, (4) integrating healing with ethics and professionalism, (5) whole person 
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care in team relationships, and (6) preparing for the high cost of caring (whole per-
son care and medical student wellness). Each concept is associated with specific 
learning outcomes, and there is a final summative evaluation of learning at the end 
of the course. The process respects the traditional learning cycle and provides 
 students with an opportunity to provide feedback on both content and process. 
Although the main part of the course is situated during the third year, enabling it to 
interface with the clerkship experience, we also conduct a number of introductory 
whole class interactive sessions in first year. Furthermore, we offer a session 
 reintegrating the healer and professional roles in the fourth year, prior to  graduation. 
The emphasis at this pivotal transition point is to explore where these roles might be 
conflicting with each other and how to manage this dissonance in clinical practice.

 1. Relief of suffering and promotion of healing

Cassell has written extensively on the nature of suffering. He has commented that 
suffering involves a symptom or process that threatens the patient because of fear the 
patient has and/or the meaning(s) that are attached to the symptoms [25]. Illness 
means different things to different patients, and without considering the whole per-
son and their unique experience of the illness, healing is difficult, if not impossible. 
Furthermore, the same disease in the same patient may mean different things at dif-
ferent times during any illness trajectory. We teach our students that the starting 
point for the promotion of healing is a clear understanding and appreciation of the 
patient’s suffering, and this, from the patient’s rather than the physician’s perspec-
tive. Healing involves reconciliation of the meaning(s) an individual ascribes to 
distressing events within his or her perception of personal integrity and “wholeness.” 
This suggests that suffering may be associated with “disrupted wholeness.” Whole 
person care is not limited to only what the physician sees; it must also strive to peer 
into the suffering patient’s arrested, progressing, or otherwise evolving sense of self 
and wholeness. We expect that in teaching this explicitly, our medical students will 
learn how to recognize and acknowledge patient suffering and also how to avoid 
adding to patient suffering, while actively trying to promote patient healing.

This concept is centered on the whole person care of the patient (Fig. 16.1, 
Module 1), and as such, it is taught by the Osler Fellows in the small group setting 
with their own group of medical students that they are mentoring throughout the 
4-year program.

 2. Building the patient–physician relationship

An important distinction is that which exists between a “person” and a “patient.” In 
the Oxford English Dictionary, the patient is defined as a person who suffers from 
an injury or disease; a sick person. However, it is important to remember that the 
state of “patienthood” resides within a whole person. Physicians must not be con-
cerned solely with the disease as an abstract phenomenon existing apart from the 
patient. Physicians have the obligation to understand the expression of the disease 
including its unique manifestations and impacts on the individual patient. How can 
one become truly patient-centered? We believe that a possible entry is through a 
focus on patient well-being, with the latter being defined as the patient’s ability to 
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pursue his or her achievable goals and functions. The inability to achieve goals and 
fulfill purposes arises from impairments of function. Functional impairment can 
occur at any level, from the molecular to the spiritual. Therefore, if the goal is to 
focus on the patient’s well-being, with the primary aim being the restoration of 
function, to the extent that this is possible, the physician’s world automatically 
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continues beyond the patient’s physical body into the psychological, social, and 
spiritual domains [26].

In using the term “patient–physician relationship,” we realize that the patient 
always initiates the relationship. Also, the word relationship is important because 
many clinical interactions are fleeting in nature, and one may legitimately wonder if 
they can really qualify as a “relationship.” We believe and teach that all encounters 
with patients, however brief, hold the potential to become healing or wounding. 
Contrary to what we often hear from physicians, whole person care is not necessarily 
time-consuming or inefficient. In fact, Donadio describes a relationship-centered care 
model that allows for compassionate, humanistic health care, regardless of the 
amount of time spent with the patient, suggesting that the focus and intention brought 
to the patient interaction (60 s, 3 min or 1 h) becomes the foundation for all future 
interactions [27]. Our patients tell us repeatedly that time need not be a barrier to a 
caring patient–physician relationship, relating stories of both extraordinary physician 
healing and extraordinary physician wounding that took place in a matter of minutes, 
summarized by a single sentence that they can quote verbatim many years later.

Furthermore, Dobie describes empathy as the capacity to accept, to try to 
 understand, and to connect with another’s experience, and she labels this as 
 behavior that is critical to the healing relationship [28]. Another way of describing 
whole person care could be relationship-centered care where there is the 
 consideration of not just the patient as a whole person but the physician or medical 
student as whole persons also. Dobie identifies two essential components of 
 relationship centered care: self-awareness and mindful practice. Evidence for this 
theory is accumulating. A recent paper from the University of Rochester School of 
Medicine and Dentistry has shown that participation in a mindful communication 
program was associated with sustained improvements in attitudes relevant to 
patient-centered care [29].

The patient and physician are united in their mutual goals of the relief of 
 suffering and the promotion of patient healing. Despite the common purpose, there 
exist power differentials at many points of the health care system. Patients are in a 
vulnerable state and physicians must never lose sight of that reality. With this in 
mind, it is important to appreciate that the patient–physician relationship begins 
even before the patient sees the physician. How did the physician’s staff treat the 
patient in the lead-up process or in the waiting area? We teach students that as much 
as the patient does not want to be identified by their ill or injured “part,” for example, 
as the head injury in bed 5, they also do not want to be cared for by “the medical 
student” – the caring relationship between two people starts with a name for each 
one. Our goals in teaching this concept are that our medical students will be able to 
understand the importance of the patient–physician relationship, appreciate the role 
of the power differential between patients and physicians, and discuss the attributes 
required for the creation of a healing patient–physician relationship.

This concept is focused on the building of a “patient-centered” patient–physician 
relationship (Fig. 16.1, Module 2), and it is also taught by the Osler Fellows in their 
special individualized small group setting, where they share and discuss their actual 
clinical experiences in the creation of the patient–physician relationship.
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 3. Patient’s perspective and physician’s perspective

We teach our medical students to examine the patient–physician relationship 
closely by reflectively asking what may be the perspective of the patient entering 
into this relationship. Also, it is of interest to ask what may be the perspective of 
the physician and to compare and contrast the two. As patients and physicians, we 
are clearly working from different positions and the relative importance attributed 
to information that enters our consciousness will often differ between us. This has 
been demonstrated with regard to discrepancies between patients and physicians on 
the relative importance they attribute to different quality-of-life measures. As 
 physicians and medical students, we approach the bedside as unique individuals 
bringing with us our own culture and beliefs, conscious and unconscious 
 assumptions, needs, emotions, expectations, skills, and our level of presence and/or 
distractions on that particular day [28]. Our clinical judgment is also influenced by 
emotions, bias, prejudice, risk aversion, tolerance for uncertainty, and personal 
knowledge of the patient [30]. Questions that we have found useful to trigger a 
dialogue on this concept include the following: When does a person become a 
patient? How does this person become a patient? What does his/her suffering mean 
in his/her individual context? What barriers might I encounter in relating to this 
particular patient? How did these barriers arise and how can I overcome them? Why 
did I have this unexpected reaction to this patient?

In their paper on breaking bad news, Dias and colleagues used patients’ 
 experiences to illustrate how physicians practiced whole person care – or not – from 
the patients’ point of view. The patients in this paper described different perspec-
tives on whether cancer patients like to be hugged by their doctors [31]. We use this 
example to teach students to stop and assess where the patient might be on such 
issues and to be wary of “one size fits all” approaches to patient care. We expect 
that our students will be able to understand the importance of both the patient’s and 
the physician’s perspective, while appreciating that the physician’s self-care may 
have a significant impact on his/her ability to provide whole person care.

This concept is focused on the recognition of the difference between patient 
perspectives and physician perspectives in building and maintaining the patient–
physician relationship (Fig. 16.1, Module 3). We teach this concept in the context 
of a Whole Class Recall Day, which involves all clerkship medical students 
 reuniting at the medical school for a day of reflection and learning surrounding 
these concepts. We present a patient panel and small group sessions in the morning 
addressing the patients’ perspectives, and then we switch to the physician panel and 
small groups in the afternoon, focusing on the physicians’ perspectives, the goal 
being the exploration of differences and opportunities for increased collaboration, 
through medical students’ questioning and discussion of the issues raised from the 
perspectives of both patients and physicians.

 4. Integrating healing with ethics and professionalism

The role of the “physician healer” is rarely separated from that of the “physician 
professional.” Richard and Sylvia Cruess have argued that physicians function 
simultaneously in both roles and that each supports the integrity of the other.  
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This idea is developed further in another chapter of this book. However, while in 
most situations the healer and professional roles act in the same direction, there are 
 certain situations where there may be conflict, e.g., the “healer” thinks it is best to 
hug the patient, whereas the “professional” considers that to be a boundary crossing; 
the “healing” team member covers up for the impaired colleague, while the “profes-
sional” is prompted to advocate for removal from patient care and possible 
 disciplinary action. The rules of professionalism exist to protect the integrity of the 
healer role, and this is a fundamental concept that must be appreciated by physicians. 
This is also important in our teaching as our clinical experience and stories from 
patients suggest that medical students may themselves affect the healing process of 
the patients in whose care they participate. Indeed, they often have a profoundly 
positive effect. Perhaps this is because they can spend more “quality time” with 
their patients or because they are still early enough in their training to be able to 
relate to patients in a more open way.

