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I NTRODUCTI| ON

This is an account of a one year innovative research
programme into the principles and practice of holistic
medi ci ne i nvol vi ng si Xt een doct ors, t wo research
facilitators, and a research secretary; it took place from
the Sunmmer of 1982 to the Summer of 1983. The innovation
is co-operative inquiry, which breaks down the distinction
bet ween researcher and subject so that all those involved

are at different tinmes both researcher and as subject.

In accordance with the principles of co-operative inquiry,
this account of our procedures and outconmes is co-authored
by several nmembers of the inquiry group, and circulated to
all  the other nmenbers for their weditorial coment and
modi fication. Actual authorship is as follows.

John Heron and Peter Reason took the roles of executive

editors in co-ordinating different contributions and
putting the book into final shape. They wrote An
introduction to co-operative inquiry, Wde range of
i nterventi ons, and An assessnment of validity of t he
inquiry; and also edited and contributed to Overview of
the inquiry project, The five part nodel of holistic
medi ci ne, Spirit, The patient as self-healing agent, and
The Doctor as sel f - gardeni ng. Paul Hodgkin wrote
Power - sharing and Context and constraints. Roger Green
wrote part of The five part nodel and parts of Spirit e
Russel |l Keeley provided nmuch of the mterial for The
pati ent as self-healing agent. Paul Fost er edited
Per sonal accounts. Frederique Bentley wote a first

version of the Overvi ew.

Peter Reason and John Heron provided the original outline
for the book, which was discussed and anended during the

latter part of the actual project. Deci si ons were taken
about who would wite what, and an editorial group was
appointed to nmonitor the whole process. Over the period

of writing there was a series of meetings to which all
menmbers were invited, at which progress was reviewed and
contributions comrent ed upon. As deadl i nes wer e
post poned, changes were made both to authorship of
chapters, and in the editorial role.

W present this book wth the belief that it is a
primtive and modest beginning to a journey along a nost
prom sing road. For a group of doctors to take on board
what for them was an entirely new way of doing research;
to apply it at the frontiers of medical practice in the
NHS; to relate broad holistic notions to actual and

feasi ble practice; al | this was a mgjor chal | enge.
Therefore we make no claim to provide all the answers to
the theory and practice of holistic medicine. At nmost  we

claim to make one or tw pointers about such theory and



practice; pointers which, however, are well grounded in a
searching inquiry through action.

While acknowl edging the Ilimtations of our inquiry, we
hope that it will provide an inspiration and a challenge
to both medical practitioners and researchers. CQur

experience tells us that it is possible to apply holistic
principles to nedical practice within the NHS; it is poss-

ible to share power with patients in a variety of ways; it
is possible to affirm the reality of the spiritual life of
patients and how this effects their well-being;, it s
possible for doctors to pay attention to their own
per sonal devel opment, and to share bot h their
vul nerabilities and their secr et aspirations Wi th

col |l eagues and patients.

And we hope also to inspire those interested in nedical
and social research. Again, it is possible to inquire
systematically and rigorously into a conplex field of
human action and do justice to its wholeness without

distorting or fragmenting it; it is possible to [link
inquiry and action in fruitful and illum nating ways; it
is possible to co-opt busy practitioners into committed
i nquiry into their own pr of essi onal and per sonal
processes; it is possible for co-researchers to descend
together into the confusion of chaos and order that s
real life wi t hout t he protective cl ot hi ng of
guestionnaires, experinmental designs, and other forms of
def ensi ve armour, and emer ge with wor t hwhi | e

under st andi ngs.

If you want to get at the core of what we were about, we

suggest you read first the Overview of the inquiry
project , The five part model, and the chapters which
di scuss aspects of that nodel: Power-sharing, Spirit, Wde

range of interventions, Patient as self-healing agent, and
Doctor as self-gardening.

If you want to go deeper into the nature and rationale of
co-operative inquiry, the research method used, read the
chapters on an introduction to co-operative inquiry and on
validity. (Those not used to philosophical and methodol o-
gi cal discussion may find these chapters heavy going).

O course we believe that the book stands together as
whol e, and our preference is that you read all of it,
what ever route round its parts you take.

W would Ilike to thank the British Postgraduate Medical
Federation, and its Director, M David Innes WIiams,
first for sponsoring a highly innovative undertaking; and
second for subsidising the project with respect to
printing, postage and secretarial support.

W owe a particular debt to Elva Macklin, secretary and
adm ni strator within the Education Departnent of the BPM,



for all her work #n keeping record of the group meetings,
and circulating to all members m nutes, reports, and the
endl ess stream of docunments which this inquiry produced.

W would like to thank our visitors - Dr Peter Mansfield,
Dr Murray Korngold, Dr Alec Forbes, Dr Fritjof Capra, and
Drs Elnmer and Alyce Green - those holistic "lum naries"”

who found, in Mirray Korngold' s words, that they had to
come "stark naked and fast on their feet" to our inquiry.
We are grateful for their contributions and for adapting
in their own ways to our norns and ways of worKking.

W are also grateful to those outside the project who read
and comented on early drafts of the manuscript, whose
comments have enabled us to inprove our presentation to a
wi der worl d.



CHAPTER ONE: AN | NTRODUCTI ON TO CO- OPERATI VE | NQUI RY

Critique of Orthodox Inquiry

For holistic medicine we are |ooking for a science capable

of studying persons as whol es. One of the difficulties of
tal king about this kind of science is that in our culture
both science and inquiry have been captured - they are
al nrost synonynmous with - an orthodox world view. Thi s

view is based on a Cartesian split between nind and body,
and on nmechani cal and bio-chem cal nmodels of the world and
of the body. So when we think about research, we tend
i mediately to think about dependent and independent vari -
abl es, about nmeasurements and statistical reliability,

about experimental and control groups and so on. We
i medi ately t hi nk in ways t hat are anal ytic and
reductionist rather than holistic; we think about the

parts and how they inpact on each other, rather than the
pri mcy of the whol e.

For example, it is far too readily assumed in medicine
t hat t he rigorously controlled clinical doubl e-bli nd
cross-over trial is the only really valid basis for scien-
tific inquiry. Certainly this is seen as an ideal. We

argue that this nmethod is a quite invalid approach to the
study of persons as wholes, because it fails to take into
account that persons are self-directing and can beconme in-
tentionally self-healing. The random and blind assignment
of persons to treatment group and control group, which is
the fundamental basis of this inquiry nmethod, is seriously
at odds with these human potentials and fails to treat
people holistically. More than this, a medical practice
(or any other professional practice, nedicine is not alone
in this) which bases its know edge on this kind of inquiry

will inevitably create a culture of alienation. Such a
culture will alienate the patient from what is going on in
her or his body and from decisions about treatment. It
will encourage and sustain the Cartesian split, so that

doctors and patients see bodies as clearly cut off from
the exercise of self-determnation and the influence of
m nd. And it keeps the devel opnent of medical know edge
firmy in the hands of the practitioner-researchers and
out of the hands of the patients to whom it is supposed to
refer. So the research nodel, with its fragnmented
enmpiricism which is epistenologically unsound gives rise
to a whole host of issues to do with persons rights and

needs to participate in decisions about the well being of
their bodies, mnds and souls. This critique is devel oped
nore fully in Chapter Eleven; see also Heron (1985a).

If orthodox research represents a fragmented enpiricism
which is incapable of taking persons as wholes, what is
the alternative? W need an alternative because when



people reject orthodox science and research there is a
tendency to replace it wth a narrow nystified and

mystifying dogma. So we may have practices which are
claimed to rest on sonme ancient secret w sdom or an
"intuition", and are thus declared unavailable to careful
and critical investigation.

But this, ultimtely, is what research is: it is creative
t hi nki ng, and then careful t hi nki ng, and systematic

checking of ideas and predictions against experience. W
do not necessarily need the double-blind cross-over trial
or the questionnaire survey or any other nethodology to do

t his. These are only ways which may or may not help us
think clearly and carefully. W can return directly to
the self-directing person as the primary source of
knowi ng, and thus the primary "instrument" of inquiry, in
what we have described as experiential and co-operative
inquiry. This means, research with people, not on
peopl e.

There is an extensive literature stating the critique of

orthodox approaches to inquiry in the human sciences. The
mai n poi nts have been coveniently sunmarised by Reason and
Rowan (1981):

Model of the person. People are seen as isolable from
their normal social contexts, as units to be noved into
research designs, mani pul at ed, and nmoved out agai n.
People are seen as alienated and self-contained, stripped
of all that gives their action nmeaning, and in this way
they are trivialized.

Positivism The whol e | anguage of ' operational
definitions', 'dependent and independent variables', and
so forth is highly suspect. It assumes that people can be

reduced to a set of variables which are sonehow equival ent
across persons and across situations, which doesn't nmake
much sense to us.

Reducti oni sm Studyi ng variables rather than persons or
groups or communities is a flight from knowi ng human
phenonena as whol es. It means that the person, group,
community as such is never known.

Rel ficati on. Processes are continually turned into
t hi ngs. Test results are continually turned into things.
People are continually turned into things. None of this

is philosophically defensible, and a lot of it is norally
i ndef ensi bl e too.

Quant ophreni a. There is too much measurenent going on.
Sonme things which are nunerically precise are not true;
and sone things which are not numeri cal are true
Ort hodox research produces results which are statistically
significant but humanly insignificant; in human inquiry it
is much better to be deeply interesting than accurately
boring.

Testi ng. Intelligence tests and other tests of aptitude
and personality are <culturally biased and are wused in
unfair ways. There can be no fair tests within an unfair



soci ety.

Deception. There is too much |ying going on. Unnecessary
wi t hhol ding  of information conmes naturally to many
ort hodox researchers. There is an arrogance about this
whi ch does not comend itself. Research is a ganme which
two or nore can play.

