





























































































































probl ems. The repeat ed reflection-action-assessnent
cycles of a co-operative inquiry transformed what would
have been a sterile talking shop into something that has
changed both our personal practices and structured our
t heoretical discussions.

Usi ng hindsight it is possible to see a degree of order in
what we were doing that we only occasionally glinpsed at
the tine. Looking at the material produced by the power
group three significant areas energe:

1. The roots of doctors power and strategies that
attenpt to change these.

2. Effort to systematically increase the nunmber of
feedback loops to and from patients as a means of
i ncreasi ng people's autonony.

3. The problem of assessnent - what were we doing
and how did patients feel about it.

1. The Roots of Power - Levelling & Denystifying
Strategi es

The sources of the power that doctors hold are |egion.
Some of the ones that we touched on were:

di fferences in class, age, sex, race and education
the politics of the w der society

i nequality of income

particul ar knowl edge and skills

control over access to drugs, referrals, sicknotes
etc.

the need for sick people to imbue their careers with
power '

the power to define what the "real" problemis

Havi ng sonmeone of a different sex, or race or class as
your doctor can either be a mjor factor or quite
irrel evant. Occasions when it is inmportant, for exanple
when a patient wants to see someone of their own sex or
when the doctor does not speak the sane |anguage as the

patient, are conmon. Yet there is very little at an
i ndi vidual level that either person can do about such
givens except live the occasions with sensitivity to the

cul tural or gender-determ ned blindspots of one's own
perspective whilst avoiding retreat into a famliar but
i nappropriate guilt. Cultivating such sensitivity is of
course vitally related to self-gardening.

Nevertheless on wider scale these things are not



unalterable givens but reflect sel ection at medi cal
school . One major way to increase patients power that we
did touch on would be to increase both the ease with which
patients can change doctors and to broaden the conposition
of medical school. W thin individual practices it is also
possible to ensure that patients have access to doctors of
bot h sexes.

It was self-evident to all of us that the politics of soc-
iety have an enormous effect on the way nmedicine is
practised and on the health of the population. Per haps
nost inmportant of all in preventing people taking charge
of their own health in a truly holistic way are the
inequalities in income and in education that determ ne the
| arge gradients in ill-health whilst si mul t aneously
decreasing the resources which people have to cope with
t hem The five part-nodel acknowl edges this in its
enphasis on the inportance of the wider political and eco-
nom c influence on ill health and on medi cine.

In addition to the gross influence of politics on health
the relationship between doctor and patient is also
obviously nmoulded by the differential power accorded to
doctors within the consultation which in turn reflects the
di stribution of power in society itself.

Qur decisions on who should get a sick note or referral,
or whether we are going to spend 12 or 25 hours a week in
surgery avail abl e to patients al | have political
implications. W receive the wider mantle of power accor-
ded by society and actively inplement it whether we Iike

it or not. Qur power to control the interactions, to
deci de about disposal of resources between patients and to
define what the problem "really" is all spring from the
political values of our society.

We fully acknow edged t hese f undanment al political
constraints and at tinmes, in small ways, did try and

influence attitudes to them One practice for exanple had
offered a petition to patients in the waiting room asking

for their support in changing a bill currently before Par-
liament that would have given access to doctors files to
the police. During one of our attenpts to get feedback

from patients on the kind of doctor they wanted patients
were asked what political role they thought appropriate
for their doctor on issues such a nuclear weapons. A year
previously at the height of the Fal klands War one practice
had displayed a notice expressing their disapproval of
events.

These were snall efforts but inmportant both because of the
recognition of the w der roots of our problems and because
they signify a refusal to accept that paralysis of powers
that so easily engulfs us as we look at the vast changes
that are required for a healthier way of 1iving.

Clearly then we are not going to be able to change the



wor | d. But in a deeper sense changing the world for
others is not really what we felt a holistic approach
shoul d be about. Part of the mal aise of orthodox nmedicine
is precisely because it seeks over-zealously to change the
(individual) world of patients' illness. Il people are
done to, and "worked up", their problems defined by
doctors who are perceived all too often as yet another
authority and expert to whom obediently people nust
surrender their autonony.

In a sense the whole of the rest of the power group's work
was precisely about trying to find ways round these
external political inequalities. At an individual |evel
how we do something is just as inportant as what we do.
What can we do within the consultation to balance the

overwhelmng initial inequalities which systematically
distort our interaction wth patients? If unwilling
passivity is at the root of much illness then it is clear
that experiencing being nore in charge of one's illness is

a major route back to heal th.

The following strategies that we evolved can be seen as
attenpts to level sonme of these initial differences:

(a) Change-of-seats role-play. On a variable nunber
of occasions we all tried swopping roles wth
patients. The rationale for this was to try and make
both players more aware of the constraints the other
was working under. In practice these were always
with people who new us well and with whom their
seemed to be difficulty getting to the heart of the
probl em The results were very varied from

bewi | derment on behalf of the patient and enbarrassed
retreat from the doctor, to very positive changes.
Typically it seemed to work best if we could get over
our inhibitions and actually change seats and then
role-play each other. Perhaps the most dramatic
exanple came when one young nman noved into the
doctor's chair and briskly said "Well, young man, |
think you're just worried about drinking too much and
becom ng an al coholic". Here a matter that had been
mat t er of factly di scussed bef ore and j udged
(wrongly) to be unproblematic was reopened and the
patient's worries immediately brought to the fore.

Ot her advantages are that patients can experience the
relative powerlessness of being the doctor and not

having a pill for every ill. It can also be nmuch
more fun than yet another circuit of the question and
answer round-about. Finally a Ilittle gentle and

ironic overplaying can do wonders for both patient
and doctor in understanding how they are seen by the
ot her.

(b) Changing the environnment. Many things about




doctors and their surgeries positively underline for
patients that they are the ones expected to be
passi ve. W tried to change such signhals by dressing
less formally and having nmore everyday furniture in
the consulting room (see Roger S. personal account).

(c) In a simlar vein several people deliberately
started tal king nore about their personal |ives. For
example Paul H got married and Nuria had a baby
during the year of the inquiry. Pati ents often knew
of these events and were delighted to be able to ask
the normal sorts of questions about them By so

doing the distance between doctors and patients is
inevitably reduced, our foibles and feet of clay
becone more visible and patients are thus better able
to assess our power and capabilities.

(d) Skill sharing. One root of our power is
obvi ously our diagnostic skills. Peopl e by and |arge
are intensely interested how practitioners come to
think they have a particular diagnosis and seem
del i ght ed to be shown t he evi dence gui di ng

suggesti ons about managenent. We tried offering the
chance to | earn such skills by for exanpl e
encouragi ng people to take their own blood pressure,
or look at their toddlers red ear drum Peopl e can
never of course fully become their own doctors and
this was not the aim here. They can however becone
nmore skilled in listening to the signals of health or
di sease emanati ng from their bodi es. The

gratifyingly large and growi ng number of books and
el ectronic packages around is testanent to people's
ent husi asm here.

However we felt that there was another equally inpor-

tant benefit in skill sharing because it can so
dramatically denystify for patients the medicine that
is being applied to them Hypertension for exanple
is suddenly seen as a fairly sinple matter of I|isten-

ing to two noises and not sonething very conplicated
that only highly intelligent people can understand

2. | ncreasi ng Autonony - Access to Feedback Loops

As the power group progressed we cane to realise that many
of the dilemmas of power sharing can be side-stepped by
aimng instead at increasing autonony. "Patients should
al ways go out nore autononmous than they canme in" (Roger S)
- autononmy here being used in the sense of being in charge
of oneself and one's affairs.

Shifting the focus from power to autonony inmmediately
defuses sone of the arguments about when it mght not be

appropriate to share power. If someone cones in incipient
di abetic coma then clearly "sharing power" is distracting
and usel ess. Orthodox treatment itself should increase



their autonomy and ability to be in control. As they
progress through their illness and come to terms with the
many ramifications of diabetes, alternative skills of
doctoring become necessary so that they can assimilate the
information and skills they need and decide how they

personally want to live their diabetes. Of course this
happens already - such flexibility 1is 1in no way the
prerogative of those aspiring to treat people
holistically. The problems we were interested in was how

could we routinely set the tenor and syntax of our
consultations so that this flexibility occurred, so that
patients did indeed come out of the surgery more in charge
of their lives than they went in.

My autonomy as a patient depends in the first instance on
my knowing what 1s going on. By systematically increasing
the information available to patients we hoped to
automatically shift the balance towards greater autonomy
for them.

One thing that we tried out was routinely dictating
referral letters whilst the patient was still present.
The advantages of doing this are legion:

The patient knows what I as their doctor am telling
the hospital about them and what my view of their
problems is.

They can then go to the consultant uncluttered by all
the common fantasies about what T might have written
or the terrible diagnostic possibilites that we did
not speak of but which they dread.

The doctor can check out details there and then.

The patient can give their consent to what has been
dictated.

It is a simple thing to do which positively saves
time as there 1is no pile of dimly recalled referral
letters to be written.

Most importantly because of all these things the
patient feels 1included, their active participation
legitimated and desired.

Despite all this it is rare for doctors to write referral
letters with patients. The reasons given for this (and
which we 1nitially felt too) are that it 1is sometimes
necessary to include opinions about the patient's
personality, or diagnostic possibilities as yet
undiscussed with the patient. It is possible that these
occasionally are valid for a few patients (though even
this 1is arguable). In fact we felt that the real reason
for our reluctance was our fantasy that such a joint
referral letter might diminish our control. As it turned
out such fears were unfounded. Power 1s not a zero sum



affair in consultations and by increasing the influence
that patients have on such events not only did our work
become easier and nore enjoyable but also the patients
t hemsel ves obviously appreciated it.

W tried a nunmber of other simlar strategies from
routinely showing people letters from the hospital and I|ab
reports, to encouraging thera to read their notes if they
wanted to. Their reaction to these innovations was al nost
universally one of interest and approval. For ourselves,
moves in this direction were initially the occasional exp-
eriment followed by increasing frequency if the experience

was positive. In this way we could gradually nove to a
system of opting out of sharing information on the
occasi ons when we felt wuneasy rather than our previous
occasional opting in to include patients. We noved at our

eOWN pace in these innovations gently pushing forward what
we felt easy and confortable with rather than follow ng
rigid prescriptions. Slowy new procedures and routines
emerged from our initial awkward, one-off experiments.

The skill-sharing, demystifying strategies outlined above
can also be seen as attenmpts to increase patients access
to information. Encouraging people to take their own
bl ood pressure or teaching them that rib recession and in-
creased respiratory rate are significant in their
asthmatic toddler not only nmake their medical problens
| ess opaque it also gives them new information with which
to assess their situation. Most inmportant of all perhaps
it gi ves them the inmplicit message "it's K to
participate".

3. Eval uati on

Focussing on autonomy rather than power as such helps to
make the issues nmore accessible but does' not deal with all
the problens. There can still obviously be a clash of
vi ewpoi nt even within the context of consciously aimng to
increase patients' sense of being in control. There are
still going to be tines when patients were going to ask us
to act personally in a way we disagreed with - autonony is
not necessarily an overiding good.

In order to get over these problenms what we really needed
was another co-operative inquiry involving patients to
assess what we were doing from their perspective. That
this was inpractical for us was clear, so what other ways
of evaluating what we were doing could we devise? How
else could we get access to the patient side of the
story?

We evolved several strategies to try and gather this kind
of information. Three doctors (Monty/Russell/M chael) de-
vised questionnaires whilst others used nore personal and

unusual approaches. Two of wus (Russell and Paul F)
contacted particular patients directly and asked for feed-
back about their experiences as our patients. Ot her

people (Paul H) videoed consultations and then reviewed



them with the particular patients involved. We all agreed
to set up open nmeetings with patients to try and find out
how they felt about the practice.

W attenpted all this not with the naive idea that by so

doing we would get to the holy grail of  what a
representative sanple of our patients "really" thought
about us. Nor that we would be able at the end to nake

any "objective" statenments about what we had gathered.
What did seem inportant to us was opening ourselves to the
process of feedback, to say and be seen to be saying "Look
I really want to know how you feel about the service you
get".

These exercises felt very risky things to be engaged on -

especially the ones involving personal contact. They
seemed conpletely outside the normal communicati on between
doctor and patient. This acute sense of being vul nerable
became, for sone of us, a touchstone for know ng whether
we were indeed sharing power in any meaningful way. If |
as the doctor did not at some stage feel vulnerable and
open to feedback then it was a fair bet that | was not

sharing power in any true sense.

"The big problem was to nake nyself offer the chance
(to review the video of the conpleted consultation) -
even with this highly selected group | was still very
anxi ous. .. However it was worthwhile. We were nmuch
nmore like peers in the reviewing than we had been in
the interaction itself - | suppose because | felt
exposed and vul nerabl e"

The essence of all this is not so nmuch what gets said as
the revelatory sensation for the doctor of being, for
once, one down, dependent and vul nerabl e. This felt sense
of vulnerability is therefore one way of know ng whether
power is truly being shared.

Doing this is not initially pleasant or easy:
"What's stopping me is the feeling that it's foolish,
that it won't work and that [|'Il seem to be seeking
my patients approval. It's the fantasy about what ny
col | eagues m ght say that's stopping me".

W also discussed how to judge the appropriateness of

sharing power. If a sense of vulnerability for the doctor
is a touchstone of true power-sharing this still does not
guarantee that such sharing is appropriate. Wt hout full

i nvol vement of patients of the kind we never achieved the
gquestion of how to judge this is difficult to answer.
Certainly allowing people to make their own decisions
frequently feels unsafe for the doctor especially if they

seem to be enmbarking on ill-advised projects. Soneti mes
however it was clear that devel oping <crises were a
necessary stage, that the resolution of a particular

problem could not be short-circuited through some route



that to us seenmed safer and nore innocuous. Very often

resolving enmotional or life problens involves us delibera-
tely choosing to face up to the contradictions of how we
are |iving. People in the process of doing this nmay seem

to a casual or anxious observer to be getting worse and
not better, to be feeling nmore pain not |ess.

| nappropriate interventions my then follow ostensibly
trying to reverse such "deterioration" but actually ained
at relieving the doctors anxieties.

Despite all of the above, by and large our attempts to in-
volve our patients in assessing what were were doing were

failures - they were perhaps the riskiest of the things we
tried out and the ones, arguably that came closest to the
crux of sharing power. In retrospect this was our biggest

area of failing, perhaps not so surprising given the hesi-
tancy and insecurity that all our other projects and inno-
vations raised in us, but significant and regrettable.

Phi | osophi cal |ssues

It may seem obtuse to |leave the philosophical discussion

of power till so late in the day but this reflects two
t hi ngs. Firstly this the order in which things actually
happened - we did not set out with any agreed or

clear philosophical viewpoints in mnd and such progress
and understanding as we did achieve conceptually cane
after, and because of, our practical experiences and the
rel ated discussions.

Secondly as we progressed through repeated <cycles it
becanme clear that although there were inportant phil osoph-

i cal i ssues at stake there were no inherently right
answers. Ot hers had been here before us and had cone up
with just as confusing a range of answers. In part this
is because "power" is one of those ideas whose application
Is inherently a matter of dispute. Wthin a philosophical
view "power" |ike "justice" and "freedom is seen as an
essentially contest concept, i.e. one's view of it is

i nherently tied to one's position and interests and there
is no necessarily correct view.

Throughout the whole of the inquiry we were sonewhat
bi ased against using the witing of others. In part this
was due to our sense of exploration and consequent pejora-
tive feeling that other people's views would be preconcep-
tions - this mght be old territory but our vision of it
was going to be conpletely new. Such a bias obviously
runs the risk of reinventing the wheel (indeed of never
inventing it!) and indeed it was foolish to believe that
we were not already |oaded with our own ready-made precon-
ceptions. In retrospect the discussion of power sharing
woul d have been hel ped by w der reading.

The essentially contested nature of power ©plays into



another difficulty that we recognised: our views of the
world are all ultimately subjective. Wthin medicine
there is a widely held but rarely explicit idea that there
is only a single "objective" reality which can only be
adequately revealed by the scientific method, a reality
that exists "out there" and to which we are all slowy and
painfully converging. In this belief patients are
sacrificially reduced from living wholes to "objective"
and measurable bits of "real" pathol ogy.

That this belief in a single objective account of the
world is inadequate became clear to us as this inquiry

progressed. Some of the evidence for this belief is
outlined in the chapter on the scientific basis for a
holistic approach. The fact that power is essentially

contested, that there is no single "right" answer about it
underlines the philosophical difficulties inherent in a

"single reality" view of the world. The scientific view
is a useful but not exhaustive tool to help us nake our
way in a universe that we intrinsically and always
construe personally. The world is constantly created by

the neaning we give it.

In one sense this is not problemtic. However at a
practical |evel of everyday use and understanding we al

find it hard to fully accept this relativism In part
this is due to the vehemence wth which the nmedica

i deol ogy that we have all been deeply influenced by has
proclaimed its useful but limted truths to be deeper and
more profound than other ways of seeing health and
di sease. In part the realisation that reality itself 1is
relative causes anxiety. It is hard to get one's bearing

on this ocean of relativism where there is no "objective
truth" to hold on to and where an other's view of the

world may be just as valid as ny own. The more so since
whil st there are many visions of reality they are not all
equal but wvary in wisdom i nsi ght, effectiveness and
i mgi nation and we are still called to judge between them

This relativism of viewpoint, the understanding that the
wor | d "is an i nter-subjective ambi guity" is one
phi |l osophi cal reason why power is so inmportant: given two
conflicting views of reality power is the traditiona
means of deciding who's view shall prevail. Utimtely
maki ng power - shari ng a reality depends on our
under st andi ng of and respect for the others experience and
point of view. The key to this lies in our own
sel f - awar eness, in our commitnent to the process of
sel f - gardening.