This concept is focused on the recognition of the challenges and opportunities 
that may arise in integrating healing, professionalism, and ethics in clinical practice 
(Fig. 16.1, Module 4). Again, we teach this concept in the context of a Whole Class 
Recall Day, with all clerkship students reuniting at the medical school for a day of 
reflection and learning. In this teaching session, we invite the students to explore 
the contributions they felt they themselves have made to their patient’s healing 
journeys, and they are invited to share their reflections with peers and faculty, 
including a panel of experts on healing, professionalism, and ethics. We discuss 
those clinical situations raised by the students where tensions were apparent 
between the healer role, ethical care, and professionalism, and we examine how 
best to address these tensions in the integration of these concepts in clinical 
 practice. We are interested in what insights our students can bring to the process 
based on their personal experiences or observations and whether we can include 
these in our teaching to the next cohort of physician apprentices in a form of peer 
to near-peer learning. Our aim for this concept is that medical students will 
 appreciate the importance of integrating the skills of healing with the cognitive 
bases of bioethics and professionalism.

 5. Whole person care in team relationships

It has been suggested that during our training of medical students, whom we wish 
to be caring and compassionate, it would be reasonable to expect that the teaching 
and learning environments we provide would be caring and compassionate [32]. 
However, this is not easy to guarantee. Relating to patients who are suffering on a 
daily basis may have a negative impact on the well-being of physicians and their 
relationships with other team members. This is particularly important when these 
team relationships involve a power differential, such as that experienced by medical 
students in the clinical setting. When confronted with such situations,  students need 
to be equipped to deal with them in a professional and healing way. It would be 
ideal if physician-educators could consistently demonstrate the  attributes of the 
healer role in their relationships with team members. It seems  self-evident that this 
would lead to both a positive learning environment for the students and experiential 
learning of the healer role in the clinical setting. It is patently difficult, and perhaps 
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even absurd, to try to nurture a culture of whole person care of patients in an 
 environment where the learners themselves are being treated as objects rather than 
whole persons, at times by the very faculty and staff who have been entrusted with 
their mentorship.

Although it is generally assumed that adverse experiences during training will 
have a negative impact on medical students, one research team has formally studied 
the consequences of such experiences [32]. This group found that two thirds of their 
students had at least one adverse experience, with humiliation the most common 
reported and having the greatest negative impact. These students reported that it 
took several hours to several days to get over one of these episodes and the students 
most commonly avoided that person or department. It is clear that these responses 
have the potential to negatively impact students’ learning. However, although only 
half of these students sought help, a sixth of the medical students studied admitted 
that the adverse experiences they encountered made them consider leaving medical 
school. In relation to this concept, we expect that our medical students will appreciate 
that they may encounter some negative relationships with team members at some 
point during their apprenticeship and that they will understand what they can do to 
protect themselves should they encounter such a situation.

This concept is focused on the whole person care of medical students and 
 physicians in the context of team relationships, and it is taught as part of a Large 
Group Recall Day at the McGill Simulation Center (Fig. 16.1, Module 5). We teach 
this concept by creating a safe environment at the Simulation Center using stan-
dardized physicians, nurses, and patients to present real-life situations involving 
negative interactions between medical students and senior team members. The goal 
of this session is for medical students to understand that negative interactions do 
occur between team members in the high-pressure area of clinical care and to  provide 
them with tools on how to handle such situations both when they occur and after 
the fact, in an effort to promote awareness of whole person care for physicians and 
other team members as an important foundation for the practice of  whole person 
patient care.

 6. Preparing for the high cost of caring – whole person care and medical student 
well-being

Mount suggests that two most important themes in healing are “meaning” and “con-
nection,” and he proposes that connection is important in four domains:  connection 
to self, connection to others, connection to nature/the universe, and  connection to a 
higher power [33]. This means that in teaching whole person care, it is critical to 
understand and teach students how to facilitate patient’s meaning-making and to 
recognize the importance of maintaining or creating new connections at a time when 
the instinct of the sufferer may be to disconnect. The chapter in this book on 
 “language in medicine” addresses critical aspects of “meaning-making.” Furthermore, 
if we consider the work of Mount in the context of Pearson’s advice to medical 
students regarding the importance of maintaining connections [34], it implies that it 
is important for us to support students in their attempts to remain connected to them-
selves throughout medical school, e.g., via mindfulness training. Specific strategies, 
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such as creating or maintaining connectedness to nature, music, or whatever in the 
universe that provides one with sustenance, have been discussed earlier. Janssen and 
colleagues suggest that there are three  requirements for fostering empathy in  medical 
students: self-awareness, personal well-being, and humanistic development. They 
also state that to care for others, physicians and medical students must receive care 
and support for themselves, and this may be best achieved through mentorship, 
supervision, and peer support, as well as in reflective practice [35]. For this concept, 
we expect that our medical students will recognize the high cost of caring in the 
development of the physician as a healer and prepare for, and respond to, this situa-
tion in the best way possible.

This concept is focused on the whole person care of medical students (and 
 physicians) in preparation for their entry into the high-pressure world of caring for 
suffering patients on a daily basis (Fig. 16.1, Module 6). We teach this concept as 
a Whole Class Interactive Session as the medical students enter clerkship, using 
experiences – both negative and positive – of the students who have gone before 
them, with a focus on lessons learned from near-peers such as “what I know now 
at the end of clerkship that I wish I knew at the beginning” in terms of preparing 
the medical students for the high cost of caring. This session also relays the positive 
experiences in clerkship and the benefits that we, as physicians and medical 
 students, are fortunate to experience in the context of our whole person care 
approach to our patients.

Teaching Whole Person Care: Conclusion

Medical educators are urged to teach that listening to the patient’s unique story is 
“not just one of the most interesting aspects of being a doctor but one of the most 
necessary to being a good one” [36]. This means that we need to teach our medical 
students to make the time to listen attentively to the patient – not just with our ears 
but with all of our other senses also, so that we come away with a “whole narrative,” 
as faithful to the patient’s original story as possible, rather than constructing a series 
of incomprehensible segments within a medical narrative that has subsumed or dis-
regarded the patient’s own “real-life” account. In contrast to the way many of us 
learned to become physicians, we now need to adopt a two-pronged approach by 
advocating and supporting the whole person care of patients, as well as that of medi-
cal students, practicing physicians, and medical teachers. It has been  suggested that 
it is not emotional detachment from patients or oversentimental attachment to 
patients that makes a good doctor, but rather the words and actions that emerge from 
an awareness on the part of physicians of “one’s inner landscape” [37]. We need to 
focus on the importance of self-awareness and reflective practice in the creation of 
healing relationships, whether between patient and physician, medical student and 
teacher, or between interdisciplinary and peer team members in the relationships that 
continue to be a fundamental part of patient care. It has also been stated that in the 
context of patient care, efficiency and cost-cutting may be helpful overall for 
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 education and health, but they cannot replace functions such as teaching, learning, 
and healing, nor can they excuse departures from these central functions [38]. This 
group further suggests that the functions and structures of management should be 
redefined to serve the knowledge workers (physicians, nurses, teachers), whose role 
in health and education is indispensable, rather than burden them with increasing 
responsibility for management [38]. This is a necessary step in the  progression to 
self-awareness, reflective practice – time to reflect and write – and whole person 
care for all.

Although we have developed a comprehensive curriculum on healing and whole 
person care, which is delivered at different stages throughout the 4 years of medical 
school, we are challenged to combine these efforts at the medical school with active 
learning approaches and strong patient-centered role modeling by respected 
 attending doctors [39]. One of the ways intended to achieve this at McGill University 
has been Physician Apprenticeship where each medical student is assigned to a 
group and a faculty mentor (Osler Fellow) for the duration of  medical school. This 
mentoring relationship often serves as a bridge between didactic teaching and 
 clinical practice, offering a safe space to discuss and address any disconnect. 
However, one of the next steps must be the explicit teaching of whole person patient 
care – outlining its benefits for patients, medical students, and physicians – to all 
faculty members. This could help us harmonize what is taught formally, what is 
learned informally, and what is practiced on the wards on a daily basis in our caring, 
teaching, working environment. Dobie suggests that by changing our approach to 
medical education, we could sustain and develop the wonder and gratitude that 
medical students bring with them to medical school, rather than see it eroded by 
medical training [28]. As Malcolm Gladwell once said, “We learn by example and 
by direct experience because there are real limits to the adequacy of verbal 
 instruction.” We believe that this is especially true with regard to our teaching of 
whole person care for patients, medical students, and physicians in medical school.
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Introduction

