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Abstract of Dissertation

Beyond Prescriptions! Enacting Love:
A Hermeneutic Exploration of the Dynamic Co-emergence
of Self and Other in Relationship

The purpose of this research is to explore the dynamic, co-emerging process of
how Self and Other relate in meaningful ways. The essence of this study exists in the
“between” of two living systems—doctor and patient—who co-exist in ways that create a
single, larger living system. Utilizing the enactive approach and hermeneutic
phenomenology, this study illuminates the intersubjective human experience of relating
by understanding not only the lived experience of meaningful doctor-patient
relationships, but also the meaning given to the experience by the co-researchers. This
study includes seven doctor-patient dyads from a variety of health specialties. Data
collection and analysis involve video and audio-recorded interviews (i.e., joint doctor-
patient interviews, individual doctor interviews, and individual patient interviews),
observation, follow-up clarifications, supporting materials, and interpretation verification.

Two major themes emerge in data analysis and interpretation. Relating in
meaningful ways involves both substance and process with each having several
subthemes. In synthesizing all of the themes, major findings emerge about meaningful
doctor-patient relationships. The co-researchers describe the experience of relating with
the Other as loving, where both doctor and patient experience a sense of wholeness and

well-Being. A visual model is presented as a means to visualize the process of Enacting

Loving Relationships.
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Theoretical, empirical, and practical implications from this study include the need
to: (a) expand the understanding of doctor-patient relationships to include love; (b)
further the scholarly dialogue bridging first-hand experience and second-person
observation with the science of cognition; (c) re-vision and re-form medical training; (d)
conduct additional research on enacting loving relationships utilizing the enactive
approach coupled with hermeneutic phenomenology; (e) explore the language and
emotions of relating in meaningful ways; and (f) research whether the Enacting Loving

Relationships model offers insights into other relationships with power differentials.
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CHAPTER 1:

INTRODUCTION

When you speak to me about your deepest questions, you do not want to be fixed
or saved: you want to be seen and heard, to have your truth acknowledged and
honored. (Palmer, 2004, p.117)

Being seen and heard is vitally important in the doctor-patient relationship. This
study seeks to understand the unique doctor-patient relationship because health, and the
restoration of health, matters. Without health, a person is not able to fully engage in the
praxis of living. When disease strikes, it assaults the whole person—physically,
psychologically, spiritually, and emotionally (Mount, Boston, & Cohen, 2007)—literally,
the wholeness of a person. The root word of health is “hale” meaning “whole,” that is to
be healthy is to be whole (Bohm, 1980). Yet disease, the physical aspect of sickness
(Kane, 2003), is only part of the story. IlIness, the personal experience of sickness,
accompanies disease and is the aspect that especially challenges one’s sense of
wholeness. IlIness is also the aspect of sickness most often ignored or dismissed in
clinical health care encounters (Chen, 2007; Kane, 2003).

Many medical practices in the United States utilize a biomedical approach that
leans heavily towards the measurable, testable, and concreteness of physical disease,
leading to an emphasis on treating and curing disease rather than addressing illness.
Curing disease is important, but it is not the only concern patients have (Scott, Cohen,
DiCicco-Bloom, Miller, Stange, & Crabtree, 2008; see also, Mount et al., 2007). Instead,
some patients seek medical attention for their sickness, with its requisite physical and
phenomenological aspects that operate with complementarity (Harrington & Zajonc,

2006), to have their truth acknowledged and to enact healing (Chen, 2007; Scott et al.,
1



2008; Weil, 2009). At the same time, doctors find it increasingly difficult to care for
patients to the extent they would like given time constraints and limitations imposed by
the health care delivery system (Hallowell, 2008; Marnocha, 2009). Consequently, there
is a growing disconnect between current practices of medicine and what patients and
doctors both seek. Healing and curing are not mutually exclusive (Kane, 2003); both are
central to our well-being. However, current medical practices are adept at addressing
disease, but not illness; curing, but not healing (Chen, 2007; Egnew, 2009; Kane, 2003;
Remen, 1996; Weil, 2009). Thus, this study explores the dynamic, co-emerging process
of how Self and Other (i.e., doctor and patient) relate in ways that enact healing or a

sense of wholeness in both.

Background of the Problem

Insights into the experience of healing can be gleaned from Palmer’s quote at the
start of this chapter. Palmer (2004) articulates a way of being held in relationship that
allows one’s Self—one’s authentic being or soul—to emerge, moving one towards
wholeness and healing (Miller & Crabtree, 2005) and away from suffering (Palmer,
1990a). Suffering arises when a person perceives a threat to one’s integrity and assigns a
meaning to the perception (Egnew, 2009; Mount et al., 2007), thereby conceptualizing
the feeling or perception. This meaning is influenced by a person’s values, prior history,
and experience (Varela, 1999). Depending on the meaning given to illness (Kleinman,
1988), with its inherent emotion, a person may or may not experience both pain and
suffering (Mount et al., 2007). While some pain may be inevitable, suffering is not

(Kane, 2003). Frankl (2006) adds, “suffering ceases to be suffering in some way at the



moment it finds a meaning” (p. 113). Thus, if meaning is the way into suffering, then it is
also a way out (Frankl, 2006; Kane, 2003). Changing the assigned meaning or
interpretation of an illness experience can begin the process of healing (Dossey, 2005;
Remen, 2005). Thus, to provide appropriate care that cures and heals, doctors must come
to know what sickness means by listening to and engaging with patients (Kane, 2003).
Listening creates a relationship (Wheatley, 2002), in which each person shapes
and is shaped by the other (Chang, 2004; Mead, 1934). As Wheatley (2006) asserts,
“Relationships are primary. . . . Nothing exists independent of its relationships. We are
constantly creating the world—evoking it from many potentials—as we participate in all
its many interactions” (p. 69). By participating and interacting, we make sense of the
world (De Jaegher, 2009; De Jaegher & Di Paolo, 2007). This process of relating and
making meaning is described as participatory sense-making (De Jaegher, 2006),
interacting (Gallagher, 2005), languaging (Maturana, 1988), dialoguing (Bohm, 1996;
Isaacs, 1999), presencing (Senge, Scharmer, Jaworski, & Flowers, 2005) and generative
listening (listening to the future wanting to emerge) (Scharmer, 2007). What is most
germane to the current dialogue is the common thread these conceptualizations share.
Each of these processes emerges in relationship. Relationships create opportunities for
those involved to see what they were unable to see before (Maturana & Poerksen, 2004),
to change one’s paradigm (Barker, 1988; Kuhn, 1970), to engage in symmetry-breaking
awareness (Croswell & Holliday, 2004; Zajonc, 2004), to change the illness narrative
(Kleinman, 1988), to operate with ethical know-how (Varela, 1999c), and to increase

“response-ability” (Kane, 2003, p. 90), one’s ability to act with the wisdom one has



gained. Hence, relating in meaningful ways can enact healing (Scott, J., Scott, R., Miller,
Stange, & Crabtree, 2009; see also, Egnew, 2009; Kane, 2003).

Being in relationship in the way initially described by Palmer (2004) can be
difficult. He goes on to say, “Holding you that way takes time, energy, and patience. . . .
As the minutes tick by, with no outward sign that anything is happening for you, | start
feeling anxious, useless, and foolish, and | start thinking about all the other things | have
to do” (p. 117). Kane (2003) agrees in that unless change is imminent, attention can
quickly turn from an external to an internal focus. When the attention turns (Buber, 1970)
from the Other (the authentic being of the other person) to one’s self (the ego and
personal history), the quality of presence is lessened (Scharmer, 2007) and the
opportunity for healing diminishes as we are no longer abiding (Scott et al., 2008, 2009)
or bearing witness to the Other (Wheatley, 2002).

To be there means that | gather together all my thoughts, feelings, and memories.

| am wholly with what | am doing, creating, perceiving. . . . At the moment | am

no longer simply and wholly with and in the situation, | become split, tense, and
broken up. This is true not only of decisive events, which may fill only a small
part of my life, but even more of the innumerable simple, seemingly insignificant
actions and meetings that make up most of my days. The secret of growth, the
source of peace, the hidden source of spiritual living entails being dedicated to the

humble events which bind my days together. (van Kaam, 1970, p. 14)

The manner of being there described by van Kaam minimizes fragmentation (Bohm,
1980) and distance (Remen, 1996). Creating distance or digging moats between doctors
and patients can drain spirit from both (Berwick, 2009). Instead, by being fully present
and in relationship, the possibility emerges for a move towards wholeness not only in the

patient, but also in the doctor (Berwick, 2009; Kane, 2003). To relate in this way is an act

of service (Remen, 1996).



At its core, the practice of medicine is a service profession. Serving others is not
always easy; however, contrary to popular belief, it involves “no fixing, no saving, no
advising, no setting each other straight” (Palmer, 2004, p. 114). There are fundamental
differences in how fixing, saving, advising, helping, and serving view life. In fixing,
saving, and advising, one sees life as broken; while in helping, life is seen as weak
(Remen, 1996). However, serving sees life as whole (Palmer, 2004; Remen, 2005).
Service is rooted in the premise that life is sacred and is a holy mystery whose purpose is
unknown. By serving, we are connected with others and belong to life and that purpose
(Remen, 1996). Through this relationship between Self (one’s authentic being, soul) and
Other or I and You (Buber, 1970), we can experience wholeness and enact our capacities,
making ourselves and the communities in which we belong healthier (Wheatley, 2006).
To enact health, both doctors and people seen by doctors must be willing to relate to one
another in meaning-full ways (Wheatley, 2005; Weil, 2009)

Mutual healing in doctor-patient relationships is uncommon in the medical
literature. Today, doctors are equipped with technological advances and understanding of
disease that simply did not exist 100 years ago (Majno, 1987). This has resulted in a
health care delivery system that is widely experienced as high-tech and low touch (Weil,
2009) with more attention given to the science than the art of medicine. Yet, the need for
healing remains just as strong, if not stronger, now (Remen, 2005; Weil, 2009). At the
same time, doctors are personally experiencing more depression (Remen, 2005), low
morale and burnout (Ruhe, Gotler, Goodwin, & Stange, 2004). There is a growing
disconnect between current practices of medicine and what patients and doctors both

seek. Thus, this study explores exemplar doctor-patient relationships from an enactive



approach (Thompson, 2007) that deepen our understanding of this relationship and co-
growth towards wholeness. This introductory chapter briefly overviews and discusses the
following: the background of the problem, an overview of key theoretical and empirical
findings, the research methodology, potential significance, researcher subjectivity,
limitations, and key terms. Chapters 2 and 3 provide greater detail on the literature and
methodology, respectively. Chapter 4 describes the data analysis. Chapter 5 discusses

major findings, resituating the data in the current literature.

Theoretical Underpinnings

To see truth in the round, we need many angles of vision, many voices of varied
experience. (Palmer, 1990a, p. 12)

The theoretical lens adopted for this study is the enactive approach (Thompson,
2007). Although in its infancy, it shows promise in its ability to handle complex,
emerging phenomenon. The biology of cognition explores the process of making
meaning of living experience or sense-making (De Jaegher, 2009; De Jaegher & Di
Paolo, 2007) and in-forms the enactive approach. The enactive approach is a useful
means to understand the dynamic, co-emerging nature of the process of relating, and the
experience of enacting wholeness in Self and Other. Accordingly, there are several
streams of literature that in-form this study that include: biological sciences with a
specific eye towards cognition and enaction, embodied learning, relating, and healing.

Each will be briefly introduced with greater detail provided in chapter 2.



Biological Sciences and Living Systems

This dissertation is explicitly grounded in the biological sciences (Maturana &
Varela, 1998)and utilizes an enactive approach to understand asymmetrical relationships
in health care (De Jaegher, 2009; Thompson, 2001). Biology is about life—living
systems that form when two beings interact with and respond to one another’s presence
and the environment (Capra, 2002; De Jaegher & Di Paolo, 2007). This perspective does
not deny the psychological, sociological, or anthropological dimensions of behavior and
action; instead, it focuses attention on the biological realm and first-hand experience
(Thompson, 2007; Varela et al., 1991). Specific attention will be given to exploring how
human beings make sense of the world, form perspectives, enact values, relate, and
behave. This perspective is not behaviorism; rather than a reductionistic notion of cause
and effect, it is interested in the science of mind (Thompson, 2007) and in particular, the
dynamic co-emergence of phenomenon. Dynamic co-emergence refers to the process
where the whole and the parts arise at the same time together. In other words, “part and
whole co-emerge and mutually specify each other. A whole cannot be reduced to its parts
and the parts cannot be characterized independently of the whole”” (Thompson, 2007, p.
38). Hence, the phenomenon exists in the doctor-patient relationship, not in doctor or
patient alone (Scott et al., 2009), for which the biological lens is uniquely capable of

framing for inquiry.

Enactive Approach

The enactive approach, informed by the biological sciences, phenomenology, and

living systems, offers a lens through which to view the process of relating. Enactive



refers to how people create their reality through a process of awareness, sense-making,
and moving into context (Croswell & Holliday, 2004; Varela et al., 1991). In their
summary of the enactive approach, Colombetti and Thompson (2007) clarify how the
“human mind is embodied in our entire organism and embedded in the world, and hence
is not reducible to structures inside the head. Meaning and experience are created by, or
enacted through, the continuous reciprocal interaction of the brain, the body, and the
world” (p. 18). Within this reciprocal interaction, there are three modes of bodily activity
(Thompson & Varela, 2001):

1. Self-regulation: Through structural coupling the mind and body ensure that the
internal milieu needed for survival is maintained (e.g., sleep, emotional
regulation).

2. Sensorimotor coupling: A person moves according to what s/he senses and what
s/he senses depends on how s/he moves. This involves perception, a kind of
action that involves tacit, skillful knowledge (Colombetti & Thompson, 2007).

3. Intersubjective interaction: The cognition and affectively charged experience of
self and other.

These three modes taken with phenomenological insights regarding bodily subjectivity
indicate that cognition is embodied structurally and experientially (Colombetti &
Thompson, 2007). Cognition is grounded in sense-making, where people actively
generate and sustain themselves by bringing forth that which has value and meaning to

them (Thompson & Stapleton, 2009).



Embodied Learning

One of the central ideas of the enactive approach involves learning, the
transformation that occurs through the experience of behaving, which allows a person’s
basic biological functioning to continue (Maturana & Varela, 1980). Learning is
historical in that each behavior and interpretation is built on previous experience,
environment, and actions (Herda, 1999; Maturana & Varela, 1980). It is an intentional,
interpretive, reflective, embodied, and imaginative act (Herda, 1999; Maturana &
Verden-Zoller, 2008; Maturana & Varela, 1998; Mezirow, 2000; Varela & Depraz,
2003). We learn continuously; each interaction constitutes newly emerging meaning
and modifies what we previously experienced and had “known” (Maturana & Varela,
1980). Modification occurs through reflection, adapting the frame or lens in which the
world is viewed, reassigning meaning, and making connections among thoughts, people,
behaviors, feelings, and things. It is in reflecting on the connections—the relationships
and the interactions—and identifying the patterns of thought and of action that allows one
to enact change in one’s life (Daloz, 1986; Wheatley & Kellner-Rogers, 1999). Hence,
learning is social in nature (Dewey, 1966; Herda, 1999; Mezirow, 1994), whereby one
makes meaning through defining oneself in relationship to others (Bateson, 1979;
Merriam, 1994; Schutz, 1967). In the context of health care, learning occurs between
doctor and patient when they are able to relate in ways that cultivate awareness,

reflection, and enaction.



Relating

Although literature abounds regarding relationships in general (especially within
the psychological, anthropological, and sociological literature), very few theories and
little research address how the relationship came to be from an emerging, living systems
perspective (i.e., doctor-patient dyad), particularly in medicine. This shift to a systemic
view is reflected in the Sufi teaching that says, “you think because you understand one
you must understand two, because one and one makes two. But you must also understand
and” (Wheatley, 2006, p. 10). Thus, to understand the connection between doctor and
patient, specific attention must be focused on the relationship that structurally couples
(Maturana & Varela, 1998) the two together. Such a study must not reduce the
phenomena to a simple cause and effect or destroy the essence of the relationship by
studying isolated parts and contributors (Palmer, 1990b; Wheatley, 2006).

Three models and theories offer insights into the process of relating (Maturana,
1988; O’Rourke, 2009; Senge et al., 2005). First, Maturana (1988) asserts that humans
gain a sense of reality and in turn relationship by emotioning and languaging. At the core
of the self-other relationship are emotions, which can either be constructive or destructive
(Maturana, 1988). Emotions serve as triggers for the body to make sense and move into
action. There is no thought, cognition, action, intentional behavior, or consciousness
without emotion (Colombetti & Thompson, 2007; Freeman, 2000). “Our emotioning
changes in the course of our languaging, and our languaging changes in the course of our
emotioning” (Maturana & Verden-Zoller, 2008, p. 30-31). Languaging occurs in the
praxis of living, where we are immersed in language as social beings (Maturana, 1988).
For Maturana, languaging does not mean conveying information or news, but instead
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refers to the flow and process of “the coordination of coordinations” (Maturana &
Poerksen, 2004, p. 92) between people. He asserts that people would not be able to
describe, make distinctions, or reflect because all of these abilities are secondary to the
primary experience of experiencing. Thus, it is through emotioning and languaging that
we come to engage in and with others in the world.

Second, O’Rourke (2009) offers a model on authentic relatedness that emerged
from a heuristic study that examined the lived experience of becoming self-aware from a
biological, affective, and enactive approach. Several findings emerged that are pertinent
to this study including: (a) the natural, continuously emergent process of self-awareness
includes two domains—self and other; (b) willingness to self-reflect, often emerging in
response to traumatic events; (c) relationships are an essential aspect of human
interaction and emerging self-awareness; and, (d) human beings are self-determining,
self-organizing and co-emerge in relationship with the environment.

Third, Senge et al. (2005) offer a model of “presence” also called “theory U”
(Scharmer, 2007) that addresses the process of relating on individual and collective
levels. Presence consists of three main processes: sensing, presencing, and realizing.
Sensing involves cultivating an awareness of one’s manner of thinking and perceiving the
world (Scharmer, 2007). This gesture initiates the second phase of the U, “presencing [or]
seeing from the deepest source and becoming a vehicle for that source” (Senge et al.,
2005, p. 89). The final portion, realizing is to “sense something new and act
instantaneously in accordance with what that felt knowledge dictates” (Senge et al., 2005,

p. 91). Realizing is to shape and be shaped by the emerging future. By cultivating one’s
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ability to sense, presence, and realize in the context of medicine, opportunities emerge for

health, healing, and wholeness.

Healing

The healing literature within medicine is dense; although, the term wholeness is
rarely used. However, very few studies consider the dynamic nature of healing from both
a clinician and patient perspective (Scott et al., 2008). Two such studies are particularly
germane to this research. First, Miner-Williams (2007) conducted a grounded study that
sought to explicate connectedness within nurse-patient relationships defined as the nurse
“meeting the patient’s need of the spirit” (2007, p. 1226). She found that in addition to
biopsychosocial needs, some patients also expressed spiritual needs—needs that
emanated from deep within the person’s essence. Yet, these needs were only sometimes
addressed. When addressed, the process consists of the milieu, unfolding, and outgrowth
of meaningfulness. While Miner-William’s study provides insight into the experience of
relating that is of particular interest to this research, it fails to address the aspect of
mutuality since participants were nurses and patients who did not know one another.
Where Miner-Williams (2007) ends, Scott et al. (2008) pick-up.

Scott and colleagues (2008) addressed the shortage of empirical evidence about
the experience of healing and how it arises in doctor-patient relationships by conducting a
grounded theory study. Through conducting interviews, healing came to be defined as
“being cured when possible, reducing suffering when cure is not possible and finding
meaning beyond the illness experience” (p. 320). They discovered that healing did not lie

within the patient or the physician, but rather in the space created by the connection
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between the two. Moreover, healing relationships were found to be created and sustained
through three essential processes (Scott et al., 2008, 2009): valuing, appreciating power,
and abiding. While the findings are consistent with the extensive literature on healing, the
study’s major contributions lie first with how both patients and clinicians were
interviewed (although separately) and second in the relational model of healing that

emerged from the data.

Summary of Insights from the Literature

In reviewing the literature, the importance of relationships is incontrovertibly
accepted. What is not well understood, however, is the biological nature involved in the
process of relating itself. There are isolated and infrequent empirical examples of how
this type of relating and mutual healing emerges through social cognition in both those
serving and being served. Advances in the biological and affective sciences offer a
promising new lens through which to explore doctor-patient relationships, broadening
and deepening current understanding gleaned from existent psychological, sociological,
anthropological, and medical literature. It is important to note that the theories and
models presented in this overview may or may not be present in the findings. Indeed, the
gift of qualitative research is the opportunity for new ideas and understandings to emerge
in the process of systematically exploring the lived experience of doctors and patients

relating with one another.

Statement of the Problem

The medical literature, informed by theory and practice, abounds with examples

of treating, curing, and even eradicating disease (Bruhn, 2005; Ho & Bylund, 2008;
13



Majno, 1987), but does not have the same level of sophistication or skill in addressing
ilness (Egnew, 2009; Kane, 2003; Scott et al., 2008, 2009). Since illness and disease
operate with complementarity (Harrington & Zajonc, 2006), attention to both is needed in
order to heal and become whole (Kane, 2003; Remen, 2005; Scott et al., 2008, 2009). If a
patient’s illness does not receive attention by the clinician, then a potential opportunity
for healing and wholeness is lost (Dossey, 2005; Kleinman, 1988; Scott et al., 2008). It is
in the doctor-patient relationship that meaning can be ascribed to the experience, which
can hinder (Miller & Crabtree, 2005; Remen, 1996) or enact healing (Kabat-Zinn, 1990).
Thus, to do more than “no harm,” it is of vital interest to understand how doctors and
patients relate in ways that can promote healing.

While doctor-patient relationships have been explored at length in the medical
literature, they have not received adequate attention from the enactive approach, and the
newly emerging affective and biological sciences (De Jaegher, 2009; Thompson, 2001).
In particular, little is known about the actual biological process of relating (De Jaegher,
2006; Thompson, 2001; Varela, 1999b). The medical literature has ample research on the
importance of trust (Hallowell, 2008), communication (Ratanawongsa et al., 2008),
affective quality of engagement with patients (Morse et al., 2008; Thorne, Kuo,
Armstrong, Mcpherson, Harris, & Hislop, 2005), and healing (Miner-Williams, 2007;
Scott et al., 2008). However, these streams of research do not examine the complex,
dynamic phenomena of the mutual experience of relating. Hence, this study addresses the
call to understand the living processes of relating (De Jaegher & Di Paolo, 2007) by
drawing awareness and attention to the “patterns characteristic of the system as a whole

as it unfolds in time” (De Jaegher, 2009, p. 535).
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Research Purpose and Questions

The purpose of this study is to explore the dynamic, co-emerging process of how
Self and Other relate in ways that enact wholeness in each. The context of the study is
health care and the essence of this study exists in the “between” of two living systems—
doctor and patient—who co-exist in ways that create a single, larger living system (i.e.,
composite unity [Maturana & Varela, 1998]). Rather than assume that a relationship
between two people exists, this study focuses on the very process of relating, while at the
same time retaining the essence of the individuals involved in the social interaction (De
Jaegher, 2006). This study offers new insights into the literature from the biological
sciences (Maturana & Varela, 1998; Varela et al., 1991), phenomenology (Thompson,
2007), and doctor-patient relationships within medicine (Peabody, 1927; Scott et al.,
2008, 2009). Building on work by De Jaegher (2006, 2009) and Scott et al. (2008, 2009),
mutual healing, defined here as the process of becoming whole by realizing Self, emerges
from the process of relating to and with another person.

The study had one primary research question, with four secondary questions:

How do people experience Self and Other in relationship?

1. What is the lived experience of an enacting relationship?

2. What specifies a sense of wholeness in relationships?

3. What constrains a sense of wholeness in relationships?

4. What meaning is ascribed to the experience of relating?
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Potential Significance of the Study

Little is known about the process of enacting human relationships that are capable
of healing. Most research in medicine has been conducted from a positivist approach,
focused on technical skills, health outcomes, communication, at doctors only, at patients
only, or is theoretical and anecdotal without systematic study. This research seeks to
extend Peabody’s (1927) understanding of the doctor-patient relationship, provide
empirical evidence of the value and meaning of the doctor-patient relationship, and
contribute to the growing literature from the biological science of mind perspective and
the enactive approach, in particular. Moreover, it addresses the call for empirical inquiry
into complex interactions with others (Di Paolo, Rohde, De Jaegher, 2007) in medicine
(De Jaegher, 2009; Thompson, 2001) and offers insights into the process of healing
through relationship (Scott et al., 2008, 2009). This work will interest academicians,
researchers, educators, and clinician-teachers who seek to understand the process of
relating and the enactive approach; doctors who seek relationships that promote healing
for their patients and for themselves; and patients who seek healing through their
relationships. The insights gathered will inform medical practice, teaching, and research,
as well as assist scholars, caregivers, doctors, and patients in fostering relationships that

enact healing.
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Context of health

Person 1
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other«Other

Person2 | __—*

Figure 1.1. Conceptual framework: A model of relating.

Conceptual Framework

The conceptual framework in Figure 1.1 visually portrays the potential process of
relating. The model begins on the left when person one and two come to know one
another. The manner in which they relate is indicated by the degree of overlap between
self and other. Where there is distance between the two, the self and other are viewed as
an I-1t relation (Buber, 1970). As the distance between the two decreases, the self
becomes Self and other becomes Other in an I-Thou relation (Buber, 1958). The
experience and process of relating in the shaded overlap area is unknown and therefore,
indicated by the question mark. Within an interaction, a person’s view of the other may
vacillate between I-It and I-Thou, moving back and forth between the two. This
movement is represented by the two-way arrows. In the context of health care, person one

and two are doctor and patient, with the interaction constituting the doctor-patient
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relationship. Scott et al. (2009) propose that doctor-patient relationships that enact
healing and a sense of wholeness are those who relate with one another as I-Thou with
less distance and greater overlap between Self and Other. Meanwhile, relationships where
there is distance and objectification between patient and doctor are indicated by I-1t
relations between self and other. This conceptual framework may be re-visioned given

the findings of this study.

Summary of Methodology

No methodological approach to experience is neutral; they all inevitably interpret
their phenomenal data. The hermeneutical dimension of the process is
inescapable: every examination is an interpretation, and all interpretation reveals

and conceals at the same time. (Depraz et al., 2003, p. 9)

This phenomenological study (Schutz, 1967) in the hermeneutic tradition
(Nakkula & Ravitch, 1998) involves in-depth semi-structured interviews with six doctors
and seven respective patients (i.e., a total of seven dyads reached saturation) who have
experienced the phenomenon at hand—a relationship which enacts a sense of wholeness.
A blend of phenomenology, naturalistic inquiry, and hermeneutics is employed.
Phenomenology allows for a rich description of the phenomenon; while hermeneutics
emphasizes meaning gleaned through critical self-reflection, self-awareness, and context
by using language to share one’s lived story (Nakkula & Ravitch, 1998). Hermeneutics
originally referred to interpreting ancient texts, however, it has been, “extended to denote
the entire phenomenon of interpretation, understood as the enactment or bringing forth of
meaning from a background of understanding” (Varela et al., 1991, p. 149). Thus,

broadly defined, it is a framework for conceptualizing the dynamic, circular process of

interpretation in a manner that contextualizes relationships and interactions. Given the
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intent of this study, hermeneutics offers a way to “focus on the quality of human
relatedness for the enhancement of human well-being” (Nakkula & Ravitch, 1998, p. xv),
which takes the form of relating and wholeness.

In order to solicit rich descriptions and the respective meaning of relating in
mutually healing ways, | conduct three different types of semi-structured, in-depth
interviews: 1) joint doctor-patient; 2) individual patient; and, 3) individual doctor. As part
of the interview, | invite patients and doctors to share stories. As Bateson told Capra in an
interview (1989), “stories are the royal road to the study of relationships. What is
important in a story, what is true in it, is not the plot, the things, or the people in the story,
but the relationships between them” (p. 78). Petitmengin’s (2006) interview techniques
are incorporated into the study to encourage participants to become aware (Depraz et al.,
2003) and to richly detail any relationships and first-person subjective experiences
(Varela & Sheer, 1999b).

Co-researchers are purposively selected (Lincoln & Guba, 1985) using specific
criteria that limits the study to those who have experienced healing through their
relationship with an Other—either a physician or a patient, respectively—and are able to
articulate their experience. Prior to the study, selected co-researchers are informed about
the benefits and potential risks of the study, as well as informed of their rights throughout
the research process. All co-researchers are asked for permission to digitally-record all
interviews and to videotape the joint interview. In addition to the digitally-recorded
interviews, | invite co-researchers to submit written reflections, pictures, or any other
data that the co-researchers feel provides greater insight into their lived experience.

Interview data is transcribed. Data is analyzed using open coding in the Atlas Ti
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computer software program. Participants are invited to review the analytic interpretations
to ensure the trustworthiness of the findings (Lincoln & Guba, 1985). I conduct member
checks (Merriam, 2002), as well as consult with experts in the areas of qualitative
research methodologies and medicine to confirm the dependability of data analysis and
interpretation. In addition, | keep a journal and write reflective memos throughout the
process to identify my biases and to guard against transferring my own experiences of

relating and healing to those of the participant co-researchers.

Researcher’s Subjectivity

In any study, the researcher’s viewpoint is present, whether acknowledged or not,
by the very act of choosing what to notice, what to omit, how to present information, and,
most of all, by how to conduct the study overall. This research is no exception. As a
hermeneutic study, | am required to name two key experiences that shape my lens and,
consequently, this study. To begin, I direct an interdisciplinary service-learning program
comprised of health professional students, community members (including physicians
and health care professionals), university faculty, and staff, who serve together to address
community-identified health concerns. My work is situated at the crossroads of
education, health, and community, where learning (Maturana & Varela, 1980) is
experienced by being in relationship with others with the intent of sustaining life. Much
of my time and attention is focused on cultivating partnerships that encourage health,
provide meaningful experience, and deepen learning for all involved. While many
opportunities for growth stem from and in these partnerships, most of their latent wisdom

and maturity remain unharvested. Rather than continue to miss such opportunities, | am
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interested to learn if insights can be gleaned from those who have related to others in a
health care context in ways that allowed their Selves to emerge. In turn, these insights
will in-form my service-learning program, practice, and teaching overall.

| am also intrigued by the experiences of healing and suffering—how these
experiences affect a person and those with whom the person interacts. Having had a
moment in my own life where my health was threatened and suffering ensued, my
awareness of the suffering within me and within those around me is heightened. |
experienced what Kane (2003) described as the two aspects of suffering—disease and
illness. I noticed how some doctors and loved ones could witness and be with me while
others avoided or dismissed my illness, concentrating solely on the disease. In my
process of healing and regaining health, | experienced a doctor who encouraged healing
by his compassionate presence, technical competence, and skill in attending to my
disease and illness. As well, I experienced two doctors on the other end of the continuum
who were technically superb, but focused exclusively on curing my disease with little
regard for my illness. All three doctors helped me, but only one served me. The felt
difference between these encounters surprised me and sparked my curiosity about doctor-
patient relationships and healing.

My personal experience with sickness and healing provides a different horizon of
understanding for my professional work. Finlay (2005) asserts that as a researcher, | can
engage in “reflexive embodied empathy,” which is a “research process that involves
engaging, reflexively, with the participant’s lived body, the researcher’s own body, and
the researcher’s embodied intersubjective relationship with the participant” (p. 272). In

other words, I can honor my wholeness as a person by recognizing my previous lived
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experiences, my role as a researcher, the insights that will emerge from a relationship
with participants, and my ability to be present for and attend to the participants. The key
to this process is to critically reflect on my involvement with the data to “allow different
facets of the phenomenon to present themselves” (Finlay, 2005, p. 279) using the
hermeneutic reflection process and memoing (T. Wright, personal communication,

9/13/08) to move beyond my previous understandings.

Assumptions

Not every patient who sees a doctor needs healing (Egnew, 2009; Miller &
Crabtree, 2005; Scott et al., 2008). Some will be in pain, but not suffering. Those who
suffer may not need healing as medical cures remove the threat to the patient and enable
life to resume as previously known. However, all of our bodies “will eventually fail, and
medicine’s power to prolong suffering is immense, so all patients will eventually need a
skilled physician-healer” (Egnew, 2009, p. 174). While there are other situations and
relationships where healing occurs, this study exclusively focuses on the potential for
healing within doctor-patient relationships (Scott et al., 2008, 2009).

This study shifts the traditional focus from sickness to health, from brokenness to
wholeness, from separation to connection, from treating to healing. These shifts reflect
the growing consensus that a life-enhancing, systemic view is needed in health care. The
biological and affective sciences provide a strong foundation for such an inquiry. Rather
than affirm this foundational network of understanding, this study assumes such an
approach has merit and does not seek to provide further proof. Rather, the focus assumes

the underlying biological principles of self-organizing and enaction are true and in turn,
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re-considering how this new life systems paradigm affects our understanding of
connection and relationships within health care. While this has been a much explored
topic in the past, there is little empirical work coming from the new paradigm. This
approach recognizes that rather than describe the world with our language, we create the

world (Bateson, 1979; Bohm, 1980; Jaworski, 1998; Maturana & Varela, 1998).

Limitations

A potential limitation of this study is the accessibility of doctors and patients who
have experienced this phenomenon, as well as their willingness to share intimate
experiences and feelings. “There are lived experiences which because of the degree of
their intimacy cannot be comprehended by the glance of attention—at least insofar as
their intrinsic quality is concerned” (Schutz, 1967, p. 84). To address this, | need to be
patient, allowing the stories to emerge, as well as respectful of the participants as they
may feel vulnerable in sharing their experiences. | aim to create a safe space during the
research process where there is honesty (i.e., no deceit about the research),
confidentiality, anonymity, and respect. By creating such a hospitable space (Palmer,
1998), greater trust and intimacy can be established, welcoming participants to detail
their experience. As trust develops between me and the co-researchers, | revisit the
research questions with them to more fully explore their insights.

Finally, while the study’s findings are limited to doctor-patient relationships, the
process of relating may indeed be transferable to other domains where asymmetric
relationships or power differentials may seem to exist. For example, insights may inform

relationships such as teacher-student, therapist-client, parent-child, and so forth.
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Notes

To avoid stylistic stiffness, the terms ‘doctor,” ‘physician,” and “clinician’ will be
used interchangeably to represent medical doctors. The terms ‘relate,” ‘connect,” and
‘intersubjective,” as defined in this study, refer to the same phenomenon and are also used
interchangeably.

Italics are employed to distinguish Martin Buber’s (1958) | from the first person I.

Definitions of Key Terms

Connect: The active process of coordinating interactions with an other, to structurally
couple.

Connection: Strength of structural coupling, the degree/extent of relationship;
“coordination in interaction” (De Jaegher, 2006, p. 21).

Constitute: “Continuous process of giving an ever clearer meaning” (Strasser, 1969, p.
66).

Dynamic co-emergence: “A whole not only arises from its parts but the parts also arise
from the whole. Part and whole co-emerge [i.e., arise together] and mutually
specify each other. A whole cannot be reduced to its parts and the parts cannot be
characterized independently of the whole” (Thompson, 2007, p. 38).

Enact: To move into context (Croswell & Holliday, 2004), to “bring forth by concrete
handling” (Varela, 1999c, p. 8).

Enacting wholeness: The process through which people bring forth their respective
Selves.

Enactment: How people create their reality and affect change in the environment through
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a process of awareness, sense-making, and moving into context (Varela et al.,
1991).

Healing: The process of becoming whole, realizing one’s Self.

Intersubjectivity: “Mutual sharing of experiences” (Morganti, Carassa, & Riva, 2008, p.
vii).

Relationship: The connection between doctor and patient when there is contact between
them that involves mutual awareness and social interaction (Dutton & Heaphy, 2003).

Whole: Root of the word is “hal,” meaning “entire, unhurt, healthy.”

Wholeness: “Integrity, . . . ‘the state or quality of being entire, complete, and unbroken’
as in integer or integral. Deeper still, . . . [it] means ‘unimpaired, unadulterated,
or genuine state, corresponding to its original condition’” (Palmer, 2004, p. 8).

Appendix A provides definitions for additional terms.
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CHAPTER 2:

LITERATURE REVIEW

The deepest level of communication is not communication, but communion. It is

wordless. It is beyond words, and it is beyond speech, and it is beyond concept.

Not that we discover a new unity. We discover an older unity. My dear brothers

[and sisters], we are already one. But we imagine that we are not. And what we

have to recover is our original unity. What we have to be is what we are. (Merton,

1973, p. 308)

The purpose of this selected literature review is to provide a foundational
framework that allows for exploration and understanding of enacting human relationships
in the context of health care with an eye towards doctors and patients as living systems.
While “foundational framework” may conjure an image of an impermeable, universally
accepted perspective, it is important to note that, for this study, it refers to the interlacing
of dynamic and evolving philosophical and scientific literature that inform the lens
through which this study is viewed. This approach provides understanding of pertinent
literature to date and offers potential insights and perspectives that may or may not be
present in this study’s findings, which will be reported in chapter 4 and discussed in
chapter 5.

Previous study and my experience in the overlapping areas of community
engagement, education, counseling, and leadership within various types of organizations
prompted me to enter this study through the doorway of adult learning. Learning is the
back-drop for this research on relating and healing—Iearning how to be our Selves and
how to be with Others, what Merton (1973) above calls recovering our original unity, in

ways that allow each person to experience a sense of wholeness. Embodied learning

theory is particularly useful as it addresses limitations from the predominantly
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hierarchical, linear, and representational learning theories (Horn & Wilburn, 2005),
incorporating biological principles that offer deeper insights into the dynamic, co-
emerging processes of intersubjectivity. Since embodied learning draws heavily on
literature from the science of mind (Varela et al., 1991), living systems (Jantsch, 1980),
and biological sciences (Maturana & Varela, 1998), it is best to go to these original
sources. These sources inform the enactive approach, which is still in a nascent stage.
There is sufficient theoretical support for the enactive approach, but scant empirical
support for this particular research. Hence, this study’s literature review leans more
heavily on theory with hopes of contributing empirically and theoretically when this
research process is completed.

Prior to delving into the literature that informs the conceptual framework and this
study, the literature review process, key terminology, and milieu of doctor-patient
relationships will be discussed as they shape the context for exploring what is meant by
the experience of relating and mutual healing. With this process understanding in place, it
is then possible to explore various threads from the biological, medical, and philosophical
literatures that, when woven together, form a fabric of understanding that is capable of
holding this inquiry into the dynamics of healing in and through relationship. Rather than
dissecting each thread by discipline, unraveling the fabric and destroying its essence, this
literature review aims to explore the different threads in a manner as if one is a “weaver
preparing to sit at the loom to weave—and to be woven” (Palmer, 1990a, p. 19). By
holding and intertwining the threads, a conversation between the disciplines can emerge
(Varela & Depraz, 2004) resulting in a more complex understanding of the phenomenon

at hand—one that transforms who, how, and what we know. This understanding is
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constituted by (a) considering the process of embodied learning; (b) delving into the
complexity of living systems; (c) exploring the enactive approach; (d) inquiring into the
process of relating; and (e) discerning the “fabric” that emerges when these threads from

the literature are woven together.

Literature Review Process

Over the past three years, literature has been gleaned from both empirical and
theoretical works identified in available databases (e.g., ABI-Inform, ALADIN,
EBSCOhost, ERIC, JSTOR, MEDLINE, Proquest, UMI Dissertation & Theses Online,
and Web of Science) to inform this study. Search terms began with enacting human
relationships, as well as human relationships from an enactive perspective, with few
citations revealed and even fewer relevant results. Given the scarcity of empirical and
theoretical work on enacting human relationships and recognizing the unique language
used by various disciplines, search terms were broadened to include: healing
relationships, intersubjectivity, transforming relationships, medical interactions,
doctor/physician-patient relationships, I and Thou, embodied relationships, connection,
and empathy. Online searches focused on peer-reviewed journals with no time limit
employed. Literature was also found by treeing back—that is, by identifying seminal
articles and books cited by and referenced in pertinent articles. This process ensured that
key articles and foundational works that did not appear within a particular database
search were not missed. Lastly, recognizing that science is often philosophical at first
(Rosenberg, 2005; Churchland, 1999), the literature review process was expanded to

include key writings in philosophy, poetry, Buddhism, and theology. Results from the
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aforementioned literature search methods were evaluated and synthesized (Bloom, 1956)
into this review if they (a) contributed empirically or theoretically to the construct of
connecting; (b) informed the methodological approach; (c) provided greater contextual
understanding of wholeness either in Self or Other; or (d) considered the specific milieu

of doctor-patient relationships.

Relating: Definitions and Distinctions

Before exploring the literature, it is important to clarify what this research means

by the use of “relating” in both etymological and experiential terms.

Etymological Sense of Relating

Across the literature, terminology for the experience of relating varies, ranging
from interaction (Gallagher, 2005), genuine meeting (Buber, 1958; Kramer, 2003), the
intersubjective (White, 2008), the between (Buber, 1970), space between (Josselson,
1992), connection (De Jaegher, 2006), connectedness (Miner-Williams, 2007), interbeing
(Nhat Hanh, 1998; Varela, 1999b), belonging (Block, 2008; O’Donohue, 1999), to
encounter (van Kaam, 1966). Each term has nuanced implications, but they all share the
dynamic experience of individuals affecting one another, providing the experience with a
temporal and emotional dimension to them (Dutton & Heaphy, 2003; Varela, 1999b).
The qualitatively different feel of the terms is due to the underlying requirements of what
constitutes a relationship including: the duration of the relationship (i.e., a momentary
encounter versus developing over a longer time period); the level of involvement (i.e.,
full to waning presence); and, the degree of closeness (i.e., very little to strong intimacy).

To illustrate this range, one explanation of “interaction” signifies a transaction between
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two people that may reinforce or encourage a person to change one’s way of behaving
(Siegel, 1999); whereas, van Kaam (1966) defines a human encounter as follows:
An incidental crossing of someone else’s path cannot be called a human
encounter. An authentic human encounter always implies that | am, at least for
some moments, totally present to a person, that I am fully with him. In a true
encounter, | participate in the personal existence of another for whom I really
care. To participate means literally to take part in. Thus encounter entails that |
share the life of the other, the existence of the other, his [or her] way of being in
the world. (p. 16)
The range of terminology and its inherent assumptions make the task of clarifying
language more difficult, especially since many authors use a term without defining it.
The term “relationship” is the most prevalent term used to describe the doctor-
patient interaction in the medical literature. However, as O’Donohue (1997) argues,
relationship is a tired word whose essential meaning has been lost. To regain a sense of
the term, it is helpful to examine its original meaning. Relationship is based on the verb
relate. Relate comes from the Latin word refero and has at its base the root fero, meaning
“‘to bear,” ‘to carry,” ‘to put up with’” (Moustakas, 1995, p. 70). Also derived from the
same fero base is the Latin word for suffer (suffero). According to Moustakas (1995), this
shared base indicates a paradox in relating that is “in every genuine relationship, to
achieve an ultimate meaning, we must submit to it, undergo it, endure it, suffer with it”
(p. 70). While the extent of this assertion can be argued, suffering and relating may
mirror the relationship between sickness and health.
Until empirical data can be gathered to confirm a conceptualization of

relationship in this study, the term refers to the connection that exists between doctor and

patient when there is contact between them that involves mutual awareness and social
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interaction (Dutton & Heaphy, 2003). This type of relationship is also called

“connection,” described as follows:
Human connections . . . are vital. Whether they form as part of long-term
relationships or brief encounters, all connections leave indelible traces. . . . The
quality of the connection [can be defined] in terms of whether the connective
tissue between individuals is life-giving or life-depleting. Like a healthy blood
vessel that connects parts of our body, a high-quality connection between two
people allows the transfer of vital nutrients; it is flexible, strong, and resilient. In a
low-quality connection, a tie exists (people communicate, they interact, and they
may even be involved in interdependent work), but the connective tissue is
damaged. With a low-quality connection, there is a little death in every interaction
(Dutton and Heaphy, 2003, p. 263).

The connective tissue metaphor is apropos given the enactive approach in the biological

sciences and the specific health focus. Recognizing that human relationships are

dynamic, co-emerging, and co-determining (Graham, 2010; O’Rourke, 2009; Thompson,

2007; Varela, 1999b), this study is poised to explore how exemplary doctors and patients

relate in life-giving ways.

Experiential Sense of Relating

Martin Buber (1878-1965) is often referred to as both a philosophical
anthropologist and a religious existentialist, but he considered himself to simply be
someone who drew attention to that which had not fully received adequate attention—
being in relationship, which he calls dialogue (Kramer, 2003). For Buber (1970), to be
human is to be in relationship with others. Accordingly, there can be no | without relating
to a world external to the self.

In his seminal writing entitled | and Thou, Buber (1958) articulated two primary
attitudes of relation or “basic words” (p. 3) about how humanity can relate to the world

beyond oneself: I-It and I-Du (translated from German as I-Thou or I-You). I-1t denotes a
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one-way, objectifying relationship (Scott et al., 2009) that offers familiar order, reliable
experience, and continuity in time and space by relating at a distance (Buber, 1970). This
stance keeps the observer separate from the observed and makes no distinction between
humans and things. The I-It relation has little regard for the uniqueness of the individual
and instead, reduces individuals to a category or an abstraction (Cohn, 2001). In contrast,
I-Thou relationships are characterized by a two-way relationship in which each person
turns towards the other, relating with mutuality, spontaneity, immediacy, acceptance, and
confirmation of uniqueness, wholeness, and inclusion (Buber, 1970). By turning towards
one another, one being genuinely meets (encounters) another with mutual awareness and
experiences wholeness. Buber’s definition of wholeness differs from this study. He
describes it as the simultaneous process of choosing and being chosen by another to enter
relationship. Rather than separation, I-Thou indicates a togetherness (Kramer, 2003), a
reciprocal recognition of the inborn Thou (Buber, 1958), also translated as the innate You
(Buber, 1970).
Rather than serving as an object of experience, “Thou” points to the quality of
genuine relationship in which partners are mutually unique and whole. This living
realization is neither subjective nor objective, but interhuman. It emerges from the
place that Buber calls the realm of “the between”. This is why Buber writes: “all
real living is meeting.” Genuine meeting occurs when people enter dynamic
solidarity with one another. This deep bonding is contained neither in one, nor the
other, nor in the sum of both—but becomes really present between them.
(Kramer, 2003, p. 15)
Buber (1955, 1970) articulates the need for both I-1t and I-Thou relationships, as
the experience of I-Thou relating is intense and difficult to sustain. Due to this, I-Thou

relationships will continuously alternate with I-1t relationships. Once a Thou in

relationship, there always remains the potential for the It to once again become a Thou. In
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order for this transition back to Thou to occur, however, each person must be present and
open to relating with the other in this way (Buber, 1970), which cannot be created
through force of will (Kramer, 2003). It is important to also note the possibility that an I-
It relation may never become I-Thou, especially if the relationship solely consists of
experiencing and using. In this instance, the innate Thou in the other is not seen or
acknowledged, leaving the person as an object rather than a unique individual (Cohn,
2001). This way of relating can result in mis-meetings (Kramer, 2003), where we miss or
even collide with one another (Lawrence-Lightfoot, 1999). Lawrence-Lightfoot states
that it takes respect to “stand in relation” (Buber, 1970, p. 60) to another person so that
one can wholly see and be seen by another through receiving and honoring vulnerability,

especially in medicine.

Milieu of Doctor-Patient Relationship

The treatment of a disease may be entirely impersonal; the care of a patient must

be completely personal. . . . [Indeed,] the secret of the care of the patient is in

caring for the patient. (Peabody, 1927, pp. 814, 818)

The United State’s “health care is in a time of crisis—crisis of care, confidence,
and cost” (Schlitz, 2005, p. xxxix). While each of these areas of crisis is important, critics
assert that care is of particular concern, arguing that the medical profession overall has
lost touch with the original meaning of the Work (that which the doctor is called to do)—
service—by focusing on technological expertise and efficient care (Bruhn, 2005) rather
than health and wholeness (Remen, 2005). This expertise is fostered by medical training

practices in the United States (Berger, 2002; Conrad, 1988; Remen, 2005; Weil, 2009)

and reinforced by health care system design (Berwick, 2009) that has a “reimbursement
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system that favors intervention over relationship” (Marnocha, 2009, p. 196). Moreover,
medicine uses passive language that mitigates responsibility of health care providers
(Anspach, 1988). Together these practices objectify patients (Chen, 2007) and view
genuine human connection as unprofessional (Remen, 2005), not to mention their failure
to recognize the role patients can play in their own care (Berwick, 2009) and healing
(Cousins, 1990). Consequently, doctors and patients are distanced from one another
(Berger, 2002), separating the knower and the known (Palmer, 1990b, 1993), in what is
more often an I-It than an I-Thou relationship (Scott et al., 2009). Yet, as Remen states,
“we cannot serve or find meaning at a distance” (2005, p. 447). Rather, service and
meaning come from engaging in relationships with others (Jaworski, 1998)—not as an
expert and a problem, but rather as fellow human beings (Berwick, 2009). As one doctor
notes, physicians serve “by being present for our patients, by giving weight to their
experience, and by becoming the kind of doctors we have always wanted to be” (Chen,
2007, p. 207).

Despite a conceptual understanding of the importance of health, today’s practice
of medicine largely employs a biomedical approach, emphasizing scientific technique
and technology (Ho & Bylund, 2008). However, this has not always been the case.
During medicine’s early history in the United States, physicians had little technical
knowledge or understanding of the dynamic human system (Majno, 1987). Instead,
doctors offered their specific, focused, and caring attention (Weil, 2009; Peabody, 1927).
This attentive care is articulated in Sir William Osler’s famous 1892 textbook entitled,
The Principles and Practice of Medicine. The text also revealed the impotence of his

medicine (Majno, 1987), which inspired the advent of the Rockefeller Institute of
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Medical Research in 1897, swinging the pendulum of medical practice from
predominantly an art of caring presence to the objective science now known as disease-
centered biomedicine (Kuper, 2007). In opposition to this nearly exclusive focus on
biomedicine, small movements have been made towards biopsychosocial, holistic,
alternative, complementary, and integrative medicine (Weil, 2009). These movements
acknowledge the importance of scientific medicine, though not to the exclusion of patient
care (Scott et al., 2009). A central theme of these latter approaches is a re-formation of
medicine, balancing care (art) and treatment (science) (Berwick, 2009; Dugdale, Siegler,
& Rubin, 2008; Marcum, 2008; Marnocha, 2009).

A central focus of re-formation efforts is in the area of medical education. In
order to become healers rather than solely technicians, Remen (2005) argues that medical
education needs to regain the meaning of its Work by learning how to serve. Others call
for a return to core values in a movement that has been termed “medical professionalism”
(Dugdale et al., 2008, p. 548). The central argument for both is to re-new the theoretical
underpinnings and re-vision the habits that shape the art and science of practicing
medicine in the educational process (Schlitz, 2005). “The root word of education,
educari, means to lead forth the innate wholeness of each student” (Remen, 2005, p. 447)
and the Latin root of the word doctor, docere, means to teach (Weil, 2009). At its very
core, the practice of medicine involves teaching and learning, whether this process occurs
in the classroom, clinical setting, or professional community.