Summary

At the end of the day our contribution to the sociol ogical
and phil osophical discussion of power was limted. Vhat
we did do was devise and try out a series of unusual ways
to equalise power within, and to a |lesser extent without,
the doctor-patient relationshinp.



Such attenpts centred on levelling and de-nystifying
strategi es, increasing feedback loops to and from patients
and trying to encourage feed back to doctors.



CHAPTER SIX: SPIRIT

Once we had decided that spirit is an integral part of the
person - so that any consideration of a person as a whole
woul d entail a consideration of their spiritual aspect, we
were left with the problem in this irreligious, godless
and scientific age - what is spirit? The Oxford English
Dictionary gives it four pages and 24 sub-sections,
including "the animating or vital principle in man", "the
soul of a person as commended to God", "active or
essential principle or power of some enmption or state of
m nd", and "subtle or intangible element or principle in
mat eri al things".

Wth this and mobre as the accepted nmeanings of the word
"spirit", how can one person know what another person
means by the word? Wth people with different cultures,
classes and religious affiliations there are bound to be
mar kedly different interpretations attached to the word,
leading to m sunderstanding and confusion. The Tower of
Babel . And many people have thought so little about the
subject and only have a rather diffuse idea as to what
they nean thenselves when they use the word, let alone
what you mean when they hear you use the word. So if
order cannot be achieved, the other alternative was taken,
that of entering chaos. W all gave our own tentative
personal concepts of spirit, talked about, discussed them
and tried to observe and report on what we took to be
spiritual phenonena with our contacts with patients, and
from this <chaos tried to crystallise out some working
i deas.

First to list sonme of the concepts that were recorded in
the data returned by the group menbers at the end of the
first two or three cyles.

Breath of Life.

Life.

Soul .

The |ife giving principle.

Breath of life conceived of as animatory body.

The immortal non-material part of man which thinks
and feels, contrasted with body.

Life, wll and consciousness thought of as being
apart from matter and as never being associated wth
the body, and yet as pervading all things.

Essence of nman's nature, imagined but not provable.



Man as an uni que being, deserving of respect.

Man derived from a comon origin and related to all
ot her men.

Man as a reflection of God.

Man who may have neaning beyond the one he defines
for hiraself.

Spirituality 1is specifically associated with the
acceptance of a god principle in life.

God Wthin - Belief in being related to the Cosnmos -
inner guiding force within persons - conscience -
intuition. God W thout - Quality, Meani ng and
Pattern within the universe.

The meaning that the patients attribute to their ill-
ness (or their lives). Where have | gone wrong? How
does it fit into the pattern of ny life?

It's the quality that transnutes a matter of fact,
wor kaday interaction into something "holistic". The
t herapi st nust be clear and very present in the here
and now, so that the therapeutic interactions are
appropriate for the needs of this <client in this
moment of tinme.

To be present, to be "in tune", to allow what wants
to express, express through me seens to be meditation
in action.

The spirit is the product of the mnd in full human

relationships wth other persons, and places, the
worl d, the universe, nature, the products of persons
e.dg. art, musi c, literature, drama, dance and
ritual. The medium of this relationship is the flow
of information from person to person in a feedback
| oop which is the relationship. The flow of infornma-
tion can be visual, or verbal, or touch, or snell and
may not always inmpinge on consci ousness.

The spirit is not the information, nor the message,
nor th.e atmosphere, but something in the dynamc
relationship. The spirit of a man is the sum of his
rel ationships with others and the world. The spirit
of a place the sum of the relationships with persons
who know that place, made wup it's history, it's
visual and sensory effects on people.

The spirit group was formed at our third neeting in order
to inquire into this cloudy area, the inportance of which
is acknow edged in principle but in practice is often

avoi ded. The spirit group wanted to «clarify through
reflection and action what appropriate and effective
spiritual interventions within the National Health surgery



woul d be 1ike.

The genesis of the spirit group arose out of two factors.
The first was a concern anong menmbers that it wasn't
satisfactory to profess a commtnent to holistic medicine
as a concern for the patient's body, mnd and spirit, if
in practice spiritual interventions were systematically
i gnor ed. The second was the presence at the third meeting
of one of our visitors to the project, Mrray Korngold,
who strongly affirnmed the spiritual dinmension in several

ways. He put forward the theory and practice - via
exercises - of the old Polynesian Huna system of the | ow,
m ddl e and high self, wth its practical everyday use of
prayer and invocations. He distinguished between psychic
healing and spiritual healing: the forner being the
di rect and | awf ul influence of mnmnd on the body by
vi sualisation, meditation, and so on; the latter being

the effect, unpredictable and non-negoti able, of the free
flow of divine grace and presence into the disease arena.

He demonstrat ed powerfully in the large group and
especially in the first meetings of the spirit group, an
unconprom sing use of spiritual invocations.

The group met at each neeting from the third through to
the final and seventh. Its primary task becanme one of
devising a range of spiritual interventions, going away to
try them out in practice, report on their appropriateness
and apparent effecti veness, refine the interventions
further through this sharing and discussion, try them out,
report back and so on. Interwoven with this practical
intent there was a good deal of discussion of underlying
assumpti ons, i ssues and principles: a ki nd of
met aphysi cal mappi ng of the background to the use of
spiritual interventions. In what follows we present first
sonme account of the group's deliberations which hopefully
will give sone "feel" of our approach; we follow it wth
outline of the distinctions and principles which the group
found clarifying and guiding as a background to practical
work in the surgery; and then give a brief account of the
strategi es used by various menbers of the group.

The Spirit Group at Work

W started, not with ideas and theories and  belief
systems, but with practical actions which all doctors use
in their everyday meetings with patients. How we prepare

for a consultation, how we neet or greet the patient and
how a consultation ends, these are felt to be in sone way
focal points in which powerful and often unappreciated

effects were active. How do we clear our mnd and centre
ourself in preparation for a consultation, having only
just finished the previous one where we nmay have been
deeply involved or enotionally affected? Is this process
of preparation akin to prayer? The nmethods used by the
members  of the group, which they volunteered, wer e
naturally varied but seemed to have sone |ikeness to

prayer or nmeditation, e.g. to see the next patient as



one's nother, or as Jesus; to nmentally say "Be still.

Know that | am God"; to think on the theme "CGod is closer
to me than | am'. Met hods of <cleaning the mnd of the
past and the ego - but yet, being entirely present and
centred and open to what the patient has to bring. Thi s
| eads naturally to greeting the patient; but this seened
|l ess revealing, nmore to do with touch and smle and
novement than speech or thought. Finally, how do we part
from our patients? What form or words, what parting

t hought or feeling do we wish to leave the patient wth?
Exanmpl es were: -

“I''l'l be thinking about you."

"Take care."

"Wap up warm"

"Make an appointment in tw weeks."
"I't's in the lap of the Gods."

"Don't let the bastards grind you down."

"CGood luck."

"Peace be with you."

"Cod bl ess.”

"Bye- bye."
It will be noted that many of these farewells (and that
word is another one), mght be seen as neutral - others

have an elenent of calling on a higher power for help or
supervi sion or care. A form of invocation.

So by st udyi ng such an everyday occurrence as
a doctor/patient consultation it was found at tines that
both prayer and invocations occurred, so that perhaps
spirit is always present in medicine, t hough often
unobserved and uncultivated. W decided to capture
invocations as this does involve the patients nore
directly than prayer, which was nore related to the

doctor's self preparation.

I nvocation (IN-VOCARE = to call in, to summon, to consult,
to petition, to ask for assistance). There is an inplicit
assunption that there is a power/or powers available to be
called on by appropriate ploys, appeals, sounds, thoughts,
actions or rituals. This power has a nultitude of names,
titles or metaphors, e.g. angelic hosts, wrathful deities,
voi ces, totems, the metaphysical absolute, the Holy Ghost

(Spirit), the divine singularity, guardian angel, the
Al m ghty, Dunm etc., etc. The prayer is the same, only
the nane is different. W ought to use that name or neta-
phor t hat is famliar to the unconsci ous of t he



patient, i.e. to the childhood training and experience.

Wth these guiding ideas in mnd, next day we experinented
with the uses of invocation, to get into the idea and
feeling of the thing. This was a very useful experience
as we all became very inpressed as to how there was
somet hing going on which we could not exactly understand.
For on trying an invocation in role play on a fictitious
patient, though a lot of power was around, nothing seened
to happen. Per haps because the invoker directed his
i nvocation onto the person present and not onto the role
he was playing. The person present was present in role
and not as hinself. So a further exercise was perforned
in which each group nenmber concentrated on a real but
absent patient who had been briefly described to the

group. Again something happened - one of the group
members, in tears, picked up a feeling that the absent
patient did not wish these invocations to take place - and
in the process she was deeply affected and the other group
menbers al so. So no actual or spoken invocation was nade
t hough many had been thought up and felt. And it was

arranged that the patient wunder consideration should be
reported on later.

The group then contracted to, in their practices, pursue
the following activities:-

1. Ment al act - have the intention to raise
spiritual dimension with patients.

2. Practise explicit invocations at different |evels
from "have a good day" to "may you be whole in
spirit".

3. Practise asking spiritual questions e.g. "do
you pray?".

4. Endeavour to find out how practitioners can
cultivate spirit as a result of self cultivation.

Six weeks later we reconvened to share what had happened
to us in the realnms of the spirit. W started by hearing
about the patient who had been the subject of the group's
t hought six weeks before when each person had thought up

an invocation. She had inmproved and was enjoying life
nor e, though there were various physical and famly
reasons for this, but the spirit works in strange and
nmysterious ways. I nt eresting. In general the doctors

reporting had found it nmuch nmore difficult to follow the
contracted practices than they had expected, though when
they had done so they had often been pleased with the
resultant effect on the patient or on the doctor/patient

rel ationshi p. The cases where the doctors reported they
had wused invocation, or had inquired about spiritual
matters, or in sonme other way had devel oped a spiritual
contact with touch or ritual, had all been cases 1in which

the doctor felt either the relationship had become bl ocked



or sterile, or very difficult conplex cases where the

usual medical interventions seemed pointless or feeble.
Many ideas and observations conme to light in this
di scussion which are summarised below. And with these

insights in mnd, the group dispersed for a further six
weeks in the field to continue to observe and report on
what spiritual manoeuvres they nmanaged to instigate.

The next group meeting was mssing tw of the doctors so
clinical mat eri al was rat her thin on t he ground.
Di scussion was nore generalised about the spaces which
appear in consultations and seem to invite sonmething nore
than a trite remark. How do they occur? How should they
be used? Could they be planned for or created? Then
again what to put into the space? Exanples were given of
doctors  not so much thinking up and preparing an
i nvocation, but using free floating attention, to be fully
open to the patient in full presentation, verbal and
behavioural, so that the doctor feels sone sense of how
the patient feels, and is able to interpret and nake sense
of this feeling and feed it back to the patient verbally.
How is this sensitivity to be achieved? How is the doctor
to trust his own feelings about his patients? Are they
from the patient or a projection, or a prejudice of the

doct or? Lots of questions, but few answers. And we
| ooked again at the other question of the two different
areas that were arising in our discussions: that of
psychic phenomena, insights from nowhere, psychol ogical

tricks and manoeuvering, magic, hypnosis, visualisations;
and that more transcendental area, out of this everyday
worl d, where there was power and hope and danger, but not
control or understanding, just intercession and hope - the
area of God and the unknown. Were these two entirely
different areas or points on a spectrum of experience from
solid facts, to psychology, to magic, to the Al m ghty.

The tone of these latter neetings, though still involved
and enthusiastic, seened a little lost and disappointed in
the difficulties of the enterprise and the fornl essness of
the findings. To rally ourselves and rekindle our
spirits, two new projects were considered. One a firm co-
mritment to bless the surgery or consulting room every
nmorning to start each day fresh, cleansed and renewed, and
a second nmore tentative suggestion to give pebbles to our
clients as a talisman of power, protection or blessing for
them to take away from the consultation. Bot h these ideas
only came up in the final few mnutes of the group and
were  not fully discussed as to their met hods of
i npl ementation and what difficulties or inhibitions m ght
ari se.

At the next nmeeting six weeks later, sone of the steam
seened to have gone out of the group, although we were

sill able to discuss enthusiastically the theoretical pre-
sence of spirit in the practice of healing; there was
very little reporting or practical activity in this



region. This may be due to the realisation in the earlier
meetings that this is not something that can be forced and

made to occur as an effort of mnd or will, but nust be
felt and performed in the right spirit. It required a
special state of mnd or will, but which could only be
acquired with practice, patience and exercise and we were,
many of us, new at this sort of thing, and by our
scientific training given to a "healthy" scepticism about
anything wunknown, untried and untested. But spiritual
practices require belief - not scepticism How could we
believe in sonething so inimcal to observation and

control ? How were we to allay the critical Left Brain,
and allow free flow to the intuition of our Right Brain?
"Lord, | believe, help thou ny unbelief." Many of us
still seened to be |ooking about to find out what place
Spirit had in medicine, enquiring about the patients'
religious beliefs, visiting healers and seeing how they
wor ked, seeing healers at work in a church cerenpony,

inviting a clergyman in to bless the surgery. O the
actual suggested tasks at the end of the last neeting
there was very little sign. One doctor had, after | ooking

up the meaning of Blessing in the Oxford Dictionary,
worked out a ritual that he had performed before each of
his surgeries for the previous tw weeks. The ritual was
described as follows:"

The Blessing of the Surgery

I close the door. I place ny pipe on the wi ndow | edge,
out of reach - not on ny desk. Starting from the Ileft
hand side of the surgery, | slowy nove across and around,
touching and readjusting like an obsessional housewife,

the arrangenents of the place. The waste paper basket, ny
trainee's chair, the desk with my stethoscope, auroscope,

prescription pad, note paper, certificate block - the
patient's records for the comng surgery (carefully not
| ooki ng at t he name of t he first patient), t he
sphygmomanonet er, the desk | anp. | move to the instrunment

trays on a bench down the right hand side of the room and
touch them and straighten them the sink, the soap, the

paper towels and the steriliser. I nove to the
exam nation room the pillow, the sheet and the couch -
all is straightened and made good. I go back to the
consulting room nove and position the patient's chair
and the chair for one ot her; nmy chair is then
positioned. I mve back to the sink and run cold water
over my hands in a formal lustration and dry ny hands on
one - then two - paper towels, thrown formally into the
waste bin by the sink. As | nmove back to my chair | take

off nmy watch, sit down confortably and watch the second
hand of ny watch progress twice round with ny nmind blank

and breathing in a proper abdom nal manner. | replace the
watch and nove to the door, which |I open and say "W are
of f."

The blessing seemed to consist of a ritual cleansing of
first the surgery and then the body of the doctor, and
lastly his mnd, in preparation for helping his patients.



A further record of a doctor blessing his surgery, though
no particular ritual is mentioned: the use of ornanments
and flowers make him mndful of |ove, and care for his
room spills over and renews his love and care for his
patients. As to the' giving of pebbles, nobody has
actually achieved that, though some thought was given to
it by one nmenber and sonme pebbles actually collected and

prepared for |later use perhaps. I nstead another menber
had given a match, which had been charged with power to
help or illumnate a situation when struck, to a number of

patients who had then used them when they felt the need -
as a one off burst, with some positive feedback from the
clients that he used it with. As this was the penultimte
meeting no new plans or contracts were made for new work
or projects, but everyone was keen to carry on |ooking for

what m ght be cal |l ed spiritual phenonmena in t he
consul tation; continue cultivating the spiritual aspects
of thensel ves; and think how their ideas and insights

might be conveyed to a wider public and particularly the
medi cal profession with such elan that there would be no
rejection of what some mght conceive of as foreign
mat erial entering into medical practice.

The final meeting of the group, after another six weeks,
was mainly taken up with a personal review on the part of
each participant, of their view of how the spiritual
di mrension extended into their medical practice and what
met hods were used to inmplenent this dinmension. Certain
common thenes seened to run through the discussion as well
as individual ways of coping and nethods of work.

Di stinctions and Principles

W turn now from the story of our inquiry into spirit to

distil sone of the ideas and principles with which we
emer ged. What follows is a set of 17 principles, points
and distinctions which we believe have achieved a very nmo-
dest pragmatic justification: they helped to make sone
sense of the practice of spiritual interventions, and of
the efforts of such practice, by nine group menbers over a
four nmonth period. Of course, each group nenmber was in a

di fferent degree and in a different manner involved in the
sense of relevance of each of these points.