The evolution of the practice of medicine, whose history is firmly rooted in the art 
of healing, is paradoxical. Society has always required and been served by healers 
since before history was recorded. In Western society, one can trace the roots of the 
healer to Hellenic Greece with its Aesculapian and Hippocratic traditions. Other 
cultures have their own traditions, and all appear to be based firmly in a commitment 
to selfless service to those in need. Prior to the appearance of modern science, 
curing was rare, but patient satisfaction appeared to be high. From this, one can 
surmise that whole patient care was being dispensed long before the term was 
coined. The advent of the scientific revolution in the middle of the nineteenth century, 
which was essential to the development of the modern medical profession, initially 
did not appear to significantly alter the relationship between a physician and a 
patient. Even if Shaw considered the professions to be a “conspiracy against the 
laity,” [2] trust in the medical profession continued to be extremely high until the 
second half of the twentieth century. Patients were usually cared for by generalists, 
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with specialization being present but rare [3]. Scientific medicine, which was 
becoming much more important to medical practice, was still understandable to the 
individual citizen who had acquired some education. The latter half of the twentieth 
century has seen a major change. A combination of specialization and sub- 
specialization, technological advances that would have been incomprehensible 
only a few decades earlier, and health care systems whose payment practices 
encourage the use of procedures and technology have become the new medical 
reality [4]. The result has been significant changes in the patterns of patient care. This 
has been accentuated in many jurisdictions by the shortage of primary care physi-
cians who traditionally have assumed a disproportionate share of the responsibility 
for meeting the fundamental human need for whole person care. In part because of 
this, trust in the medical profession has diminished at the very time when the medi-
cal profession, along with other disciplines practicing the healing arts, has never had 
a greater ability to alter the course of human disease [5]. As a result, there have been 
calls for a return to a doctor–patient relationship that can better support the role of 
the healer. Whole person care describes such a relationship. It is the purpose of this 
chapter to propose that practicing whole person care is central to meeting the legiti-
mate expectations of both patients and society, something which has not changed 
throughout the ages. As a consequence, it is a professional responsibility, not only 
for generalists and primary care physicians, but also for all practitioners.

Professionalism and Medicine’s Social Contract

The concept of professionalism has a long history, and the word has been in use for 
at least 2000 years. Its first appearance in connection with medicine has been 
ascribed to a Roman physician, Scribonius [6], who defined professionalism as “a 
commitment to compassion or clemency in the relief of suffering,” [7] an essential 
part of whole person care. He linked it to the act and the tradition of professing 
inherent in the Hippocratic Oath. This meaning was certainly still operative in the 
middle ages when the learned professions of medicine, law, and the clergy emerged 
[4, 8]. They arose in their new form from the guilds and universities of Europe and 
England (Fig. 17.1) [9]. The professions were given status in society and a consid-
erable degree of autonomy. Medicine, which served a small elite and had minimal 
curative powers, exerted little impact on the average citizen. In the nineteenth 
century, science began to transform medicine, making it more effective and, there-
fore, worth purchasing, at the same time as the industrial revolution provided 
sufficient wealth so that patients could pay for health care. Society recognized that 
some form of organization of the delivery of the services of the healer was required 
and turned to the preexisting concept of the profession to accomplish this [4, 8]. 
Essentially, public policy in health care was built around the professions, with the 
medical profession being enthusiastically complicit in this endeavor. In most devel-
oped countries, by the middle of the nineteenth century, physicians had come 
together to form national professional medical associations and had developed 
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codes of ethics governing the behavior of their members. These associations 
successfully lobbied governments to establish medical licensure, which granted a 
monopoly over practice to allopathic medicine. At this point, the foundations of the 
present-day professions were created [4, 10]. Contemporary interpretation of these 
events indicates that the granting of professional status to medicine served then, and 
continues to serve, as the basis of a social contract between medicine and society 
[11, 12]. Under the terms of this contract, medicine is granted a monopoly over the 
use of its knowledge base, considerable autonomy in practice, prestige and status, 
the privilege of self-regulation, and financial rewards. In return, physicians and the 
profession are expected to be altruistic, demonstrate honesty and integrity, assure 
the competence of practitioners, and be devoted to the public good. While the 
operational details of both professionalism and the social contract have changed as 
both medicine and society have evolved, the basic “bargain” has not. Even though 
individual citizens do not express it, without question whole person care was and 
remains both a public hope and an important expectation.

Using the term social contract as the basis of analyzing the relationship between 
medicine and society offers several advantages [12]. In the first place, the term has 
been in use since the eighteenth century and is still utilized by contemporary 
philosophers as they discuss the organization of society, including health care services. 
John Rawls [13] and health care planners such as Daniels [14] are both contractual-
ists and base their discourses on social contract theory. Thus, the broad outline of 
the historical concept is still widely appreciated and used. Second, it invokes the 
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Fig. 17.1 The healer and the professional have different origins and have evolved in parallel but 
separately. As shown on the left, all societies have required the services of healers. The Western 
tradition of healing began in Hellenic Greece and is the part of the self image of the medical 
profession. Curing became possible only with the advent of scientific medicine. The modern 
professions arose in the guilds and universities of medieval Europe and England. They acquired 
their present form in the middle of the nineteenth century when licensing laws granted a monopoly 
over practice to allopathic medicine. When science caused medicine to be more knowledge based, 
the profession moved closer to universities. Codes of ethics have always guided the behavior of 
both the healer and the professional and science empowers both
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principle of mutual rights and mutual obligations. Originally, this applied to citizens 
and those who governed them. In its modern iteration, it is used in a wider sense to 
illuminate the relationship between those who serve society (such as physicians and 
other health care workers) and society itself. It highlights the fact that physicians 
must meet legitimate expectations of the patients and society to maintain their 
professional status.

The Healer and the Professional

If one is to link whole person care with professionalism, one must understand the 
relationship of the healer to the professional [9, 15] (Fig. 17.1). Physicians in 
today’s modern and complex society must simultaneously fulfill these two histori-
cal roles, which are clearly linked in the public’s mind. They share much common 
ground but are drawn from different traditions and entail different sets of obliga-
tions. Neither can they be ignored without altering the relationship of medicine and 
society. In much of the literature, both roles are subsumed into the term profes-
sional, but we believe that separating them helps to clarify their functions, which 
have always been and remain distinct.

It should be recognized that the terms profession, professional, and professionalism 
are generic, applying to those occupations responsible for delivering the necessary 
complex services required by society. Issues concerning health require the services 
of the healer and as the modern physician emerged, they shouldered a major share 
of the responsibility for delivering these services [16]. The necessity of adjudicating 
disputes led to the emergence of the legal profession. Other essential services 
resulted in the granting of professional status to members of other occupations such 
as engineering, architecture, etc. While all share many common characteristics, the 
dominant theme uniting them is expertise used in the service of society.

A schematic representation of the relationship between the role of the healer and 
that of the professional is shown in Fig. 17.2 [9]. The attributes ascribed to the two 
roles are derived from the literature. The left side of the Venn diagram lists those 
attributes unique to the healer, while the right shows those unique to the profes-
sional. The area where the two circles overlap includes the attributes shared by both 
roles. A similar diagram could be created for the legal profession by changing the 
word “Physician” at the top of the diagram to “Lawyer” and replacing “Healer” 
above the left-hand circle with “Adjudicator of Disputes.” The attributes of the 
professional would remain unchanged, but the specific attributes of the adjudicator 
of disputes would be substituted for those of the healer.

It is not the purpose of this chapter to define whole person care. Nevertheless, 
we propose that the attributes of the healer shown in the diagram represent those 
necessary qualities that are required for the delivery of whole person care. Among 
those qualities that are unique to the healer role, caring and compassion, including 
the ability to listen are a fundamental part of whole person care. When asked what 
qualities they would like or expect of their physicians, members of the public list 
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these qualities at or near the top [16, 17]. Openness, the willingness to hear, accept, 
and deal with the views of others without reserve or pretense, is also an essential 
quality. Respect for the healing function is necessary as it indicates that the physi-
cian understands that only the patients have the inherent power to heal themselves. 
Physicians at best can facilitate this process. Respect for patient autonomy requires 
that the physician be committed to ensure the subjective well-being and sense of 
worth in patients, as well as recognizing the patient’s absolute right to decide on the 
nature of their care. Finally, including presence indicates that a physician must be 
present for a patient without distraction and must fully support and accompany 
them throughout the course of their care.