For medical students to fully learn who they are and who they are becoming as
physicians, it is important for their teachers to engage them on their journey of

understanding (Branch et al., 2001; Dobie, 2007; Janssen, Macleod, & Walker, 2008).
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This may be easier to profess than to practice, especially considering that most doctors
are trained to treat, not formally trained to teach medicine. Yet, attention is needed
because “good teaching cannot be reduced to technique; good teaching comes from the
identity and integrity of the teacher” (Palmer, 1998, p. 10). Stated differently, “the
success of an intervention depends on the inner condition of the intervener” (Senge et al.,
2005, p. 180). While there are personal narratives by physicians that discuss such matters
of the heart and spirit (Chen, 2007; Kane, 2003; Remen, 1996), there are few empirical
studies in medicine exploring the inner condition of the doctor while doctoring.

A serious challenge to medical education and practice is the common belief
among physicians that doctors are born with a set capacity for compassion (Chen, 2009a).
Some physicians argue that humanistic skills cannot be learned. Others argue
paradoxically that providing healing human care cannot be taught, yet it can be learned
(Berger, 2002; Majno, 1987). A recent study challenges these assumptions and assertions
by demonstrating how a group of clinician-teachers from five different medical centers
cultivated their humanistic skills through a faculty development program (Branch et al.,
2009). The clinician-teachers at each site met together twice monthly to reflect on their
practice and to engage in experiential exercises aimed at deepening compassionate
behavior. After 18 months, evaluations indicated that the clinician-teachers consistently
outscored the control groups, demonstrating greater ability to connect with others, listen
carefully, adopt caring attitudes towards patients, and teach communication and
relationship-building skills. As Dr. Branch stated in an interview with Dr. Chen, “these
skills can help physicians grow, not just in terms of knowing more but in becoming a

more whole person” (Chen, 2009a, para. 13). By encouraging greater integrity (Palmer,
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2004) within both current and rising physicians, this sense of wholeness may enable each
to relate and to see the possibilities for healing in and with their patients (Cousins, 1990;
Weil, 2009). Since humanistic learning is possible, doctor-patient relationships are a
viable area for research.

The importance of the doctor-patient relationship cannot be overstated. Research
repeatedly shows that the quality of the relationship affects the diagnosis, treatment, and
outcome of a disease (Cousins, 1990; Marnocha, 2009; Peabody, 1927); patient
adherence (Baldwin, 2006; Vermeire, Hearnshaw, Van Royen, & Denekens, 2001); and
patient satisfaction (Morse, Edwardsen & Gordon, 2008). While research and
philosophical teachings assert the primacy of the relationship, most studies consider
either the perspective of the doctor or the patient. Two studies address these limitations
by considering perspectives of both the clinician and the patient (Miner-Williams, 2007;
Scott et al., 2008, 2009). Yet, neither focuses on the experience of the dyad or the process
of mutual healing. While clinicians offer care and healing for patients, patients can
prompt reflection, transformation, and growth in clinicians (Chen, 2007; Kane, 2003;
Remen, 2005; Sierpina, Kreitzer, MacKenzie, & Sierpina, 2007). The key is how doctors
and patients can “learn to hold the tension between the reality of the moment and the
possibility that something better might emerge” (Palmer, 2004, p. 175)—a possibility for
wholeness that occurs in and through relationship. Our health and wellness may depend

onit.
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Learning

Learning is a fundamental, life-long process of being human, which is why it is
essential to understand as a foundation and entry point for exploring the doctor-patient
relationship. Given the vitalness of the learning process, there is an extensive body of
literature on adult learning informed by philosophy, psychology, anthropology, and
sociology (Gibbs, 2006), which have created, explored and empirically tested myriad
learning theories. However, many of these theories are grounded in functionalist and
positivist paradigms, which focus on behavior, intervention, and structure (Herda, 1999)
by objectifying attention (Palmer, 1990b) and reducing learning to knowledge acquisition
(Horn & Wilburn, 2005). In contrast, the biological study of cognition (Maturana &
Varela, 1980; Varela et al., 1991; Thompson & Varela, 2001) provides a perspective of
learning that is less linear and discrete, less individualistic, less representational, and less
hierarchical (Horn & Wilburn, 2005). Cognition informs embodied learning, which
broadens adult learning theory by including: emotion, embodiment, interaction with
others, history, reflection, and imagination as means toward moving from one knowledge
base and understanding to another (Herda, 1999). Rather than explicate and exhaust the
adult learning literature overall, this section exclusively explores embodied learning

(Horn & Wilburn, 2005).

Embodied Learning

Informed by findings in the study of cognition, learning is a transformation that
occurs through the experience of behaving in ways that allow a person’s basic biological

functioning to continue (Maturana & Varela, 1980). Embodied learning asserts that
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“knowledge depends on being in a world that is inseparable from our bodies, our
language, and our social history—in short, from our embodiment” (Varela et al., 1991, p.
149). In this vein, learning is an organic, living process that is based on the
“inseparability between a particular way of being and the way the world appears to us,
[so that] every act of knowing brings forth a world” (Maturana and Varela, 1998, p. 26).
People bring forth a world by making distinctions, noting differences that make the world
visible to us (Varela, 1979). When making a distinction, a system (e.g., person) assigns
meaning to data, in-forming it, converting the data into information (Wheatley, 2005).
Information in this context holds true to the original etymological sense of “in-formare,
to form within” (Varela, 1979, p. 266) and can be defined as “difference which makes a
difference” (Bateson, 1991, p. 309). What is meaningful difference to and within one
person may only be data to another person; however, this may change if they enter a
consensual domain through language (Horn & Wilburn, 2005; Maturana & Varela, 1998).
Languaging allows new meaning to be given to data, as well as an opportunity to
transform the meaning of information. Hence, “meaning emerges from a sense of
connectedness” (Jantsch, 1980, p. 309), a process of relating.

Learning can be deeper than acquiring “knowledge of, or skill in, study,
instruction, or experience” (Herda, 1999, p. 129). Accretion of information is important,
but it is not the critical element that inspires a person to shift his or her horizon of
understanding and behavior (Herda). Rather, we learn by changing how and what we
think, applying these new understandings in daily life. Understanding is an historical
process (Maturana & Varela, 1980) that involves greater awareness and “always follows

an epigenic path”—where each new development is grounded on the previous
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development—*so that one is always where one is, where the current ideas rest on what
preceded and act as the ground for whatever may yet arise” (Bunnell, 2008, p. xi).
Awareness often emerges in relationship with others who provide a different perspective
and example of how to act in the world. “It is in relationships that we can have a
backdrop with which to see who we are, to learn, and to change our history” (Herda,
1999, p. 129). Learning can occur on one’s own, though it often does not result in growth
and development like that which occurs in and through relationships with others (Hoare,
2009).

Learning occurs within boundaries (i.e., “embodied, that is, embedded in a
particular field of sensation” [Capra, 2002, p. 50]), determined by interactions within the
structural components of a person, and in relationship with an environment (Horn &
Wilburn, 2005). Learning is autonomous and autopoietic—self-produced, meaning that
aspects of the environment can only serve as an invitation or perturbation and it is up to
the self to determine whether or not to assign meaning to the perturbations (Maturana &
Varela, 1998). This interactive process enhances “individual situational sensitivity,
responsiveness, and responsibility” (Bagnall, 1999, p. 4), as well as informs future
actions by making connections (Cross, 1999). Meaning is established by what the learner
values and is shaped by the frames of reference informed by prior history and experience
(\Varela, 1999).

We recall and remember not by looking in and comparing new information to our
“storage bin of knowledge” (which does not exist), but rather, by recognizing the patterns
of relationships (Bateson, 1979) and acting accordingly (Maturana & Varela, 1980). Our

second encounter with something can be better characterized as an opportunity for re-
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cognition than an initial learning because we do not have the same novel discovery or
emotional response as we did the first time. We have interacted once before and thus it is
already known in some context, even though the new situation and context may differ
significantly—the relation remains the same (Bateson, 1979). On the other hand, if we
recognize something as known, but it is in fact totally new to us, we feel déja vu
(Maturana & Varela, 1980). Thus, new meaning is constituted by the observer—the

learner—who assigns value and adapts what he or she knows.

Summary on Embodied Learning

Embodied learning involves making meaning from experience in the present
moment and in relation to and with one’s past behaviors, experience, and
environment (Maturana & Varela, 1980). We are continuously learning with each
interaction constituting newly emerging meaning and modifying what we previously had
experienced and “known.” Learning does not happen automatically; rather, it is an
intentional, interpretive, reflective, and an imaginative act (Maturana & Verden-Zoller,
2008; Maturana & Varela, 1998; Herda, 1999; Mezirow, 2000). People can choose to
reflect, to challenge the frame or lens in which they view the world, to adapt the frame so
as to account for discrepant data, to reassign meaning, and to make connections among
thoughts, people, behaviors, feelings, and things. Thus, to enact embodied learning—
especially in doctor-patient relationships—in the present or unfolding future involves
awareness, reflection, and enaction. These three processes will be explored in greater
detail and in turn after a baseline understanding of relationships and living systems are

presented.
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Living Systems

While scientists (Jung, Piaget, Freud, Weber, Mead, Bateson), philosophers
(Buber, Gallagher, Thompson), educators (Palmer, Freire, Dewey) and spiritual writers
(Chodron, Merton, Dalai Lama, Tutu) have long argued the importance of relationships,
the traditionally “harder” sciences are following suit and offering additional empirical
support (Maturana & Verden-Zoller, 2008; Varela et al., 1991; Maturana, 1978; Jantsch,
1980). For example, quantum physics has found that relationships are the key determiner
of everything (Bohm, 1980; Capra, 1996; Jantsch, 1980; Wheatley, 2006). In 1958,
Heisenberg, one of the founders of quantum physics, described it “as a complicated tissue
of events, in which connections of different kinds alternate or overlap or combine and
thereby determine the texture of the whole” (107). Hence, subatomic particles can only
be observed as they emerge in relationship to something else (Jantsch, 1980; Capra,
2002). Relationships, also referred to as “unseen connections between what were
previously thought to be separate entities, are the fundamental ingredient of all creation”
(Wheatley, 2006, p.11).

As in quantum physics, relationships are increasingly receiving focused attention
in medicine. For the past 100 years, the biomedical approach to medicine has largely
focused on disease and viewed the body as discrete systems (e.g., cardiovascular,
digestive, and endocrine). However, research shows that these discrete systems are better
understood as a single, interdependent network system (Pert, 1997; Pert, Dreher, & Ruff,
2005; Varela & Coutinho, 1991). By changing one’s view of the body to a network
comprised of interdependent systems rather than separate parts, new insights into health
and responses to disease are emerging. For example, classical immunology views the
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immune system as the body’s externally focused defense against foreign agents with an
army of white blood cells poised to attack any intruder (Capra, 1996). This view is
changing to one where the immune system’s “main function is not to respond to outside
challenge, but to relate to itself” (Capra, 1996, p. 280). This process of continual relation
not only allows for the body to engage in defensive activity, but more importantly, allows
the immune network to maintain the body’s molecular identity (Varela & Coutinho,
1991).

One of the early theories of networks emerged from the work of neuroscientists
Pert, Ruff, Weber, and Herkenham (1985) who articulated a vision of a psychosomatic
network. They discovered that peptides—amino acid chains that are present in the brain
and nonneural tissues—connect what had previously been seen as three distinct systems:
immune, endocrine, and nervous systems into a single network. Prior to extensive
classification studies, the term ‘peptide” was used interchangeably and over-applied “to
hormones, neurotransmitters, endorphins and growth factors” (Capra, 1996, p. 282),
depending on the context in which they were studied. Today, ‘peptides’ include at least
some subclasses of the aforementioned categories and are thus one of the mechanisms
behind integrating different systems of the human body into a single interactive network
(i.e., integrate mental, emotional, and biological activities) (Alberts, Bray, Lewis, Raff,
Roberts, & Watson, 1994). Peptides and the entire psychosomatic network affect every
single aspect of an organism by serving as a living information processor no matter where
they are in the body (Pert et al., 2005). Carr and Blalock (1991) discovered that
immunocytes also synthesize, secrete, and store neuropeptides. Thus, immune cells—the

cellular agents of healing—produce the same neuropeptides that regulate mood and
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emotion. This means that there is “bidirectional communication between brain and body”
(Pert et al., 2005, p. 65), where emotions interlace the biophysical (body) with the
cognitive (mind). In addition, the entire gastrointestinal tract has been found to be lined
with neuropeptides and their receptors, giving new meaning to the term “gut feeling”
(Pert et al., 2005). As evidence for and acceptance of network relationships grows,
empirical and theoretical insights will continue to emerge.

Beyond physics and medicine, this focus on relationships is central to living
systems. Living systems theory calls for a seamless integration between the “outer world
of manifest phenomena and inner lived-experience,” asserting that “connectedness is the
defining feature” of life (Senge et al., 2005, p. 188). Life is interdependent (Bohm, 1980;
Maturana & Varela, 1998; Thompson, 2007). However, when this universally accepted
fact is forgotten or ignored, fragmented thinking and behavior emerges which threatens
the vitality of all (Bohm, 1980; Capra, 1996; Senge et al., 2005; Wheatley, 2006).
Fragmented thinking and separation—or what Palmer (2004) calls dividedness—is the
hidden source of “personal pathology” (Palmer, 2004, p. 6), as well as is the root for “the
social, political, and environmental crises facing the world” (Bohm & Edwards, 1991, p.
6). Thus, a challenge for contemporary society becomes how to break the artificial
boundaries between people to operate as a single, collective intelligence (Bohm, 1980)
that enables people to experience wholeness (Palmer, 2004). Bohm described this
wholeness in an interview as the experience of “separation without separateness”
(Jaworski, 1998, p. 79); the essential challenge for health care clinicians.

The distinction between separation and separateness is a fine one. In order to

exist, one must create a boundary (i.e., separation) from which to make distinctions
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(Maturana & Varela, 1998; see also, Capra, 1996; Thompson, 2007). Yet, this boundary
cannot be an impenetrable barrier (i.e., total separateness) behind which the self hides and
survives. If one denies one’s connectedness, one will expire (Maturana & Verden-Zoller,
2008; Wheatley & Kellner-Rogers, 1999). Hence, within this paradox, there must be a
flow of energy back and forth that enables life—of self and other—to coevolve
(Maturana & Varela, 1980; see also, Capra, 1996). At the boundary between one self-
creating, autopoietic (Maturana & Varela, 1998) person and another, relationships take
form, providing an opportunity for growth as each person chooses how to respond to the
other (Wheatley, 2005). In other words, “we each exist as part of the medium for each
other” (Maturana and Verden-Zoller, 2008, p. 29). Through interacting at our boundaries,
we shape and are shaped by one another (Chang, 2004; Mead, 1934). We are not passive
observers; “we bring forth the world we live by living it” (Maturana & Poerksen, 2004, p.
208).

The intention of this study is not to explicate the merits of living systems; rather,
it is to discuss living systems theory to the extent that it sufficiently informs the
understanding of the two-person living systems that comprise this study—doctor and
patient. Doctor-patient relationships exhibit the three key abilities of living systems:
autopoiesis, emergence, and cognition (Capra, 1996). First, autopoiesis means that
systems continuously create and re-create themselves by replacing their components,
experiencing structural changes while at the same time maintaining the overall pattern of
organization (Maturana & Varela, 1980). Second, emergence involves being capable of
generating new patterns of organizing that the past cannot predict (Wheatley, 2006).

Third, cognition involves being aware in the sense that living systems effectively adapt
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and interact with the environment. In biological terms, cognition is the process of
knowing (Maturana & Varela, 1980; Varela et al., 1991), which emerges through
relationship and dynamic co-emergence. More specifically, cognition arises in the
“exercise of skillful know-how in situated and embodied action” (Thompson, 2007, p.
11).

These three principles of living systems are distinct processes; yet, they are inter-
related and must all be present for a living system to be vibrant. Di Paolo (2005) adds
adaptivity to the list of key principles, asserting that adaptivity is an inherent assumption
underlying the bridge between autopoiesis and cognition. Autopoiesis is primarily
concerned with self-maintenance in the face of perturbations; whereas, adaptivity
involves “the capacity of an organism to regulate itself with respect to the boundaries of
its own viability” (p. 429). This definition of adaptivity allows a person (i.e., a system)
greater sensitivity and response to stress, fatigue, and pathology, for example, than
autopoietic processes alone, which are blind to these perturbations until the system is no
longer able to be autopoietic. Hence, the sensitivity adaptivity affords shapes cognition
and, specifically, sense-making (Di Paolo, 2005).

For this study, what is paramount concerning living systems is the understanding
that they are autopoietic, emergent, cognizing, and adaptive (De Jaegher and Di Paolo,
2007; Maturana & Varela, 1998; Thompson, 2007; Thompson & Stapleton, 2009), which
may provide vital insights into aspects of this study. One way to view living systems
empirically is through the lens of the enactive approach (Thompson, 2007; Varela et al.,
1991), informed by affective sciences (Davidson et al., 2003), biological sciences

(Maturana & Varela, 1980, 1998) and phenomenology (Gallagher, 2005; Thompson,
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2004; Varela & Shear, 1999a, 1999b; Varela et al., 1991). The enactive approach allows
for the exploration of complex processes found in living systems such as doctors and
patients engaged in a process of social cognition. Hence, | intentionally chose the
enactive approach as the frame for this study as a means for cultivating a richer
understanding of how two embodied, biologically autonomous agents (i.e., doctor,
patient) engage with one another (McGann, 2007) in ways that enact a sense of

wholeness in both.

Enactive Approach

What is the heart of the enactive approach? Broadly speaking, the enactive
approach asserts that “living is itself a cognitive process—a process whereby a living
being creates and maintains its own domain of meaningfulness, in generating and
maintaining its own self-identity as an embodied organism” (Torrance, 2006, p. 359).
Human minds are embodied and embedded in the world (Varela et al., 2009). Thus,
minds are not reducible to structures inside the head (Thompson, 2007). In fact, “meaning
and experience are created by, or enacted through, the continuous reciprocal interaction
of the brain, the body, and the world” (Colombetti and Thompson, 2007, p. 18). Meaning
and experience are central to understanding cognition, which lies at the heart of the
enactive approach and will be discussed in general first. Attention will then shift to the
five main properties of the enactive approach: autonomy, sense-making, emergence,

embodiment, and experience (Di Paolo, Rohde, & De Jaegher, 2010).
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Cognition: The Science of Mind

Cognitive science, or the study of mind, is a relatively young area of research that
came into being as a reaction to behaviorist psychology in the 1950s (Thompson, 2007).
Cognitive science is distinguished by three distinct phases (Thompson, 2007). First,
cognition was conceived of as computationalism (Varela, 1999b), also called cognitivism
(Thompson, 2007; Varela et al., 1991), where the mind is seen as an information-
processing system with a set of rules used to handle discrete symbols. In the 1980’s,
computationalism gave way to the second stage of connectionist cognitive science, which
replaced the discrete symbols with a metaphor of the mind as a neural network
(Thompson, 2007). The connectionist view expanded beyond the “mind within the head”
(p. 9) to consider patterns of interaction between cognitive processes and the
environment. However, these patterns did not involve any sensory and motor coupling
with the environment (Varela et al., 1991). Thus, the third stage of embodied dynamicism
replaced connectionism by showing that meaning arises from situated sensori-motor
actions, not from representations of a pre-given world (Varela, 1999b). Varela (1999b)
added a fourth stage called generative cognitive science, consisting of the experience of
intersubjectivity and an empathic-affective dimension of interbeing, as well as a fifth
stage called neurophenomenology. This fifth stage extends phases three and four by
having consciousness as the foundation informed by phenomenological data (1999b).
While the first three stages are agreed upon, the fourth and fifth stages remain to be seen

as they emerge in current theory and research.
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The evolution of cognitive theory and research corresponds with an evolving
understanding of the other. There are three distinct stages in how we come to know other
minds (Varela, 1999b):

1. The other as problem. This stage includes both computationalism and
connectionism, where the other’s mind is a mystery. The self is an isolated agent
who has no direct evidence that the other person is thinking at all.

2. The other as inter-action. The other person “appears as an inter-action, a given
fact but still to be generated as a separate entity, for which links must be built
between two independent, constituted minds” (Varela, 1999b, p. 87). This is what
Thompson (2007) named embodied dynamicism.

3. The other as inter-being. This stage consists of generative cognitive science and
neurophenomenology. Varela (1999b) describes it as, “the other and | are a
common ground, a joint tissue which is tangibly present in empathy and affect,
which offer a possible level of analysis if we avail ourselves of the means to do
s0” (p. 87).

This issue of how we come to know an other is important to name in this study because
the doctor-patient relationship requires an understanding of the Other in order to provide
appropriate care. Given that the mind is embodied (Varela et al., 1991), disease and
illness will manifest in different ways, which requires the practice of social cognition—
doctor and patient collaboration (Cohn, 2001; Weil, 2009)—to arrive at a full
understanding.

In trying to know how one person understands and interrelates with another

person—often referred to as theory of mind (Gallagher, 2005)—social cognition has
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traditionally employed individual mechanisms such as theory theory or simulation theory.
Theory theory involves “postulating the existence of mental states in others and using
such postulations to explain and predict another person’s behavior” (Gallagher, 2005, p.
206). Rather than theorizing about another, simulation theory involves emulating what is
happening in the other person’s mind by imagining that I am in the other person’s
situation. Both of these traditional approaches assume that people are opaque to one
another and so the only way to figure out the other person is to use one’s own brain (De
Jaegher, 2009). In criticism of theory theory and simulation theory, Gallagher (2005)
proposes a theory of interaction, which asserts that our understanding of others is neither
theoretical nor based on internal simulations; but rather, an embodied practice. Through
emotional, sensory-motor, perceptual, and non-conceptual embodied practices, we have
primary access for understanding others. It is through interacting—not explaining or
predicting from third person observations—that we come to know others. His theory
presupposes a connection (De Jaegher, 2006, 2009), but fails to provide sufficient insight
into the process of interacting needed for this study.

Recognizing that most interpersonal understanding is “done in the live, real time,
sometimes precarious, connecting between people in an ongoing social encounter” (De
Jaegher, 2006, p. 19), De Jaegher offers an alternative to Gallagher’s interaction theory
called participatory sense-making that focuses on the very process of connecting. Her
theory comes from an “enactive perspective, [where] meaning is inseparable from the
whole of context-dependent, life-motivated, embodied activity, without being at all a
hazy concept beyond the reach of scientific understanding” (Di Paolo, Rohde, De

Jaegher, 2007, p. 6). From this perspective, meaning is not transported between people
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(De Jaegher, 2009). Rather, meaning emerges through relationships with others
(Wheatley, 2006), including interactions (De Jaegher & Froese, 2009) and a “sense of
connectedness” (Jantsch, 1980, p. 309). This sense of connectedness is what Maturana
and Varela (1980) call “structural coupling.”

It is important to note that “cognition is not the representation of a pregiven world
by a pregiven mind but is rather the enactment of a world and a mind on the basis of a
history of the variety of actions that a being in the world performs” (Varela et al., 1991,
p. 9). Cognition is embodied structurally (i.e., bodily, neural, and environmental
processes) and phenomenologically (i.e., one’s experience of oneself as a subjectively
lived body) (Colombetti & Thompson, 2007). In other words, cognition is not the mind
mirroring back a pregiven world (Torrance, 2006; Maturana & Varela, 1998); rather,
there is an active relationship of dynamic coupling between the person and the world
(Thompson, 2007). Cognition “is action about what is missing, filling the fault from the
perspective of a cognitive agent” (Varela, 1997, p. 85). Every interaction and experience
shapes the lens and the way in which a person interacts with the world. The challenge
becomes learning to be aware of how one is both shaping and being shaped by and
through interactions with the world (Depraz et al., 2003). Acting without awareness
means that one is operating from a “blind spot” (Scharmer, 2007, p. 376) or habits (Kane,
2003) and subsequently may be mis-perceiving the world (Maturana & Poerksen, 2004).
One way to become aware of blind spots is through interactions with others; however, in
so doing, each person must retain their respective autonomy (Maturana & Poerksen,

2004).
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Autonomy

Autonomy is one of the key premises in the enactive approach. Autonomy among
people involves preserving that which is uniquely characteristic of each respective person
(Maturana & Poerksen, 2004). Each person is self-governing and responsible for making
decisions that, in general, are life-sustaining. Once a person defines him or herself as
such, he or she is at the same time distinguishing what is other or non-self. This
distinction provides the individual’s environment with a domain of meaning and the
person is able to define things within the domain environment as meaningful or not
(Torrance, 2006; Thompson, 2004). In biological terms, minds are said to be autonomous
when embodied biological organisms (i.e., people) are autopoietic, self-generating, and
self-maintaining agents (Torrance, 2006). In the context of health, the principle of
autonomy respects the uniqueness of the patient, his or her capacity to learn, and the
freedom to act as he or she chooses (Stroebel, McDaniel, Crabtree, Miller, Nutting, &

Stange, 2005).

Sense-making

Implied in the concept of autonomy is the realization that people engage in sense-
making, which is “the creation of meaning in the interaction between a living system and
its environment” (McGann, 2007, p. 468). Interaction is defined as the structural coupling
between a person and a specific aspect of the world (Di Paolo et al., 2010). Hence, the
biological conception of sense-making differs from the more general, psychological
understanding that implies high-level information processing based cognition (De

Jaegher, 2009). Instead, sense-making is grounded in the biology of living beings, where
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meaning continually emerges from actively engaging with and moving in the world. It is
through interaction (De Jaegher) and relationship (Thompson & Stapleton, 2009) that
people create and transform meaning. This principle of sense-making is important for
doctor-patient relationships as it implies that together patients and doctors create an

understanding of health.

Emergence

In human systems, emergence “is the surprising capacity we discover only when
we join together” (Wheatley & Kellner-Rogers, 1996, p. 67). Because people are
autopoietic, they can generate new patterns of organizing (i.e., “self-organize”) in ways
that could not be predicted from their past (Senge et al., 2005). Emergence is the outcome
of a unique, mutually specifying relationship between local and global entities (Varela &
Depraz, 2003). Mead (1934) provides an excellent example of emergence in the
phenomenon of water. Water is comprised of one oxygen molecule and two hydrogen
molecules. Taken alone, neither hydrogen nor oxygen molecules can produce water. It is
only in the particular combination of interacting molecules that water can emerge
(Chang, 2004). Like the phenomenon of water, healing relationships emerge from and are
built by doctors and patients working together (Scott et al., 2008). Yet, the locus of
healing resides neither in the patient nor in the physician, but in “the space created by

connections between the two” (Scott et al., 2008, p. 320).

Embodiment

The concept of embodiment is not new. Philosopher, educator, and psychologist

John Dewey explored embodiment as a critique and alternative to stimulus-response
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theories of behavior that were in vogue during the late nineteenth and early twentieth
century (Horn & Wilburn, 2005). He wrote:
We begin not with a sensory stimulus, but with a sensorimotor co-ordination, the
optical-ocular. . . . In a certain sense, it is the movement which is primary, and the
sensation which is secondary, this movement of body, head, and eye movements,
determining the quality of what is experienced. In other words, the real beginning
is with the act of seeing; it is looking, and not a sensation of light. (Dewey, 1896,
pp. 137-138)
For Dewey, the meaning of any sensory perception and experience is coupled with a
person’s response. They arise together based on what is happening in the present moment
(Gibbs, 2006). Hence, “cognition . . . is grounded in the concrete activity of the whole
organism, that is, in sensorimotor coupling. In short, the world is not something that is
given to us but something we engage in by moving, touching, breathing, and eating”
(\Varela, 1999b, p. 8). Embodied cognition or embodied mind (Varela et al., 1991) is
called enaction (Varela, 1999b), signifying the process of bringing forth by concrete
handling. Thus, mind and body are not separate, which directly opposes the Cartesian
split (Gibbs, 2006; O’Rourke, 2009; Thompson, 2007; Varela et al., 1991).
Embodiment is ‘enacted’ or ‘brought forth’ by a person’s sensorimotor activity
with the world and person mutually co-determining one another (Varela et al., 1991).
Thompson (2004) offers two ways to view embodiment: 1) a subjectively lived state—we
experience our lives as embodied selves; and 2) a living, biological organism. “One
experiences one’s body both as object and as subject; a scientific account of the human
organism must embrace both these complementary perspectives” (Torrance, 2006,

p.364). Sheets-Johnstone (2010) argues for a deeper understanding, however, asserting

that it is not through embodiment, but actually through animation that we come to know
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ourselves and others as living beings. She says, “we do not come into the world
embodied. We come into the world moving; we are precisely not stillborn” (p. 219).
Through our movements, we turn towards or away from other objects and beings. We are
either receptive or not to these experiences “moving in ways that are concordant with the
meanings those objects and beings hold for [us]” (p. 219). Animation in this context
means being affectively, kinetically, and cognitively attuned to the world (Sheets-
Johnstone, 2010). For the purposes of this study, whether animation or embodiment, what
is most salient from this discussion is the understanding that it is through physically
moving and directly engaging in and with the world that we come to know the world,

shaping our experience.

Experience

From a biological perspective, experience is determined by an entity’s structure
and organization (i.e., people and how they relate to and with one another), as well as its
interaction with its environment (Maturana & Varela, 1998). This interactive process
constitutes structured coupling (Maturana & Varela, 1980), where repeated patterns of
interaction give rise to a new composite unity (e.g., no longer doctor and patient, but a
doctor-patient relationship with the hyphen representing this sense of structural coupling).
Over time, the more connected people become, the stronger their structural coupling is,
leading to actual structural changes in each person (Maturana, 1988; Maturana & Varela,
1998).

Empirical findings show contrary evidence to the Cartesian split, indicating that

mind and body are connected, indeed structurally coupled (Maturana, 1988; O’Rourke,
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2009; Thompson, 2004). One’s behaviors and bodily encounters produce physiological
structural changes; simultaneously, the physiological changes affect not only how one
goes about one’s business, but also one’s behavior (Maturana, 1988). People and the
environment are said to be structurally coupled and co-evolve (Varela, 1991), each
affecting and being affected by the other (Chang, 2004; Mead, 1934). Thus, experience in
the enactive approach goes beyond explaining data to also include the transformation that
occurs through the phenomena being experienced. For example, becoming a doctor is an
achievable goal, but expertise in medicine is not obtained through specific information,
but rather through the right kind of transformation (Di Paolo et al., 2010). Hence,
experience emerges from the embodied practice of engaging in and with the world

(Torrance, 2006) or, in other words, relating.

Relating

The enactive approach is about relationships. While little is known about the
process of relating, there are three models that may offer insights into the process that
will be presented below. First, Maturana (1988) offers an exploration of how we come to
understand reality in relationship. Second, O’Rourke (2009) presents a model of
authentic relatedness based on individual self-awareness, an underlying capacity which
strengthens one’s ability to relate to others (Blenkinsop, 2005), which includes the
processes of awareness, reflection, and enaction. Third, Senge et al. (2005) propose a
model of presence that considers relationships at both individual and collective levels that

may in-form the study as well.
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Maturana—Reality in Relationships

Humberto Maturana (1988) expounds a theory of reality where existence comes
into being either independently or dependently based on what the observer does. The
former position (“objectivity” (Maturana & Poerksen, 2004, p. 41)) asserts that there is
one reality and one truth in a transcendental ontology; whereas the latter asserts that there
are many realities and truths in a constitutive ontology (“(objectivity)” (p. 41) note the
parenthesis). This distinction is nothing new in and of itself; instead, Maturana’s theory
contributes a biological explanation for what has hitherto largely been limited to
philosophical debate. The relevant aspects of his theory for this study are his framing and
discussion of the two primary explanations as to how humans come to knowledge and
their particular view of reality: emotioning and languaging (Maturana, 1988). He asserts
that emotioning underlies reasoning and that through language we co-ordinate our actions
in ways that enable the praxis of living. Each of these core processes of how humans
come to know and be with one another from the confines of an enactive approach will be
introduced below and re-visited in chapter 5.

Emotioning. Before delving into emotioning, it is first helpful to delineate
emotion and affect. The newly emerging field of affective science is a “considerably
broader concept that subsumes emotion but is not restricted to it” (Davidson et al., 2003,
p. xiii). The Handbook of Affective Sciences, in an initial attempt to cull the disciplines of
psychology, biology, anthropology, sociology, cognition, and neuroscience into a multi-
disciplinary collaborative research and theoretical exploration of emotion, identified six
major and most frequently studied affective phenomena. The affective approach
(Davidson et al., 2003) distinguishes these phenomena as follows: emotion, brief episodes
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of coordinated changes in the brain, autonomic system, and behavior that in-form a
person’s response to what the person perceives as a significant event; feelings, the
representations of emotions; mood, a longer lasting, but diffuse affective state that is
generally less intense than emotion; attitudes, somewhat persistent combinations of
preferences, predispositions, and beliefs towards other people and things; affective style,
relatively constant disposition that biases a person to perceiving and responding in
particular ways; and temperament, a genetically in-formed affective style that is apparent
early in a person’s life. While presented as distinct, these six phenomena likely co-exist
within an experience (Davidson et al., 2003) because they share neural substrates and the
lived body overall.

Emotioning addresses the relationship between emotion and experience. For this
study, emotion is a deep-rooted, dynamic biological process that defines the structural
patterns within people and their evolution (Maturana, 1988), serving to shape interactions
that may lead to “different domains of operational coherences (fleeing, fighting,
withdrawing, etc.)” (Maturana & Varela, 1998, p. 248). In other words, emotions are
dynamic processes in the brain and body that prepare and enable the body to carry out
impending action (Freeman, 2000). This conceptualization of emotion aligns with its
etymology, where emotion means outward movement (from Latin emovere) (Thompson,
2007) or “e-motion” (Patocka, 1988, p. 139), which literally moves us and sustains
movement. For this reason, Croswell and Gajjar (2007) assert that emotion is the energy
of transformation. Emotions serve as energy triggers for the body to interpret, make
sense, and move into action (Dalai Lama & Ekman, 2009; Varela & Depraz, 2004).

Moving into action unfolds in time (Varela & Depraz, 2004) and is influenced by the
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valence attached to the original source of perturbation (Maturana & Varela, 1998).
Valence is the complex space of polarities (Colombetti, 2005), not just the positive or
negative chemical charge that accompanies an emotion, giving rise to personal meaning
(Charland, 2005).

A person is either attracted or repelled, moving towards or away from the source
of perturbation depending on such things as the person’s likes-dislikes, pleasures-
displeasures, etc. (Varela & Depraz, 2004). Action is said to “well up from within the
organism. It is not a reflex. It is directed toward some future state, which is being
determined by the organism in conjunction with its perceptions of its evolving condition
and its history” (Freeman, 2000, p. 214). Over time, a person can develop automatic
habits of response to particular triggers, which can be difficult to unlearn (Dalai Lama &
Ekman, 2009). “To have a choice about how you are going to enact an emotion you must
be aware of the emotion as it is arising, of “the spark before the flame,” or, in Western
terms, the impulse before the action” (Dalai Lama & Ekman, 2009, p. 23).

“Affect is there before being there for me in full consciousness: | am affected
before knowing that I am affected” (Depraz as cited in Varela, 1999a, p. 131). An
affective impression of the world occurs before the world comes into being (Patocka,
1998). There is no thought, cognition, or consciousness that is not colored by emotion
(Varela & Depraz, 2004). E-motion occurs before language and before action, consisting
of a sense of “empathic harmony with the world” (Patocka, 1998, p. 140) where our
presence belongs. Therefoe, emotions lie at the heart of intersubjectivity (Depraz, 2008)
and constitute the relational background in which we live our lives whether we are aware

of this process or not (Maturana & Verden-Zoller, 2008). It is in becoming aware of the
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emotional impulse that people begin to rationalize and to language an experience (Dalai
Lama & Ekman, 2009; Depraz et al., 2003; Maturana, 1988).

Languaging. “Our emotioning changes in the course of our languaging, and our
languaging changes in the course of our emotioning” (Maturana & Verden-Zoller, 2008,
p. 30-31). In daily living, we are immersed in language and shaped by its processes
whether aware of it or not (Maturana, 1988). Rather than the exchange of data or
information, the biological understanding of languaging refers to the process of
coordinating coordinations between people. Without coordinating actions, Maturana
asserts that people would not be able to describe, to make distinctions, or to reflect
because all of these abilities are secondary to the primary experience of experiencing.
Language is needed to create a consensual domain, in which mutual understanding can
arise. Hence, “language does not reside in man but man stands in language and speaks
out of it” (Buber, 1970, p. 89).

Languaging is an avenue for generating and transforming meaning: “Everything
said is said by someone. Every reflection brings forth a world. As such, it is a human
action by someone in particular in a particular place” (Maturana & Varela, 1998, p. 26).
Through languaging, people practice social cognition by sense-making and sharing
interpretations (De Jaegher, 2009). Given that “all interpretation reveals and conceals at
the same time” (Depraz et al., 2003, p. 9), mis-understandings can arise (Nakkula &
Ravitch, 1998). Mis-understandings may be due to language’s limited capacity to
adequately reflect the essence of an experience; or, listeners may attach a meaning to the
language that differs from the intention of the speakers (Nakkula & Ravitch, 1998).

These differences can be discovered through languaging and countered by dialogue.
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Dialogue is the process where meaning can flow among, through, and between people
(Bohm, 1996; Buber, 1970; Isaacs, 1999). It is a “conversation in which people think
together in relationship” (Isaacs, 1999, p. 19). In this process of dialogue or languaging,
misunderstandings can serve as pivots where meaning can be created or transformed (De
Jaegher, 2009). Hence, languaging provides a potential view into how doctors and

patients can relate and enact new possibilities for wholeness.

O’Rourke—Model of Authentic Relatedness

Utilizing an enactive approach, O’Rourke (2009) developed a model of authentic
relatedness (see Figure 2.1 below) from data culled in a heuristic study that examined the
lived experience of becoming self-aware. She conducted three in-depth, semi-structured,
dialogic interviews with nine co-researchers and found that self is comprised of three
components: (1) reflection, (2) the resulting awareness, and (3) revelation or enacting an
environment of visibility and value (Varela et al., 1993; Thompson, 2007) that is co-
created by self and other. It is this last aspect of co-creation that gives rise to mutuality
and relatedness. Relatedness is not static; rather, it is a continuous process represented by
the infinity model. The point where self and other connect is the “nexus or contact
boundary (Perls, 1947), where change occurs” (p. 266), which is of particular interest to

this study.
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Authentic Relatedness
(Presence in Relationships)

SELF OTHER

ction

Awareness ' ' Awareness

NEXUS
(The Contact Boundary
between two Systems)

VISIBILITY & VALUE
(Provided by the Other)

Figure 2.1. Model of authentic relatedness (O’Rourke, 2009).

While O’Rourke’s (2009) study provides insights into the individual experience
of relating, the study was not designed to address the social, intersubjective experience of
relating. Rather, the model indicates how an intersubjective relationship may unfold and
needs empirical study. Nonetheless, her model warrants attention given that the doctor-
patient relationship is comprised of two individuals who come together to form a
composite unity (Maturana & Varela, 1998). The relationship is affected by the self-
awareness of both patient and doctor, while both the patient’s and doctor’s self-awareness
is affected by the relationship. The three gestures involved in this process of relating are:
awareness, reflection, and enaction. Since enaction has already been discussed at length,
it is helpful to briefly explore the gestures of awareness and reflection before moving to

the final model of presence (Senge et al., 2005).
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Awareness. Awareness is the central process through which an individual can
understand one’s lived experience, or the first-hand thoughts, actions, and feelings that a
person is subjected to at any given time and place (Depraz et al., 2003). Awareness
involves developing the skill to see one’s seeing (Senge et al., 2005), or what Maturana
(1978) calls “observing” and Senge et al. (2005) call “presencing.” Developing skill in
both seeing one’s seeing, observing, and presencing allows one to change the meaning
assigned to an experience, opening it for healing.

In order to become aware or to access one’s experience, Depraz et al. (2003) have
identified three gestures that include: suspension, redirection, and letting go. Suspension
consists of postponing judgment, allowing time and space to redirect one’s attention
inward. Suspension can be initiated by: 1) external triggering events (e.g., sudden onset
of disease); 2) another person who models the gesture or challenges you to suspend your
prejudices (e.g., patient or doctor); or 3) yourself through your intention to suspend your
prejudice (Depraz et al., 2003). These triggers for suspension are not mutually exclusive.
They can work together to support redirection and letting go. Redirection shifts attention
from the exterior environment to one’s interior in order to perceive and access underlying
assumptions and beliefs. By suspending and redirecting attention, we can perceive the
impulses that shape our thoughts and perspective (Isaacs, 1999), opening new vistas of
awareness (Depraz et al., 2003) and limiting the effect on us of habitual thoughts (Isaacs,
1999; Senge et al., 2005). Finally, letting go or acceptance involves turning “your
attention toward the interior, not to look for something there, but to accept what shows up
there, or even more strongly put, to accept what you can let show itself”’(Depraz et al.,

2003, p. 41). We can become aware by actively paying attention while at the same time

63



waiting, since that which we are reflecting upon is pre-reflective, pre-conscious, or tacit
by definition (Depraz et al., 2003). This balance of paying attention and waiting—the acts
of suspending, redirecting, and letting go—allows new meanings to emerge.

Reflection. Informed by awareness, reflection is central to learning about our Self
and our relation to the world. Learning does not happen automatically; rather, it is an
intentional, interpretive, reflective, embodied, and imaginative act (Herda, 1999;
Maturana & Verden-Zoller, 2008; Maturana & Varela, 1998; Mezirow, 2000; Varela &
Depraz, 2003). The reflecting act involves suspending judgments, examining one’s
assumptions, and noting how one’s thoughts are shaped by one’s lens and mental models
(Senge et al., 2005). People can choose to reflect, to challenge the frame or lens in which
they view the world, to adapt the frame so as to account for discrepant data, to reassign
meaning, and to make connections among thoughts, people, behaviors, feelings, and
things. In order to see something differently, we need to first become aware (Depraz et
al., 2003) and then shift how we see so that new sights can become visible to us
(Jaworski, 1998). “The intensity or significance of the shift has to do with the intensity or
significance of the issue at hand” (Herda, 1999, p. 134). This shift is often informed
through a languaging process (Maturana, 1978, 1988) where we dialogue (Bohm, 1996;
Isaacs, 1999) with others to create and transform meaning. New behaviors can arise when
there is new meaning, a cumulative effect or an interaction with a great enough
magnitude—affective valence—that enables structural changes to occur in a person
(Herda, 1999). Reflecting on the connections—the relationships and the interactions—
and identifying the patterns of thought and action allows one to transform one’s life

(Daloz, 1986; Wheatley & Rogers, 1999).
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Senge et al.—Presence

The theory and model of presence offers a new way of thinking about relating that
has an outcome of establishing new ways of enacting the world through awareness
(Senge et al., 2005). Presence is a theory for learning and change—to sculpt the reality
one experiences—through relationships with one’s Self and with Others. Instead of
accretion of information, habitual action, or reactive learning, presence focuses on
deepening enactive being which is achieved by going through the “Theory U” model
(Scharmer, 2007). Theory U or Presence is comprised of three main processes: sensing,
presencing, and realizing (Senge et al., 2005) (see Figure 2.2).

Sensing. The first movement of the “U” involves transforming one’s perceptions
by becoming aware (Depraz et al., 2003), which can be achieved through reflecting and
mindfulness (Kabat-Zinn, 2005). Varela et al. (1991) discuss how the abstract attitude of
everyday life lacks mindfulness where this “attitude is the spacesuit, the padding of habits
and preconceptions, the armor with which one habitually distances oneself from one’s
experience” (p. 25). Instead, to operate with mindfulness allows people to recognize the
relationship of “seer” and “seen” (Depraz et al., 2003; Senge et al., 2005). As one
explores this relationship, the boundaries become blurred (Senge et al., 2005) with no
separation between body and mind in experience (Varela et al., 1991). One can begin to
see how one is part of the whole and consequently one’s actions either help or hurt the
whole. By sensing through reflecting acts and mindfulness (Kabat-Zinn, 1994), a person

observes and becomes one with the world.
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Figure 2.2. Model of presence (Senge et al., 2005).

Presencing. Released from one’s assumptions and accepting one’s
interdependence, one can begin “presencing—seeing from the deepest source and
becoming a vehicle for that source” (Senge et al., 2005, p. 89). When one suspends and
redirects, at first nothing happens: “No-thing. It’s just a connection. But when we succeed
in keeping that connection to our deeper source of knowing alive, we begin to better tune
into emerging future possibilities” (Scharmer, 2007, pp. 191-192). By noticing the
subtlety of an experience, new possibilities emerge. One can examine different
“scenarios” of how the future might unfold and consciously choose how one wants to act
rather than react. Rather than needing to make conscious decisions about how to act,

presencing allows what needs to be done to “just become obvious and what is achieved
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depends on where you’re coming from and who you are as a person” (Senge et al., 2005,
p. 89). Hence, in presencing, the focus shifts from letting go to letting come.

Realizing. Once new insights have come, one can bring something new into
reality (Senge et al., 2005). The source of this action is deeper than the rational mind.
Realizing is to “sense something new and act instantaneously in accordance with what
that felt knowledge dictates” (Senge et al., 2005, p 91). It does not involve imposing
one’s will or blind adherence to a set plan, as often occurs in organizations. Rather, it is
about focusing the energy (crystallizing intent), simulating one’s best current
understandings through a flow of improvisation and dialogue (Isaacs, 1999) “in which the
particulars inspire the evolution of the whole and vice versa” (Senge et al., 2005, p. 147)
(prototyping), and acting in the world, not on the world (institutionalizing). Realizing is

to shape and be shaped by the emerging future.

Summary on Relating

Taken together, the work of Maturana (1988), O’Rourke (2009), and Senge et al.
(2005) co-exist and overlap in how they respectively describe the process of relating.
Maturana’s insights into the process of emotioning and languaging affect and in-form the
models of authentic relatedness and presence. Authentic relatedness and presence share
the same three key processes, although the authors define and articulate these processes
differently. All three models lack empirical support. Moreover, the models do not address
any of the following: the duration of time throughout the process (i.e., a particular
moment versus stretched over an hour or days [Varela, 1999a]); the role that emotioning

plays; whether presencing or relatedness can occur without languaging; what affects an
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other or Other can have on facilitating or hindering the process of relating; or, how Self

and Other affect the quality of relating. Clearly, further research is needed.

Relationships in Health Care

As introduced in chapter 1, the medical literature abounds with theory and
research into doctor-patient relationships and healing, but few studies consider patient
and clinician together or the mutual experience of healing. One study that addresses the
relationship between nurse and patient is Miner-Williams’ (2007) grounded study on
nurse-patient connectedness. She interviewed fifteen nurses and patients to articulate the
process of connectedness within the nurse-patient relationships. She defined
connectedness as the nurse “meeting the patient’s need of the spirit” (2007, p. 1226). She
found that in addition to biopsychosocial needs, some patients also expressed spiritual
needs—needs that emanated from deep within the person’s essence. Yet, these needs
were only sometimes addressed. On the other hand, she learned:

Under certain conditions, with a nurse who is competent and willing to address

them, a process evolves that is marked by meaningfulness . . . [which] not only

meets these needs of the spirit but strongly impacts the nurse, the patient, or both,

and promotes healing, growth, and comfort. (2007, p. 1225)

This process of meeting the need of the spirit consists of the milieu, unfolding, and
outgrowth of meaningfulness. Though this study provides insight into the experience of
connectedness, it does not address mutuality since study participants were not in
relationship with one another.

Scott and colleagues (2008) addressed both the shortage of empirical evidence

about the experience of healing and how it arises in doctor-patient relationships. Their

grounded theory study involved five exemplar primary care physicians and 23 of their
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respective patients. All participants were purposefully selected and completed in-depth
interviews about their healing experiences. Through the interview process, healing came
to be defined as “being cured when possible, reducing suffering when cure is not possible
and finding meaning beyond the illness experience” (p. 320). They discovered that
healing did not lie within the patient or the physician, but rather “in the space created by
connections of the two” (p. 320).

Healing relationships were found to be created and sustained through three
essential processes (Scott et al., 2008, 2009): valuing, appreciating power, and abiding.
Valuing involves a sense of resonance between patient and clinician, where both are in
the moment, fully present and emotionally connected to one another. Appreciating power
recognizes the power imbalance in the asymmetrical relationship between doctor and
patient. Abiding refers to the duration of time—mnot in the moment-by-moment sense—
rather, a sense of continuous care where caring actions accumulate and the patient feels
as though the doctor will not give up on him or her. While the findings are consistent
with the extensive literature on healing, the study’s major contributions lie first with their
unique approach of studying the clinician-patient dyad and second in the relational model

of healing that emerged from data rather than theory (Figure 2.3).
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Figure 2.3. Healing relationships (Scott et al., 2009)

Rather than discuss all of the elements included in the model, it is more
appropriate at this time to note the requisite competencies, key outcomes, and dimensions
that informed the three primary processes of relating. These insights were found by
interviewing doctors and patients separately, rather than having them make sense of their
relationship together. Hence, these findings may or may not inform this study’s focus on
the dynamic, co-emerging process of how Self and Other relate in ways that enact
wholeness in both. Instead, after collecting data, the findings of this study may shed

additional light on this model of healing relationships (Scott et al., 2009).

The Woven Tapestry

The purpose of this literature review was to provide an initial understanding and

common language through which to explore the dynamic co-emerging process of relating
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and enacting wholeness in both Self and Other. By interlacing the threads of living
systems, learning, relating, and healing, it is evident that these processes are not mutually
exclusive and instead, weave a fabric that is capable of sustaining this research endeavor.

Living systems and the enactive approach provided the initial threads of
understanding about how people come to know Self and Other through autonomy,
experience, sense-making, emergence, and embodied interaction in the world (Di Paolo et
al., 2010). Taken together, the enactive approach provides a means for bridging
phenomenology and science, as well as informs the process of embodied learning.
Learning involves generating and transforming meaning. When meaning is threatened
(like when disease suddenly strikes) or no longer corresponds with how a person
experiences the world, a person needs to learn a new way to make sense of one’s
experience. The literature reveals that new meaning often emerges in relation with other
people, being shaped by emotioning and languaging (Maturana, 1988). This requires a
degree of becoming aware (Depraz et al., 2003) of how one is engaging in the world,
which can be informed through relationship. O’Rourke (2009) and Senge et al. (2005)
offer two different models of how relating may occur.

Translating the experience of relating to the context of health care, Scott et al.,
(2009) discuss how healing emerges through relationship. They draw on Buber (1970)
and his description of two basic relations: I-Thou and I-It. Both of these ways of relating
are needed in medicine (Weil, 2009), though the manner and timing in which they are
enacted matters (Scott et al., 2009). The wide-spread practice of biomedical medicine
almost exclusively consists of I-1t relationships (Cohn, 2001), which has added to a crisis

in medical care today (Schlitz, 2005).
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The Chinese character for crisis consists of two symbols that stand for threat and
opportunity. Hence, an empirical understanding of relating in ways that enact healing can
address this threat within health care and also serve as an opportunity to focus attention
and deepen understanding. In order to do so, it’s important to systematically explore the

actual, lived experience of patients and doctors, which is articulated in chapter 3.
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CHAPTER 3:

METHODOLOGY

If science is an unfinished project, the next stage will be about reconnecting and
integrating the rigor of scientific method with the richness of direct experience to
produce a science that will serve to connect us to one another, ourselves, and the

world. (Senge et al., 2005, p. 212)

Heeding Senge et al.’s (2005) call to move to the next stage in the science of
human experience and Capra’s (1989) call for science to “shift from objects to
relationships”™ (p. 73), the intention of this empirical study is to bridge direct experience
(of relating with an Other in ways that enact wholeness in Self and Other) with a
systematic method of inquiry through a phenomenological approach (Varela & Sheer,
1999b). This chapter details the research design’s process of (a) co-researcher selection,
(b) data collection, (c) data analysis and interpretation, (d) steps to ensure data
trustworthiness, and (e) human research co-researcher considerations. Each will be

discussed in turn after restating the research problem and questions, as well as

articulating the philosophical stance held throughout this research.