1. The psychic and the spiritual. It became clear
that in the early discussions of the spirit group these
two di mensions were unawarely interm ngl ed. In later dis-
cussions we included them both but were nore clear about
the difference. The psychic refers to the domain of
extrasensory perception, of subtle energies, forces,
powers and presences beyond the immediate range of
ordi nary consci ousness and sense percepti on. The
spiritual refers to the divine spirit that npves through
creation. The psychic is another aspect of <creation
beyond, around and interpenetrating the physical. The
spiritual is that creative presence out of which both the
psychic and the physical become manifest. Human response



to the psychic dimension, or human activity wthin it,
need not necessarily involve awareness of or intentiona
relationship with the spiritual. And consci ous attunenment
to the spiritual dinmension need not necessarily involve
any awareness of or relationship with possible psychic

concomm tants of such attunement. Equal Iy, however, aware
relationship with the psychic dinmension and the spiritual
may run together in certain kinds of cerenonial, ritual or
i nvocational activity. In this inquiry it became clear
that we used the phrase "spiritual intervention" to cover
the psychic, or the spiritual, considered relatively apart

from each other, and to cover them both in interaction

2. Psychic and spiritual healing. Cl osely follow ng
the preceding distinction, was the distinction introduced
by Mirray Korngold between psychic healing and spiritua
heal i ng. Psychic healing is entirely lawful and within
the range of voluntary choice and effort, involving nmenta
action to direct subtle energies for physical benefit.
The ment al action mmy be visualisation, concentration,

medi tation, invocation, affirmation. It may also involve
physical action in the form of gesture and touch by the
practitioner. It is concerned to set in nmotion the forces

of the psychic or para-physical domain for physica
heal i ng effect.

Spiritual healing is a function of the evident presence of
divine spirit in the practitioner-client relationship, and
is not necessarily a consequence of voluntary choice and

ment al action. It may conme unbidden, an unpreneditated
and unsought act of grace. It may occur as an apparent
consequence of prayer and aspiration and invocation. It

may not occur even though authentic prayer and aspiration
has occurred.

It is i kely that spiritual healing if it occurs
i nevitably i nvol ves psychic concom t ants, whet her
practitioner and client are aware of them or not. And it

seens that if psychic healing occurs it is not necessarily
the case that practitioner or client are in a state of
conscious attunement to the working of divine grace.

These poi nts and di stinctions enmer ged as possi bl e
illum nating hypotheses to guide nodest practical efforts
at spiritual intervention. They were certainly not
adopted by this group as "findings" based on healing
experience.

3. The bei ng-becom ng paradox. Everything just as it
is here and now is part of the divine being, so in a sense
what ever is and whatever it is, 1is divine. If nothing
falls outside the divine being in one aspect or another,
then there is nothing that is not already divine. On the
ot her hand, there is <clearly a sense in which human
reality as it so often is, is not divine, vyet has the
capacity to become divine, that is, to become nore and
nore attuned to and included within divinity. The paradox



is heightened by the thought that practising awareness of
the being part of it, facilitates the becoming part of it.

It was felt in the group that grasping the paradox might
enable not only spiritual self-gardening in practitioners,
but also spiritual attitudes in relation to and 1in
intervention with the client. Disease may be seen as the
divine as destroyer, and such divine pathologising as a
potential source of creativity and deep awareness.

4. The paradox of self-acceptance and working on
self. This paradox follows closely on the previous one.
In relation to self-gardening, attunement to spirit is a
combination of deep acceptance of self as one 1is, without
effort, and of working on self to change one's
consciousness and mode of being, with effort.

5. The emotional and the spiritual. Some group
members considered that the emotional and the spiritual
could perhaps too readily be confused. States of high

emotional, or even sexual, arousal, that were purely secu-
lar in origin and in nature, could be confused with sacred
states of divine visitation and presence. And this 1in
practitioner or client or both. No—-one reported
experience of this in either role, but it was considered
to be a useful cautionary and prophylactic principle, a
protection against religious delusion.

6. The preparation-spontaneity paradox. Spiritual in-
terventions <can't  Dbe forced. They are essentially
spontaneous movements of the spirit within the

practitioner. They can't be concocted as a training exer-—
cise or intervention on the job. Yet spiritual training

and preparation are possible through the regular
cultivation of a variety of spiritually oriented states of
mind and attention. So the paradox states that it 1is

possible to prepare and train for spontaneous spiritual
interventions.

Perhaps it is not such a paradox after all. The musician
practises formally at one time, in a way that cumulatively
facilitates spontaneous improvisation at another. The
basic point is that whereas principles and rules may guide
much of the preparation and training, spiritual
interventions on the job are not just the conscious appli-
cation of a rule or principle - they emerge spontaneously
out of the quality and dynamic of the relationship. This
clearly was a principle more firmly rooted 1in the
intervention experience of group members.

7. Hierarchy and parity. Some spiritual interventions
may mean that the practitioner temporarily assumes the
role of an authentic and genuine hierarch, exercising
charismatic authority, as when making an explicit
invocation, initiating and conducting a piece of
ceremonial. But flexibility 1is needed in being able to
move easily out of this role into the parity involved
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in cooperative problemsolving, in sharing responsibility

for di agnosi s, treat nent and assessnment of out comes.
Conversely the diffident practitioner may find flexibility
in the reverse direction problematic, being shy of
assum ng charismatic authority. It was also pointed out

that spirit mght manifest at the heart of cooperative
power - sharing, analogous to the Balint "flash".

8. Transcendence and inmmanence. The last sentence
points to the distinction between transcendent spirit
emanati ng and descending into human events; and i nmanent
or indwelling spirit emerging within - at the base, the
core, the heart of human events. There is transcendent
God as descending light, resounding Fiat or Logos; and
t here is i mmanent Goddess as nmovi ng life, as t he
consummati on of immediate energy, as the magic and nonent
of present relationship. Again this distinction was felt
to be a qguide to the range and conplenentarity of
different sorts of spiritual interventions, enconpassing
the peaks and the valleys of human behaviour, from
invocation to immediate felt enpathy.

9. Spiritual interventions as a defence against
i nconpet ence. This was a cautionary guiding principle to
the effect that spiritual interventions could be used
degenerati vel y: as a way in which practitioners m ght
avoid their inability to exercise appropriate physical and
psycho-social skills. So the practitioner mght go on

about spiritual matters or make spiritual nmoves because of
i nconpetence in doing what is really needed at the |evel
of body and/or m nd.

10. Spi ri tual i mposition. Anot her cautionary
principle which some of the group westled wth in
practice was the danger of the practitioner inmposing

spiritual values and beliefs upon the client in ways that
woul d oppress the client's true inclination of soul.

11. Explicit and inmplicit spirit. Some group menbers
devel oped a proper wariness about making the spiritual
di mension in a consultation explicit. Leaving it tacit
and inplicit, unst at ed, helped it to grow. Maki ng

spiritual presence explicit in work or deed could detract
fromit.

12. Response and intent. How the client reacts to a

spiritual intervention is very much a function of how the
practitioner does it, of the spirit in which it is done -

the feel, the tone, the quality, the timng, the enpathy.

13. Per m ssi on-gi vi ng. There was general agreement in
the group that one sinple and basic kind of spiritual
intervention was anyt hi ng sai d or done t hat gave
perm ssion to the client to own and identify and talk
about the spiritual di mension of their life. Such




perm ssion giving counteracted a w despread tabu in our
secul ar culture about the affirmation and exploration of
spiritual realities.

14 . The netaphor of spiritual spaces. The met aphor of
a space or gap was used frequently and found by many in
the group to be wuseful in illumnating the practice of
spiritual interventions. First there was the notion of

spaces or openings or gaps in the interaction with the
client in which the psychic and/or spiritual were |atent
or tacitly present, and could be mde explicit by sone

spiritual intervention. These were spaces or gaps in the
tenmporal series when it opened up with potential for entry
into deeper dinmensions. Second there was the notion of
openi ngs between the two worlds, the world of ordinary
sense perception and social inter-action, and the extra
sensory psychic/spiritual world beyond. Such openi ngs
coul d be created by cerenmoni al , i nvocati on, sound,
gesture, appropriate questions and statenents; or they
could be noti ced when t hey occurred
natural |l y/ supernaturally and t hen used to enmpower
appropriate spiritual i nterventions. A tenporal gap

and/or an opening between the two worlds could also be
used simply to enpower enmpathic sensitivity to the
client's unspoken reality. The time gap nmetaphor and the
gap between the worlds metaphor are presumably different
ways of talking about the sanme thing.

15. Different sorts of invocations. One group nenmber

put forward the following classification of invocations
whi ch some nmenbers found useful.

(A) Tacit invocations: ordinary greetings, farewells,
pl easantries, validations of personal qualities or deeds,
said with charismatic intent and tone, or with additional
silent prayer.

(B) Explicit invocations. These are explicit by virtue
of their grammatical structure and their content.

B.I. Benedi ctions (inmplicitly spiritual): May you
be whole (inplying whole in spirit).

B. 2. Benedi ctions (explicitly spiritual): May the
spirit make you whol e.

B. 3. Commands (inplicitly spiritual): Be whole

(inmplying whole in spirit).
B. 4. Commands (explicitly spiritual): Be whole in

spirit.

B. 5. Affirmations (inplicitly spiritual): You are
whol e (inplying whole in spirit).

B. 6. Affirmations (explicitly spiritual): You are

whole in spirit.

Affirmations are said from the being pole of t he

bei ng- becom ng paradox nmentioned in 3 above: they affirm
the person as part of the divine being. Benedi cti ons and
commands are said from the becom ng pole: they encourage



the process of becom ng attuned to the divine.

16 . The spiritual psychology of Huna. Many group
members found the old Huna nodel of the human being from
Pol ynesia useful as a working guide to practice. (a) The
| ow self is the unconscious m nd, the seat of t he
emotions, the store of menmory and feeling, the store of
mana or vital force or energy. (b) The mddle self 1is
the conscious m nd: the seat of free will and reasoning
power ; the teacher and guide to the |ower self. (c) The
high self or superconscious m nd: the connecting link to
the Creator transcends nmenory and reason; gui des and
protects the free will of the mddle self. |If healing or

treatment is needed the mddle self can request the |ow
self to send its vital energy to the high self to enpower
the prayer which the mddle self puts to the high self.

The low self can becone beset by conmpulsive guilt. The
m ddl e self needs to forgive the low self, help it to |et
go of its burden of qguilt. There is a primry and
secondary guilt involved in an illness. The primary qguilt
is part of its aetiology. Secondary guilt is the quilt
about being ill. The appeal of the Huna system is that it

presented a working nodel of spiritual interventions, free
of any doctrinal bias from within European spiritual
tradi tions.

17. Spiritual interventions as "falsifiable" . One
group menber proposed as a test of the "validity" of a
spiritual intervention the test question "Does it have
heart ?".

Spiritual Interventions Used

The first four points cover the original action plan
devi sed at the first meeting of the spirit group,
subsequent points cover a range of divergent strategies.

1. Having the intention to raise the spiritual
di mension with patients. Most group nenbers sustained
this fairly well, subject to two limtations. Firstly,
not all patients want to go into spiritual matters even if
it is appropriate to their condition; and in sone cases
it would not be appropriate to their condition even if
they were open to it. So sone group nenbers through trial
and error | ear ned when to exerci se t he i ntention
sel ectively. Secondl vy, you can only exercise the
intention when you are spiritually alert or "awake"; so
such exercise S subj ect to fluctuations of t he
practitioners spiritual attention and inattention
Several group menbers reported on this fluctuation.

2. Practising spoken invocations. Several group
members practised tacit i nvocati on, t hat it, ordi nary
greetings and farewells and supportive statenents said
with spiritual intent. This was deened at |[|east val uable
to the practitioners in raising their level of awareness
and intention in ordinary social transactions. Five group



member s, each on at I|east one and at mst on a small

number of occasions, ventured forth to use explicit
i nvocations, where the form of words used indicates that
sonething extra-ordinary is being said. One backed off,
after the first attemt, because of his own felt

awkwar dness, and because of no evident patient response.
The others were more confident, feeling a positive inpact
on the immediate relationship with the patient. But
no-one used explicit invocations in nore than a discreetly
nodest nunber of instances.

3. Practising the asking of spiritual questions, which
clearly leads on to a discussion of spirituality with pat-
ients, and of the role of the spiritual dinmension in their
lives. This was clearly the intervention nost wdely
practised by menbers of the spirit group. It was used
with the elderly, inviting them to share their per-
spectives on death and religion. It was used with those
in life crisis and depression, inviting them to consider
their lives in terms of direction and meaning. It was
used where the relationship with the patient had becone
bl ocked and seenmed to be getting nowhere; and in
difficult cases where anything else seened irrelevant. It
was al so used selectively in quite ordinary cases to raise
consci ousness, give perm ssion, initiate new possibilities
for self-help. This sinple intervention was reported as
causing a new upsurge of energy in the relationship wth
the patient, creating a new |level of openness and trust.
Questions used were wi de-ranging, but basically sinple in

form "Do you pray?", "Is the spiritual aspect of Iliving
i nportant to you?", and so on.

A. Cultivating spirit as part of self-gardening.
Group nenbers practised reading appropriate literature,
periods of meditation, periods of prayer, contenplation,
reflection, deep relaxation, the practice of i nner
alertness in everyday life.

5. Sel f - preparation before the start of a surgery, be-
tween patients. Menmbers used various forns of meditation,
prayer, centering, mnd-cleaning, imging, to get ready to
be appropriately present for the first person, or the next
person. "Be still and know that | am God." "Cod is
closer to ne than | ant'.

6 Usi ng touch. Most menbers reported on the use of
touch and holding either for support wth spiritual
intent, or for healing, or for both. For some this was a
relatively rare intervention, for others more frequent.

7. Being present and being with. Three nenbers
mentioned this as a spiritual intervention. There seenmed
to be two sides to it. On the one hand, being present as
a person, full, congruent, real, honest; and on the other

hand being present for and wth the other through an
enpathic indwelling of the other.



8 Silent prayer and silent invocation; being a

channel for grace, healing. Three members reported the
use of silent, i.e. mental, prayer or invocation in the
presence of the patient. Another two spoke of the

experience of being a silent channel for God's grace and
heal i ng .

9. Teaching spiritual self-help. Two menmbers teach
meditation to patients, one of these also self-hypnosis.

10. Spoken prayer. One nenber prayed aloud for a
patient who was dying and at the patient's request. One
member used absent prayer for healing.

11. Use of spiritual quotations. Passages from the New
Testament were read by one nenber in a few cases; anot her
menber regularly uses parables, anecdotes from Zen or Sufi
or other literature.

12. Bl essing the surgery. Four members experinmented
with blessing the surgery before the start of the day's
work with sonme brief ritual.

Thus the outcome of the spirit group's inquiry is a
tentative set of principles and a nopdest set of practices
and probably nmost inmportantly a deep conviction in every
menber of the group that there is a central place for the
spirit in holistic medicine, which can be felt and
expressed but not grasped and defined, as one group nenber
wrote after the end of the inquiry:

"1 have thought extensively about the spiritual elenment of

the consultation which | now believe to be a very
i mport ant al t hough not usual |y acknowl edged. The
spiritual elenment in particular acts where ordinary forces
cannot act. For instance, there being an inportant
spiritual element in the wll to fight illness and to
survive, in spite of overwhelm ng odds. It is present

when hands are held to express confort or reassurance, or
give permssion to grieve, or when the seriously ill
patient is touched and prayer is made to help to give them
strength to bear their suffering. The ability to help is
enhanced by the two mnutes for silence, contenplation and

prayer, for i nstance, for patience and skill bef ore
surgeries and at the start of each day. This enables a
centering upon the surgeries which are to be performed. I
cannot define what spirit is. | sense that it exists and

is nmore inmportant than anything that actually happens in
the consultation, and it is something outside us all which
can be incorporated to give additional help. I very
clearly witness it |eaving people when they die. I do not
know where that spirit goes."

Sonme of the ideas and practice of the spirit group nay
seem to some people rather far fetched and distant from
the everyday working of general practice and because of
this it nmay seem easy to dismss the spirit in medical



probl ens. But it should be renenbered where the group
started from a study of what doctors actually did in
their everyday consultations and how this led on to a

study of 1invocations and blessing the surgery. Also if
any of your patients have medical problenms which also have
a relationship aspect there will be, willy nilly, a spiri-
tual dimension to it. Just think of a few everyday
medi cal probl ens; abortions; vasectom es; deat h; chil d-
ren |eaving hone; psycho-geriatric problens; di vorce;
hone confinements; bereavenments; battered wi ves; in
fact it seens all the real problem problems have a strong
el ement of the spiritual. For if a relationship is invol-

ved and there are thus nore than one way of seeing the re-
|ationship then the problem has a spiritual dimension,
which if the doctor can enable their patient to deal wth
it at that level will get a quicker and cleaner resolution
of that whole problem

What effect had the group had on its participants? How
had they changed? How had their practice changed? The
group was highly self selected, first by showing an inter-
est in holistic medicine, and then opting to study spirit-
ual matters, but in spite of this there seemed still sone
shyness or reticence about discussing spiritual matters.
Thus one very inportant effect was the relief felt by the
member s in finding out t hat ot her memnber s of t he
profession were concerned with this aspect of nedicine and
had felt its difficulties and thought about its problens;
and as the group matured the support for each other
enabl ed each to nmke much nore progress in the handling of
this type of work, because of the know edge that others
were doing it, and thus it was not so outlandish and
strange as one had previously felt. The group only nmet on
five occasions though nost of these were double sessions,
and a great deal of other work was also being done in
parallel, so only the edge of a very great subject was
touched - much of it as yet wunexplored from this side,
that is, the aspect of health/disease and the spiritual.