There are many attributes that are shared by the healer and the professional and 
that are also essential to whole person care. Competence must underlie all activities 
of the physician. Commitment, which serves as an essential foundation of caring 
and compassion, is a quality that goes back to the time of Hippocrates, as does the 
obligation to maintain patient confidentiality. The constellation of integrity, hon-
esty, morality, and ethical conduct are necessary to maintain the trust of patients. 
Without trust, the objective of whole person care, which is healing, is not possible. 
Finally, altruism requires that the physician place the patient’s interests above their 
own. Clearly, should a patient believe that this is not true, once more healing would 
not be possible.
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Fig. 17.2 The attributes traditionally associated with and unique to the healer are shown in the 
left hand circle and those with the professional on the right. Those shared by both are found in 
the large area of overlap of the circles. This list of attributes is drawn from the literature on healing 
and professionalism
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The Social Contract and Whole Person Care

In attempting to link the social contract and professionalism with whole person 
care, it is helpful to refer to the details of the social contract, which is the bridge. 
Figure 17.3 represents an outline of the expectations of both the public and the 
medical profession based on an analysis of the literature [11]. It is, thus, a represen-
tation of the “bargain” that is the basis of the social contract and hence of medical 
professionalism. As can be seen, a majority of the societal expectations are funda-
mental to whole person care. Most actually refer to the healer’s role. As outlined 
above, assured competence is essential. Commitment, presence, and altruism all 
contribute to timely access and are essential parts of the healer role. The qualities 
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Fig. 17.3 The expectations of the two major parties involved in medicine’s social contract with 
society
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of insight and altruism allow the healer to recognize and preserve the patient’s 
dignity and autonomy, which are so necessary to whole person care. Also, trustwor-
thiness is essential to help a person heal.

Conclusions

In this chapter, we propose that whole person care is the professional responsibility 
of all physicians. This is based upon the belief that all societies have and will 
remain in need of the services of the healer. While linking the concepts of profes-
sion and social contract to health care is relatively recent, we believe that a social 
contract has always existed between healers and the societies they served. In modern 
times, professionalism has been the means that society has chosen to organize the 
services of the healer. Healers have always had status in society and often substantial 
rewards on the understanding that they would meet societal needs and expectations. 
These needs and expectations hinge on what is required to effect healing, and the 
whole person care concept represents a powerful means of assuring that the physi-
cian will be the healers that societies have always required.
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Is whole person care a clear solution to problems plaguing twenty-first century 
medicine, including the paradox that we have more security, health, and material 
comfort, and live longer than humans at any other time in history, and at the same 
time appear to be more unhappy, anxious, and dissatisfied than ever before? We 
believe that mindful whole person care is a solution to the problem of unhappy 
patients who increasingly complain about the care they are receiving and to health-
care workers who are increasingly stressed out and burned out on the job [1], 
despite greater technological ability to solve medical problems than has ever been 
available to mankind. The solution that we are suggesting is not window dressing 
or simply better manners, but a change in the patient–healthcare worker relation-
ship that takes lessons from the palliative care movement and applies them in a 
much wider context. But make no mistake, whole person care is not palliative care 
by another name, but a new paradigm for practicing medicine that is relevant to all 
parts and specialties of medical practice.

When Cicely Saunders set up St Christopher’s Hospice as the first modern pallia-
tive care hospice, she attempted to set up a comprehensive system of care that dealt 
with the needs of dying patients [2]. The success of the palliative care movement that 
she started [3] and the appreciation of patients and families suggest that she went a 
long way to achieving that goal. Of course, not all of anybody’s needs can actually 
be met by any person or institution, so there had to be something else going on. The 
something else we believe was a profound change in how healthcare workers viewed 
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and related to themselves and the persons for whom they were providing care [4, 5]. 
She initiated a therapeutic relationship based on the following: the need for and the 
unavoidable hierarchy associated with professional expertise and evidence-based 
practice, absolutely equal standing and value as persons, and a mutual presence 
made more mindful and open by the acute awareness of shared human vulnerability 
and inevitable mortality. It is this therapeutic relationship that is the new paradigm 
that whole person care aims to bring to the rest of medicine.

An obvious question is whether whole person care is necessary. We can under-
stand that this may be necessary and important for dying patients who have an irre-
versible disease process, but with the advances in medical technology that can solve 
more and more problems, surely the proportion of people who are sick for any signifi-
cant period of time is bound to decrease, and we will find quicker and more efficient 
technologic ways to deliver whatever care is necessary with the minimum of human 
interaction. In fact, what has happened globally is that serious chronic disease is on 
the rise [6], and advanced technology sometimes creates more chronically ill people 
with overwhelming human needs, who remain sick for longer and who tax the 
resources of society. How could this be?

A good example is end-stage kidney disease, a severe chronic illness that requires 
regular dialysis treatment, a rigorous dietary and fluid regimen, multiple medica-
tions, and frequent doctor’s visits and checkups to detect and treat complications for 
the duration of the patient’s life or until they receive a kidney transplant, which 
requires its own intensive follow-up and care. In Canada, in 1981, there were 5,500 
patients alive with chronic kidney failure [7]. In 2006, there were 34,000 [8], and the 
number is still rising. Bad diet? Too little exercise? Toxic environment? Perhaps 
partly, but the primary reason is that people who used to die now live with chronic 
renal failure. This is a success story [9] that has been repeated in other fields [10], 
which partly explains why we probably have a higher proportion of our population 
in the North America ill with serious chronic illness now than at any point in our 
history. And the problem is likely to increase. We have a greater need for whole 
person care than at any point in the past, and the need is likely to increase.

Let us look for a moment at the needs of patients with end-stage renal disease. 
These patients need human help and support dealing with the multiple challenges 
of end-stage renal disease and its treatment while at the same time ensuring that 
they receive the treatment that they need to remain as physically healthy as possible. 
It is a difficult balance to maintain. Sometimes, the demands of the treatment itself 
are so time consuming and require so much of the available medical resources that 
patients complain that they are not treated as whole persons receiving a service but 
as items on an assembly line whose views are disregarded by an arrogant medical 
team [11]. This is not whole person care encompassing curing and healing but 
further wounding in the service of life prolongation. And yet, it may still be worth 
it for patients who would otherwise die. But surely more is possible and desirable 
for patients with this and other chronic diseases that are now so prevalent. We may 
not get a magic bullet to make all disease go away, but we do have a huge and 
largely unrecognized resource – the nontechnologic internal resources of the 
patients who are ill and the people who care for them. Whole person care aims to 
combine this resource and its potential for healing with the resources of biotechnology 
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and its potential for life prolongation and cure to maximize the duration and quality 
of life of people in our communities.

The image that we use to represent whole person care is the caduceus metaphor 
[12] shown in Fig. 18.1, with the white snake representing the Hippocratic curing 
side of medicine and the black snake representing the Asklepian healing side. 
As mentioned previously (Chap. 4) and is evident from Table 18.1, where we eluci-
date more extensively the specific features of the Hippocratic and Asklepian sides 
of medicine, we do believe that this is a very real dichotomy. We do not believe that 

Fig. 18.1 The metaphor of the two snakes

Table 18.1 The metaphor of the two snakes and the full medical dichotomy

White snake (Hippocratic) Black snake (Asklepian)

Patient
Problem Symptoms or dysfunction Suffering
Possibility Being cured Healing
Action Holding on Letting go
Goal Survival Growth
Self-image At the effect of disease Responsible for coping with illness

Doctor
Focus Disease Person with illness
Communication Content Relationship

Digital Analog
Conscious Unconscious

Power Power differential Power sharing
Presence Competent technician Wounded healer
Epistemology Scientific Artistic
Management Standardized Individualized
Effect Real “Placebo”
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the dichotomy can be (or needs to be) resolved. It would, in our view, be impossible 
to create an algorithm or design a machine to logically integrate these two 
contrasting strands of medicine, which is why we need real people to practice 
good medicine – whole persons who can encompass the dichotomy inherent in 
medical practice [13] to provide the best help to the whole person who is the patient 
presenting for care.

A question that might reasonably be asked is whether it is possible, or even 
necessary, for one person to encompass both sides of the medical dichotomy. Our 
answer is unequivocally yes. Even novice healthcare workers can begin to do this 
once they realize the healing potential of whole person care. In fact, we find that 
many medical students are already familiar with the Asklepian aspect of medicine 
when they enter medical school. It is sometimes a desire to help in this way that 
got them into medical school in the first place. Some of them keep this side alive 
as they learn more about the Hippocratic side. In others, the Hippocratic side 
replaces the Asklepian side, until there is almost nothing left but a memory. But 
you may say perhaps that is inevitable and cannot somebody else do the Asklepian side, 
the family for instance. Here is an instructive story from the New York Times [14]: 
“When my mother found out she had myelodysplastic syndrome, the terrible blood 
cancer that eventually took her life, she oscillated between numb despair and 
acute panic. When she was panicked, nothing those who loved her did or said 
could calm her down, let alone console her. And yet we soon learned that if we 
could reach Stephen Nimer, her principal physician at the Memorial Sloan–
Kettering Cancer Center, by telephone, or if, better still, Dr. Nimer could make 
time to see my mother, however briefly, her awful distress would abate – at least 
for a while. Observing my mother’s exchanges with Dr. Nimer, I could not help 
wondering why what he said consoled her. For he never played down the lethality 
of her disease, nor did he hold out false hope. Doubtless, Dr. Nimer’s long experi-
ence with gravely ill people, the hard-won human skills he acquired over decades 
of practice, played a central role. But it was my sense at the time, and it is my 
sense now, more than three years after my mother’s death, that the comfort my 
mother derived from speaking with him was also due to her own conception – her 
very traditional conception – of their relationship. She was a person who had no 
time for so-called alternative medicine, nor did she believe that her will would 
somehow be strong enough to counter the scientific realities. And yet, when all 
was said and done, I think that my mother’s relationship with her principal doctors 
can only be fully understood – and was only fully effective – because it was in 
some ways as shamanistic as the relations our ancestors knew before the advent of 
modern scientific medicine.”