Research Problem and Questions

As introduced and elucidated in chapters 1 and 2, the doctor-patient relationship
has vital implications for health and well-being. The quality of the relationship affects the
diagnosis, treatment, and the outcome of a disease (Cousins, 1990; Marnocha, 2009;
Peabody, 1927); patient adherence (Baldwin, 2006; Vermeire, Hearnshaw, Van Royen, &
Denekens, 2001); and patient satisfaction (Morse et al., 2008). At the same time, medical

narratives reveal that patients can prompt reflection, growth, and transformation in the
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clinicians, while clinicians offer care and healing for patients (Chen, 2007; Sierpina et al.,
2007). Research, theory, and personal narratives concerning doctor-patient relationships
all extol its importance; yet, most of the literature only assumes the relationship exists or
focuses on either the perspective of the doctor or the patient. At least two studies address
these limitations by exploring the unique clinician-patient relationship and by considering
the perspectives of each (Miner-Williams, 2007; Scott et al., 2009). However, neither of
these studies focuses specifically on the dynamic process of relating or interviews
clinicians and patients together. Hence, this study fully addresses both limitations by
offering a systematic exploration of how doctors and patients relate in ways that enact
mutual healing.

Rather than take the doctor-patient relationship for granted, this study specifically
attends to the process of relating (De Jaegher, 2006, 2009). This exploratory study is
designed to describe and deepen our understanding of the nature of such self-organizing
systems (i.e., doctor and patient) and how dynamic relationships are enacted. The
findings may provide insights that address gaps within both empirical and theoretical
literature in the affective and biological sciences, as well as inform both the theory and
practice of medicine. There was one primary research question:

How do people experience Self and Other in relationship?

There were four secondary research questions:

1. What is the lived experience of an enacting relationship?

2. What specifies a sense of wholeness in relationships?

3. What constrains a sense of wholeness in relationships?

4. What meaning is ascribed to the experience of relating?
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Philosophical Foundation

Normal science, which assumes the scientific community knows what reality is
like and can therefore predict and control it (Kuhn, 1970), does not lend itself well to the
nature of this study’s research questions, which seeks to understand the novelty, subtlety,
and complexity of intersubjective human experience. To do so, it is important to attend to
Dyer’s axiom informed by Nobel quantum physicist Max Planck, which states “change
the way you look at things, and the things you look at change” (Dyer, 2004, p. 173). New
insights are possible by changing the way science has historically objectified human
experience as products and instead focusing on intersubjective human experience and the
process of relating (Bugental, 1989; Capra, 1996; Wheatley, 2006). Kuhn (1970) notes,
“anew theory . . . is seldom or never just an increment to what is already known. Its
assimilation requires the reconstruction of prior theory and the re-evaluation of prior fact,
an intrinsically revolutionary process that is seldom completed by a single [person] and
never overnight” (p. 7). Indeed, this process constitutes a paradigm shift (Barker, 1986).
Thus, this study is situated in the biological (Maturana & Varela, 1998) and affective
(Davidson, Scherer, & Goldsmith, 2003) sciences and utilizes an enactive approach
(Thompson, 2007; Varela et al., 1991) in order to in-form and extend current
understanding of theory and practice.

Given the focus of this study on dynamic intersubjective (White, 2008) processes,
this study’s research questions are best studied using qualitative rather than quantitative
methods. Quantitative studies emphasize reliable, valid measurement and analysis of
causal relationships between variables (Bohm, 1980), maintaining distance between the
researcher and the subject of the research (Denzin & Lincoln, 2005; Palmer, 1993). In
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contrast, the qualitative method—broadly defined—*is a situated activity that locates the
observer in the world” (Denzin & Lincoln, 2005, p. 3). Accordingly, qualitative
researchers are intimately connected with the focus of their study, often exploring the
socially constructed nature of reality in order to understand how experience and meaning
emerge (Creswell, 2007; Denzin & Lincoln, 2005). Hence, in order to understand
enacting relationships, I, as the researcher, must build rapport (Moustakas, 1995) and
interact with doctors and patients who have and are willing to share their lived experience
(Creswell, 1998) of an enacting relationship. Inherent in my approach to qualitative
research are several philosophical assumptions, which | will explicate through the
application of a qualitative research framework outlined by Creswell (2007). The
framework consists of (1) ontological, (2) epistemological, (3) axiological, (4) rhetorical,

and (5) methodological assumptions.

Ontology (The Nature of Reality)

This study employs a constitutive—not static—ontology (Maturana, 1988), which
involves a “continuous process of giving an ever clearer meaning” (Strasser, 1969, p.66).
This ontology is one of many within the paradigm of qualitative research and emphasizes
that there are multiple and dynamic realities and processes that are person and context-
dependent (Bamberger, 2008; Klenke, 2008). Maturana (1988) demonstrates that reality
comes into existence or is brought forth in knowing by an observer. In other words,
reality cannot be separated from the knower (Maturana & Varela, 1998; Palmer, 1990Db,
1993). From this stance, there is not an external reality that exists outside and

independent of the person who perceives it (Klenke, 2008); rather, “lived experience is
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irreducible, that is, that phenomenal data cannot be reduced or derived from the third-
person perspective” (Varela & Shear, 1999a, p. 4). Thereby, reality is also subjective and
each knower constitutes knowing by what he or she turns towards or chooses to distin-
guish and attend to in a particular moment and context (Maturana & Varela, 1998; Patton,
2002; Schutz, 1967; Walsh, 1967; Wheatley, 2006). The implication for this study is that
each participant as a co-researcher, along with me as the researcher, will co-construct
reality (Creswell, 2007; Kvale & Brinkmann, 2009) through language (Maturana, 1978;
Strasser, 1969) and more specifically, dialogue (Bohm, 1996; Isaacs, 1999). These

multiple realities will be expressed and presented in the findings (Creswell, 2007).

Epistemology (How We Know What We Know)

Consistent with a constitutive ontology (Strasser, 1969), which asserts that
knowledge is subjective (Maturana & Varela, 1998), I hold that knowledge is informed by
the dynamic co-emergence (Thompson, 2007) between knower and known (Kvale &
Brinkmann, 2009; Palmer, 1993), including me as the researcher. Knowledge, therefore, is
not a distancing process in which there is objectification and separation of knower from
known (Daloz Parks, Keen, Keen, & Parks Daloz, 1999; Palmer, 1990b, 1993). Rather, it is
precisely because of and through the dynamic process that co-researchers experience and
cultivate their respective epistemologies (Kvale & Brinkmann, 2009; Maturana & Varela,
1998). My role as a researcher is to lessen the “distance” or “objective separateness” (Guba
& Lincoln, 1988, p. 94) between myself and the co-researchers by interacting in such a way
that I can come to understand their epistemologies (Creswell, 2007) and, through

reflexivity, how similar and dissimilar they are to my own. Reflexivity is a process of self-
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reflection (Maturana & Verden-Zoller, 2008; Nakkula & Ravitch, 1998), which will enable
new understandings and insights into this phenomenon. Varela and Shear (1999a) refer to
this type of empathic position of researcher as the second-person position, where there is a
“modicum of critical distance and of critical evaluation” along with the intention to “meet

on the same ground [as the other], as members of the same kind” (p.10).

Axiology (The Role of Values in the Research)

Research is value-laden and biased (Creswell, 2007; Lincoln & Guba, 1985).
While value and bias free knowledge is not possible in naturalistic, post-positivist
research (Denzin & Lincoln, 2005; Lincoln & Guba, 1985), it is feasible to make bias and
researcher attitude (Davidson et al., 2003) as explicit as possible (Patton, 2002). Denzin
(1989) offers that “every researcher brings preconceptions and interpretations to the
problem being studied. The term hermeneutical circle or situation refers to this basic fact
of research. All scholars are caught in the circle of interpretation” (p. 23). In order to
address this hermeneutical situation, researchers need to articulate their values and
interpretations (Nakkula & Ravitch, 1998), as well as those of the research co-researchers
(Creswell, 2007). The manner in which a research topic is chosen, framed, and bound
reflects the inquirer’s values (Lincoln & Guba, 1985). That being said, this study’s focus
on and perspective towards the experience of relating in ways that enact wholeness
reflects my value towards dynamic human relationships, intersubjectivity, healing, and
the enactive approach (Thompson, 2007). This study holds less value on reductionistic
thinking that, by removing phenomena from the context in which they exist (Bamberger,

2008; Palmer, 1993), fragments understanding and prevents wholeness from emerging
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(Bohm, 1980, 1996; Senge, 2004). This is why | have chosen my particular research

approach and design.

Rhetoric (The Language of Research)

“Everything said is said by someone” (Maturana & Varela, 1998, p. 26). For that
reason, in this study on relating, it is important to pay close attention to when and how
co-researchers express their experience verbally and nonverbally, as well as what role |
play as the researcher. As much as possible, | will use the language of the co-researchers
for analysis rather than impose my language. This stance recognizes that it is through
“languaging that the act of knowing, the behavioral coordination which is language,
brings forth a world” (Maturana & Varela, 1998, p. 234). Accepting that reality is person-
and context-specific, it is important to include the co-researchers’ voice as well as my
personal voice to convey the meaning that is being co-constructed (Creswell, 2007). For
that reason, | write in a literary, informal style using present tense to communicate both
the meaning and construction of meaning that exists for both the co-researchers and me
(Nakkula & Ravitch, 1998; Patton, 2002). To use objective, third-person observer
language alone would conceal the intersubjective nature of this study (Heidegger, 1971)

and create a false distance between observer and observed (Palmer, 1990b, 1993).

Methodology (The Process of Research)

The purpose of this study is to provide a rich understanding of the dynamic co-
emerging process of relating between doctors and patients that enacts wholeness in each.
The study’s design focuses on the particular details of the phenomenon rather than

generalizations, which is consistent with qualitative inquiry (Creswell, 2007). Utilizing a
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phenomenological methodology, this study will primarily consist of inter-views, where
knowledge will be co-constructed between the co-researchers and me (Kvale &
Brinkmann, 2009). Interview knowledge is “produced, relational, conversational,
contextual, linguistic, narrative, and pragmatic” (Kvale & Brinkmann, 2009, p. 53). This
approach allows not only for complexities and non-linearities in experience to emerge,
but also these tensions to be held at the same time without diminishing any of the
qualities (Denzin & Lincoln, 2005); a major contribution of qualitative research and first-
person empirical study (Varela & Shear, 1999b). Likewise, it provides a means to address
Varela et al.’s (1991) concerns that:

Investigation is limited and unsatisfactory, both theoretically and empirically,

because there remains no direct, hands-on, pragmatic approach to experience with

which to complement science. As a result, both the spontaneous and more

reflective dimensions of human experience receive little more than a cursory,
matter-of-fact treatment. (p. xviii)

Phenomenology and Hermeneutics

Working from and within the aforementioned philosophical orientation and
assumptions, this study employs first- and second-person (Petitmengin, 2006; Varela &
Shear, 1999a, 1999b) qualitative methods to elicit rich descriptions of actual lived
experience (Creswell, 2007) of relating to another in ways that enact health and
wholeness in each. To draw out these rich, descriptive responses of this human
experience, it is best to employ phenomenological research methods (Moustakas, 1994,
1995). Phenomenology involves the “systematic attempt to uncover and describe the
structures, the internal meaning structures, of lived experience. A universal or essence

may only be intuited or grasped through a study of the particulars or instances as they are
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encountered in lived experience” (van Manen, 1990, p. 10). Thus, phenomenological
research is focused on understanding how people make sense of experience and how the
perception of experience is conceptualized (Patton, 2002; Petitmengin, 2006; Varela &
Shear, 1999a).

Phenomenology dates back to Kant and Hegel, though it is Husserl who
developed phenomenology as a discipline that seeks to describe how the world is
constituted and experienced through conscious acts (Creswell, 1998). Husserl sought to
describe that which is given to us in everyday life in the form of immediate experience
without being obscured by previous thoughts, taxonomies, classifications, or abstractions
(van Manen, 1990). Heidegger built on Husserl’s work, focusing in on letting things of
the world speak for themselves. He asks “what is the nature (Being) of this being?” (as
cited in van Manen, 1990, p. 184). Creswell identifies four philosophical tenets of
phenomenology: (1) to return to the tradition of philosophy as a search for wisdom, (2) to
utilize epoche to suspend all judgments about what is real, (3) to recognize that
consciousness is always directed towards an object, and (4) to refute the Cartesian mind-
body split, recognizing that reality of an object is only perceived within an individual’s
consciousness and experience with the object. Taken together, the heart of
phenomenology details the essence of human experiences.

Within the discipline of phenomenology there are several different approaches
including ethnography, grounded theory, hermeneutics, empirical phenomenology, and
heuristics (Moustakas, 1994). This study’s methodology employs phenomenology in
general and hermeneutics in particular to provide a richer, more profound understanding

of the subtleties and complexity of the experience of relating. Hermeneutics underlies
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qualitative research in general (Patton, 2002) due to its focus on meaning and its theory
of interpretation (Gallagher, 2004). Hermeneutics is concerned with understanding the
context in which something is originally created as well as the cultural context within
which it is interpreted (Patton, 2002). When utilized well, hermeneutics reveals connec-
tions that already exist between and among phenomena and perspectives of which we are
not aware, facilitating a revision of theory and practice (Nakkula & Ravitch, 1998).
Historically, hermeneutics has focused on relations of language and context
(Nakkula & Ravitch, 1998) to understand human beings’ behavior in contrast to
psychology which has sought to explain human behavior in causal terms (Gallagher,
2004). The conceptualization of hermeneutics has broadened, however, to include the
entire process of interpretation (Varela et al., 1991) with an eye towards uncovering
relations. This discovery of relations happens in a hermeneutical circle (Nakkula &
Ravitch, 1998) or a process of uncovering circular causality (Varela, 1999a). The
hermeneutical circle can be characterized by “the meaning of the part is only understood
within the context of the whole; but the whole is never given unless through an
understanding of the parts” (Gallagher, 1992, p. 59). For example, if applied to learning,
one can only begin to understand something by relating it to something already known
(Gallagher, 2004). Yet, mis-understandings or mis-takes are inevitable due to the pre-
judging or prejudices which occur when the new thing is forced into an established
framework (Nakkula & Ravitch, 1998). Through a “dialectical, back-and-forth process,
or with some guidance by a teacher [e.g., doctor], [one] should finally discover the proper
context and come to some acceptable understanding” (Gallagher, 2004, p. 165) of the

new thing to be learned. Rather than view prejudices and biases as faults, they can be
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considered as “openings for increased self- and other-understanding and for more honest
and aware communication” (Nakkula & Ravitch, 1998, p. xiii), which transpire through
dialogue and critical self-reflection. This approach allows for mutual transformation
through genuine understanding (Nakkula & Ravitch, 1998). Thus, hermeneutics affords
this study with a way to understand relating and mutual transformation—a sense of
wholeness in this study—through the means of dialogue and self-reflection by the co-

researchers and me as the researcher.

Co-researcher Selection

After obtaining IRB approval for this study (which required me and the faculty
primary investigator to successfully complete CITI training), | begin the co-researcher
selection process with intention and careful attention to the process in order to elicit
quality data from which meaningful findings can emerge. Hence, co-researchers are pur-
posefully selected (Silverman, 2000), meaning that they are appropriate for the context
and purpose of the study (Lincoln & Guba, 1985; Patton, 2002). Given this study’s situ-
ation in health care, | invite doctors and patients to participate who have lived experience
(i.e., first-hand knowledge) (Creswell, 2007; Petitmengin, 2006; Varela & Shear, 1999b)
of relating with (O’Rourke, 2009) an Other in ways that enact a sense of mutual whole-
ness. In order to participate, both the patient and the physician must have experienced a
sense of wholeness that emerged through their relationship with one another, as well as
be able to describe this relationship known as an I-Thou (Buber, 1970) experience. At a
minimum, the relationship should possess mutual respect (Moustakas, 1995). Each co-

researcher should embody self-awareness (O’Rourke, 2009; White, 2008), mindfulness
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(Kabat-Zinn, 2002), and an ability to articulate one’s reflexivity, experience, and feelings
(Maturana & Poerksen, 2004). All co-researchers satisfied these basic criteria; although,
they differed in the extent to which they revealed these dimensions to me.

To identify co-researchers who meet the criteria discussed above, | engage in
intensity and snowball sampling (Patton, 2002) by inviting professional colleagues to
review the study criteria and to recommend doctors who may have this type of experience
and asking those recommended to share additional names. | pay particular attention to the
doctors who are recommended by multiple individuals. Intensity sampling requires that
co-researchers have had intense, strong experience of the phenomenon at hand (i.e.,
relating in ways that promote a sense of wholeness and well-being), yet not to the
extreme end of human experience (Patton, 2002). | also use maximum variation sampling
(Patton, 2002) within the health care setting. Maximum variation sampling allows for a
range of contexts within medicine (e.g., primary care, oncology, emergency, obstetrics)
to be included in the study and treats this variety of context as a strength which allows the
essential and transcendent aspects of the experience of relating and wholeness to emerge
(Creswell, 2007; Lawrence-Lightfoot, 1999; Patton, 2002). | review all nominated
physicians and give preference to exemplars—physicians who have received awards for
quality care; exceptional service; noted research, presentations, or publications; or,
innovative practice.

After identifying exemplar physicians through these samplings efforts, | e-mail 12
physicians (11 from the Mid-Atlantic region and 1 from the Pacific Northwest)
information about the study and invite them to learn more. Seven out of the 12 doctors

express interest. In screening (see Appendix B) each of the seven physicians, | learn that
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while several of the doctors understand the language of “wholeness,” they prefer to think
of this phenomenon in a less abstract way. Instead, they simply describe this experience
as a “meaningful doctor-patient relationship.” How they describe “meaningful
relationships” actually corresponds with what I mean by “a sense of wholeness.” Hence, 1
record the difference in language as part of a field note and choose to use both their
words and my words to communicate the essence of this study, remaining mindful of the
IRB approved protocol. | also note that only four of the seven potential participants meet
the study’s criteria and are willing and able to make time to participate.

| invite the four physicians to refer up to three patients with whom they have
experienced a meaningful doctor-patient relationship and sense of wholeness, as well as
feel they have aided in healing. To protect the patients’ privacy, the doctors initiate
contact with the identified patients to see if they are interested in participating in the
study. If patients agree to be considered, | screen them (see Appendix B) for each doctor
to see that they satisfy this study’s criteria, are interested in, and able to participate in the
study. Patient referrals who do not meet the study’s criteria are thanked for their time and
no further action occurs. If, however, there is a patient who satisfies the criteria, s/he is
matched with the physician and the dyad is invited to participate in the full study. If more
than one patient satisfies the criteria, then the patient who is able to richly describe
his/her relationship and meaningful healing experience with the doctor is invited to
participate. | make one exception and allow two patients who are especially strong in
different ways to participate because the respective doctor is open, interested in, and able
to do an interview with both patients. Thus, I include two different patients for one

physician, which strengthens the trustworthiness of the data and offers another means to
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triangulate data. All four physicians match with at least one patient who is willing to
participate. If this had not been the case, then the physician would have been informed
that none of the referred patients were able to participate as hoped and s/he would have
been thanked for her/his time.

At the start, | seek five dyads (i.e., a total of ten co-researchers), which is in line
with both Creswell (2007) and Polkinghorne’s (1989) suggestions of five to 25 co-
researchers for a phenomenological study. However, to maximize variation and to ensure
data saturation, I add two more dyads mid-way through the process of collecting data for
a total of thirteen co-researchers (seven patients, six doctors) for a total of seven dyads.
For accessibility, | give preference to dyads that are located in one of two geographical
areas to ease the coordination of interviews, minimize transportation time and minimize
costs in conducting the interviews.

All thirteen co-researchers satisfy the criteria of having lived experience of a
healing relationship with an Other in the context of health care. The requirements of full
participation in the study include: a screening interview; a consenting doctor-patient
match (i.e., both parts of the relationship—doctor and patient—meet the selection criteria
and are willing to participate); one joint interview between doctor, patient, and
researcher; an individual interview; digital voice recording of all interviews; video
recording of the joint interview; and, interpretation verification. Nine interviews are
completed in the Mid-Atlantic area and 11 are completed in the Pacific Northwest. See
Table 3.1 for more detailed information about the individual co-researchers. Table 3.2
presents information about the doctor-patient pairs, including the context within medicine

(i.e., medical specialty) and length of relationship.
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Table 3.1
Individual Co-Researcher Information*

Religious/ | Individual
Professional spiritual interview
Name work/training | Age | Race | Gender | Pair | beliefs location
Bob Retired Salesman; Patient’s
Gilson Church leader 89 | White M 4 | Catholic home
Health
David Retired Police clinic
Fletch Sergeant 60 | White M 6 | Catholic office
Muslim,
Fatima | Primary Care raised Doctor’s
Baharia | Doctor 51 | Black F 5 | secular office
Asbury
Frances | Retired School United Patient’s
Ridley | Teacher 85 | Black F 5 | Methodist | home
James Primary Care 2& Doctor’s
Byrne Doctor 59 | White M 3 | Episcopalian| home
Health
Joan Indifferent | clinic
Stanley | Surgeon 66 | White F 6 | toreligion | office
Laura Doctor’s
Lange Breast Surgeon 44 | White F 1 | Presbyterian | office
Lorraine | Primary Care, Doctor’s
Chatham | Geriatrician 56 | White F 4 | Catholic office
Lucy Obstetrician- Doctor’s
Jay Perinatologist 59 | White F 7 | Methodist home
Not My hotel
Maggie | Nurse 56 | White F 7 | spiritual room
Eastern
Nurse, Social Orthodox
Pandora | Worker 55 | White F 1 | Christian My office
Patty Patient’s
Barker | Drug Counselor 57 | White F 2 | Christian home
Medical
Rose Marijuana Patient’s
Valley | Advocate 42 | White F 3 | Wiccan office

*Legend:

Name: Pseudonym.

Professional work/training: Self-identified work.

Pair: Corresponds with the order in which the interviews occur.

Religious/spiritual beliefs: Self-identified spiritual beliefs. Spirituality and religion are not
necessarily synonymous terms, but for some co-researchers they are.

Individual interview location: Where the individual interview occurs.
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Table 3.2
Doctor-Patient Dyad Information*

Health Length of | Active | Gender | Patient | Doctor |Geographic
Pair context relationship| care | (Pt-Dr) | name name region
Laura Mid-
1 | Breast health | 1 year Yes F-F Pandora | Lange | Atlantic
Patty James
2 | Primary care | 1 year Yes F-M | Barker | Byrne | Northwest
Rose James
3 | Primary care | 15 years Yes F-M | Valley | Byrne | Northwest
Bob Lorraine| Mid-
4 | Geriatrics 8 years Yes M-F | Gilson | Chatham| Atlantic
Frances | Fatima | Mid-
5 | Primary care | 25 years Yes F-F Ridley | Baharia | Atlantic
Colorectal David | Joan
6 | health 21 years Yes M-F | Fletch | Stanley | Northwest
Lucy
7 | Obstetrics 21 years No F-F Maggie | Jay Northwest

*Legend:

Pair: The order in which the interviews occur over time with 1 being first and 7 being last.

Health context: The medical specialty.

Length of relationship: How long the dyads have known each other.

Active care: Reflects whether the patient is still receiving care from their respective doctor.

Gender: Patient’s gender is listed first, then physician’s gender. F is female; M is male. There are
no male-male doctor-patient relationships in this study.

Patient name: This is a pseudonym.

Doctor name: This is a pseudonym.

Geographic region: Where the interview occurs.

Data Collection

In order to collect quality data, it is important to develop a trusting relationship
between researcher and co-researcher (Moustakas, 1995). Each person’s understanding of
the other depends on the extent of an I-Thou relationship (Schutz, 1967). For Schutz,
“Thou” means another “alive and conscious human being” (p. 164), which differs from
the more particular meaning assigned by Buber (1970) described in chapter 2. However,

both imply that the researcher shifts from seeing the co-researcher as an object to a
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mutual relationship in which each person is “Thou” oriented (Moustakas, 1995; Palmer,
1993), almost becoming a sense of “We” (Seidman, 2006) in the research interview
process. Seidman recommends that researchers should not strive for a full “We”
relationship, which would put both the researcher and the co-researcher on equal footing
and could lead to a casual conversation rather than an interview. Instead, he asserts that it
is better to allow the co-researcher enough distance so that he or she can respond
independently of the researcher (Seidman, 2006). Given the focus and nature of this
research study on connection, it will be important for me to engage in an I-Thou
relationship with each co-researcher to an extent that invites the co-researchers to fully
engage in the study, while simultaneously allowing me to remain mindful of the purposes
and aims of this study, as well as my role as the researcher.

| gather data through a joint doctor-patient interview to make sense of their
association and experience of wholeness. This joint interview (see Appendix C) enables
participative sense-making (De Jaegher & Di Paolo, 2007) and allows for emerging
meaning to be constituted (Strasser, 1969), reducing the likelihood that I mis-take or mis-
interpret the data (Nakkula & Ravitch, 1998). Following the joint interview, | conduct
one semi-structured (Kvale & Brinkmann, 2009), in-depth, 90 minute individual
interview with each co-researcher. Interviews are “most consistent with people’s ability
to make meaning [of their experiences] through language” (Seidman, 2006, p. 14).
Hence, open-ended interview questions (Patton, 2002) pertaining to each research
question are identified and explored (see Appendices D & E). The interviews are
conducted in English with the primary source of data being people whose experience

interacting with an Other has enacted a sense of healing. In addition to the interviews, co-
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researchers are invited, but not required, to share any additional written reflections,
photos, poems, or materials that they feel provide further insights and reflections into
their experience. Six of the 13 co-researchers provide additional reflections.

In order to conduct ethically sound research, it is important to give thought to the
interview process from start to finish (Kvale & Brinkmann, 2009; Nakkula & Ravitch,
1998; Seidman, 2006). To protect co-researchers’ confidentiality, | ask each to select a
pseudonym. | assigned a name if one was not chosen. The interviews are conducted in a
mutually agreed upon location that is accessible, private (for confidentiality), and quiet
(for recording purposes). | seek permission to digitally voice record all interviews and to
video record the joint interview. The purpose of using digital voice recording—the
primary method for capturing data—is to allow me to focus on the interview, attending to
the co-researchers more fully in the moment, while at the same time capturing their
words and the pauses between the words in a more accurate way than short-hand allows.
Video recording is used as a back-up measure that clarifies who, when, and how co-
researchers spoke, as well as captures nonverbal expressions and gestures. Since the
emergence of intersubjective interaction is part of the dyadic interview process, video
recording also allows greater precision, accuracy, and ability to notice subtle movements
at the inception of the phenomenon. Given the flow of the interview and subtlety of
emergence, video recording also provides visual cues to the times for which particular
attention should be paid to the voice recording during data analysis. All joint interviews
are video recorded. However, | discover after completing one interview that the camera

battery died 2/3 of the way through and that during another interview, the video tape ran
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out 1/3 of the way through. In these two instances, | review what video is available and
rely predominantly on the audio recording and field notes.

In addition, I inform co-researchers (see Appendix F for informed consent) that
all information will be kept confidential and anonymous. Verbal and written consent are
solicited at the beginning of the recorded interviews. While collecting data, | complete
analytic memos to retain insights and decision points made during the interviews (T.
Wright, personal communication, 9/13/08) and to in-form data analysis and
interpretation. After completion of the interviews, | debrief the co-researchers about the
research questions, explaining how the data is going to be used and that the co-
researchers will be asked to review the interpretations from their interviews. Finally, I ask
whether | may contact the co-researcher if questions emerge while analyzing the data. All
of the co-researchers grant me permission to contact them should | need any clarification.
To protect the co-researchers’ identity, their chosen pseudonyms are used in the

transcripts and data depictions.

Data Analysis and Interpretation

Given the primary data collection method of digitally recorded in-depth
interviews, the interviews are transcribed verbatim and I cross-check the interviews with
my analytic memos taken throughout data collection. | employ constant comparative
methods of data analysis (Creswell, 2007), which involves comparing within and
between data. To clarify meanings and concepts stemming from their respective
interview responses (Kvale & Brinkmann, 2009; Nakkula & Ravitch, 1998), I ask the co-

researchers a few follow-up questions at a later date. These follow-up interactions with
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the co-researchers serve as a form of member check (Merriam, 2002). I also have the co-
researchers check my interpretations for accuracy (Seidman, 2006) and validity (Kvale &
Brinkmann, 2009), which serves as a member-check (Merriam, 2002), offering greater
trustworthiness and credibility of the data (Lincoln & Guba, 1985). After any
inaccuracies are reviewed, | retain the right to write the final interpretation as | see it
(Seidman, 2006).

From the reviewed transcriptions and using an inductive process, | code the data
and cluster it into patterns from which overarching themes and conclusions can be drawn
(Miles & Huberman, 1994; Patton, 2002). Findings are cross-checked with any additional
materials supplied to me by the co-researchers. In addition, | remove any identifying
information from the transcripts and invite two professional colleagues and experts who
are experienced with qualitative research methods to check for researcher bias, ensure
accuracy of data coding and interpretations (Patton, 2002), and provide peer review
(Kvale & Brinkmann, 2009; Lincoln & Guba, 1985) of my methodological process. To
ensure the appropriateness and relevance of the codes and interpretations, two additional
professional colleagues and content experts within the practice of medicine review my
interpretations and provide peer review. Last, my dissertation committee also provides

feedback throughout this process.

Trustworthiness of the Research

To increase the quality of research data and findings, | employ several steps. To
begin, I review the questions with a professional colleague and conduct a pilot interview

to ascertain the clarity of interview questions, develop a sense of question flow, time the
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interview process, and increase my skill as an interviewer (Kvale & Brinkmann, 2009;
Patton, 2002). | triangulate data sources, as well as utilize analyst and theory triangulation
(Patton, 2002; Merriam, 2002).

Triangulating data sources involves seven items. First, co-researchers are asked to
member check (Merriam, 2002) the interpretations for verification. Second, in conducting
the joint interview, |1 am able to assess congruence between what co-researchers say in
their private individual interview with what they say in the “public” joint interview
(Patton, 2002). Third, I invite co-researchers to provide supporting materials, including
their reflections on the interview process, to increase the trustworthiness of the study by
offering confirmation or refutation of primary data (Creswell, 2007; Patton, 2002).
Fourth, one doctor participates in two different joint interviews, providing me with an
opportunity to observe how one doctor relates to two different patients. Fifth, one patient
(Patty) offers additional insights into her relationship with the surgeon (Dr. Joan) who is
participating in the study with another patient. Sixth, | attend a dinner hosted by Dr.
James and his life partner in the Pacific Northwest, which is also attended by Dr. Joan
and her life partner. The dinner is after both doctors have completed their respective
interviews and just prior to my final interview for this study. The dinner provides an
opportunity to hear the doctors’ reflections on the experience and to engage in a rich
dialogue that embodies a hermeneutical circle with its back and forth dialectic that
increases self-reflection, identifies biases, and deepens understanding (Nakkula &
Ravitch, 1998). Seventh, the strength of hermeneutic research is the ongoing reflection
and process of checking assumptions. Throughout the interview process, | keep my

biases, prejudices, and values in check through questioning my assumptions, journaling
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my responses to the research process, and checking my interpretations with all the co-
researchers. Through the interviews and follow-up process, | clarify meanings and check
to see that I understand not only the individual co-researcher’s experience, but also how
that experience relates to the larger understanding of the phenomenon. By checking my
interpretations, the co-researchers add credibility and trustworthiness to this study.

In addition, I employ analyst triangulation by asking qualitative research and
content experts to conduct a peer review of my data collection, analysis, and
interpretation process (Patton, 2002). | also engage in theory triangulation (Patton, 2002)
by considering the data through multiple perspectives informed by living systems and
phenomenology. The data are presented as findings using thick, rich descriptions
(Creswell, 2007) to allow readers to hear co-researchers’ voices for themselves in a way
that invites them to determine if the themes I identified correspond with the co-

researchers’ experiences (Polkinghorne, 1989).

Human Co-Researcher Considerations

This is a low-risk study in terms of political, ethical, physical, mental, spiritual,
and emotional considerations for human research participants. The purpose of the study is
to explore how Self and Other (i.e., doctors and patients) relate in ways that enact
wholeness in each within the context of health care. There is no deceit in this study. Thus,
the three greatest conceivable risks that exist for co-researchers involve their own
reflections, the joint interview, and confidentiality. In responding to an interview
question, co-researchers may reflect on personal experiences that may be difficult for

them to revisit and they may feel uncomfortable about sharing such experiences. To
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acknowledge this risk, I inform co-researchers about this possibility and preface the
interview by stating that in the process of reflecting on and talking about their lived
experience, a variety of feelings may arise. If these feelings are upsetting, co-researchers
may choose to skip the question, end the interview, or totally withdraw from the study at
any point in time without fear of retaliation by me.

The second potential risk concerns the joint interview. The doctor and patient may
have differing opinions or learn something that they did not know about the other. This
risk is ever-present in any doctor-patient interaction. However, research is a unique
situation and is not a clinical interaction. Thus, before beginning the interview, it is
imperative that | call the co-researchers attention to the purpose of the study and to the
potential risk that participating in the joint interview may affect their understanding of
their professional relationship. The joint interview proceeds only if both doctor and
patient: (a) acknowledge this potential risk, (b) agree to respect one another’s perspective,
and (c) accept that either one may choose to end the interview at any point in time
without fear of retaliation by me or the other co-researcher. To further protect the patient
co-researchers, | ask that the ethical code by which the doctors normally operate (e.g.,
Hippocratic Oath, Principle of Do No Harm) are honored and extended to the interview
process.

A third potential risk regarding confidentiality may arise. To protect co-
researchers during the individual interview, I ask that he or she choose a pseudonym. |
am also storing the collected data in a password protected electronic file on my computer
which is kept in a locked room. To protect co-researchers during the joint interview, |

reinforce the need to keep responses confidential, asking both co-researchers to verbally
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agree to be respectful of one another’s thoughts and responses, as well as to keep each
other’s responses to themselves after the interview concludes. Finally, the findings are

anonymous and confidential to the maximum extent possible.

Summary

The purpose of this study is to explore the dynamic, co-emerging experience of
how Self and Other relate in ways that enact a sense of wholeness in each within the
context of health care. While relationships, and the doctor-patient relationship in
particular, have been explored at length in the literature, the literature does not include
joint interviews of patients with doctors (Miner-Williams, 2007; Scott et al., 2008), has
not utilized the enactive approach (Thompson, 2007), and has not received adequate
attention from the newly emerging affective (Davidson et al., 2003) or biological sciences
(Maturana & Varela, 1998; Varela et al., 1991). By involving perspectives and voices of
doctors and patients together, there is an opportunity to gather a deeper, richer
understanding of the dynamic co-emergence (Thompson, 2007) of relating and mutual
healing by including first- and second-person data (Petitmengin, 2006; Varela & Shear,
1999h). The hermeneutical methodology provides a contextual understanding of these
unique relationships. Thus, this hermeneutical study is designed to identify, describe, and
further the understanding of the experience of relating. This study fills empirical gaps in
the literature and in practice about how healthy relationships arise. The results that
emerge from following this methodological process are presented in chapter 4. The
findings are discussed in relation to the literature and incorporated into the conclusions

and implications for future theory, research, and practice in chapter 5.
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CHAPTER 4:

RESULTS

“All real living is meeting” (Buber, translated by Smith, 1958, p.11).

As detailed earlier in chapters 1, 2, and 3, the medical literature widely
acknowledges and concurs on the importance of the doctor-patient relationship and its
affect on health and well-being. However, these studies tend to assume that a relationship
exists between doctor and patient. For the studies that specifically focus on the
relationship, they tend to focus on only the doctor or the patient, rather than consider the
two together. Many studies are also limited by their methodology, relying solely on
surveys or individual interviews. Other studies may include observations, but often do not
follow-up with an interview of the doctor and patient together to check assumptions and
interpretations. Given this lack of focused research on how doctors and patients are in
relationship with one another, the purpose of this research is to understand how seven
pairs of patients and physicians relate in meaningful ways.

As overviewed in chapter 3, data analysis actually begins during the interviews
(Cohen, Kahn, & Steeves, 2000) while | am actively listening and seeking to understand
what is said and what is meant by what is said. After immersing myself in the data (van
Manen, 1990), I identify “relating” as the essential characteristic to orient my analysis
and interpretation of the data. Hence, | code any co-researcher response that referenced a
dimension of relating as “relating.” During this first pass or generation of coding, I
employ open and in vivo coding. A generation of coding involves reading each transcript,
field memos, and any supporting documents multiple times. After coding all 20

transcripts, notes, and memos, | review all of the passages that received the relating code
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and it becomes evident that for the context of this study “relating” involves both
substance—values, beliefs, language, etc. that patients and doctors expressed—and
process—ways in which co-researchers said they related and how I observed them
relating with one another during the joint interview.

Given the emergence of both substance and process as essential dimensions of
relating, | make a second pass through all of the passages coded for relating and re-code
them specifically for “substance” and “process.” To guide this phase of the analytic
process, | generate these analytic questions: what do doctors express as important aspects
of relating (substance), what do patients express as important aspects of relating
(substance), how do doctors and patients say they relate (process), and how do | observe
doctors and patients relating (process)? With these questions, | make a third pass through
the data examining all of the “substance” and “process” codes to determine the
constituent elements of each. Within the “substance” code, sub-themes emerge for
aspects of relating that the doctors and patients respectively brought to the experience
such as how they see themselves, how they see the other, and what the experience means
to them. Within the “process” code, sub-themes emerge around how the doctor and
patient connected, how they experience the relationship, and how they interact with one
another (both articulated and enacted). After exploring these sub-themes and analytic
questions, I make a fourth pass through the data and review the video recordings to
ensure that | had not inadvertently omitted any supporting or outlier data. Finally, during
the fifth generation of coding, | code the data for connections to the existing literature as
a means to bridge this study’s findings with the scientific body of knowledge. Through

the explication of the data, findings for these analytic questions emerge.
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The results of this study’s analytic process are explored in this chapter and
organized into four sections—one for the doctors, the patients, the pairs, and my
observations. The first three sections feature a matrix to illustrate the similarities and
differences in the construct of relating within and between the co-researchers. Inherent in
the hermeneutic process of data collection and analysis, there is some interpretation
within this section of data findings. To manage the data, | had to reduce complex
passages and at times certain passages represented more than one category. Rather than
use the same passages to illustrate multiple categories, when possible I show the richness
of the data by choosing different passages while remaining mindful of selecting data that
seems to best represent a particular category. The act of categorizing is an act of
interpretation. Hence, these interpretations have been checked with the co-researchers to
ensure their trustworthiness. For a deeper interpretation and discussion of the findings,
please refer to chapter 5.

Before reviewing the results, please note the following considerations. Many of
the co-researchers call each other by first name, but not all. However, for consistency, |
refer to all doctors and patients by the first name of their pseudonyms, which is not meant
to be overly familiar or disrespectful. When quotes from both patients and doctors are
included, such as the section on patients and dyads, | use the title Dr. with the doctor’s
first name for clarity, distinction, and ease in navigating the data. To keep the language
fresh and minimize repetition, “pairs,” “dyads,” and “partners” are used interchangeably
and refer to the respective doctor-patient relationships. When a direct quote is given
followed by several cited names, the first name indicates from where the quote came and

the additional names indicate that several co-researchers say the exact or nearly same
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thing. Please reference the tables for specific citations, as well as review the specific
quotes to discern from where the data comes. Throughout the data presentation, you will
see changes in the verb tenses. To clarify, | use present tense to convey what is happening
in the interview and to show when co-researchers are reflecting in the moment. I use past
tense as appropriate to indicate the times when co-researchers are reflecting on the past or
providing historical information. Future tense reflects anticipations. Within the quotes,
certain words may be italicized to illustrate that the co-researchers emphasized certain

words. Last, key movements and emotional responses are noted within brackets.

Doctors

Among the doctors, responses varied as to how they see themselves, how they see
others (i.e., the patients), how the others affect them, what the experience of serving as a
doctor for the particular patients in this study means to them, what they see as their
responsibility in the relationship, and what feels comfortable with regards to professional
closeness in the doctor-patient relationship. These responses illustrate the essence of what
constitutes the “substance” of relating—the beliefs, attitudes, behaviors, understandings,
and experiences that the doctors are bringing to their relationships with patients. Tables
4.1 and 4.2 are abbreviated matrices highlighting the essence of the doctors’ responses
gleaned primarily from the individual interview with supporting data from field memos
and the joint interview. These tables are not meant to be an exhaustive display of every
possible nuance and relationship that the doctors have had. Rather, they represent key
reflections from the doctors with reference to the particular patients who served as co-

researchers for this study. Please note that the physician co-researchers spoke about the
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patient co-researchers, as well as other patients of theirs who did not participate in this

study. Therefore, the use of “PT” is used to reference the physician’s particular patient

co-researcher in this study, whereas “Pt” refers to the physicians’ patients in general. The

doctors are listed in the order in which they participated in the interviews with Laura

being first and Lucy being the final individual doctor interview.

Table 4.1
Doctor Data Summary: Part A
How Other
Doctors Self See Other affects you
“l just have a sixth sense “Pts have been giving me
Laura “Being authentic. . . . When ) . v e advice, which to me is
, , " about patients.” “I learn
Lange I’m at home, I’m at home. v wonderful, and so
so much from my Pts. . "
meaningful to them.
“Life is tragic; at its core, we | “To go into each
all die and people get old and | encounter is actually “Much of the time, I feel
lose things, lose abilities, so | that, an encounter. very uplifted by [PTs]
James it’s not about obtaining a ... They are sometimes | and their stories. The
Bvrne state, but just going through | close encounters of the energy they bring to
y the process of living and third kind. They are facing really difficult
dying in a way that you can encounters with another | situations, it’s
have relatively few regrets person, with another inspirational.”
about.” soul.”
“This person is special
and deserves my full “Most of the things in
Lorraine “You can’t be present for attention. Nothing else my life | have not
Chatham others if you don’t know how | matters. When | enter learned from textbooks;
to be present for yourself.” that room with the most of them have been
patient, that is sacred from my patients.”
space.”

. “ . . “T get a lot more from
Fatima | wpp cician know thyself.” whole human beings in |\ "o than | give be-
Baharia a circle of caring '

cause I learn so much.
« . _You [PT]. really just “Sometimes [’ve even
Requires you to be really live your life fully and :
Joan . - , . made appointments for
honest in knowing who you | don’t want compromise . 1,
Stanley - , . him when | didn’t even
are. and aren’t looking for T
- really need to see him.
the easy way out.
“You have to stop and think If you recognize others Maggie got 1t; She did
: ) as a human being and so well. If that’s the
Lucy Jay | sometimes, ‘now, who am [

really doing this for?’”

that you could be in their
position, then you care.”

only one, she’s one. . . .
She gave us hope.”
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Table 4.2

Doctor Data Summary: Part B

somebody else’s story in
a positive way.”

present, not just physically.
... You see them as Mrs.
Jones, and not the next
patient I have to see.”

Doctors | Meaning of experience | Responsibility as Doctor Professional closeness
cres . “I’m always very upfront
It_s the_ultlmate , and honest with patients. “I’m here to have whatever
Laura satisfaction. . . . It’s : ) . . .
Lange Whv Vou return ever ... Getting a plan in place | kind of relationship they
9 yy " y helps me and helps the want.”
day to work. . .
patients.
“Rose said, ‘I love you,’
and she knows that | love
her too. That’s a word you
“It’s the most “ . can’t really use . . . in the
‘éarprfs meaningful work | can ml\;lgilga? isr:?gvxiﬁ)i ' context of medicine but . . .
y do.” ’ it has to on some level be
part of the mix. ... It’s a
kind of caring that goes on
for who another person is.”
ceres .. . “I work hard to create a cer .
It’s a privilege to be in It is very formal intimacy.
safe space, read a person y
. that room and be there ; It’s being present for the
Lorraine and understand what is )
for the other person. . . . ; . L other. It’s not about me so
Chatham| ., ;. . P going on in their life, so | ; . .
It’s living a holy life in K there’s very little sharing
. now when to push or ,;
a sense. . about me.
when to support.
“It’s my love of human We are lookmg the same
. . direction, working together
. beings and science, . . . .
Fatima to untie a knot, . . . « ’
. the honor to serve ) . I love you.
Baharia . putting people in a context,
someone at their most L
» not to be objectified as an
vulnerable moments. . "
illness.
“Joy comes from being Making sure pa}tlents A procedure th_at s going
Joan . . . understand the risks. . . . tobe...complicated. . .,
with patients and doing , .
Stanley S You’ve gotta honor their you really have to develop
operations. [P . N,
life. a. .. closer relationship.
“Presence is just that it’s
clear that you’re really
The really ful_ﬁlh_ng part paylflg attention. . . . “The depth of the
of the connection is You’re focused. . . . They . .
Lucy when you’re involved in | feel like you are really relationship has to be what
Jay M it needs to be to get through

whatever is going on.”
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Self: “Physician Know Thyself” (Fatima)

Know thyself. Each doctor shared how they see themselves in the milieu of
medicine, which is predominantly shaped by their upbringing, educational background,
and pivotal experiences that called them to the profession of medicine. Among the
doctors, backgrounds varied widely. For example, Joan “was not raised in a privileged
environment. I grew up on a farm.” She was a first generation college student and went to
medical school at a time when “there were almost no women and there were no women in
surgery.” However, Laura, more than 20 years younger than Joan and also a surgeon, was
exposed to surgery in high school. Laura’s Mom helped her obtain an experience where
she was able to “follow around a few doctors—one was a surgeon and that’s really when
| fell in love with surgery.” In addition to Joan and Laura, the other doctor co-researchers
also spoke about early childhood experiences. Lorraine, the daughter of immigrants,
witnessed her father’s faith and care for others as a child, which in turn fueled her
“profound calling to medicine.” Fatima spoke of “having the advantage of being raised in
two cultures,” referencing her birth in the United States and her upbringing in both the
U.S. and Middle East. While Lucy and James both mentioned experiences as youth, they
instead emphasized their respective experiences working with underserved populations as
part of a health service corps which deepened their awareness of self and what it means to
be a person who practices medicine. Given such a range of backgrounds with regards to
economic status, privilege, cultural diversity, educational achievement, and experiences,

the doctors in this study show that there are multiple paths to becoming a physician.
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In exploring the doctors’ backgrounds more deeply, what emerges iS not a script
for early experiences and backgrounds; rather, what is central is how the doctors
understand who they are. All of the doctors noticed and reflected on key experiences that
shaped how they understand themselves and the work they do as physicians. This ability
to notice (become aware) and reflect satisfies the requisite criteria of what it means to
“know thyself.” However, all of the physician co-researchers identified ways that they
take this knowing deeper by actively noticing, reflecting, and enacting their environment.
Specifically, the doctors in this study employ a number of practices that include:
meditation, prayer, exploring the world through improvisation, ongoing learning,
examining their underlying beliefs, values, and assumptions, as well as dialoguing with
others in ways that allow them to move beyond a rudimentary sense of “know thyself” to
a richer, more expansive sense of “know thy Self.” I intentionally use the capital S to
distinguish what | heard the doctors describe as a deeper sense of Self.

In this study, to know thy Self consists of being authentic with an awareness and
understanding of who one is now and in the future, especially in relation to others. Fatima
describes it as “being really comfortable in your own skin,” while Lorraine calls it “being
authentic.” As Joan shares, “people will be sent with things that really can’t be cured
surgically, and the expectations are so high because ‘you can fix everything.” But you
can’t. You’ve got to know what you can do and what you can’t do.” Taken out of the
interview context, this statement in and of itself illustrates know thyself. However, what
moves it to this deeper sense is what Joan says next. This process “requires you to be
really honest in knowing who you are,” to listen to her gut, and to know when to “cancel

a case because this feeling of trust was not developing for me to feel comfortable to keep
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going ahead.” This exemplifies not only knowing herself, but knowing what she feels is
the ethical practice of medicine, illustrating foresight into how her actions and responses
may affect her patient’s health and her Self. Joan, Lucy, Laura, and Lorraine all asserted
that knowing one’s capabilities, affect on others, and other’s affect on one’s Self requires
“total honesty.”

In addition to honesty, Fatima, Lorraine, and James contribute the notion of “Self
work.” Self work seems to involve practices and activities that increase awareness and
the doctors’ abilities to respond to the people and situations they encounter through their
work and lives. Examples of Self work ranged from engaging in frequent meditation
(Lorraine, Fatima), dialogues with partners (Lucy, Lorraine, Joan, James), seeing plays
(James, Lorraine), and reading literature beyond the scope of medicine (Fatima, James,
Joan) to more sporadic practices such as retreats (Lorraine), medical service work abroad
(Lucy) and a sabbatical to rediscover one’s purpose and call to medicine (Fatima). As
Lorraine asserts, “you can’t be present for others if you don’t know how to be present for
yourself.” Thus, these practices are not about being narcissistic, perfect (which they all
agreed you can’t be), or saving anyone (Lucy, Fatima). Instead, these practices seem to
allow the doctors to cultivate a sense of perspective about themselves, others, and life—
including the spiritual and transcendental—in general. As Fatima explains:

I genuinely believe we are all interconnected. | am aware that we are all in this

together. It’s just a way of being. You don’t switch on and switch off. You just

are. ... You are one of billions and you are the most important person in the
world.
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Seeing Others: “Close Encounters of the Third Kind” (James)

As important as it is for the doctors to know them Selves, every single doctor in
the study spoke about the importance of seeing patients as human beings—as Others. The
capital letter O indicates what the co-researchers describe as a more profound sense of
Other; paradoxically this O means closeness, not distance. James vividly describes what
it feels like to encounter patients:

Having this opportunity to go from room to room, sometimes it seems like a

gerbil wheel, but to go into each encounter is actually that, an encounter. They

call it encounters for accounting and billing purposes. How many encounters did

you do? What level did you go? But, they are sometimes close encounters of the

third kind. They are encounters with another person, with another soul.
Able to step out of a gerbil wheel mentality and avoid objectifying patients, James
illuminates the potential that genuine encounters hold in seeing patients as Others. Fatima
adds, “all of us are not just a collection of molecules or chemical reactions. We’re human
beings.”

Each doctor in the study also believes that seeing patients as human beings means
you listen. “Patients want to be heard,” says James. Lucy adds, “patients don’t want to be
blown off. And, if people could take the time to hear a patient’s story, it puts itin a
different perspective.” It is this “different perspective” that is at the heart of seeing
patients as Others. Every single doctor co-researcher emphasized the need to understand
patients as people, to hear their story, and to understand patients in the context of their
lives—not just see patients as people with an illness—in order to practice medicine.
Fatima explains:

| have to put people in a context; | have to know about their lives. The more that |

know about Ms. Ridley, her husband, her best friend, the things that she’s doing,

her children and grandchildren, the more I understand her. And really that’s also a
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way of motivating her for health. If we’re talking about something that’s upsetting

or something health related, to know that there is a great-grandchild on the way

puts things in context for both of us and makes me know what’s important in

terms of milestones or special occasions that are coming up or when tough times

of the year might be.
Seeing patients in context is not limited to what their life’s story is or has been. It also
includes what they believe and what they want their story to be. For example, Lorraine
and James ask patients about their spiritual beliefs. James explains, “if you are
ingenuously curious about people and you’re just interested in who they are and what
they have to say, you can ask anything. If you can ask them to explain their bowel habits
you can certainly ask them to explain their dreams and their hopes.”