Besides the excitenment, ent husiasm and i nterest, wi th
which we started, it was very soon realised how powerful
and apparently uncontroll able its effects coul d be,
causing us to hesitate and nove slowy - though being very
willing to talk about it we were rather hesitant to
practise in this area when patients were involved. Thi s

was perhaps very sensible but made for rat her sl ow
progress and left us with few solid findings in the end,
but a great deal of personal growth and change in the
group menbers, which will affect the way they practise in
the future, which is perhaps the way the spirit works in
oblique and mysterious ways. It was rather |ike studying
or looking at sonething with a central scitomata. If vyou
| ook straight at it, it disappears, but if you look at it
si deways you can see it more clearly but never clearly

enough to really feel you have seen it in all it's detail
and power. You have to be satisfied with that for if you
stare at it, it will disappear again.



CHAPTER SEVEN: THE PATIENT AS SELF- HEALI NG AGENT

The accept ance and encour agenment of power s for
self-healing was agreed as one of the five essential
principles of our nodel for holistic practice. o
seventeen participants comenting on their own concepts of
holistic medi ci ne at our first wor kshop, al | sai d
somet hi ng i mpl yi ng recognition of its i nportance.
Personal statenments at that tinme included: "Encouraging
patients to solve their own problens”; "The encouragenent
of self-help"; and often referred to the various fornms of

psychotherapy in which the doctor aims primarily to
facilitate the patient's recognition and solution of their
own probl ens. W decided that a nodel of holistic
medi ci ne nust recognise both the actual and potential
intentional capacities for self-healing in the patient.

The self-healing powers of the body are well recognised.
At the level of everyday human observation there is the
sel f-healing of wounds and the unaided recovery from viral
infection for which orthodox medical science has found no

specific treatment. W all have evidence of conplete
recovery, leaving no trace of illness and also the repair
processes that I|leave their mark as scars. And our

everyday human observation also tells us that there are
limts to this self-healing capacity of the body: commobn

sense shows us that a person who loses a linb does not
grow another one, and nedical science shows us that the
severed spinal cord does not regenerate. I njuries,

infections, poisons, cancers sonetimes kill.

"The patient as potential self-healing agent" inplies nuch
nore than this. In adopting this concept as one of the
central five in our nodel of holistic practice we are
suggesting that human beings have far greater powers of
intentional self-healing than 1is wusually recognised by
either doctors or patients; and also that a major part of
holistic practice 1is to enable this potential human
capacity to be actualised

It nust be said at this point that we did not as an
inquiry group devote much specific attention to this
aspect of holistic practice: other issues |ike power
sharing and spiritual practice rightly or wongly seened
nmore inportant to us as areas for systematic exploration.
However, this hypothesis of human agency in self healing
was throughout the inquiry an inportant backdrop for our
ot her endeavours, and we frequently referred to it in the
context of other discussions. For exanple, the spirit
group realised early that no anount of attunenment,
i nvocation, or prayer would bring about healing in a
patient who did not want it, and the power-sharing group
recogni sed that power could in many ways never be given



away, only taken in an act of self-enpowernment. Because
intentional self-healing had a limted status in the inqu-
iry, this chapter nmust necessarily be brief and suggestive
only, although we believe that we can point in some inpor-
tant directions for future inquiry.

As we had just inplied, the notion of self-healing agency
is intimtely connected with the other aspects of holistic
practice. In particular it wunderlies the ideology and
practice of power-sharing, for without the possibility of
self-healing the doctor would be in no position to share
power, as is the case in certain enmergency situations.

I nt enti onal sel f-healing al so over |l aps with
sel f-gardeni ng, as the self-healing patient and the
sel f-gardening doctor reflect each other: the doctor's

holistic health requires the same care and understanding
as the patient's, and simlarly they often need assistance

in their own sel f-healing. And of cour se, t he
sel f-healing person, as a unique being of body, mnd and
spirit, and in their own particular context, wll require

a range of interventions and relationships to assist in
the actualisation of their healing potential.

So there was no convergent work aimed at exploring this

aspect of our model. What evidence there is is plucked,
rather like gathering wild flowers in a cultivated field
that have sprouted up of their own accord, haphazardly,
while other work was going on. The principle was there,
receiving nost attention in its relation to other aspects
of the model, but also quietly influencing our homework
activity. For this chapter we have gathered this
scattered work under five headings which we list and

di scuss bel ow, starting with the more "orthodox" and
moving toward the nore "alternative".

Encouraging intentional self-healing as part of orthodox
nedicine. The manner in which a patient is received and
related to by doctors and other professionals is critical:
if the doctor takes the role of all-powerful healer, then
the patient has little choice but to be dependent on their
m nistrations: this is what is likely to happen in soci al
settings such as the double blind trials, which manage to
ignore and suppress intentional self-healing completely.
On the other hand the doctors manner and style may in
itself invite the patient to recognise and exercise their
sel f-healing capacities, as in the follow ng exanpl e:

"When | see a patient, my working nodel is as follows.
Having greeted the patient and asked them to sit down, or
after | have sat next to them on the bed, I | eave a
silence, which the patient always fills by telling me his
probl em This 1 listen to wi thout interruption. Then
there is another gap or space after which the patient has
more to say or | ask what he or she thinks is the cause.
Wt hout my saying so, you know what the answer is here: "I
don't know but..." One of my hobby horses is about not



maki ng a diagnosis, or at least not telling the patient.

Far better, | believe, for the patient to make his own
di agnosis -- often a mxture of thoughts and feelings and
gquestions about hinmself rather than a word. No sooner are
we into cause than we are into prevention. Some suggest ed
causes will come from the patient, and sonme perhaps from
the doctor to be accepted or batted away. Wth my asking
the question, "Wlat have you tried already?" when it cones
to treatment, there is a large preventative el enent. So
often | feel that all | need to do is endorse the
patient's self-treatment or that of her «child. | may
confirm if it means anything, that the chest is clear,
and gradually the patient or mother will learn and grow in
confidence that the steam inhalations she has been giving
is all that is needed. Next time, she will know what to
do and my be do it earlier as she |earns. Thi s
encouragenment of self-dependence is part of nmy way of
teaching which | believe is a vital part of the healing
process."

The doctor as educator. This was accepted by every nmenber
of the group. In many practices this education is
evidenced in practice premses and waiting roonms and by
practice policies in many different ways. Several publish
their own panphlets, newsletters, or nagazines explaining
practice policies and i ncl udi ng heal th i nformation,
accounts of certain illnesses, and advice. One such,
entitled "Look After Yourself" discussed the interacting
ri sks of smoking, overweight, fat in diet, exercise, |ow

salt and high fibre in a sinple and straightforward way.

And of course the interaction in the surgery can be

educati onal . "I spend a good deal of the time explaining
what | am doing as | go along and, as far as physical
conditions are concerned, | conplement verbal explanations
with splendid picture books Ilike The New Atlas of the
Human Body. | use Susan Goodman's You and your Child to
illustrate important points in child developnment, when
such a problem has been presented. In these activities |
| ook on nmyself as an educator, but over the years | have
cone to see little distinction between the meaning of the

words 'education' and 'therapy'."

But education can go far beyond this. Dr Peter Mansfield,
one of our visitors and himself a family doctor, draw ng
inspiration from the Peckham Experiment, was instrumental
in founding, the Tenplegarth Trust as a charity "To
pronote know edge of the nature of health and help
communi ties devise appropriate nmeans of cultivating it".
The Tenpl egarth Trust, established in his locality, is an

i nvol vement whi ch he regards as i ndependent from
illness-orientated nedical practice. The information in
the panphlet states "The only rules are: no nention of
doctors, nor of our own diseases; all discussion to be
towards practical things ordinary people can do to

cultivate health".



After his visit one participant in the inquiry wrote, "I
wel comed evidence of his ~capacity to initiate health
groups and then withdraw leaving them to continue wth
their own life and vitality. Professions try to hang onto
skills t hat shoul d properly be encouraged in all.
Know edge of how to preserve one's own health clearly can-
not be the prerogative of professionals”

One of our participants, in private practice, puts energy
into organising and conducting workshops with an enphasis
on positive health nmeasures and practical education in the
acquisition of health promting skills. He announces
these in a panphlet entitled "Helping Ourselves". Thi s
includes a varied programme of |ectures, group activities,
study days and residential courses, covering Alternative
and Holistic Medicine, Yoga, Nutrition, Co-counselling,
Medi tation, Rel axati on and Sel f - hypnosi s, Expl oring
Personal Relationships and Well Being.

Anot her participant is active in a whol efood co-operative
which is "running snmoothly despite frustrations and incon-
veni ence of having 50-60 peple in the house two days and

eveni ngs each  mont h. Somet i mes I felt t hat t he
co-operative side was |ost, peoople treating me as a shop-
keeper. On the positive side - interaction between
peopl e, opportunity to discuss diet and health with
member s/ patl ents outside the confines of the surgery in an
i nformal way . Consi der abl e anount of
consul tation/counselling, interchange of ideas."

Clearly no doctor can handle all this work ainmed at health
promotion alone; much could be initiated and carried on
without the help of doctors, but they <can play an
i mportant part in starting wup projects or in their
encour agenent and contribution of skills when they are
needed.

Doctor as client-centred facilitator. Al menbers of the
group used "psychot herapeutic" skills. "Counselling" is a
less threatening word for some participants, while "honest
di scussion with insight and expression of feeling" my be
better still. Al'l involved in such endeavours recognised
that they are sinply helping the patient to identify
sources of their distress, accept what is unalterable, and
make what adjustments lie within the patient's powers. It
is a process of personal education. As well as one-way
counselling where the doctor is facilitating the patient's
sel f-direction, patients my use co-counselling to facili-
tate and enable each other. The beauty of co-counselling

is that it involves a reversal of roles that clearly indi-
cates that every human being can benefit from face-to-face

interaction and |oving acceptance of another. Speci al
skills and experience are involved in this work, but they
can be acquired without nmedical training. On  many

occasions the doctor is involved in a helpful and healing
way with patients undergoing the inescapable distresses of
life, and this involvenent has healing potenti al in
itself.



A part of t he doct ors role in the pronotion  of
self-healing will be at tinmes to do no nore than "see it
through" — to offer presence and human support so that
the patient can take the power to exercise self-healing.
And sonetimes this must include the recognition and owning
of powerl essness on the part of the doctor to do anything
ot her t han support. Sone possibilities in t he
encour agement of intentional self-healing are illustrated
in the following two exanples.

A 60 year old woman presenting with tension and insomi a.
On psychotropic drugs for 16 years. The brief record of
famly and past hi story indicated chronic enotional
di sturbance. The doctor offered the traditional diagnosis
of Chronic Anxiety State, but went on to attenpt a nore
holistic diagnosis:

1) Body - Tension in muscles, very poor sleep.
Tiredness.

2) Mnd - Fear of being inadequate. Fear of change
and | oss. Unable to show feelings.

3) Spirit - Lack of faith in the goodness of life.

His action was to inform the patient of Hol i stic
Counselling and Creative Therapy and to give her an
Aut ogeni c Trai ning panphlet.

She responded by attending the Holistic Counsel i ng
service. What ever the outcome, <clearly the doctor was

attenpting to encourage the patient's own powers of
heal i ng.

"A denmented 95 vyear old, deaf and partially sighted,
paranoid and suspicious. Imagining little nmen were
crawmling into her flat and who the Trainee had | ooked
after. Delighted to see ne after a space of several
mont hs. I put my arm around her and her face changed.
"The flesh was bad and dropping off, you can see | have no
face", she was saying. And her face changed. "It will be
all right now, ny face will be all right" as she felt the
hand on her back. Perhaps no one had touched her for sone
time. She fell and had to be admtted to the GP wunit
where she was tended and cared for by the nurses. And
now, even the maids taking her tea would touch her as they
put the tea down. She is looking nmore relaxed now and has
decided at long last to cone into a home where she wll
not be alone with her fear. She said yesterday, "You see,
Doct or, when you're old and alone, everything seens
terrifying and gets out of proportion". In the past she
had been treated with Modecate when she was denented but
we have managed without this time, | hope the inprovenent
is maintained. But perhaps it has nothing to do wth
people touching her or bringing reality to her world.
Wth this old |ady appropriate intervention enabled her to
take nore charge of her life".

Self-help groups. We realised during the research that
the notion that a person is a potentially self-healing




agent needs to be supplemented by the view that this
self-healing can be greatly facilitated by peers; and
i ndeed the view that self help groups can do nuch that
professional help cannot is increasingly conmon currency.
While we as an inquiry group did not systematically
explore, self help groups and the role of doctors in rela-
tion to them it is clear that they can play a major role
in holistic medicine. Some of our nenbers did set up and
encourage a range of different self help groups: for
exanple a Qit Valium group, Qit Snoking group, groups
for menopause, obesity, co-counselling, and assertion.

Teaching specific skills to enhance self-healing. Agai n,
although we did not inquire into them in any systematic
way, different members of the group were involved with
teaching their patients a variety of specific techniques
which are ainmed at enhancing and releasing a person's

capacity for self-healing. These included visualisation,
sel f-hypnosis, autogenic training, relaxation, meditation,
yoga, exercise, diet, and general Ilife-style management.
Many of these skills are within the reach of doctors with-
out enornpus anmount of extra training. Some of them may
better be | ef t in t he provi nce of "alternative"

practitioners.

Dil emmas There are of course dilemmas and choices in all

this, both for doctor and patient. Primary is the dilemm
of choice — when to treat with an external intervention,
and when to rely on and work with the patient's
sel f-healing capacities. And when to do both. Wth major
and |life threatening conditions such as cancer it may be
nost difficult for both doctor and patient to choose
between a radical and nmaybe disabling orthodox treatnent
which is alnpst certain at Jleast to extend Ilife even
t hough the patient may be conpletely passive in this; and
a mre unorthodox approach ained at mobilising the

patient's intentions and ability to heal thenself. And at
the other end of the scale with mnor illness it my
appear that external intervention may relieve unpleasant

symptonms, but many doctors and alternative practitioners
refuse to treat the synptom of a condition, and prefer to
encourage their patients to take increased charge of their
life-style. Any standard form of intervention in the face
of a particular disease automatically deprives both healer
and heal ed of the experience "Wat happens if you don't do
t his?" How many doctors know what happens, and in what
proportions, if you don't cut out an inflanmed appendi x?
How many doctors now know what happens when a depressed
patient is allowed to be depressed and not brought out by
artificial means?

Finally we return to the role of self-healing in relation

to others parts of the model, and in particular to the
sel f-gardeni ng doctor. If the doctor is to understand and
act with others in such a way as to facilitate the
emergence  of their sel f-healing capacities, it is



essential that they understand and are in contact with the

same capacities in thensel ves. The self-gardening doctor
is a mrror to the self-healing patient and their
capacities to heal themselves and others will gr ow
t oget her .



CHAPTER EI GHT: THE DOCTOR AS SELF- GARDENI NG

A view which enmerged quite rapidly in our first meetings
and which was generally assented to was that nedical prac-
titioners are conditioned by their training and by the
whol e nedical culture to use their role defensively. Thi s
means that the way nedicine is practised is a defensive
denial of certain anxieties and distresses within the doc-
tor, so that a good deal of denied distress is acted out

in ostensibly legitimate therapy. As one of our menbers
wr ot e, "In order to understand and act humanely with
others, it 1is necessary to feel synpathy with oneself.
Ot herwi se the healer will inevitably foist his or her own
‘unaware projections' upon the patient, and attenpt,

unwittingly, to attack the patient, or solve the patient's
problems in his or her own terms".

This view that professionalism is in part both a defence
and a projection was not in our view peculiar to nmedicine,
but synmptomatic of our culture as a whole, and its lack of

any model of enotional and spiritual education. Precisely
because the medical profession has such high status in our
culture, its nmenbers are caught in an invidious "Catch-22"

predi canent: as the nobst senior helpers in our society,
they are not supposed to have any problems, and therefore
they cannot admt to thenselves or others the very real
problems they do have both individually and collectively.
It has thus proved peculiarly difficult for doctors to
seek psychological help and to practise with any depth and
i nsight the ancient precept "Physician, Heal Thyself".

The emergence of i nnovative humanistic psychotherapies
over the last few decades has enornously enabled medical
practitioners to br eak out of their prof essi onal
def ensi veness. In particular, it is the realisation that
psychotherapy is better construed as enotional education,
desirable and available for al | adul t s, which gives

perm ssion for doctors to step out of the shadows of
repression.

From the beginning of the inquiry, some of our menbers

consi dered that sel f - gardeni ng, or "Physi ci an, Heal
Thysel f", was really the hub of the model, on which all
other four parts depended. But at least a quarter of the
group considered that it was still only on a par with the
ot her principles. What is clearly important, however, is

the experience reported by several nmenmbers through the
first four cycles, that it was attending to their own
sel f-gardening which gave them confidence and conpetence
to apply other parts of the mpdel, and also to stand
agai nst orthodox expectations of partners and patients in
practising in new ways.

It was certainly widely held that self-gardening was



essentially interdependent wth the principle of the
pati ent as potential self-healing agent. In order to be
sensitive to the cues for encouraging the autonony and
growth of the patient, the doctors need to be famliar
with and able to work with the same sorts of cues in their
own growth and devel opment .

W all espoused the view that sel f-gardening could occur
at di fferent | evel s of bei ng - t he bodi l vy, t he
intellectual, the emotional, and the spiritual; and also
in the context of personal, professional, and politica
relationships. W did not take any view as to which |evel
of self-gardening was or was not the nost primary: it was
rat her considered that each nmenmber was the proper judge of
whet her jogging, medi t ati on, co-counsel l'ing, or
i nfluencing and changing social systenms was nost inportant
at that time in their [lives. There was considerable

tolerance within the group as to the scope of individual
sel f - gardening.