So, patients sometimes (we would say virtually always) need the Asklepian 
attitudes and skills from their physician, which is exactly our experience. And in 
a strange paradox, the person they often want it from most is the person perceived 
to be highest on the technological/hierarchical medical ladder. We have found, for 
example, that a surgeon who really listens or says a kind word can have an impact 
far greater than a palliative care physician (like me for instance) who has spent 
hours talking with the patient. It might seem unfair, but it begins to give some 



21318 Whole Person Care: Conclusions

idea not just of the importance and power of the Asklepian side but also of the 
power of the two sides to potentiate each other.

There are synergistic cross-links at every point in the table. The example above 
might be seen as the cross-link between the competent technician (Hippocratic) and 
the wounded healer (Asklepian). We are suggesting that the higher that you are 
perceived by the patient on the competent technician scale, the more difference your 
willingness to put yourself in the wounded healer role will make. There are analogous 
connections at every point in the table. Physicians who are clear about the scientific 
evidence and standardized guidelines for treating a specific problem (Hippocratic) 
can more safely and creatively use art (Asklepian) to individualize treatment for a 
specific patient. As dialysis patients sometimes express it “teach us how to cheat 
safely.” A physician who communicates content in clear digital language (Hippocratic) 
avoiding obvious errors and mistakes will likely be someone with whom the patient 
will feel safer developing a trusting therapeutic relationship (Asklepian).

For patients themselves, the same dichotomy and synergy is operative. Relief of 
suffering through healing that comes with beginning acceptance and reconnection 
with significant others (Asklepian), which we frequently see in patients with termi-
nal illness, makes symptoms such as pain much easier to control with medications 
(Hippocratic). Patients who are holding on to their old identity of not being sick may 
find it difficult to be adherent with a complicated regimen (Hippocratic). It is diffi-
cult to follow a demanding regimen of treatment for a disease that you have not fully 
accepted is real, but this may change dramatically when you begin to let go of your 
old identity and accept that you really are sick and need treatment (Asklepian). And 
this cross-linkage and synergy may extend down to a biologic and cellular level.

At the bottom of the table, we use the terms “real” on the Hippocratic side and 
“placebo” on the Asklepian side, and we have already commented (Chap. 4) on how 
this unfairly devalues the Asklepian side. But what about connections between the 
two sides at this level? First, it appears obvious that biologic changes in disease, as 
for instance when we successfully treat a pneumonia with antibiotics, will bring with 
it multiple beneficial effects on the patient’s well-being that are not limited to the 
symptoms directly related to the pneumonia (such as dyspnea or fever). The patient 
may feel relieved, grateful, newly optimistic, and so on. This effect is one of the 
reasons that curative medicine is so justifiably gratifying.

But what about a cross-link in the opposite direction? Can a “placebo” effect 
lead to “real” measureable biologic change? This is an historically problematic 
possibility [15] perhaps because in the past dramatic changes in reported cases [15, 
p. 31–33] have been linked to deception of the patient [16]. But can a completely 
honest and respectful relationship with the patient, which is the key to promoting 
healing, also have effects on the Hippocratic (curing) side of the medical dichotomy? 
A patient like Marc Levasseur makes me wonder about it. Marc was a man in his 
50s with a glioblastoma that had spread to both sides of his brain. I was called to 
see him because his oncologist felt with the advance of his tumor on MRI scan and 
attendant increase in symptoms of weakness, difficulty walking and some slurring 
of speech his prognosis was limited (probably months). He could not return home 
and needed palliative care help with symptoms, placement and facing end of life. 
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Marc was a delightful warm bear of a man who fully accepted that he was dying, 
felt very loving toward the world since he had accepted his illness, and wanted to 
give back some of the wisdom he had gained since his illness. He was already doing 
this on the ward where he helped and interacted with staff and other patients but 
wanted an audience, preferably medical or nursing students, to whom he could give 
the message that they should use their hearts as well as their heads when they 
became doctors and nurses.

Over the ensuing week, two things happened. First, Marc began to become 
weaker, and one evening he fell when going to the bathroom. He was found by a 
nurse sitting on the floor in a pool of urine and unable to get up. He said that she 
treated him roughly and disrespected his dignity. This upset him deeply and on the 
morning following the episode he was not his usual self. He appeared disturbed and 
said that he had given up on his previous plans to give back to the world. We had a 
conversation. In the course of our talk, he came to see that the nurse’s disdain said 
something about her but nothing about him. It was one of those intense conversa-
tions in which I called on the best in him (not always in gentle terms) and he 
responded. His mood improved and he again wanted to reach out to the world.

The second thing that happened was that I shared my frustration at not being 
able to find a suitable audience for Marc with a colleague who told me that she was 
looking for a palliative care patient for a television interview. When I asked Marc 
if he would be interested he was like a man called to arms. He gave me a look that 
expressed surprise and deep gratitude that I had followed through. He was excited 
in the weeks leading up to the interview and appeared to be getting daily stronger. 
Just before the interview, Marc had an MRI scan and went to see his oncologist.

Marc’s brain tumor had unexpectedly regressed on the MRI, which fitted with 
his improvement in function. His oncologist expressed surprise but said he no 
longer felt Marc was dying. Marc attributed his improvement to our interactions 
and the anticipation of the TV program.1 His oncologist attributed the change to 
the Temodal he had received. And I really do not know, although it does make me 
wonder. And perhaps wonderment is an appropriate response to our current state 
of ignorance about and hopes for the mind–body connection. We are aware of 
results in animals showing that atherosclerosis can be dramatically decreased in 
rabbits on a high cholesterol diet by personal care and attention from their minders 
[17], and data showing that gene expression for response to stress can be turned 
on and off by mothering behavior in mice [18]. Recent research in patients with 
lung cancer showed that the addition of palliative care to regular treatment 

1 Marc did the interview, which went well, but he was disappointed with the resultant TV program, 
which severely curtailed his contribution. This improved after a conversation with my colleague 
who helped him understand better the context of the program. He continued to do relatively well 
and was discharged from the hospital to a long-term care residence. At the time of writing (2 years 
later), he continued to have serious problems with his health but was splitting his time between 
the residence and the apartment of his new girl friend. He was very happy that his story as told 
here would be included in a book for doctors and health care professionals. He specifically 
requested that his real name be used because he felt his story was part of his legacy.
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significantly (and surprisingly) prolonged survival [19]. We have much more to 
learn about the biologic effects of the so-called placebo response, but the effects 
are probably powerful and real.

However, we are not presenting these possible biologic effects of Asklepian 
medicine on disease, or indeed the other cross-links and synergies in the table, as the 
primary justification for whole person care. This elucidation of whole person care 
only begins to point out some of the benefits of something that cannot be fully 
captured in our dichotomous table. And we do not believe that studying the table 
will supply sufficient motivation and energy for whole person care. That will require 
a deeper source of energy that will grow rather than diminish the more we use it, an 
energy that will supply what our patients need and nurture us in the process.

Virginia Satir suggested that we have many layers, only the topmost of which 
shows on the surface. And at the deepest level, providing energy for all the rest, are 
our longings. These are our deep and unmet desires for things such as love, connec-
tion, peace, wholeness. We all have them, but they have generally become concret-
ized, diverted, and finally hidden under layers of expectations, perceptions, feelings, 
and coping mechanisms [20]. An old mentor of mine, Alvan Feinstein, said that to 
be successful (in research) you need fire in the belly and ice in the head. We believe 
that whole person care answers a deep longing in both patients and healthcare 
workers to treat and be treated as whole persons. This longing is the fire in the belly 
that clinicians need to remain in touch with in their work. Sometimes, the effects 
look like ordinary patient care, although patients will notice the difference, and 
sometimes the effects are extraordinary. Consider the following story about William 
Osler [21]:

One remembers a young brother with severe whooping-cough and bronchitis, unable to eat 
and wholly unresponsive to the blandishments of parents and devoted nurses alike. 
Clinically it was not an abstruse case, but weapons were few and recovery seemed unlikely. 
The Regius, about to present for degrees and hard pressed for time, arrived already wearing 
his doctor’s robes (gowns). To a small child this was the advent of a doctor, if doctor in fact 
it was, from quite a different planet. It was more probably Father Christmas.

After a very brief examination this unusual visitor sat down, peeled a peach, sugared it 
and cut it in pieces. He then presented it bit by bit with a fork to the entranced patient, 
telling him to eat it up, and that he would not be sick but would find it did him good as it 
was a most special fruit. Such proved to be the case. As he hurried off Osler, most unchar-
acteristically, patted my father on the back and said with deep concern “I’m sorry Ernest 
but I don’t think I shall see the boy again, there’s very little chance when they’re as bad as 
that.” Happily events turned out otherwise, and for the next forty days this constantly busy 
man came to see the child, and for each of these forty days he put on his doctor’s robes in 
the hall before going in to the sick room.