Debri efi ng. There is an assumption that a bad experience
can sonmehow be wiped out by a brief and superficial
expl anati on. But experience cannot be renmoved in that
way . We should not inflict harm on people in the first
pl ace; good research means never having to say you are
sorry.

Cont am nati on. Orthodox research tries to elimnate real
life, but it cannot do so. Researchers give off all sorts
of messages in all kinds of ways. They try to direct
scenes on the research stage, but they are actually part
of the play. The eye-blink reflex is natural, but
measuring it is a social situation

Samp | i ng. Large nessages are extracted from snmall
sanpl es. Br oad generalizations are made from
unrepresentative bases. Od paradigm research often

breaks its own rules in this area, quite regularly and
shamel essly.

Det achment . Researchers actually try to know as little as
possi ble about the phenomenon under study - it mght
affect the results if they knew too much. This is exactly

the opposite of an approach which could do justice to
human acti on.

Conservatism Because of its lack of interest in the real
social context, old paradigm research continually gets co-
-opted by those who want to prop up those who run the
exi sting system It studies those at the bottom while
holding up its hands for noney to those at the top. Thus
in fact it serves to keep those at the bottom right there,
and those at the top there.

Bi gness. Researchers in the old node are continually
asking for bigger and better instruments, bi gger and
better sanples, bigger and better prem ses, bigger and
better travelling expenses. This turns research into big
busi ness, and makes it nore likely to be the servant of
those who can afford to pay big noney; it answers their
guesti ons.

Low wutilization. It is often remarked that | arge
organi sations pay for nmore research then they need, and
then use only a tiny proportion of it. Sonmeti mes
guestions are put to confirm decisions which have already
been made. Because the whole process is alienated, there
are few connections and very little commitment, and the

people who receive the report my indeed be very different
from those who comm ssioned it.

Language. Research reports are witten for the expert,
and have heavy constraints on the way they have to be
written up for journal publication. The effect is to
nmystify the public, hiding conmmon sense notions actually
bei ng enpl oyed. Anot her effect 1is that conformity is
rewarded nore highly than creativity.

Pressures. Jour nal publication policies and funding

- 7 -



policies of grant-awarding bodies put severe pressure on
for safe, respectable research. Fads come in fromtinme to

time and offer a band-waggon to clinmb upon. Resear chers
are continually short of time and funds, continually
| ooking for projects which nmean a mninmm of disturbance
to the even tenor of their ways. Research gets nore and
nore specialized, less and less to do with anything real.

Determ nism ad paradigm research holds to a determ nist
model , wher e t he i ndependent vari abl e coerces t he
dependent variable into performng correctly. Belief in
determ nism | eads to t he setting up of coercive

(master-slave) relations in the |aboratory, where there is
an alienated relationship between the experinmenter and the
subj ect .

Scientific fairy-tale. Text books which have a chapter on
the scientific nethod have various ideas about what this
includes, but all of them are equally dogmatic about the
three or four points they mention. What they put forward,

however, is a storybook image, which does not correspond
with the way in which science is actually carried on. In
real science there are norns and counternorns: for
example, in real science it is often considered highly
prai seworthy to be unwilling to change one's opinions in
the light of the Ilatest piece of evidence; lack of

hum lity is highly valued; bias is freely acknow edged;
there is a lot of interest in how discoveries mnight be
appli ed; there is a great deal of enphasis on the
i nportance of intuitive judgenment. So the textbook
versions falsify science, and dom nate educati on.

Phi | osophi cal Bases for Inquiry

G ven this critique of orthodox inquiry, we need to think
clearly about a way of thinking about know edge and
knowi ng that are nmore adequate for a science of persons.
W give here a brief outline of some of the min
phi | osophi cal arguments to support this new node of
inquiry. For a fuller account see Heron (1981a).

1) Persons as self-determning. W regard persons as
self-determ ning, that is, as the authors of their own
actions — to sonme degree actually and to a greater degree
potentially, and therefore argue t hat their
self-determ nation nust be included in any inquiry
claimng to be about persons. I can only properly study

who you are if you intentionality contributes to what you
do in the inquiry, and this means you need to help plan
the inquiry as co-researchers as well as being a subject
within it. In co-operative inquiry all those involved
both contribute to the thinking that generates, manages
and draws conclusions from the research, and also engage
in the experience and action that is to be researched.

The sel f-determ ning nat ure of persons is al so
particularly significant in holistic medicine, wher e
persons are seen as potentially self-healing agents —
wher e this means not j ust t hat their bodies are

self-healing, but that their mnds can also influence that



physical self-healing (Pelletier, 1978).

2) Research presupposes self-determ nation. Research on
the physical world has presupposed an explanatory model of
absol ute causal determ nism every event can in principle

be explained in terms of a causal |aw which states that
given the antecedent <conditions that event is the only
possi bl e outcone. Research behavi our, (which is always of
course human behavi our) itself necessarily requires a

di fferent nodel of explanation, because such behaviour in-
vol ves the generation of new ideas which in principle can-

not be explained in terns of causal laws and antecedent
conditions. It is incoherent to suppose that brand new
research ideas could be predicted by causal |aws based on
old research ideas. I nnovative research behaviour can

only be fully explained in terns of the notion of a self-
determ ning person, an agent whose intelligence transcends

the operation of causal laws in generating new and
fruitful ideas.

In research on persons, in contrast to research on the
mat eri al wor | d, we need to acknowl edge fully t he
self-determ ning agency of all those involved 1in the

inquiry, both those who in orthodox terms would be called
the "researcher" and also those who would be called the
"subj ect". The researcher cannot coherently apply to his
human subj ects an expl anatory model of absol ute
determ nism from which his own behaviour is necessarily
exenmpt .

3) The nature of know edge. Knowl edge is of at |[east

t hree ki nds. Experiential knowl edge is through direct en-
counter face-to-face wth persons, pl aces or things;
practical knowl edge concerns "how to" do sonething, the
knowl edge denonstrated in a skill or conmpetence; and
t heoretical or propositional know edge, knowing that, is
expressed in statenments about people, places or things.
In research on persons t he propositional know edge
stated in the research conclusions needs to be the outcone
of the experiential and practi cal know edge of t he
subjects of the inquiry. | f the propositions are
exclusively generated by a researcher who is not involved
in the experience being researched, and are inposed

wi t hout consultation on the practical and experiential

knowl edge of the subjects, we have alienated findings
which directly reflect neither the experience of the
researcher nor of the subjects. So the findings hang in
voi d. It also follows from this tri-partite nature of

knowl edge that the outconmes of inquiry are not only sets
of propositions or theories about its subject matter, but

are also the validated conpetences and experiences of

those participating in it. This point is echoed by
Torbert, who argues that the inmportant thing is "not how
to develop a reflective science about action, but how to
devel op genuinely well informed action — how to conduct

an action science" (Torbert, 1981).




4) I ntentionality and meaning. Persons give neaning to
their world by construing it and acting within it in
various ways.. This synmbolising process necessarily
transcends any attenpt to explain it away in ternms of
other factors: the notion of giving neaning is prior to
the notion of explanation. If you are going to research
persons you nust discover how they are synbolising their
experience and what their purposes are in acting the way
they do. Researchers cannot with accuracy or inmpunity
give their own view of what the subjects are about. We
can only inquire into persons' experiences and actions in
the world if we involve them fully in the inquiry, and we
can certainly only inquire into their meanings and
intentions if we ask them directly what their neanings and
intentions are.

G ven these bases of knowl edge 1in research, we must
realise that we are reaching for a different kind of
knowing than in orthodox science and inquiry, which are
based on at Ileast six presuppositions with which we take
i ssue. (1) That there is one "reality". (2) That this
one reality can be known objectively. So (3) that this
knowl edge Is identical for all knowers. (4) Know edge is
expressed in propositions which are validated enpirically,
in the ideal form by carefully controlled experinment. (5)
The whole may be explained in terms of the sum of the
parts, and the aim of the inquiry is to discover nore and
nore fundanmental elenents. (6) Explanation is sought in
terms of l|inear, energetic cause and effect.

In contrast to this orthodox view, a new paradigm holds

(1) that reality is both one and many, in the sense that
we can only have know edge of objective reality from many
di fferent subjective perspectives. Thus (2) know edge is

subj ective-objective, always knowing from a perspective
(Schwartz and Oglivy, 1979), and thus (3) we nust speak in
terms of many knowi ngs, of epistenological heterogeneity.

Reality is revealed in the way in which different
perspectives in the inquiry area overl ap. Such nultiple
knowi ngs may (4) be in the form propositions (statenents
about the world); practical skills (ability to act
intentionally within the world); experiences (know edge
t hrough encounter); or expressions of knowing such as
art, theatre and story telling (Reason and Hawkins,
1983). Knowi ng within this new paradigm is validated not
sinmply through controlled experinment, but rather through
critical, i nf or med, and discrimnating awareness and
judgement of the inquirers. This approach to validity,
which we have pioneered in our earlier inquiries, is
explored in nmore detail in Chapter Eleven. Finally, (5) a
new paradigm of inquiry will seek to understand and act in
whol e systens and whol e si tuations as such, not
fragmenting wholes into the sinple sum of the parts, but
understanding the parts in ternms of their interaction

within a whole (Bateson 1972, Diesing 1972). Arising from
this systemic view, (6) explanation is sought in ternms of
mut ual action and interaction within the total system not



solely in terms of sequential cause and effect.

Met hodol ogy

We have argued above that you are only doing research on
persons in the full and proper sense of the term if you
research them as self-determ ning, which neans that what
they do and experience as part of the research needs to be

to some significant degree determned by them So
research on persons necessarily becones research with
persons. The researcher needs to invite the experinmental
subj ects to become co-inquirers whose thinking and
deci sion-making will contribute to generating, designing,

managi ng and drawi ng conclusions from the research.