To really see patients, Lucy, Lorraine, Fatima, James, and Laura talked about
paying close attention and being present. Lucy offers insight into what presence means to
her:

Presence is just that it’s clear that you’re really paying attention. You’re not doing

other things. You’re focused. They feel like you are really present, not just

physically, and that you see them as Mrs. Jones, and not the next patient | have to
see.
Consonantly, Lorraine offers, “When | am with a patient, this person is special and
deserves my full attention. Nothing else matters. . . . When | enter the room with the
patient that is sacred space.” She refers to this way of being and sense of “compassionate
presence as sacred space” where “the Divine within me is connecting to the Divine in

2

you.

How the Other Affects You: “We Affect Each Other” (Fatima)

Through listening and coming to see patients as human beings, each of the doctors

described moments of becoming and being aware of how patients affect them in both
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positive and negative ways. In fact, the doctors felt it was nearly impossible to not be
affected. Most added that the privilege of practicing medicine comes from the very fact
that they “connect with patients,” and are “let into someone’s world—that inner
sanctum—which is such a sacred trust and to have the opportunity to serve” (Fatima).
The predominant subthemes within this dimension of relating include: being affected
energetically both negatively and positively, life teachers, and a sense of feeling cared for
by the patient. Each subtheme is discussed in turn.

“We affect each other. Positively and negatively,” says Fatima, “sometimes
people are these little bubbles, like bumper cars, and people don’t realize how they
impact themselves.” Towards the negative or challenging end of an affective continuum,
doctors spoke of sensing the negative, “angry,” or “chaotic” patient energy, which in turn
triggered feelings in the doctors of being “annoyed,” “drained,” and “impatient.” Joan
speaks frankly:

It’s really tough when people are so pessimistic, negative, woe is me. You can’t

help but feel that negative energy and then it drags you down. Sometimes you will

come out of an encounter with a patient, and they’re very needy. . .. You come
out of the room feeling drained, like you just wanna go crawl in a hole
somewhere.
When James does not “feel there is any sort of presence, I step back and think what a
privilege it is to have this job where I’'m tasked and paid for going in to listen to people
and to try to help them.” Similarly, as soon as Lorraine becomes aware that a patient is
frustrating her, she takes a deep breath in the moment and “an immense love rises up
within me because I know this person must be hurting.” While James and Lorraine try to

redirect their attention in the moment, Lucy and Fatima both bring back the patient for

another appointment sooner than they would otherwise, understanding that person is in

108



pain of some sort. “Most of the time when a patient is yelling at you, they’re not yelling
at you; they’re yelling at all of this stuff that’s all [messed] up in their life, and this is the
last straw” (Lucy). What is salient among these examples, even with the differences
among the doctor co-researchers, is that all of them notice the patients’ energy, recognize
their own feelings evoked by the patients, and respond to the patients naturally, and at
times intentionally, in ways that still respect the patient, as well as may even keep the
engagement open with the patients whether in that moment or at a later visit. However,
even with these efforts to engage and shift negative energy, the relationship may never
move through the challenge or develop beyond cursory interactions.

The physician co-researchers also cite many experiences of how patients affect
them in positive ways. Given the focus of this study on meaningful relationships, this is
not altogether surprising (even though I did not stipulate that “meaningful” meant
positive). What is somewhat surprising, however, is the energy the doctors exude and the
animation they express when they share these moments. For example, Joan continues:

Why do you want to see a guy like [David]? Because they make you happy when

you see them. You leave one draining situation and then you go in and see

somebody like David, who’s been dealt some pretty bad cards through his
lifetime, but who in spite of it is like, “hey, that’s OK. | can do this.” So to the

degree possible, I like to surround myself with, or at least make sure | have a

steady dose of, people that exude positivity rather than negativity. . . . Sometimes

I’ve even made appointments for him when I didn’t even really need to see him.
This sense of being inspired by David that Joan alludes to is made explicit by James:

With the patients I chose for [this study], | just much of the time feel very uplifted

by them and their stories and the energy they bring to facing really difficult

situations. It’s inspirational. If I can feel inspired by ten percent of my patients
each day, that’s a really good day.
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Besides being inspired by patients, the doctors all express gratitude for how their
patients teach them about life. All of the doctors learn from their patients, who often are
experiencing things in life—including some illnesses—that they will never experience.
Lorraine shares:

Imagine how rich and wonderful it is if you allow yourself to see the world

through another person’s eyes or experience. It’s like being an armchair traveler.

In the context of the doctor-patient relationship what we’re privy to see is very

intimate, very personal, and often painful, and so not only can we witness that but

there may be a chance that by our being respectful and open we may actually help

them. And it also benefits you. You’re improved because not only have you done

something for someone else but you’ve learned something from that person, too.
There are also poignant learning experiences such as this one from Lucy, which has
positively shaped her into a more compassionate and relational physician:

During my internship, we had a separate gynecology admitting service. On each

admitting night we would see five to 10 women coming in with miscarriages and

we always did a curettage. It was the intern’s job—do one after another. | came in
one night and this patient was sitting there crying. It suddenly hit me. . . and |

said, “did you want the baby?” She said, “yes.” It was one of these “wait a

minute, she’s not having five or 10 miscarriages a day. She’s having one and it’s

really hurting her.” From then on, even when it was very busy, | made sure |
talked to them a little bit about their loss.

The final subtheme that emerged is feeling cared for by the patient co-researchers.
While all of the doctors expressed some degree of feeling cared for and respected by the
patient co-researchers, Fatima and Laura speak heartily about more outlying experiences.
Fatima says, “I feel I get so much more than I give. Ms. Ridley always says to me, ‘take
care of yourself” and ‘learn to say no.”” Fatima always felt the sincerity behind Ms.
Ridley’s words, yet, the words took on new meaning as she reflects on a revelation that

emerged in her joint interview:

| was so moved. | mean, | didn’t know that the night I was diagnosed [with
cancer] she went to pray [with her minister just for me]. I mean truly. | felt that a
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lot. I think one of the things that when you’re diagnosed with a major illness,
there is definitely an upside. One of the upsides for me was almost being in my
own eulogy—just the tremendous love. I say that’s why I never felt sick really. I
only vomited once in my chemotherapy and it’s because of that. I’'m convinced
that that’s the case. I know what the power of love means to me personally. |
experienced it, and I think that’s the way that it should be. But my God, I had no
idea. | was very moved, very moved.

Laura also feels genuinely cared for by a few of her patients and says:
| recently had [an operation] myself because of my family history of breast
cancer. Sharing that with my patients has been incredible. Many have been giving
me advice, which to me is wonderful, and so meaningful to them. As difficult as it
was, I’ve learned things | just never knew about what patients go through, and am
sure | will be that much better a doctor as a result.

While the experiences of Fatima and Laura are more extreme representations, they

illustrate the sense of feeling cared for by some of their patients. This possibility seems to

emerge when doctors not only see the patients as Others, but allow Others to see them as

human beings, too.

Meaning of the Experience: “What Makes [Medicine] so Fulfilling . . . Comes Down

to People” (Lucy)

Correspondingly, in seeing patients as Others and being open to how patients may
affect them, the doctors find meaning and renewal in their work. First and foremost,
every doctor in this study finds meaning in their work because of and through their
relationships with patients, particularly those who affect them positively as described
previously. Fatima captures several of the co-researchers sentiments stating “one of the
beauties of my profession is to connect with people, to learn about these people’s stories,
because it is so powerful.” Lucy adds, “the really fulfilling part of the connection is when

you see . . . when you’re involved in somebody else’s story in a positive way. And it may
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only be a brief piece of their story, or like with Maggie, it’s turned into a lot longer.” In
knowing her patients’ stories, Laura says, “some of my most special moments with
patients are when | can cry with them, as you saw happened with Pandora. | also love it
when a patient and | get to the point that we are on a first name basis. | never feel
comfortable starting out that way, but it is really special to me when we get to that point.
To me that shows trust for both of us.”

Trust and connection matter. Lucy goes on to explain why this is so:

You may have been seeing a patient for awhile and then they reveal something

else about themselves that they haven’t before. It’s pretty clear in that situation

that if they didn’t feel comfortable with you and the interaction that it wouldn’t
have happened. And, and it. . . . I don’t know. It’s humbling because it’s like, “oh,
there was this big beast that | didn’t know about.” But on the other hand, it’s like,

“OK. We’ve gotten the relationship to the point where you felt comfortable telling

me about this.”

For Lucy, moments like this imbue the practice of medicine with meaning. Through
connecting with patients, new understanding can emerge and in turn, doctors are able to
“meld a story with a medical intervention” (James), which provides a sense of
satisfaction and meaning.

There comes a time, however, when the human body is overrun with dis-ease and
disease, a time beyond the hope of a medical intervention that can cure. In these
instances, the source of satisfaction shifts somewhat and seems to be grounded in what
remains—the relationship between the doctor and patient. As difficult as it may be,
Lorraine, Fatima, Lucy, and James all speak about “showing up” (Lorraine) and “being
present” (James) for the patients as “what you hope for changes” (Lucy), which namely

concerns the patients’ comfort. James offers insights into the meaning that can emerge

from “bearing witness” to another’s suffering:
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[In hospice care,] getting close to a boundary requires one to sort of think about
meaning in a very focused and directed way. And, to be able to participate, even
peripherally, in the way people’s lives end and how this end plays out . . .. It’s a
reminder of the potential for depth of meaning in the work that we do. People ask
me “how do you do that” and | say, “gosh, it’s the most meaningful work I can
do.” | feel like asking, “how do you write Lipitor prescriptions all day knowing
that only one out of 200 that you write is going to make any damn difference, and
you don’t know which one that is?”

Relationships matter. However, “[medicine’s] not just all about the interpersonal
things because you wouldn’t want a doctor that didn’t know how to make a diagnosis and
then held your hand as you approached death at an early age needlessly” (James). Science
matters t00. So ““it is the conjunction of a story with a medical intervention that is really
cool about medicine” (James). The key is in the blending. Fatima shares, “medicine is the
blend of my love of people, my love of science, and my love of service.” For Joan, “joy
comes from being with patients and doing operations.” Laura agrees, but rather than use
the word “joy,” she describes it as, “the ultimate satisfaction.” Other words that the
doctors use to describe what the experience of being a doctor means to them include:
privilege, honor, sacred or deep trust, and love. In their own way, all of the doctor co-

researchers blend the technical aspects of medicine with the human experience in a

manner that allows them to experience meaning in their practice.

Doctors’ Responsibilities: “The Doctor Has to Give off a Vibe That Says It’s OK”

(Joan)

Serving as a doctor requires fundamental knowledge, skills, and abilities, as well
as a commitment to the cardinal rule of “do no harm.” While these proficiencies are
indispensible to the practice of medicine, the doctors in this study discuss other

responsibilities they feel are imperative to their medical practice, which include: creating
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space, seeing the Other in context, and respecting the Other. Each subtheme is explored
below.

The subtheme of creating space for the Other involves listening and encouraging
patients to share their story, holding a space that welcomes patients to be authentic.
Lorraine elaborates:

From the perspective of a physician, | want to provide the space for that other

person to be as authentic as they want to be. Not everybody wants to share. They

don’t have to. But, to give them the space to be who they are, not who I want

them to be.
Creating this space involves “being present” (Lucy, James, Fatima) and fully attending
to—that is focusing attention on—the patient. Once the doctor “crosses the threshold”
(Lorraine) and enters the room, it is about “hosting” (Fatima) the other, making the Other
feel comfortable and upholding the “sacred space” (Lorraine) or “sacred trust” (Fatima).
One of the main ways that all of the doctors in this study employ to create this space is
listening, really listening. “Patients want to be heard” (James).

Listening not only creates space for the Other to emerge, it also allows the doctors
to see patients in context, another subtheme. Again, “if people could take the time to see
a patient’s story, it puts it in a different perspective” (Lucy). All of the doctors in this
study stress the importance of understanding patients in the context of their lives in order
to most appropriately serve them. By seeing patients in context, the doctors are able to
gauge what might work best for “motivating a particular patient towards greater health”
(Fatima, Lorraine). James articulates what this responsibility entails:

The qualities [in a doctor] that one patient needs are different from what another

patient needs. Some people need a scold, some people need to just sit there and

cry, some people need someone to some extent take their mind off it or joke
around, some people need to know that the doctor as Patty says “is willing to try
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things and say this might not work, but let’s do this and if that doesn’t work, we
have a plan B and plan C.” So it actually boils down to kind of a flexible nature
that responds to the situation that’s present in the room, that it’s not just a simple
technical transaction.
In order to respond appropriately to the current patient and the situation at hand, it seems
that coming to know patients is of vital importance. Lorraine emphasizes:

It really is all about relationship. You have to know about the Lipitor but that’s

irrelevant. It’s the relationship first because if the person doesn’t trust you, they’re

not going to share everything with you and they’re not going to listen to your
advice anyway. If you don’t have respect for them, you’re going to dictate and not
engage in collaborative partnership. So, it’s all about relationship.

As part of a trusting relationship, doctors have the responsibility of informing
patients about different treatment options including the inherent risks and benefits. While
this is an often assumed responsibility for doctors, each of the doctors in this study takes
it at least one step further. Once patients understand the potential outcomes and make
their wishes clear, the onus is then on the doctors to respect the patients’ decision, letting
the Others decide what is the best course of action for them. This is not always easy for
patients or doctors as Lucy explains:

Some patients want you to tell them what to do. And sometimes you wish you

could because it would be a hell of a lot easier. And it would create less anxiety...

But you have to just say, “you know, this is a value judgment that you have to

decide.” And then, you just have to let people make their own choices. And

people find that very, very hard...
Patients sometimes want to be told what to do, taking little to no responsibility in
deciding on their treatment. Yet, on the other hand, patients may also decide they do not
want a particular treatment, which may pose challenges to the doctors. This is of

particular concern when surgery is needed to address the root concern. Joan provides a

lucid example:
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So here’s this young man who really, really, really wanted me to do something
that medical books said is not the right thing to do [to delay having an ileostomy].
But you know, you’ve gotta honor their life. They’re living their life. You’re not
living their life. And he is. He understood what the risks were and just said, “oK, |
know it’s gonna come later,” but he said, “I just need this time.” . . . He had to get
his head wrapped around it. . . . [About 10 years later], he had the procedure, but
he needed to be in a stage in his life where it was okay.

Joan honored the patient’s wish even though it was not what was medically
recommended. She says later on that “if | thought that it would make a situation that |
wouldn’t be able to bail out of successfully, then I think maybe it would be a different
story.” This last comment reflects the delicate balance between the patients’ wishes and
the doctors’ capabilities. While the doctors in this study all show ways in which they
honor their patients” wishes to the extent possible, they do so from an understanding of

themselves, being honest and fully acknowledging their limits.

Professional Closeness: “Did | Overstep a Boundary . .. or Was | a Bit Too

Distant?” (Lorraine)

In addition to balancing patients’ wishes and doctors’ capabilities, another theme
around professional closeness emerges in the physician data that concerns balancing the
felt sense of distance and closeness within the doctor-patient relationship. All of the
doctors in this study naturally respond to their patients, intuitively keeping distance or
allowing greater closeness in their relationships. As Fatima remarks, “It’s not something
that | personally think about . . . . It just happens for me.” In bringing awareness to this
natural process of relating in the interviews with the rest of the doctors, it turns out that

the felt sense of closeness varies according to how the doctors feel about particular
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patients, as well as how comfortable the doctors feel in disclosing to and relating with
patients in general.

As described earlier, patients affect doctors. There are times when “you don’t
really completely click with everybody” (Joan). However, even when doctors do not
“click” or feel particularly drawn towards a patient, all of the doctors in this study agree
that there is still a basic foundation of mutual respect and trust which is needed within the
doctor-patient relationship. If there is not respect or trust, then there is greater distance
and less likelihood of the relationship leading to a therapeutic effect (Lorraine, James).
There are also times when the doctor-patient relationship is “easy” (Laura), the doctors
are able to self-disclose as appropriate (Fatima, James, Lucy, and Laura), and there is a
natural resonance, often emerging from “shared interests” (Lucy, Lorraine, James) or
“shared values” (Fatima, Lorraine, Joan, Lucy). “It is about connecting and relating as
human beings, not as doctor to patient” (Fatima). Accordingly, the doctors all describe
relationships that fit this latter description as having a greater sense of closeness.

The degree of closeness in the relationship also seems to depend on the situation
at hand. As Joan describes:

Some people for whom you’re going to do something that’s relatively straight

forward and finite where you don’t see that there’s probably going to be a need to

have a very on going relationship, you just don’t develop that closeness. Almost
everybody for whom you do a procedure that’s going to be really long and
complicated that needs some follow up, you really have to develop a little bit
better, a little closer relationship with them.

Laura concurs:
There are some patients that don’t need that kind of close relationship. They just

want their surgery and they want to be out of here. So there are some patients
where it’s not quite as warm and fuzzy, and that’s okay. I’'m here to have
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whatever kind of relationship they want, as long as they’re not rude. The rude
patients I really strongly encourage to get another opinion.

Assuming the patients are not rude, all of the doctors are open to what a patient needs
from the relationship. James talks about the intensity that often arises in hospice care:
“The intensity of the situation is what allows these relationships to develop. . . . If you’re
willing to sit in a lifeboat, knowing that you will survive and that the patient may not,
intense relationships may form very quickly.” Lucy experiences intense relationships as
well sometimes: “Because pregnancy is sort of a finite period of time and if something
serious is going on, it’s OK to let that relationship get deeper. . . . The depth of the
relationship has to be what it needs to be to get through whatever is going on.” In
contrast, close relationships also form under less intense circumstances through “bearing
witness” (James, Lorraine), “being present” (James, Lucy, Fatima), and “showing up”
(Lorraine). What is essential to the sense of closeness is not necessarily the intensity of
the situation; rather it seems to come down to “relating as human being to human being”
(Joan, Fatima).

The doctors express differing beliefs on how much to reveal about themselves to
patients. In examining the data more closely, the responses fall along a continuum of very
little self-disclosure to being more open to self-disclosure. Lorraine describes doctor-
patient relationships as falling to one end of the disclosure continuum. “It is very formal
intimacy. It’s being present for the other. It’s not about me so there’s very little sharing
about me.” She maintains very clear, defined boundaries and carefully reflects on the
degree of closeness she shares with each of her patients to ensure that she has not

inappropriately self-disclosed and crossed any boundaries. While the other doctors are
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certainly mindful of boundaries, they did not reveal in their interviews such an extensive
reflection process or such firm boundaries. Instead, Fatima describes the other end of the
disclosing continuum:

I tend to be on the side that’s more sort of disclosing. I think it has to do with age

and personal experience. You get to a certain point in your life where you realize

we all have our issues. Our issues are different but we all have them. Once you
get past that, you feel a little bit more relaxed and comfortable within your own
skin. It’s not something that I personally think about, “oh, I’'m going to be
personal” or “I’m going to share this part.” It just happens for me. I don’t think
about it—"“oh, I’'m going to hide this,” or “I’m going to say this” or “this is
crossing the edge.” . . . Certainly there are boundaries, right. . . . Overall, | think
that it is okay to share personal experiences as long as that is not impeding the
reason the person is coming. After all, I’'m hosting somebody and trying to be
helpful.

Regardless of the degree of self-disclosure with which the doctors feel
comfortable, the substance that aligns with this process of relating as human beings
involves mutual respect (Joan, Lucy, Laura) and loving the Other (Fatima, Lorraine,
James). Mutual respect has already been addressed. Love, as James explains, “is a word
that’s hard to use in the context of medicine but . . . it has to on some level be part of the
mix. And, it doesn’t necessarily mean any of the four Greek kinds of love. It’s a kind of
caring that goes on for who another person is.” Fatima agrees, “there is so much fear of
using the word love and what that could mean and boundaries and blah blah. I’'m not
talking love that’s inappropriate. I’m talking love of human beings, that’s why I went into
the field—my love of human beings and my love of science.” While the degree to which
doctors self-disclose varies, the key to the sense of professional closeness comes down to

the quality of the relationship between the doctors and patients. A meaningful

relationship takes two people and at least mutual respect, if not also love.
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Patients

Like the doctors, the patients are also bringing “substance” to the doctor-patient
relationship that includes: their beliefs, attitudes, behaviors, understandings, and
experiences. Several themes amongst the patients emerged including: how patients see
themselves, how they see Others (i.e. the doctors), how the Other affects them, important
actions that the doctor has taken, what the experience of relating to a doctor in this way
means to them, what they are responsible for as patients, and how they care for the
doctor. Tables 4.3 and 4.4 are abbreviated matrices that represent the respective essence
of the patients’ insights into these themes. The patients’ responses illustrated in these
tables are gleaned primarily from the individual interview with supporting data from field
memos and the joint interview. Again, these tables are not meant to be an exhaustive
display of every possible nuance and relationship that the patients have had. Rather, they
illustrate the essence of the patients’ reflections with reference to the particular doctors
who served as co-researchers for this study. There are a few references to other
physicians who are not part of this study, and these instances are duly noted. Please note
that the use of “DR” refers to the particular doctor co-researcher in this study, while “Dr”

refers to doctors in general.

120



Table 4.3

Patient Data Summary: Part A

How Other Important actions of
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Table 4.4
Patient Summary: Part B

Patients Meaning of experience Responsibility as patient Care for Other
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Self: “Does Everybody Know Who They Are?”(Frances)

This question is for every person to consider, not just physicians. In this study, all
of the patient co-researchers express an understanding of who they are as human beings
and, in turn, how that understanding shapes their relationships with Others. As Frances
insightfully postulates, “how can I know you, if I don’t even know who I am to be with
you?” While each of the patients has a sense of who they are, they varied regarding how
much they feel comfortable with Self-disclosing and the extent to which they reveal their
Self. David and Pandora fall to one end of the continuum, both saying “I am a private
person.” Whereas, Maggie represents the other end saying, “I definitely am open to other
people and don’t hold back.” The rest of the patient co-researchers lie somewhere in
between on the continuum with a tendency towards being open to Others. Regardless of
the patients’ initial preference for Self-disclosure, with time and in trusted relationships,
all of the patients in this study “feel very comfortable with the doctor. I feel like a person,
not a number” (Patty). The patients can show their self and Self to the doctors. Similar to
the doctors in this study, the patients’ sense of self and Self is constituted by how they
notice, reflect, and live their lives—including both attitude and profession.

Amongst the patients in this study, Pandora and Maggie offer a distinction and
representation of self and Self, respectively. Pandora reveals her experience:

[In talking with others], suddenly it’s like all you are is the cancer that you’re

battling and you don’t always just want to be seen from that perspective, you

know. I’m still reading the newspapers, I’'m still doing my... I’'m not, you know,
checked out of life and only dealing with cancer.

Rather than seeing the cancer as her Self, the cancer is a part of her self. Pandora sees her

Self as a person living life while also fighting cancer. While the sequencing of the
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language is subtly different, the affect each evokes is profoundly different. Pandora’s
latter sentiments come from a deeper place within her and carry a palpable energy.
Maggie provides another example of operating as her Self explaining that, “I am really
open to getting close to people. | feel like I just show up and um . ... I am what I am. |
don’t feel like I hold a lot of stuff back or try to change to meet your expectation of me.”
She is as Fatima calls it “comfortable in [her] own skin.” Both women are living life as
fully as themselves as they can.

Inherent in the prior two examples is awareness; they notice. Frances adds that it
is very important to “be aware of your Self.” Pandora agrees, clarifying her sense of
awareness:

In many ways, I’m in the same place all human beings are. We all have ambiguity

in our lives. We all have the Sword of Damocles hanging over us to some degree.

We all are going to die, but we face it in a different way when we actually have

been handed a very serious diagnosis. But at the same time, | come back to the

fact that I’m not at a different place than I ever was, I just am more aware of it.

I’m much more acutely aware of it.

Prior to the diagnosis, Pandora sensed her Self. After the diagnosis, she still knows her
Self yet in a different, more profound way. Similarly, Rose, Patty, and David have all
received a serious diagnosis of their own that brought forth a greater awareness in each of
them. While an intense revelation may be one way to heighten awareness, Frances offers
another, perhaps less acute or dramatic, way that someone can come to know one’s Self.
“Get quiet sometime. Turn off that idiot tube and just sit quietly and visit with your Self.”
Later she goes on to encourage everyone to:

Make an assessment of who you are. Can you ask yourself, “Who am 1? What are

my positive points? What are my negative points that may turn somebody off?

Can | be honest with myself to categorize my limitations and my assets?”” There
are people that can do it, but won’t do it because they have two words in their
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vocabulary: “I, me.” And it’s beyond that. It’s beyond | and me all the time. You

have to include other pronouns, you know? We and us and our. We have to

include and you have to realize that it’s beyond.
Expanding beyond the narrow confines of self, Frances speaks about becoming aware of
her Self and of Others through reflection.

In analyzing the patient data, awareness and reflection often co-occur. As the
patients describe becoming and being aware of who they are, they also see where they
have been through a process of “reflecting” (Pandora, Patty) or “looking back” (Maggie,
Bob). Meanwhile, as they reflect, they become more aware of who they are. For instance,
Bob shares:

It occurred to me the other day that | have moved from doing to being. The next

stage after that is living in eternal life and it’s a progression that, well, I'm a little

impatient with myself that | got here that soon. Part of me would rather still be

doing.
Bob’s awareness of being is in the foreground while his reflections on doing shifted to
the background. At the same time, Bob is able to reflect on key moments in his life (i.e.,
the background is now the foreground), deepening his awareness of how he is being and
choosing to be now and in the future. The patients in this study naturally shifted between
moments of awareness and reflection throughout the interviews. The one exception is
David. While he shared stories that illustrate his capacity for reflection, David prefers to
live in the present moment, learning what needs to be learned, and “looking forward,”
rather than expending time and energy “on things that can’t be changed.”

While initially raised in the context of reflection, David’s insight about “looking

forward” and accepting what cannot be changed also speaks to another subtheme that

emerges in the patients’ data—a positive attitude. All of the patients in this study express
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some degree of a positive attitude, which seems to consist of a will to survive and a focus
on what is possible. It does not necessarily mean a cheery disposition, although that can
be a part of it. Rose says, “I am not expendable. I am going to keep proving them wrong
[those who said she would not live another 6 months—more than 17 years ago]. | am a
fighter.” David’s positive attitude stems from a genuine ability to let things go and to
simply take things for what they are:
It happened. Let’s go forward. Let’s get healed, let’s move on, there’s a lot of
things to do. ...It takes both attitude and determination to be a survivor. You’ve
got to have the strong attitude of I’'m going to survive and... you’ve got to want to
live. So, I consider these [health] things as minor setbacks. Deal with it and move
on.
Thirty years David’s senior, Frances speaks about how she embodies a positive attitude:
| refuse to burn out because I’m not going to give up until the end. | want to be as
positive in my attitude as | can. Anybody who has lived 85 years has aches and
pains and arthritis and poor eyesight, and yeah, you’re here. I don’t dwell on that.
I don’t look at things that are negative right away. I’m not going to say that I
don’t at some point in time, because I am human, but you don’t focus on those
and you don’t . . . hold onto anything like that. Because when you do, it damages
you. | try to dwell on something more positive.
Dwelling on something more positive includes being “grateful for the blessings in my
life” (Frances, Bob, Pandora). This positive attitude extends beyond the individual
patients to the relationships within their lives (Maggie, Bob, Frances, Pandora). As Bob
explains, “I am generally hopeful whenever I meet a new person and I look for the best in
the relationship.” This attitude includes relationships with doctors.
All of the doctors in this study appreciate the positive attitude with which the
patients approach living their lives. In exploring the background of these patients with

whom the doctors share a meaningful relationship, it turns out that all of the patients

gravitate (or gravitated for those who have retired) towards working with or on behalf of
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other people. Bob worked as a salesman and then served within the Catholic Church.
Frances taught in an urban public school district for 44 years. David was a Sheriff and
Police Chief. Maggie is a nurse in a long-term care facility. Patty is an alcohol and drug
counselor. Pandora co-founded a non-profit organization serving “medically involved
foster children” and then got a degree in nursing and a master’s degree in social work.
Rose is a medical marijuana advocate and consults with cancer patients. In looking at
these work experiences, five out of seven can be considered part of the “helping
professions” (e.g., teaching, nursing, counseling, and arguably police work) and all of the
patients’ work experiences involve some degree of service to others.

The various work experiences of each of the patients seems to serve as a
foundation from which they relate to and with the doctors. For example, “as a doctor, he
takes care of people. I’'m an alcohol and drug counselor. I take care of people, too. It
takes a lot of compassion to do the work that he’s doing and to do the work that I’'m
doing” (Patty). David shares, “in police work, I’ve seen every kind of fatality there is.
But, doctors, they see so much—to me—bad things. But I relate myself to her. She sees
more bad things I think than I do, or did, because she deals with it every day.”
Meanwhile, Pandora relates: “I can see a lot from [the doctor’s] perspective because I
have been in the nursing role and then in the MSW role.” Having served as a caregiver,
she is aware that she is not the only patient and with that insight “I always space out my
e-mails [to DR]” so that “I don’t monopolize” the doctor’s time or energy. Through
awareness, reflection, a positive attitude, and chosen work, the patients in this study

reveal who they are as people who also happen to be patients.
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Seeing Others: “Doctors Are Human, Too” (David)

Contrary to the “myth that the doctor is superhuman” (Bob), David shares his
insight that “doctors are human, too.” Given the patients’ insights about their doctors in
this study, it seems possible that doctors may in fact be super human beings. According
to the patient co-researchers, what makes their doctors super is not just their “educational
training” (Patty, Frances, Bob), “experience” (David, Pandora), “technical skill”
(Maggie, Pandora), and “brillian[ce]” (Rose, David), but more so the depth of their caring
and humanity. The patients see their doctors as whole persons—Others—who also
practice medicine. In every interview, the patients speak about their doctors as fellow
human beings. Being able to see the doctor as a human allows for “shared understanding”
(Frances, David), “healing” (Rose), and even forgiveness (Maggie).

This ability to see the Other is especially important when medical mistakes occur.
For instance, when Maggie delivered her second baby her placenta was “sticky” (Dr.
Lucy) and was not coming out. Remembering that Maggie expressed distress when her
first baby was whisked away from her shortly after she gave birth to him, Dr. Lucy was
working hard to keep Maggie with her newly delivered baby girl. However, Maggie had
not had an epidural so the process of removing the tissue was incredibly painful. In
hindsight, Dr. Lucy recognized her mistake to Maggie. Yet, Maggie says:

Once we decided that [a quick removal of the placenta] was what we were gonna

do, then it became harder than what [she] expected and it became harder, more

painful than what I expected. | remember yelling at her to leave me alone, but I

knew she had to get the placenta out. So we were both just kind of locked into this

thing that we had to do together and it wiped us both out. . . . And I knew even
without Dr. Lucy telling me, that if we could have gone back and done that again,
we would have done it differently. She would have given me an epidural before-
hand or maybe. . . you know, but . . . it was an unexpected turn of events. But, |

always knew that she did the best she could just like I did. And that’s the kind of
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trust that I think, that I think patients, if they know that. . . . Because we are all
human; even your doctor is human.

Because Maggie and Dr. Lucy knew each Other and trusted each Other before the
delivery of Maggie’s second baby, they were able to navigate this difficult situation.
Learning from it and trusting again, Maggie delivered a third baby. This time, however,
“we made a deal right away. If the placenta doesn’t come out by the count of 30, ’'m
getting an epidural and that’s exactly what happened” (Maggie). All went smoothly and
without complications. Maggie and Dr. Lucy’s ability to see one another allowed them to
heal from this mistake and actually deepened their relationship.

Thankfully, being able to see the doctor as an Other does not seem to require
overcoming such a trial as that which Maggie and Dr. Lucy faced. Instead, the act of
seeing the patients as people also provided an opportunity for the patients to see the
doctors as people. David realized this when one of his doctor’s patted him on the
shoulder and said, “you’re going to be okay.” This gave him hope and showed that he
was cared for as a person. As Patty says, “you’re human. You don’t want a doctor that’s
mainly concerned with your body and what’s going on and not you as a whole—as a
person. | want to know that the doctor has feelings and is human.” She goes on to say,
“Dr. James is compassionate and really cares about me.” By making contact with the
patients through touch and compassion, the patients see the doctors’ humanity.

Another way that the patients have come to know doctors’ humanity is through
the doctors sharing professionally and personally, revealing themselves to the patients.
For instance, in the very first appointment Bob had with Dr. Lorraine, she asked him

about his faith. “She took an hour and listened to me. | really knew | had found
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something because she prayed with me at my request” (Bob). In asking a simple question,
she opened up an avenue for connection, affirmed Bob, and discovered they share a
common faith. Meanwhile, Dr. Fatima says, “Frances cares about me as well and asks
about me. She knows my challenges and that I’m a human being, too. You know, there’s
nothing that makes me immune from illness.” As mentioned earlier, Frances prayed for
the doctor upon her breast cancer diagnosis and continues to pray for her. She says, “I
genuinely care for her.” While Frances and Fatima have known each other 25 years, that
length of time does not seem to be required for a connection. Pandora and Dr. Laura have
only known each other a year. Yet, they established a connection that allowed Dr. Laura
to share with Pandora her own experience as her mother was diagnosed with the exact
type of cancer as Pandora’s. Pandora sees Dr. Laura as not just a doctor, but as a human
being:

| was very touched by some of the things that she has said. It’s an emotional thing

for her. She’s personally going through some things and that’s for her to share,

but that makes it even more poignant in a sense. She’s going through that same
situation of she’s not only the doctor and the healer, she becomes in some sense
the patient. So, you know, | appreciate that she’s just going through a tough time
of her own right now.

While the doctors may share more of who they are and the challenges they are
personally facing with the patients, none of the patients felt that the doctors overstepped
any boundaries.

The relationship with Dr. James works because we both come to it as human

beings. . . . I can tell he’s warm, compassionate, a really nice doctor. But he’s also

a very professional doctor. I never felt like he ever gave up too much of himself

where he’s out of boundaries, out of ethics, overstepping any way, shape, or form
(Patty).
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Maggie feels “honored that Dr. Lucy wants to share with me.” Pandora concurs. These
examples make it clear that the patients in this study see the doctors as humans,

sometimes even “like family” (Bob, David, Frances, Rose), who also serve as physicians.

How the Other Affects You: The Doctor Will See You Now

“I understand [the doctor’s] part, but | need somebody to understand my part, too”
(Patty). Just as the patients affect the doctors, the doctors affect the patients both
negatively and positively. In this study, one powerful way that the doctors affect the
patients is in the process of actually trying to understand by seeing the patients for who
they are (i.e., the patients’ Selves). This way of seeing goes beyond the literal biological
self to the essential Self. For many of the patients in this study, the relationship with their
respective doctor co-researcher is an especially “unique experience” (Bob, David,
Pandora) and a positive one at that. Unfortunately though, all of the patients in this study
have experienced interactions with doctors “where you feel like a number and not a
person” (Patty). In listening to the patients, the importance and affects of being seen (or
not) emerge.

When patients are not seen in a literal or figurative sense, they often do not
receive the care they need. Rose’s previous doctor failed to see her at any level. She
offers poignant insight into her experience of not being seen and its distressing
consequences. She shares:

[My previous primary care doctor] looked me in the face with an egg-sized tumor

under my chin and wouldn’t refer me to an oncologist because she was mad I

smoked pot. And I had already been living with it for 11 years. During those four

years, instead of charting the size of the lump, she wrote “drug seeking behavior.”

She sat me down after running a full spectrum thyroid scan and told me, “well
your numbers are really strange, but I think your problem is that you smoke pot”
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and told me to quit. She never even went that first step, that most basic step, to
refer me to Endo. . . . Eventually, I was diagnosed with stage four thyroid cancer
and they gave me less than six months to live. . . . I then underwent years of
experimental radiation and treatment. They are shocked I am still alive.
Because of my experience, it made me extremely suspicious and very hostile
towards doctors. That’s a rough attitude to bring into the exam room. And
extremely disconcerting for them because they’re used to people who are worried
about their condition, scared, counting on them, and trusting them to be the rock
that’s going to tell them what do and make everything OK. And I’'m like, “All
right, jackass, don’t mess with me, or I’ll beat your ass.” I’ve been forced into it.
They leveraged me into that position. Doctors have the power of life and death
over you. If they decide they just don’t care or want you to die, then you will,
because they won’t do anything about your problems.
Seventeen years ago, Rose began cancer treatment, finally encountering a few doctors
who “treated me as a person and not some junkie. . . . It allowed me to just be treated, just
to have the treatment and not be denied.” Two Yyears into her treatment (i.e., 15 years
ago), Rose briefly met her new primary care doctor, Dr. James, while in the hospital
undergoing extremely high-doses of radiation. During her first actual appointment with
him, Dr. James “listened and he acknowledged what I said and didn’t dismiss it just
because [ was a girl or I smoked pot or I was a stripper.” Equally important, he removed
stripper as the chief medical concern in her chart and instead charted what she said. These
actions of trying to see her made her feel like “I was dealing with someone who wasn’t
trying to kill me.” Over time, Rose shares that “he allowed me to heal. The healing was
not just physical. It was emotional, letting me know that I am an adult and I can go out
and do things.” This heart wrenching story from Rose beautifully illustrates the
difference between being seen and truly being seen. Her doctors who began treating her

cancer 17 years ago saw her self, which allowed her to be treated. Dr. James truly saw

her, promoting treatment and healing.
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The other patient co-researchers offer their own experiences of being seen. Given
the nature of this study on meaningful relationships, the patients describe how they feel
about being seen by their respective doctor co-researcher in positive terms. Frances and
Patty both talk about feeling “very, very comfortable with the DR.” Pandora and Frances
both “feel understood.” Bob speaks of “feeling loved.” David experiences “mutual
respect” and is “happy to see Joan.” Rose feels “relieved to be valued.” Maggie also feels
“valued” and “cared for.” Meanwhile, Patty and Pandora feel like they “relate as human
beings with the DR.” In knowing themselves, seeing the doctors as humans, and being
really seen, the patients in this study are affected positively.

In digging a bit deeper into these positive affects of being seen, the act of seeing
connects the patients with the doctors in ways that deepen the sense of relationship. For
instance, David contrasts his interactions between previous doctors and those with Dr.
Joan:

The doctors 1’d had before were wishy-washy, not very definitive, aggressive,

open, and wanting to go the extra mile. The tone they set was like “OK here’s

what we’re going to do, blah, blah.” Rush in, rush out. Didn’t communicate well
with you. Their bedside manner was very “I’m a doctor, do this, see you later,”
kind of thing. | felt like they were above me, like they thought they were above
me. . .. Then, when | first saw the look in [Dr. Joan’s] eyes when she came in,

with the verbiage later, | knew I could trust her and | followed her lead. . . a

human being to another human being.

Similar to Dr. Joan, Dr. Laura could see Pandora and feel her anxiety about the
possibility of a serious disease prior to testing and diagnosis. So, in between the
diagnostic tests:

[Dr. Laura] kind of glibly recommended “go have lunch, have a glass of wine”

and it’s exactly what [my husband and 1] did. I just thought I’m going to have my

glass of wine and whatever comes of this is going to come of it. But, just you
know, not to have some stilted doctor say, “any ounce of alcohol that ever passes
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your lips is just one more detrimental thing you’re doing to your body.” She was
real. It made me relax and was something that made me click with her right away.
... I knew that if | needed a real response | could get it. The realness built my
trust. “Have a glass of wine.” “l know this is hard.” All of that. . .to just connect. I
felt understood and | felt if | needed to interact, we were interacting as partners in
my care not just in this sort of hierarchical kind of way, but that on an even plane
we were going to be combating it together and that really made a difference for
me (Pandora).

Bob takes it even further, having been seen and deeply affected by Dr. Lorraine. He

explains:
In days past, | have always viewed doctors as “out there” and not someone that |
could or would be friendly with. The difference, the shock almost, of that first
meeting with Dr. Lorraine, which was [an hour], started, | mean she introduced us
almost on the basis of friendship rather than of medicine. Looking back, medicine
was sort of secondary to the development of a relationship. I quickly realized
what a doctor-patient relationship can be. 1 first was subconsciously, now I’'m
consciously, comparing my relationship with Dr. Lorraine to my other doctors.
Not just comparing them, but trying to see what | can do to encourage the other
doctors to a relationship such as I have with [her]. I’ve found this easier with
some than others as you might expect.

What is striking about this last example is how one doctor-patient relationship may affect

the patient’s other relationships with doctors. By seeing or failing to see patients, doctors

affect not only the patients’ health but also their relationships with other doctors, both

current and future.

Important Actions by the Doctor: “The Little Things Mean So Much” (Maggie)

Another finding that emerges when exploring how doctors affect the patients is
that “little things” matter. While doctors may put forth “a big effort” (David) or carefully
perform a procedure (Pandora, Maggie) on behalf of a patient, all of the patients in this
study identify little things that mean just as much to them. Many of these “little things”

have been illustrated in previous examples. However, it is important to note what these
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little things mean and explore their various forms, such as direct physical presence,
spiritual presence, and indirect actions.

The “little things” that are most common in this study come in the form of the
doctors’ physical presence and direct actions with patients. For example, after Maggie
gave birth to her first son, the nurse took him away to ICU because he wasn’t doing well.
Dr. Lucy visited him and Maggie, even though her role with both was done. Maggie
shares:

| felt like she was still right there with me. She was still concerned about how he

was doing, how | was doing, how | was doing with the fact that he wasn’t doing

that well. She was still taking her time to come and see me or go pop in and visit
him when she didn’t have to. It wasn’t a scheduled visit. Those little things are
just huge for a patient. She didn’t have to do that, you know? | mean, nobody paid
her to do that.
Dr. Lucy’s unexpected visit and presence communicated genuine care and concern,
building a foundation from which to navigate the mistake that happened with her second
baby. For Pandora, Dr. Laura waited with her after she woke up from surgery until her
husband made his way back to her. Pandora shares, “Her presence was extremely
meaningful. You feel very vulnerable and most alone when you’re lying there in a bed
just waking up.” The doctors directly and immediately showed up for their patients. In
Rose’s situation, this goes one step further. As described earlier, Rose received high
doses of radiation and had to stay in a lead-lined room in the hospital. Dr. James not only
stopped by to meet her, but when he came in, “he shook my hand, sat down, and chats

with me for a little while. As he goes to leave, he looks at his glove and it’s got this

greenish-yellow stain where he touched my radioactive hand in a matter of minutes.” The
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fact that he risked a visit “was wonderful. Just such a relief to have an adult who was
willing to address my issues” (Rose). The patients felt the doctors’ care.

In addition to direct actions and physical presence, doctors can communicate their
care through the questions they ask and a sense of spiritual presence. Alluded to earlier,

Bob explains:

I’d lost my appetite and my weight was down to less than what it had been when |
enlisted in the Army 60 years before. | was reading at eight o’clock Mass twice a
week. | was walking to church to read and | got within a block and I couldn’t go
on. I turned around and went home. That’s totally unlike me. The next time | saw
DR and | don’t over-dramatize it, but “how’s your weight?” “Well, it’s better.”
“How’s your appetite?” “It’s better.” “Are you back to daily Mass yet?”” This said
so much to me that she laid as much significance on my attendance at daily mass
as she did on my weight and appetite. | mean if there had been any question about
my relationship with [her] that really did it.
With a simple question, Lorraine showed that she knew and genuinely cared for Bob. She
attended not only physically, but emotionally and spiritually to him. Spiritual presence
does not necessarily have to have a tie to faith per se. It can also communicate the sense
that the doctor is still with the patient while not physically there. For example, Patty tells
how she had to have an emergency surgery and finally got to meet Dr. Joan, the surgeon
Dr. James wanted her to see. After being released from the hospital, she called Dr. James
to get her prescriptions filled. He called her back and rather than saying to her ‘what do

you want,” Patty says:

You asked me “how are you doing and what’d you think of Dr. Joan? Actually, |
got an e-mail from her. So you finally got to meet her.” You know, so it was like,
yeah, nice. . . It was like she’s everything that you said she was too. She was
great. She was just awesome, awesome doctor and very personable, great doctor.
With their questions, Drs. James and Lorraine communicate care whether they are there

in person or not.
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Little things can also include indirect actions. For example, Dr. Laura includes a
photocopied cookbook of her favorite recipes in the patient information packets. As
Pandora remarks, “Initially, it was bittersweet to see that cookbook.” She enjoys cooking
and entertaining, but “you feel like that is part of my life that’s going to be gone for
awhile.” However, with time, she “started reading the recipes and I did start cooking. It
was a good thing to kind of push me into staying healthy and balanced in that regard.”

There are also instances where “little things” come in multiple forms at the same
time, which may include direct action, spiritual presence, indirect action, as well as what
the doctor does not do. Patty explains:

I’ve probably seen [Dr. James] five times, but it seems like 1’ve seen him 500

times. | feel like . . . have you ever met anybody that you really, really clicked

with that you feel like you’ve known him a lot longer than what you really have
known him? Sometimes you just know. . . . | guess because when he came in he
smiled and he shook my hand and he asked some questions more than, other than
my health issues. We just started talking and it’s like he goes that extra lengths to
make you feel great. . . . To know you as a person. I’m not just a patient with

gastric—“well, you’ve had this done that done this done.” I’ve been on a

medication and doctors want to try me on this again. No. I’ve already had that for

six months. It’s not working. Well, he didn’t make me go back through all that.

He just kept trying different things and then got me connected to Dr. Joan.

The subtle key in this example is how Dr. James listened to and trusted her. Later in the
interviews she re-emphasizes that he has not forced her to retry medicines or procedures
that have not served her well, which leads her to feel “understood. He knows me and
treats me as a human being. . . . We’re a team” (Patty).

Across the patient co-researchers, what constitutes a “little thing” varies
according to who they are, what they need, and who the doctor is. Yet, regardless of what

the “little thing” is, what is most important is that the patients find great meaning in the

act itself. Whether the acts are “pushing herself on my behalf” (David), “giving me health
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tips” (Frances), or “not making me retry stuff” (Patty) does not matter. Instead, it is how
the patients feel about what and how the doctors are acting either towards them or on
their behalf. For all of the patients, these acts elicit meaning and feeling. A variety of
feelings are expressed and include being: “respected as a person” (Maggie), “heard and
understood” (Bob, Patty), “blessed to have DR” (Frances, Pandora), and “valued” (Rose).
Hence, what matters most is not what the little things are per se; rather, what matters
most is what the little things mean to the patients. As it turns out in this study, the “little
things” are not in fact little. They may be the portal for the doctor-patient relationship and

will be discussed in chapter 5.

Patients’ Responsibilities: “I Also Have to Take a Certain Amount of

Responsibility” (Rose)

While the onus may be on the doctor to create a space conducive for Others, the
patients in this study all assert that the doctor-patient relationship is a shared
responsibility. Bob says, “as a patient, I should be aware of having responsibility in the
doctor-patient relationship.” Indeed, all of the patient co-researchers firmly believe that
patients have to take responsibility in and for their part of the relationship, which includes
being mindful of their attitudes, thoughts, and actions that they enact with their doctors.

“Most patients who go to the doctor frequently know that they are not the only
one” (Frances). Recognizing that they are not the only patients, Patty, Pandora, David,
Bob, and Maggie all agree with Frances and this awareness seems to serve as an initial
foundation for responsibility or response-ability, shaping the attitude with which the

patients in this study approach their medical appointments. Specific insights about patient
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attitudes brought to the relationship range from “be supportive of the doctors. You’re
there to get help” (David), “be honest” (Maggie, David, Frances, Pandora), and “open to
the doctor” (Maggie, Frances, Patty) to “don’t be a jerk. Some people go to the doctor
and they’re very demanding—their manners aren’t very good” (David). Bob adds, “the
patient should not go in with a chip on his or her shoulder. If he or she has a cause for the
chip, he or she ought to see that it’s discussed somehow.” Pandora goes one step further,
“don’t monopolize the doctor’s time and energy.” She calls for an even greater
awareness—one that requires patients to be mindful of not only what they are doing, but
mindful of how they are being with and affecting their doctors.
Another dimension of patient responsibility involves trust. Rose, David, Frances,
and Maggie emphasize the need to trust the doctor. David asserts:
Release your inhibitions. Trust. Because there is something you can’t control
really. If you want to get healed, you can’t control it. . . .You’ve got to deal with
it. We want to control things. . ., but look at yourself and look at the totality of the
circumstances. It’s like when your car blows an engine, what do you do? Do you
sit on the freeway, or are you gonna get it fixed or buy another car? | mean,
you’ve got to deal with it. Be objective and say, “OK, this is what | gotta do”” and
then do it. Let [the doctor] run with it, follow her lead and trust her. The rest all
falls into place.
Maggie and Rose also trust the skill of the doctors. For Frances, her trust stems from a
sense of mutual respect with the doctor: “I have respect for her, great respect, because I
know that she would not tell me anything that would be detrimental to my health.”
Knowing that the doctor has her concerns at heart seems to allow Frances to trust the
doctor’s insights and recommendations.

In addition to being mindful of the thoughts and attitudes that patients in this

study bring to their encounters, they also emphasize actions that all patients can take prior
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to and during their appointments. Examples of actions prior to encounters include
reflection and preparation. For example, “when I go to Dr. Fatima, I have a piece of paper
with all of my questions and concerns written down so that I do not take her time trying
to remember” (Frances). Patty, Rose, Bob, Pandora, and Frances all emphasize “do your
homework.” Patty illustrates this by how she researched Dr. James before her first
appointment, made him a CD with her health history, and used the internet to learn about
the side effects from colon cancer. She then brings study findings and questions to her
appointments, as did Rose, Bob, and Pandora. Meanwhile, Frances does her homework
using the newspaper and dialoguing with a close circle of friends. However, following
Dr. Fatima’s encouragement, Frances is beginning to take computer classes and may soon
be using the internet to research as well. More than anything, “doing research can get
your mind wrapped around things and just some basic coming up to speed” (Pandora).
Like with most things though, too much research can be detrimental as Pandora warns
from her experience:

After awhile, additional research wasn’t helpful. You start to see things described

in very cold and hard terms and you’re just being spoken of as essentially a

statistic. That’s very disheartening, so it was good to pull back from that and

focus on life again and not so much on the illness.

The patients all emphasize the importance of preparation as much as they
emphasize how patients interact with the doctors. The process of preparing can help
patients “be ready to partner” (Patty) with the doctor during the actual encounter. During
an encounter, Rose insists that patients:

Pay attention to what your doctor is telling you. Make sure you learn the name of

what it is you have, learn how to spell it and say it correctly. There’s a lot of

different medical conditions that sound alike and may be spelled similarly, but a
couple of letters can make a really big difference. You need to know if you’ve got
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papillary or capillary. And hypo is a whole lot different than hyper. Pay attention.
Learn what’s going on. You have to know what you’re up against in order to
survive.
In addition to paying attention and learning from the doctor, Bob feels it is important to
ask one’s doctor, “what should I do that I’'m not doing? What shouldn’t I do that I am
doing? How can I do something differently than what I am?”” These reflective questions
prompt deeper dialogue, mutual understanding for improved health, and grounds to
partner with the doctor. While it is important to dialogue, Pandora stresses the need for
patients to first:
Open up, to communicate, to say what they’re feeling. Be aware. . . .. | think
people try to say “here are your rights as a patient” and you can read that bill of
rights all you want, but it doesn’t kick in on a personal level until you’re in that
spot. | think all patients would benefit by just opening up as much as possible and
saying exactly where they are—“I’m able to take more of this” or “right now, I’'m
not able to take more of this.” And, “I need to table this for today and come back
to it tomorrow” Or whatever. . .
Pandora offers ideas on how to improve the communication with doctors, working
together to find the most appropriate level and timing of care.
In order to have a successful relationship, all of the patients underscore the need
to take the responsibility to communicate with their doctors. As Patty says:
Relationships take two people. It’s just like if you’re getting to know somebody.
If I’m not really into responding and really don’t want to put anything forward,
I’m not going to get anything out of it—my healthcare and my friendships. . . . |
have to try to do the best I can to make sure that we have a great understanding of
each other in our relationship.
The patients agree that communication begins with them honestly sharing their utmost

concerns with their doctors: “And if you don’t like a doctor, don’t go back to them,” says

David. Finally, Bob adds:
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The vast majority of the public don’t know that a friendly relationship with a
doctor is possible. So the fact that they don’t know that it’s possible, they don’t
expect it. Expectation has something to do with what you get. If they go into the
thing not expecting it and focusing only on their symptoms in the narrowest form,
that’s the most they’re going to get out of it and they’re not going to get any
friendship along with it. And I know that the friendship aspect and the rest of the
relationship will have as much to do with my ultimate healing as what
prescriptions they write or instructions they give me.