Perhaps at a remove of over 100 years, we can forgive Osler for appearing to use 
some magical deceit and ask ourselves the more relevant question of where in the 
world did Osler find the imagination, energy, and time to do all that for this one 
patient? Do we all have to do that all of the time? Of course not, but we can find 
some of that energy for ourselves and practice a depth and breadth of medicine that 
we only dreamed about when we started medical school. For myself, I find this a 
very individual process that is not aided and often hampered by institutional 
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constraints, financial imperatives, measures of efficiency and even quality, career 
advancement and even, with notable exceptions, other physicians. But there are 
exceptions among physicians, and my hope is to see these exceptions become more 
numerous and begin to coalesce into communities of support and practice as we are 
now beginning to see at McGill. We will in time, I hope, become a profession aimed 
at managing not only a satisfactory social contract with the public and self-regulating 
measurable standards of practice [22] but also a mutually energizing association of 
fellow learners supporting each other in practicing the best medicine of which each 
of us is capable – whole person care.
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Eudora Welty said, “Relationship is a pervading and changing mystery…brutal or 
lovely, the mystery waits for people, whatever extreme they run to” (Writing and 
Analyzing a Story, Eudora Welty 2002). Nowhere is that mystery more important 
than in clinical medicine where relationships abound, waiting to provide informa-
tion and aids or barriers to the attentive clinician. How odd is this? A person can go 
to see a physician who is a stranger and within minutes the physician has a finger in 
the patient’s rectum. And the person (now a patient) says thank you. What made that 
otherwise inexplicable event possible? We know it was the doctor–patient relation-
ship, but the name does not explain it. What happened was guided by a complex set 
of rules and entitlements that applied to both the patient and the physician. We 
might guess that the doctor learned those rules and entitlements (not called such) 
during the long years of training. For all we know, this exact situation has never 
happened to the doctor (or the patient) before, yet we expect the physician’s behav-
ior to be as described. Why did the patient undress, much less bend over to expose 
the reluctant anus to the finger’s penetration, something almost universally abhor-
rent? Perhaps the patient contains the same rules and entitlements (or their mirror 
image). This suggests that role behavior (for they were playing the parts required by 
their respective roles) resides in both of them. The degree to which our daily behav-
iors are rule guided is startling, since we generally believe our behaviors are spon-
taneous and responsive to our chosen purposes.
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We all know these rules, at least tacitly (or they would not work), which makes 
it possible for clinicians to take a history from a patient and use daily living as a test 
of function. Knowledge of the rules of daily living is a crucial part of our clinical 
knowledge.

Knowledge of persons then is knowledge of people in the complicated web of 
relationships in which life is conducted. In every facet of life, the person is function-
ing in a largely rule guided manner. Spend some time observing people in their daily 
lives, but stop and dwell on the different situations for sufficient time to see how 
similarly persons in each situation behave. If you look closely at each individual in 
these situations, however, the careful observation will also reveal how differently 
each acts and how different is each from the others. This is each person’s own per-
ception; as an individual acting individualistically. I have spelled it out in such detail 
to make clear how much most, usually without awareness, already know of clinical 
utility and how much there is to be known.

All persons have a capacity to love to a greater or lesser extent. Even when we 
are in love or are sure of our loving and being loved, it is a wonderment. On the 
contrary, except for the most unfortunate, love – flowing in both directions – is a fact 
of infancy and young childhood. From that young experience, we get the basic char-
acteristic of the feeling of love; it is a merging – a connection – between two people. 
Of course, under even the best of circumstances the merging of loving persons 
(or at least the feeling of merging) is of relatively short duration, but their belief in 
their love may be enduring.

When people are sick, especially very sick, their ability to connect to others – 
particularly caregivers – is greater than at other times. This is the source of the 
sometimes very strong attachment of the very sick to their clinicians. Here is one of 
the situations when the fact and the manner of the attachment of sick persons to their 
caregivers are reminiscent of the attachment of these persons to their mothers in 
infancy. Not surprisingly, many persons who care for the sick also seem to have 
more than the usual ability to form connections. With these strong connections goes 
the ability to be more aware of the feelings of the other person. In general, the loving 
attachment seems to be a conduit to the feelings, thoughts, and even the body of the 
merged persons. We know so little of this because it is so difficult to study and 
because it shares in the disbelief in such things in daily life.

All persons are sexual to one degree or another. Physicians in general were often 
not good at taking a sexual history from patients because they were often embar-
rassed by the subject. When the HIV/AIDS epidemic came along, a sexual history 
became very important and clinicians learned that it was not difficult; you just had 
to know how. Very sick patients usually lose sexual desire and do not have sexual 
thoughts until they start to recover. It is one of the functions, like reading the news-
paper, lost in serious illness but a good sign of recovery when it returns. On the 
contrary, patients who are chronically ill, even if dying, may experience sexual 
thoughts and sexual desire. For that reason, questions about sexuality should be part 
of taking a history even in a dying patient. Sexuality is not simply about physical 
desire and orgasm even in healthy persons; intimacy and the feeling of connection 
is an integral part of the experience and may be vitally important to a patient 
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even in the absence of normal erectile or vaginal function. Because people may be 
embarrassed to ask for help in these circumstances, clinicians should remain aware 
of the possibility. Clinicians show their recognition of these and other intimate 
problems by asking simple and unembarrassed questions.

All persons have a past, present, and a future. The past as remembered is a 
lived series of events, and when they are spontaneously recounted it is in terms of 
the things that matter personally: events, relationships, primarily, but some-
times circumstances such as sickness. Persons generally see the present and them-
selves in the present as an unremarkable extension of that past – the past merely 
unrolling to the present. In questioning people about the past, it may be portrayed 
as a series of discrete events that represent what is important to the questioner or it 
may be sought and described as a narrative, a story about the person in which 
events are embedded in the more general story and tied to other events, such as 
holidays or anniversaries. In doing this, the narrative prepares the person for its 
extension into the future as the future is continuing to unroll. It is not surprising 
that illness in the past and experiences with caregivers, medications, and hospitals 
will condition a person’s reactions to present illness, caregivers, and hospitals. It is 
interesting that the family’s past is often considered by persons as part of their past 
and it also conditions present illness.

The future is always uncertain, and it cannot be otherwise. People tend to have 
enduring ideas about what the future will bring and how they will make it happen. 
The future is the canvas where the optimists and the pessimists paint different pic-
tures. Everybody indulges in hoping and their hopes are part of their construction of 
the future. Hope seems to be constructed of both desire and expectations and is a 
process of thought arising in part from personality and the contributions of others – 
particularly physicians. The desire to remain one’s self, no matter how bleak the 
expected future, is more important than the wish to merely remain alive. Maintaining 
or restoring hope is an important function of physicians. It allows patients to regain 
purpose, motivation, expectations, and goals even in the face of death.

A person is more than a spatial object, something you can see and touch. A per-
son is also a temporal object like a piece of music that extends through time. 
As such, persons have an esthetic dimension where one can judge whether the see-
ing or knowing about the person through time presents a harmonious aspect to con-
sideration. This understanding of the esthetics of a life over time fits nicely with the 
use of the narrative to describe a person over time. One part of the story of a life or 
a part of a lived life fits with the preceding and the following parts of the narrative. 
This is like reading a book where its parts hang together or conversely the parts of 
the life are in discord or unbalanced, or like looking at a picture and seeing that one 
element “goes” nicely in relation to the other parts of the picture or, conversely, is 
jarring. There can be no objective measurement of this idea of “fit,” but it is not usu-
ally idiosyncratic and there will mostly be agreement among observers. Reflect on 
what you know of the lives of different people and you will see that in some, life is 
lived in a harmonious fashion, while in others the parts – lasting days, weeks, 
months, or years – are discordant, out of balance, or do not fit together. It is almost 
as if parts of the life were lived by different persons. The belief that the life as lived 
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should be concordant allows us to say that what happened to someone does not 
seem to fit their life as lived.

Illness may represent an unpleasant shift in the narrative, a disruption of the 
preceding story, a bump in the pattern – sometimes of major dimensions. Little can 
be done about this because it is in the impersonal nature of sickness. The process of 
care, however, can be carried out with active thought given to fitting into the esthetic 
balance of the person’s story and thereby reducing the ugliness of the illness and its 
care. This requires that clinicians acquire an esthetic viewpoint of their patient’s 
life, and this requires conscious effort. Most of us have practice in taking an esthetic 
perspective because that is what allows us to know about the coherency and accor-
dance of characters in movies or fiction. This is innate because all persons have an 
esthetic sense, a sense of order, harmony, and beauty (as they know it).