The respective roles of the researcher and subject in the
traditional research paradigm are brought out in the
followi ng table (Heron, 1981b).

Resear cher Subj ect
Contribution to research
t hi nki ng and deci sion- Strong Zero
maki ng
Contribution to research
action and experience Zero Strong

This model of authoritarian, wunilateral control has its

equi val ents, of course, in traditional education, therapy,
medi ci ne and managemnent . The new paradi gm nodel of parti-
ci patory, bi | at er al initiative and control, wher e

self-determ ning persons are in co-operative relationship
is shown in the following table.

Resear cher Subj ect
Contribution to research
t hi nki ng and deci si on- Strong Strong
maki ng
Contribution to research Zero, Weak
action and experience or Strong Strong

New paradi gm research has been called co-operative inquiry
because of this full participation by subjects in the res-
earch thinking and decision-making, as well as in the res-
earch action and experience. For the same reason it has
al so been called participatory research.

Anot her way of representing co-operative inquiry 1is as
follows: -



In this model, each person is involved as hoth researcher
and as subject. Each 1is 1involved as co-researcher,
contributing to the research propositions at all stages
from working hypotheses to the research conclusions. And
each 1s involved as co-subject, being fully involved in
all stages of the research action. So there 1is full
reciprocity, and each person's agency 1is fundamentally
honoured in both the exchange of ideas and in the action.

Put very simply, because obviously the model is much more
complex to apply than to describe, the four stages of the
research are as follows:-

1) A group of co-researchers discuss some initial
research propositions, and agree to some hypotheses about
the topic under scrutiny: they may agree to look at and
describe some aspect of their lives in detail; they may
agree to try out certain actions in practice. And they
also agree to some set of procedures by which they will
observe and record their experience and each other's
experience. Thus in this book we describe our inquiry as
a group meeting to investigate the theory and practice of
holistic medicine. Early on we developed a conceptual
model of holistic medicine, a variety of strategies for
applying this model in the surgery, together with ways of
observing and recording the experienced results of this
endeavour.

2) The group then applies these ideas and procedures as
agreed: they get into action and observe and record the
outcomes of their own and each other's behaviour. At this
stage they need to be particularly alert for the
subtleties and nuances of experience, and to ways in which
the original hypothesis does and does not accord with
experience. So our group applied diverse Tholistic
strategies within the NHS, recorded this activity 1in
various ways, each member writing a report on each full
cycle of application for the next meeting of the group.

3) The co-researchers will in all probability become
fully immersed in this activity and experience. At times
they will be excited and carried away with it, and at
times they will forget they are involved in an inquiry
proiect. They may forget or otherwise omit to carry out
or record the agreed procedures; or they may stumble on
unexpected and unpredicted experiences, and develop new
creative insights into the whole process. This stage of



full immersion is fundamental to the whole process: it 1is
here that the co-researchers, fully engaged with their
experience, may be open to what is going on for them and
their environment, they may develop an openness which
allows them to bracket off their prior beliefs and
preconceptions and so see their experience in a new way.
For example, some of our inquirers found that significant
self-development and personal growth 1is fundamental to
effective holistic practice (it is 1interesting to note
that Torbert makes a similar point in his own
collaborative inquiries (Torbert, 1981)); and this was
not a hypothesis which all members took into the inquiry.

4) After an appropriate period engaged in stages 2 and 3,
the co-researchers return to consider and discuss their
original research propositions and hypotheses in the light
of their experience, modifying, reformulating, and reject-
ing them, adopting new hypotheses, and so on. And they
may also amend and develop their research procedures more
fully to record their experience. This research is exper-
iential because {its empirical base is the experiential
knowledge of persons in relation to their situation in
their world, not an abstracted and separated set of propo-
sitions nor a set of formal observations. There can be no
other base for researching the human condition from the
standpoint of person as agent, which is essential for a
holistic view.

This whole cycle of movement from reflection to action and
back to reflection needs to be repeated several times so
that ideas and discoveries tentatively reached in early
cycles may be clarified, refined, deepened, and
corrected. This "research cycling” <clearly has an
important bearing on validity and is discussed in more de-
tail in Chapter Eleven.

Co-operative inquiry as we have briefly described it here
overlaps with, but can be significantly distinguished from

other methodologies such as action research,
anthropological field study, participant observation,
phenomenological inquiry, qualitative sociological
research and inquiry based on clinical case studies. We
see these methods as half-way houses, as often
compromising with positivism, while our approach to
co-operative inquiry more fully embraces the
discriminating subjectivity and epistemological
heterogeneity outlined above. John Rowan (1981) has

demonstrated one way in which these different methods can
be differentiated and compared.

Applications

In the medical field, we can see this paradigm of inquiry
applied in three general ways. First of all, groups of
practitioners can work together to inquire 1into the
procedures of their practice and the principles and stand-
ards which inform them. Thus in the inquiry reported in


maK.es

this book GPs were inquiring into holistic nedical
procedures and the assunptions and standards which inform

t hem Thi s is simlar to peer review audit of
practitioners' process but with a formal el ement  of
inquiry interwoven with it. This inquiry into process can
be developed into an inquiry into patient outcones. I n

the nmedical field this necessarily involves <co-opting
patients as co-inquirers so that their view of outcones
can be integrated with the practitioners view For
exampl e, patients being treated for |ower back pain mght
be invited to join with doctors in assessing criteria for
effective outcomes and the degree to which these outcones
are attained.

Second, a nmore conplete version of a co-operative inquiry
involving doctor and patients would be one in which

practitioner and patient, each from their respective
st andpoint, contribute to the diagnosis, the design and
i npl ementation of treatment, as well as to the criteria
for assessment of outconmes. The relationship between
Cousins and his practitioner (Cousins, 1977) certainly
pointed in this direction. A group of cancer patients

adopti ng new approaches to cancer therapy could sinply be
directed by a enlightened specialist, or nore radically

could join with the specialist in contributing to all
phases and aspects of the therapy, as conscious and
intentional inquirers and self-healers. In this exanple
it is inplied that patient process and outcome, is the
primary focus of the inquiry. However, it could also be
the case that practitioner process and outcone in terns of
knowl edge, experience and skill, personal developnment, or

even personal pathology could also be included.

A third application within nmedicine is, of course,
co-operative inquiry involving patients only to the
exclusion of any professional practitioners who are not
t hensel ves patients. This form of inquiry equivalent to a
medi cal self-help group with the inportant addition of an
explicit inquiry dimension. Some fem nist sel f-help
groups in the medical field cone close to this nodel,
al though the inquiry dimension is still relatively tacit
and informal. This approach has enornmous potential for
the liberation of people and their know edge from the

oppression of professionalism

Beyond medi cine, the range of application of co-operative
inquiry is unlimted. To date, such inquiries have been
conducted into violence in prisons (Maruyama, 1981); into
urban educational desegregation (Torbert, 1981); into the
devel opment of rural Ilife in Tanzania and India (Swantz,
1981; Tandon, 1981) ; into the application of new
technol ogy in business (Eldon, 1981); into the theory and
practice of co-counselling (Heron and Reason, 1981,
1982). Forays have also been nmade into altered states of
consci ousness groups (Heron, 1984); religious experience;
educational practice, assessnment and accreditation; group
process (Randall and Southgate, 1980); Ilearning in staff
team (Hawkins, 1985).



CHAPTER TWO OVERVI EW OF THE | NQUI RY PROJECT

Origi ns. John Heron, Assistant Director of the BPMF, in
charge of its Education Departnment, had since 1977 run an
annual programme of workshops focussing on communicati on,
i nterpersonal skills and educational, philosophical and
personal devel opment for doctors. He considered that this
i nnovative programre had by early 1982 reached a point at
which it was appropriate to explore the direct overlap

bet ween education and nmedicine — where the practitioner
in the surgery has an educative role. In November 1981,
there had been the first of fici al encount er of a

co-operative kind involving dialogue between conventional
medi ci ne and vari ous practitioners of conmpl ement ary
medi cine at a large Conference sponsored by the BPMF, and
at t he same tinme significant nunber s of medi cal
practitioners were concer ned to rel ate conventi onal
medi cine to the principles of holism

His first thought was of a one year course in medical edu-

cation, where holism would be introduced anong other
things in terms of the doctor as educator of the patient
as a. whole person. It was at this point that he invited
Peter Reason as co-facilitator. Peter's background was in
or gani sati onal bahavi our and organi sation and human
devel opnment. He has been closely involved in the devel op-
ment of t he "new  paradi gnt of co-operative and
experiential inquiry, having recently edited Human | nquiry
(1981) with John Rowan. He has also initiated with John
Her on two co-operative inquiry pr oj ects into
co-counselling (Heron and Reason 1981 & 1982). After
initial discussions John proposed that rather than set up
an educati onal course with a subsidiary elenent of
co-operative i nquiry, t he whol e pr oj ect shoul d be

re-construed as one nmmjor co-operative inquiry into the
theory and practice of holistic medicine with John and
Peter as the initiating researchers and facilitators.

It was a basic assunption of the inquiry that there was no
really adequate form of holistic medicine in existence.
Compl ementary practitioners often laid claim to a holism
that was wunjustified, partly because of their lack of

conpet ence in psychol ogi cal and per sonal growt h
techni ques, nore obviously because of their lack of a cer-
tain range of conventional medical skills. Simlarly con-
ventional practitioners also have a limted if different

range of interventions which equally made their claim to
holism an aspiration rather than a reality.

Both John and Peter had for some years been pioneers in
devel oping the theory and practice  of co-operative
inquiry, and considered that it was in itself a form of

holism in action, particularly suited to research the
nature of holistic medicine.