It is clear from the personal accounts that the experience
of participants in the inquiry was in itself a fundanmenta
self-gardening event, wth its particular conbination of
reflecting on professional activities integrated wth
enotional and interpersonal work in the context of a
war m, supportive and confronting community of peers.
I ndeed, one of our nmenmbers |loving caricatured the inquiry
group as a personal growth group for doctors, and for sone
it did seem that over sonme cycles their preoccupation wth
sel f-gardening distracted them from the content of the
inquiry. In the reverse direction, however, the intensity
of some nmenmbers commtnment to self-gardening also made
them deeply committed to the inquiry process, and to
maki ng fundamental changes in their practice of medicine

For sonme, t he enoti onal openi ng i nvol ved in t he
sel f-gardening conponent of our neetings had powerful
effects on relationships within their famlies and their

medi cal partners. One nmenmber discovered the energy to
confront issues within his famly which had lain dormant
for years. Anot her wor ked t hr ough | ongst andi ng
differences with his Senior Partner. A third discovered

deep resentment at the way his nmedical education had
alienated him from his working class roots, and agonised
over whether to nove away from his confortable mddle

class practice into a radical co-operative in a city
centre.

On the negative side, it was the view of initiating
facilitators that insufficient self-gardening was done
during our meetings in the way of dealing with sone of the
under | ying di stress enbedded within pr of essi ona
def ensi veness and the conventions of the nmedical role.
This issue is discussed further in the Validity Chapter

Self-gardeni ng Processes Used on the Project

Readi ng through all the many reports of work done on each



cycle of application, it is interesting to see what a spur
to self-gardening the inquiry process was, and what a var-
iety of initiatives were undertaken by different menbers.
We give here a brief resune of these initiatives roughly
cat egori sed under body, mnd, spirit, and social context.

Bodily self-gardening. Ei ght nenbers nmention that they
were spurred to take up for the first time, or re-instate,
or devote more time to, various forns of physi cal
exercise: j oggi ng (the nost popul ar), swi mm ng,
cal i st heni cs, exerci se bi ke. The cultivation of
br eat hi ng, relaxation, and dietary control were al so
ment i oned. One nmenmber gave up snoking, but with a later
relapse to a pipe instead of cigars.

Mental (including emptional) self-gardening. This further
subdivides into personal growth activities, aest hetic

activities, and increasing know edge and skill.

Personal growth. The peer self-help method called
co-counselling was nost widely wused for personal
growt h: seven menbers reported using it - for
processi ng negative feelings to do with work and per-
sonal life; for exploring early childhood devel opnent
and the inpact of famly history; for dealing wth
t ensi ons arising in relation to est abl i shment
medi ci ne and the mechani stic nmedical model; for deal -

ing with tendencies to conmpulsive work; and so on.
Four nmembers reported working on their relationship
with their spouses. Two people reported starting a
di ary.

Aest hetic activity. There are a small nunmber of ref-
erences in menbers reports to artistic involvenments:
readi ng poetry, enj oyi ng pai ntings, t aki ng up
drawi ng, visiting architectural sites in France, and
(another nmenmber) in the M ddle East, putting up abst-
ract paintings in the surgery, spending nore tinme on
the delights of cooking.

I ncreasing knowl edge and skill. Seven menbers repor-
ted starting to do a lot more reading - of four main
sorts: books and papers on spiritual t henes, on
alternative t her api es bot h psychol ogi cal and
physi cal , on conventi onal medi ci ne, on vari ous

aspects of holism One nmember started study for the
MRCGP, two others enrolled for counselling courses,

and three nore conmmenced inquiries, respectively,
into acupuncture, homoeopat hy, and aut ogeni c
training.
Spiritual self-gardening. The inquiry initiated in sone
menbers and enhanced in sonme others a commtnment to
various forns of spiritual development and action. Ni ne

menbers specifically report on meditation as a central
form of self-gardening, and three of these nention yoga



t 0o. No details were given of what sorts of meditation

people were practising. It was the one form of
sel f-gardening nmentioned in cycle reports by the greatest
nunber of members. Gt hers mention: prayer, the use of

affirmati ons and invocations for personal enlightenment,
the use of chanting, the use of visualisation, attending
spiritual readi ngs, practising the presence of God,
applying for instruction for practising the presence of
God, applying for instruction for Christian confirmation.
Fi nal |y, f our menbers particularly reported increased
awar eness of m ndful ness, enconpassing shifting personal
ener gy | evel s (for t wo) and changi ng dynam cs of
relationships (for another two). See also, of course,
Chapter Six on Spirit.

Self-gardening in a social cont ext. Seven menbers
reported that the inquiry noved them to spend nore tine
with their spouses and/or children. For some tine this
i ncl uded doi ng medi t ati on, yoga, sSwi mm ng, wal ki ng
t oget her. As already nentioned above, four nmenmbers set up
special sessions with their spouses to work on issues in
their relationship, to do a body/enmotion/m nd/spirit
review, to rearrange time-boundaries. For one menber at

least the inquiry initiated a mpjor transformation of
famly relationships and attitudes.

There seens to be little doubt t hat sel f-gardeni ng
activities receive a considerable boost from belonging to
peer support, work, and inquiry group. Motivation is
enhanced by the spirit of sharing and compn endeavour;
energy and enterprise is released. Peers provide a
community of values that sustains the sense of nmeaning in
personal devel opment. Hence the enbarrassing question:

how many of these manifold self-gardening activities have
been sustained since the end of our regular series of
meet i ngs ?



CHAPTER NI NE: PARTI Cl PANT ACCOUNTS OF THE PROJECT

This chapter consists of personal accounts of the project

by f our i ndi vi dual participants who wi shed so to
contri bute. They clearly represent separate idiosyncratic
experiences and as such are allowed to stand on their own
with little editing. The aim of each account is to show
how our individual |ives have changed as a result of the
proj ect.

Personal Account 1

This report is a little premature in that the |ast manmoth
weekend is to come in which | hope many ends will be tied
up, or at |east shortened.

To define the limts of Holistic Medicine is a paradox,
for if man is to be seen whole his environment and context
nust be included, which extends to the edge of t he
uni verse and perhaps beyond. But the group nade valiant
efforts and extended ny concept of whole person nedicine
into the arena of man's spirit and has left me the problem
of finding out what t hat is, and how nmuch is it a
physician's job to be involved in spiritual problens and
mani pul ati ons; and if not who to refer them to in a

godl ess worl d. Seeing the patient as a self-healing agent
is very rewarding, if only it were true, but usually
rather than self-healing they have a "need to be ill"
(c.f. George Groddeck "Meaning of |Il1lness"). | suppose
one nust first renove the need to be ill to render them
self-healing - this may require an alternative therapy

whi ch has perhaps not been invented.

There was little direct study of alternative therapies,
though our fellow group nmenbers could inform us of
alternative therapies that they practised and the visiting
lum naries gave us other side lights on the subject; there
was nho organised investigation or study of its efficacy.
The availability of it locally | wll have to look into
mysel f. Al t hough this was planned in the early cycles it

has fallen by the way side but can always be revived next
year .

Power-sharing was very fully |ooked at by half the group -
but as yet no firmcriteria have been adumbrated and to ne
it really appears as an aspect of every doctor/patient

relationship - and the ampunt of power sharing depends on
the nature of the relationship. It is a two-way affair
and cannot just be willed by the doctor. The last area
whi ch was much consi dered was t he doct or as
"sel f-gardeni ng" person. This was perhaps the easiest

area to study as it is not really dependent on the patient
but entirely in the hands of the doctor, so easier for him
to control and know about and indul ge in.



Personal growth and development is a thing that happens to
al | of us whether we wll it or no, but is best
understood, controlled and directed than let happen willy
nilly wunder the pressures and vicissitudes of bli nd
fortune. This is true of everyone and why doctors should
make such a neal of it, and see it as part of their
professional remt and use professional tine and resources
to pursue it | found a little irritating, as I felt the
time would be better and more profitably spent |[|ooking at
the vagaries of patients, their ills and behaviours and
the nultitude of alternative therapies and their nopdes of
practice and means of action. But this is a reflection of
my reasons for joining the project, which were not to
effect change or understanding of nyself. Bei ng past
fifty this was pointless: better to learn about what
exi sts and how to mmke best use of it.

So what changes have occurred? To get an objective view
of this | have asked mnmy trainee (who has just conpleted
her year with me, is leaving the practice on the 16th
July, and has this day heard she has passed the MRCGP s
exam - so is free of nmy influence and patronage) to wite
an account of any changes in her trainer over the year she

has worked with me. She has read all my letters to
Gordon, "The Stones of Power", and witnessed ny daily
bl essing of the surgery, and been bored by various
holistic rem niscences. The result of this, her last and
only teacher-inposed project, | have not yet seen, soO
before I do | had better wite down sone subjective view

of how |I have changed over the last nine nonths.

I have never seen nyself as a spiritual person, nore an

at hei st without conviction or a lazy agnostic. Bapti sed
and confirmed in the Church of England, going to church at
Christmas and Easter, supporting ny wife in her parish
duti es, seeing the children were all bapti sed and
confirmed as a prophylactic vaccination against any
attacks of religious mania in adol escence. Unfortunately

nmy eldest son became a primtive Baptist while away at
Notti ngham University, but it is a very harmess form of

adol escent rebel lion. If any of ny patients showed
religious interests, had a tendency to prayer or asked
spiritual guestions, [ would Ilisten and direct them
el sewhere, feel a little unconfortable and nove on to the
nore solid ground of psycho-dynamic psychol ogy. After
listening to Murray Korngold, taking part in the spirit
group di scussi ons, t hi nki ng about t he problem and
rationalising it into a matter of met a-i nf ormati on
processing, | have become nore reconciled to considering

nmy patients' spiritual needs and if not attenpting to
supply them at least integrate them into the chaos of
their psycho-dynamic world and the disconfort of their
bodily distress.

In a number of co-counselling sessions, and through the
feelings engendered and displayed in the encounter groups
I have come to know and accept nyself at a slightly nore



profound |evel despite, or in spite of ny well organised

defences in depth. I had always known | had a neglected
little child inside me - but to nmeet him and feel with him
was an experience. I had al ways known | had a block in ny
psyche to prevent nmy sensitive core being touched, but to
nmeet and see that long white wall in my head (or heart)

was anot her revel ati on.

To be privileged to witness and feel the inner workings of
the mnds and spirits of the other group members in the
encounter group was an education which one would have to

search diligently for in the deserts of the usual
post-graduate medical curriculum The group's power to
contain it, and love to elicit it, and care to control it
was breath-taking and beautiful, an enabled nme to nake
t hat little pr ogress menti oned above t owar ds sel f

under st andi ng.

I have with the encouragenent and honesty of other group
menbers been able to begin to trust my insights and
feelings about the patients, which in the past | have felt
to be true but seldom risked using them or even testing
t hem Havi ng now nade this break with my all too rational

past, | hope to learn and devel op these skills further but
fear without the encouragement and regular re-inforcenment
from the group may well slip back into my well tried and
sem -rational psychol ogi sing. I touch nmy patients nore,
a little nmore, not because | think | should under the
influence of the group, and not because | feel it wll do
them good, just that | find myself, I  have observed
mysel f, touching ny patients nore. In sonme ways | am nore
self-revealing of my life and nmy famly and ny world to
sonme of my patients, when it feels appropriate and not in
any planned way; it just happens.

I bless my surgery every morning, as set out in Chapter

Six, and I think I will continue to do so, as a constant
rem nder of this group's insights and experiences - to
remnd ne every day of what | have |earnt and have yet to
| earn about holistic medicine. This wuse of ritual has
made nme think again about how, when | first took up
general practice, | decided to save ny skin and ny tine by

not ritually washing nmy hands between every patient, and
not swabbing injection sights, as bacteriologically it was
usel ess and therefore a pointless ritual. | have cone
full circle to see that rituals are not pointless. | have
not yet started swabbing the arm before injections, though
| may conme to it.

I have set ny heart on an adventure of controlled folly

with ny stones of power, which are now all prepared but
not yet used. My mind is dragging it's feet. My sister
thinks the patients will see it as strange. My wife helps
and supports but has given a nunber of very strange
sm | es. My trainee has tried to understand, but is | feel
relieved to be noving on to a nmore traditional practice.
I have not dared to tell ny partners. My brother is



intrigued but does not really believe it. Wt hout the
constant re-inforcing support of the group it may only get
done because | have prom sed nyself to do it against all
reason as an educational exercise and a research project
into the ineffable clouds of wunreason that surround the
practice of medicine.

I have read "If You Meet the Buddha on the Road Kill Hm"
by Shel don B Kopp; "The Book as World" by Marilyn French;

a woman liberation author on Janmes Joyce's "Uysses",
where M Bloom as everyman, nmeets the whole world, in a
day in Dublin (literature attenpts to be holistic); "The
Evol ution of Human Consci ousness" by John H Crook; and to
follow it, as it's apparently natural sequel, "The Origin
of Consciousness in the Breakdown of the Bicameral M nd"
by Julian Jaynes - with a title like that who needs to
read it'!

Personal Account 2

I am a forty year old white male doctor. My background is
working class and | had the m sfortune to go to a London
teaching hospital. The traditional medical education |
received was ny first introduction to the profession.
Initially it was frightening and disturbing but 1| |[|earnt
to adapt, and on qualifying, the workload left little tine
for questioning what | was doing. Fol | owi ng several vyears
in hospital I became a General Practitioner firny

entrenched in the traditional doctor nmpuld and out of
touch with my working class background.

| practise in a sem-rural environnent from a purpose
built health centre with five other partners. W are a
teaching practice for the |local medical school, have a
trainee, and offer a high standard of nedical care. [
have been in this situation for eleven years.

Several years ago | began to feel ill-equipped to deal
with the problenms presented to me. My medical training
seemed inadequate and inappropriate. Many consultations
had a "warlike quality" about them a battle between the
person trying to convince nme that they were ill and myself
trying to slot them into rigid categories, giving advice
and talking too nuch. I began to Ilook around for a

di fferent nodel on which to base nmy nedical practice, and
after experiencing sone humanistic psychol ogy, humanistic

medi ci ne and per sonal growt h in t he form of
co-counsel |l ing, | joined the co-operative inquiry into
holistic medicine.

In the following account | want to try and share sonme of
the feelings, excitement, joy, despair and uncertainties |
went through and | am still struggling to resolve.

| becane aware of a growing anger towards doctors based on
their attitude towards patients. How angry were ny
patients when they cane to see nme? They had to cone, they



were ill - how did | use ny power? I began to |I|ook
critically at nyself in a three-piece suit giving an air
of confidence; if not actually behind a desk, then across
the corner of it. I was surrounded by my instrunents,
stet hoscope often around ny neck. I was fully dressed and
the patient often undressed. | kept control, dispensing
know edge, advice and prescriptions. Was this show ng
power ? How easy was it for the patient to get past all
these obstacles to retain sone control over what happened

to them 1 found that if | listened carefully to the
person's account of their synptoms, in the majority of
cases all |1 needed to know was contained in this account.

I did not need to go through the catechism "Is the pain
Wworse on exercise, or on taking a deep breath, or have you

coughed up any blood etc?" I simply had to give
attention, provide a safe atmosphere, give space and
time. This was extremely difficult to do; | was no |onger
in control .

The first practical step was to do away with ny desk and

my suit, but it was so difficult. Gradually | was begi nn-
ing to trust and gain confidence in the other people in
the co-operative inquiry. W net every six weeks - for ne
it was a recharging of energy realising that | was not so
i sol at ed. This isolated feeling had been with nme since |
qual i fi ed. Now I was allowed to express these feelings; |
was |istened to, other people had simlar doubts and fears
about the profession and the medical model. This served
as a great souce of strength; ny desk went, my suit

remained in the wardrobe and what happened? My partners
became uneasy; the staff |aughed to hide their feelings

and ny patients made no comment. They accepted these
changes and gradually over the nonths seem to be much nore
rel axed. Hi story taking becane easier, diagnosis did not

seem so central to the consultations, and treatnent canme
to consist more of joint planning.

%Y next step was to show patients replies from

consul tation requests in order to involve them in
deci si on-maki ng about their treatnment. This | am sure
many doctors do anyway, but | decided to wite a letter to
the Consultants letting them know what | was doing. The
foll ow ng i's a reply from ny | ocal Consul tants'
Committee: -

"I am writing to you in ny capacity as Chairman of the
Medi cal and Dental Consultants' Conmmittee because on a
nunber of consultation requests received from you you have
menti oned, as a postscript, that the Consultant's reply to
your letter could be shown to your patient, as you suggest
this mght help to inprove patient/doctor relationship.

"A nunmber of ny coll eagues have expressed sone objections

to this procedure. In particular they feel that they
would be very guarded in their letters to you if they
t hought t hat you would show such letters to your



pati ents. Whil st they accept your freedom to do so in
this respect, they asked ne at a recent neeting to wite
to you expressing their views regarding this situation.

"They feel in particular that communi cati ons  bet ween
doctors are in fact confidenti al, and would w sh to
preserve this, and so be free to express their views about
your patients to you in the usual way.

"I hope this explains our views and that you understand
our opinion.

Kind regards."

The sentence added was not a postcript but in the actual
letter and it was this "In an effort to involve the
patient in the decision concerning his/her illness hel/she
may be shown your reply to this consultation request”.