Caring for the Other: “I Care for [the Doctor]” (Frances)

The final theme that emerges in the patient data is a sincere care for the doctors
who are in this study. Across all of the patient co-researchers, the notion of caring for the
doctor refers to the extent to which the patients feel and show compassion, love, concern,
and attention for who the Other is. This theme is closely tied to seeing the doctor as
another human being. However, a subtle, yet distinct, difference emerges. Many of the
examples that illustrate seeing the Other involve awareness and reflection. Caring for the
Other requires enaction in some form. The patients show care for the doctors through
various ways that range from clear and tangible to minuscule but with intention.

Throughout this study, there are several clear and tangible examples of ways in
which the patients care for the doctors. David regularly shares jokes and some of his
morning police reports with Dr. Joan, who really gets a kick out of them. David says,
“I’m glad I can do something for the doctor. She gives so much to me.” Bob echoes
David’s sentiments. He marvels at “the development in both medical science and the
doctor-patient relationship that 1’ve seen in my lifetime is more than miraculous. I’m the
particular beneficiary of this and heaven knows if | can give back anything to [DR] in
love, why it’s only a little bit of what I°d like to give” (Bob). In a show of love, he held a

mass in honor of Dr. Lorraine’s mother when she died, at a time when the doctor could
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attend. After the mass, he invited the doctor and her partner to join his family for brunch,
which they did. Even Patty, who has lost her husband (divorce), home, truck, two dogs,
and job over the past four years while undergoing cancer treatment, finds ways to show
care for Dr. James. For example, on the day of the interview, she gave him (and me) an
inspirational coin with “zestfully inspire others” on one side and “practice random acts Of
kindness” on the other.

In addition to these overt acts, there are also miniscule actions that patients create
for and on behalf of the doctors. These intentional acts are often very meaningful to the
doctors, as discussed in the previous section. Examples include: prayers for the doctor
(Frances, Bob, Pandora), reflective e-mails (Pandora), taking the doctor’s perspective
(Patty, Maggie, Frances, Pandora, Bob), being understanding when a mistake happens
(Maggie), and reminding the doctor to “take care. Get some rest. And learn to say N-O
with dignity” (Frances).

All of the patients in this study see their doctor as a fellow human being and in
turn, naturally respond to their doctor with sincere care. Whether the acts are overt or
subtle, the patients are simply being themselves and caring for the doctor in ways that
honor their relationship within appropriate bounds. As Rose clarifies, “I don’t feel all
slurpy, lovey, huggy. I mean huggy but not trying to go spend the night, you know? I feel
like we have a real good solid relationship.” In being seen by the doctor, the patient may
also come to see the doctor and, with compassion, they respond naturally to the Other and

may experience a meaningful relationship.
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Doctor-Patient Relationship

“There are many kinds of relationships and it’s up to the individuals as to how
they are going to work out” (Frances). As Frances observes, relationships depend on the
people involved and the extent to which they choose to engage with one another. Until
this point, our attention to the data has focused on exploring the “substance” that both the
doctors and patients bring to their relationship. Holding this awareness and emergent
understanding of the substance each brings, we can now shift focus to the process of how
doctors and patients relate. Indeed, the heart of this study is the essence of what develops
within and between the patient and doctor as they relate to and with one another.

In looking across all and within each of this study’s doctor-patient relationships,
two major themes emerge from the data about the process of relating: how the relation-
ships come to be and how they continue to be. The first theme involves the process of
coming to know each other, which includes the initial meeting, the key connection
between patient and doctor, defining moments, and conflict. The second major theme,
covered in the next section, is learning how to continuously relate to and with each other
over time. Taken together, these two themes offer insights into how the co-researchers
have created and nurtured an on-going relationship that is meaningful to both.

Table 4.5 represents the doctor-patient pairs’ respective insights into the first
theme. The responses reflect data gleaned from the joint interviews with supporting data
from field memos and individual interviews. This table, as well as the one on the second
theme, again illustrates the most salient and essential data rather than every possible

nuance.
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Table 4.5

Doctor-Patient Data Summary: Coming to Know Each Other

Coming to know each Other

DR-PT Key Defining Working
names Initial meeting | connection moment Conflict relationships
“My initial iaSth Irr:;r(??]-er “You’re
Laura interaction with “Open,” y . “Trust, team,
B « - whole team of | putting too . .
Lange DR was under trust, cople in her much on and just being
Pandora very stressful “faith” peop . " real.”
circumstances.” office and just | yourself.
) set me up.”
“First thing he’d “Respect ” PT: “I clicked “Be curious
James do was shook my “storp- " | with Dr. right “Whv don’t about where
Byrne — hand and said he Ty ” away.” DR: y .
telling, “ you just get things are and
Patty knows that | have «challena- Your story colostomy?” where thev’re
Barker been through a in Case,‘%’ the first ' 0ina.” y
whole lot.” g meeting” going.
W_hen I_ was “When | was Electronic “Respect and
James radioactive, he radioactive charts . . . and trust. trust is
Byrne — should not have “Respect,” he camé in | youcannever | e “He
Rose touched. Well, he | “curious” and he shook get rid of that kngWs m
Valley came in and he . ‘drug seeking . y,,
i my hand. weirdness.
shook my hand. mark.
?l-rrst rllél‘;/is'();he “Over- “It’s the
Lorraine “You gave me an appointment 9 commitment” | willingness of
Chatham — | hour .. .and “Faith” Dplg' “What ' and “shift both parties to
Bob Gilson | prayed with me.” i X work and shift | be honest and
you’re doing o »
o mentality to share.
for yourself
Fatima “We fell in
- “ . « ’ love, as the “It’s two
Baharia — You just know Love, : » e
R w ., | children say, None way.” “It’s
Frances that it is. respect f h love.”
Ridley rom the get- ove.
go.”
. “It’s two
Joan “Even though she :'[-I-I'ezassthr?w;\li??\ “Honest, open | ways”; “she
Stanley — | was very matter of “Humor” | a bia effort.” g relationship will help, but
David fact, she had a lot DR'g“ After. with their you have to
Fletch of humor.” ) » physicians” help yourself
procedures »
too.
« » AN “There can’t
“l walked in \Tvr(;jri t(;/\'fgllr’ IorJave be that thing “Being totally
Lucy Jay — | without a plan and tooether sometg/in that you and honest” “We
Maggie walked out with a g "N9. - | the doctor just | were doing it
- through I, 1, 1 lied to \ ; "
plan. " " aren’t talking | together.
challenge” | you.

about.”
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Please note the use of the following through the end of chapter 4: “DR” refers to
the particular partner physician co-researcher, “PT” refers to the particular partner patient
co-researcher, and “EM” refers to the researcher. In an effort to make this section less
cumbersome, | refer to the pairs in general rather than cite all of the respective co-
researchers’ pseudonyms. In analyzing the relationship level, there is an iterative process
involved in relating. Hence, this section of the chapter mirrors this process and is written
in a way that reflects this spiraling experience of relating. It is a constitutive process,
constantly building on, adapting, and generating new meaning and behaviors. At first
glance, portions may seem repetitive, but in examining more closely there is a subtlety

that distinguishes and deepens the understanding.

Initial Meeting: “How Are You” (Frances, Patty, David; Drs. Fatima, Lucy, James,

Lorraine, Joan)?

All of the co-researchers emphasize the importance of the initial meeting between
a patient and a doctor; hence, greater depth is provided. Whether made explicit or not
during their initial meeting, each of the co-researchers reference underlying questions that
they hold to some degree when entering into a new encounter. The data reveals two
principal questions for the doctors. First, who is this person (i.e. the patient)? Is he/she
presenting as “more than skin deep” (Dr. Joan)? Second, “will I be able to help her [or
him]” (Dr. James)? Meanwhile, the data reveals the two uppermost questions for patients.
First, “is [the doctor] going to spend some time with me” (Frances) “to know me as a
person” (Patty)? Second, “can I trust him [or her]” (Rose)? In their own way, each patient

tries to discern whether or not this doctor cares about them as a person, as well as cares
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for their disease and dis-ease. Taken together, these underlying questions operate in
conjunction with the substance brought to the initial meeting by the patients and doctors
in ways that shape the initial meeting.

During the initial meeting, the substance each individual brings intersects in a
process of relating. In relating to and with one another, the doctors and patients begin to
know one another, as well as feel out answers to their underlying questions. The co-
researchers all assert that the initial meeting set a tone for their relationship and a stage
for future interactions. The importance of the initial meeting holds across all the pairs,
who recall their first meeting with differing degrees of detail and describe coming to
know each other under a variety of health circumstances ranging from serious to routine.
In looking more closely at the data, the variance in detail corresponds with the intensity
of the circumstances that evoked the encounter rather than the length of the relationship
itself. For example, Maggie and Dr. Lucy describe their initial meeting as if it were
yesterday rather than 21 years ago. Those with acute conditions (Pandora, Maggie, Bob,
David) provided more specific detail than those whose initial meetings involved ongoing
or more routine care (Frances, Patty, Rose). Out of respect for the patients’ privacy, |
intentionally did not ask about the medical condition for which the patient sought the
particular care of the doctor. Instead, | posed the question of how have the doctor and
patient come to know each other. The root of the question is about “how” not “what.”
Yet, in six out of the seven interviews, the pairs self-disclosed “what.” Through follow-
up questions and their responses about the “what,” the “how” emerges. So, how do the

doctors and patients recall their initial meeting?
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Several of the pairs describe initial encounters that were under stressful
circumstances for at least one, if not both, of them. For example, Pandora and Dr. Laura
tell their story:

DR: She was unfortunately referred to me.

PT: Yeah for a lump that I really thought was going to prove to be benign, but it
was not. So, my initial interaction with DR was under very stressful
circumstances. She did a test in her office that very first day, and so that alone
impressed me. | knew you knew it wasn’t fluid and so it was very concerning.
Then she immediately had her whole team of people in her office and set me up
two days later for a BSGI, which is breast specific gamma imaging, a very
specific test to detect breast cancer. | had never heard of it and there | was getting
this top test for that and she did all this stuff to set it up and her staff took care of
all that. Whereas | might have been immobilized at that point, you know . . . |
think there’s always in the medical profession the mindset that you should never
do for someone what he or she can do for him or herself. But, in this instance, I’m
very grateful that that was not the mindset of the office and that DR pushed and
two days later | was back for the BSGI and for a core needle biopsy, so, it was
intense from the get-go.

Pandora and Dr. Laura’s initial meeting illustrates unanticipated news, as well as alludes
to how the two began to interact. Dr. Laura sensed “her frozenness” and knew that they
needed to do additional testing to confirm the extent of the disease. She took a more
directive role based on Pandora’s need, while at the same time related to her as a person
with her recommendation to “have a glass of wine” in between tests as mentioned earlier.
This encouraged Pandora “to relax” a bit and allowed Dr. Laura to connect with her as a
person. For Pandora, “Dr. Laura’s realness created trust.”

There are also situations which can be stressful for both the patient and the doctor,
to some extent. For example, Maggie became pregnant while using crack for 13 years and
living in the streets. At that time, very little was known about crack’s affects on a baby’s

development. Maggie knew she wanted to overcome her addiction and to “be a good
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mom.” So, she courageously sought help and was one of the first women with a serious
substance abuse problem with whom Dr. Lucy worked to deliver a healthy, safe baby.

| knew | was pregnant and didn’t want to be a crack mom ‘cause 1’ve been around

a lot. Some people see them on TV or read about them, but I’ve been around them

and didn’t want to be one. So, when | went to [the clinic], | was really scared. |

knew that as soon as a nurse walked into the room, they were going to look at me
and know. And that’s OK, because | wanted help. So the nurse said, “I think we
can help you.” And she left to go get Dr. Lucy. You came in and you introduced
yourself. I don’t even know if you remember this. You said you were the doctor
of the program. We talked a little bit and you said that you could or could not be
the one delivering my baby, depending on this and that. [DR nods yes]. . . But, |
walked in there, just scared to death, having no idea how | was going to be able to
do this and I left having a scheduled meeting, you know, next week, Wednesday
at two o’clock, having a whole plan. Walked in there without a plan and walked
out with a plan. That was definitely what did it for me (Maggie).
For Pandora and Maggie, as well as David, their doctors sensed what they needed and
created a plan of action with them. Given the intensity of the initial meeting, the doctors
and patients came to know each other by working together through a specific health
issue. In other words, the “what” of the condition also serves as the grounds for “how”
they initially came to know each other.

However, other dyads came to know each other by spending time talking during
their first encounter. Patty speaks of how Dr. James spent 30 minutes with her at her first
appointment saying, “I clicked with Dr. James right away. . . . We have a great
understanding of one another.” Later she offers why she feels this way, “I feel like you
got to know me as a person. We’ve talked about our dogs and different things and that
we’ve lived in [the same town]. You know more than what | would expect out of a
doctor.” Similarly, Bob remarks, “the first appointment with [Dr. Lorraine] was the

famous one. She took an hour and listened to me and | really knew I had found something

because she prayed with me. She insisted afterwards that she only prayed with me at my
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request, which I accept.” In their very first meetings, both Patty and Bob felt heard,
respected, and understood while Drs. James and Lorraine learned who Patty and Bob
were as people, as well as their particular health concerns that the doctors could address.
Last, one pair did not recall the particular details of their initial interaction.
Instead, they both describe the quality of their interaction that first meeting. Dr. Fatima
and Frances explain:
DR: | don’t remember the exact day of the meeting that | had with you, Ms.

Ridley, the very first time. Because just like a friend, it feels like we’ve known
each other forever. So, | can’t. . . . | can’t pinpoint that day.

PT: Me either. It’s been so long.
DR: You know when you, yeah . . .
EM: How long has it been?

DR: I’ve been here 25 years.

PT: Has it been?

DR: Yeah, so I don’t remember [DR laughs] you know, | mean, how do you
remember the first day that you saw, | don’t know, a friend? You don’t. You don’t
necessarily remember the specifics, you just know that it is.

PT: [PT nods yes] Mm hmm, that’s right.

Rather than recall the specific circumstances of their initial meeting, what mattered most
to Frances and Dr. Fatima was and still is simply knowing “that it is.” They later discuss
how they experience this deeper knowing about their relationship as “genuine” (Frances).
In contrast to the positive feeling that the co-researchers experienced with their
partner in this study, several patients (Patty, Frances, Rose, David, Bob) and doctors
(Drs. James, Lorraine, Fatima, Laura) share experiences of unsatisfying initial meetings
with others who are not part of this study. The unsatisfying experiences serve as contrast
for the present relationships and offer additional insight for both the doctors and patients.
The patients say when an initial meeting is unsatisfying that they give the doctor a second
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chance (Frances, Patty, Bob). Bob tries to understand where the doctor is coming from,
saying, “I try to be sensitive to his or her interests, his or her problems, his or her strong
points.” Frances and Patty do so as well, to a point. Frances suggests:

For initial relationships, you might let it gel the second time. Maybe the first time
the [doctor] may be very, very busy and it is not their fault that they are
displaying this behavior. But, if it’s the second time, that sends a message
internally to you that this person is not relating. I’m not going to put myself on
anyone. If it’s two-way, okay.

David adds, “if you don’t like your doctor, don’t go back.” Meanwhile, the doctors also
have experience with unsatisfying initial meetings and said that this was generally due to
issues of unrealistic expectations, hostility, or unwillingness to collaborate. Regardless of
the doctors’ initial experience of meeting a patient, all of the doctors emphasized the need
to still provide appropriate care for the patient even if the patient is “difficult” (Dr. Lucy).
With time, these initially challenging relationships may become less so. Dr. Fatima

describes:

| can tell you that some of my patients that I really like a lot, initially I did not
like. There is often a front that is usually hiding something of deep pain. For
example, there was a woman who just was really hostile and the fourth visit |
said, “you know, I’m really feeling a lot of anger. I’m going to hold up a mirror,
but I’m feeling a lot of anger and I know it’s not against me because we don’t
know each other. Where’s this coming from?”” As it turns out, that person’s father
was a physician who had sexually abused her. When that came through, then that
transformed the relationship. So, I always try harder with the people that I dislike.
It’s easy when you like somebody, but the “difficult” people can also be a great
opportunity for professional growth and also to be helpful to them.

Dr. James also describes a reservation he held about meeting a new patient:

| had a patient who came up from California with medical charts that were 4
inches thick, all these pain medications for chronic pain and things that are sort of
the bane. You see people come in with a giant chart and “I still hurt and what can
you do for me” and it’s sort of a “oh my gosh, this is not going to turn out well.”
And, | was wearing a tie with all of these unicorns all over it that | got from the
Salvador Dali museum. She said “that looks like Salvador Dali.” It was so out of
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the blue. I had this preconception about this woman and thought that she wouldn’t

know who Salvador Dali was. And, I said, “yeah, that’s amazing. How did you

know that?” She said she’s a big fan and her partner of 20 years is Spanish and
they have gone to the Salvador Dali museum in Spain. So, I asked her to bring in
pictures of the museum to her next visit. She did and we’re working to get her off
of a lot of these medicines and she’s so on board with that approach. To a large
extent because she sees the visit as a bit of an exchange. . . . I am working with
her.

In exploring the data on initial meetings that were both satisfactory and
unsatisfactory, the process of meeting seems to be most affected by the substance that the
doctors in particular bring to the relationship. All of the co-researchers agreed that the
doctor is responsible for “setting the tone” (Dr. Joan) for the initial interaction and
relationship. This overlap warrants a brief expansion of the doctors’ responsibilities given
how it affects the process of relating.

The physician doesn’t have to be warm and fuzzy, but the physician does need to

recognize that it’s a relationship for however long—whether it’s one visit, one

hour relationship, or it’s an ongoing thing. . . . There is a relationship and | feel
it’s the responsibility of the physician to recognize that (Dr. Lorraine).
Dr. Fatima agrees to a point. While she concurs that it is the doctor’s responsibility to
recognize the relationship, she also expects doctors to create a welcoming environment
for patients:

If somebody’s coming to the office or my home, then that’s my responsibility as

the host to make sure they’re well cared for. So even if a patient is not open, that’s

okay. People have had bad experiences with doctors. They may be fearful for a

variety of reasons, power differentials, people are scared. . . So, it is the

responsibility of the host, if you will, to make sure that people are comfortable, to
be patient, and to give time.
So, “whatever that connection is, it has to do with respecting each patient, that they’re a

human being. You start that by walking in and saying, ‘Hi, I’m DR, how are you?’ You

start there, not ‘How’s your sickness?’” (Dr. Lucy). The doctors all emphasize expressing
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care for the person and then exploring the particular health concern that calls for the visit.
In turn, the patients feel more comfortable sharing their concerns with the doctor when
they know the doctor cares for them. This budding trust can be built through the medical
history. Dr. James explicates:
We talk about tak[ing] the history. Well, what does that mean, you know? You
can say what’s your blood pressure, what-how many surgeries have you had, what
medicines do you take. . . and that could be the boiled down version of a history,
but actually the history is his story or her story.
By recognizing the relationship, hearing the patient’s story, and caring for the person and
the illness, the doctors’ responsibilities expressed in this study create conditions that

encourage the development of a working doctor-patient relationship at the very first

encounter.

Key Connections: “We Just Clicked” (Patty)

Foreshadowed in the description of the initial meetings, each pair identifies what
really connected them in their relationship. This key connection is the ingredient or
ingredients that connect the pair in ways that go beyond a sense of transaction or feels
differently than strangers interacting. For some dyads, they “just clicked” (Patty) at the
very first encounter while others developed a connection over time. These key
connections serve as an entryway for the relationship and align with the essential
qualities that undergird the relationship. These essential qualities will be discussed in
more detail later. However, for the moment, it is important to explore what draws the
patients and the doctors together.

The connections vary according to who the patients and doctors are. For Dr. Joan

and David, humor is vital. David explains that:
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From the first time | met her, it was funny. | don’t know if she remembers this but
we were talking about women in police work because we never had any women in
police work . . . and so when she started working on me, she came in with all
these ladies. And, I said, “What is this, you know, the broad squad?” [both laugh]

She was laughing and said, “These are all my people. We are the ones working on

you. There are no men here.” The first ding was on me and from then on it was a

humorous thing. This is what made it a tight relationship from the very beginning.
For Frances and Dr. Fatima, Patty and Dr. James, and Rose and Dr. James, mutual
respect is critical. As Rose shares, “I respect his talent, I respect him. We have such a
great connection.” Rose knows that Dr. James will respect her. Meanwhile, Dr. James has
“respect for both of these women [Patty and Rose]” and feels inspired by them. Frances
reiterates her “respect for the professional that [Dr. Fatima] is and trusts that Dr. Fatima
will not tell her anything that will be harmful to her health.”

One of the other key connectors that emerges in the data is faith. While faith is
not discussed by each of the researchers, the energy and frequency it is mentioned among
patients and doctors who do emphasize faith warrants closer attention. For those patients
and doctors who share a particular faith or spiritual belief, the strength of the spiritual
connection is as strong, if not stronger, than any of the other key connectors discussed
hitherto. Bob speaks to this as the key during his initial meeting with Dr. Lorraine.
Pandora provides her perspective:

For somebody that is coming from a faith perspective to have to shut that off and

to relate as though that’s not a part of your life is very difficult—that really puts a

barrier between the doctor and patient to not be able to talk about that. It’s

become such a PC issue and many aren’t brave enough to kind of cross that
barrier, but it’s a part of life. And, if that is a part of your perspective, to not be
able to talk about it is very difficult.

Frances underscores the importance of faith, asserting that it shapes how she views life.

In addition to the respect that she holds for Dr. Fatima, one of the reasons that she
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connects so strongly with Dr. Fatima is that they have shared values. These values are
shaped by their respective spiritual beliefs and both women feel that “we are all
connected. I fundamentally believe as human beings that we are one” (Dr. Fatima).

For faith to serve as a connector, it does not need to be of the same orientation,
however. “I’m a big believer in faith. It doesn’t matter what the spirituality is, but I think
it can be very helpful” (Dr. Laura). Bob distinguishes:

Faith is part of spirituality when it’s attached to a belief community, but it need

not be. So, an atheist doctor and an atheist patient do not necessarily meet and

interact in the absence of anything spiritual because by that definition if either one
or both of them is inspired by a sunset or a painting or music, it can be described
as a spiritual experience, even if they would not describe it as such.
Bob asserts that spirituality is not limited to a person’s particular faith. Instead, what
matters is that the patients, in particular, are allowed to share this important dimension of
who they are. Emphasizing her point, Pandora goes on to say how she has thought about
saying to her oncologist several times:

If I ever just slip and call you Father, it will be because in my mind there’s a sort

of transference of trust and a level of willingness to share on a deeper level that |

would say is almost analogous to my relationship with my priest. I’m steeped in
being reflective and being open with my priest if there are issues that are spiritual
and deep . . . . I am willing to do that and having had years of experience doing
that | think does impact how I then relate to even doctors because they’re doctors
of another dimension. In my mind, the physical and spiritual are pretty wedded.

They’re two sides of the same coin.

Rather than focus on how or the extent to which spirituality overlaps with medicine, what
is most pertinent to this study is that faith and spirituality are integral to the health and

well-being of several co-researchers and can serve as a key connection between doctor

and patient.
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Defining Moments: “You Said, I, I, I Lied to You’” (Dr. Lucy)

In coming to know one another, the pairs recount defining moments in their
relationships. Among the co-researchers, the notion of a defining moment is a specific
point in time in which the doctor and patient interacted with one another in a way that
was particularly rich in meaning and shaped how that person felt about the relationship
from then on. The co-researchers were free to agree with their fellow co-researcher or
could choose another moment in time, if they felt one existed. Four pairs identify the
same moment as being particularly significant. In three pairs, the patient and doctor differ
on what they see as being particularly significant, yet understand and honor the moment
the Other chose. Overall, the data on defining moments cluster by occurrence: the initial
meeting, later in the relationship, or a gradual understanding comprised of smaller
moments that culminate with a moment of awareness about the significance at a later
point in time. Each will be discussed in turn.

For the majority of the co-researchers the initial meeting between patient and
doctor turns out to also be the defining moment in this study (Patty, Frances, Rose,
David, Pandora, Maggie, Bob; Drs. Fatima, James). For example, David’s defining
moment is “when [Dr. Joan] got my medical records. . . . She was going to try something
not, not knowing if she could really do it or not, but she was at least making a big effort.”
Dr. Joan adds that if successful, the somewhat experimental surgery would mean, “he
could keep living his life in the way he wanted to live it.” For David, it was the extra
effort that made a defining difference. For Rose, one of the first defining moments for her
was when Dr. James shook her hand while she was undergoing heavy radiation: “When I
was radioactive, he should not have touched. Well, the first time we met, he came in,
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shook my hand, and chats with me for a little while.” His gesture of shaking hands,
sitting, and talking with her—not at her—communicated care for her as a human being.
Meanwhile, for Dr. Fatima and Frances, “it was love, as the children say, from the get-
go” (Frances). They go on to speak about mutual respect and care that they experienced
from and with the Other at that first meeting and continue to experience today. Central to
each of these illustrations is a sense of being seen as a human being.

While the initial meeting may serve as a defining moment for how the doctor and
patient come to know and relate with each other, several of the co-researchers describe
defining moments that occur later in time or are more of a gradual understanding than a
distinct moment. For example, Bob feels that his initial appointment when Dr. Lorraine
prayed with him was a defining moment. She, however, sees the defining moment as the
appointment where she learns how Bob has put into practice what he learned during their
prior appointment. She says:

| remember the very first visit. We talked about the bio, psycho, social, spiritual

model and then the next visit you come in and there’s this piece of paper, what

you’re doing for yourself physically, what you’re doing for yourself emotionally,
what you’re doing for yourself socially, and spiritually. I just was blown away, |
was so impressed that | actually learned from you to do that for myself, which is
probably something | haven’t shared with you, but it just really amazed me. Not
only that, it’s impacted the work | do because I’m teaching students and
physicians how to do an assessment plan that’s in those four dimensions, which
you started.

During Maggie’s second pregnancy and roughly two years of being in a doctor-patient

relationship, Dr. Lucy and Maggie describe their shared defining moment:

DR: You came in one day and I said, “Hi, how are you?” and you said, “Wait, |

have to tell you something.” And you had been drinking a little bit. You said, “I,
I, I lied to you” and then you said “Well, why am I lying to her?”

PT: Ohhh, yeah. You asked me if I had been drinking and I said “no.” It was kind
of like that’s what I need to say. And then, | thought about it and I thought it’s
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kind of like with somebody you really, really care about and you’ve lied to them.
That just didn’t feel good at all-not even at all. So | decided that at our next visit
the first thing | was going to do was tell Dr. Lucy the truth. And just get it done
with. So, | think we talked about it and that was it for me. I didn’t drink anymore
through my pregnancy.

DR: This was just great because you had had another insight into addiction and
what it means for you and how you needed to keep living so that it didn’t get a
hold of you again.

PT: I had broken a trust. There was enough trust there to begin with that it didn’t
feel right to break that. . . . To be honest, you know. Because otherwise our
relationship definitely would have taken a different road, you know. | would have
been act[ing] as | think I should. There can’t be that in a relationship like we have.

DR: | felt really, almost honored. That you had thought this through and realized
that we—that it meant that you trusted me enough to fess up. Even though it
wasn’t that big of a deal, but you said it, and then we could talk about it. And then
it wasn’t an issue.

PT: If it had been somebody that | didn’t feel the same way about or didn’t feel
connected to, it would have been pretty easy for me to just say look, “it’s not too
big of a deal.” But there was trust there.

This clear moment for both Maggie and Dr. Lucy serves to deepen the already good
relationship between the two by nurturing even more honesty, respect, and openness.

In contrast to a later singular moment like Dr. Lorraine’s or a later shared moment
such as Dr. Lucy and Maggie’s, Dr. Joan describes more of a gradual understanding
rather than a specific defining moment:

| don’t think there was one specific defining moment, but as I would see him in

the aftermath of these procedures and then to follow up, there was something

about his sense of humor, great love of jokes and indefatigable humor. You look
at the list of patients you’re going to see that day and you see his name on it and
it’s like, “Great, I’ll have a happy situation here.”
In considering all of the relevant data on defining moments, what stands out the most is
that the co-researchers all experienced a deepening sense of meaning and engaging in

their relationship with the Other. The relationships crossed a threshold from association

to connection.
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Conflict: Barrier or Boon to Care?

In coming to know another, differences of thoughts, beliefs, values, and behaviors
are bound to arise. These differences can lead to conflict. In the context of medicine, how
conflict is resolved may have very real affects on one’s health and well-being. The co-
researchers describe their experiences of conflict in the context of medicine in two
primary ways. First, conflict can impede care by creating barriers (Drs. Joan, Lorraine,
Fatima; Pandora, Maggie, David, Patty, Rose). Second, conflict may serve as a boon for
the doctor-patient relationship and general health care by generating a new perspective or
possibility (Drs. James, Laura; Patty, Pandora). Both are discussed below.

In examining the data on conflict that impedes care, the findings cluster among
three differing levels that include: the individual, the relationship, and the medical
system. First, individual conflict consists of either the patient or the doctor being open
while the other is not. Dr. Joan asserts that “if people don’t have an honest, open
relationship with their physicians, they won’t tell them everything that is going on and
then you can’t help them if you don’t know a lot of things. You can’t help them.” Here,
Dr. Joan is open, but the patient is not. In contrast, David shared earlier how one of his
doctors rushed in and out, did not communicate, and was not open to him. Second,
conflict at the relationship level involves increasing pressure on the process of relating.
For example, “if you try to speed up the process, you could just throw the relationship out
the window because you’re not going to have a good situation going forward” (Dr. Joan).
By moving too quickly, there may not be enough contact between the doctor and patient
before a procedure, creating conflict that damages the relationship. Another example of
conflict at the relationship level is “there can’t be that thing, that one thing that you and
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the doctor just aren’t talking about. You can’t have that” (Maggie). She goes on to say
that if you do that “it stops the honesty and openness” needed for care and healing.
Third, the systemic level includes conflict that arises through the way that
medicine is practiced including: insurance policies (Drs. James, Lorraine), medical
records (Patty, Rose, Dr. Joan), physician turnover (Rose, Patty), and shift work (Dr.
Lorraine). Being in recovery for more than 15 years, Patty astutely reflects, “records
follow you—your history. . . can you ever be free of it?”” She feels that new doctors judge
her before they have even met her by reading about her past in her chart and, in turn, may
not provide the same level of care. Rose concurs after learning that her previous doctor
repeatedly noted “drug-seeking behavior” rather than documenting the growth of her
cancerous tumor in her chart. “When electronic charts start happening and you can’t ever
get rid of that ‘drug seeking behavior’ mark, there’s going to be a lot of patients really,
really suffering by overly moralistic folks. It was never [the doctor’s] job to make me a
Christian, and she seemed to think it was.” Rose also talks about physician turnover as a
barrier, “one of the biggest frustrations for me with the young doctors is it took them at
least six months before they even started getting the hang of me. And then six months
later they were gone.” However, at the very least, they got to know her as a patient. Dr.
Lorraine is concerned that, “especially for residents, there’s a lot of shift work and
therefore a shift mentality. There’s a lot of rush through it, get the job done and because
patients are being discharged very quickly, you don’t form these relationships.” She later
suggests that without a strong doctor-patient relationship, the patients’ quality of health

may be adversely affected. When looking across these illustrations at all levels at which
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conflict occurs, it is clear that unresolved conflict can become a barrier to providing and
receiving health care.

Conversely, conflict can serve as a boon for both treatment plans and doctor-
patient relationships. Dr. Laura and Pandora share the story of how the oncologist who
joined their care team introduced conflict and altered their treatment plan:

PT: We were trying to decide whether we should remove tissue from my healthy

breast in addition, just because my cancer was as aggressive as it was.

DR: Yeah, and so we went back and forth and back and forth and we thought we
had a good plan! [Laughter from both]

EM: You’re both laughing. So, what happened?
PT: Well, then Dr. [oncologist] got involved.
DR: He didn’t agree with our plan. [Laughter from both]

PT: He made such a face, he just sort of sat back and he just essentially
communicated “you’re putting too much on yourself right now” because | wanted
to do it as soon as | could after finishing radiation. And, he just felt, you know,
that’s not a good plan. So instead we’re going to just do close monitoring.

DR: And he’s right, he’s really right, I mean, he’s talking pure science and that is
right. See | got caught up in the emotions but | can relate to that. . . . [trails off]

This dialogue between Pandora and Dr. Laura shows how conflict can create new
perspectives and change the course of care. Patty and Dr. James also illuminate how
conflict can be productive for the doctor-patient relationship. While a longer passage, |
include it intentionally for two reasons: 1) to illustrate how conflict can be raised and
worked through in a meeting; and, 2) to show how the pair comes to know each other in a
deeper way through dialogue.

PT: My sisters ask ‘why don’t you just get colostomy?’ I’m not positively sure

that 1I’m stuck with [serious, chronic diarrhea] the rest of my life, but who can say

that, you know? It’d take a great crystal ball. I don’t think none of us know that
I’m stuck this way.
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DR: Well, this is actually an area that we’ve come close to having conflict over,
cause | have suggested to you that getting a colostomy would—it wasn’t just your
sisters, we’ve talked about this a couple times [as an option].

PT: Right, yeah.

DR: And | talked to you about going to the support group that they have at
Providence. . .

PT: And I did.

DR: Yeah, for people who’ve had this surgery and have colostomies, but you’ve
said no, and you said no very clearly. And, 1’ve had to decide consciously at that
point whether to be a scold or whether to respect your point of view, which is the
choice | made. I could have said, “well you expect me to work on this problem
with your skin breakdown and everything when you’ve got a simple solution that
you refuse to do.” Sometimes doctors say that kind of thing. . .

PT: Sure.

DR: .. .“I’m through with you, you’re ignoring my advice so out with you, go
suffer.” But, um, you never actually said all the stuff you just said about why it
was torture [when she had a temporary colostomy] and how it was torture. | just
knew you didn’t want it and I figured, “well, she’s got her reasons, she’s a smart
woman, she’s been through it, I haven’t been through it, okay, we’ll go on, we
won’t get stuck on this point.” And, I think we haven’t talked about that solution
for quite awhile.

PT: No we haven’t, we haven’t at all. There was just definite reasons, I’ve
already lived it, I’ve had it, | know what it’s like, and I did take your advice and

went to the support group, went a few times. . . . | could relieve this pain just as
simple as that, but I’m trading one set of issues for another set. . .
DR: Right.

PT: .. .That emotionally what that bag brings to me is more than, you guys, | can
even tell you. | hate that thing and now | got to live with it the rest of my life? |
know anytime | make a decision that | know that I hate this so bad, 1’m going to
live with regret for that too. If it got to the point where it is unbearable pain,

but. . . I’m just not ready to do that and I think you know for him to honor the fact
that let me make my own personal decision on that.

DR: Right. I knew you had the bag, but and it’s actually been very helpful for me
to hear this part of the story. But, | made a choice not to go there because | didn’t
want to seem like | was getting ready to debate you over it. . . .

This dialogue between Patty and Dr. James took approximately three minutes of time. In
a few minutes they were able to talk through what had been a hitherto felt, but not fully

addressed tension in their relationship. This tension begins to ease in the interview and
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will continue to unfold in time. Dr. James offers an initial reflection during his individual

interview, which followed the interview with Patty:
| was surprised to hear [Patty] talk about the depth of feelings around colostomy
for her. It was unbelievable. . . | just had an instinct that she’d said ‘no’ and that
settled it and we wouldn’t go there any further, but | feel like I’d overlooked a
chance to empathize with her, to hear her story by hearing everything she had to
say about it and the details of how hideous it was for her when she did have it for
a short while after her surgery.

This example sheds light into how conflict can serve as a catalyst for deeper

understanding and greater “connection” (Patty) in the doctor-patient relationship.

Combined with the example Pandora and Dr. Laura share, conflict can ultimately

enhance the care that is given and received, as well as provide a means for coming to

know the Other in a deeper way.

Making Relationships Work: “We Are Partners” (Bob)

The exploration of conflict’s potential affect on the doctor-patient relationship
implies a deeper question: what makes these meaningful relationships work so that they
can not only withstand, but actually grow from and through, conflict? The co-researchers
identify and discuss three main methods they consciously use to come to know each
Other and to develop meaningful relationships. They assert that they relate to the Other,
work together, and are present. While these three subthemes are distinct, they often occur
at the same time. Nevertheless, the conventions of writing make these subthemes appear
as though they are sequential even though the co-researchers describe them as co-
existing.

As identified in the individual data from both doctors and patients, knowing one’s

Self and recognizing the Other provide a foundation for relationships to work. With this
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understanding, the co-researchers choose to relate to and with one another by being open
(Pandora, Bob, David, Patty, Rose; Drs. Lucy, Laura, Joan, Fatima), honest (David,
Maggie, Bob, Patty, Rose, Pandora; Drs. Joan, Lorraine, Laura, James), respectful (all),
trusting (all), and sincerely caring for who the Other is as a fellow human being (all).
Maggie relates by, “be[ing] totally honest. You have to have courage to put whatever
hurts you most in front of somebody.” To do so requires a “letting down of the guard and
just being an honest person, an honest human being. You know, and really, relating as a
human being, not as a patient-doctor thing” (Dr. Joan). Dr. Lorraine adds, “It’s the
willingness of both parties to be honest and to share. It’s also [Bob’s] ability to listen, ask
[questions], be open to a suggestion, and work on it.” As doctors get “to know you as a
person, not just a patient” (Patty) and vice versa, the relationship can become “one of
mutual care” (Dr. Fatima). This manner of relating may even allow patients to overcome
past apprehensions or grievances they have about visiting the doctor (Rose, David). In
fact, all of the co-researchers have come to “look forward to [their] relationship”
(Frances) with the Other.

Relating as human beings invites the patients and doctors to “partner” (all), and
work together to improve health (all). Recognizing that several illustrations of partnering
have already been presented (see previous subsection on conflict), the focus now is on the
underlying values, attitudes, and behaviors that create the conditions for partnering to
emerge. Dr. Fatima represents the co-researchers as she captures the essence of the data
on the partnering process:

As a host, | want to make [patients] feel welcome and comfortable, to watch for

their comfort and their privacy. They’ve trusted me with their problems to come
in and ask me for help, to look, and to examine. We’re looking at the problem
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together. They’re giving me information and I’m trying to help them untie a knot
and we figure it out together. Yes, | hold some expertise, but things have to be
solved that make sense for them. It’s not something where | have the answer
alone. It’s not a one size fits all. They have to figure it out for themselves, too.
What is happening ultimately is that | am serving as a catalyst. And, it’s a
demystification of science, translating concepts so people understand it and it
makes sense in their lives. You’re working together and it’s like, “okay, you don’t
want that, well, what would you like to do?” type of thing. It’s love, it’s respect,
it’s compassion and it is, | think putting yourself as equal, you’re equal. | have
never seen myself as sort of being from up on high and just saying, “well, you’ve
got to do this.” No. I’m offering and, you know, people are choosing what makes
sense for them. And | might want people to get to a place, but I’ve learned, again
over time, that it’s better that people come to that conclusion [on their own]. And
| can say over and over, “I’m concerned, I’m concerned” but if you’re not ready,
you’re not ready.

To partner in this way requires that patients and doctors relate, respect, and trust one
another. Inherent in this way of partnering is also a less traditional belief about power and
control.

Beliefs about power and control emerge throughout all of the interviews in direct
and indirect ways. While both patients and doctors speak about power and control, data
analysis reveals that the doctor’s underlying beliefs about power and control most clearly
affect the extent to which a pair works together. The data shows that partnering involves
a give and take. The doctors exert more or less control and power as they perceive the
situation with a patient requires. Dr. Fatima explains:

| have a patient. She’s in pain, psychic pain and she’s kind of throwing little darts

at me here and there and impatient. I’m trying to help her by staying on my little,

you know, organized path and she’s trying to derail me and kind of pull me in. . .

But, I’m trying to help her. . .. So, it’s like, “Okay, I’ll ride a little a bit with you,

but then we can’t continue this way. But I’ll give you a little bit, but you know,

we’re going to come back to. . .” I mean it is a type of control, but it’s not
controlling.
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Dr. James agrees, adding that there are times when “I have to sort of take control and
have people realize that | do that based on my interest in them and my best wishes for
them.” Indeed:

It’s important to go to those places, but then, there are the realities of clinics, too.

Some people will sit there and talk for hours. And, I have used the “going out the

door” because you have to break it off. But, I think trying to be open to following.

It has to do with being there, and paying attention to what’s actually happening.

(Dr. Lucy)

For the doctors, working together begins with being “curious and being thoughtful
to where things are and where they’re going” and “improvising” (Dr. James). To
illustrate his point, Dr. James offers an analogy between being a lead guitarist and a
physician:

The lead guitarist is actually a follow guitarist because to improvise well you have

to follow what’s going on underneath you, with the base and drums and piano.

That model applies to the kind of doctor model of leading patients and telling

them what to do. You can only follow them in some ways and then tell them what

to do based on what you’re hearing. So, it is improvisational in that the so called
lead guitar often has to think about following, if you’re not listening to what else

IS going on in the music, you can’t improvise well.

All the physicians in this study see themselves as partners working with and alongside
patients to improve health and well-being, constantly adapting to and with the patient, as
well as the changing conditions. Ultimately, Dr. Fatima contends:

You’re just there kind of to shepherd. You’re offering them information, you’re

trying to give them insight. But it’s really people that cure themselves. . . . | think

as one gets older, you realize that that’s what you’re there to do. You become less
controlling and at the core of it, it is love.

By sharing power and control, the doctors and patients in this study are also open

to learning from and with the Other. Maggie talks about how she and Dr. Lucy learn and

work together:
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As | went through my pregnancy, Dr. Lucy was there for all that. Being so new, at
just being alive, you know, and plus being pregnant was really scary. But, she
knew me. And it never felt like Dr. Lucy was telling me what to do. It always felt
like we were formulating what our next plan was or how we were going to look at
this problem. . . . She’d say, “this is what I think would be best” and then she’d
tell me why. Another doctor might just say, ‘I want you to come in to be on the
monitor for a couple hours at a time.” And | probably wouldn’t say ‘well, exactly
why is it that’? I’d say, ‘okay | guess I’ll do that’. But this way, | knew why | was
sitting there. I had all the information to know why | was there and not just that |
needed to be there. So, | was always excited to go see her because it was like,
what are we going to find out today? Are we going to do an ultrasound or listen to
the baby’s heartbeat? And it always seems like whatever that little milestone was,
you know, we were doing it together. [She] wasn’t like ‘I’ve done this a million
times.” It was like we were doing it together.
Being open to learning as partners seems to be especially important to the patients who
have more complicated cases (Patty, Rose, David). Rose shares how she has “been able
to surprise [Dr. James] a time or two with ‘OK, I need to show you this’” to which he
responds, “I am amazed at the things that you teach me” (Dr. James). However, for Rose,
what is important is that Dr. James has “learned my weirdness and he didn’t judge me. . .
So, it’s being able to trust and just knowing, knowing the person that you’re working
with.” The patients do not expect answers to unknowable questions (Pandora, Rose, Bob,
David, Patty); rather, in knowing the Other, they take comfort in having the doctor as a
partner with whom they can learn and work through the unknown together.

In addition to relating and partnering with one another, the patients and doctors
describe “being present” (Dr. James) and feeling the Other’s “presence” (Dr. Lorraine;
Pandora) or “energy” (Drs. Fatima, Joan; Maggie). For Dr. Fatima, “presence is when the
person that you’re talking to is the person that you’re talking to.” At first glance, Dr.

Fatima’s definition seems to mean merely being physically present. Yet, she means

focused energy and attention on that patient. When meeting with a patient, “Dr. Fatima

167



greets me, sits at eye level, listens to what I have to say, and is totally there with me”
(Frances). Maggie concurs, clarifying that presence is:

.. . Being right where you are for that [time] and being all the way there, you

know, giving it 100 percent rather than thinking about where you have to go next.

... Just saying, okay, this is where I am right now. This is where I need to be

right now for however long this is. Three minutes, five minutes, seven minutes.

All of that other stuff has to just go away, just has to go away from right now.

And just be there. . . . Really be wherever you are.

Dr. Lorraine believes that presence requires one to be “intentional. . . but, it’s not
mechanical. It’s very inherent in the way that I am.” Taken together, the co-researchers
engage in ways that are more than just being present physically and instead, have
presence. Presence seems to consist of being “mindful[ly]” (Dr. Lucy) engaged “in the
moment” (Dr. Lorraine) while “being yourself” (Maggie). Stated differently, several co-
researchers allude to presence as a way of Being (Drs. Fatima, Lorraine; Patty, Frances,
Bob, Pandora) who one is where one is right now.

The data reveals that presence is felt (David, Frances, Maggie, Patty, Rose,
Pandora, Bob; Drs. Fatima, James, Lorraine, Lucy, Laura) and the co-researchers respond
naturally when they feel or do not feel that another is being present. Maggie contrasts her
experiences:

There’s what us patients call, ‘the doctor who’s at the doorway,” you know.

You’re trying to get a couple of questions in and they got one foot out of the door

and they’re kind of ‘mhm, mhm, mhm, mhm,” you know, as they’re sort of

moving [PT laughing] out the door. And, I mean, that’s something that I never felt
with you, Dr. Lucy. I always felt like when I got in your office and when you
came in your office, you know, we were there. There was no place else to go. [
mean, there isn’t, you know, you weren’t in a hurry.

Similarly, Rose knows that when she shows up for an appointment that Dr. James will

“really be there for me.” He adds, “And she knows that if I am not, I will tell her.
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Because some days I have bad days, some days [ am in a rush, some days I have to cut to
the chase.” Bob describes how Dr. Lorraine is present with him saying, “once she crossed
the threshold she was totally with me and for me. I’ve never been aware when she came
into the room that she was carrying any baggage at all, she was only coming in to see
me.” Dr. Lorraine intentionally prepares herself before entering the room to create space
for the Other and herself. She shares:

When you knock on the door of the patient, you enter into sacred space. You’re
inviting the person to let you in. You’re not barging in. And, so you cross that
threshold. I don’t just go in and right away, I’m present and you have to share
your things. Because if that person’s not ready for that, they’re not inviting me in
and | respect that.

All of the doctors describe being present with patients. Yet, only Dr. Lorraine really goes
into depth about how she experiences presence. For her, presence feels like:

a real deep state of meditation. . . It’s, uh, probably the most profound in its
silence. I do feel it in my body in a sense. | feel like time has stopped. It’s slower.
... My patients who are demented can tell when I’m fully present because their
reaction to me changes. When they’re very agitated, but I’m really, really present
to them—so, there’s no words or anything—it’s that. . . There’s something else
that happens. They calm down. | mean | know it. | know. | know when they’ve
seen my presence, | can tell. So, when patients are talking, | know it because of
the glances. Sometimes | know it because there’s no freneticism. It really is a
stilling. It’s a stilling moment. It knows no boundaries in a sense. There’s not the
boundary of time. . . .There’s no sense of | have something to accomplish. It just
is what it is in the moment. There’s not like, ‘okay, he just told me this, so now |
have to prescribe this.” There’s none of that kind of process, it’s on hold. | can go
in and out of it though, | mean I can have those moments . . .then | can get into
‘okay, well, what | hear from you is x y z. Let’s talk about that.” It’s usually a
realm. And, if I’m [being present] and the other person’s uncomfortable, the body
language is very obvious. So, | just pull back a little bit, you know. It doesn’t
mean I’m not present, but maybe . . . | just kind of soften a little bit or move my
eyes away.

The doctors vary according to how frequently they experience presence in their

work. This difference seems to correspond with how the doctors conceptualize being
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present. Drs. Lorraine and Fatima both state that they are “present with all of [their]
patients.” For them, being present is about being mindful and fully in the moment. As Dr.
Lorraine shares:

Bob and I have had moments of intensity but many times our visits are just okay

you know how’s the blood pressure, how’s your wife, how are the kids, you know

and it doesn’t have to be of the dramatic intensity or an acute visit.
She is still present even if the situation is not intense. In contrast, Dr. James tends to feel
that presence involves a deeper sense of connection. Accordingly, he does not believe it
is possible “to be present with patient after patient. | have 15 minute appointments. They
just come at you like the commercial with the little girl trying to hit the tennis balls back
from the machine.” Nevertheless, he does try to give the best that he can with each
patient and tries to “meld a story with a medical intervention,” which may or may not
include a feeling of presence such as Dr. Lorraine describes. Dr. Lucy tries to be mindful
in each interaction with her patients and yet, saying that deeper connection “doesn’t
happen with everyone.” Drs. Laura and Joan, both surgeons, seem to concur. They do not
talk about presence as much as the other physicians in the study. Instead, they seem to
feel it (or not) and move on with the task at hand.

Weaving together all of the co-researchers’ experiences of relating, working
together, and being present reveals that these processes are interrelated and occur
simultaneously. These three ways that the co-researchers use to “connect” (Drs. Lucy,
Fatima, Lorraine, Laura; Maggie, Pandora) work in conjunction with one another in a
“dance” (Dr. Lorraine) or back and forth process between patients and doctors. As the
pairs balance these three processes, the patients and doctors come to know each Other

and can choose to let a relationship unfold (all). The relationships are shaped by each
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encounter. However, in coming to know one another, this study’s co-researchers all

choose to be in relationship with one another.

Doctor-Patient Relationship: Continuing to Be in Relationship

Once the doctors and patients choose to be partners, a pattern of relating between
the patient and doctor emerges. The energy shifts from the pairs coming to know one
another to the pairs strengthening and deepening their relationship over time. The data
reveal that the ongoing process of relating consists of building on essential qualities needed
for a relationship, evolving how they relate to one another, engaging in mutual reciprocity,
acting in ways that go beyond the script, and describing their relationship as they experi-
ence it now. When combined, these themes illustrate how the doctors and patients continue
to Be together. The capital B indicates what sounds like a different way of Being to the co-
researchers. Each of these themes is summarized in Table 4.6 and is discussed in turn.