Recruitment and briefing. A recruitment brochure briefly
stating the focus of the inquiry, and outlining its nethod
and design, and possible issues to be explored, was sent
to 7,500 General Practitioners in the four Thanes Health
Regi ons including Greater London. Copies were also sent
to a nunmber of doctors all over the UK who were on the
mailing list of the BPMF Educati on Department. An initial
nmeeting for those interested was held at the BPMF in the
Spring of 1982. At this nmeeting there were sone 34 GPs,
who were briefed nore thoroughly about the nethod of
inquiry, and the possible structure of its programm. An
i nportant part of this meeting was evolving criteria of
selection for entry to the project which were:

1. Medi cal degree. This requirement cane from
within the BPM-, whose Director considered that in
the first instance such a radical programe should be
exclusively for doctors.

2. Sonme degree of acquai nt ance with sone
conpl ementary medi ci nes, including both physica
and/ or psychol ogi cal approaches.

3. Some degree of personal growth and enotional
conpet ence: ability and willingness to [look at
enotional and interpersonal i ssues that mght be

stirred up within the group by the inquiry process.
4. Access to patients.

5. Commitnent to the enterprise in ternms of time and
energy.

0. Bal ance of the sexes.

It was agreed that applicants would assess their own
suitability to enter the project in the Ilight of these
criteria. At this first meeting the time structure and
dates of the programme were also agreed, and the date for
the first formal meeting of the inquiry group was set for
the Summer of 1982.

This meeting was attended by those who in the interval
since the first briefing meeting had sent in a witten

commtment to join the project. The nmeeting was to
prepare for the main project: its primry task was to
select a range of visiting speakers to contribute to the
project as "holistic Jlumnaries" from time to tine.
Secondary tasks were to prepare a reading list and to

propose agenda items for the first full weekend.

Parti ci pants. There were nineteen participants with an
age range from 28-60. Si xteen were nmedical doctors, the
ot her three being John and Peter and Elva Macklin,
adm nistrator of the Education Departnent who attended
both as participant and as secretary to the project. 0]
the sixteen doctors, fourteen were in general practice in




the NHS; and of these fourteen, four were trainers in the
GP vocational training scheme, two were trainees, two had

Uni versity appoi nt nent s. with Departments of Gener al
Practice, and one was a nember of the radical Limes G ove
Practice. o £he remai nder, one was exclusively in

private practice, and the other was an SHO in psychiatry.
Four of the doctors were female, and of the total group of
ni neteen two were Asian, the rest Caucasi an.

In terms of the entry criteria it was cl ear t hat
recruitment failed to achieve a bal ance of the sexes, and
we reluctantly accepted this. The participants varied
greatly in experience of personal development work, from
t hose who had been involved in it for many years to those
who had only just opened the door. There were five
trained co-counsellors in the group, several who had part-
icipated in Balint Groups, and several who had experience
of a range of meditation and transpersonal methods. Al |
were interested in conplementary therapies and a snmall
nunber included acupuncture as part of their practice.
The one doctor in private practice consistently used the
wi dest range of conplementary practices.

The nmotivation for joining varied with each participant,
but nost nmenbers wanted to develop new perspectives and
skills. Some considered thenselves well ver sed in
holistic medicine, others thought of thenmselves as novices
or enthusiasts in this respect. Sone were dissatisfied
with the status quo as they perceived it, others were con-
tent but keen to try new ways. There was a common
underlying desire to provide a better service for patients
and to increase personal satisfaction in work. Most knew
that they would have to make some efforts in tine and
noney, and many experienced S, one resi stance from
col |l eagues back at work who did not accept the value of
the project. There were the expected variations in
personality, and often cl ashes of t enper ament and
i deol ogy, but there was an overall commtnment to the cen-
tral focus of the inquiry which inmplied co-operation and
creative conflict resolution.

Fi nance. The original brochure proposed that the project
woul d be self-financing with each participant contributing
£200.00 to cover the cost of visiting lum naries' expenses
and other imediate overheads. Before the first briefing
meeting John Heron raised £3,000 toward the costs of the
project from the Blue Band Positive Health Programe.
After a great deal of discussion this support was turned
down, partly on the grounds that Unilever was involved in
the expropriation of profits from the Third World, partly
on the grounds that the contribution of Bl ue Band
Margarine to health could be questioned, but primarily on
the grounds that menbers preferred to be completely
aut ononous, without anyone flying on their coat tails. As
it turned out the £200.00 contributed by each participant
enabled the project to break even with respect to the
costs of visitors and room hire. The project was of



course substantially subsidised by BPMF for printing,
postage, and secretarial support.

Lum nari es. The idea of inviting visiting speakers was
nmooted in the brochure, and explored at the briefing
meeting. Part of the agenda of the first formal nmeeting

of the project in the Summer of 1982 was to decide who to
invite. W brainstormed a long list of possible speakers,
and from this chose the followi ng: Dr Peter Mansfield,
Director of the Tenplegarth Trust, which has carried
forward some of the basic principles of the Peckham
Experi ment of t he 1930' s; Dr Mur r ay Kor ngol d, a
psychol ogi st, acupuncturist, and healer from California;
Dr Alec Forbes, founder and Director of the Cancer Help
Centre in Bristol; Dr Marco de Vries, author of The
Redenption of the Intangible in Medicine (1981); Drs El mer
and Alyce Green, Directors of biofeedback research at the
Menni ger Foundation, and authors of Beyond Biofeedback
(1977); Fritjof Capra, author of Tao of Physics (1975) and
Turni ng Point (1982). Al | these attended with the
exception of Dr de Vries.

The lumnaries were invited to provide a three hour
presentation at one of the two day neetings on any aspect
of holistic medicine that was currently of interest to

t hem They were also invited to participate as
co-researchers during the rest of the neeting tinme,
joining the group in whatever way felt appropri ate,
contributing to the group's own activities. We found that
sone were able to join the group in creative ways, while
for others participation was problematic. Some of the
visitors were able to dialogue with the group in an
exchange of perspectives. Cthers seenmed able to do no
nore than re-iterate their own view- point. Agai n, sone

visitors could contribute actively and relevantly to the
group's own activities, while one could only interrupt and
interfere. The group for its part would readily confront
those visitors who seened to be insensitive to its ethos,
but sonmetines this confrontation became confused with
scapegoating the visitor for the group's own internal

difficulties. We shocked one, were experienced as rude by
anot her, and occasionally wondered iif we were (giving
enough care in receiving our guests. Nevert hel ess, the
luminaries did fulfil the purposes for which they were

invited: to inject new perspectives, refresh our thinking,
contribute to our programme design, and challenge the

limtations of our inquiry. W are grateful to them all
for their time, interest, and involvement.

Research design and rationale. The broad design was
outlined in advance and adopted at our first planning
meeting. There were six cycles of inquiry made up of a
two day workshop for thinking and planning, and six weeks
of application on-the-job in the surgery. The inquiry
ended with a four day workshop for final processing of all
the data on application. Subsequent nmeetings were held

for writing.



Co-operative inquiry noves several tinmes around the cycle
fromreflection to action and back again, and it is inpor-
tant to choose an appropriate amunt of tine for each part
of the cycle, and an appropriate rhythm of action and

reflection. The t wo day nmeetings were tines of
concentrated reflection, the six week periods were tines
of extended action. An inportant part of the reflection

process, which becanme progressively built in to the two
day nmeetings, was a whole range of different validity pro-
cedures, i ncl udi ng t he devel opment of a genui nel y
co-operative inquiry group.

At the first weekend we devised an overall nodel for
holistic medicine, and a long list of possible strategies
for applying it in practice. At the end of this two day
meeting, and at the end of subsequent meetings, each part-
icipant wote a "contract" which outlined the strategies
they intended to use over the next application period.
They also wote a report of their experience of the six

week's application, as well as reporting verbally at the
next workshop. All  these contracts and reports were
copied and circulated to the other participants, and
provi ded the data base for the project. The two day meet -

ings used this data to refine both our conceptual nmodel of
holistic medicine, and the strategies we used in applying
it.

Qutline of the nmeetings. In order to give a flavour of
the nmeetings without a tedious blow by-blow account of
each, we wll give a brief account of the sorts of
activities we engaged in; of the line the research

followed as a whole; of the energy and activity level of
the group.

A typical neeting would include nmost of the follow ng:

Sharing experience of application in the last cycle,
sonetinmes in snmall groups and sonetimes in the whole

group.

Conceptual discussion reviewing and revising the five
part model of holistic medicine in the light of the
shared experience of application.

Sessions on the theory and practice of wvalidity
procedures.

Group discussions to devise new strategies for the
next cycle of application.

Tinme spent sonetines alone, sonmetimes in small groups
writing individual contracts listing strategies each
person would use in the next cycle of action.

Group process neetings to deal with interpersonal
tensions and difficulties, and personal enotional
di stress. These were included in every meeting, and



wer e at | east t wo hour s | ong. Cccasi ona
co-counsel ling sessi ons wer e used for simlar
pur poses. A full expl anati on of the research
rationale behind these procedures my be found in
Chapter El even.

I nprovised rituals for opening and closing meetings.
Medi tative and transpersonal exercises.
Role play to practice strategic interventions.

When residential, jogging, dream analysis, and other
extra-curriculum activities.

Sharing food together.

A general climte during and between sessions that

permtted warm h, hugs, openness, and support. Thi s
in turn enabled the group to accommmdate and resolve
epi sodes of quite severe confrontation and

di sagreement .

The line of research started by reviewing each persons
experience and i deas about holistic medi ci ne, and
discussing this in small groups and as a whole until a
model of holistic medicine emerged which was generally
support ed. This is the five part npdel discussed in
Chapter Three. Following this we brainstormed a long |ist
of possible ways of applying this nodel in the surgery,
and after discussion in small groups each participant
devel oped their own idiosyncratic plan and contract for
the next six weeks. It appeared, at least to the
initiating facilitators, t hat contracts shoul d be
i diosyncratic at least to start with to provide lots of
diverse ideas and practices. We also brainstormed a |ong

list of different ways of obtaining data, sone of which
wer e adopt ed.