The object was not sinply to inmprove doctor/patlent
relationship, but to allow the patient sone responsibility
concerning their illness.

The reason gi ven in t he letter for preserving
confidentiality seenmed to be that the Consultants would be
free to express their views about the patient. What was
the fear behind this? After all hasn't the patient a

right to know what has been said about them Were they
gquestioning my judgnent as to the appropriateness of
di sclosing information, and if so, why not state this in
the letter? There was also an interesting typing error
over their/your patients, as if the actual patient could
not function as a person able to make decisions about
t hensel ves. Again isolation and fear were the feelings
experienced.

As the group progressed the conceptual nodel of holistic

medi ci ne enmerged. The possibility of practising this in
the NHS in ny present situation seenmed nmore and nore
renote. | was paying lip service to the ideas; | wanted
to change things, | was in too nuch of a hurry. An

opportunity arose to talk to a group of newly qualified
doctors and nedical students on the subject of holistic
medi ci ne. They had formed a society at the nedical school

called "Questioning Medicine". | tal ked about our group
and the conceptual nodel so far; the response was
overwhelming "Wy isn't nedicine like this? Qur training
negl ected practically all the ideas that you expressed".
There was a tremendous enthusiasm for the concept. Agr eed
the group was self-selected, but, why | wondered, wasn't

medi cal education altering.

The more | exam ned each concept and the possibilities of
putting them into practice the nmore depressed | becane.
For exampl e, power - shari ng, one aspect of holistic
medi ci ne. | began to realise it was obviously political,

not sinply a matter of discarding ny suit and doing away



with my desk. How can | really share power earning
substantially more than the majority of nmy patients? I
had to look at my role as a GP in a nmuch wi der context.
Society obviously valued me as a doctor by the anmount

received in salary. There was a question of nmy role in
pl easing society, dispensing out prescriptions to avoid
crisis which may lead to change. | becanme overwhel ned and
despondent and began to |ook around at how other practices
wor ked. | visited two "radical" practices which seem to
go part way to dealing with the problem highlighted by the
holistic medicine inquiry, but as yet | am still in nmy
original practice struggling along. I have continued to
change, initially in superficial ways but slowy at a much
nore deeper level. \Where this will lead | do not know. [

think the way nmedicine is progressing has got to change
the bal ance has got to be altered, but the force to change
it, | think, is going to conme from the consumers, and not,
unfortunately from the doctors - | may be wrong.

Per sonal Account 3

My reasons for attending the holistic medicine 1inquiry

were many. Firstly, | had felt for sometime that there
were a wider range of interventions that | could usefully
use to help people, even in the 8 mnute consultation of

the National Health Service. Secondl vy, I was curious

about how co-operative inquiries functioned.

I had recently studied humanistic psychology follow ng
several years of Balint groups. | followed this by a year
| ooki ng at al ternative i nterventions for relieving
enotional distress, such as behaviour psychotherapy, and
famly therapy, assertion and sexuality training. I had
become a trainer and needed to look at the sort of
medicine that | practised in greater detail in order to be
able to explain it to a trainee. This was also a year in
my life when | was eager to look at myself, my life and my
job and how they all related. I had had a vivid dream of
riding a horse across the plains to the distant hills. [
was going so fast that | could not read the words on the
signpost which pointed to three distinct routes towards
the hills. The year of holistic inquiry seemed to be part
of this onward rush not |ooking at alternative routes in
order to reach ultimte goals, and | had no idea what the
ultimate goals were. My partner said that she had experi-
enced nme rushing ahead never |ooking back at her trying to
clear up the manure as it fell behind +the galloping
hor se. We never reached the hills either. There were 16
men and 4 wonen in the enquiry. They seenmed to be very
well versed in philosophy, and academ ¢ arguments, or very
skilful in alternative interventions. | felt both awkward
and ungainly in both body and spirit entering into a new
inquiry into holistic medicine inmy mddle age, but very

excited by some new ideas and concepts.

Firstly, was the concept of self-gardening. Where was the



time in a busy NHS practice, and a fanmly and hone to care

for too, to find tine for self-gardening?. The famly
preferred their old diet and there did not seem much tine
to look at ny own health. The idea that the way |
practise nedicine is the way | am was a powerful new
concept. I do care very mnmuch about the effects of ny
medicine and treatment on others, and | had assuned that
the way | was feeling in nmy rushed day had no inpact on
ot hers. There is no doubt that the mad rush had an effect
on both patients and coll eagues and | began to realize how
i nportant it was to be at peace with myself. Bal i nt had
tal ked about the doctor hinself being part of t he
treatment and | saw that in order for the doctor to be an
"effective medicine" he or she should be at peace in
spirit and m nd. This required constant vigilance and

practice as had been noted by others and is certainly a
power ful challenge.

It was not wuntil the inquiry split into two groups, onhe
studyi ng power-sharing, and the other the place of spirit
in consultations that | discovered that by alloting a few

m nut es of qui et prayer to be nor e pati ent and
understanding and to know what people were saying it was
possible to be more fully present for people and to be
nore receptive to their needs both spoken and unspoken. I
| earnt about the inmportance of touch and how hel pful it
was to ne when faced with an untreatable problem to touch
that person and pray that they be hel ped by powers outside
my own. Korngold had |ikened spiritual healing to turning
on a powerful electrical beam We also witnessed Alec
Forbes using spiritual healing. The use of prayer to help
t hese people gave nme another tool to use. I am not sure
how the recipients experience it. I had not dared to ask
t hem I began to feel nore able to intervene in other
ways when | visited a dying patient one norning. She told
me that she dreamed that she was falling into a pit and
her husband had pulled her back. I said it nust have
seemed as if the pit was death and she said "Yes, | wish
he (ny husband) would Ilet ne go. I am so tired of
living". That evening there was an urgent call from the
husband and as | drew up to the house | heard the teenage
daughter crying for someone to help save her nother. [
went to the bed to find the husband cradling his wife in
his arms but this time | called the teenage daughter to
the bedside and the four of us formed a close circle while
we watched the mother slip away and the girl had tinme to
kiss her nmother goodbye and tell her how much she |oved
her . It was all so quiet that the sleeping toddler in the
rooom was not awakened and the remainder of the famly
came in after death and kissed the woman goodbye.

Another tine a demented deaf and partially sighted old
| ady was talking about her face crunbling away and other

del usi ons. I suddenly felt her | onel i ness and
bewi | derment and put ny arns round her. Her face rel axed
and the sanity came back in to her, and | realised how nad
her half world nust seem when she lived alone in a flat



with no relatives and few friends and certainly nobody to

hug her. How easy it was for any of us to become insane
under these circunstances. Leaving a gap in the
consultation and raising issues of spiritual belief opened
up new insight into people which had previously been
i gnor ed. Two of my partners are commtted Christians and
I had felt very hesitant about [|oooking at spiritual
beliefs from the place that | was in. I was aware that
there is sonething outside us and within us all, that is
very inmportant. It is partly the essence of that person
which | eaves the body at death, but | find it difficult to
define what exactly it is. Certainly it is the spirit
within that gives people power to fight their illness and
survive the ordeals of life.

There was the question of power-sharing. | had felt for
sonetime that creating a partnership with the patient was
usually the best way of dealing with any problem | had
not really thought of the patient as a potential
self-healing agent in any great depth. Now | had to | ook

at ways of sharing power and ways of helping problem
people have greater understanding of thenselves and of

alternative ways of keeping healthy and ways of treating
di sease. We started encouraging the Health Centre Users'

Group. We | ooked at ways and nmeans of making the Health
Centre a centre for encouraging good health rather than a
centre for treatnment of ill health. We already had sone
self-help groups and discovered that although people with
simlar illnesses had a lot to teach each other in coping
with that illness they still benefit from outside help
from people who had know edge, who care and are objective
about their particular problens. W found that on the
whol e people do not want to think about their health until

forced to do so. My trainee tried changing chairs with a
pati ent conpl aining about stress-induced indigestion which
had been investigated but no organic caused was found for

his conpl ai nt. As the patient became the doctor he
suddenly saw how his synptonms were stress-related and how
only he could take steps to alter the stress. There was

little the doctors could do to help him without his own
co-operation.

As the year proceeded | felt more and nmore nuddl ed by what
I was learning and only now am | pulling out sone of the
t hr eads. Firstly, | have | earnt how i nportant a

first-class up-to-date know edge of medicine and treatnent
are, so that intervention used can be based on a sound
di agnosis and know edge of as many as possible available
treatments and interventions and also the relative values
of these for the disease and for that person in that

particul ar time of their lives and that particul ar
envi ronment . Secondly, | have learnt that a nunber of
people do not want to help themselves, and expect a magic
answer for all their problens. I have learnt about the
power of | ooki ng for t he spiritual el ement in
consultations and a little of the power of prayer. I have

occasionally experienced how it can be to be absolutely



present for a person In a consultation, sensitively tuned

into their needs. I have felt more able to relate to
people with greater openness. | have learnt a great deal
about how other doctors and healers see their jobs and
what their ideals are. It is difficult to know how much
I have really altered in ny attitudes during this year of
holistic medicine or how ny practice has altered. | think
probably very little. I am now however aware of far nore
ways of hel ping people. | feel that the tinme has conme to
go back to look at the signpost again and rethink which
route | should be taking. I am still not sure what the

ulti mte goal should be.

Per sonal Account 4

As | wite this account from a feverish bed, it seens as
t hough the events of the project are far behind nme and yet
many colourful imges remain in ny menmory.

I am 29, born an only child, single, male and white; | was
the youngest menber  of our group and had a fairly
traditional medical training. | qualified in 1978, giving
me less clinical experience than nost of the other
participants, but | had for two years or so been quite
i nvol ved in per sonal growt h wor k, (est, massage,
co-counselling etc.).

I have not wusually been shy in comng forward with ny

feelings in groups and | do find the technical «clinical
side of ny work a drudgery at times, preferring to be a
sociable friend rather than a parental authority in
relation to nmy clients.

At the time of the project | was working mainly in a snall
psychiatric wunit in central London; work which | always
enj oyed. I had no experience of general practice, but

woul d do as soon as the project finished.

I well remenber the flutter of excitenment | felt during
the first briefing neeting of the group, 1in a rather
austere room at t he British Post graduat e Medi cal
Feder ati on. These were the people | was to travel with on

the exploration of ourselves, our patients and the, as
yet, uncreated five part nodel.

Al'l went generally well for me. Peopl e were open, warm
willing to talk... laugh... cry. . or shout, as well as to
present ideas, feedback data and |jog/swi mmassage wth
me. People |istened often.

I knew one member of the group through a nutual friend and
another from a past hospital job, and it was not |ong

before I was aware of the vast resources both personal and
professional we had in the group.

This realization, together with a knowl edge that ny then



psychiatric post was short-term combined to make ne

wonder if | had something to offer the group in a special
sense. An idea began to crystallize which | shared,
intially in an informal way, and later as a formal
proposition with the rest of the group. I had time on ny
hands and providing | was able to support mysel f
financially, 1 was willing to offer it to the group. [

felt it was inmportant to find out certain data for our
inquiry process; for exanple, how is power being shared
with patients in reality - wespecially as | was in the
power group - and what inpact has self-gardening had on
our relationships with clients?

My proposition was that | would visit individually each
menmber of the group for a period of say two days. Duri ng
this time | would try to do several things. I would neke
observations of their working lives and try to get direct

feedback from patients about whether they felt their
doctor had changed his/her approach to them as a result of
the holistic project and whether for better or worse. [
would then, in a co-counselling format, give ny friends
the information and let them respond as they wi shed. My
intention was to nmke the whole process co-operative and
in the spirit of the project, through full feedback of any
emoti onal distress which such a potentially threatening
situation nmust surely evoke.

There was a growing interest in eventually putting our
ideas and findings to a w der audience; an interest which
led to this book and | therefore consulted a good and hon-

est friend of mne to help me clarify ny ideas in the form
of a letter which was suitable for distribution to T.V. or

newspapers. The contacts with the nedia that | nade were
of a preparatory nature, to gauge the Ilevel of interest
and the replies | received from them were of an interested

but brief nature, asking for further details.

Al t hough | had discussed ny ideas in the group briefly be-

fore, | had not until | faced them all on a sleepy Friday
evening beginning of the nmeeting at Wndsor Great Park,
done nore than that. I had also prepared for them a |Iist
of ny possible expenses, including of course, cost of the
final product - a long typed study of each practice and
practi tioner.

I began to describe ny proposals. There was a very
unconfortable silence - | felt as though | had made a m s-
take at school but didn't know what it was. Then the

silence broke and an angry tirade seened to ring around
the stately room.."Wiy did you do it without telling us?"

(writing to the media).... "This is not co-operative"

"the nmedia will msrepresent us!"” I quivered and shook.
One group nember, sensing my distress, intuitively cane
and enbraced me. | cried. I was a child, and 1 didn't

under s t and.

The angry sounds dispelled and a Ilong and difficult



weekend began. I think we were all 1in rather a |ow

st at e. Qur visiting lumnary seemed unable to understand
the enphasis some of our group put on the expression of
negative emotion in the moment. Some of us seened unable
to see his view of the inportance of transnutation of
negative feeling by visualization etc. He did not believe
in "splurging out" negative enotion and said this was
destructive. My views on the matter didn't seem very
fixed.
My child-like nature had surfaced at tinmes that weekend
and got quite a rough ride. The marks didn't disappear
i medi ately either. Now that | have learnt nore to
recognise and live the child-like part within me and give
him the chance to play nmore often, it less often surfaces
i nappropriately when | need to act from an adult stance in
the worl d.

"A young child has a perfect, i ndi scrimnate

uni versal love for all things. As he grows

ol der he makes the m stake of supposing that
some things are friendly and others are
antagoni stic to him' (Brandon, 1976)



CHAPTER TEN: CONTEXT AND CONSTRAI NTS

Holism does not exist in the abstract but is bounded,
determ ned by and determ ning, a particular context. For
us as participants our particular circunmstances defined
not only the place we were starting from but also what we
perceived to be possible.

Perhaps the nost notable Ilimtation of the inquiry was
that with the exception of Elva, John and Peter we had all
undergone a medical training. This condition was inposed
from the outside and is part of the wi der social and poli-
tical pressure exerted by the nedical profession. The in-
quiry therefore lacked a full-blooded contribution from
both patients and alternative practitioners practising
out si de orthodox medicine.

The status, noney and power that flow to all doctors from
the way in which our society is organised is another of

the givens of this inquiry. A partial attenpt to deal

with the political inmplications of this is given in the
Chapter on Power-sharing.

Furthernore with the exception of three participants all
the doctors were primarily based in full time NHS general
practice. In many ways this was a great strength since
not only does it provide a security free from financial
pressures, it also nmeant that we were all closely aware of
the realities of general practice and it is this ordinary,
wor k-a-day world in which our strategies were tested out.

Nevert hel ess wor ki ng within t he NHS i nposes many
constraints: we were all in partnerships which contained
the wusual spectrum of cooperation from frosty rigidity to
open- handed wel comi ng of new ideas. In addition the only
real way in which general practice is structured from the
outside by the state is through the Statenent of Fees &
Al | owances, a volum nous and constantly updated red book
that defines numerous aspects of GPs work from how nuch
you get paid, to the maxinmum fl oorspace for a surgery that
the state will support. The style of all of us was thus
intrinsically bound up with our particul ar mx  of
partners, the balance we wi shed to achieve between earning
nmoney and spending tinme with patients or famly and the
everyday demands of the practice.

W thin this flux of conflicting pressures gener al
practitioners do however have a considerable degree of
freedom - far nore in fact than that vast majority of
their patients still fortunate enough to be working, or
for that matter the staff that they enploy. This can be
seen by the very large range of different strategies that
we experinmented with. In addition that old alibi, |ack of
time, is often the direct result of decisions made by the



practitioners thenmselves. British GPs spend less tinme in
face-to-face contact with their patients than in any other

Eur opean country. Over 40% spend less than 15 hours per
week actually with patients either at hone or in the
surgery. Thus for very many GPs "lack of time" is a
condition they thenselves i mpose on their patients.

Whi | st occasionally pressures of tinme are a r eal
constraint they are much nore often the direct result of
the way we choose to practise medicine.

The relationship between orthodox doctors and alternative

practitioners is also confused and set about with
constraints. Until the last 10 years doctors could be
di sci plined Dbefore the General Medi cal Counci | for
associate with non-nmedically qualified practitioners and
even now this is subject to regulation. Ort hodox doctors
are still currently legally liable for anything that my
bef al | pati ents whil st they are under the care of

alternative practitioners to whom they have referred
t hem For their part, of course, alternative therapists
do not have access to the professional and financial
security provided by the NHS. While we were aware of
t hese difficulties bet ween or t hodox and al ternative
practitioners we made no attenpt to deal with them

Finally, of course, and in their way nost inportant of

all, are those internal constraints that define the way we
see the world and shape our fantasies of what we can
conceive of as possible. These dreans and fears surfaced

through the whole text of the inquiry, and can be seen
weaving their way through the whole fabric of this book.



CHAPTER ELEVEN: AN ASSESSMENT OF THE VALIDI TY OF
THE | NQUI RY

In Chapter One we have made the point that validity within

co-operative inquiry is centred on the critical, inforned
and discrimnating judgments of nmenbers of the inquiry
group. In this chapter we will say in nore detail what we
mean by this, and give an account of the wvalidity
procedures we used in this inquiry. Havi ng done this, we

shall present our assessnment of the validity of our work.