Persons are thinking all the time. Your mind is almost certainly and almost con-
stantly occupied by a stream of thought varying from moment to moment as your 
focus, interests, occupations, and preoccupations shift. Content of the stream of 
thought, which is mostly like silent speech, also arises from memory as the informa-
tion from the world evokes ideas and associations that have been stored in both 
distant and recent memory. These thoughts are personal. Mine are mine and yours 
are yours, and as far as we know or have thus far discovered (despite clues to the 
contrary), yours do not become mine, nor does mine become yours. The mental life 
is not a machine; it is personal so that as all this activity goes on material is provided 
for further thought and that thought influences the focus of the subsequent mental 
activity that may change what is of interest and further change the direction of 
thought, and so on. As I suggested, the train of thought is also a commentary on 
activities so that as the person is occupied, for example, with illness or symptoms, 
the train of thought will offer a meaning to explain the symptoms. Sometimes, the 
focus of thought becomes captured by one subject – for example, a fear, so that all 
aspects of thought are in the service of what can become monomania. Actually, 
what is thrown up by all this mental activity are ideas in the form of words and their 
meanings, and it is the meaning that we dwell on when thoughts become concrete. 
So, the sick person interprets everything in terms of sickness and its manifestations; 
fearful person sees only further support for fear, and so on.

For example, shortness of breath previously interpreted as meaning that the stairs 
are steep becomes evidence suggesting heart disease, fatigue become evidence of 
escalating weakness; gradually, a case may be built that further supports both the 
idea that the person is sick and a pessimistic picture of the future. It matters little (in 
the short run) whether the individual actually is sick; what matters is the evidence 
arising from the inevitable flow of thought. The clinician can have a major impact 
on the content and direction of the stream of thought.

Also continuous and in part feeding the stream of thought and fed by it is the 
unending assessment of its world by and the assignment of meaning to events – 
mostly out of awareness. Sensation – the major senses and the minor – are joined to 
perception, and mood, which are also constantly in play. Each of these is a distinct 
mode of appraisal and together or separately they provide constant (but personal-
ized) intelligence about the world – both inner and outer – that may or may not 



223Appendix: The Nature of Persons and Clinical Medicine 

become part of the flow of thought. The output of the mind’s continuous activity of 
appraisal is a flow of meaning. Meaning has an impact in virtually every dimension 
of the person from the molecular to the spiritual. That is to say that meanings not 
merely are ideas in a dictionary but also contain body sensations, feelings, and spiritual 
expressions. Meaning are both social – the meanings of words and many other 
things – held in common in social groups, but also personal – supported by a private 
glossary. That is to say that the word apple is the common meaning applied to the 
round, firm, fleshy fruit of the rosaceous tree that comes in many varieties, and 
which also makes sense in the phrase, “She’s the apple of my eye.” But apple also 
has personal meanings to you – taste, the feel in your mouth, etc. – which may be 
different than that to me, and so on. Similarly, you know that certain clinical facts 
mean that the patient has pneumonia, an infection of the alveoli, but pneumonia has 
some special meanings to you because of the cases you have seen.

Persons understand their world as they believe it to be primarily by two kinds of 
thought, reasoning and emotiveness. Reasoning is based on what are accepted as 
facts and is able to follow ideas to their ends, take them apart, combine them to form 
new ideas, and generally go beyond the information given. Truth is generally thought 
to come from correct reasoning, but logical thought only produces truth if the ideas 
on which it is based are true. Reason is a method of thinking that can be used to 
understand and follow any set of ideas whatever their subject is. If the ideas are 
faulty – internally incoherent, or such as that cannot be logically connected with 
other ideas, then the reasoning will be faulty.

Emotive thought also operates on content from perception and memory produc-
ing specific instantaneous evaluations that are felt as emotions. Emotions are feel-
ings, affections such as pain, pleasure, love, amusement, amazement, anger, sadness, 
dejection, joy, etc. Much less is known about emotion and emotiveness than about 
ideas and reasoning because from antiquity emotions (which were called the pas-
sions) were thought to contaminate thinking and interfere with reasoning. This is 
incorrect; they are a central and essential element of the mental life. Certainly, the 
emotions that sick patients have about their sickness are as much a part of the sick-
ness as are the symptoms. Sometimes, when patients tell us about something we 
ask, “How do you feel about that?” That is really a request for their emotional reac-
tions, but the phrase has come to mean both thinking and feeling. There is certainly 
no thinking about sickness that is free of emotion if you are the one who is sick.

Emotion is as primitive as the existence of animals. Motion, the sine qua non of 
animality from paramecium to man, requires at least two feelings to explain why the 
animal goes here rather than there: desire and fear. Just as there is a flow of thought 
where ideas seem to be central, there is a stream of thought where mood is the con-
tent. The list of human emotions is well over a hundred in number. Emotion may be 
experienced in three distinct ways: First, as transitory where one brief experience of 
emotion may follow another as the emotional reactions to thoughts and experiences. 
Or one emotion may endure. For example, anger may last for hours past its inciting 
event. Finally, an emotion such as anger may become the dominant mood. Then, we 
might not say that the person is angry but that the person is an angry person. The 
dominant mood could as well be joy, despair, sadness, or love. It seems to be the 
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case that the emotiveness of sick persons is blunted, just as their cognition is 
impaired and executive control diminished. While there is experimental evidence 
of the impairments of cognition and executive control, the evidence for the impact 
of sickness on emotiveness is anecdotal. Patients may report, for example, that 
although they know that they should feel love for a family member visiting and they 
say the words, they do not feel the emotion.

People generally seem to consider themselves unitary beings. If you ask them that 
if they are more than one “I,” they usually don’t think so. “Who are you?” “I am me.” 
“Are you more than one me?” “No, just me.” “Okay, if you are just one, who writes 
your dreams?” “I do.” “So, why don’t you understand them?” “I don’t know.”

It appears to be the case, however, that below the surface of consciousness there 
are other entities that in certain circumstances (for example, in hypnotic states) can 
openly voice opinions that are not necessarily the same as those expressed in 
ordinary everyday conscious states. This has been known for at least 150 years, 
demonstrated in the famous French neurology clinics of Jean Martin Charcot and 
Pierre Janet. The importance of highlighting ordinary everyday consciousness is 
that in the everyday setting, persons are strongly influenced by rules of everyday 
life. The rules are not merely precepts that apply in daily society but also beliefs, 
acceptable behaviors, and conventional modes of dress, patterns of speech, and 
other guidelines for living in the world of dailiness. These other, inner, voices are 
not ruled by dailiness. On the contrary, they are shy and hesitant. They are easily 
dismissed, and they are overridden by doubt. Doubt is the everyday mind’s 
pronouncement that these inner thoughts and ideas should not be heeded and are 
perhaps nonsense. Actually, however, when doubt arises it means the inner voice is 
suggesting something that would be denied as impossible in the everyday world. 
By the time you have finished reading this section, many of you will experience 
this aspect of doubt for yourselves. The reason to point up this phenomenon is to 
make it clear that the inner life of the mind is more likely to be complex than 
simplistic. It is also evident that the experiences of sick persons, their reactions to 
their illnesses and care, and their behaviors may in part be responses to events, 
feelings, and experiences of early or later childhood, which are lost to conscious 
recall. Some offer their past experiences back to early childhood as an explanation 
for what they think now, or what is happening now. Memory of the past is quite 
clear for some and variable for others. The accuracy of these early memories may, 
however, be open to question. It has been said that unhappy or negative memories 
are shorter-lived than happy ones, but traumatic memories back to childhood may 
be selectively remembered in considerable detail. There can be no doubt, on the 
contrary, that there can be selective rejection of information from awareness. This 
means that although past memories may be quite clear, what reaches awareness 
may not be the whole memory. It is also the case that the past can be rewritten to 
serve the purposes of the present.

It cannot be disputed that events in childhood back to infancy may form the basis 
for an adult pattern of behavior and that these events, even though they have this 
impact, may not come to awareness. Events in this sense are restricted not only to 
brute facts but also to the person’s emotional response to recall of early relationship 
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with parents, siblings, caretakers, or others. These memories may not be merely 
forgotten in the sense that with a little jog from another person or a subsidiary 
recollection they will again come to mind, but may be actively repressed. Even 
actively repressed early memories or their emotional content – memories that are 
not and cannot be brought to consciousness – may have an impact on behaviors, 
including speech and bodily responses to stimuli (including sexual stimuli), which 
seem to come out of the blue or seem completely unexplainable. All of this may be 
particularly important in illness in which things happen, for example, complete 
dependency, which are in themselves reminiscent of childhood. When that happens, 
the door may be opened for the effect of childhood events and their emotional con-
tent, remembered, dissociated (incomprehensible and, therefore, shoved aside 
before even being remembered), or repressed (remembered, but hidden from con-
sciousness), to have an impact on the course of the illness.

Fear is an emotion as universal as desire in animals. Generally, fear is described 
as an aversive emotional response to a specific stimulus – persons know what, in the 
situation, they are afraid of. Sometimes, the fear is momentary, perhaps in response 
to an impending needlestick. Other times, the fear is a pervasive emotion that 
invades everything, the fear of the hospital for example. Fear of surgery is another 
example. Sometimes, fears seem to be less specific such as about dying, unfamiliar 
situations, loss of control, or dependency. When that is the case, it is often possible 
to track down what the patient is afraid of about hospitals or surgery: loss of control 
or dependency. If the exact details of the fear can be elicited, it can often be laid to 
rest. It has become common, especially in specialized surgical settings such as car-
diac surgery units, for the patient to be told in exquisite detail about what is going 
to happen. Well-prepared patients are less afraid, have less postoperative pain and 
other complications, and generally do better.