The second nmeeting continued this idiosyncratic |Iine:
participants were working out and sharing different sorts
of holistic medicine models, and preparing their strategy
contract for t he second cycle of action. Thi s
i diosyncratic direction was interrupted at the third
meeting, when it was decided to form two sub-groups in the
i nquiry, one of which was to focus on power sharing
interventions, and t he ot her to expl ore spiritua
practices in holistic medicine. Thus two separate lines
of convergence were adopted which provided a useful
counterpoint to the previous individuality and diversity.

Validity issues, which had been nmentioned briefly at the
earlier nmeetings only came fully into their own at the
fourth meeting when they were for the first tine very
t horoughly discussed and consciously wused (see Chapter
El even). At the fourth, fifth and sixth meeting the two
lines of convergence on power sharing and spiritual



practice were sustained, wth regular feedback on and
revisions of strategies used. Throughout these neetings
too, the five part nodel was regularly reviewed, nodified
and elaborated in the light of practical experience.

At the final seventh meeting there was an overall
collection and distillation of data from both the power
group's work and the spirit group's work, together with a
summary of our final position on the five part model, and
a review of the adequacy of our validity procedures.

The life of the group started with enormus hope and
enthusiasm energy was high, people joined in and felt
optimstic; plans were made; and friendship bonds begun.
There was sonmething of a downturn in morale by the second
meeting, as the enormty of what we had taken on becane
evi dent, and as sone of the different attitudes and
approaches in the group becanme evident. But the energy
level rose again with the formation of the power and
spirit groups, since these seened to provide a clear focus
for what we were up to, and thus a new inpetus to move
forward. This energy was sustained through a lively and
conflict-full fourth nmeeting until the fifth nmeeting, when
a series of wunresolved differences within the group and
strained relations wth the visiting lumnary combined

with external difficulties in members' Ilives to give a
very depressing and debilitating meeting. The sixth meet-
ing provided a way out of these doldrums as the group
responded to bot h exhortation from wi t hin and

encour agenment from the visitors to that session, so that
we were able to finish with sone «clarity about both
success and failure. At the final neeting the group was
energi sed by a deep and satisfying sense of achievenent,
together with a sense of excitement about witing up the
i nquiry.



CHAPTER THREE: THE FIVE PART MODEL OF HOLI STIC MEDI CI NE

In order to conduct inquiry into some subject we need a

model . One drawback of a nmodel is that it may inhibit
further thought or restrict the direction of the inquiry
by the preconceptions it cont ai ns. So it mnust be
conprehensive, simple, and in its early stages not too
rigidly or precisely fornul ated. A nodel gives a starting
place for thought and a grid of reference points to
understand and collate observation and ideas on the

practice of holistic medicine, and also provides a shared
set of concepts for the group as a whole to work with and
communi cate about. So again the nodel nust be sinple and
conprehensive, so that all nenbers of the group are happy
that it contains that essential part of the reality which
for them makes medicine holistic.

How did we seek to find such a clear, free, si nmpl e,
conprehensive and uninhibiting mnodel? It was done by
getting each group member to review their own practice of
medi ci ne, the ways in which they felt it was holistic, and

ways they could nmake it nore so. We considered further
what ideas we had about the basic nature of holistic
medi ci ne. We then presented and discussed all this in
small groups of four or five persons to tease out compDn
t hemes and crystallise conmmon principles. These
principles were then presented to the whole group and a
further sinplification took place until we arrived finally

at five themes or principles which seened to contain what
we felt to be the essence of holistic nedicine wthout
constricting it in a too rigid structure. The idea was
that these principles would be stated in mnimal form on
the grounds that at the start of an inquiry it is better
to be vaguely right than precisely wrong.

These principles were generally and happily assented to by
the group; i ndeed some surprise was expressed at the
relative fluency with which they had energed. Al the
principles were felt to be necessary and interdependent to
such a degree that none could be disregarded, nor yet any
one be thought suprenme or primary. At different tinmes and
for different people one of the principles would be
t hought nore inportant, but this would only change wth
time and circunstance.

The principles were first presented in circles on a flip
chart with the following titles, which in fact were
sustai ned throughout the inquiry.

Concern for the patient as a being of body, m nd
(including emotions) and spirit, seen in historical
(devel opmental), social and political contexts.

The patient as a potential self-healing agent.



Power sharing between doctor and patient.
Ability to offer a wide range of interventions.
The doctor as self-gardening.

Original Version of the Model.

At our first meeting the five parts of the nmodel were only
m nimally conceptualised as follows.

Concern for the patient as a being of body, mnd and
spirit seen in historical, social and political contexts.
The person as a being of body, mnd and spirit is a
classic view which we invoked but did not at this point
el aborate in any detail. Nor did we specify any
definitions of mnd or spirit except to indicate that by
mnd we certainly included feeling's and will as well as
intellect. W also saw the wi der context of the patient
as of fundanment al i mportance. There was sonme vague
i nvocation of a systens account of the person necessarily
bei ng understood in the context of their personal history,
wi der cultural history, and the prevailing social and
political structures. For some nmenmbers this social and
political context was primary; for others the person over
agai nst their context was primry.

The patient as a potential self-healing agent. What we
meant by this was not only the obvious fact that the human
body is within variable limts a self-healing organism

but also the nore radical principle that each person as a
mental and spiritual being has the potential capacity con-
sciously and intentionally to facilitate healing in their
body by a variety of internal and external actions. It
was clear in our discussions that the range of such poten-
tial was unspecified and unknown, but it was assumed by us

to be much greater t han pati ent expectation and
conventional nedicine currently allow At this stage in
our inquiry there was no systematic review of the sorts of
i nternal and external actions t hat an i ntentional

sel f-healing agent mght use.

Power sharing between doctor and patient. By this we nmean
shared responsibility for diagnosis and treatment. I n
di agnosis the doctor has the medical view, and the patient
a personal view, and can understand and give meaning to
their illness in terms of their own unique know edge of
their total life situation. In treatment, the doctor nmay
have medi ci nes, surgery, and other interventions to offer,
and the patient can take responsibility for devising and
practising internal and external behaviour that facilitate

recovery. This is co-operative problem solving. It was
clear in our first discussions that such shared power was
only the mddle part of a continuum from all power
exercised by the doctor to all power exercised by the
pati ent . Each part of the continuum we decided, had its

valid use depending upon the patient, the condition, the



doctor aid other circunstantial factors.

Ability to offer a wide range of 1interventions. In our
first discussions this principle seemed to cover at |east
three things: having a wide range of interactive skills,
for exanple being able to nove along the continuum of
power, as above; being able to intervene appropriately in
relation to body, mnd and spirit, and historical, social
and political contexts; and finally having conpetence in
some aspects of alternative therapy — physical, enotional
and spiritual — as well as conventional nedicine. Thi s
principle in practical ternms starts to define the holistic
practitioner; of course, holism as defined in this bundle
of skills transcends any individual's conpetence.

The doctor as self-gardening. By this we nmeant the
principle of per sonal gr owt h — again physical ly,
enotionally and spiritually: the practitioner of holistic
medi ci ne needs to be holistic in their persona
devel opnent, behavi our, and life-style, and to Dbe
consci ously i nvol ved in t he process of holistic
sel f -devel opnment and soci al awar eness. Even during

initial discussions sone felt strongly that this principle
should be the primary one on which the other four hinged
others considered that it should be on a par with the
ot her four. This issue of ordering continued to be
debated through the first three cycles.

How the mpodel was used. First of all we used the npdel to

brainstorm at our first nmeeting a very wide ranging list
of strategies or activities falling under its different
principles. Secondly individuals used the nodel as a set
of gui delines for selecting their own idiosyncratic

strategies for application over the first two cycles.
Third and centrally, when it was felt that our individua
applications were too divergent and unco-ordi nated we used
the nmodel at our third nmeeting to nake a decision to focus

on two parts of it -- power sharing and spirit. Fourth
the nodel was systematically reviewed for its coherence,
adequacy, and conprehensiveness in the light of our

experience of applying it.

Devel opnents of the Model.

The first thing that concerned us was the ordering of the
five principles. As-menti oned above, at the first nmeeting
some members felt that the doctor as self-gardening was

the main principle on which the others depended. Ot hers
resisted this view, and saw all five as equal. But over
the first tw cycles at Ileast four nenbers of the group
di scovered in practice that attending to their own
self-gardening facilitated the application of all the
other parts of the model. They found that by attending to

medi tation, to developing their own enotional openness, to
their physical fitness, they were nore able effectively to
put other parts of the nmopdel into practice. So on our



third meeting, when we reviewed the nmopdel there was, a
vi gorous debate about nmaking this principle the central

hub of the model; eventually on a vote eleven wanted
self-gardening to take this premiere position, while four
wanted to keep all the principles equal. For the
remai nder of the inquiry, for a significant number,

sel f-gardening was experienced as the central principle,
and was enshrined at our fourth nmeeting in the adage "The

way | am is how I practise medicine".

Apart from this debate, the practical 1inquiry sustained
the original view that the five parts were systematically
inter-related, with no one part primry. We never fully

expl ored and mapped out the sorts of interconnections bet-
ween the five principles although one author of this chap-
ter did develop his own account which is presented bel ow.