Critique of Validity in Medical Research

We shall begin with a summary critique of traditional not-
ions of wvalidity in nedical research. W do this because
it is too readily assumed that methods such as the
doubl e-blind cross-over trial, or the questionnaire survey
are the only really proper ways of conducting inquiry. In
particular, the randomised clinical trial is regarded as
an exenmplary way of controlling for internal validity. It
does this through the matching of patients who are to be
the subjects of the inquiry, the random assignnent of
mat ched patients to treatnment group and control group, and
appropriate statistical analysis of the results. Thi s
whol e approach is based on the traditional view, which we
rejected in Chapter One, that there is one "reality" which
can be known objectively and we refer you again to the
argunents advanced in that chapter.

The matching of patients is the first specific procedure

of the controlled trial. It is usually done, and it is
reasonable to argue that it can be done, in terms of
external criteria such as age, sex, social <class and
measur abl e pat hol ogi cal vari abl es. It #s problematic to
mat ch patients in terns of their personal history and sub-
jective experience of their disease process. This subjec-

tive dinmension of the disease condition is on our view of
reality essential to a proper understanding of it and of
patients’ response to and involvenent in forms  of
treat ment: know edge, di sease and treat ment are
obj ective/subjective in their natures.

Random assi gnment of matched patients is an essential con-

dition for t he ort hodox research model since t he
statistical procedures used are based on the assunption of
random groups. From our perspective it is open to major
obj ecti ons. It is ethically offensive: it contradicts
t he nor al right of pati ents to fully i nfornmed
sel f-determ nation in t he sel ection of avai |l abl e
treat ments: and it contradicts their right to exercise
i ntentional healing power, since this presumably would in-
terfere wth the experinental design by introducing

ext raneous treatnent vari abl es.

It often is argued that these ethical objections can be



overconme If the patients give their fully infornmed consent

to involvenent in the trial. W are not happy with this
argument for a nunber of reasons: if the patient consent
is sought on the basis of really full information this
gi ving of information becomes a treatnent and test
condition in its own right, which nay thus cloud the
experi ment al ef fect; if consent is sought and a
significant nunmber of patients drop out of the trial, then
accrual to the trial is no |onger random but skewed in
favour of those who opt in. But nost inmportantly, would a
rati onal being, if given full information about the drug

to be tested, the outconmes expected, the possible side
effects, and the nature of random assignnment, consent to
abandon self-determnation in the selection and management
of treatment to engage in such an alienating enterprise?
A rational being would only be part of such an experinment
if there were no other way of mnmaking a choice between

treat ments, and if such participation expressed a
self-directed approach to t he managenent of their
di sease. W are also concerned that consent is rarely
sought on the basis of really full information: t he
conventi onal medi cal research culture exploits t he

Cartesian passivity of patients and never makes it «clear
to them that they are inplicitly being asked not to
exercise their internal agency or self-treating power
during the course of the experinent. Fi nal ly, j ust
because informed consent tends to undermne both the
management and met hodology of the trial, in this country
it is sometimes not sought at all.

The random allocation of sone patients to a control group,
who would in many cases receive a placebo rather than a
treatment of any kind, raises a further set of ethical

i ssues. If the practitioner believes on the basis of
available clinical evidence that a treatnment is effective
they will be acting un-ethically if they withhold this
treatment from those patients in the control group and
will find it morally inpossible to conduct a classic
experi ment. It is still open to them to seek conparison

in a control group of patients not under their care, and
forme of research design need to be developed which can
acconmodate this. To our know edge, the practice of the
present medical research ethos rules this out.

The statistical met hods used erroneously assume
honogeneity of patient populations and thus the results
often cover over i nport ant i ndi vi dual di fferences
obscuri ng interactive effects bet ween treatnents and
personal characteristics. This does not help with the all
i nportant practical question "Wat is the treatnment of

choice for this individual patient?".

It is inportant also to realise that all this careful
met hodol ogy  enpl oyed is ai med at ensuring internal
validity; that is to say, it is ained at the question, did
the treatnment actually make a difference? The question of
ext er nal validity -- that of deciding to what other



situations and conditions the treatnment can be applied -
can only be answered inductively, and is always logically

probl ematic (Canpbell and Stanley, 1963). Furt her nore,
the very special experinental and test conditions are in
t hensel ves powerful variables which call into question the

generalisation of the observed effects to treatnment situa-
tions where such variables no |onger apply.

A final point. Conventional method is always seeking to
elimnate the placebo effect, t hat is to say, find
treatnent effects which fall outside it. On a holistic

view, it makes nore sense to harness the undoubted healing
power of the so-called placebo and to develop a research
nodel which seeks to wuncover the integrated effect of
physical treatnent with effect of belief and expectation.
W would hypot hesi se, for exanple, that a physically
effective drug, given charismatically and with due attent-
ion of ritual and cerenony, would have a nore powerful
heal i ng ef fect t han t he same drug adm ni stered
doubl e- bl i nd. It may be that the actual physical effects
of certain treatments such as acupuncture are consequent
upon their integration with belief and expectation on the
part of both patient and practitioner.

Validity in Co-operative lnquiry

Co-operative inquiry claime to be a more valid approach to
research because it "rests primarily on a collaborative
encounter with experience" (Reason and Rowan, 1981b).
This is the touchstone of the approach in that any
practical skills or propositions which arise from the
inquiry can be said to derive from and be congruent with
this experience. We have argued above that this approach
to inquiry makes nuch nore sense in the context of the
mul tiple view of subjective/objective knowing that we out-
lined in Chapter One. The validity of this "collaborative

encounter with experience" in turn rests on the high qual-
ity critical, self-aware, and infornmed judgenents of the
co-researchers. And of course, this means that the nethod

is open to all ways in which human beings fool thenselves
and each other in their perceptions of the world, through
cultural bias, character defense, political partisanshinp,
spiritual impoverishment, and so on. As we have argued
earlier (Heron, 1972, Reason and Rowan 1981b) co-operative
inquiry is threatened by unaware projection and consensus
col I usi on.

Unaware projection nmeans that we can fool ourselves. We
do this because to inquire carefully and critically into
those things which we care about is an anxiety-making bus-
iness which stirs up our psychol ogical defenses; we my
then project these defenses onto the world we are supposed
to be studying (Devereaux, 1967 identifies this as simlar
to countertransference in psychoanal ysis). If you have
invested, as in the present inquiry, half a life, years of
education, practice and conmtnent into being a doctor, to



set this aside to explore new attitudes and ways of
practice is a formdably difficult act. It is much nore
conmfortable to hold onto the world view we already know,
and so it is easy for our defenses to give rise to a whole
variety of self-deceptions in the course of the inquiry,
so we cannot/will not see the new truth.

Consensus collusion means we join with others to support
this tendency: the researchers band together as a group
in defense of their anxieties, so that areas of their
experience which challenge their world are ignored or not
properly explored.

We have devel oped a nunber of procedures which serve to
counteract (but not elimnate) these threats to validity
(Reason and Rowan 1982b, Heron 1982).

1) Research cycling, divergence and convergence Research
cycling means not being content wth testing an idea
t hrough experience and action once, but taking an idea
several times round the cycle of reflection and action.
The basic effect of such research cycling is to provide a

series of corrective feedback |oops, but it may also
clarify and deepen the central ideas of the inquiry (Heron
1982). Di vergence and convergence are conplenentary forms
of cycling. W may choose to explore one aspect of our
inquiry area in closer and closer detail over several
cycl es; or we my choose to diverge into different

aspects so we can see phenonmena in their context; or both.

This interweaving of convergence and divergence over
several cycles has the effect of knitting together various
strands of the inquiry and is quite different from the
notion of the critical experinment in orthodox inquiry. It
means that while any one piece of data for conclusion may
be tentative or open to error the final outcome is a
network of inter-related ideas and evidence which together
have a holistic or what Di esi ng (1972) woul d call
contextual wvalidity.

2) Aut hentic collaboration It is clearly not possible to
do this ki nd of research al one; t he diversity of
Vi ewpoi nt, the loving support of colleagues, and the
chal | enge when we seem to be in error are all essential.
Since collaboration is an essential aspect of inquiry it
must in sone sense be authentic: it must not be a
relationship over-dom nated by a charismatic |eader or a
small clique, but rather the kind of experience in which
each person can in tine find a place to be thenselves, to
make their own contri bution, and to cel ebrate t he
differences anong all concerned. Qur experience with a
variety of learning groups makes us know that it s
possi bl e to facilitate t he emer gence of intimte
col | aboration with appropriate amunts of both support and
confrontation; and we know that this also takes tinme,
wi llingness, and skill.




3) Fal sification W have nentioned above the need to

build in group nornms which will counter tendencies to con-
sensus col |l usion. We need what Torbert (1976) described
as "friends willing to act as enem es". W have found the
Devil's Advocate procedure helpful in this. The Devil's
Advocate is a nenber of the group who tenporarily takes
the role of radical critic: they are charged with the
paradoxi cal duty of challenging all assunptions the group
appears to make, all occasions when practice and ideol ogy
appear to diverge, all occasions when the group appears to
be colluding to bury sone issue, and so on. The Advocate

may be appointed as a part of a regular session; or
special sessions may be arranged where the Advocate's role

is evoked and systematically exercised — such as when
critically challenging tentative findings (for a good
exanple of this see Heron 1984). We have found it helps

if the Devil's Advocate has sone synbol of their authority
— sonething can wusually be found which can be used as a
"mace".

4) Management of unaware projections W argue that
unaware distress wll seriously distort the inquiry and
some systematic nethod is used which wll draw the
di stress into awareness and resolve it. Devereaux (1967)
suggest ed t hat t he resear cher shoul d under go
psychoanal ysi s; our own preferred approach is

co-counselling (Jackins 1965, Heron 1979) which 1is a
met hod of reciprocal support through which each person,
working as client in a pair relationship, can explore the
ways in which their own defensive processes are being
caught up with t he research t hi nki ng, action and
col | aborati on. What ever the method, a collaborative
inquiry in our view nust adopt some systematic way of
inquiring into and mtigating the distorting effects of
hi dden di stress.

5) Balance of action and reflection Collaborative inquiry
i nvol ves both action and reflection, and sonmehow these

need to be brought into appropriate balance. Too nmuch
action wthout reflection is mere activisn too rmuch
reflection without testing ideas in action is nere
introspection and arnchair discussion. The right sort of
bal ance will depend on the inquiry in question.

6) Chaos From our early inquiries we came to a conclusion
that a descent into chaos would often facilitate the ener-

gence  of creative order. There's an el ement of
arbitrariness, randomess, chaos, i ndeterm ni sm, in the
scheme of things. If the group is really going to be
open, adventurous, exploratory, creative, innovative, to

put all at risk to reach out for the truth beyond fear and
collusion, then especially in the early phases of the

i nquiry divergence of thought and expression is likely to
descend into confusion, uncertainty, anbiguity, disorder,
and chaos, with nost if not all co-researchers feeling

lost to a greater or |lesser degree.



There is no guarantee that chaos will occur; certainly you

cannot plan it. The key validity issue is to be prepared
for it, to be able to tolerate it, to go with confusion
and uncertainty; not to pull out of it anxiously but to
wait until there's a real sense of creative resolution.

7) Open and closed boundaries This aspect of wvalidity
became apparent to us in the course of this inquiry. It

is evident that sonme inquiry groups nay be concerned
entirely with what is going on within their own direct

experience and have no interaction, as part of t he
inquiry, with others in the w der world. But in other
groups the inquiry wll involve nenbers in interaction

with those who are not part of it.

In this latter case, when menbers of the group purport to
speak for experience which involves other people, there
needs to be sonme coment or feedback from these other
peopl e. Thus in the case of inquiry with doctors, if
patients, nur ses, receptionists, famly nembers, and
others on whom the inquiry activities inpinge cannot be
involved in the inquiry group, then ideally they need to
be invited to give essential feedback on these activities
and to comment in sone way on the extent to which the
findings conform to their experience.

Summary Programme for Qur Use of Validity Procedures

The wvalidity ideas and procedures we have outlined were
introduced to the group by the initiating facilitators
progressively throughout the project. In the early
st ages, John and Peter took sole responsibility for
keeping an eye on these 1issues, keeping track on their
use, raising validity issues wth the group and for
writing them up. As the project progressed, there was
increasing internalisation of both the ideas and the
procedures by group menbers, so that they were raising
i ssues for thenselves. However, at no stage did any group
member systematically wite an account of validity issues
in the inquiry.

Before the inquiry started, Peter and John had agreed to
introduce the issue of distress distorting the inquiry
process at the first meeting, and to suggest to the group
that we regularly include in our nmeetings a "process
session" along the lines of an encounter group, at which
we could look a both interpersonal tensions and personal
distress that mght be distorting the inquiry process.
These process sessions took no less than tw hours,
started on the second evening of the first workshop and
were continued systematically on each neeting throughout
the project. Thus from the beginning this very inportant
principle of managing counter transference was raised in
the group and a neans for its management adopt ed.

At the first workshop John briefly reviewed the nature of



validity issues in this kind of inquiry, and gave a fuller
account of these at the second session. It is clear that
on both these occasions the group nembers were not fully
ready to internalise these concepts so that they could put
them to use in the inquiry.

At the third nmeeting, John and Peter agreed to raise wth

the group the specific i ssue  of research cycling,
di vergence and convergence: the inquiry during the first
two cycles had pur sued t he i di osyncratic di vergi ng
interests of the individual participants. We pointed out

the <choice that the inquiry group had before it, of
continued divergence or the introduction of sone measure

of convergence. It was at this stage that the group
decided to converge on two specific issues, the definition
and exploration of "spiritual" interventions, and the iss-
ues involved in power sharing, which we have described in
detail el sewhere. Members agreed to continue to explore
their own idiosyncratic interest while at the same tine
focussing sone attention on these two issues. In choosing

this path we attenpted to ensure that the inquiry did not
diverge into more and nore scattered issues, thus failing
to look at any issue nmobre than once; while at the sane
time allowing for individual choice and not excessively
focussing our work on a limted range of issues. Thi s
combi nation of divergence and convergence was pursued
until the end, and was reviewed at the sixth meeting to
see whether we wanted to set up a new project for the
final cycle. Two new projects were proposed at this
stage, one was not taken up, and the other was adopted but
proved to be inconcl usive.

The fourth neeting was a critical one for the management
of wvalidity. Prior to this nmeeting Peter and John
realised, to their surprise, that while they had been bus-
ily recording the progress of the group with regard to the
validity procedures, they had done this w thout sharing
their assessments with the group at all. And so they
decided to initiate another full account of the validity
theory and procedures, and to circulate all their validity
notes on the previous neetings with the group. The group
was nore ready to receive the ideas, and participated in
assessing the conduct of the inquiry in the light of each
of the procedures. Specifically we raised issues about
aut hentic collaboration, and whether some group nenbers
were excessively dom nant, which was a question which
stayed with us to the end of the project. Group menbers
started systematically to wuse the "Devil's Advocate"
procedure to challenge assunptions so that Devil's
Advocacy becane fully integrated as a regular procedure
from then on. And we discussed the balance in the project
bet ween action and inquiry.

Also at the fourth meeting we developed and introduced the
idea of closed and open inquiries, and the group undertook
to gather patient feedback.



The fifth neeting included formal sessions on distress
aroused by the inquiry, on authentic collaboration, and on
the Devil's Advocate procedure.

The sixth nmeeting included a fully fledged joint review of

all validity procedures, and an inmportant review by each
i ndividual of the ways in which distress had distorted
their inquiry process. The final session included a full

joint review of the validity issues in the project as a
whol e.

Eval uati on of How We Used Each Validity Procedure

1. Research cycling, 2. divergence and 3. convergence.
There was a total of six cycles of roughly six weeks
each. And two major items were taken throughout each
cycl e: the five part nodel of holistic medicine, and the

strategies involved in inmplenmenting it day to day in the
surgery.

The five part model was devised at the first meeting from
our comnbined prior experience and reflection on the nature

of holistic nmedicine. It was evoked from a series of
group discussions, and from these deliberations a group
consensus quite readily emerged. The model was informally

and inplicity under review at all our subsequent neetings;
but it was formally reviewed for comrent and nodification
in the light of experience at work during the third,
fifth, sixth and seventh (final) meetings.

At each formal review, experience seemed to confirm the

systematic interdependence of all the parts of the nodel
no one could be considered effectively for long in
di ssociation from the others. At the third meeting, the

i nportance of self-gardening becane paranount for many,
and eleven people voted to make it at that time the

central principle of the nodel. At the fifth meeting,
nore systematic refinements were introduced into the whole
model, several principles being stated with nore clarity

and sophistication

The proj ect started with i ntentional, i di osyncratic
di vergence, each person following their own interests in
their strategic action plans through the first cycle.
Everyone wanted to continue their idiosyncratic strategies
into the second cycle with varying degrees of devel opnment
and change. This seemed to be right: it sustained
creativity and commitment and enabled the group as a whole
to range freely over the whole field of possible holistic
strategies.

This divergence was sustained by all nmenbers throughout
the entire project, but by the third meeting the strain of
our divergence began to be felt as a certain vagueness and
di ffuseness of endeavour. So it was agreed at this
meeting that we start two strands of convergence: one
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sub-group undertook to focus on power—sharing strategies,
another sub-group on the use of spiritual interventions.
These two lines of convergence were sustained by their re-
spective sub-groups until the end of the project. Thus a
balance was sought between divergence and convergence 1in
our research cycling.