In addition, the co-researchers assert that several qualities are essential in
providing a foundation capable of supporting an ongoing, meaningful doctor-patient
relationship (see Table 4.6). Given their importance, it warrants drawing attention to
these qualities, which are undercurrents, discussed explicitly and implicitly throughout
the data representations. All the pairs named trust or respect as an essential element of the
relationship, with five pairs naming both. In addition, four of the pairs emphasized the
importance of seeing the Other as a human, whether doctor or patient. Four pairs also
expressed the need to see the Other in context, which is closely related to seeing the
Other as a human. In collapsing these categories, six out of the seven pairs believe that

seeing the Other is vital. In addition, three pairs name love as an essential quality. Last,
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three pairs discuss being open as crucial. Taken together, these essential qualities serve as
both substance and process for the relationships. Specific examples of each are

represented in the discussion of the remaining themes.
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Table 4.6

Doctor-Patient Data Summary: Continuing to Be in Relationship

Continuing to be in relationship

DR-PT Over Essential Describe
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Relating Over Time: Our “Good Solid Relationship” Has “Evolved so Much” (Rose)

In analyzing the data, how the patients and doctors relate evolves over time.
While all of the doctors believe in partnering with patients as discussed previously,
amongst the patients only Frances and Patty actually start their relationships with Drs.
Fatima and James, respectively, feeling as though they are partners. Instead, the majority
of the patients enter the relationship seeing the doctor as an authority figure (Maggie,
Bob, Rose, David, Pandora) and expert (David, Rose, Pandora). For example, Bob
“didn’t know that a relationship with a doctor was even possible.” Maggie was “scared,”
but needed care. David and Rose knew they needed expert help to continue living their
lives the way they wanted. Pandora, however, normally does enter relationships ready to
partner. Yet, given her grave diagnosis, she was not able to do so. Instead, she explains,
“in the old-fashioned world, patients would just say ‘whatever you think doctor is fine.” It
wasn’t quite that way and yet it was more that way because I needed it to be then.” She
needed the doctor to take charge until she and her husband could “get our sea legs.”

Over time, David, Maggie, Bob, Rose, and Pandora began to shift how they view
their relationship with their doctors. For the most part, their views changed gradually
from seeing the doctor as an “authority” to a “partner.” Frances offers insight into how
this gradual process unfolds. Initially, relationships depend on “the prior experience that
the person has had in relationships. You bring to each experience, experiences that you
have had. . . . You may not verbalize them, but they are internalized.” These experiences
can be overcome or strengthened if the person (doctor or patient) can learn to “open to
the other person” (Frances), recognizing that “a comfortable situation” is needed in order
to “self disclose” (Frances). Patty agrees and says that this process of relating “takes time.
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You gotta work at it . . . and put a little bit of yourself in there.” David adds that he
believes that meaningful doctor-patient relationships are earned:

You just don’t give yourself to them. They’re not going to give themselves to you.

You have to earn that, whatever that is. . . that respect, dignity, your relationship

thing. It takes a while to build. Even though [my family and I] loved her and

respected her from the very first day camp, . . . you’ve got to build on that.
Indeed, through ongoing interactions with their doctors, David, Maggie, Bob, Rose, and
Pandora developed deepening feelings of being “understood” (Maggie, Rose),
“respected” (Bob, Pandora), and “cared for” (Maggie, David). Bob’s reflection represents
this shift in thinking:

I’m pretty slow but [Dr. Lorraine] woke me up finally. She’s melted away that

preconception which I didn’t know | had [that a doctor-patient relationship is not

possible]. I now know I had it. . . ..Now, I can translate my relationship with her
to my relationship with my other doctors.

It is important to note that as the patients’ views change, their needs change.
Therefore, another essential aspect of evolving relationships is recognizing that they are
not static. Instead, the doctors emphasize needing to have “a flexible nature that responds
to the situation that’s present in the room. It’s not just a simple technical transaction; I’m
reading the chart and deciding that you need this or that” (Dr. James). It is “working
together” (Dr. Fatima) and using “a lot of intuition [about] what is it today that Mrs.
Smith needs” (Dr. Lorraine). This indicates that it takes both patient and doctor working
together to address the concern (all). Once a strong working relationship with their doctor
has been established, several patients (David, Maggie, Rose, Patty, Frances) assert that it

is easier to address future medical concerns with the doctors because “[the doctor] knows

me” (Maggie) and “knows my weirdness” (Rose). They have learned how “to work
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together” (Dr. James). Last, Dr. Laura notes how the passing gravity of the situation can

free the relationship to evolve even further. She shares:
Eventually with patients once we get through the real crisis part of it all where we
can just relax and you know have more normal conversations, the level of the
relationship changes a little bit less from ‘I’m the doctor, you’re the patient’ and it
can become more friendly. It’s nice when it gets to that point because | was able
to share with her what | was going through with my mother.

Here, Dr. Laura alludes to a sense of reciprocity and illustrates a deepening sense of

relationship.

Relating in Meaningful Ways: “Reciprocity is Two-Ways” (Frances)

As illustrated in the previous sections, doctors and patients genuinely care for one
another as fellow human beings. Dr. Fatima stresses, “it is mutual caring. The part that |
see is missing from relationships between patients and physicians is that people miss out
and they don’t allow for reciprocity.” Yet, in analyzing the data both within and across
the relationships, each of the pairs in this study do allow for varying degrees and forms of
reciprocity (Drs. Fatima, Lorraine, Laura, Lucy, James), whether they call it by that term
or “giving back to the doctor” (David, Maggie, Frances, Patty, Bob). A closer
examination reveals that reciprocity emerges in the crossroads between the substance the
doctors bring in the form of professional closeness and the substances patients bring, by
seeing the doctor as a fellow human being and caring for the doctor. Reciprocity also
seems to be an undercurrent for the doctor-patient relationship.

Similar to the notion of self-disclosure, reciprocity occurs with varying degrees of
intensity and intimacy. For example, Dr. James further discusses his patient who

recognized his Salvador Dali tie and asked her to e-mail pictures from her trip to the Dali
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museum in Spain. “I gave her my e-mail address being pretty sure after seeing her for 2
years that she wasn’t going to abuse it. She sent me these fantastic pictures that | shared
with [my partner]. It really is back to the days of trading chickens for penicillin. A little
bit of that goes a long way.” The patient in this situation is able to give back to the doctor
in a way that is not intense or too intimate while the doctor shows that he is interested in
her as a person. At the other end of the continuum, Dr. Laura was able to e-mail Pandora
about how her Mom’s cancer “was so similar to how [Pandora’s] was, the hidden bad
cancer” (Dr. Laura). This falls on the other end of the continuum as it reveals how the
doctor shares both an intimate and intense concern.

In seeking out a richer understanding of reciprocity, the data suggests that
reciprocity, and the beliefs about reciprocity, may be undergirding the doctor-patient
relationship. As mentioned earlier, each of the pairs engages in reciprocal behaviors, but
they do not necessarily talk about it. Instead, they speak through their actions and
naturally reciprocate in response to the Other. However, two of the physicians and one
patient talk about reciprocity in depth (Drs. Lorraine, Fatima; Frances). Their reflections
and remarks offer insight into how reciprocity and the inherent issue of power affect the
doctor-patient relationship. Longer passages are included to illustrate the depth,
differences between, and the affects of the two particular viewpoints.

Dr. Fatima and Frances discuss what reciprocity means during their joint
interview:

DR: I’ve always said that when you are always giving, giving, giving, and you

don’t receive, that’s a type of selfishness actually, because you’re depriving the
[other] person that’s giving from having the joy of giving. . .

PT: Um hmm, that’s true.
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DR: .. .and you’re basically saying that things are only, that the power or the
whatever, is going in one direction, but really that reciprocity to me is. . .

PT: Reciprocity is two-ways. . .

DT: [nods yes] It is what makes the relationship special. Ms. Ridley cares about
me as well and asks about me. . . . | would say that the love and care that | receive
is important.

In exploring how she has come to this understanding of reciprocity, Dr. Fatima shares:

When | got sick, my surgeon said to me, ‘Fatima, your arteries are huge, but your
veins are very, very small.” Most times people have problems with their arteries,
but I have problems with my veins. | thought about that a lot and | took that to
mean that | give a lot but that | don’t take very much. | realized that that is a very
selfish thing because what it says is that I’m the only one that can give, but
nobody can give back to me.

Since then, I’ve tried to be a lot better about accepting with grace. | used to make
a big deal and be like ‘oh no, no, | can’t accept this,” whatever it was. But |
realized that people like to reciprocate. That’s part of human dignity—as long as
it isn’t out of proportion. Nobody likes to feel indebted.

When you have these strict rules. . . | mean | understand where that’s coming
from, from a money standpoint. People shouldn’t feel like they should have to
give you anything. However, if they want to give you cookies that they’ve baked
or pray for you, that’s lovely. | think that this fear of reciprocity and allowing
people to reciprocate [in medicine] is behavior totally driven by fear. Maybe
because of the historical relationships between physicians and patients as being
quite hierarchical. | appreciate that and | think that one has to be careful. You
can’t be, you know, reciprocal when somebody is not in the position to be
reciprocal. That’s something that takes time. That’s a relationship. You know, it’s
just like a plant. You can’t put stress on a seedling. You know? And it has to be
equal, you know what | mean? There’re some patients where | can’t do that
because the power dynamics are such because of their mental illness, in particular,
that just doesn’t permit that and it would be inappropriate.

Dr. Fatima tends to be open to self-disclosing and to an appropriate degree of mutual
reciprocity.

In contrast, Dr. Lorraine, “is very firm on boundaries” and limits how much she
self-discloses. During her joint interview with Bob, he expresses concern about what he

sees as over-commitment in her. For Bob, this is an act of caring and a way for him to

178



reciprocate care. Dr. Lorraine understands this and at the same time shares her reflection
in her individual interview:

Later on the phone [after the joint interview], he said that he sees a lot of himself
in me and identifies with me and so he wants to protect me from what he’s done.
That is very nice at one level, but it’s not really healthy for the doctor-patient
relationship. . . .1 need to be concerned about taking care of him. Bob is not there
to heal me. . .. And, | hate to use that word. | am there to provide the opportunity
for healing for him. He’s not there to provide the opportunity for healing for me,
and so it really is one way and there is a power differential. You have to be very,
very careful of that. Bob’s a really good example. We’re both Catholic. . . . He
prayed. | could’ve led a prayer, but no. He was the one that prayed in his tradition,
even though our traditions were similar. . . . Because if | recommend something,
then than that’s coming from the doctor and so maybe because he doesn’t want
me to hurt him, he’s going to accept it. You have to be very careful. You have to
tread very carefully.

Later, in a follow-up to this interview, | clarify what on the surface seems to be a
contradiction between what she says (e.g., firm boundaries, only one direction) and what
she does (e.g., attends a special mass at his church, prayed with Bob) in this particular
relationship. However, she clarifies what she means by her words and her actions in
general, saying:

Dr: The doctor-patient relationship is not equal mutuality.
EM: When you say it’s not equal, do you mean it’s not in the same way?

Dr: Well, . . . you’re my patient and you’re having a really hard time and you’re
sharing something with me. | am feeling something and | immediately need to
share that with you. | would do that if you were my friend, but | would not do that
with my patient. So there isn’t an equal reciprocity. You are there for them. It is
agape love and altruism—you are setting yourself aside. . . .There are many times
that | feel like reciprocating something like that—maybe a reciprocity of love.
And, you’re going to have patients who are angry or hate you and you are still
going to love them. I don’t think with a friendship you would do that. If someone
is really angry, you tell them to stop or walk away, but not with a patient. Only if
they are abusive. If they’re angry and frustrated, that’s where they are at and it’s
not about me.

Later, | seek clarification of the terms mutual, reciprocity, and bitransformation:
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EM: Earlier you mentioned bitransformation, meaning where both you and the
patient transform from the interaction. You talked about how you learn and grow
from the relationships with patients even if you do that later either on your own or
by talking with [your partner] or with colleagues.

Dr: Right, right.

EM: So, let me see if I’ve got this right, bitransformation and reciprocity happen
for you with patients, but it is not in the same way or in the same form as it is for
the patients?

Dr: Exactly. In that sense of reciprocity, absolutely. It’s not equal.
EM: So mutual for you means equal?

Dr: Yeah.

EM: So the issue is really about how mutual reciprocity is defined?

Dr: Yeah. It’s interesting because with some of my patients, | went to a play or
gone to one patient’s home for a Seder. There are times when | am in a social
context with patient, but that is very different than when patients come to the
office. That’s what I’m trying to say.

Drs. Fatima and Lorraine describe different beliefs about reciprocity, which in turn shape
how they engage with patients both in and beyond the doctor’s office. Inherent in these
two examples are also language nuances, which serve to conceal and reveal meaning at
the same time. However, what is most important to this study is recognizing that each of
the doctor-patient pairs reciprocate with one another in ways that vary in intensity and

intimacy out of respect and honor for the Other person, whether patient or doctor.

Beyond the Script

Each of the relationships describes experiences that transcend what is considered
the “normal” script for doctors and patients, where normal refers to the stereotypic
hierarchical power differences, distance, and transactional interactions. Instead, the co-
researchers speak about knowing each other in the context of each other’s lives. These

are shared experiences that are related to, but distinct from, the previously discussed
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illustrations about important actions of the doctors, how the patients care for the doctors,
and how the doctors care for the patients. The primary distinction is that these are
experiences in which the doctor and patient engage together in ways that go beyond the
script inside and outside of the doctor’s office.

Within the doctor’s office or exam room, the data shows two ways that these
doctor-patient relationships differ from the norm. First, the way in which patients and
doctors interact is different. While still mindful of the purpose of the medical visit,
several pairs describe experiences where they are occasionally able to share stories
(David, Patty, Rose, Bob, Frances; Drs. James, Joan, Lorraine, Fatima) with one another.
Shared storytelling allows them to connect with one another, “not just as doctor and
patient, but . . . as a human being to a human being” (Dr. Fatima). This process creates a
richer contextual and felt understanding of the Other. Dr. Lorraine shares, “when the
person is speaking from a place that is very authentic and vice versa, all the gloves are
off. You are just being your raw self.” By “being present” (Maggie) to “what is
happening in that moment” (Dr. Lucy), the patients and doctors respond naturally to one
another, learning more about the Other.

Second, the physicians “prescribe” more than just medications. By knowing
patients in the context of their lives, doctors gain insights into prescriptions for health that
can complement pharmaceuticals, if they are even needed. For example, during the joint
interview, Patty says she wishes that Dr. James and | could see her before her cancer
started. Improvising, Dr. James asks Patty to bring in a few photos to her next
appointment, saying, “since, you’re coming in for a refill, that’ll take two minutes so

we’ll have 13 minutes to look at pictures. I’ll have to sort of whip through them. So,
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don’t bring in the whole box.” Patty laughs and seems excited to do so. Later, in his
individual interview, Dr. James reflects:
She was fine with that [bringing in just a few pictures], you know? It’s not like
I’m shutting her off because the act of looking at herself, learning more about the
story, is actually potentially therapeutic. | wouldn’t be as selfish to say it’s
definitely therapeutic, but it might be. I mean it has probably as good a chance as
working as some of the other treatments we do.
In a similar vein, Dr. Laura offers recipes and Reiki to Pandora. Dr. Fatima, knowing
how important learning and traveling are to Frances, recommends that Frances take
computer classes so she “can travel the world” (Dr. Fatima). Excited by this idea, Frances
and her neighbor are signed up for classes. Here, Dr. Fatima is affecting not only Frances,
but other community members through Frances. There are times when patients are
potentially best served by medication and alternative therapy. Frances shares her story:
Two experiences tore me up, | told [Dr. Fatima] about it. She sat with me,
comforted me, [tears forming], consoled me, and took part of the burden off my
shoulders [tears]. | reacted with insomnia. | just couldn’t sleep and she told me to
write in a journal, which I did. . . . In writing the two experiences, Vivian’s illness
and my granddaughter’s, putting it down on paper, helped to clear my mind |
guess, and | feel an element of relief from it. I’m still having problems with
insomnia, but I do know that medication will help me and writing something
every night. | keep a journal of gratitude also.
By knowing their patients, these examples demonstrate how doctors are able to respond
and offer additional modalities of care.
The data also reveals several examples of interactions between patients and
doctors that go beyond the norm and occur outside of the medical visit and role
altogether. These interactions range from less to more intimacy. Less intimate examples

include “sending Christmas cards to each other” (Maggie) and Bob “edited a book of

mine” (Dr. Lorraine). Mid-levels of intimacy are represented by sharing meals (David,
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Rose; Drs. Joan, James) and speaking to Frances’s club, a group of women who have
been meeting for 60 years, answering questions about health (Dr. Fatima). Even more
intimate, Dr. Lucy attended Maggie’s graduation from nursing school, Bob held a mass
and brunch in celebration of Dr. Lorraine’s mother when she died, Dr. Laura e-mailed
Pandora about her own mother’s eerily similar breast cancer diagnosis, Dr. James
attended Rose’s “Wiccan wedding in my backyard” (Rose), and Maggie attended the
memorial service for Dr. Lucy’s husband. While the doctors and patients engage outside
of the medical visit, it is important to note that they all still respect boundaries. This is
best represented by Maggie, “It’s not like we hang out with the same circles, you know?
But when those important things happen in our lives, you know, I think of her. And I
think she thinks of me. . . .We show up for one another.” Whether in a medical setting or
not, the patients and doctors show up for each other in ways that go beyond the normal

script and which encourage a meaningful relationship.

Relating Today: “I Love You” (Dr. Fatima)

All of the dyads tenderly describe their relationship as it is today (i.e., the time of
the interview) with a palpable energy. All of the relationships in this study are “genuine”
(Frances) and use trust and respect to describe their relationship. Comments that reflect
these attributes include: “he has my best interests at heart” (Patty), “she would not tell me
anything that would be detrimental to my health” (Frances), and “I know that she is doing
the best she can” (Dr. James). The “relationship is very comfortable” (Patty, David,
Frances; Drs. James, Joan, Fatima) and is a “two-way street” (Dr. Joan; David, Maggie,

Frances). The relationship feels “real” for Pandora and Dr. Laura, “sincere” for Frances
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and Dr. Fatima, and ““authentic” for Bob and Dr. Lorraine. The relationships are also
described as “a blessing” (Pandora, Frances; Dr. Laura) and as “grace” (Bob; Dr.
Lorraine).

In examining the data, a distinction emerges between the younger relationships
(approximately 1 year) and the longer relationships (8-25 years). Dr. Laura and Pandora
describe their relationship as a “team” (Pandora), while Patty and Dr. James say, “we’re
partners.” The sense is “you do your part, I’ll do my part, we’ll both try our best” (Dr.
James). The emphasis for these two pairs is on trust, respect, and collaboration. They all
care for the Other. The longer relationships share these sentiments, but go even further,
describing their relationship as “love” (Drs. Joan, Fatima, James, Lorraine, Lucy; David,
Frances, Rose, Bob, Maggie). “Love moves beyond deep respect and trust” (Dr.
Lorraine).

Unique to each pair, love shows itself differently. Dr. Lorraine and Bob “pray for
each other.” Maggie and Dr. Lucy both “show up for the big things in each other’s life.”
Dr. Fatima says simply, “I feel great love for you, Ms. Ridley” and Frances responds, “I
certainly appreciate your love and it’s mutual.” This love is felt not just when things are
going well. Love involves “bearing witness to both the suffering and the joy” (Dr
Lorraine; Drs. James, Fatima). Dr. Lorraine adds, ““You’re not just bearing it, you are
giving love. It’s an act of love. That is where the healing occurs. Bearing witness is about
seeing the suffering and love is about healing.” Several co-researchers go on to describe
the love they feel for the Other as similar to that which they feel for their family (Bob,
David, Frances, Rose; Dr. Fatima). In struggling to name the feelings and describe the

experience of loving and relating in this deeper way, Bob captures many of the co-
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researchers’ sentiments beautifully: “For the most part, I don’t think it’s important
whether these things are labeled or not. What’s more important is the inner relationship
and what’s going on.” In analyzing the data, it is clear that what is felt within and

between the patients and doctors is genuine, mutual, and meaningful.

Being in the Room: My Observations

Inherent in the design of this study is the opportunity to not only interview doctors
and patients about their relationship, but the opportunity to observe the patients and
doctors in relationship with one another as they describe and share insights into their
experiences of relating in meaningful ways. Through bearing witness to their way of
relating in the moment and analyzing field notes, video, snapshots from the video, audio
recordings, and transcripts, richer insights emerge about how the pairs actually relate to
and with one another. When looking within and across all of the joint interviews, a
pattern of relating emerges that consists of three dimensions: opening, engaging with one
another, and parting. Throughout this process, | notice moments when the pairs come
closer together through their words and their actions, as well as times when they move
apart. These moments of varying closeness coupled with the process of relating in the
moment are discussed in turn. Finally, I integrate what they say they do with what I see

them do, both in the moment and in reviewing video footage.

Opening to One Another

Being in the room with the co-researchers, the first dimension of relating that |
witness is how the patients and doctors begin to open to one another through

reconnecting, creating space for one another, and feeling each other out. While written
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sequentially, these three aspects happen simultaneously. The process of opening naturally
unfolds and starts with the very first moment upon seeing the Other. I witness six of the
seven pairs greet. Each pair that | observe meeting reunites with a warm greeting like
“it’s so good to see you” (Dr. Lorraine) or “how are you” (Frances) and a hug. The only
pair that | do not see meet is Dr. Joan and David because they come to the interview
together immediately following a scheduled medical appointment. However, when | ask
how they greet, Dr. Joan says, “we hug.” With the exception of Dr. Joan and David, the
length of time since the pairs last saw each other varies between a few weeks to more
than six months. However, David captures several co-researchers’ sentiments when he
says, “we don’t see each other very often, but it’s somebody that you want to go see.” Dr.
Joan adds that it doesn’t matter how much time passes in between visits. Instead, they
reconnect when the opportunity arises and the patients and doctors in these meaningful
relationships do so with words and touch—a warm welcome and a hug.

Once the pairs reconnect, | start the interview. As | explain in chapter three, |
welcome the duo, share the purpose of the study, use the consent process to build trust,
and set a few boundaries to make the interview as comfortable and as safe a space as
possible. Complementing my efforts, several physicians find ways to make the physical
space more comfortable. For example, Dr. Lorraine notes a quiet electronic “hum in the
room” and asks “is it okay” or bothersome for Bob. Dr. James chooses a room for the
interview that is near a restroom and shows it to Patty to alleviate additional stress should
it be needed. Dr. Lucy offers homemade brownies. In addition to becoming comfortable
with the physical space, all of the patients and doctors create space for the Other and for

me in the interview. Examples of creating space for the Other include: listening, turning
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physically towards the Other, asking each Other questions, and being still while the Other
speaks. These behaviors become even more pronounced as the interviews unfold and will
be illustrated in the next subsection.

The final aspect of opening to the Other is feeling out both the Others and the
interview process itself. This involves sensing the other people and the interview process.
Then, the co-researchers respond to what they perceive naturally, immediately, and with
differing degrees of directness. Each co-researcher feels out their partner and me, the
interviewer. Examples of feeling out how the Other is range from direct questions like
“how are you” (Frances) to observations such as “So is there. . . you’re a little on edge
this morning. Is there anything we can do to help you calm down?” (Dr. James). Dr.
Lorraine feels out Bob and me by saying, “I don’t know how much to share of what
we’ve talked about.” Bob replies, “do,” indicating his comfort with me and the setting,
giving permission to disclose one of the issues that serves to connect him and Dr.
Lorraine.

The process of feeling out the Other is not confined to the beginning of the
interview. Throughout all the interviews, both individual and joint, the co-researchers
seem to be constantly attuning to the Other and the Other’s response. The most common
way of feeling out the Other is the use of “you know.” This phrase seems to be used as a
way of checking in and appears frequently during times when co-researchers are sharing
feelings or trying to make sense of their thoughts and experiences. In addition, the pairs
watch one another closely and seem to take turns, naturally starting and stopping their
comments in accordance with how the other moves. For example, Frances listens to Dr.

Fatima share her feelings of “great love for you.” Dr. Fatima finishes sharing, smiles and
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leans slightly towards Frances. There is a momentary pause as the two smile and hold
each other’s gaze. Then, before responding with words, Frances breaks their gaze, turns
slightly from the doctor towards me, and asks me, “may I respond?” I encourage her to
do so and she turns back towards the doctor, they look each other in the eyes again and
begin to dialogue. This example illustrates how the co-researchers interpret each other’s
body language and words, how they respond to the Other in action and in word, and how
they feel out me and the interview process.

In addition to reconnecting, creating space, and feeling out the situation, each of
the pairs takes a moment to express their feelings about the nature of the interview. The
patients express feeling “excited” (Bob, Maggie), “curious” (Patty, Frances, David), and
“hopeful” (Pandora, Maggie, Rose, Bob) that the findings can help others. The doctors
share that it is “an opportunity to learn” (Dr. James), “to explore something I think is
really important” (Drs. Fatima, Lucy), and “to reflect” (Dr. Lorraine). Overall, the co-
researchers come to the study open to the experience, feeling a mix of curiosity and
anticipation for what is to unfold. Pandora captures the sense best when she says to me
and Dr. Laura, “it’s just an unusual type of interview, so we’ll go forward with whatever
game plan you have.” Dr. Laura nods in agreement adding:

Well I, umm, I always love to talk about my relationships with my patients

because | don’t think there’s anything more special than the relationship of a

surgeon with their patients, you know. You really, umm, to have somebody

willing to be operated on [by] you is, I think, the ultimate of trust.
In this example, Pandora names her curiosity and anticipation about the interview and is

affirmed by Dr. Laura’s response. Dr. Laura deepens the conversation by naming how

important the doctor-patient relationship is to her, which seems to relax both of them.
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Pandora, who completed a radiation treatment immediately prior to the interview,
responds, “if there’s anything from this experience that could be redemptive and can give
something to someone else who might ultimately be in the same shoes, then it’s
something I can do during this time. . . [to] give back.” The interview flows from there.
This illustration represents the process that each pair goes through and highlights the

shared hope for how the study may serve both patients and doctors.

Engaging with One Another: Being in Relationship

Throughout the interviews, the co-researchers engage with one another and with
me through joint storytelling and dialogue. There are distinct moments, however, when
they are in relationship with one another and these moments are coded as reciprocal
dialogue. This code represents moments when the duos are actively engaging with one
another in ways that generate new understanding. Each pair has at least one moment in
the joint interview that satisfies this criterion. Several examples of reciprocal dialogue are
particularly clear and illuminate the nuances of how it feels to be in relationship. These
passages are presented below and are rich representations because of the energy they
convey through not only the words that the pairs use, but also how they respond to one
another. | observe the co-researchers embodying their thoughts and feelings, naturally
using their body and words to move closer and further away from one another. In each
example, the co-researchers glean new insights and meaning. Overall patterns from the
entire data set are discussed following the examples.

The first example of reciprocal dialogue involves Dr. Laura revealing the

uncertainty she felt early on in her relationship with Pandora. This passage begins with
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Pandora explaining how she felt trust coming into her first meeting with Dr. Laura due to
a referral from her highly regarded and trusted gynecologist. This is where the dialogue
picks up:

PT: There was trust there and also, [name] is a top medical center near my home.
She’s the head of the program. [PT gestures to DR while looking at me.] Already,
all of these things were for me, you know, I’m not spending time looking
somewhere else.

DR: Well, 1 didn’t think that you trusted me. [DR crosses her arms tightly holding
elbows, leans back in chair moving away, flushes slightly, tense laugh and smiles;
| sense tension.]

PT: Really? Seriously? [PT reaches arm out towards doctor.] Oh, no. Not my
nature, I’m not really automatically trusting. [DR still smiling, loosens the cross
of her arms.] But, no, I had a high level going in, but secondly I didn’t want to
take, | didn’t want to waste time which | felt we didn’t maybe have. [DR nods, PT
looks at me while DR sits still and watches PT] . . . At that point, you know, after
I did my PET scan which would examine whether it had spread even beyond the
lymph nodes, | think everyone thought the jury was out on that and | certainly did.
You know, we weren’t interested in losing a lot of time, and no, my trust level
was quite high, in fact, [PT now looks at DR] I remember saying, “I trust you.”

DR: Well, 1 got the sense that your husband would have liked a second opinion.
[DR gestures with one hand to PT, then places arms lightly on lap.]

PT: Oh really? [PT and DR hold each other’s gaze.]

DR: And, yes, | did. | definitely felt that.

PT: We talked about it. [DR nods.]

DR: And he, he to me—I think he was just in shock to be honest.
PT: Yeah, yeah. [PT nods.]

DR: And so it’s very difficult to read someone who’s in shock [DR breaks gaze
with PT, looks at me.] I couldn’t get a good read on him. [DR turns back to PT.]
But, umm, 1 felt like he almost would have benefited from a second opinion
which is why | brought it up.

PT: We talked about that so explicitly for about a total of five minutes. [PT now
looks at me.] First of all let me back up and say my husband’s an attorney.

DR: Oh?! [PT now looks at DR; they hold each other’s gaze.]
PT: Yeah.

DR: That explains a lot! I didn’t know! [DR leans in and gestures toward PT.]
Isn’t that crazy? [Both laugh.]
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PT: Oh? Yeah. [Both smile at one another, laughing. The sense of tension is
gone.] Andso...

DR: I didn’t know.
PT: Oh yeah.

DR: Now I understand everything. [DR bends right arm at elbow gesturing up in
the arm that she understands, both still laughing.]

Maggie and Dr. Lucy provide the second illustration and show how new meaning
can emerge in dialogue many years after a situation occurs. As introduced earlier, Dr.
Lucy misjudged the situation when Maggie was delivering her second baby. This
dialogue shows the pair in relationship as they reflect on their reflections about what

happened after the incident.

PT: [ remember you saying to me [PT glances at DR then looks at me, DR
watches PT, leaning slightly forward, eyebrows raised, hands clasped], and again,
you know, I just felt like she was saying it in complete honesty—that if I had to
do that again, I would not have done it the same way. [ would have done
something different.” [DR nods, PT glances at DR then turns to me] I knew that
she was telling me the truth, if we could have predicted how it was going to go,
she would not have done it that way. [DR and PT hold each other’s gaze]

DR: And, you know, the plan was I was going to go in and get the placenta, pull it
out and it was done. [PT nods] And it was too sticky. [DR looks up towards
ceiling] You have to make sure you get it all, because otherwise people get
infected and bleed. [DR looks at me, pulls jacket tighter, looks at ceiling then
back to me] And I went back you know, I kept getting tissue and so then [DR
turns and looks directly in PT’s eyes] I went back in again and finally, I did quit.
[PT nods; DR and PT hold gaze]

PT: I know.
DR: I did quit because it was clearly going way too far. . . .

PT: Oh, and some of the things I said! [PT looks up, shaking head side to side,
DR laughs]

DR: Whatever is said in labor goes schwoop right over my head [DR gestures up
and over head, both laugh, tension | sense is lightened]. . . . [DR turns to me, PT
sits still and watches DR] My view of it is when something happens like that, you
have to talk about it. And sometimes a couple of times, [DR looks at PT, they
hold gaze] we had enough of a relationship that we didn’t have to beat it to death,
but—[PT nods]
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PT: No. Well, you know, | wondered after that because of some of the language |
used [in the delivery room]. Because, | would never talk to you like that. [PT and
DR laugh, PT crosses arms on table, PT looks at me, DR looks down at table then
watches PT] . . . When you’re in that much pain, and you know,. . . herrrreee it
comes again. [DR nods] It’s like I just want it to stop, you know. . . .But, and if
you can imagine [PT reaches out and puts hand on DR’s arm] how hard to me
thinking back on it, think OK it was hard for me, [PT looks at me, DR looks down
at table and eats a brownie] but how hard was it for DR because she knew she that
she had to do this, and she knew she was putting you through hell here. . . . But,
then, I don’t know if I worried about it. [PT looks at DR then at me] | might have
worried that | hurt our relationship by the way | behaved in that situation [DR
shakes head no] and the things | said [PT speaks tentatively, DR listening
attentively]. But, | don’t worry about it anymore [PT smiles], if | ever did! [PT
laughs]

DR: Yeah, and you know, and | worry too, [DR and PT hold gaze] that maybe
that would . . . at that point we weren’t thinking that we were . . . you were going
to have another baby. But you know, | didn’t want you to think badly of me
because 1’d been torturing you. [DR looks directly at PT, PT laughs]

PT: It was torture. [both laugh]

DR: That’s why | say that. [DR looks at me] Because | do recognize—and, you
know, I think sometimes, like you said, [DR turns and touches PT’s arm] very
generously, that doctors are people and we do make errors in judgment. [DR
looks down at table to PT to me; PT sits still and watches DR] But I think the
important thing is to . . . to acknowledge it, apologize for it, and then . . . but then
to try and explain your thinking. [PT nods] Because no doctor goes in thinking,
‘oh, I think I’ll just torture this woman by . . . going into her uterus multiple times
without any anesthesia.” [DR looks at PT, PT laughs and nods head more
vigorously] And so | think it helps, and I also think that, if a doctor makes a
mistake, that, that the most important thing a doctor can do is sit down and try and
analyze ‘now why did | do that, because it clearly wasn’t the right thing.” [DR
looks at me and back to PT] And it’s not to show blame. [PT nods] But just to
kind of get to where you were thinking and what you were doing, so that you can
avoid getting yourself in that position again. So. . . [DR trails off, pregnant pause]

PT: And we probably would have been in that same position with [third baby]
had we not —had, you know—[PT and DR hold gaze, not speaking, yet nodding,
pause]

DR: Well, I wouldn’t have done, | wouldn’t—well, you know, you brought it up,
but I wouldn 't have put you through that again.

PT: No, I know. Are you sure you it wasn’t you that brought it up?
DR: No, you brought it up. You started bringing it up—{[both smile, nod heads]
PT: ‘What if the placenta doesn’t come?’
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DR: You started saying ‘about the placenta’ and I said, ‘no, I already know’ . . .
and | had an answer ready, that we weren 't doing that again. [DR moves her arms
emphasizing no, both laugh and smile]

PT: Yeah, we weren’t doing that again. We had a plan. [PT breaks gaze and looks
at me]

As this incident comes up in the interview, I sense the difficulty through the slight shifts
in body position in both Dr. Lucy and Maggie and I have a flash of concern about
opening an old wound. However, the concern dissipates almost as quickly as it arises as
the pair chooses to continue engaging. They appear to speak honestly, respectfully, and
faster. They are getting it out and seem relieved at the end of this exchange, which I
observe through their speech slowing back to the pace before this part of the dialogue,
they smile and laugh, their postures relax, and they hold each other’s gaze longer.
Revisiting this painful experience in the manner in which they do seems to clear the air,
affirm their relationship, and show how they clearly value one another.
During Maggie’s individual interview, she reflects on these five and a half

minutes of the joint interview sharing, “a lot of that stuff we really haven’t talked about.
... The thing that happened when [my daughter] was born was so uncomfortable. That
was probably the most in depth that we’ve ever talked about it.” Instead, after the
incident, she and Dr. Lucy did discuss it. However, given the trust that they had already
established before that moment and the intensity of the experience itself, they quickly
acknowledged that it was not going to happen again and reached a degree of
understanding that met their respective needs at that moment in time and then moved on.
Maggie shares that she always felt that Dr. Lucy had learned from that moment and yet,
hearing the doctor’s reflections appears to give Maggie an even greater sense of comfort
and affirmation.
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Finally, Bob and Dr. Lorraine illustrate how new meaning is constituted and
unfolds in the present moment. Bob reveals a perception and the doctor disagrees. Their
dialogue is a continuation of a conversation they were having earlier the morning of the
interview.

PT: The e-mail | sent you yesterday about what is the patient’s responsibility in
the patient-doctor relationship, you poo-poo’ed it when I mentioned it on the
phone this morning. [PT crosses legs away from DR]

DR: I didn’t. [DR rocks back, cocking head slightly to her left. Furrows her
eyebrows.]

PT: Well, you s— [PT laughs] no you, I . ..

DR: When did I poo-poo it? [DR eases at PT’s laugh, leans back in, folds hands
together in front, eyebrows no longer furrowed]

PT: Well, you poo-poo’d that | had anything else to do that | wasn’t doing or
something like—’cause | said, ‘what should I do that I’m not doing, or what
shouldn’t I do that I am doing or how can | do something differently than what |
am.” [DR listening fully, sits very still, DR and PT hold gaze] Umm, and I think, 1
think as a patient | should be aware of having responsibility in the doctor-patient
relationship.

DR: So, what | said is ‘you’re really good at that and knowing your responsibility
and taking care of yourself. [DR leans even more forward and has a calm tone]
You’re a good example of that of someone who takes a great deal of
responsibility.’

PT: Well, that was poo-pooing.

DR: In—including the bio, psycho, social, spiritual model, which I just love [DR
laughs, leans back, and smiles]. You felt poo-poo’ed? [DR leans back in]

PT: Well, no not poo-poo’ed in a poo-poo way [PT playful tone, both laugh] but
sort of . . . [DR arms open, relaxes hands; DR and PT hold each other’s gaze] You
wouldn’t accept the fact that | recognized a responsibility, | think.

DR: No, no, I did.
PT: Oh you did?

DR: Absolutely, [PT sighs an “ah”] No I, | mean that’s, I think. . . how to say this.
... I don’t know that patients—I think patients can change their outcome, if
they’re engaged and responsible in their care, but not always. | don’t want the
message to be that if you have cancer you can get cured of cancer only by what
you do yourself. I mean that’s not the case. But, in relationships, it’s—I think
people do better when they’re engaged in their own health. That’s what | meant
when | said earlier about how I really see you as someone that’s very engaged in
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your care. . . . Remember when | would suggest that you cut down salt or increase
exercise, the next visit, you’d have a specific plan that you implemented. That’s
pretty engaged. That’s taking a lot of responsibility. [PT nods]

PT: It took me a year to get around to the relaxation response though.

DR: But on the other hand you prayed. You know, | mean the relaxation response
is a name of a technique, but you were doing other things that loosely fit under
that. ...

When examining all of the passages coded as reciprocal dialogue, several patterns
emerge. First, each passage includes a revelation, which often is a feeling and/or thought
that has never been explicitly stated until this point in time. Depending on the nature of
the feeling, the patients and doctors move closer or further away from one another. If the
situation is uncomfortable, I notice that the tendency is to move away or put up a “block”
of crossed arms or legs. If something arises that seems to be particularly heartfelt, the co-
researchers lean in closer to one another and often physically touch, even if only for a
split second. For example, when Frances shares how she prayed for Dr. Fatima upon the
doctor’s breast cancer diagnosis, Dr. Fatima reaches out and holds Frances’s hand.
Pandora reaches for Dr. Laura. Dr. Lucy touches Maggie’s arm and vice versa. In
contrast, Bob crossed his legs immediately prior to sharing his concern that Dr. Lorraine
is overcommitted. The co-researchers seem to move naturally without thought given to
how they are sitting and engaging.

Second, the doctors and patients are able to sustain the intensity of the dialogue
for several minutes. However, at some point, the intensity seems to be lessened by one of
four things: 1) at least one person in the pair laughs (e.g., Pandora saying her husband is a
lawyer, Bob’s joke about poo-poo); 2) language shifts between first and third person

(e.g., Maggie saying directly to Dr. Lucy “l would never talk to you like that” and then
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switching to third person, “how hard was it for DR because she knew she that she had to
do this, and she knew she was putting you through hell here.”); 3) the co-researchers shift
their gaze to me rather than the Other; and 4) one person dismisses or makes light of her
or his comment (e.g., Maggie saying “I don’t worry about it anymore if I ever did.”).

Third, after the intensity is lightened, the pairs re-engage and seem to be more
open as they carry on with the dialogue, genuinely curious in posture and tone, seeking to
understand the experience for the Other. | observe these changes by seeing postures
soften, legs uncross, and hearing voices and tones that are less tense. For example, Dr.
Lorraine and Bob go on to speak about other ways that Bob has taken responsibility for
his health. Pandora and Dr. Laura take a moment talking about lawyers and then re-
engage about Pandora’s care. After the initial revelation and engagement, all of the pairs
show this sense of lightening and re-engage in the dialogue with less felt tension.

Fourth, each dialogue—even those where conflict is addressed—end by coming
back together in some way that reestablishes or reaffirms one another and their
relationship. The co-researchers may or may not come to agreement. Nevertheless, they
still show respect for the Other and for their relationship. For example, in the earlier
illustration of conflict around the colostomy, Patty and Dr. James do not necessarily
agree, but they talk about how they have developed greater respect and trust for one
another. Dr. Laura and Pandora go on to talk about how they worked together on a plan
for treating Pandora’s breast cancer. Maggie and Dr. Lucy share how they learned from
the incident and how they worked together to deliver Maggie’s third baby without

complications. In analyzing all of the reciprocal dialogue passages, a clear pattern of
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relating emerges that consists of revealing, engaging, lightening the intensity, re-

engaging, and affirming.

Semantic Interpretations

Throughout the process of opening and especially engaging in relationship, |
notice several particular words used by the co-researchers. Given this is a hermeneutic
study, additional attention to the language and, more importantly, the semantic
interpretations is warranted as language and how language is interpreted by the other
creates both distance and closeness between patients and doctors, as well as speaks to
overall care.

In analysis, language affects doctor-patient relationships in direct and indirect
ways, serving to draw the doctor and patient together or apart. The co-researchers note
that language is often used without much thought given to its underlying meaning or felt
response (Drs. James, Lucy, Lorraine, Fatima; Maggie). For example, doctors can create
distance by using terms like “manipulating” (Dr. Lucy), “non-compliant” (Dr. Lucy), or
“drug-seeking” (Maggie, Rose, Patty). Manipulating, for example, “implies that
somebody’s scheming to do this. And most of these people, they’re just doing what
they’ve learned to do to get what they need” (Dr. Lucy). By seeing a patient in this light,
it can raise a barrier or create distance with the doctor (Dr. Lucy). Another term that
creates distance is “non-compliance.” Dr. Lucy explains the prevalent attitude among
doctors who, “like the patients that do what we want them to. And if they don’t do what
we want them to, then they’re doing something wrong.” Dr. Lucy then laughs at the

absurdity of that idea, clearly not believing that patients are wrong. Instead, she and all of
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the doctors in this study emphasize to some degree the importance of understanding what
a particular patient is experiencing. “You have to look really carefully at why something
isn’t happening. There are stories like patients not taking their pills because they didn’t
know how to read” (Dr. Lucy). “Drug-seeking: is another term that can label patients and
affect care (Patty, Rose). For instance, if a nurse who Maggie is supervising labels a
patient as drug seeking, Maggie asks :
“What makes you think that?” “Well, she, you know, she’s asking for her pain
medicine, and she doesn’t look like she’s in pain to me.” And I say, “Well, OK.
So, you’re making a determination of whether or not she’s in pain. So, if she was
grimacing, then you would feel like she wasn’t drug-seeking, or if she was crying,
or if she was moaning, or if she was you know, huddled up like that?” . . . Maybe

pain is that to you, but that doesn’t mean that pain is that to her. And I think that
is something that is very hard, for people to learn.

The co-researchers emphasize that the onus is on doctors to be particularly
mindful of the language that they are using. Doctors need to “pay attention to language
and to restructure [some] terms” (Dr. James) because the language can conceal and reveal
underlying beliefs. For example, Dr. James and Rose talk about “hand-holding” and
“comfort care.” As Dr. James says:

We talk about hand holding like it’s a, a kind of giving up. Well, this patient just

needs a little hand-holding, you know, like that’s not real medicine. (PT: But it

is.) Or we say, “oh, we’re putting the patient on comfort care,” which means we
failed. Well, why isn’t every patient on comfort care? That’s a good thing,
comfort care. And the way we demean patients by saying so and so is a diabetic.

Well, they’re actually more than a diabetic, they’re a person with diabetes—even

those little distinctions or saying that this patient failed chemotherapy. Well, no.

Chemotherapy failed the patient. But, we say the patient failed chemotherapy.

What kind of a way to talk is that?

Rather than “devalue those parts of medical treatment” (Dr. James) like hand-holding and

comfort care, doctors have an opportunity to care for patients by caring for the patients.

This way of caring for patients of which Dr. James speaks is reflected in how Dr. Fatima
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practices. She says, “whenever | am doing a pelvic exam, [l say], ‘it looks healthy, looks
normal, looks clean.’ | always use that kind of language when I’m describing what | see.”
Doing so is both honest and helps the patient feel more comfortable about the process.
Dr. Lucy also has learned about the importance of semantic interpretation. She offers this
illustration:

One of the things | learned early on is, | used to ask patients if the pregnancy was

planned. And they go, “Oh no, | want it! | want the baby!”. . . “was it planned?”

[got] translated into not wanting it or something. And so | rephrased it. Now, [l

ask], “is this a pregnancy that we were trying for or was it one those oops kind of

things?”’
By “pay[ing] attention to language” (Dr. James), the doctors are able to minimize barriers
between themselves and patients. As Dr. Lucy goes on to say, “if you use more neutral
terms [rather than manipulating, non-compliance, even planned], it doesn’t make them
[defensive]. It puts a different—(trails off)” energy into the relationship, providing a
common ground from which to “partner” (all).

Language also speaks to medical care in general. Dr. Lorraine says, “I hate the
word provider. Provider is a business term. Patient is different, patient is one who suffers
and for us to be in that relationship, I think our system is really working against this.” For
her, the language of provider creates distance from patients and does not reflect the
nature of the work to which she “feel[s] a profound calling.” Dr. James talks about the
medical home movement arguing that:

Calling it a “medical home” doesn’t make it not a doctor’s office, it’s a doctor’s

office. And, the medical home movement talks about your primary care doctor, as

if everybody understands what that means. But, if you say your “(primary care)
doctor,” that means family doctor and general internist, but if you say “primary

(care doctor),” like who’s the doctor that cares the most for you, that’s not

necessarily the same thing. And, your perception of and you might, you will find
this if you talk to Dr. Joan and Dr. Lucy that despite the fact that they’re super
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specialists, there are patients who think they’re their primary care doctor, the
“primary” care doctor. They’re the doctor that primarily cares for them, more than
other doctors they’ve met. So, you don’t need to be a (primary care) doctor to do
that, you just have to have certain qualities of thinking and interacting that make
you the primary (care doctor).

Dr. Fatima expresses sentiments that seem to affirm Dr. James’s insights sharing that:

A healer can be in any type of setting. . . . We use it in the context of medicine but
it’s much broader than that. Somebody who’s in pain from any psychic,
emotional, physical, mental, whatever, and a healer is somebody that helps to in
some way unburden, relieve, cure whatever words you want to use. And that’s
what a healer is like. I think for me, healing attempts to connote a more holistic
approach that it’s the whole person that’s being, you know, that’s healing. You’re
not just treating a symptom but you’re actually in treating the symptom, you’re
actually helping to heal the whole person.

Thus, the language the doctors use, with its inherent beliefs and values, speaks to the very
way in which the doctors open and engage in relationship with patients.

Finally, another insight concerning language emerges in dialogue with Dr. James
and his life partner (“LP”). Given the richness of the insight, I include part of the
dialogue here:

DR: [One of my mentors gave me this advice], ‘don’t follow your mentors,
follow what your mentors followed . . . and remember your journey’s not to [the
East] or [West], it’s to heaven, how’s it going?’

LP: I mean that’s a language outside of the language and what it does is it just
sets off these resonances in the person.

Later, in true dialectic fashion, the role of language is revisited.

LP: The language uncovers the kind of timeless and universal undercurrent in
every conversation. No matter how specific, you feel not alone really because you
feel heard on a level that is not just individual. I know people say they feel like
numbers, but I think what they really want is to feel like. . . . what they’re going
through [is] as people have gone through and that this has a kind of mythical and
larger dimension than either the numeric or the individual. There’s something
about the tides of life and whatever they’re struggling with, kind of it, it’s sort of
an added dignity. I think, a sense of meaning, you know, you don’t just have a
scary white blood count. There’s some kind of meaning. . . .
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| remember when a friend who was diagnosed with prostate cancer said that, in an
uncharacteristic phrase, that “he felt the finger of God upon him.” Maybe that’s
just peculiar to him or a certain class of person, but there’s something about when
James talks about stories and he mentioned that the thing that [his mentor] wrote
him about “well you’re on your way to heaven, how’s it going,” there’s
something quite umm, there’s a different feeling that enters the room. I would call
it maybe not just “real” to quote your surgeon, but hyper-real, it’s real and then
something.

DR: Well it’s a combination of the individual experience and the universal
experience of being alive and one thing Patty said was that she, she was hoping
that people would say “oh, I’ve seen this before, 1’ve heard this before.” That’s
very reassuring, and even if you’re talking about their emotional state, that it’s a
way of saying, “I haven’t lived it but | understand it.” The difference between
empathy and sympathy.

This dialogue shows how semantics can serve to connect patients, doctors, and the

unknown.

Parting: Reflections and Prospects

After opening and engaging with one another, all of the pairs also go through a
parting process that involves reflecting and affirming one another. This parting process
seems to honor the courage each co-researcher displays in the interview and also serves
to normalize or ease the transition of their relationship from the interview to their next
visit.

The dyads reflect on the interview and their relationship. Several pairs revisit
ideas or feelings that were shared earlier in the interview. For example, Rose mentions
“auditioning” Dr. James, who expresses curiosity about, “how I passed, whether it took a
month or a year.” While initially raised in a tongue-in-cheek manner, at the end of the
interview Dr. James revisits the notion of auditioning and says, “I think we always are

actually. I think we’re hearing even a marriage is an ongoing audition. And if there’s a
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baseline level of trust you can deal with things that might sabotage a shorter or less
trusting relationship.” Another pair revisits feelings that emerged and also parts of the
experience they had forgotten. Dr. Laura and Pandora share:

DR: | didn’t mean to cry. [Both laugh]
PT: That really surprised me.

DR: | really tried not to, but you know. Uh, you know my mother now [DR
laughs]. Umm, you know, it’s nice to hear that just me coming by talking in the
recovery room was helpful.

PT: Huge, huge.

DR: You know | had forgotten about that.

The last bit of this exchange between Pandora and Dr. Laura also represents how the
interview provides all of the co-researchers with the opportunity to learn what is
important to the Other and how their actions affected the Other.

The co-researchers also reflect on how their relationships naturally develop. None
of the pairs reveal that they anticipated the rich relationship that they now experience
with the Other. Instead, by coming to know and continuing to Be with one another, all of
the pairs experience a meaningful relationship with each Other. For example, Bob offers:

| don’t think either one of us realize it, but I think [our relationship] started from

the first time we met. Well it was total—that first hour with her was totally unique

in my lifelong experience with doctors and what | knew of doctors. And, I’m

pretty sure | said it to you [Dr. Lorraine], and I still feel it that in this time, she’s

probably saved my life. Now, | don’t know how. | don’t know how to describe
what you did that saved my life, but it’s, that’s the level of the relationship as |
see it.

Maggie reflects:

I really didn’t consciously think about, I never thought that, you know, we were

forming something that would last 25 years. But it just kind of, it just happens

naturally, it feels like. The whole [relationship] is kind of so subtle that it’s hard

to put you know, exact reasons or why to things that happened. You know cause it
just kind of formed. You just sort of realize that this is pretty cool. I’m really
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excited about going and seeing Dr. Lucy today, and it’s just really the feeling that

you get, you know.

Many of the co-researchers share Bob and Maggie’s sentiments. The experience is
felt, but not named per se. As David says, “l knew everything that was going to be said. It
just needed to be verbalized.” Dr. Joan agrees. There seems to be an unspoken, but felt
understanding of valuing one another. Bob goes on to reflect about his experience of the
joint interview:

It’s been a great, great, great joy for me because 1’ve never had the opportunity to

speak both as lengthily and as heartfully with you and hear you say so many

beautiful things, so it um, vastly beyond my fondest hopes. | mean | was looking
forward to it, but I was looking forward to it | guess more in an intellectual level
than | was in a heart level and I, I’ve been surprised by joy.

Dr. Lorraine responds:

And what’s interesting about what you just said is you don’t necessarily need the

words cause it’s not like we’ve had these conv—I mean we’ve said things to each

other—we love each other or whatever, you know—but, we haven’t neces—, as
you said, heard me say these things or you say some things, you know. And, and

yet, I’ve known all of this, and you’ve probably known all of this so this. . . .

We’ve felt it.

At some level of awareness, all the pairs know that their relationship is meaningful. Yet,
by participating in the interview, all of the pairs now know explicitly what they knew
implicitly.