The nodel was however elaborated in a number of ways, many
of which are included later in the chapters devoted to
each principle. For example, at the fifth session we dis-

cussed the notion of self- and peer- gardening, to
enphasi se the idea that the doctor needed the support and
loving confrontation of peers. W realised that power
sharing could be seen as being mainly about the denmystifi-
cation of professionalism That self-healing included

peer-healing in inportant contexts such as peer self-help
groups, and that this principle also included inportant
aspects of medicine as education for prevention as well as

for treatnent. That the whole person in context needed to
be thought about particularly as a person with powerful
enotions being activated in a famly context. In addition

we debated the name holistic medicine, which some felt to
be a rather obscure name; the title Whole Person Medicine
was suggested as an alternative.

The remainder of this chapter is devoted to a systematic
el aboration of the interconnections of the five principles
whi ch was devel oped by one nenber and presented to the in-

quiry group.

Meditation on the Five Principles of Holistic Medicine.

Having briefly described and expanded the five ideas which
were thought to be necessary for a conplete and sufficient
view of holistic medicine, one is in danger of falsifying
the whole concept of holism by anatom sing the idea and

not looking at it whole. In order not to fall into this
trap, and as an exercise in holistic thinking an attenpt
will be mde to show how the five concepts relate to and
work on and with each other to form a whole. Rat her than
calling them principles, ideas, concepts or pillars of
holistic medicine, | wll refer to them as bubbles, for

that is how they first appeared on the flip chart at our



first meeting. The first part of this chapter has
expanded the original short title of each bubble and
fleshed it out with nore detailed and conplex ideas, but
al so each separate description can be referred back and
forth from bubble to bubble in order to understand it nore
fully. What are these connections and how do they operate
on and change the internal workings of each bubble and the
nodel as a whole? is a problem | have set nyself. Duri ng
the unfolding of the inquiry the nodel was |ooked at a
number of times and various structures, lines of force,
and influence were noted - the synthesis presented here is
ny own way of seeing holistic nedicine and to help ne
remenber how it works together and what it contains. The
bubbles are sufficiently elastic to be structured in other
ways by other people for other reasons.

On close inspection the bubbles seem to be mde of
different materials and behave in different ways. They
are of three types:-

1. People a) Patient as a Potential Self-Healing
Agent .
b) Doctor as Self-Gardening.

Aspects of Reality
c) Ability to of fer W de Range of

I ntervent i ons.

d) Seeing the Patient as a Whol e Being of
Body, Mnd and Spirit in contexts of
Space, Tinme and Rel ationshi p.

A Rel ationship
e) Power Shari ng bet ween Doct or and
Pati ent.

To express these differences visually one can give the
bubbl es different shapes, oblong for the people and oval
for the aspects of reality and the relationship will 1ook
after itself. If the people are drawn opposite each other
and the aspects of reality arranged between we arrive at
the follow ng diagram of the nodel - Fig. 3.

Now where is the relationship? If one joins up the two
people by an information channel passing through the two
aspects of reality, a fifth space or bubble is created in
the centre, power sharing between doctor and patient.

Does this dynam c arrangenment of the bubbles help us to
understand the nature and working of holistic medicine?
The channel joining doctor and patient is seen as a flow
of information comng from the patient to the doctor: the
facts, feelings, and atmosphere about the patient and his

world both verbal and non-ver bal |, both conscious and
unconsci ous, which the doctor nust be able to see,
conmprehend and understand. The return channel from the
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doctor to the patient conveys this understanding as the
first stage in a wide range of interventions which can be
offered to the patient to choose from to assist their
sel f- heal i ng. The self-gardening of the doctor is
necessary so as not to foul up and clog these information
channels, so that he may see clearly and understand truly,
and show hinself and his understanding honestly, and that
hi s know edge is wi de and covers al | types of
i ntervention. The patient's potential for self-healing
must be present and nobilised so that he can show hinself
fully and honestly, believing and trusting in the doctor's
genui neness, and have the courage to take responsibility
for his health and mnmake an appropriate choice of any
necessary therapy. The information channels are in no way
static, but constantly open and active, and t he
circulation of information goes through many cycles, not
just one, and this circulation of information between
doctor and patient, and patient and doctor constitutes the
relationship which is power sharing and so creates the
fifth and last bubble.

So the node of holistic medicine can also be seen as the
nodel for the doctor/patient relationship, as well as how
the five bubbles work together and influence each other
and also a node of how the medical profession as a whole
could relate to and work with the general public, their
patients.

Holism aspires to see things whole, and we have just nade
a whole out of the five bubbles, and a further exercise
would be to see how this whole relates to traditional
medi cal rel ationships between doctor and patient and also
to human relationships in general. As doctors are trained
they learn to relate to patients first in teaching



hospitals and later as junior house officers in other

hospi tal s. They are taught that the doctor nust have the
knowl edge and skill; that the patient has an illness that
needs help; that the doctor sees the signs and synptons of
this illness; that the doctor prescribes the therapy,
drugs and surgery or other therapeutic procedure; and that
the doctor nmust be in control. This is another nodel of
the doctor/patient relationship - Fig. 4 -, which has a

simlar structure to the holistic nmodel but an entirely
different attitude.

Doctor: Patient:
Knowledge Doctor Illness
and in and
Skill Control In Need

Signs
and
Symptoms

Fig. 4

The <contrast between the two nodels and the different
enphasis in each of the five areas helps a traditionally
trained doctor to see, in a nmore clear and specific way,
what changes will have to be made in his or her training,
understanding and way of relating to patients. It shows
how a change in any one of the areas nust lead, like a
chain reaction, to changes in all the other areas as they
are all —connected and inter-dependent. To change from
doct or in control to doctor sharing power with the
pati ent, requires changes in doctor and patient which
|l eads to changes in how they see and affect each other. A
simlar chain of events would occur if the primary change
was made in any of the five areas, and it is an
interesting and instructive exercise to work them out.
Choose an area, change it, and see what happens in the
ot her areas.

The doct or/ pati ent relationship is i nherently
asymmetrical, that is the tw nmenbers of the relationship
have different expectations of the interchange. The
patient perceives hinmself as ill and wi shes for cure,
which he seeks from the doctor who has the know edge and
wi shes to be of service. This is fairly clear cut and
appar ent in Fig. 4, the traditional doctor/ patient
rel ati onshi p, but in t he holistic doct or/ pati ent

relationship of Fig. 3, where the doctor is self-gardening



and the patient is self-healing, one is drawn by the
prefix "self" to scrutinise these conpound adjectives used
to describe the two people in the relationship; what do
gardening and healing have in comon? Creating the right
conditions for change and growth, and supervising these
changes to a satisfactory point of conpletion. In fact
self-gardening and self-healing could be interchanged.
Physi ci an heal thyself. Patient carry on gardening, that
is maintaining his own health by diet, exercise and
personal devel opnment work. So in the limt the holistic
doct or/ pati ent relationship becones symrmetrical, bot h
doctor and patient give and receive care, understanding,
recognition and acceptance, for the doctor needs the
patient to need his care; just as the patient needs the
doctor to care. The relationship becomes a mutual one, of
the generalised form of a fully personal relationship bet-
ween two people, as illustrated in Fig. 5.

Fig. 5

The problem with diagrans is that they are always static,
and to represent such a dynam c and changi ng phenonmena as
a personal relationship have definite limtations. But if
Fig. 5 is seen as a noment frozen in time of an idealised
two person relationship, wth the information flow ng
round the two channels in a clockwi se direction; seconds
later the flow will be in the other direction, the | will
be Thou, the Thou wll be 1I; a full nutual personal
relationship, symetrical and equal in all respects.

This playing around wth the nodel and finding the
simlarities and differences between holistic medica
nmodel (Fig. 3), standard medi cal nodel (Fig. 4), and full
personal relationship nodel (Fig. 5), gives us one further
di agram (page 30) descriptive of where holistic nedicine

st ands, somewhere on a continuum between the standard
medi cal nodel and a full personal relationship. The
problem is where on this continuum and what factors
control this position. How personal a relationship does a

doctor, or a patient, allow a doctor/patient relationship
to become? Some would say never, others would say al ways,
and the truth lies sonmewhere in between depending on the
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doctor, the patient and the condition requiring help. For
some problems it would be inappropriate to enter into the
difficulties and comm t ments of a full per sonal

relationship; for other conditions unless there is sone
personal commtment on the doctor's part there can be
little hope of the doctor even understanding the problem



let alone helping to find a satisfactory answer. Besi des
the problem of what is desirable, there is also the lint
of what is possible, that is, what are the constraints on
the establishment of a holistic nmedical relationship? It
woul d appear there are two; lack of self-gardening in the
doctor; a lack of self-healing in the patient. If these
are overcone then the holistic nodel can rest anywhere on
the line from a standard nedical relationship to a full
personal relationship, and that position should be where
the doctor and patient are nmost confortable and working
with the maximum effectiveness, with the particular
probl em under consideration.

Model s are made for playing with and this has been what |
have been doing in this section of the holistic nodel.
The games are fun and give new insights and ways of
working but are not to be taken too seriously. Pl ease
play your own ganmes with these models, they won't mnd and
neither will |I.



CHAPTER FOUR: W DE RANGE OF | NTERVENTI ONS

W did not in our inquiry ever systematically focus on

this principle: it was fornulated at the first neeting,
el aborated at the fourth, and reviewed again at the final
meeting. But of course nmenmbers of the group were
exploring the range of their interventions in their
different ways in each cycle. And the power and spirit

groups were each seeking to extend the range of menbers'
interventions along particular dinmensions.

The review of this principle at the fourth neeting, in the
light of three cycles of application, confirned and made
nore articulate the analysis of the first meeting: that

interventions can range widely along at | east t hree
di fferent di mensi ons; and t hese di mensi ons are
i ndependent, so the practitioner can nove along any one

wi t hout being thereby committed to nove on the other two.
At the final neeting this three dimensional view held firm
in the light of experience of all six cycles.