An important issue concerns the use of data. How well was
data on strategic application in the surgery collected and
recorded? How thoroughly was 1t shared in the next
meetings? How intentionally did shared data inform
planning for action in the next cycle?

Experiential data were collected as follows. At the end
of each meeting participants made a contract or action
plan which stated explicitly what that person would under-
take in the way of holistic strategies throughout the
forthcoming cycle. These contracts were circulated to
everyone. Each person reported verbally on what they had
actually done in the cycle at the subsequent meeting, and
wrote a report on that work which was also circulated.

At the second and third meetings, where divergent
strategies were being reported, we had a brief initial
round of sharing at the start of the meeting, followed
later by more detailed sharing 1in small groups of three or
four. In the last four meetings, sharing of idiosyncratic
strategies was overshadowed by regular systematic verbal
sharing of the strategies used by members of the
power—-sharing and spirit sub-groups. But divergent strat-
egles continued to be reviewed 1in individual written
reports.

Now the notion of recycling implies that the data gathered
in one cycle is used to inform action plans for the next
cycle. This, we found, could occur in two ways: on the
one hand through an explicit, rational, intentional sort
of transfer involving debate and deliberation and
decision; on the other hand through a tacit process 1in
which the transfer 1is more subliminal and unconscious.
Both these processes occurred. The tacit process pervaded
transfer in the second and third meetings when we were
concerned only with divergent strategies, and we surmise
continued to be the mode of transfer for these strategies
throughout the project. The process of transfer was much
more explicit in the power—-sharing and spiritual
intervention sub-groups, when what had been tried out in a
previous cycle was intentionally used to clarify 1its

further development in the next cycle. There was also, of
course, tacit transfer in these sub-groups too.

In an ideal co-operative inquiry project we would expect
high quality experiential data and high quality recorded
data; together with a sound balance between tacit transfer
of learning from cycle to cycle and explicit transfer.
Measured against this ideal, while the quality of the exp-
eriential data was certainly high, the quality of the
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recorded data was very variable as between nmenbers and

over the set of reports of each menber. This was perhaps
because we never agreed on any one method of recording
dat a: from start to finish each person kept records in
their own way. And we would like to have seen a nore
consci ous balance between tacit and explicit transfer of
learning from cycle to cycle. In fact, this distinction
between tacit and explicit was not made until after the
i nquiry. Had it been made from the outset, we could have
handled the balance with greater awareness. We shoul d

stress that in a wide ranging inquiry, covering several
maj or holistic principles and their strategic application,
it is probably essential that a considerable anount of

transfer should be tacit. In a pioneer co-operative
inquiry of this sort, maeking too heavy a demand for
exactitude and excellence in any one |part of t he
enterprise could underm ne commtment to the whole. It is

better to do the whole thing with only a npdest conpetence
in the parts, and sustain commtnent to the end, than to
seek high conmpetence in each of the parts and exhaust
everyone before the thing is half conpleted.

Finally, an evaluation of research cycling, divergence and
convergence. The five-part model stood up very well, at
the tacit level of transfer, to research cycling; but our
view is that it was deepened and refined explicitly only
to a nodest degree. Partly, of course, this is a function
of the tine avail able. The bal ance between divergence and
convergence we judge to have been good, with convergent
lines of inquiry inroduced early enough for several cycles

of convergence to be sustained. But while the convergent
strands were well developed over several cycles, wth data
and |earning made explicit, well shared and recorded, the
di vergent strands were left alnost entirely in the |later
cycles in individual hands with little sharing and mutual
| earning taking place, at any rate explicitly - except in

so far as members read and digested each others' witten
reports.

4. Authentic coll aboration. In reviewing how far our
inquiry was collaborative in a genuine sense, we need to
consi der the degree to which each individual was able to
make their own contribution to the process, and also how
much this individual contribution was able to interact
with and influence the contribution of others. There are
three heads under which we need to review this: the nature
of leadership and facilitation; the influence hierarchy;

i ndi vi dual contribution at the reflection and action
points of the cycle.

4a. Leadership and facilitation. The project was quite
clearly started by John Heron, who generated the original
idea and at an early stage invited Peter Reason to join as

an initiating co-researcher. For John this was a
devel opment of his work on educational i nnovation in
post graduat e medi cal educati on, together with a decade of
exploration of alternative research methods. For Peter it
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was simlarly a devel opment of his work with organisations
and professions, and his commtment to the devel opment of
nmore valid fornms of human inquiry. Thus the initiating
facilitators' world-view and prior commtnents had a mgjor
i nfluence on the inquiry from the start.

John and Peter's role in the inquiry was multiple and
conplex; they were attenpting to be research initiators
within a new inquiry paradigm group facilitators; and
contributing co-researchers. G ven their i nfluenti al
conbination of roles and charismatic style, the question
is to what extent did power becone genuinely distributed
t hr oughout the group?

At the first neeting John and Peter alternated their role
of primary facilitator, actively managing the group
process on a basis of genuine consultation. At the second
meeting Peter was absent and John as facilitator becane
caught up in sone control anxiety in this role which
gener at ed in participants a certain anmpunt of
count er dependence. He sought to resolve this by proposing
that the role of group facilitator be rotated anong
menbers. This proposal was readily accepted and was adop-
ted for the rest of the project, different nmenmbers taking
shorter or longer periods in that role as the agenda,
their own preference and the group wll required (two
thirds of the group took this role at some time). In our
view, we were right to devolve |eadership early in this
way, even though one of the outcomes was that the group
process was at tines confused and chaotic. John and Peter
retained a lot of influence with respect to facilitative
interventions from the floor about how to structure our
meetings but decision making and group managenment clearly
becane a collective responsibility.

Wth respect to initiation of research processes, Peter
and John retained a high influence Ilevel throughout the

project at critical inquiry points: rai sing questions
with respect to validity issues; initiating decisions
about convergent and divergent strategies; and review ng
the five-part nodel of holistic medicine. Overal |l they
retained the clearest view of the nature of the inquiry
method and the strategic processes within it; whil e nost
menbers had internalised its main structure, ethos, and
key notions - as evidenced by their contribution to decis-
ion about inquiry method - sone few nembers of the group
remai ned mystified about its det ai |l ed aspects, and

sonmewhat sceptical about its claim to represent a genuine
alternative to orthodox inquiry.

The initiating facilitators and researchers wer e
t hensel ves non-nedi cal people. They participated as diff-
erent sorts of partitioners — ie as humanistic group and
i ndi vi dual facilitators — and so were part of t he
i nquiry. It is possible this di fferent ki nd of

pr of essi onal work which they processed through the inquiry
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meant that their interventions about the whole inquiry
process were less relevant and effective than they could
have been if they had also been engaged as general/ nedical
practi tioners.

What ever the extent of the influence of the initiating
facilitators, t he i nquiry, while not perfect, was
col | aborative in spirit, and certainly sufficiently
col |l aborative for its findings to represent the collective
view of the inquiry group.

4b. Influence hierarchy within the group. The question
about differential contribution rates and dom nance within
the group was raised during the process session at the
first workshop. The whole issue then lay dormant for the
next two neetings, although it was clear that sonme nenmbers
were much nore influential than others: in decision-making
sessions in particular a clear pattern of high and |ow
contribution rates was emerging. At the fourth meeting
consci ousness about this was raised in a validity review,
but it was not until the fifth neeting that it was brought
fully into the Ilimlight with an exercise in which we
lined up in accordance with ourself perceived contribution
rates. At the fourth nmeeting also high contributors quite
intentionally sought to give space to Ilow and nedium
contri butors. Nevert hel ess, the low contributors on the
whol e insisted that contribution value was not the same as
contribution rate, and some of them were unhappy at
artificial attenpts to equalise contribution rates.

Two particular points need to be raised about the womens'
contribution in the group. The first is to question
whet her womens' influence on the culture of the group was
ever adequately represented and sustained, particularly
within the process group, which was on onhe occasion

li kened to the performance of stags at bay. Al so general
di scussi ons wi t hin t he group wer e beset by mal e
conpetitiveness about air tinme and influence. One outcone

of this was that the men in the group tended to rush past
and interrupt the women in their attenpts to gain air
time. We believe that raising consciousness about this,
and specifically pointing it out when it happened, did to
sone extent ameliorate this problenm but it was anyway
made more difficult by the inbalance of gender within the
group, there being only four women nenbers.

Clearly a limtation of the inquiry is that whole series
of inportant decisions were nmuch nore influenced by sone
menbers than by others, and particularly by men rather

t han by women. This however is counterbalanced by the
fact t hat no-one protested that their i nfluence on
deci sions was ignhored, suppressed, or inadequate. It is

an unresolved issue as to how many people were passively
carried by the influence of others, and how many found
t hat their genui ne aspirations were voiced by the
i nfluential. Indeed it is an open question as to the
degree to which both high and Ilow contributors were
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pat hol ogi cal and distorted in the way they functioned in
the influence hierarchy.

4c. Individual contribution. By its very nature, the
design of the inquiry gave space for constant individual
contributions in making personal action plans for each

cycle, in inplementing the plan, and in witing regular
reports. These reports were always distributed anong the
whol e group. Feedback and verbal reports at our meetings,
both in the large group and in sub-groups, were often done
on an "equal time" model, so that each person nmade a con-
tribution. Furthermore, the elenent of divergence built

into each cycle meant that there was always scope for
i di osyncratic action plans al ongside those agreed collect-
ively. Therefore, in terns of contract, inplenmentation,
data gathering, and feedback of data there was a very high
degree of participation by all members.

One inportant way in which the thoroughness of individua

contribution fed col | aborati on was t hr ough this
circulation and reflection on each others’ written
reports. Ot hers' reports were frequently influential on

menmbers' thinking and action.

Taking all the above into account, our judgenent is that a
first stage of genuine collaboration was achieved. That
is to say we passed over that imaginary dividing line that
separates an other-directed group from a self-directed
group. Neverthel ess there were clearly further degrees of
col | aborati on which could have been achieved: there could
have been a much nore thorough going internalisation of
the research paradigm there could have been greater
participation in decision mking, a |ess steep influence
hi erarchy, and a nmore even gender balance in the culture
of the group. However, the findings of the inquiry are
adequately based in authentic collaboration

One conclusion from this is that the establishment of full
col l aboration in an enterprise of this kind would be a re-
mar kabl e achi evenment given the educational, political, re-
search, and professional conditions out of which people
emerge in our society.

5. Falsification. Fal sification involves devising strate-
gies in the group to counteract tendencies to consensus
collusion amobng nmenbers to ignore issues, views and
evidence that arise within the inquiry and are at odds
with the ideas that guide the inquiry. In particular in
this inquiry falsification could focus on the assunptions
of the five part model, and on the nature of the
strategies used to inplenent it. It could also focus on

the validity of the inquiry method per se; or, given the
validity, on the thoroughness with which we were inplenmen-
ting the method.

The issue of consensus collusion and the inportance of
attenpting falsification was not presented at all during
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the first three meetings except for a very brief reference
in an overview at the second neeting. These issues were
presented nuch nmore thoroughly at the fourth meeting, the
i mportance  of falsification was underlined, and the
procedure of "Devil's Advocate" recomended to the group.
This procedure has already been outlined. It was
instantly taken up at this meeting and at every nmeeting
thereafter was quite regularly adopted in a spontaneous
way by group members who felt noved to challenge what was
being said or planned.

The Devil's Advocate procedure was used in roughly equal

amounts in the four categories nentioned above. CQur
judgement was that tactically it was used adequately, in
t hat i ndi vi dual menber s Vi ews and assunptions were
chal l enged and confronted. However, our view from a
di stance is that we failed conpletely to use this
procedure strategically: we did not carefully and
systematically set up a full Devil's Advocate procedure,

in which major portions of our thinking and practice were
t horoughly challenged and either thoroughly defended or

abandoned. For exanple, the spirit group could have
systematically reviewed the work of the power sharing
group, and vice versa (it was done casually); or the

Devil's Advocate could have taken each part of the five
part nodel and the nmodel as a whole, and reviewed it for
conceptual, ethical, and practical difficulties with other
group nenmbers giving either an argued rebuttal, or
acquiesing in the rationality of the critique and so on.

In addition to this, some  of the Devil's Advocate
degener at ed into mer e pranki shness and m schi evous
boat -rocki ng.

It is arguable that in terms of this very inportant
criterion of wvalidity the project was inadequate. It
could perhaps be said that the group was prematurely
persuaded by the soundness of its ideology, and that
during the inquiry we colluded in assum ng that our use of
the Devil's Advocate procedure was adequate, so that the
whol e tendency to consensus collusion invaded the very use
of the Devil's Advocate procedure itself. This is
probably the nost severe critique of this project's
validity that we can make.

6. Counter transference. As recounted above, we attenpted
to take charge of this issue from the start: we built
into the project regular process sessions to explore
i nt erpersonal and i ntrapsychic di stur bance and al so
arranged regul ar pair sessi ons usi ng co-counsel ling
approaches. The process sessions dealt minly with
i nterpersonal issues although at the fourth nmeeting an

i mportant descent was made into archaic, nore deep seated
personal distress.

This distress originated in hurts incurred during the
soci alisation process that had nade people into orthodox
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doctors. Thus deep seated rage toward oppressive nedical
teachers was expressed and abreacted, along with anger to-
ward fellow professionals. Also anger and grief toward
parents who had channell ed devel opment toward the profess-
ion, conditioning the child to continue to be a "good boy"
by becom ng a doctor. Associ ated with such rage and anger
is the <childs' inhibitory fear of +the oppressor which
keeps the anger suppressed.

Did we deal adequately with this distress? It is probably
the case that although this material was modestly worked
on and certainly seen, not enough work was done on it to
enpower menbers to make the kind of innovative changes in

practice whi ch their wor k situations coul d have
t ol erated. Thus we would argue that there was an
underlying fear - about the challenge of the project to
establi shed ways of being and ways of practice - which was

i nadequately dealt with.

This relatively unworked distress, we hypothesise, is res-
ponsi ble for the consensus collusion we earlier reported:
the group colluded in espousing a kind of ideological per-
fectionism which was neither properly challenged nor

adequately carried out in practice. There was thus in the
inquiry a neurotic gap between the imge of the ideal
practitioner and actual practise. To an extent we failed

to manage the distress adequately, and therefore pretended
an holism which we failed sufficiently to apply.

This is a valid criticismto a degree. It can however be
rebutted to a certain extent by pointing out ways in which
this gap between professed ideal and actual practice was
bri dged: sonme nenbers raised spiritual dimensions of
di sease with their patients, blessed the surgery before
seeing patients, made explicit invocations to patients,
swapped chairs, abandoned .the doctors authoritarian roles

and shared power in several ways. Many nenbers also nade
a serious practical commtnment to the principle "Physician
heal thyself". All of this is evidence of a shift toward

the practical expression of the ideal model.

7. Open and closed boundaries. The question we nmust
address here is whether the activity being inquired into
affects people who are not part of the inquiry group.
Clearly in our inquiry the latter is the case since the
holistic strategies being inquired into had an inmpact on
| arge nunbers of patients. We woul d argue that when the
boundary of the inquiry group is open in this kind of way
feedback from those affected outside the group is an
essential part of data collection.

We addressed this issue at the fourth nmeeting and agreed

that we would collect data from select patients, and
practiced this wusing role play on asking patients for
f eedback. The reports on cycle four showed that about one

third of the group had gathered feedback from a very snall
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nunber of selected patients; but little was done with this

data, and the issue really was not followed through. Thi s
does seem to be a major limtation on the inquiry's claim
to validity. Nevert heless, it is clear that nmembers of

the group collected an enornous amount of experiential
data from face-to-face interaction with patients during
surgery consultations; and this data was very thoroughly
shaped in feedback sessions with the group.

8. Chaos. In introducing this idea above, we argued that
chaos is a precondition for the enmergence of truly
creative order. But by its nature, chaos cannot Dbe
systematically generated, it can only be accepted and
lived through if and when it occurs. Each person's
tolerance of <chaos is probably very different, and no
doubt there are nineteen different views of the degree to
which our inquiry was nore or |ess chaotic. Qur own Vview
is that the degree of chaos was mnimal; indeed, it mght
be argued that as initiating facilitators we ensured that
the process was quite orderly. On the other hand, sone
i ndi viduals reported a good deal of intrapyschic upheaval
and disorder, particularly as they enbarked on their
sel f - gardeni ng. There were fluctuations in nessiness and
Crispness in group process; and fluctuations of

confusion/depresssion and clarity/eagerness in the group
as a whol e.

Looking at this from one perspective we can argue that
there really was not enough chaos to generate a new order;
that the group and its members would have to go through an
al nost psychotic degeneration into disorder if they were
to re-create a genuine holistic practice. From anot her
point of view we can argue that the project as a whole is
so complex and with so many interpenetrating strands that
it was as disorderly as it <could be w thout conpletely
falling apart.

Validity in Qur Inquiry as a \Whole

To summarise the above sections, we have argued that the
inquiry as a whole has sonme claim to validity in terns of
research cycling, the managenment of convergence and
di vergence, degree of authentic collaboration; but that
its wvalidity could seriously be held in question with
respect to the management of falsification procedures, of
countertransference, of feedback at the open boundary.
There is no one sinmple "objective" view of the overall
validity of the inquiry. And there is a sense in which
each reader needs to take their own perspective on this
i ssue.
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