In two cases, the particular relationships shared by co-researchers in this study
affect more than just the immediate pairs. As mentioned earlier, Bob now takes what he
has learned and experienced with Dr. Lorraine to his other relationships with doctors.
Similarly, Dr. Fatima reflects on what she has learned through the research process and

the ripples that positive relationships have:

Can I tell you, there are a lot of surprises for me [from the joint interview]. I
mean, you know, that’s a special relationship that I’ve always known it for a long
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time, I’ve always cherished it. But, to hear that | was being brought up, you know
as an agenda item [at PT’s club meetings], was very interesting to me. | think it
also speaks to her really because she’s so smart, and she’s such a leader and just
how powerful the relationship is, a positive relationship is, and what the halo
effects are.
By being open to and engaging with one another, Bob and Dr. Fatima suggest learning to
relate in this way goes beyond the particular doctor-patient relationship and can actually
affect the other relationships in a person’s life, whether patient or doctor.

To close, each pair finds ways to affirm one another and their relationship. For
example, Dr. Fatima expresses her gratitude for Frances saying, “for me it’s about having
really the honor and the opportunity to have a wise woman in my life, almost like a . .
.life godmother, who I really have the honor of serving.” Dr. James tells both Rose and
Patty how he appreciates each of them. Later, in his individual interview, he
acknowledges that:

One of the jobs [doctors] don’t do well, because we don’t think of it very often, is

to tell people what’s right with them. We all see our job as to figure out

everything that’s wrong with the person and ‘you’ve got this risk factor, that
abnormal lab, your vitamin D level is low, your family history puts you at risk for
osteoporosis.” People go out like terrified, you know. | try as a discipline at every
visit to say at least one positive statement about what | think somebody has done
really well or what they’re good at or why it’s fun to see them. It’s the science and
the interpersonal stuff.
Patty says she appreciates the “kudos and props” Dr. James has given her and says, “it
lets me know | need to keep doing what I’'m doing.” Pandora and Frances say the Other is
“a blessing.” Maggie and Dr. Lucy affirm their relationship saying “we’ve decided we’re
not going to lose touch.” In their own way, all the patients and doctors affirm the Other.

The process of reflecting and acknowledging one another and what the Other has

shared during the interview lightens the feel of the interview. While I ask several
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questions to bring closure to the interview, each of the pairs naturally finds their own
closure to the experience. There are two shifts in attention. First, | notice that after my
final question each pair shifts their attention to prospects for the study. The doctors and
patients offer hope that what they have shared “might benefit other patient-doctor
relationships” (Pandora, all). Second, I notice that the pairs begin to talk about other
things such as literature (Rose, Dr. James), the bus (Frances, Dr. Fatima), carving
pumpkins (Maggie, Dr. Lucy), and “that was fun” (Dr. Lorraine, Bob). These shifts in
attention appear to allow the pairs to transition from interview to their usual pattern of

relating.

Integrating What They Say and What They Do

Overall, the co-researchers’ awareness about how they relate to and with one
another aligns with how | observe them being together. Nonetheless, in analyzing the
data, there are two areas where | notice subtle differences. The first area involves
affectively charged moments for both patients and doctors. The second area pertains to
the physicians and how they integrate who they are with their work. Each of these areas
will be discussed in turn, followed by final observations about the data.

Affect. The data clearly shows that patients and doctors affect one another. What
is less clear is the extent to which each person is aware of being affected by the Other.
All of the interviews have an affective energy, which, as a witness, | could also feel in the
moment. Yet, when reading the transcripts alone, the language does not always convey
the richness embedded in the shaky voice, hurried glance, warm smile, or deep belly

laugh. These examples of affect communicate as much to the Other as the words that are
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being said. While the Other seems to naturally respond, often mirroring the gesture or
facial expression, there is not sufficient data to determine the extent to which the co-
researchers are aware that they are being affected in the moment.

In addition, the meaning of various expressions of emotion may not be fully
understood or apparent. For example, the following is an exchange between Pandora and
Dr. Laura:

PT: Well, I just will say that from the beginning I have used the word “blessed.” I
feel blessed to have come here, I . . .I really just do | feel the hand of God was in
bringing me to this place and to this doctor and to the whole team, so . . . | felt
very fortunate. [PT looks at me]

DR: And I have felt just so badly that you’ve had to go through all this. [tears
forming, voice shakes a bit, DR looks at PT]

PT: Oh well, you know. [PT looks down at hands]
DR: What can you do? [wiping tears, voice steady, pause]
PT: That’s right other people go through so much worse. [PT now looks at DR]

DR: It’s funny | feel badly for my mom and she’s totally fine, you know. I’m all
worried about her, and she’s fine. ‘Looking like a skinned chicken,” she says. [DR
laughs] Isn’t that fabulous? So, umm, you know | almost never cry, you know.
[DR looks at me] You can’t when you’re doing this—cry to a patient, but once in
awhile | get to.

PT: Now I’ll cry. ..
In her individual interview, Pandora becomes teary as she reflects on this particularly
touching part of the joint interview saying, “I appreciated that as a doctor, when she sees
so much of it, you know, just to be able to experience regret on behalf of a patient I think
is pretty phenomenal because | can imagine there must be umm, something inside that
just makes you steel yourself against too much identifying with it because you would
then be rendered useless almost.” The tears are for her Self and for the doctor. Another
example of tears occurs in the joint interview with Dr. Fatima and Frances. Frances has

tears form when she talks about how Dr. Fatima’s breast cancer could have had a
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different outcome. In her individual interview, she reveals that the doctor is only a few
years younger than her daughter and that the same thing could happen to her daughter.
Thinking of both evoked tears. Regardless of what the feeling is, all of the co-researchers
respond affectively whether or not they are aware of it.

Complexities in Doctoring: Integrating Self and Work. In analyzing the data,
the physicians overall understand themselves and Others. What remains somewhat
elusive from the earlier presentation of the data, however, is the complexity doctors
experience at the crossroads of Self and Work. Examples of these complexities
correspond with feeling vulnerable, intimate, and dissonance between who one is and
how one should be.

Vulnerability in this study primarily emerges from the degree to which co-
researchers self-disclose during the interviews. The interview process invites co-
researchers to share their experiences so long as they feel comfortable to do so. All of the
co-researchers are free to choose the degree to which they wish to share. For instance, Dr.
James chooses to go deep and shares his reflections that the joint interviews “were pretty
bold and explicit in some ways and pretty, pretty vulnerable.” By sharing, one opens
one’s Self to another. He goes on later to share how “being empathetic often means
revealing your feelings and just following stuff along.” By “following stuff along” (Dr.
James), one pays attention and this again reveals what one values. Dr. Lorraine agrees,
noticing that the “level of sharing back and forth was very new and kind of a little
intimate.” While all of the co-researchers reveal new feelings, insights, or thoughts in
their joint interview, the doctors seem mindful of how their words may affect the patient

co-researchers.
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Intimacy is another complex area which is shaped by who the doctors are as
people and as physicians. All of the co-researchers understand that intimacy is about
being close with someone. Dr. Lorraine speaks in depth about the need for clear
boundaries between doctors and patients. At the same time, however, she is willing to go
deep with patients. In hearing their stories, she is affected and in turn affects the patients.
The challenge is in maintaining firm boundaries when touching on “existential issues”
(Dr. James). Dr. Lorraine shares:

| try to [teach boundaries] now with the students. If you’re over-solicitous, ‘oh

I’m so sorry. I’m so sorry you’re having such a hard time’, then you’re going to

smother the person. If you’re like this [arms crossed, disinterested] cause you’re

protecting yourself, I understand. You sort of have to be in between that, and it’s
learning that in between position of ‘I’m getting affected, this hurts me a little.

I’m sad, but it’s not about me. It’s about the person.” I’m going to hold that space

and then know when to close the boundary, knowing not to take it home, um, not

to internalize it or make it your own.
Upholding this space involves navigating one’s own feelings and the role that one has “of
serving” (Drs. Lorraine, Fatima, Lucy) others. Crossing a boundary, leaves Dr. Lorraine
“feeling uncomfortable, wanting not to see the patient again, and thinking ‘okay wait. . .
I’m going to need to figure out how to draw some boundaries.’” The difficulty for her lies
in balancing the experiences of “it’s very gratifying to let people in. | feel much more
fulfilled as a person” with the times where it is “uncomfortable to sit with what doesn’t
feel good when a patient is really suffering.” In letting patients into one’s life, one is
affected by the patients to the degree one lets the patients in. In other words, letting
patients in is letting patients in.

Exploring intimacy more deeply, this study conceptualizes intimacy as being able

to fully be your Self with another person. The co-researchers describe this sense of
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intimacy as nothing sexual; rather, it is about seeing and being seen. Yet, seeing another
in pain is difficult, as alluded to by Dr. Lorraine. Dr. Lucy digs even deeper, offering a
poignant example of how the practice of medicine has evolved to focus more on the
needs of patients. Previously, women who lost their baby prior to or during a full-term
delivery were not allowed to hold or often even see their dead babies. Doctors feared it
would be too upsetting. Dr. Lucy, however, shares one of her insights about bearing
witness to such an intimate moment and how practice is changing:
When somebody [i.e., Dr] says they are not doing something because they want to
protect a person [i.e., Pt] from pain, it’s almost always that they are protecting
themselves. What people used to be protecting themselves from is they couldn’t
stand to see a woman clutch her dead baby and sob her heart out. It was too
painful for them to see it. | mean, this was unconscious. They really thought they
were doing a favor for the woman. I think you really just have to be. . .you just
have to let their grief be.
Before | was pregnant with my own daughter, I thought it was horrible that the
baby died and it was awful and | felt sorry for people. Then, there was one night |
was on call and, you know, I’m standing there feeling my daughter kick me and
this woman is clutching. . .you know, she was clutching her dead baby and
sobbing. And her baby was the same gestational age as | had. It was like
somebody had kicked me in the stomach. | mean, just oh my God. This is worse
than I could ever think about. And then of course when she was born it was even
more so. . . That connection, | mean this is my baby. . .
By witnessing this particular woman’s loss and grief, Dr. Lucy is changed. In bearing
witness to a very intimate moment, Dr. Lucy deepens her awareness, understanding, and
compassion. The patient, however, may never know how this moment of intimacy
affected others regardless of whether the others are actively involved in that moment or
simply on the periphery observing.

The final distinction | note in the data is an occasional dissonance when who one

is as a person feels less aligned with who one feels one should be as a doctor. Several
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doctors describe subtle moments of awareness of themselves countering their own beliefs
about how a doctor should be, as well as the cultural norms and roles within medicine
(e.g., professional standards about how one should act) (Drs. Lucy, James, Lorraine,
Laura). Stated differently, these are brief moments of discomfort which the doctors notice
and then must find ways to address. Breaking out of these set roles can be difficult. For
example, Dr. Lorraine shares the delicate “dance” of intimacy in caring for patients while
maintaining boundaries that “make it safe for yourself and for the patient.” Dr. Lucy
reflects on role and boundaries, as well, commenting how:

One time, |1 wondered whether or not it was appropriate for me to send a
sympathy card to somebody whose baby had died. And then, I got to thinking,
‘oh, for Pete’s sake. Who’s gonna get upset because you write ‘em a card saying
you’re sorry their baby died?’

...Bringing up my grief for them is just not appropriate. | need to deal with it. It’s
true. 1 grieve, you know, and, that’s part of it. | need to deal with that myself. And
if, when I’'m talking to them, it’s apparent that I’m sad, that’s fine. But, | don’t
need to bring it up. It can’t be about you. It has to be about the patient. And it’s
very tricky, sometimes. And motivations are really tricky sometimes. You have to
stop and think, now, who am | really doing this for? Like | said, people can really
fool themselves into thinking they’re doing it for the patient. But, it’s really for
their discomfort.

Dr. Lucy touches on the feeling of discomfort. Discomfort is one of the feelings
that sparks awareness and reflection for the co-researchers. For example, Dr. James
observes that medicine is:

.. .highly improvisational, which is not comfortable for most doctors. | mean
there’s a certain way of doing this: let’s get your past medical history, let’s take
the history of your present illness, your allergies, let’s review your systems.
Somehow, if you impose that structure on any given medical situation, you’ll
come out with a differential diagnosis that is what you’re supposed to do and have
a treatment plan. . . . It’s not that comfortable for me to improvise either, but I do
enjoy it and that may be the difference. I find it more interesting to not really
know what’s going to happen and not be completely in the total comfort zone of a
ritual.
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Discomfort appears to call for greater “mindfulness” (Dr. Lucy), creating space for
improvisation, as well as to engage with what may ultimately be healing for patients (Dr.
Fatima).

Finally, the data shows several examples of how emotion can trigger dissonance
between how one feels and who one feels one should be as a doctor. For example, in her
individual interview, Dr. Laura and | explore emotion and how it affects her work as a
surgeon often caring for patients with cancer. | notice an apparent tension between her
comment that “emotion is not supposed to be present” and yet, the tears are real:

| was a little frustrated that | started crying [during the joint interview] you know.

.. Because um, you know | hate for her to know how worried | am about her, you,

you just—they need you, | think patients need—of course she’s so smart, she

knows. But, um, I don’t like. . . I don’t do this for my mother either, she needs me
to be strong, right?
For her, the tears show “how bad it really is” rather than showing how much she cares or
that she sees how the Other is hurting. At the same time, there are moments where Dr.
Laura feels “totally fine” about crying with a patient. For instance:
You know, it’s funny | just cried with a patient today cause she had a very very
bad reoccurrence and it was a combination of things. One was we were worried it
was a different kind of cancer that really has no treatment, so there was a little bit
of relief there, but also just feeling badly for what she had to go through and um
and you know but I I actually I wasn’t upset that | did then, so I don’t know, who
knows what it is.
Her comfort with showing emotion and tears, in particular, varies from situation to
situation. The overriding concern of hers is “if you start crying, you can never stop.” She
sees “horrible, horrible cases” every day and “we know it’s not our fault, but um, if you

start crying, you just might never stop.” Dr. Laura is attuned to her relationships with

patients, constantly balancing how much “I start letting myself relate, you know,. . . how
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I would feel” with knowing when that degree of relating “becomes then almost too
difficult. . . so it’s easier to keep it at a little bit different level.” Each example of
dissonance illustrates how the doctors in this study navigate the unscripted interplay

between what it means to be human and be a doctor at the same time.

Overall Final Reflections

The co-researchers in this study represent the essence of human experience. The
practice of medicine is both science and art, the “combination of my love of science and
my love as human beings” (Dr. Fatima). Pandora describes the doctor-patient
relationship, “well, it’s not always perfect, but at the same time | think we can always get
to perfect because we can communicate. And, there’s a team approach.” By working
together, the doctors and patients learn from and with one another. Each person continues
to “learn and expand one’s horizons” (Frances), recognizing that “we need each other”
(Dr. Joan). As the pairs reflect on this particular research experience, Dr. Laura and
Pandora articulate how they feel:

PT: This has been pretty easy, straight-forward.
DR: I thought it was easier than | expected.

PT: Yeah, same here. It’s such an unusual thing, you know, you agree to do it and
then it’s like, well, how is this really going to happen, and how, how will it
progress.

DR: And | was like an hour and a half?
PT: Yeah, yeah!

DR: Are you kidding me? But | think that you telling ahead of time, “well, we’re
booked for an hour and a half, but it’ll end whenever it ends,” that’s helpful.
‘Cause | was like what are we going to talk about for an hour and a half? But, it’s
been an hour and a half!

PT: Has it really?
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Hearing this reflection from Dr. Laura and Pandora, Dr. James adds:
There is something there. If you open the door, there’s a lot of stuff in that room
that people can talk about, even crusty old surgeons. We have the archetypes of
people, ‘surgeons don’t like to talk, they just like to go in the operating room and
cut on things,” but whatever it is you’re talking about, once people realize that it is
something and they’ve experienced it either as a doctor or a patient, they seem to
find a lot to talk about.

Indeed, the patients and doctors share how they experience meaningful relationships.

Frances reminds us, “It’s from you. You start. If you run into a person who is cold most

of the time, they change if they see you are sincere, feel that you are sincere.” Dr. Fatima

agrees. “It is about making a connection and that’s what makes me feel most alive. It is

being fully present, making that human connection, not as a physician-patient, but as a

human being.”

Synthesis of Results

The data for this study is both rich and dense. After completing four generations
of coding and writing up the results, | engage in a final level of analysis that involves a
fifth generation of coding. In this final pass through the data, | apply theoretical codes to
the data, including the aforementioned themes and subthemes. This final step serves as a
bridge for connecting the understanding and insights that | have gleaned from this study
with that which is presented in the existing scientific body of knowledge. | offer Table
4.7 as an integration of the various themes and subthemes in a way that allows the data to
be more accessible, while at the same time reflecting the complexity of this study and
bridging it to the published literature. This summary table and an overall discussion of

the findings lay at the heart of chapter 5.
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Table 4.7

Synthesis of Results

Major
themes

Themes

Example data

Substance (Components)

“Being really comfortable in your own skin.”

1. Embodied | self “Be really honest in knowing who you are.” “I
mind Seeing others am what [ am.” “She’s real.” “We are all in this
together.” “be present.”

“Opening up as much as possible.” “It takes
2. Ways of | Responsibilities two people.” “Be totally honest.” “Meld a story
engaging Important actions with a medical intervention.” “We are

partners.”

“Close encounters of the third kind” “You can’t
3.Selfand | Self be present for others if you don’t know how to
Other Seeing Others be present for yourself.” “Another soul.” “Know
awareness thyself.” “Even your doctor is human.” “having

a presence.”

4. Dynamic Other’s affect on you I understand [the doctor’s] part, but I”nfed ’
Cco- . somebody to understand my part, too.” “We’re
Professional closeness . s
emergence working together.
5. Love and | Professional closeness I's just a way of being. You don’t switch on
. . and switch off. You just are.” “I love you.
well-Being | Caring for the Other . N
caring for who another is.
Process (Organization)
. Initial Meeting “We just clicked.” “You just know that it is.”
1. being . .
A Essential Qualities Respect. Trust. Love. See other as a human.
(biologic) . « »
Reconnecting How are you?
Key C_onnectlon Trust. Respect. Now partners. “shook my
Defining Moments > cevnr a ’
. hand.” “We’ve learned a lot from my case.
: Conflict e 1 <o )
2. Doing - . It’s so good to see you.” “We don’t see each
Essential Qualities o,
. . other very often, but it’s somebody that you
Relating over time s
. want to go see.
Reconnecting
3. Embodied Defining Moments “The first meeting.” “love from the get-go.” “I
Iéarnin Conflict lied to you.” “I didn’t think you trusted me.” “I
g Engaging with one another | worried about that.”
Making relationships work | “We are partners.” “presence” “relate not as
Relating in meaningful ways | doctor-patient, but as human beings.” “pray for
4. Enacting | Beyond the script each other.” “Reciprocity is two-ways.” “It’s
Engaging with one another | mutual caring.” “We embrace.” “tell patients
Parting what’s right with them.” “cookbook”
Relating over time “I called you at home.” “Bob offered a Mass in
Relating in meaningful ways | her name.” “Open to the Other.” “We have a real
5. Being Beyond the script good relationship. . . . It’s evolved.” “I love

Relating today
Parting

you.” “We show up for one another.” “I care.”
“love from . . . the get-go.”
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CHAPTER 5:

FINDINGS, CONCLUSIONS, AND IMPLICATIONS

We shall not cease from exploration
And the end of all our exploring
Will be to arrive where we started
And know the place for the first time.
(Eliot, 1943, p. 59)

Eliot’s words illuminate the process of hermeneutic research and portend the next
step for this study, which involves a circling back to “arrive where we started and know
the place for the first time” (p. 59). This study begins with the assertion that the doctor-
patient relationship is vital to health. In-formed by previous research and theory about the
importance of the doctor-patient relationship on health and well-being, this study
recognizes the gap in the existing literature about how doctors and patients are in
relationship with one another in ways that foster health and a sense of wholeness in each.
Thus, the purpose of this study is to address this gap by offering a systematic exploration
of how doctors and patients relate in meaningful ways. By mindfully addressing the
primary research question about how people experience Self and Other in a meaningful
relationship, new understanding emerges about the novelty, subtlety, and complexity of
intersubjective experience. Combining a hermeneutic phenomenological research
methodology with the enactive approach provides a unique, dynamic lens through which
to view this phenomenon. In looking through this lens, this chapter: (a) discusses major
findings gleaned from the data collection, analysis, and results articulated in chapters 3

and 4; (b) details an emergent model of enacting loving relationships; (c) revisits the

purpose of and questions posed in this study; (d) provides major conclusions gleaned
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from the findings; (e) offers implications for future theory, research, and practice; and (f)

closes with a final reflection.

Major Findings

Evident from chapter 4, this study’s data is ample and rich, offering numerous
findings. However, given this study’s focus on the experience of Self and Other relating
in meaningful ways, the scope of this discussion is limited to that which is most germane
to the purpose and aims of this study. To bridge the results of this study with the existing
scientific body of knowledge, | conducted a fifth generation of coding applying
theoretical codes as the final stage of data analysis. In synthesizing and evaluating all of
the codes and results, | discovered that the substance and process of enacting meaningful
relationships operate with complementarity (Harrington & Zajonc, 2006). The substance
shapes the process while at the same time the process shapes the substance (Varela &
Depraz, 2003). Stated differently, the five major substances or components (Maturana &
Varela, 1980) of relating consist of: (1) the embodied mind; (2) ways of engaging; (3)
awareness of Self and Other; (4) dynamic co-emergence; and, (5) love and well-Being.
These substances correspond respectively with the five major processes of relating.
Relating in biological terms is called organizing (Maturana & Varela, 1980), where
organization indicates the relationship that exists between the components. The five
processes include: (1) being; (2) doing; (3) embodied learning; (4) enacting; and, (5)
Being. Recognizing that substance and process operate with complementarity, co-exist,
and co-emerge, they are discussed as integrated findings. These major findings are

presented in Table 5.1 and are followed by a brief discussion of each.
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Table 5.1

Major Findings

Major | Image Process Substance Description
Findings # (organization) |(components) (organization and components)
being 1 being (biologic) Embodied Physically being present and encountering another
(biologic): Initial meeting mind person. Mostly pre-reflective. We do not think
Embodied Essential self about who we are, we just exist. See(k) answers to
mind qualities Seeing underlying questions. Initial foundation for a
Reconnecting others pattern of relating that reflects the extent to which
respect, trust, love are felt within and for each
other. Each meeting is grounded in the present
moment. Focus on identifying a concern.
Doing: 2,3 | Doing Ways of Building on the initial foundation, the pairs begin
Ways of Key connection engaging to interact uncovering the purpose for the
engaging Defining Responsi- encounter. This includes the medical history.
moments bilities Neither, one, or both people may be open to the
Conflict Important other. Tends to be transactional until both are
Essential actions open. The pair continues to feel one another out as
qualities the pattern of relating becomes clearer. Shift to
Relating over reflexivity—both non-verbal and verbal. In role.
time Over time the pair may open to a more
Reconnecting transformative way of relating. Focus on treating.
Embodied | 3,4 | Embodied Self and One or both people have a presence, knowing Self
learning: learning Other and Other; seeing and being seen. I-Thou. The pair
Self and Defining awareness | learns about one’s Self in relation to the Other.
Other moments Self Reflexivity—both non-verbal and verbal. Become
awareness Conflict Seeing aware of who one is in relation to the Other human
Engaging with Others being. Treating and healing.
one another
Enacting: | 4,5,6 | Enacting Dynamic co- | I-Thou. We. Self and Other dialogue and
Dynamic Making relation- emergence | collaborate such that the pair’s way of relating (4)
co- ships work Other’s moves to connecting (5) and even being loving
emergence Relating in affect on (6). By being fully present and having presence,
meaningful you being seen and seeing, the most appropriate
ways Professional | course of care emerges naturally through the
Beyond the script | closeness course of relating in ever deeper ways that
Engaging with respects the autonomy of each and yet, shows the
one another interconnection between the two. Focus on
Parting healing and treating.
Being: 6,7,8 | Being Love and I-Thou. Self and Other are transformed through
Love and Relating over well-Being | the manner of being loved and loving the Other in
well- time Professional | a deep “caring for who another is.” A mutual
Being Relating in closeness sense of love, trust, respect. The pairs leave the
meaningful Caring for encounter feeling more whole and affirmed
ways the Other through the interaction. Interbeing. They begin to

Beyond the script
Relating today
Parting

internalize the experience and integrate that into
who they are. Focus on healing and treating.
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being (Biologic): Embodied Mind

The data confirms that doctors and patients are embodied minds who are being
(biologically speaking) themselves. For example, in reflecting on how she interacted with
Dr. Lucy during their initial meetings, Maggie says, “I never really consciously thought
about it.” Instead, she came to the encounter as she was, presenting what she needed
(e.g., to have a safe, healthy baby). All of the co-researchers come to the encounter being
who they are. In turn, they relate autonomically (Varela, 1991) with one another. It is not
a “put-on thing” (Frances). Rather, they naturally respond to the other biological being
that is there with them. Their interactions are shaped by the context in which they meet
and they do so often pre-reflectively (Stern, 2009). Even though they may or may not be
aware of how they are affecting and being affected by the other, their encounters are full
of affect, whether positive, negative, or ambivalent. “One experiences one’s body both as
object and as subject” (Torrance, 2006, p.364). They sense affect—that of their own and
of the other—and this energy (Croswell & Gajjar, 2007) enters into the pattern of relating
and affects cognition (Colombetti & Thompson, 2007; Thompson, 2007). From the
enactive approach, cognition involves sense-making (De Jaegher, 2006), where doctors
and patients actively generate and sustain themselves bringing forth that which has value
and meaning to them (Thompson & Stapleton, 2009).

By being who they are as embodied minds, animated beings (Sheets-Johnstone,
2010), and bringing forth what they value (Thompson & Stapleton, 2009) in that moment,
the doctor and patient meet (Buber, 1970). “Meaning and experience are created by, or
enacted through, the continuous reciprocal interaction of the brain, the body, and the
world” (Colombetti & Thompson, 2007, p. 56). In meeting, what and how doctors and
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patients think is affected by how they feel and how they feel is affected by what they
perceive and think (Varela et al., 1991; Thompson, 2007). The essential question in
meeting is, “do you see me as | am or am | as you see me?” When being (biologically),
the answer is “I am regardless of how or if you see me.” Each person is a self and
responds to the mere being of the other. In Buber’s (1970) language, this is an I-It
relation. By physically moving and encountering the world, we come to know the world,

shaping our experience.

Doing: Ways of Engaging

The general purpose of a medical encounter is to address a health concern, which
includes disease, illness, and suffering (Chen, 2007; Kane, 2003; Miller & Crabtree,
2005; Remen, 1996). The patient comes to the encounter as a biological being who has
decided to address the concern and takes active steps to access care. The patient needs the
skills and expertise of the doctor while the doctor needs the patient in order to put into
practice his or her skills and expertise. As Dr. Joan says, “We need them [i.e., the
patients] just as much as they need us.” They meet one another as biological beings in
role (i.e., patient, doctor). How they meet in the process of “doing” medicine (e.g.,
medical history) shapes how the relationship between the two unfolds. This meeting is
directly and indirectly affected by the previous experiences, learning, values, biases,
stereotypes, cultural norms, and systemic constraints that each person embodies.

The data shows that by doing (i.e., focus on practicing medicine in that moment
of meeting), the pairs utilize ways of engaging one another that allows the health concern

to be addressed and treated. They also can choose to shift from interacting in a
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transactional manner to a more transformational manner. By inviting one another to
engage in a transformational manner, doctors and patients begin to open and present each
other with opportunities to learn (Maturana & Varela, 1980) by doing medicine together.
Learning does not happen automatically; rather, it is an intentional, interpretive,
reflective, and an imaginative act (Maturana & Verden-Zoller, 2008; Maturana & Varela,
1998; Herda, 1999; Mezirow, 2000). Without reflecting (Stern, 2009), the pairs can
reinforce stereotypical ideas of the other. Or, by being open, curious, vulnerable, and
revealing, they can learn about the other in ways that anticipates one’s awareness of not
only self and other or I-It (Buber, 1970), but also of Self and Other or I-Thou (Buber,
1970). In other words, how the pairs “do” medicine, affects their relationship. To revisit
the essential question posed in meeting, “do you see me as [ am or am I as you see me?,”
the response when acting in and from the process of doing is “if and when you see me, |
am.” You may or may not see me, but when you do, there is the potential for me “to not
just be a number” (Patty). Now, the opportunity emerges for the doctor-patient

relationship to go beyond prescribed social roles and allow both to be fully human.

Embodied Learning: Awareness of Self and Other

Foreshadowed by the process of “doing,” doctors and patients may truly meet
(Buber, 1970) and encounter (Van Kaam, 1970) one another. To meet authentically
(Palmer, 2004) allows doctors and patients to learn about Self, Other, and Self-Other. The
ability to see Self and Other occurs through the process of embodied learning. The

patients and doctors become aware (Depraz et al., 2003; O’Rourke, 2009), reflect (Stern,
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2009), and enact (Thompson, 2007) how they see their Selves, the Other, and their Selves
in relation to the Other.

This notion of Self-Other reflects the deepest sense of relationship, which
uncovers and allows learning to transpire regarding the “unseen connections between
what were previously thought to be separate entities” (Wheatley, 2006, p.11). The data
reveals how the patients and doctors came to see themselves as “connected” (Pandora)
and in relationship with one another. These findings reflect that life is interdependent
(Bohm, 1980; Maturana & Varela, 1998; Thompson, 2007). As mentioned earlier, several
patients speak of feeling like a number where they were not seen (Rose, David, Patty,
Frances). These experiences of I-It relations can threaten the vitality of a person (Bohm,
1980; Capra, 1996; Senge et al., 2005; Wheatley, 2006), especially when patients are
seeking not just a cure or treatment, but want to have their truth acknowledged (Palmer,
2009; Williamson, 2011) and to enact healing (Chen, 2007; Scott et al., 2008; Weil,
2009). The patients want to be truly seen by the doctors. Seeing, in this way, cannot be
done from a distance (Remen, 2005). As Levinas (1961/2000) says, “the eyes break
through the mask™ (p. 66). Self is connected to Other and seeing the suffering of another
calls for attention. “Attention is attention to something, because it is attention to
someone” (Levinas, 1961/200, p. 99). It is to attend to another. The root of attend comes
from Old French and means, “to take care of, wait upon; be present at” (Heritage
Dictionary, 1991, p. 139). By attending to another with one’s full Self, is to take care of
and wait for the Other to present if they so choose (Palmer, 2004).

In the context of this study, doctor and patient attend to one another. The patient

needs the doctor’s skills and expertise; while the doctor needs the patient with whom to
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practice. Together, they learn how to heal and treat suffering. In embodying learning, the
pair’s response changes yet again to the essential question, “do you see me as [ am or am
I as you see me?” When fully embodying learning, the response is, “you see me as | am
and | am as you see me. And, | see you as you are and you are as I see you.” Self and
Other meet. This is the essence of interaction (Gallagher, 2005), genuine meeting (Buber,
1958; Kramer, 2003), the intersubjective (White, 2008), the between (Buber, 1970),
space between (Josselson, 1992), connection (De Jaegher, 2006), connectedness (Miner-
Williams, 2007), interbeing (Nhat Hanh, 1998; Varela, 1999b), belonging (Block, 2008;
O’Donohue, 1999), and encounter (van Kaam, 1966). There is no fragmentation (Bohm,
1980; Palmer, 1993, 2004). Rather than simply being present, both doctor and patient

have a presence.

Enacting: Dynamic Co-emergence

Through embodied learning, the co-researchers begin to enact their relationships
by relating to and with one another as I-Thou (Buber, 1970). Relating in this way creates
the space (Dr. Lorraine) needed for new meaning to be created by the pair (dynamic co-
emergence). Examples of dynamic co-emergence are abundant in this study. In looking
more closely at how the pairs enact their relationship, it turns out that the relationships in
this study are good not just because the doctor decided so. Rather, what makes them good
is that they involve the doctor and the patient working together to create the space for
healing and mutual well-Being to emerge. Notice that well-Being has a capital B. By

relating as Self and Other, the dyads are able to fully Be who they are. Thus, well-Being
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connotes a richer felt experience than well-being (e.g., who | am as a biological being is
well).

When situating the findings from this study with the existing literature, it becomes
clear that meaning is not transported between people (De Jaegher, 2009). Rather,
meaning emerges through relationships with others (Wheatley, 2006), including
interactions (De Jaegher & Froese, 2009) and a “sense of connectedness” (Jantsch, 1980,
p. 309). This sense of connectedness is what Maturana and Varela (1980) call structural
coupling and it occurs at the fold between the perceived felt experience (the emotioning)
and the cognition (the languaging). Patients and doctors navigate the “fold” through
embodied learning, creating new meaning. By relating as I-Thou (Buber, 1970) or Self
and Other, the dyads enact their relationship, continuing to learn and deepening their
connection with one another. Both continue to affect and are affected by the Other,
especially as they see and are seen by the Other. How they relate varies according to the
degree to which they feel they can reveal who they are in a particular moment. In other
words, there are varying degrees of vulnerability and revelation that affect the felt sense
of relating, connecting, and loving the Other. They continue to see and be seen for who
they are. The data shows that by trusting, respecting, and caring for one another, the
appropriate course of care for the patient’s particular health concern naturally emerges.
Due to the genuine care and concern for the Other, focus is on the Other, tending to focus

energy on healing, which may involve several modes of treatment.
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Being: Love and Well-Being

The most striking finding in this study is how all of the co-researcher pairs show
love for one another. This finding is particularly revealing and uncovers a truth that was
present, but was not brought to the foreground of awareness in such a direct way until the
interview (Nakkula & Ravitch, 1998). Many of the pairs, “already knew it. . . . It just
needed to be verbalized” (David). This finding contributes to the existing literature, as
well as reveals that new meaning and understanding emerges by Being in relation with
other people.

More specifically, the love the co-researchers describe is a “deep caring for who
another is” (Dr. James). This way of loving is about creating space for the Other to Be
with you (Maturana & Verden-Zollar, 1998) and about “saying yes to belonging”
(Steindl-Rast, 1991, p.57). All of the pairs demonstrate mutual respect and trust. They
care for and are cared by the Other. The way of showing caring is not always in the same
exact way (Dr. Lorraine); however, there is a deeper undercurrent of “reciprocity” (Dr.
Fatima) that is “about relating as a human being to another human being” (Dr. Joan). Poet
John O’Donohue (2004) says, “love is the deepest language and presence of soul” (p. 11).
Self and Other are genuinely meeting and Being love. Although, the data shows a range
of comfort with love, all the pairs are loving in how they relate to and with one another.
However, only the relationships that are longer than a year old verbalize the word “love.”
The data reveals that the pairs show love towards one another through their embodied
interactions before they may be aware or verbalize (if ever) their feeling of love.

When Self and Other can Be together in genuine ways, the possibility for
experiencing love emerges. By loving and receiving love, both Self and Other experience
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a sense of healing and well-Being. While uncommon (especially in light of the existing
literature), this way of relating is particularly meaningful to both patients and doctors.
Once a pair has connected in this way, they seem to smoothly, effortlessly, and naturally
shift in and out of this deeper way of relating. Loving may have varying degrees of
intensity depending on the concern warranting the encounter. For example, Dr. Lorraine
and Bob express love for each other through their words and how they act towards one
another. They share that this love is always present when they meet. Sometimes their
visits address concerns that tap into existential issues and other visits are more “routine.”
Yet, they are open to being changed by the Other. Being open to “mutual transformation
requires letting go and becoming vulnerable” (Nakkula & Ravitch, 1998, p. 87). This is a
“dance” (Dr. Lorraine), where patients and doctors respond and enact their relationship
by Being who they are together. In looking at the data, what matters most is how patients
and doctors are Being their Selves with one another that encourages or discourages such
meaningful relationships to emerge—relationships where both doctors and patients

experience love, a sense of wholeness, and well-Being.

Visualizing the Process of Enacting Loving Relationships

As the aphorism says, “a picture is worth a thousand words.” Words, in the form
of prose, often conceal as much as they reveal (Heidegger, 1971). This becomes even
more apparent when examining the root of “prose,” which stems from prosa in Latin,
meaning “straightforward” or direct (Heritage Dictionary, 1991, p. 994). The process of
relating is often anything but straightforward or linear. Instead, relating in ways that enact

a loving relationship involves both dynamic co-emergence and circular causality.
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Relationships are constantly being constituted moment by moment. This way of relating
IS a process that cannot be predicted or controlled (Suchman, 2011, Wheatley & Kellner-
Rogers, 1999). Thus, visual imagery offers another lens through which to see and to get a
feel for the constitutive process of enacting loving relationships, expanding
understanding beyond the limitations of words alone.

In-formed by and emerging from the data, | created a model of enacting loving
relationships that see(k)s this felt experience. Models often appear to be static, linear
progressions of development with fixed components. For this study, however, the term
“model” is only meant to focus attention on the entire complex process of relating. As the
findings indicate, relationships depend less on who is involved, but more on how the
people involved can and do relate to and with one another in meaningful ways. How the
pair relates affects the felt experience, as well as the potential realization for each to love,
be loved, and feel a sense of well-Being. The visual model presented in Figure 5.1
reflects the various ways in which individuals relate and the essence for cultivating a
loving relationship. However, before exploring the components of the model, it is first

helpful to explore the context and manner from which the model emerged.

How the Model Emerged

One of the difficulties for co-researchers in this study was articulating their felt
experiences of sharing a meaningful relationship within the context of medicine. The co-
researchers were “at a loss for words” and struggled to find language that adequately
communicated the depth, texture, and feeling of their experiences of relating in a way that

they truly see and are seen by the Other. Instead, they embodied their re-collections of
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these experiences, as well as expressed what they felt in the moment of the joint
interview while in relationship with the Other. Through their embodied responses—both
present-moment and remembrances of the past—and their words, they communicated
warmth and a deepening sense of positive energy with and towards the Other. The pairs
smiled at one another more deeply, they held each other’s gaze longer, and they radiated
a calm, positive energy that | could feel as an outsider. | began drawing and coloring
various images to reflect their experiences of connecting.

The image that most resonated with my interpretation and understanding of the
experience are candle flames. After arriving at an image that most closely resembled the
experience of connecting, | began to unpack the image by using the data to see how the
co-researchers arrived at connecting in such meaningful ways, as well as extended the
drawings based on how the co-researchers felt while and after they relate(d) with one
another. Through this process, I created the “emergent model of enacting loving
relationships” as a means to visualize a meta-understanding of the felt experience of

relating in meaningful ways.

Symbolism of Flames

In reflecting on the meaning of the flames, I discovered that the flames can serve
as a metaphor for the process of Self and Other in relationship. Flames, like humans, need
oxygen to breathe and survive. As the breath changes, the flame dances. Within each
flame is a core, the source of the energy and the heart of the fire. It is at this core that the
flame is at its hottest and purest form. As the flame moves away from source, the flame

gets cooler and may change color depending on what it comes into contact with from the
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environment. As the environment changes, so does the flame. The flame flickers,
continuously adapting and never exactly the same as it was. The flames are the
expression of the essence of fire.

Fiery flames can be both destructive and constructive at the same time. Flames
can burn, destroying life. At the same time, flames can heat the crucible, clearing a way
for new growth to emerge. For example, across the tall grass prairies in Kansas,
intentional fires are set in the spring to clear out brush that may strangle and suffocate the
very life and ecosystem of the prairie. Showing resilience and balance, life is both
destroyed and created in the same moment. Death must come for new life to emerge.
Finally, when bringing two flames together, the essential cores remain distinct while the
flames dance, grow in strength and increase in their intensity when brought together. Like
the flames, so it is with humans relating in meaningful ways. We can come together in
ways that allows our respective lights to shine brighter and stronger than if we burn in
isolation. Like the fire, we are dying and living at the same time, never knowing when

our flame will be extinguished.

Emerging Model of Enacting Loving Relationships (ELR)

Emerging from the data is a process for enacting love and well-Being in
relationships for both Self and Other. Enacting relationships involve a pattern of relating
influenced by circular causality and emerges in the moment as each person shapes and is
shaped by the other. Hence, every encounter is unique and each encounter affects and is
affected by each person’s sense of embodied learning. Each meeting serves to confirm

(i.e., things stay the same), deepen, or challenge what is known about the other (or Other)
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and what it means to be in relationship with this particular person. The purpose of this
model (see Figure 5.1) is to draw attention to the various ways in which relating is
cultivated. While each image is numbered, the process is not a linear sequence that
always begins with image number one. For example, a pair that has known each other for
a long time may enter a new encounter with the Other at a different place in the process
of relating than a pair for whom it is their first meeting. Hence, the numbers are simply a
means for me to focus your attention when describing the components of the model.
Also, the patient and doctor can be either flame in this model. Each mode of relating

reflects a way of engaging with the other and is described in turn.
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Figure 5.1. Emerging model of enacting loving relationships.
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1. being

The relationships in this study begin with biological being (i.e.,
/\ model image #1). Each person naturally embodies their thoughts,
) ) feelings and experiences in any given moment. This sense of
Figure 5.2. being.
biological being is grounded in the present moment and serves as a

foundation for all modes of relating.

2. Doing

Model image #2 reflects coming into contact with another
/ U ) person. In this image, the red flame is gesturing to the other in
£ TR S an effort to create a space and invite the other to be in
Figure 5.3. Doing. relationship. However, the yellow flame is not open to this
possibility and a barrier prevents this interaction from being more than doing, a routine
transaction. In leaving this I-1t interaction, previous biases, assumptions, and beliefs may
be reinforced in each flame. It is important to note that a patient can be open and the

doctor not open (e.g., David’s example) and vice versa. However, the onus for creating

space and inviting the other is on the person with greater positional power.

3. Opening
) Model image #3 reflects the yellow flame accepting the red
N flame’s invitation and begins to open to the other. Both flames
7N

begin to create space for relating. This sense of creating space is

Figure 5.4. Opening.  represented by the upward facing arcs. Conflict may arise in
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coming to know the other. How the pair works through the conflict affects whether they
develop a richer understanding of the Other beginning to relate or if they shift back to

doing and re-establish barriers between them.

4. Relating
Model image #4 illustrates how the two individuals begin to
) relate with one another. They move closer towards one another
v
£ TN N and they begin to work together to create and hold a space for

Figure 5.5. Relating.  the relationship to unfold. The pairs learn and become aware of

who they are in relation to the Other.

5. Connecting

Model image #5 shows how the two individuals begin to

) connect, truly seeing the Other and being seen by the Other.
v
r .~ This way of connecting reflects a way of Being one’s Self in the

Figure 5.6. Connecting. presence of the Other. The pairs go beyond scripted roles and

instead engage one another as human beings, enacting healing

by how they are Being with one another. Healing emerges and a sense of well-Being is

created.
6. Loving
' Model image #6 reflects the experience of inter-Being. Each
\\\Q person is loved and is loving towards the Other. This experience
F

. ) of love respects the essence of each person and at the same time
Figure 5.7. Loving.
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connects them to a larger, more universal and even transcendent experience. It is “the
Divine in me seeing the Divine in you” and a “sense that we are all connected. We are
one.” Like in connecting, healing is enacted through the manner in which they are Being

with one another. Healing emerges and a sense of well-Being is created.

7. Internalizing

: Model image #7 illustrates how the pair begins to internalize
!/ the experience of loving and being loved in this encounter.
72X N

Each person is affected by the Other and is transformed by the
Figure 5.8. Internalizing. ) ] ]
experience. Who the Other is changes the Self and this
transformation is represented by the alternate flame color being incorporated into the
respective flames. In connecting in such a meaningful way, both people are changed. The

pairs also begin to part, opening up more space within their interactions.

8. Integrating

The final model image #8 shows how each person integrates
¢ A the experience into who they are. This experience of relating is
AP | v
77 N 77\ aform of embodied learning that each person then carries

Figure 5.9. Integrating. forward as they part from their meeting.

The Model in Action

As mentioned earlier, the co-researchers in this study enter into this model at
various modes of relating. Hence, the model is not necessarily sequential. However, the

model does reveal the key dimensions and the manner in which the pairs relate. For pairs
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who are meeting for the first time, they start with their biological being (#1) and
encounter the other (#2). If only one person is open, then the relationship does not
progress. The co-researchers make it clear that it takes two open people for this kind of
meaningful relationship to emerge. If both people are willing to engage with the other,
the pair begins to open (#3). In opening, one person may feel too vulnerable and retreat
back to a more closed position. Or, the pair can feel out one another and may begin to
relate (#4), disclosing more of who they are to the Other. If both begin to show who they
are, then the opportunity emerges for the pairs to really connect (#5) and be in an I-Thou
relationship. Some pairs experience an even deeper connection that they describe as
loving (#6), which is a “deep caring for who another is.”

The second time a pair encounters each other, they enter the model at various
places depending on their embodied learning and previous experience encountering one
another. When pairs who regularly relate in ways that are connecting (#5) or loving (#6)
re-encounter one another, they tend to re-establish their relationship very quickly and
begin relating in this deeper way. For example, Frances sincerely asks Dr. Fatima “how
are you?” Dr. Fatima responds in kind. With a hug and warm greeting, the pair is in
relationship once again. Other pairs, however, may take more or less time in a particular
mode of relating. Some doctor-patient relationships may never move beyond doing (#2),
while other relationships may be open (#3) and relate (#4), but may never need or want to
evolve beyond that level of engagement. Thus, it is important to note that doctor-patient
relationships may not always achieve mutuality; however, these relationships may still be
experienced as healing and enacting love. Additionally, several of the pairs describe

relating (#4) with one another and then there are moments where they really connect (#5).
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The pairs move back and forth through the various modes of relating in response to how
each person is and is with the Other in that moment, as well as in response to the factors
calling for the meeting. It is important to note that once the pairs feel like they have really
connected (i.e., I-Thou relationship, #5 and #6), the pairs show greater resilience through
conflict and also are able to effortlessly switch back and forth between moments of

relating as I-1t and I-Thou.

ELR in Relation to the Model of Authentic Relatedness (O’Rourke, 2009)

O’Rourke (2009)’s Model of Authentic Relatedness offers insights into the
individual experience of relating to another. She asserts that Self-awareness involves
becoming aware of one’s Self, reflecting, and enacting one’s environment. Self-
awareness is who we ARE (awareness, reflecting, and enacting), if you will. Her model
asserts that growth can be stimulated by coming into contact with another at the nexus, or
place of meeting. However, she does not articulate how the intersubjective meeting of
Self and Other unfolds. Thus, Figure 5.10 shows how ELR provides insights into the
experience of Self and Other encountering one another and relating at the nexus or space

between the two.
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Figure 5.10. Authentic relatedness (O’Rourke, 2009) meets ELR.

ELR in Relation to Presence

The theory and model of presence (Senge et al., 2005; Scharmer, 2007) describes
three main processes needed for learning and change: sensing, presencing, and realizing.
Their model provides a vision for how doctors and patients can reframe an illness
experience. While they describe presence, they do not articulate how these processes
operate in relationships of Self and Other. Thus, when synthesizing the insights from
ELR with the model of presence, new insight into what and how presence operates can be
gleaned. The first stage of sensing involves letting go of downloading (i.e., operating
from role, autopilot) and becoming aware. This corresponds with ELR’s image #1, #2,
and #3. The second stage of presencing involves suspending judgment and redirecting
attention to that which is occurring in the moment, which corresponds with how pairs

relate (#4) and connect (#5) in the ELR. The final stage of presence is realizing.
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Realizing involves improvising, dialoguing, and allowing the new future to come into
being. This way of Being reflects the dynamic co-emergence of connecting (#5), loving
(#6), integrating (#7), and internalizing (#8) within the ELR. Figure 5.11 shows how the

two models would look if they overlapped.

Figure 5.11. Presence (Senge et al., 2005) meets ELR.

Revisiting the Study’s Purpose and Research Questions

In light of the findings and the emerging model of Enacting Loving Relationships,
it is helpful to return to the beginning of the study to see what new understandings have
emerged. The purpose of this study was to explore the dynamic, co-emerging process of
how Self and Other relate in ways that enact wholeness in each within the context of
medicine. Rather than assume that a relationship exists between doctor and patient, this
study focused on the very process of relating (De Jaegher, 2006) while remaining mindful
of the respective autonomy of each individual involved in the social interaction (De

Jaegher & Di Paolo, 2007). This study utilized the enactive approach (Stewart, Gapenne,
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& Di Paolo, 2010; Thompson, 2007) and the biological sciences (Maturana & Varela,
1980, 1998) since little was known about the biological process of relating (De Jaegher,
2006; Thompson, 2001; Varela, 1999b). The study also extends the research on healing
relationships within the medical literature (Miner-Williams, 2007; Scott et al., 2008).
While there is a plethora of research on relationships, there is very little research that
examines the complex, dynamic phenomena of the mutual experience of relating. Hence,
this hermeneutic study was intentionally designed to explore such lived experience and to
contribute insights into practice, as well as the literature (both empirical and theoretical)
from the biological sciences (Maturana & Varela, 1999; Varela et al., 1991),
phenomenology (Thompson, 2007), and doctor-patient relationships within medicine
(Peabody, 1927; Scott et al., 2008, 2009).

The primary research question directing this study was: how do people experience
Self and Other in relationship? Secondary research questions included:

1. What is the lived experience of an enacting relationship?

2. What specifies a sense of wholeness in relationships?

3. What constrains a sense of wholeness in relationships?

4. What meaning is ascribed to the experience of relating?
In the process of identifying co-researchers and again during data collection, | learned
that the doctors, in particular, did not care much for the term wholeness nor thought of
their relationships in that way (Drs. James, Joan, Laura, Lucy, Fatima). They understood
the language of wholeness; yet, spoke of having experienced “meaningful relationships”
with patients instead. When describing these meaningful relationships, the doctors

actually described how they learned more about who they are (i.e., their Selves) and have
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become fuller people for knowing and relating to and with Others (i.e., becoming whole
by realizing Self), which corresponds with the definition of wholeness. Hence, while the
language differs between wholeness and meaningful relationship, the essential experience
is the same. Then, in exploring meaningful relationships (i.e., relationships where both
individuals experience a sense of wholeness), it turns out that love is at their core. Thus,
as one reads through this study and its appendices, the title of this research and the
language shift in response to the deepening understanding of the phenomenon. Each

question is addressed below.

Primary Research Question

How do people experience Self and Other in relationship? As evident in this
study, how people (i.e., patient and doctor) experience Self and Other is a complex
process that shapes and is shaped by how each person enters into and engages in the
relationship. The emerging model of Enacting Loving Relationships (Figure 5.1) reflects
the circular causality of this complex process of dynamic co-emergence. In general, how
we experience an Other and a relationship is most affected by who we are and whether
we are being or Being in that moment, open to the possibility of relating with an Other. If
a person’s awareness and ability to engage is limited to their biological being and/or
social doing, then there is little space to experience Self, let alone realize the presence of
an Other. If only one person is open to the Other, then this type of meaningful
relationship does not emerge. However, if both people are open, aware of themselves,
and willing to engage in relationship, then there is a possibility for the pair to relate in

ways that are connecting and loving, creating a sense of meaning (i.e., value) and
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wholeness in each. In other words, when the Other is Being, | am encouraged to Be my

Self. When | am Being my Self, my way of Being invites the Other to be his or her Self.