Fear is an emotion that can have bad consequences from the molecular to the 
spiritual, and the effort to resolve it is worth whatever time it takes. The most effec-
tive antidote to fear is information; however, to be useful, the information should be 
focused around the particular concerns of the patient, at a level the patient can 
understand. Too much information, or undesired information, can lead to more fear. 
Information is transmitted in the context of a therapeutic relationship, and for the 
information to be accepted and to do its job the relationship must be trusting. Trust 
is not blind trust. That is why it is so important to be truthful and honest. If you say 
something will not hurt, that has to be true. It is much better to be honest about a 
painful procedure explaining in detail what you (or others) will do about the pain. 
Simple reassurances are rarely helpful, and the words “Don’t worry” are probably 
as useless as anything in medicine.

People in strange and threatening settings, such as, for some, hospitals or other 
medical situations, can be expected to be frightened. If they deny fear or if fear is 
unapparent, it should be actively, but gently, sought and once understood, specific 
reassurance can be offered. Sometimes, people have fears that seem understandable, 
but on further questioning the fear is not what it first appeared to be. The fear of 
death is very common, but often – perhaps most often – the real fears are not death but 
the fear of separation from others or from the group, or fear about the dying process. 
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The importance of finding the true source of fear is that effective amelioration 
becomes possible.

Anxiety, like fear, is a normal response to certain kinds of threatening situations. 
Anxiety is, however, more complex than fear. It is important to distinguish the kind 
of anxiety that can occur in anybody as distinct from the psychological anxiety 
disorders such as generalized anxiety disorder, post-traumatic stress disorder, panic 
disorder, and social anxiety disorder. Whereas fear has an identifiable object, anxiety 
is vaguer, and it is less easy to identify what is at the root of the anxiety. For example, 
persons may have distinct fears of death or of dying, but they may also become 
anxious where they believe death threatens. When anxiety is present, it is experi-
enced as variable feelings of dread, tenseness or jumpiness, restlessness, and irrita-
bility. There may be an anticipation of bad things or general apprehension. 
Restlessness, trouble concentrating, anticipating the worst, and waiting for the ax to 
drop are characteristic, as are nightmares and bad dreams. The anxious person’s 
world threatens, but what is actually the source of the threat is not obvious. Physical 
manifestations are almost universal and can, at times, be quite extreme: heart palpi-
tations, shortness of breath, and chest pains that may seem like a heart attack to the 
person. Fatigue, nausea, stomach aches, headaches, diarrhea, or other physical 
symptoms may make the anxious person sure that he or she is physically ill. 
Physiological manifestations are common such as elevated blood pressure, increased 
heart rate, sweating, pallor, and dilated pupils. However, anxiety can make itself 
known by mild feelings of unease, irritability, and apprehension without obvious 
physical symptoms or go all the way to a full-blown panic attack where the person 
is sure that death is imminent.

Why all of this is present may often be completely unknown to the person. 
Sometimes in a patient who is sick, threatened by serious possible consequences, or 
in a threatening (to the person) environment, the source seems obvious to an 
observer. But it is not obvious to the patient even as the cause is pursued. There are 
a number of reasons for the obscurity of the causes of anxiety in individuals. One is 
that the source is so scary to the person that it is repressed. That is, the person not 
only does not know the source of the anxiety but also cannot know because the idea 
is intolerable.

Here is a simple but illustrative example, a mother is anxious each time her child 
is on a trip – not fearful, anxious – but she does not know why. Everybody says that 
it is obvious that she is afraid something is going to happen to the child, and she 
agrees that it must be that, but the anxiety persists. A physician asks whether she is 
afraid of a car crash in which the child will be killed. As she listens to the words, she 
is almost overwhelmed with horror at the thought, but agrees. The anxiety stops and 
now she is sometimes fearful when the child is away, but does her best to insure that 
the child will travel safely and not be involved in an accident. The idea of a car crash 
was repressed because the thought of her child’s death was impossible to bear, so 
she repressed it. It may have been that a trusting relationship with the physician 
provided the safety that allowed her to confront and accept the fear, and not be so 
overwhelmed by it. This is an uncomplicated example, but many are not so simple. 
Even in this instance, conflict is present between the apparent need to repress the 
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danger to the child and the need to protect the child from the danger. Different 
voices, more than one self and myriad memories, some conscious, some forgotten, 
and some repressed, suggest a mental life below awareness that might be marked by 
more than one meaning and more than one emotion for the same events and rela-
tionships. Where there is more than one meaning, conflicting memories for the same 
event, and more than one way of responding to similar stimuli, there is the potential 
for conflict. Where action to mitigate threat is thought to be necessary but conflict 
exists whose nature is not available to consciousness, anxiety follows. This is 
because persons cannot defend against a threat whose real nature is not known to 
them. The source of the conflict that is always present in anxiety may be as simple 
as in the instance noted above where a fear is repressed but situations in which the 
fear is evoked continue to occur.

The conflict may be more complex. For example, a person may seem to be very 
anxious in response to the threat of death, but it is really not death itself, but conflict 
about it that is evocative. A very sick person has come to terms with his impending 
death, but his wife is extremely upset at the idea of his death and he feels that his 
acceptance of death is a betrayal of his intense love and loyalty. He is afraid of what 
will happen to his wife when he dies, but he is tired of fighting an illness when the 
inevitability of death seems to offer surcease. As a consequence of this conflict of 
which he is unaware, he becomes anxious, and his anxiety is wrongly interpreted by 
observers as evidence of his fear of death.

Anxiety is sometimes aroused in situations where different selves in the same 
person come into conflict. An older woman found herself anxious in situations 
where she kept asking herself, “which me am I supposed to be, the compliant, hard 
working, but resentful me, or the hardworking but interested and creative me.” 
Without being aware of such a conflict, anxiety is evoked, which resolves when the 
conflict is made clear. Anxiety is extremely common, especially in the medical set-
ting. There are effective antianxiety drugs, but they do not expose, clarify, or gener-
ate understanding of the conflict that always exists. It may not require sophisticated 
psychotherapy to uncover and resolve the conflict. This is preferred to medication 
and certainly better than allowing someone to endure chronic anxiety.

For some clinicians, what I have described as the conflict always found where 
there is anxiety would be described as ambivalence, in serious illness wanting to 
live but not wanting to suffer, wanting to be cared for but feeling guilty about it. The 
person is of two minds, ambivalent, conflicted, and these feelings are commonly 
sources of anxiety. There may be partial awareness of these feelings of conflict, or 
even perhaps clarity about them, but the tension that creates the anxiety is not being 
able to have both desired outcomes even when they are known.

Every person has a body. The body can do some things and not others. People 
become habituated to their body’s enormous range of abilities and incapacities. 
They generally know exactly what every part can do of which they are or can be 
conscious. These capacities become accepted as a part of their person (“me”). This 
physical view of persons has been partly hidden by the cultural importance of and 
attention to individuality developed over the past number of centuries in Western 
European and American societies. Individuals presented as though there were no 
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bodies. People also generally know when parts are not working properly and these 
impairments of function – if they come on quickly enough to be noticed and are 
lasting and important enough – become symptoms as they are joined to other inca-
pacities. On the contrary, if impairments of function emerge only slowly, are easily 
accommodated, or are deemed unimportant, even quite impressive impairments will 
soon be adapted to or dismissed. This is why careful questioning is so important as 
a part of the evaluation of a patient. This is particularly so because of the importance 
of impairments of social, psychological, and spiritual function that is part of the 
understanding of sickness described in this chapter.

Things happen to bodies – they can be injured or get sick. Bodies sometimes 
bleed, smell bad, make embarrassing sounds, have embarrassing functions, make 
inopportune demands, create strong desires, sometimes look bad, and become old 
and slow, and sometimes ugly (These facts are frequently denied or hidden in every-
day life.). Persons grow up with profound ignorance about how the body works, 
even though most people learn about it in school. Certain functions such as that of 
the bowels and urinary system are even less well known because of everyday stig-
mata about them. Sexual organs are also poorly understood, although, in general, 
sex education has advanced greatly in recent years. Modesty keeps people from 
really knowing about their sexual function.

Unfortunately, clinicians can have considerable knowledge about diverse dis-
eases but be quite ignorant about the body’s everyday functions. This limits their 
ability to ask questions in the hunt for impairments. It also reduces their ability to 
make things function better.

Everybody dies. Human beings, alone among the animals, know about the inevi-
tability of their death. This knowledge has effects at virtually all ages, is often the 
hidden listener in the clinician’s communications with patients, and has its place in 
the process of care at many of its stages. Dying, as we have come to know, may not 
be the passive event of somebody becoming dead, but a human function that may go 
well or ill depending on clinicians’ actions (including their words).
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