The first of these dinmensions <concerns the different
| evel s of the patient's being: interventions can cover the
physical, the mental (including emotional), the spiritual,
and take into account to a greater or |esser degree the

appropriate cont ext of per sonal hi st ory, soci al
rel ati onshi ps, and econom c, political, and cul tural
factors. This dinmension alone is very conplex: t he
practitioner can work (a) at one level to the relative
excl usi on of ot hers; (b) at t wo or nor e l evel s
concurrently; (c) at one level primarily in order to
effect change in another level; and in each case taking

context into account to a greater or |esser extent.

There are two big issues here we did not really get to
grips with. One concerns the relative autonomy of the
| evel s of being: how nuch you can intervene at one |evel
with relatively little inpact and effect at other |evels.
The reverse side of the sanme <coin is the relative

functional interdependence of the levels: how nuch you can
intervene at one level in order to produce change at
anot her . It seenmed to be a working assunption of the

inquiry that while there was sone sort of Dborderline
bet ween the autononmous functioning of the levels and their
interactive influence, this borderline may be variable and
alterable perhaps to different degrees wth different
peopl e. So that the extent to which you can influence
patients' mnds through their bodies, or bodies through
their m nds, and conversely the extent to which bodies and
mnds are relatively inpervious to each other, wll vary
from patient to patient- In addition, we would expect
this to vary at different tinmes in the sane patient as a
result of educati on and training for i ntentional
sel f - healing. Simlarly the extent to which patients’



bodies and mnds are relatively inmpervious to each other
will vary from person to person. But this assunption of
t he clinically obvi ous never progressed into any
systematic inquiry, so we can mke no suggestions as to
what factors determ ne such variability.

The other big issue we did not deal with is the systemc
relationship between the |evels, and how interventions at
any one level will influence other |evels. What ki nds of
i nfluence do spiritual changes have on physi ca
wel | -being, or physical changes on psychol ogical health?
One obvious question is whether the relationship is one of

parity or hierarchy: in terms of functional interaction,
does a physical intervention have as nmuch power to produce
psychol ogi cal or spiritual effects as a spiritual
intervention does to produce psychological and spiritual
effects? If it does, then we have a relation of parity
between the levels: there is no special direction of power
and influence. But if spiritual interventions tend to
have nore influence and inpact at psychol ogical and physi-
cal levels than physical interventions will tend to have

at psychol ogical and spiritual levels, then there is a re-
lation of hierarchy between the |evels, and power and
influence will flow more in one direction than in the
reverse direction. These issues were never addressed.

One thing is clear: these two issues about |evels of being
- the autonony-interaction issue and the parity-hierarchy
issue - may both be different and have different outcones
when applied to practitioner i nterventions in t he
patient's being as against when they are applied to inten-
tional self-healing by the patient as agent.

The second di mensi on al ong whi ch practitioner
interventions can range wdely is the continuum from
doctor-centred to patient-centred interventions (we had
earlier referred to this as the dinension of interactive
skills). At the doctor-centred end the doctor is making
uni l ateral decisions about diagnosis, preferred outcones,
and treatnment; acting unilaterally on these decisions; and

unilaterally assessing outcomes. At the patient-centred
end t he doct or is facilitating aut ononmous pati ent
deci sions and actions about diagnosis, preferred outconmes,
and treatment -- eliciting patient self-direction. In the

m ddl e, doctor and patient together engage in co-operative
probl em sol ving about diagnosis, preferred outcones, and
treatnment; and co-operatively assess outcomes.

Thi s di mrensi on  was systematically expl ored by t he
power -sharing group, an account of which is given in

Chapter Five. It is sufficient here to mention two broad
practical guidelines that emerged from the inquiry, and to
which all menmbers concurred. First, it is appropriate for
the doctor to have the flexibility to intervene at both
ends and in the mddle of this dinmension. Dependi ng on
the patient, their condition, their life context, and on
the timng and circunstance of the consultation, it may be



appropriate for the doctor to be authoritative and
directive, facilitative of pati ent aut onony, or
co-operative about probl em sol vi ng. And it my be
appropriate to nove between these different positions in
the same consultation with the same patient. Of course,
this requires considerable interactive skill: it involves
having a range of different sorts of behaviour avail abl e,
being conpetent in each, choosing when and know ng how to
move from one sort to another.

Second, it was generally agreed that because of patient
expectation of doctor's expertise, and also because of
conventional nedical training to deliver such expertise in
an authoritative way, doctors tend to be limted in their
behaviour to the doctor-centred end of the continuum
They find it difficult to practise the flexibility that
has been commended in the previous paragraph. So the
second practi cal gui del i ne encour ages doctors to
experiment with and develop a nuch wi der interactive style
and flexibility of behaviour than is common: Chapter Five
gives details of the different sorts of interventions the
power group menbers tried out in nmaking this shift.

We did not overtly explore the relations between these two

di mensi ons. In one sense they are clearly independent:
you can be doctor-centred or patient-centred when
intervening at any |evel of the patient's being -
physi cal , ment al , or spiritual. But it was tacitly

assuned throughout the inquiry that in another sense the
two dinensions are inter-dependent: you cannot adequately
comand t he doctor-centred/ patient-centred conti nuum
unl ess you can intervene, as and when appropriate, at all
|l evels of the patient's being; and you cannot adequately

intervene at all levels of the patient's being unless you
have acquired flexibility in rangi ng over t he
doctor-centred/patlent centred continuum

The third di mensi on al ong whi ch practitioners'
interventions can range wi dely concerns the use of
specific clinical t echni ques. This covers the whole
spectrum from medi cal techniques in conventional medicine,
including drugs, surgery, and many high technol ogy
met hods; to those wused in the various conplenmentary
t herapies such as homoeopathy, acupuncture, osteopathy,
chiropractic, her bal i sm and so on. This di nmension
received little formal attention during our i nquiry,

although a range of conplenentary therapies were in use.
At least three nmembers were using acupuncture prior to the
start of the inquiry. One of these was also already
using several other conplenmentary therapies. As a result
of the inquiry, one member took up acupuncture training,
anot her homoeopat hy; several others started finding out
about complenmentary therapists in their localities and
made sone referrals to them

While the Ilevel of interest in conplementary physica
t herapies was not high in the sense of l|earning how to do



them what was acknow edged was the patient's claim to
have resource to them and the practitioner's duty to know
somet hing about them - as distinct from knowing how to
practise them - in order to make responsible referrals.
This synpathetic attitude was |eavened in some nmenbers by
a creative scepticism how could t he cl ai ms of
conpl ementary therapies to efficacy be established by
researching them imaginatively in ways that did not
di stort and m srepresent their nodes of practice?

But conplenmentary therapies were thought of not only in
terras of purely physical or strictly medical techniques.
We also considered that they included those concerned with

psychot her apy and per sonal devel opment , such as
co-counsel ling, regression and cathartic therapies of
various kinds. At least six nmenmbers were famliar wth
and conpetent in one or nmore of these approaches prior to
the inquiry. And because of the strong elenment of

emoti onal and personal work sustained in our meetings,
nost nenbers pushed forward the frontiers of the psychol o-
gical and emotional interventions with their patients.

Furt her, compl ementary therapies were thought also to
i nclude practices such as psychic and spiritual healing.
Members of the spirit group did explore at one of their
meetings sone of these techniques anobng thenselves and
touched a little on how they mght be wused for absent
heal i ng. They al so used a range of spiritual
interventions with their patients in their surgeries, and
some of these were on the borders of formal spiritual hea-
ling (see Chapter Six).

VWhat follows in sunmary outline is a cookbook of different
interventions actually used by one or nmore nmenmbers of the

inquiry during their cycles of application. Some of these
are listed again in nore detail elsewhere: power-sharing
interventions in Chapter Five, spiritual interventions in
Chapter Six, interventions to do with patient self-help in
Chapter Seven. The cookbook itens are organi sed under the
three dinmensions for range of interventions presented in
this chapter. But these dinmensions are not nutually

exclusive in action: any intervention is somewhere on the
doctor-centred/ patient centred range, and at the sanme tine

related to sone level of the patient's being; if overt
t echni ques, conventional or conmplenmentary, are also used,
then necessarily all three dinmensions are involved. So

the classification below is rather arbitrary.

Di mensi on One: Intervention at Different Levels of Being
Spi ri tual | evel : Explicit and inplicit i nvocati ons;
spoken and si |l ent prayer; aski ng questions about
spiritual matters and belief systems; use of spiritual
quot ati ons; bei ng pr esent wi t h; t eachi ng spiritual
sel f-hel p.



Psychol ogi cal | evel ; i stening; counsel | i ng and

psychot her apy (regression and cat haris); dr eamnor k
analysis; interpretation of draw ngs; questions about the
meaning of illness, about illness as a clue to a new life
direction; use of sel f-disclosure to beget
sel f-disclosure; hypnotherapy; |ogotherapy.

Physi cal | evel : conventi onal medi cal t echni ques;
compl ement ary physi cal t echni ques (acupuncture,
osteopathy, herbalism honoeopathy); use of touch (for
physi cal heal i ng, for psychol ogi cal and spiritual

effects); use of physical talismans (for physical healing,
for psychological and spiritual effects).

Reference to all | evel s: maki ng body/ m nd/spirit - ie
three level - diagnoses; 1inviting the patient to engage
with a presented map or nodel including body, mnd and
spirit.

Social context: famly therapy, couple and relationship
counsel |i ng.

Political cont ext : initiating and joining alternative
organi sati ons; radi cal medi cal practice (Limes Grove);

health food co-operative; co-counselling comunity.