Secondary Research Question 1

What is the lived experience of an enacting relationship? The lived experience of
an enacting relationship involves: being (biologically), doing, embodied learning,
enacting, and Being. For example, in the context of medicine, the nature of the encounter
is most frequently triggered by the onset of disease (Mount, Boston, & Cohen, 2007).
Patients need the doctor’s expertise and skill to identify ways to care for the disease and
illness (Kane, 2003); while the doctor needs the patient in order to practice one’s skill set.
Thus, the two “need each other” (Dr. Joan) and enter into a relationship (being (biologic)
and doing). Depending on how they engage with and respond to one another, the pair
may become aware that “we are all human” (Maggie) and begin to see and be seen by the
Other (embodied learning). Cultivating the relationship further, the pair may begin to
“partner” (all), working together to “keep our health” (Frances) and “promote healing”
(Dr. Fatima) (enacting). By seeing, being seen, and working together, each person has the
space to Be who they are (Being), creating a sense of wholeness and promoting healing in

each.

Secondary Research Question 2

What specifies a sense of wholeness in relationships? Wholeness in relationship
requires two people who are open to being in relationship with the Other. The essential
qualities that contribute to the cultivation of wholeness include: trust, respect,

communication, listening, not judging, seeing the other as a human being, love, and being
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honest with one’s Self and with the Other. Wholeness is specified by the space that the
pair creates and holds for one another to see and be seen. The relationship is dynamic and

nurtures a sense of wholeness when each person is Being in the relationship.

Secondary Research Question 3

What constrains a sense of wholeness in relationships? Wholeness in relationship
is dramatically constrained if one of the people in the relationship is not open to being in
relationship. “It takes two” (Patty) to make a relationship work. Wholeness can also be
constrained by barriers such as unresolved conflict (including at the individual, relational,
and systemic levels), being closed to learning from the other, and personal biases,

stereotypes, and prejudices (e.g., Rose’s delay in accessing appropriate treatment).

Secondary Research Question 4

What meaning is ascribed to the experience of relating? Relating as Self and
Other is a life-affirming experience, one in which each person feels valued by the
relationship. All of the co-researchers who have been in relationship with one another for
eight or more years share that they feel loved and love the Other. The Other “is like part
of the family” (David). “It is a relief” (Rose) to be “totally understood” (Patty). The co-
researchers “cherish” (Dr. Fatima) the relationship, saying it is a “blessing” (Bob,
Pandora, Frances) in their lives. For some, it is the “grace of God” (Dr. Lorraine, Bob). It
is feeling “connected” (Pandora) and that “we are all interconnected. We are one” (Dr.
Fatima). It is the “combination of the individual experience and the universal experience
of being alive” (Dr. James). Relating in this way makes people “feel alive” (Dr.

Lorraine).
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Conclusions

Given this study’s purpose, research questions, and findings, several conclusions
can be drawn about the experience of enacting meaningful relationships in the context of
medicine. These conclusions reflect the insights gleaned from the data in this study,
which may be transferable to other domains where asymmetrical or power differentials
seem to exist, such as teacher-student, leader-follower, therapist-client, parent-child, and
so forth. Several of the conclusions suggest directions for future theory, research, and
practice that transcend the bounds of doctor-patient relationships and speak to human and

organizational learning in general.

Enacting Relationships

Enacting relationships requires two people who are open to being in relationship.
This openness includes a willingness to be changed by the Other, where each learns from
and with the Other. Any human being can choose to relate with an Other. No particular
education, race, class, religion, ethnicity, sexual orientation, gender, or so on is required.
Rather, we are biological beings with embodied minds that live in and through
relationships. Relationships are vital to our health. Living in relationship connects us to
the larger existential truths of life and living as human Beings. We are not alone. Others
have gone before. Others will come after.

In enacting relationships, we each affect and are affected by the Other before we
are aware that we are affected by and affecting the Other. We naturally move closer or
further away (value or devalue the relationship), and this moving can be with or without

awareness. We enact our relationships when we touch (meet) through our gaze, our
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words and language, our bodies (i.e., a handshake or hug), and even our movements and
gestures. When we touch, we confirm the being-ness of the Other and our Self. “Touch is
our most social sense. Unlike seeing, hearing, smelling, and tasting, which can generally
be done alone, touching typically implies an interaction with another person” (Field,
2003, p. 19). We are presented with a choice in touching another: to be open or not to
relating to and with the Other. We may not want to enact a relationship with each person
we meet. Indeed, not everyone who goes to the doctor seeks an enacting relationship.
Some simply want to be treated or cured and left alone. Thus, the nature of the doctor-

patient relationship should reflect the needs of the patient first and foremost.

Enacting Meaningful Relationships

The experience of meaningful relationships is loving and being loved. Love is a
form of intimacy, where intimacy means being able to fully be your Self with another
person. This love bears witness to the strengths and the vulnerabilities in Self and Other.
Rather than judge, love sees and names that which needs to be seen and named. Love can
be fierce and can require courage. For example, a doctor may need to call a patient
regarding lab results that are different than anticipated (e.g., Pandora and Dr. Laura).
Love is not shying away from the difficult conversation. This way of loving creates space
for another to Be in relation to Self, showing a deep care for who the Other is.

Practically every encounter is a new opportunity for Self and Other to choose to
engage with one another. Even if the Other is not open, one can choose to stay open,
enhancing the likelihood of enacting meaningful relationships in future encounters with

Others, whether planned or spontaneous. When enacting meaningful relationships, they
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are on-going and self-organizing. These relationships are not a static level of
achievement. Rather, in each encounter Self and Other choose to relate in this way. While
encountering one another, Self and Other both have the option at any time to change how
they are engaging with one another, which is respected by the other. Meaningful
relationships occur wherever space is created and held for Self and Other to Be. This can

be in or beyond the doctor’s office, exam room, lab, and hospital.

Enacting Ethical Relationships

Ethical relationships require being open to the Other, being willing to learn, and
reciprocating. Ethical relationships “go both ways.” Such doctor-patient relationships do
not simply work because the doctor decided to make it work. The patient also takes it
upon him or her Self to invite the doctor to this type of relationship. Each Self is
respectful of the Other. Ethical relationships are the embodiment of ethical know-how
(Varela, 1999c), where ethics means seeing the Other as legitimate (Matura & Varela,
1998). Self and Other partner with equanimity, honoring the inherent human potential
(Suchman’s (2006) power) and energy (affect) that each brings to the encounter by Being
with another human being. Ethical relationships occur whenever Self and Other meet of
their own volition and with respect for the Other. Such meetings and relationships cannot
be controlled or forced. They emerge naturally when Self and Other sense the presence of

the Other.

Embodying Learning in Relationships

Embodied learning, which involves becoming aware, reflecting, and enacting

one’s environment, is vital to meaningful relationships. Without the realization of both
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Self and Other, there is no context, process, or experience from which to engage with
another. Know thyself really becomes know thy Self, which requires one to “find that far
inward symmetry to all outward appearances, apprentice yourself to yourself” (Whyte,
2007, p. 288). Look within and work with Self first. This also involves being mindful in
the moment, moment-by-moment, even noticing when one feels drawn closer to or
repulsed by the Other. Reflecting in and on the relationship can provide new insights into
the relationship, as well as heighten one’s awareness of Self and one’s experience of Self
in relationship. Reflecting prompts embodied learning and meaningful relationships.

Meaningful relationships have more to do with learning how we are Being in
relationship with one another than what we are doing. Embodying learning in relationship
involves dynamic co-emergence and is circular in nature. How we respond in this
moment affects how we will organize together the next time and place we meet, in subtle
and obvious ways. Hence, we are creating our future world in the present moment by
how we are Being in relationship. This often requires improvising, that is adapting—
being open to what is present at a particular moment in time and what is seeking to
emerge. Improvising reflects creatively addressing the Other with ethical know-how
(Varela, 1999c) and embodied wisdom (Power, 2011).

Meaningful relationships go beyond prescribed roles and behaviors of how a
doctor or a patient should be. Instead, Self and Other (patient and doctor) relate naturally
and respond to one another with respect. Meaningful relationships identify and honor
boundaries, directly and indirectly, through words and actions, making the relationship
safer for Self and Other to Be in relation with the Other. Finally, dialogue and

participatory sense-making are two different ways to describe how Self and Other learn
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about them Selves and about thers. This provides a working understanding needed to
come to know one another and to continue to Be in relationship. Hence, meaningful
relationships embody learning, promoting greater understanding, love, and well-Being as

Self and Other honor their similarities and differences.

Implications

Self and Other are able to experience meaningful relationships, where each
experiences a sense of wholeness, in the context of medicine. In light of the results,
findings, and conclusions, this study offers several implications for theory, research, and

practice.

Theory

Rather than reopen a discussion of the literature presented in chapter two, the aim
of this section on implications for theory is to note how the findings and conclusions
from this study inform the previously discussed literature within the biological sciences
(including embodied learning), relating, and medicine.

Biological Sciences. Within the biological sciences, very little is known about the
actual biological process of relating (De Jaegher, 2006; Thompson, 2001; Varela, 1999b).
Heeding the call to address this identified gap in the literature, this study contributes a
richer understanding of how Self and Other experience being in relationship with one
another. This study shows how relationships operate with complementarity, circular
causality, and dynamic co-emergence. The findings and conclusions support the theory of
the embodied mind (Varela et al., 1991), the principles of the enactive approach (Stewart

et al., 2010; Thompson, 2007), and the assertion that life is interdependent (Bohm, 1980;
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Maturana & Varela, 1998; Thompson, 2007; Wheatley, 2006). Moreover, this study
supports the theory of participatory sense-making (De Jaegher, 2006; Di Paolo et al.,
2010).

Varela and Shear (1998a, 1999b) call for first-person phenomenological insights
into the experience of relating. This study’s hermeneutic research methodology provides
additional insights into understanding not only how Self and Other conceive of being in
relationship, but how they actually are in relationship. This study addresses Varela and
Shear’s assertion that cognition—the science of mind—cannot be complete without
bridging with actual lived experience. Hence, through first-person accounts and second-
person observation (Maturana, 1988; Maturana & Poerksen, 2004; Bunnell, 2008), this
study demonstrates how embodied learning occurs in the moment, prompting awareness,
reflection, and enaction.

The study also demonstrates that embodied learning displays circular causality
(Varela, 1999a). Each encounter, including the individual interviews that followed the
joint interview, are shaped and shape what unfolds during the next encounter (Chang,
2004; Mead, 1934). It is through interaction (De Jaegher) and relationship (Thompson &
Stapleton, 2009) that people create and transform meaning. The hermeneutical circle
(Nakkula & Ravitch, 1998) that occurs in the joint interview creates the space for such
interaction and transformation to occur. In true living systems fashion, as a result of
participating in the research study, all co-researchers are affected by the experience in
neutral, positive, and potentially negative ways. In following up with the co-researchers,
the affect has been overwhelmingly positive. Yet, the process of phenomenological

research underscores the importance of ethical know-how (Varela, 1999c).

246



Relating. Since the findings and conclusions from this study have already been
discussed in relation to O’Rourke’s (2009) Model of Authentic Relatedness and Senge et
al.’s (2005) Theory and Model of Presence, the focus on this subsection is connecting this
work with that of Maturana (1988). Maturana posits that emotioning underlies reasoning
and that languaging enables us to co-ordinate our actions in ways that conserve the praxis
of living. This study supports Maturana’s theory of emotioning and languaging. More
specifically, this study supports that people respond emotionally to experience (Maturana,
1988), moving autonomically with “different domains of operational coherences (fleeing,
fighting, withdrawing, etc.)” (Maturana & Varela, 1998, p. 248). Sensing an “e-motion”
(Patocka, 1988, p. 139), Self and Other in relationship respond to one another with and
without awareness of being affected emotionally (Depraz et al., 2003). Regardless of the
degree of awareness, this study offers initial support for Croswell and Gajjar’s (2007)
assertion that emotion is the energy of transformation. Moreover, this study illustrates
that emotioning is vital to experiencing Self and Other in relationship.

In addition to emotioning, this study provides strong support for Maturana’s
(1988) theory of languaging. This study emphasizes the need for Self and Other to create
a consensual domain of understanding (Maturana, 1988) for dialogue (Buber, 1970;
Isaacs, 1999) and understanding that goes beyond the mere exchange of data and from a
biological standpoint, actually speaks to coordinating coordinations (Maturana & Varela,
1998). This study affirms that “everything said is said by someone. Every reflection
brings forth a world. As such, it is a human action by someone in particular in a particular
place” (Maturana & Varela, 1998, p. 26). It is through language that Self and Other are

able to understand how they stand in relation to one another and are able to transform the
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meaning of an experience (i.e., diagnosis of a disease) through sense-making (De
Jaegher, 2009) and clarifying meaning (Nakkula & Ravitch, 1998). Through this process
of languaging, this study shows support for how misunderstandings can serve as pivots
for meaning to be created or transformed (De Jaegher, 2009). This study shows that
languaging is vital to experiencing Self and Other in relationship. Languaging provides
an opportunity for doctors and patients to relate and enact new possibilities for
wholeness.

Medicine. The medical literature heavily emphasizes the importance of the
doctor-patient relationship. Yet, little is understood about how doctors and patients relate
in ways that promote healing. This study affirms Miner-Williams (2007) findings on the
process of connectedness in nurse-patient relationships. She found that some patients
expressed needs of the spirit as well as biopsychosocial needs. When addressing the
needs of the spirit, the patient, nurse, or both experience “healing, growth, and comfort”
(2007, p. 1225). By Being in relationship, this study offers empirical data that shows how
Self and Other enact loving relationships, which extends Miner-William’s
conceptualization of connectedness.

This study also supports the work by Scott et al. (2008) on how healing arises in
doctor-patient relationships and relationship-centered care (Beach & Inui, 2005;
Suchman, 2011; Williamson, 2011). Scott et al. found that healing does not lie within the
patient or the physician, but rather, “in the space created by connections of the two” (p.
320). The findings from this study affirm Scott et al.’s assertion, by showing how the
process of Being in relationship with one another enacts a sense of wholeness and healing

can emerge. Scott et al. (2008, 2009) identify valuing, appreciating power, and abiding as
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the three essential processes for creating and sustaining healing relationships. Valuing
corresponds with this work’s processes of enacting loving relationships. As Self and
Other cultivate their relationship, moving towards the experience of enacting love, the
felt sense of valuing deepens. Appreciating power is a corollary to the process of inviting,
doing, and relating. Through these processes, doctors and patients are being present to
one another (Williamson, 2011), feeling one another out, and learning how to recognize
and work with the power that each brings to the relationship (Suchman, 2006). Last,
abiding is compatible with this study’s notion of continuing to be in relationship with one
another. When Self and Other relate in a meaningful way, they are “committed to seeing
the relationship through and caring for whatever the issues might be.” While Scott et al.’s
model is strong, it can be strengthened by adding a fourth process for creating and
sustaining healing relationships that this research reveals: love. One of this study’s
findings is that patients and doctors, who experience a sense of healing and wholeness in
relationship with one another, love and are loved by the Other. This deep sense of caring
for who the other is offers insight into mutual healing, guarding against physician burnout
(Ruhe et al., 2004) and patient frustrations in accessing the medical system (Scott et al.,
2008, 2009).

In addition to affirming the work by Miner-Williams (2007) and Scott et al.
(2008, 2009), this study extends their respective work by addressing the mutual
dimension of relating. Rather than look at only patients or clinicians (Miner-Williams) or
look separately at clinicians and patients who are in relationship with one another (Scott

et al.), this study explores the physician and patient together. This novel methodology
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demonstrates how doctors and patients are in relationship rather than talk about

relationship.

Research

Combining the hermeneutic methodology with the enactive approach offers great
promise for enriching the understanding of human relationships, in medicine and beyond.
In that vein, the findings and conclusions from this study identify potential areas for
future research.

1. If this study were to be replicated, even richer results might be gleaned by
adding another more longitudinal (Varela, 1999a) layer to the research process in the
form of follow-up interviews with the doctor-patient pairs at a point later in time. The
reason for this is recognizing that by participating in the study, the pairs’ awareness and
understanding of their relationship with one another changed. Hence, it is important to
explore how, if at all, shared focused attention on the relationship over time affects future
encounters in relationship. What the patient and doctor knew about themselves and the
Other was confirmed, challenged, or affirmed during the joint interview. Hence, by
shedding light on how they are actually Being with one another, new insights and
meaning may emerge. This type of exploration may yield insights for the practice of
medicine and may indicate whether health and healing can be enhanced by taking a
moment to reflect on how the pair is relating to and with one another in an encounter.

2. Another way to expand this study would be to conduct a focus group bringing
all of the co-researchers together to understand not only their experiences of relating with

an Other, but also to gain additional insights into the (un)foreseen affects of researching
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relationships where healing and a sense of mutual wholeness emerges. The reason for a
focus group is to allow the dialogic nature of this qualitative research methodology to
serve as a spark for awareness and, in turn, enhance the dialogue, generativity, creativity,
and understanding. As evidenced in this study, the patients and doctors just were. In other
words, they were Being themselves and illustrated a range of awareness as to how they
were Being in a particular moment and in a particular relationship with Other. However,
the process of a focus group could offer co-researchers with an opportunity to share,
clarify, counter, and offer additional insights into their respective experiences of relating.
One potential side benefit of such a process could be to affirm both doctors and patients
by letting them know they are not alone in seeking meaningful relationships with Others.

3. A final way that this particular study could be expanded is to broaden the
sample of co-researchers. Differences in age, race, nationality, ethnicity, and gender of
patients and doctors may affect the experience of meaningful relationships. There may be
differences across a wider range of medical specialties, doctors who have been practicing
medicine for less time, doctors who choose to be affiliated with a medical teaching
program (i.e., all of the doctors in this study) and those who do not. While I did not find
any meaningful differences by age, race, ethnicity, or gender, this study’s sample size
was small and including a wider range of voices may allow new insights to emerge. In
particular, male-male doctor-patient relationships should be sought for future research.

4. The emerging model of Enacting Loving Relationships may translate to other
asymmetric relationships. Research is needed within other contexts (e.g., education,
counseling, law, business, etc.) to see if the ELR offers insight into and is applicable to

the process of relating in meaningful ways.
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5. Throughout all of the interviews in this study, co-researchers spoke of the
importance of medical education and the need to teach students how to be in relationship
with patients. Research is needed to see if teaching students (using experiential learning
techniques) about the ELR affects their ability to engage in relationships that go beyond
prescribed interactions with patients. Recognizing that relationships cannot be predicted
or controlled (Suchman, 2006), the emphasis here is on learning how to be one’s Self as a
doctor and then enter into relationships with Others (i.e., patients). This is not about
mechanizing the encounter through a prescribed list of questions or movements (i.e., ask
“how are you,” look at the patient while they answer, etc.). Rather, by joining the practice
of medicine with the practice of being Self in relationship with Others, doctors are able to
set the tone and invite patients to a deeper way of relating—a relationship that affects the
diagnosis, treatment, and outcome of a disease (Cousins, 1990; Marnocha, 2009;
Peabody, 1927); patient adherence (Baldwin, 2006; Vermeire, Hearnshaw, Van Royen, &
Denekens, 2001); and patient satisfaction (Morse, Edwardsen & Gordon, 2008).

6. Finally, in this study, many of the co-researchers struggled to name their
emotions, even though they embodied them. Roter, Hall, and Aoki (2005), found that
both doctors and patients have emotions, show emotions, and judge each other’s
emotions. | am curious how their work may in-form or be affected by the experience of
enacting loving relationships, such as the co-researchers described in this study.
Moreover, this study utilized the enactive approach and hermeneutical design which may

offer a new lens through which Roter et al.’s study could be replicated.
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Practice

The implications from this study are most poignant for practice. While several of
these implications are particular to the practice of medicine, there is an undercurrent that
is broader and deeper than medicine alone. Indeed, as biological beings in community
with one another (i.e., in relationship to and with one another), how we choose to practice
relating (or not) affects the extent to which we sustain life and experience health and
well-Being.

The first practical implication is about the process of practice itself. Practice does
not mean being perfect. Rather, practice means continually adapting to the ever-changing
environment in which we live (Di Paolo, 2005; Thompson, 2007) and enacting the
nuanced, deeper understanding that comes from practical wisdom. Praxis is daily living,
constituted moment by moment (Maturana & Varela, 1998). Who we are is shaped and
shapes the Others with whom we are in relation (Thompson, 2007; Palmer, 1993; Varela
etal., 1991). Thus, how we show up to each moment in our daily living (Kabat-Zinn,
1994, 2005), affects our next moment (e.g., the future).

This study shows how doctor and patient come to know Self and Other through
their relationship. Indeed, “knowing requires a personal relation between the knower and
the known” (Palmer, 1993, p. 35). Thus, we come to know through how we interact with
the world in a process called embodied learning (Herda, 1999; Horn & Wilburn, 2005).
Embodied learning involves direct, phenomenological experience (Varela & Shear,
1999b), that removes the “distinction between ‘out there’ and ‘in here’” (Palmer, 1993, p.
35). Such ways of knowing require doctors and patients to be open to the Other, to be
willing to learn, to create space, and to hold space for such knowing to emerge
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(Williamson, 2011). This way of engaging is not within the normal script for medical
encounters. However, by Being in the moment, doctors and patients can relate in ways
that deepen knowing and facilitate mutual healing, while operating within the constraints
of clinics (Remen, 2005; Suchman, 2011). How the pair engages with one another
(quality) is more important than the amount of time spent (quantity) in the encounter.

This study demonstrates that Self and Other can experience relating, connecting,
and loving in and through a relationship with one another. For practice, this study implies
the need to engage in ongoing Self work, becoming aware of Self (Depraz et al., 2003;
O’Rourke, 2009), Other, the Other’s affect on Self, and one’s affect on Other. This way
of knowing thy Self takes courage to be intimate (Palmer, 1998) and to be willing to have
the fierce conversation (Whyte, 2009) that develops in dialogue (Isaacs, 1999) and
participatory sense-making (De Jaegher, 2006; De Jaegher & Di Paolo, 2007). This
engagement occurs at the boundaries of Self and Other (Wheatley & Kellner-Rogers,
1999).

The process of enacting a sense of wholeness in Self and Other within the context
of medicine requires a willingness to “stand in the tragic gap” (Palmer, 2004, p. 174) and
a recognition that “wholeness does not mean perfection. It means embracing brokenness
as an integral part of life” (p. 6). The tension between how things are and how one wants
things to be can prompt growth, as well as serve to imagine possibilities (Varela &
Depraz, 2003) that may be able to prompt healing. To stand in the tragic gap may involve
discomfort, as well as the need to become comfortable with discomfort that comes from
bearing and bearing witness to suffering. Together, doctors and patients can heal by

learning how to work through threats to vitality, as well as change the meaning given to
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suffering (Frankl, 2006) and illness (Dossey, 2005; Remen, 2005). A cure may not exist
or be feasible, but healing through being present and making sense of the experience (De
Jaegher, 2006) is still possible (Kane, 2003).

Finally, every interview touched on the need to re-form physician learning and
training preparation programs. While not the focus of this study, how doctors are trained
does affect how the doctors in turn practice medicine. Focused mental attention needs to
be given to the process of relating and students need to experience what it means to be in
relationship with fellow patients and doctors (Branch et al., 2009; Chen, 2009a). In order
to relate in these richer ways that go beyond the scope of doing (White, 2008), shifting
from interactions as an I-1t (Buber, 1970) to an I-Thou (Buber, 1970) in medicine (Scott
et al., 2009), requires knowing one’s Self. Self-awareness can occur on one’s own
through reflexivity (Maturana & Verden-Zoller, 2008); however, reflecting on
interactions with Others can provide the trigger for Self-awareness (O’Rourke, 2009).
Thus, the findings and conclusions from this study have direct implications for medical

education and practice, as well as relationships in a wider scope of organizations.

Closing Reflections

“Ubuntu.”
“I am because you are.”

This research would not exist without the Others who participated in this Work
and have fully participated in creating and holding a space to deepen the experience and
meaning given to relating as Self and Other in the context of medicine. By sharing their
feelings, thoughts, fears, hopes, experiences, expertise, and their Selves, new meaning

emerges. Coming into the research, | knew at an intellectual level that research has the
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potential to create new meaning and transform understanding in ways that shape future
theory, research, and practice. However, I “am surprised by joy” (Bob) to discover that
this research has unveiled profound meaning for the co-researchers at “the heart level”
(Bob), and in turn, me. This study began as work—true labor. | was inspired and had a
hunch that “there is something there” (Dr. James), but it was a curiosity. Through the
process of collecting, analyzing, and interpreting the data, the sense of labor changed.
What started as work shifted to a sense of Work (Scharmer, 2007) because the data and
the process of conducting research began to unveil a deeper current of truth to the human
experience of meaningful relationships. This Work is for all of us—its essence and heart
are what it means to be a human being.

While this dissertation closes, the insights and sense-making (De Jaegher, 2006)
from this study continue to emerge and evolve. Mirroring the hermeneutic process, the
horizons of understanding continue to shift and expand, ever-changing like life itself with
each new awareness, reflection, and enaction. However, this study offers firm ground
from which to stand, looking forward and back. We look back in reflection, which shapes
the future and in looking to the future, we bring to it our embodied living reflections. We
shape and are shaped by living and engaging with Others. May the insights gleaned from
this Work inspire future research, theory, and most importantly, practice, so that all of us
have the opportunity to experience a meaningful relationship between Self and Other,
discovering a sense of love and well-Being, if we so choose. After all “there is only the
dance” (Eliot, 1943, p. 16).

Namaste.
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APPENDIX A:

DEFINITION OF ADDITIONAL TERMS

Act of distinction: That which distinguishes an object or unity from its surroundings
(Maturana & Varela, 1998).

Action: “Behavior which is driven and guided by the agent themselves” (McGann, 2007,
p. 464).

Adaptivity: “The capacity of an organism to regulate itself with respect to the boundaries
of its own viability . . . [which includes] different properties . . . self-monitoring,
control of internal regulation, and control of external exchanges” (Di Paolo, 2005,
p. 429).

Awareness: The central process through which an individual can understand one’s lived
experience (Depraz et al., 2003).

Autonomy: “Self-determining” (Thompson, 2007, p. 37).

Behavior: “What happens in the interactions of the living system with the medium”
(Maturana & Verden-Zoller, 2008, p. 25).

Cognition: The exercise of skillful know-how in situated and embodied action (Varela et
al., 1991).

Community: “A capacity for relatedness within individuals,” as well as “to events in
history, to nature, to the world of ideas, and . . . to things of the spirit” (Palmer,
2006, p. 2). It involves “the overcoming of otherness in living unity” (Buber,
1974, p. 102).

Compassion: “The capacity to be with the suffering of another” (Palmer, 1990, p. 83). To

suffer with another means to “be there in whatever way possible, to share the
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circumstances of the other’s life as much as one can—not to add to the world’s
pool of suffering, but to gain intimate understanding of what the other requires”
(Palmer, 1990, p. 84).

Cure: “A physical process, the restoration of normal tissue . . . [and] eradication of
disease” (Kane, 2003, p. 10-11)

Disease: “The physical aspect of sickness . . . a tangible, measurable event, amenable to
medical science’s manipulations” (Kane, 2003, p. 10)

Embodied learning: Transforming behavior through experience (Maturana & Varela,
1980) that includes becoming aware, reflecting, embodying, and enacting new
understanding.

Ethics: Seeing the other as legitimate (Maturana & Varela, 1998).

Experience: The first-hand thoughts, actions, and feelings that a person distinguishes as
happening indirectly or directly to or in him/her at any given time and place
(Depraz et al., 2003; Maturana & Verden-Zoller, 2008).

Grace: “Not a theological term but the spontaneously undetermined presence of
mutuality, which cannot be activated by will alone” (Kramer, 2003, p. 22).

Growth: The process of developing maturity (American Heritage Dictionary, 2009).

Health: “Based on an Anglo-Saxon word “hale” meaning “whole”: that is, to be healthy
is to be whole” (Bohm, 1980, p. 3).

IlIness: “The personal experience of sickness . . . [it is not] a physical, visible,
measureable phenomenon, but it’s no less real than disease” (Kane, 2003, p. 11).

Integrity: “The state of quality of being entire, complete, and unbroken” as in integer or

integral (Palmer, 2004, p. 8).
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Interaction: “The coupling between an agent and a specific aspect of its world: another
agent. Interaction is the mutual interdependence (or bi-directional coupling) of the
behaviors of two social agents” (Di Paolo et al., 2010).

Intimacy: Being able to fully be your Self with another person.

Leader: Anyone who wants to make a difference in their world and moves to do so at this
time (Wheatley, 2006).

Love: Relating in a way that “lets us see the other person and open up for him [or her]
room for existence beside us” (Maturana & Varela, 1992, p. 246); “love is saying
yes to belonging” (Steindl-Rast, 1991, p. 57).

Maturity: “Knowing that the world is constantly creating you moment-by-moment, but
also that you are creating the world as you come forward to meet it with your
skills, talents, and activity” (Fischer, 2004, p. 188).

Mindfulness: “Moment-to-moment, non-judgmental awareness, cultivated by paying
attention in a specific way, that is, in the present moment, and as non-reactively,
as non-judgmentally, and as openheartedly as possible” (Kabat-Zinn, 2005, p.
108).

other: the objectification of a person or thing, an It according to Buber (1970).

Other: The authentic being or soul of another, Thou (Buber, 1958), their essential
wholeness.

Organization: “The relations that must exist among the components of a system for it to
be a member of a specific class” (Maturana & Varela, 1998, p. 47).

Perception: “A continuous and mostly unconscious process marked intermittently by

awareness” (Freeman, 2000, p. 18).
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Presencing: When self and Self talk to each other (Scharmer, 2007, p. 41); “to connect
with the Source of the highest future possibility and to bring it into the now” (p.
163); can occur within or between people.

Reflection: “The willingness to give up those beliefs, which stand in the way of an
accurate perception of specific circumstances” (Maturana & Poerksen, 2004, p.
35).

Response-ability: One’s ability to act with the wisdom one has gained (Kane, 2003, p.
90).

Responsibility: “To care for someone else and, at the same time, to reflect on the
consequences of what one is doing in relation to the circumstances in which one
does what one is doing” (Maturana & Poerksen, 2004, p. 78).

Right action: Emerges only as “an immersion of ourselves in reality, an immersion that
involves us in relationship, that takes us to our place in the organic nature of
things” (Palmer, 1990, p. 84) that “requires knowledge of the other’s nature,
which means knowledge of its potentials and limits, of what it can and cannot do”
(p. 70).

self: The person or community we have become as a result of a journey that took place in
the past (Scharmer, 2007, p. 41); ego.

Self: One’s authentic being or soul; “connects to who I could become in the future”
(Scharmer, 2007, p. 25), “our highest future possibility” (Scharmer, 2007, p. 41).

Sense-making: “The creation of meaning in the interaction between a living system and

its environment” (McGann, 2007, p. 468).
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Service: The wholeness in us serves the wholeness in others, a relationship of equals,
which rests in the basic premise that the nature of life is sacred with an unknown
purpose. (Remen, 1996).

Sickness: Two simultaneous processes of suffering one on a physical level (referred to as
disease) and one on an experiential level (referred to as illness). (Kane, 2003).

Source: “Who you really are and a sense of why you are here” (Scharmer, 2007, p. 13).

Story: “A tale about ‘what happened when’” (Fineman, 2005, p. 17).

Structure: The components and relations that make a unity what it is (Maturana &
Varela, 1998).

Structural couplings: “A history of recurrent interactions leading to the congruence
between two (or more) systems” (Maturana & Varela, 1998, p. 75); A connection
and fit between two entities; “two or more systems are coupled when the conduct
of each is a function of the conduct of the other” (Thompson, 2007, p. 45).

Suffering: “An intrinsically disagreeable experience that is angst of an order different
than pain, though it may involve pain. It arises from perceptions of impending
destruction of an individual’s personhood and continues until the threat of
disintegration has passed or the integrity of the person is restored in some other
manner” (Egnew, 2009, p. 171).

Turning: “An inner transformation that opens one to enter completely into the presence
of the other, without holding back . . . turning embodies a double movement: from
separation” (Kramer, 2003, p. 205) “and toward whoever or whatever presents

itself to us” (p. 163).
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Unity: An entity, object, or living being that is brought forth by an act of distinction
(Maturana & Varela, 1998).

Value: The expression of relationship between self and object (individual, thing,
organization, or idea) (Makiguchi, 1982) or from a strictly biological perspective,
Jaques (2002) defines value as “whatever an organism chooses to be attracted by
or locomote toward” (p. 245).

Violence: The imposition of a point of view with little or no understanding (Isaacs, 1999).

Wisdom: “The capacity to distinguish between direct and conceptual experience”
(Fischer, 2004, p. 64).

Work: “Not one’s current job, but one’s purpose, what you are here on earth to do”

(Scharmer, 2007, p. 164).
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APPENDIX B:

CO-RESEARCHER SELECTION PROTOCOL

Professional colleagues will be asked to review study criteria and to nominate
doctors who may have had experience relating with patients where both felt a sense of
wholeness. All interactions do not foster a sense of wholeness nor do the experiences
hold the same level of meaningfulness. Hence, doctors will be asked to think specifically
about patients who have meaningful to them and helped them experience a sense of
wholeness, to be more fully themselves—to grow, to become a truer sense of self. The
doctors will be asked to identify at least three patients with whom they have shared this
experience, inviting them to participate in the study, providing them with an information
sheet about the study, and giving them the option to contact me directly about
participating or to grant permission for the doctor to share his/her first name and phone
number with me, the researcher, if the patient feels comfortable enough to either refuse or
accept the invitation. I will then screen the patients to see if there is a mutual sense of
wholeness. So long as a doctor feels that this relationship with the patient was meaningful
in his or her growth and is able to articulate how and what the experience was, then he or
she is eligible to participate in the study if the patient also feels that the relationship was
meaningful. If there is a patient-doctor match, then the pair will be invited to engage in
the study as co-researchers. There will be three different types of interviews: 1. joint
interviews with respective doctors and patients together; 2. individual interviews with
doctors; and, 3. individual interviews with patients.

Italics indicate verbal text that will be stated.
Doctor Screening:

Introduction: My name is Emily Morrison and | am conducting doctoral research at the
George Washington University. My colleague, Dr. , has referred me to you,
indicating that you may be interested in participating in my research project. | am
interested in learning more about how doctors and patients associate with one another in
meaningful ways that both grow. You were recommended to me as a physician who has
provided excellent care and healing for patients. Do you feel this is accurate?

If not, thank you for your time.

If so, I would like to learn more about your experiences as a physician. I am
particularly curious whether or not you have had any patients who have been
particularly meaningful to you while participating in a doctor-patient relationship. Have
you experienced this?

If not, thank you for your time.

If so, would you be willing to talk to me about these experiences and to learn more
about the study?

If not, thank you for your time.

If yes, thank you for your willingness to share and learn more.
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~

Before jumping in to the experience you just mentioned, can you first tell me a
little bit about where you practice medicine and the work that you do.

What do you see as the primary goal or purpose in your work?

Now tell me a little bit about yourself.

As | mentioned, | am interested in learning about associations between doctors
and patients where both felt more whole because of their interactions. You
mentioned earlier having been affected personally and professionally by patients.
Tell me the story of one of these patient experiences. What was meaningful about
the interaction?

Can you think of at least two additional patients with whom you have felt a
similar sense of wholeness?

This phenomenological research study requires approximately three hours of
participation given its focus on in-depth understanding of this unique
phenomenon. This time includes: reaching out to at least three patients to invite
their participation in the study; one joint interview with one of your patients who
also agrees to participate; and, one individual interview. In addition to these
participation requirements, there are two things to note so that you can make an
informed decision about whether or not you are interested in participating: first,
both interviews will be approximately 90 minutes long; and, second, the
interviews will be digitally voice recorded and the joint interview will be video
recorded so that | focus on listening rather than note-taking during the interviews.
This will also help ensure that | do not miss any of the important comments that
are made during the interviews.

~Are you willing to commit approx. three hours to participate in the study?

~Are you willing to invite three patients to participate in this study? If they give
you permission to be contacted, | shall follow up with them and assess their
interest in participating in the study. Or, if they prefer, they can contact me
directly. If there is a match, then the study will proceed. If not, then the study ends
at that point.

~Are you willing and able to participate in a joint interview with a patient and
me?

~Are you willing and able to participate in an individual interview with me?
~Are you willing to have the interviews recorded by voice and video?

Do you have any questions for me at this point in time?

If selected to participate, will you need assistance with transportation to the joint
interview? Will you need assistance with childcare? Are there particular
days/times that would work best for you to do the interviews? Is there anything
else that might make it easier for you to participate in the study?

Patient Screening:

Introduction: My name is Emily Morrison and | conducting doctoral research at the
George Washington University. Dr. has referred me to you, indicating that you
may be interested in participating in the research project | am doing. | am interested in
learning more about how doctors and patients associate with one another in meaningful
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ways that both grow. Dr. mentioned to me that you are someone who has
helped him/her grow and at the same time, he/she believes that he/she has played an
important role in your healing. He/she did not share with me your personal health
circumstances or situation, but instead only told me that your interactions have been
meaningful. I am reaching out to you to see whether you feel the same and to see if you
are interested and willing to participate in the study. So you know, I will not share any of
your responses with him/her and if you choose not to participate, there will be no
questions asked and he/she will not know. Are you interested in continuing on?

1. Can you tell me a little bit about yourself?

2. How did you come to find Dr. ?

3. Can you tell me about a time when you feel Dr. has helped you heal? What
does this experience mean to you?

4. How similar/dissimilar is your relationship with Dr. to other doctors or health
care

workers whom you have seen?

5. This research study requires approximately three hours of participation. This time
includes
one joint interview with Dr. and one individual interview with just me.

There are two things | want to note so that you can make an informed decision
about participating: first, both interviews will be approximately 90 minutes long;
and, second, the interviews will be digitally voice recorded and the joint interview
will be video recorded so that I focus on listening rather than note-taking during
the interviews. This will also ensure that | do not miss any of the important
comments that are made during the interviews.

~Are you willing to commit three hours to participate in the study?

~Are you willing and able to participate in a joint interview with Dr. and
me?

~Are you willing and able to participate in an individual interview with me?
~Are you willing to have the interviews recorded by voice and video?

6. Do you have any questions for me at this point in time?

7. If selected to participate, will you need assistance with transportation to the joint
interview? Will you need assistance with childcare? Are there particular days/times
that would work best for you to do the interviews? Is there anything else that might
make it easier for you to participate in the study?
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APPENDIX C:

JOINT INTERVIEW PROTOCOL

Script for joint interview. Verbal instructions are in italics.
Confirm permission for audio and video record if able. If agree, start recording!

Welcome! It is truly an honor to listen and be with each of you today. Thank you again
for your willingness to share and be part of this research project. Before we start, | do
want to review a few things. The aim for today ’s 90 minute joint interview is to make
sense together of your experience in how doctor and patient relate in ways that are
meaningful to both. This is an exploration; so, there are no right or wrong responses.
Please take the time you need to respond and we can come back to a question if you
would like. Your responses will be integrated with the responses from other co-
researchers to deepen our collective understanding. I will make every effort to protect
your identity or any personally identifying information.

| would like to talk about two important things. First, as the interview progresses, there
may be thoughts, feelings, and memories which the interview brings up for you that may
be upsetting. | invite you to stay with the feeling so long as it does not create serious
discomfort for you. This also may be the first time that you two have dialogued about
your relationship in this way. Know that you can always pass on a question, stop the
interview, or withdraw from the study at any time for any reason, which you do not have
to share. | commit to honoring your choice. Do you each agree to respect the other’s
choice to stop, skip, or not respond to a question?

The second thing has to do with confidentiality. In the regular clinic setting there is a
promise of confidentiality. | would like to extend that to this setting. Will you promise to
continue respecting one another by keeping our dialogue here today confidential?

Are there any other things that either of you would like to add about how we interact with
one another during and after the interview?

To make sure that | do not forget to ask any important questions, | have a few written
here to serve as a reminder to me if they do not come out in the natural course of the
interview. Because | am trying to get a clear picture, | will ask questions to clarify and to
check my understanding. Feel free to correct me if I don 't have it quite right! I will invite
you later to review a copy of the interpretation in case you have additional insights. Also,
so that I do not disrupt the flow of a particular response and to keep things straight in my
mind, | may jot down a few notes during the interview—this is just to help me remember
your insights and to potentially come back to a response if time permits.

Last, | hope that you enjoy this time together to learn more about your self and the affect
you have on one another. More than anything, | hope you feel comfortable to speak from

291



your heart. Your honest feelings, thoughts, and insights are greatly valued. Are there any
questions? If not, let’s begin.

Questions:
Relationship overall
1. Tostart, | would like to hear the story of how you came to know each other in this
way?

Interaction
1. Talk me through a typical interaction.
2. How does your interaction right now compare to a “normal” interaction? What is
different about today?
3. If you had to briefly describe what the experience is like when you two are
interacting, how would you describe the experience? If you had to name a feeling,
what would it be?

Defining moments
1. Please describe a moment in your knowing each other (use their word) that stands
out to you in a particularly meaningful way.
2. How do you feel about the moment the other chose to describe?

Wholeness
1. How would you describe the feeling that has emerged when you felt you were
really relating to one another the most? If you had to label the feeling, what it
would be?

Closing Questions
1. Do either of you have anything you would like to add?
2. s there anything I haven’t asked you that you think is important for me to know?
3. Is there anything that you thought about telling me, but didn’t?
4. Do you have any questions that you would like to ask me?
5. Can you tell me how this interview experience went for you?

Thank you! I will be in touch with each of you soon. | am grateful to each of you for your

willingness to share. This has been an insightful time—one that helps me understand
meaningful relationships within a health care setting.
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APPENDIX D:

PATIENT INTERVIEW PROTOCOL

Script for individual patient interview. Verbal instructions are in italics.

Individual interview: The aim of this interview is to provide an opportunity to reflect on
the joint interview, as well as to clarify the patient’s background, underlying
assumptions, attitudes, beliefs, relationships, and experience of healing.

Thank you again for participating in the study. Before we begin, | would like to seek your
consent to record our interview. May | record?

Like last time, 1 would like to take a minute here at the beginning to focus our time
together. | have a few written questions here to serve as a reminder to me of things |
would like to ask you and I may make a few notes to jog my memory. Also, | may repeat a
few questions from our initial phone call; however, | would like to ask them again so that
they are part of the transcript. I will send you a copy of the transcript for you to review.
At that time, | will also invite you to share with me any additional reflections, insights or
feedback you may have about our interviews. Okay so far?

Remember that you may skip a question, stop the interview, or end your participation in
the study at any time without fear of retribution by me. This study has no deception and to
help protect your confidentiality, | would like to use a pseudonym. Is there a name you
would like me to use? That’s an interesting name. What draws you to it?

The purpose of today ’s interview is to better understand doctor-patient relationships and
healing, as well as to reflect a bit on the joint interview. Do you have any questions
before we start? If not, let’s begin.

Background
1. To start, can you tell me a little bit about yourself?
2. Since our last interview, has anything regarding this study or how you interact
with Dr. come up for you?

Relationships Overall
3. Can you describe one of your first meaningful relationships with someone of
authority other than a family member or friend that has influenced the person you
are today? (e.g., teacher, counselor, minister, coach, doctor).

Relationship with Doctor
4. Reflecting on what you learned from this experience (from Question 3), how does
that shape how you have come to know Dr. , if atall?
5. What is most meaningful to you about how you know Dr. ?
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Defining Moments
6. I’m curious, how does your interaction with Dr. compare with other
doctors you’ve had? Similar or not? Please describe.
7. Have you ever had any interactions with other physicians that left you feeling
cold? What happened—or didn’t happen, as the case may be? Please describe.

Meaningfulness
8. Inthe joint interview, you talked about feeling a sense of with Dr.
. When | name this sense, where do you feel it in your body?

Ideal degree of interaction
9. Some theories say that doctors should keep a professional distance from patients.
From your perspective, how do you feel about this? What is an appropriate
amount of distance?
10. What advice would you give to doctors wanting to be part of the healing process
for patients who are suffering? What advice would you give patients suffering
from illness to help them heal?

Closing Questions
11. Do you have anything you would like to add?
12. Is there anything I haven’t asked you that you think is important for me to know?
13. Is there anything that you thought about telling me, but didn’t?
14. Do you have any questions that you would like to ask me?
15. Can you tell me how this interview experience went for you?

Thank you for your time, reflection, and energy. | will be in touch when your transcript is
ready for your review. In the mean time, feel free to send me any additional thoughts,
reflections, or feelings. Or, if something else comes up for you, please let me know and |
will try to connect you to the appropriate resources. Thank you again for your
willingness to participate.
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APPENDIX E:

DOCTOR INTERVIEW PROTOCOL

Script for individual doctor interview. Verbal instructions are in italics.

Individual interview: The aim of this interview is to provide an opportunity to reflect on
the joint interview, as well as to clarify the doctor’s background, underlying assumptions,
attitudes, beliefs, experiences of self and other, and experience of healing.

Thank you again for participating in the study. Before we begin, | would like to seek your
consent to record our interview. May | record?

Like last time, 1 would like to take a minute here at the beginning to focus our time
together. | have a few written questions here to serve as a reminder to me of things to ask
you and | may take a few notes to jog my memory. There may be a few questions you have
already answered in our initial phone call; however, | may repeat a few of them so that
they are part of the transcript. I will send you a copy of the transcript for you to review.
At that time, | will also invite you to share with me any additional reflections, insights or
feedback you may have about our interviews. Okay?

Remember that you may skip a question, stop the interview, or end your participation in
the study at any time without fear of retribution by me. This study has no deception and to
help protect your confidentiality, | would like to use a pseudonym. Is there a name you
would like me to use? That’s an interesting name. What draws you to it?

The purpose of today ’s interview is to better understand doctor-patient relationships and
healing, as well as to reflect a bit on the joint interview. Do you have any questions
before we start? If not, let’s begin.

Background
1. To start, can you tell me a little bit about yourself?
2. What influenced your choice to pursue your current profession?
3. Since our last interview, has anything regarding this study or how you interact
with Patient come up for you?

Relationships Overall
4. Can you describe one of your first meaningful interactions with someone of
authority other than a family member or friend that has influenced the person you
are today? (e.g., teacher, counselor, minister, coach, doctor).

Relationship with Patients
5. 1'would like to talk specifically about how you come to know your patients in
general, and then Patient specifically. How do you approach getting to
know patients? What do you do?
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6. Inwhat ways to do you think you affect your patients’ healing—not curing and

only treatment? What do you think they appreciate most about you?

How do you invite the patient’s story?

8. What advice would you give to doctors wanting to be part of the healing process
for patients who are suffering?

~

Defining Moments
9. Please describe one or two significant relationships with a patient that challenged
you and how you interact with patients.
10. How do these challenging encounters compare/contrast with how you know
Patient ? When did you first become aware (could be during or after the
interaction) of the uniqueness in how you know each other? Please describe.

Meaningfulness
11. In the joint interview, you talked about feeling a sense of with Dr.
. When | name this sense, where do you feel it in your body?

Closing Questions
12. Do you have anything you would like to add?
13. Is there anything | haven’t asked you that you think is important for me to know?
14. Is there anything that you thought about telling me, but didn’t?
15. Do you have any questions that you would like to ask me?
16. Can you tell me how this interview experience went for you?

Thank you for your time, reflection, and energy. | will be in touch when your transcript is
ready for your review. In the mean time, feel free to send me any additional thoughts,
reflections, or feelings. Or, if something else comes up for you, please let me know and |
will try to connect you to the appropriate resources. Thank you again for your
willingness to participate.
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APPENDIX F:

CO-RESEARCHER CONSENT FORM

Dissertation Study:
Enacting wholeness in relationship:
An exploration of the dynamic co-emergence of Self and Other

The George Washington University
Graduate School of Education and Human Development

GW IRB number: 041003
Principal Investigator: Dr. Travis Wright ~ Telephone number: (202) 994-1980
Student Investigator: Emily Morrison Telephone number: (202) 994-6167

You have volunteered to take part in the research project described below. The student
investigator will explain the project to you in detail. You should feel free to ask
questions. If you have more questions later, Dr. Travis Wright or Emily Morrison can
discuss them with you.

1) Introduction

You are invited to participate in a research study under the direction of Dr. Travis Wright
of the Graduate School of Education and Human Development, George Washington
University (GWU). Taking part in this research is entirely voluntary. The term co-
researcher means that research will be conducted with you rather than on you. It means
greater respect for the individuals involved in the study.

2) Why is this study being done?

You are being asked to take part in this study because you may have experienced a sense

of wholeness as part of a doctor-patient relationship. The purpose of this study is to better
understand how doctors and patients relate with one another in ways that enact healing—
defined as a sense of wholeness—in each. There will be a total of 10 to 12 co-researchers
involved in the study.

3) What is involved in this study?

If you choose to take part in the study, here is what is involved: You will be asked to
share your experience of coming to know the other (i.e., doctor or patient), as well as
your experience of a sense of wholeness. Participation includes:

a) Two interviews that last approximately 12 hours, approximately a week apart.
The first interview will be a joint interview with both doctor and patient
participating. The second interview will be an individual interview, where it will
only be you and the researcher.

b) You will be invited to share any additional written reflections, photos, poems, or
materials that you feel provide additional insights into your particular experience.
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c) You will be asked to review the interpretations of your comments.

The data collection phase of this study, in which you will be participating, is expected to
last 2 months. While all of the times are approximate, and the total amount of time you
will spend in connection with this study cannot be exactly specified, it is expected that
you would spend three hours over a period of several months.

4) How was | selected to be a part of this study?

Your name was provided by a professional colleague who knows you as someone who
meets the criteria set for this study. The selection criteria are listed in Appendix B and
you have access to this document.

5) What are the risks of participating in this study?

There are no physical risks associated with this study. There is, however, the possible risk
of loss of confidentiality. In terms of confidentiality, every effort will be made to keep
your information confidential; however, this cannot be guaranteed. You will be asked to
provide a pseudonym to help protect your identity. Some of the questions you will be
asked as part of this study may make you feel uncomfortable. You may refuse to answer
any of the questions, and you may take a break at any time during the study. You may
also end your participation in this study at any time.

6) Are there benefits to taking part in this study?

By reflecting on your experience of relating and wholeness, you may personally gain
deeper awareness of your health and relationships. Your participation in this study will
contribute towards informing doctor-patient relationships and how healing can be brought
forth, which can improve both the practice and teaching of medicine.

7) What are my options?

You do not have to participate in this study if you do not want to. Should you decide to
participate and later change your mind, you can do so at any time without any
consequences.

8) Will I receive payment for being in this study?
You will not be paid for taking part in this study.

9) Can | be taken off the study?

The investigator can decide to withdraw you from the study at any time. You could be
taken off the study for reasons related solely to you (for example, not following study-
related directions from the Investigator) or because the entire study is stopped.

10) How will my privacy be protected?

If the results of this research study are reported in publications (e.g., journals) or
presentations (e.g., scientific meetings), the people who take part in this study will not be
named or identified. Pseudonyms will be used to protect identity. GW will not release
any information about your research involvement without your written permission, unless
required by law. All identifiers will be removed from the data during the transcription
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process. Data will be stored in a secured, locked desk drawer in the researcher’s locked
office.

11) Problems or Questions

The Office of Human Research of George Washington University, at telephone number
(202) 994-2715, can provide further information about your rights as a research
participant. If you think you have been harmed in this study, you report this to the
Principal Investigator of this study. Further information regarding this study may be
obtained by contacting the researcher, Emily Morrison, at telephone number (202) 994-
6167.

If you agree to participate in this study, please sign below:

12) Documentation of Informed Consent

| understand the information printed on this form. | have discussed this study, its risks
and potential benefits, and my other choices with Emily Morrison. My questions so far
have been answered. My signature below indicates my willingness to participate in this
study and my understanding that | can withdraw at any time.

*A copy of this informed consent will be given to you. Please keep it in case you want to
read it again.

Participant’s Name (printed) and Signature Date

Name (printed) and Signature of Person Obtaining Consent Date
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