Di mensi on Two : Doctor-centred, Cooperative, and
Patient-centred Interventions

Co- operative power-sharing: admtting areas of doubt and
i gnorance; making letters of referral avail able for
patients to read; <change of seats role play -- patient
becomes doctor and talks to doctor who beconmes patient;
doctor open to and eliciting patient's explanation of
their trouble; co-operative decision-making with patient
about choice of treatnment and choice of referrals; asking
patient to share their expectations of the doctor; skills

sharing — inviting patients to participate in the use of
various pieces of standard equipment, and in making basic
exam nati ons; maki ng maxi mum anpunt of i nformati on

pertinent to the patient's conditions available to them
becom ng nmore accessible to the patient through change of
clothing (more informal), change of environnent (flowers,
re-arrangemt of desks and chairs, etc); humani si ng
medi cal ritual; involving patients in practice managenment
(Limes Grove); video review of consultation with patient
involved with making it; asking for patient feedback.

Pati ent-centred: training patients individually or in
groups in self-help techniques (visualisation, autogenic
training, medi tation, yoga, rel axation, sel f-hypnosi s,

nutrition, stress management, exercise); helping patients
set up self-help peer support groups (co-counselling,
obesity, quit snoking, patient participation, giving up

tranquillisers, menopause) ; hel ping set wup whole food
co-operative; recommendi ng books and panphl ets to
patients.



Di mensi on Three: Conventional and Conmplementary Therapy

Techni ques

See above under Dimension One: this dinmension sinply takes
a di fferent slice t hr ough t he same mat eri al .



CHAPTER FI VE: POWER SHARI NG

| ntroducti on

"I was aware in the next mnute after this refusal to
change his tablets that he was probably going to

attack nme if | persisted. | remenber thinking "Well
at least it will be interesting!"....He grabbed nme by
the collar saying he was going to fucking kill me,
that all doctors were the sane. They'd done this to
him to begin with and now they just treated him I|ike
a little kid.... He let go of nme and began to cry. I
gave him a 'scrip and phoned the psychiatrist. Lat er
I cried too - a mxture of shakiness, fear and

mel odramatic exhilaration".

| ssues about power are present in every consultation.
They may not be so starkly visible as in the above exanple
but patients and doctors still part di sgruntled or
satisfied, our objectives agreed or frustrated. There is

no neutral position on these issues since we already are
operating with certain asssunmptions and attitudes to our

power . Despite this it is only rarely that these issues
are nmade explicit. Doctors often see the problem as one
of control - usually with the inplicit assunption that
they are the one who rightfully are (or should be) 'in
control . Patients more sinply find it difficult to get
what they want, and all too often have the |oss of
personal power inherent in their illness conmpounded by a

sense of hel pl essness when faci ng t he overbearing
authority of their doctors.

For any holistic approach the issue of power is vital.
The five part nodel which we elaborated during the inquiry
touches on issues of power at every turn:

What does 'power sharing' mean in practice? why
bother with it? Is it anything nore than an
irrelevant ideal?

If patients are seen as the main agents of their own
healing what inmplications does this hold for the way
our institutions run?

Use of alternative therapies involves issues about
the nonopolistic power of the nedical profession as
well as the personal assertiveness often required by
patients in order to get access to them

Medi ci ne not only has an inportant spiritual aspect
it just as clearly has political inplications which
greatly affect the outcome.



Nor is it easy to sort out how power actually affects

different situations. Sonetimes it is clearly appropriate
for doctors to be conpletely in control, whilst at other
tinmes patients are all too often excluded from the

deci si on maki ng process.

The "power"™ group canme together to look at sone of these

difficulties. The decision for two groups to separately
| ook at the problenms of "power" and "spirit" coal esced out
of the general chaos of the first three cycles. Not only
was  power an issue which enbraced several of t he

strategies that individuals had been working on it was
al so an inmportant touchstone for many of us because of its
solidity and obvious inmportance in any descripton of medi-

cine. It is an appealingly ‘'real' issue which a wde
variety of people within and wi thout the profession agree
is problematic. In contra-distinction |ooking at "spirit"
appeared distressingly vague and nystical to sone:
"If I was going to have recount what we were actually
doing in this Holistic Medical thing to ny partners
then | for one wanted to be able to talk about
sonething as real and (as | thought) hard edged as

power . The thought of declaring ny membership of a
group dedicated to Ilooking at spiritual aspects of
general practice was too much!".

What Happened

Being in the group was exciting but chaotic. The only
thing that of necessity we had in comon was an interest
in changing the distribution of power within the surgery.
Beyond that our views, histories, personal and practice
circumstances varied greatly. Even in our interest in
power we did not weasily agree. In part of course this
variety constituted the resources of the group: out of the
process of inquiry we would hopefully cone to a consensus,
consistent and valid at least for ourselves. Many times
however it felt termnally confusing: we were all trying
to pull our communal cart down the different roads of our
i ndi vidual prejudices using a map bespattered with precon-
ceptions whilst |oaded with an unconfortable ragbag of no-
tions about what research (old and new) ought to be.

I nevitably these discussions raised issues of power wthin
the group itself. Generally inequalities of power and in-
fluence within the inquiry were dealt with by the whole
group at the regular workshops set aside for |[|ooking at
the way the group was interacting. Occasionally the issue
was al so discussed in the power group itself but since the
enmphasis of the group was largely on working out what we
did agree on rather than generating a conplete consensus,
di sagreement flourished at the wedges of our discussion
wi t hout causing any great problemns.

The agreenent t hat evolved grew mainly out of t he
practical strategies that we discussed and tried out with



patients; and in retrospect these pragmatic ideas are the

ker nel of what we produced. W did converge on a
phi | osophi cal and concept ual agreement about what the
i nportant questi ons surroundi ng power wer e. The
tenptati on now, writing the whole inquiry wup 1is to
enmphasi se this agreement, to try and lay out a lucid and
coherent argument, tested and proven. The old research
nmodel exerts a lot of power - to be respectable everything
should be neat and tidy, tied up with numbers and bound
down with hard and fast concl usions. But the appropriate

use of power cannot begin to be exam ned without attention
to the subjective experiences and attitudes of t he

differing people involved. These subjective realities are
elusive and are often ignored, or investigated by orthodox
research with met hodol ogi es t hat are i nevitably
di storting.

What follows s an attempt to state the issues and
difficulties as we eventually came to see them whilst
remai ning true to the stimulating, enlightening atnosphere
of the inquiry and to the never fully resolved differences
between us.

Di | emmas

Sharing power is a paradoxical idea. Implicit in the five
part model and in our discussions is an assunption not
only that power should be shared appropriately between
doctor and patient but also that at present the bal ance of
this sharing is swung heavily and wongly against the
pati ent. Yet are not attenpts on the doctors' part to
correct this balance thenselves an exercise of power? |Is
not the desire to be dependent a valid choice for patients
and who are we to say that our " power-shoul d-be-shared”
vi ewpoi nt should prevail? After all is not the power to
make decisions with its attendant responsibilities what
doctors are paid so much to do? Patients who are given a
choice about differing opinions available sonetinmes say
"Wl | you're the doctor, you deci de". Is this a
reflection of a culture-wide passivity or a legitimte
request of a professional adviser? Expecting people to
take major decisions when all they feel Ilike is being
| ooked after and dependent is perhaps an inposition of
i deol ogy just as dogmatic and cruel as the view that sees
the abrogation of all power to the doctor as good and just
(though there is good evidence from Pendleton that nost
patients do not want an authoritarian doctor).

At the heart of these dilemmas lie several questions: |Is
it possible to "give away" power especially to those who
apparently do not want it? Is it correct to do so? Are
there any times when this is inappropriate? And how are
t hese "inappropriate" circunmstances defined in such a way
that they do not constitute an endless "cop out" clause
for doctor acclimatised and socialised to the exercise of
power ?



The rhetoric of liberation inplies that power can not be
given away; that it has to be seized by those who are opp-
ressed, and that any attenpts to give it away through a
li beral use of one's position are either dooned to failure

or irrelevant since they will never be repeated by
ot hers. Happily it seems very likely that this concept of
power is unlikely to hol d true. The successful

relinquishing of power is quite a conmon experience (for
exanpl e between parents and growing children) and it seens
very |likely that power as it relates to doctors and
patients is neither intrinsically oppressive nor a zero
sum game in which nmy gain in power is by definition vyour
| oss.

These paradoxes and the conplexity of the issues took up a
great deal of our tine initially. Despite agreenent that
patient's interests would be better served if we could
jointly get to a state where they on average had nore
power than at present and ourselves less, there were wide
di fferences about how to do this and how far this shift in
the balance of power should go. At one end of the
spectrum one participant (Roger S.) felt that his aim as a
doctor was to nmake hinself redundant, that ideally people
should conme to know what they needed and be so in charge
of their situation that his role would becone sinmply that

of a technician. At the other was the view (John H' s)
that sometines there is a need for the deliberate and
charismatic use of the doctor's power. Doctors for

exampl e have an authority that can be used to give people
perm ssion or wi den their idea of what is possible in a
way that few others do. To refuse or deny this power
because of ideological preferences is to refuse a key part
of the doctor's role.

This kind of di scussion usually <centred around the
guestion of how far it is justified to take the principle
that people are their own best judges of what they need.
Is giving people the Valium they ask for justified provid-
ing they fully appreciate the problenms? O is it our role
to "protect"” them in sonme way? ' And how to does this fit
in with our own feelings about being asked to do things we
may find ill advised or plain wrong, of inposing our own
val ues.

In addition to the discussion of these issues there was
the other thread of the inquiry, the practical changes
that we agreed to try out in each of the intervening
action phases. These varied enornously in form and
success (for a list of all strategies tried see later in
the chapter). At the tine it felt as though our frustrat-
ing theoretical discussion had only a limted connection
with these strategies and that in turn the experience of
experimenting and the insights we gained only rarely
helped to clarify our conceptual difficulties. However ,
it is clear in retrospect that both the need to work out
practical alternatives to our orthodox ways of practising
and actually carrying them out did help us to clarify the



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 reac